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3.7.5 Tab 5: STATEMENT OF THE PROBLEM  
Polk County, Florida is in the heart of central Florida between the metropolitan areas of 
Tampa and Orlando. Spanning 2,010 square miles, Polk is a diverse locality containing 
both urbanized population centers and profoundly rural areas. Polk County experiences 
many of the challenges facing the larger populations of Tampa and Orlando, including 
the high incidence of alcohol, drug abuse, poverty and unemployment. Further, its rural 
populations are often isolated from critical substance abuse and mental health 
treatment services as well as educational and job opportunities.  
Before the eighties, Polk was essentially a rural county. Since then, the population has 
flourished, nearly doubling. Polk’s population in 2019 was estimated at 724,777 or 3.4% 
of Florida’s total population (http://www.city-data.com/county/Polk_County-FL.html). 
Polk County is Florida’s fourth largest county with a land mass the size of Rhode Island. 
It has 17 incorporated cities and 24 unincorporated populated areas ranging from tiny 
remote villages to metropolitan cities. Its county seat is located in Bartow, FL. (U.S. 
Census Quick Facts 2014). Close to 7% of its population have less than a 9th grade 
education, and 10.1% do not possess a high school diploma. When comparing 
educational attainment, Polk County trails behind Florida and the nation in both high 
school graduates and college graduates. Polk County has the 15th highest 
unemployment rate compared to all Florida counties, with 6.7% unemployment.  
 
In 2018, the median household income was $51,670, which is $10,000 less than the 
national average (Census Bureau). The median property value increased from 
$107,100 in 2014 to $161,300, today. Polk County has a disproportionately high number 
of low- and middle-income households while having a lower proportion of households 
with incomes greater than $100,000 in comparison to Florida and the nation. Polk 
County’s average wage remains below the state levels. Polk County has historically 
lagged behind the nation, the state of Florida, and the larger cities of Miami, 
Jacksonville, Tampa and Orlando in hourly wages paid. When comparing income 
across geographies, Polk County averaged 84% of the national average median 
income. Further, the County experiences substantially higher poverty rates. Nearly 14% 
of Polk County’s population lives in poverty. (U.S. Census Quick Facts 2019)  
 
In terms of racial and ethnic distribution, Polk County’s diversity is similar to Florida, 
except that it is underrepresented among Asians. Polk’s racial and ethnic distribution is 
as follows: 78.8% are white alone (non-Hispanic white), 16.2% are black alone (non-
Hispanic African American), 24.6% are Hispanic and 2.0% other (Asian, Native 
Hawaiian and Other Pacific Islander, American Indian and Alaska Native). (U.S. Census 
Quick Facts 2019) 
  
The economic, educational, transportation and housing challenges described above for 
the general population in Polk County are amplified for those with behavioral health 
conditions. Combine these challenges with a shortage of behavioral health resources 
and it is easy to understand why individuals affected by behavioral health disorders find 
themselves cycling through the criminal justice system.  

The Sequential Intercept Map identified significant gaps/problems that hinder the 
provision of behavioral health services to individuals in Polk County. Some of these are:    
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• There is no secure Addictions Receiving Facility (ARF) in Polk County 
• Peace River Center’s Crisis Stabilization Unit (CSU) is at capacity 36% of the 

time and is on emergency status more than 50% of the time 
• CSUs at Winter Haven Hospital and Lakeland Regional Health are consistently at 

capacity 
• Peace River Center no longer has funding for jail in-reach 
• Psychotropic medications are costly, and in some cases lead to restricted access 
• Most individuals with mental illness do not have jail transition or discharge plans 
• The county needs additional supportive housing options for Substance Abuse 

Mental Health individuals 
• There is no follow-up for county probationers with mental health issues 
• There is a need for more peer specialists   

In 2020, 20,230 inmates were booked in the Polk County Sheriff’s Office (PCSO) jails, 
with a cost of $58,170,777. According to the PCSO, the cost per day for housing an 
inmate is $68.26, and 60.5% of inmates have a dual diagnosis. There is a need to divert 
the at-risk population from jail and reroute them to substance use disorder treatment 
facilities and/or mental healthcare professionals. Those struggling the most often can’t 
afford extensive treatment. This project will support the costs related to treatment along 
with incidentals necessary for each participant to reach success, such as housing, 
medication, transportation, clothing, apartment start-up costs, educational application 
fees, and car registration or a bicycle to get to work.  
 
3.7.5.2.1 TARGET POPULATION & SCREENING PROCESS 
The proposed CJMHSA Reinvestment Grant Expansion Project will target adults age 18 
or older who have a mental illness, substance abuse disorder or co-occurring mental 
health and substance abuse disorders who are at risk of entering or reentering the 
criminal justice system. The expansion will focus on early prevention and reduced 
recidivism rates for the population served, with three different access points available.  
 
The biggest component of the expansion requested in this application is the addition of 
the Sheriff’s Outreach Crisis Counselor, who will act as a new access point for the at-
risk population. Community Paramedics will continue monitoring referrals from 
community partners and engage potential program participants served by the Sheriff’s 
Outreach Crisis Counselor. Three Case Managers will serve up to 70 individuals per 
year with each case manager limited to a maximum case load of 25 participants, on a 
level-tiered system. The focus for case management and peer recovery specialists will 
be on reduced jail recidivism and the prevention of individual placement in state 
hospitals. There will be continued staff training throughout the grant period such as USF 
TAC webinars, motivational interviewing, and trauma informed care certification.  
 
This program will strive to improve the quality of life for all program participants. The 
following flow chart will be used to implement the Helping Achieve Targeted 
Comprehensive Healthcare (HATCH) program: 
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The HATCH program will expand as an arm of the developed Polk County Helping 
HANDS jail transition program, which is an acronym for Healthcare: Access, Navigation, 
Delivery and Support. In order to understand this new proposal, one must first 
understand the Helping HANDS concept as it exists today. 
 
The Helping HANDS program is a newly developed, innovative project unique to Polk 
County. County funding for the Helping HANDS program has been approved for 
FY20/21 in the amount of $924,488. The program projects to build on a strong 
foundation and serve 100 individuals annually. The Board of County Commissioners 
along with the Polk County Sheriff and the Citizen’s Health Care Oversight Committee 
called for and approved the development of a jail transition program to engage inmates 
with mental illness or substance use. That program, funded by Polk County Indigent 
Health Care ½ cent sales tax, is designed to align behavioral health services under one 
umbrella and streamline healthcare access for individuals leaving jail. In addition, it 
builds a reliable and easily accessible support system within the community as a safety 
net for those in transition. 
 
For those not currently in jail, the HATCH program will allow for eligible participants to 
be referred from community partner organizations and 911 call centers for better reach. 
Once in our program, participants will have increased opportunities for receiving mental 
health and substance use disorder counseling and support services, which can lead to a 
decrease in the inadequately housed population entering or re-entering the criminal 
justice system. Unfortunately, without more significant local programming, a large 
percentage of the previously incarcerated and other at-risk populations will have no 
access to mental healthcare or substance use treatment facilities. Provided limited 
support, our target population might no longer have access to necessary psychotropic 
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medications or might choose to reengage with dangerous substances, which can result 
in incarceration.  

This project anticipates enrolling 70 individuals after successful screenings each 
program year, totaling 210 participants. The structure for the program is already in place 
and the team will be prepared to serve comparable numbers during the first, second, 
and third years. It is anticipated that the average length of enrollment in the program will 
be one year. 

The promising Frequent Users Systems Engagement (FUSE) model of cross system 
data matching will be used to identify at risk program candidates, and it will provide a 
conceptual framework consisting of data driven problem solving, policy and system 
reform, and targeted housing and services. The model demands more comprehensive 
intervention with a coordinated system response, so it will be noticed when an individual 
is requesting services from more than one local organization. The tool screens for basic 
eligibility requirements and risk factors including homelessness, criminal justice 
involvement, mental illness, substance use and veteran status. 
(A copy of Polk County Eligibility Screening Tool is attached as Attachment 1, 
page 70)  

Corizon Health, the medical provider within the Polk County Sheriff’s Office (PCSO), 
screens each inmate entering the jail using a 50-question health screening that includes 
questions about mental health and substance use. It also records if an inmate takes 
psychotropic medication and arranges for continuation through assignment to a Mental 
Health Unit. Others identified to have serious mental health concerns are also placed in 
the Mental Health Unit.  
(A copy of the health screening conducted at the jail is attached as Attachment 2, 
page 76.) 

According to the Corizon Health Services Administrator for the PCSO jail, there are 
between 500-600 inmates who daily are administered psychotropic medication while in 
jail – this is 23% of the total jail population. According to screenings administered by 
health providers in two Polk County jails, approximately 60.5% of the population has a 
co-occurring disorder.  

The needs identified are consistent with priorities in the development of Polk Vision’s 
Behavioral Health Strategic Plan. The Plan addresses the importance of providing 
access to care, reducing stigma, increasing services for higher-risk groups, and 
breaking down silos. By responding to these needs, public safety is increased, criminal 
justice cost averted, and Mental Health Substance Abuse services are more accessible 
and effective.  
(A copy of the Needs Assessment is attached as Attachment 3, page 83.) 
(A copy of an Example Treatment Plan is attached as Attachment 4, page 116.) 

Once screened and deemed eligible for the program, participants are given the more 
detailed assessment, to determine the best course of action for their treatment plan. 
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There has previously been a barrier for individuals who are denied admittance into our 
program based on long-ago violent arrest records. With many cases, once the role of 
mental health and substance abuse issues are recognized as precursors to that 
previous arrest and the individual is asking for help, there is hope for a positive life 
change. Our community partners and professionals working alongside program 
participants need to feel at ease regarding their own safety, but deeper discussion must 
be had to ensure participants are accepted or denied after all information is considered. 
In order to set a new standard, those participants approved at weekly staffing will be 
allowed to attend at least one (1) behavior modification group while in jail before 
admittance into the program is decided. This will allow a better understanding of each 
person’s motives behind joining the program and their potential for success.     

In October 2017 a data exchange was established between the Polk County Sheriff’s 
Office (PCSO) and Central Florida Behavioral Health Network (CFBHN), the Managing 
Entity for the Department of Children and Families in Polk County. Each night PCSO 
sends the arrest data from the day to CFBHN who then compares arrest names and 
addresses to participants currently served by CFBHN providers in Polk County. Now we 
can identify how many of those arrested are currently known within our local behavioral 
health system. Baseline arrest data has also been captured for the past five years and 
the following information is now known: 

Data:  
In the charts that follow High Need/High Utilizer (HNHU) is defined as: 

1. Adults with a serious mental illness (SMI), substance use disorder (SUD),
or co-occurring disorders who demonstrate high utilization of acute care services,
including crisis stabilization, inpatient, and inpatient detoxification services.  High
utilization is defined as:
a. Adults with three (3) or more acute care admissions within 180 days; or
b. Adults with acute care admissions that last 16 days or longer.

3.7.5.2.2 DATA FOR INMATES KNOWN TO BEHAVIORAL HEALTH PROVIDERS 

Arrested vs Served 

Fiscal 
Year 

A B C C/B D D/C E E/C F F/C 
Total 

Arrests 
Persons 
Arrested 

Served 
(BH) Percent Served 

(Homeless) Percent Served 
(HNHU) Percent Served 

(FACT) Percent 

15/16 23,761 18,592 1,657 8.91% 272 16.42% 58 3.50% 11 0.66% 
16/17 28,011 21,115 1,786 8.46% 264 14.78% 60 3.36% 7 0.39% 
17/18 28,581 21,647 1,999 9.23% 310 15.51% 78 3.90% 10 0.50% 
18/19 24,017 18,783 1,743 9.28% 263 15.09% 80 4.59% 5 0.29% 
19/20 21,296 16,861 1,569 9.31% 300 19.12% 85 5.42% 3 0.19% 
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During FY19/20 the total number of individuals arrested in Polk County was 21,296. Of 
those arrested, 1,569 were known to have received a state funded behavioral health 
(BH) service that year by a local BH provider. Of those arrested and known to a BH 
provider, 300 were homeless, 85 were deemed High Need/High Utilizers and 3 were 
FACT participants. Of those individuals known to the behavioral health system in 
FY19/20, 1,130 were arrested only once and 439 individuals were arrested two or more 
times. The Department of Children and Families (DCF) reported an average of 1,343 
Floridians per month were on waiting lists for behavioral health services. This included 
118 individuals who were homeless and 220 individuals who injected drugs.  

Of those arrested and known to BH providers, the following data illustrates those with 
Crisis Stabilization Unit (CSU) admissions in addition to arrests. During FY19/20 nearly 
25.43% had CSU admissions with an average of three (3) CSU admissions per person, 
per year. 18% had Detox admissions with an average of 3.4 detox admissions per 
person, per year.  

Fiscal 
Year 

A B C D E F G H I 

Persons 
Arrested 

Served 
(Homeless) 

CSU-
unique 
admits 

Percent 
CSU 

CSU 
non-

unique 
admits 

DTX-
unique 
admits 

DTX 
Bed 
days 

DTX 
non-

unique 
admits 

Co-
Occurring 

17/18 21,647 310 425 21.26% 1484 335 5662 1230 65 
18/19 18,783 263 423 24.27% 1332 283 4661 1035 53 
19/20 16,861 300 399 25.43% 1660 285 4342 958 34 

Polk County recognizes the need to change our tactics when it comes to assisting those 
with limited access to mental healthcare and substance use services and we hope this 
program can set the stage for a nationwide transition. A program like this is crucial to 
those lacking a positive support system and/or the means to be successful, unassisted. 
In this proposal, our programming ideas will be analyzed with respect given to feasibility 
and steps for effective implementation.  

3.7.5.2.3 ANALYSIS OF OBSERVED FACTORS 
To summarize the problem, recidivism among those with mental illness and substance 
abuse is well documented by the data recently gathered and presented in the previous 
pages. Polk County Sheriff Grady Judd and Chief Mike Allen, Chief of Detention from 
Polk County Sheriff’s Office (PCSO), observed a trend among inmates receiving 
psychotropic medications while in jail. Once in jail their condition improves due to 
adherence to their medication and the structure provided in jail, but after release they 
struggle to maintain a schedule and may cycle back into the criminal justice system. On 
average, 30 inmates are released per month who were receiving psychotropic 
medications while in jail. 
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The risk factors identified for the Polk County target population are: 
1. Lack of access to psychotropic medications
2. No linkage to behavioral health and other health services and
3. Lack of community support and accountability

The cycle of recidivism is illustrated as follows: 

As we continue to refine our data collection and analysis, we are zeroing in on specific 
individuals who are touching and impacting multiple systems. We are currently working 
to secure the appropriate permissions to cross match the data presented in the tables 
above with our local Emergency Medical Services data, as well. As we move forward 
with this process, we expect to generate a list of specific individuals who represent 
offenders who also are high utilizers of crisis stabilization, detox, are homeless or any 
combination of these identified risk factors. By knowing who these individuals are, we 
will proactively seek engagement with them to offer them needed services.  

We know that homelessness and other unstable living situations, a history of 
victimization or abuse and significant transitions such as a recent release from jail or 
reentry to the community from prison, places an individual at greater risk of entering or 
reentering the criminal justice system. An article from 2019 explains, “Numerous 
studies have documented greatly elevated risk of death when people are released from 
jail or prison with the leading cause of death being drug overdose. Because of the co-
occurrence of SUDs and mental health conditions, post-release substance use may 
also worsen mental health status and prevent engagement in needed medical care. 

ARREST

PCSO daily 
jail census 
averages 

2,500 
inmates

23% of 
inmates 
receive 

psych meds 
in jail

30 released  
monthly 

who 
received 

psych meds  
in jail

Some are 
homeless

Many 
abandon 

taking 
meds after 

release 
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Qualitative research suggests that substance use post-release may be due to poor 
mental health, environmental exposures (e.g., substance-using peer groups), or life 
stressors related to community re-entry, such as challenges finding work and stable 
housing. Individuals who are ‘doubled-up’ with friends or family members may be at 
particularly high risk for illicit substance use due to lack of institutional support or 
exposure to acquaintances also using substances.”1 

PCSO Chief Mike Allen said the mentally ill can become extremely costly for the county. 
He said many must be alone in a cell and constantly watched by a detention deputy. 
“It’s not just jail costs,” Allen said. “It’s fire and EMS and Tri-County all dealing with the 
same population.” (Chambliss, 2018 Ledgercity) 

A snapshot of the current situation in Polk County for individuals with appropriate risk 
factors is as follows: 

1 https://ascpjournal.biomedcentral.com/articles/10.1186/s13722-019-0136-6 
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3.7.5.2.4 Snapshot of Individuals with Risk Factors in Polk County 

Risk Factor Provider Stat # Individuals Additional comment 
Frequent Crisis 
Admissions 

State Hospital Referrals from 
Polk Co. FY 19-20 

178 Referred 

State Hospital Admissions 
from Polk County FY 19-20 

117 Admissions 
39 Civil / 
78 Forensic 

Currently waiting for 
State Hospital bed 

24 

History of 
Arrests/ Jail 
Stats 

Current Polk Jail Population 2,626 
Average number inmates 
booked daily 

80 

Dual Diagnosis for Polk Jails 
general population 

60.5% 

Current inmates receiving 
psychotropic medications 

452 

Current adult inmates 
psychiatrist assessed for 
MHSA issues 

164 78.5% dual diagnosed 

Recidivism: Top Offenders 
 # arrests over past 2 yrs. 

• 7 offenses 10 
• 6 offenses 21 
• 5 offenses 76 
• 4 offenses 255 

Homelessness 
and unstable 
living situations 

Homeless Coalition of Polk 
Co./Coordinated Entry 
Housing Wait List for past 12 
months 

1014 reported to 
coordinated entry 

25% were housed 
203 are on priority wait 
list 

Homeless students identified 
by Polk Co. HEARTH 
program 

3738 homeless 
students 

319 homeless students 
are 18 years or older 

Homeless families with 
students residing in shelter to 
date this 2020-21 school year 

216 students in 
homeless shelter 

# of related homeless 
adults unknown 

Homeless students receiving 
transportation to school of 
origin (residing in shelter or 
temp. housing) 

492 students By law homeless 
students are eligible for 
transportation to their 
school of origin 

Peace River Center Housing 
Emergency Solutions 
program FY15-16 

53 families 
served 

56 families turned 
away due to lack of 
funding 

3.7.5.3.1 NUMBERS SERVED 
Program participants are provided information about available services while they are 
already in jail. It is critical for individuals in the jail population to consider their options for 
after release and start engaging with our support team. The Program Manager has 
access to weekly lists of eligible participants and their release date. This allows for 
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Community Paramedics and Peer Specialists to intervene before release, providing an 
opportunity for a personal explanation of the program while building a trusted 
relationship. It is estimated that approximately 210 participants will be served as they 
transition out of jail or are referred by a community partner. For those in jail, many 
participants have a transition plan already in place by their release date so they can 
better navigate the system on their own.  

3.7.5.3.2 SUBSET NUMBERS SERVED 
The addition of the new Sheriff’s Outreach Crisis Counselor funded by this program will 
reach a broader audience due to the ability to filter all calls made to local 911 centers 
and help our at-risk population. The new Sheriff’s Outreach Crisis Counselor will only go 
to the scene if the emergency call is mental health or substance abuse related. HATCH 
information will be distributed, and potential program participants can interact with the 
Sheriff’s Outreach Crisis Counselor for support and guidance. Individuals served by the 
Sheriff’s Outreach Crisis Counselor will be assigned to a Community Paramedic, who 
will reach out within 72 hours as a second support. Successful program implementation 
will enroll 210 individuals during the grant cycle, with approximately 45 out of the total 
210 coming from this more specific audience. 

The HATCH project will merge beautifully with the goals of Polk Vision’s Strategic Plan: 
• Build capacity and increase access to care

o Capacity and availability
o Awareness of services and community education
o Transportation and other logistics
o Motivation and process of care
o Improve system efficiency
o Insurance and financial concerns

• Reducing stigma
o Activities to address self-stigma, community stigma, and institutional

stigma such as the following:
▪ Enhanced public awareness and education
▪ Suicide prevention activities, enhancing behavioral health
wellness, and early intervention

• Increasing services for higher-risk groups
o People experiencing homelessness
o First responders
o Individuals of lower socioeconomic status
o Incarcerated individuals

• Breaking down silos
o Increasing focus on public safety and jail-related issues, including

community transitions
o Collaboration and communications
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3.7.6 Tab 6: PROJECT DESIGN & IMPLEMENTATION 

3.7.6.1.1 COMPOSITION PLANNING COMMITTEE 
The Public Safety Coordinating Council (PSCC) was designated the oversite committee 
for Polk County’s original CJMHSA Reinvestment grant in 2006 and continues to meet 
today. Since Polk County received its original CJMHSA Reinvestment grant, the 
collaborations which began during that time have strengthened and have expanded into 
multiple councils/groups of stakeholders in which there is much crossover. In addition to 
the PSCC, the following stakeholder groups exist and are very active: 

• Homeless Coalition of Polk County meets quarterly
• Circuit 10 Regional Council meets bi-monthly (local Behavioral Health

leadership)
• Baker Act Review Committee meets monthly
• Trauma Informed Care Workgroup meets bimonthly
• Homeless Youth Task Force meets quarterly
• Polk Vision Quality of Life Committee meets monthly
• Citizen’s Health Care Oversight Committee meets quarterly

On September 6, 2016 the Polk County Board of County Commissioners approved the 
establishment of the Collaborative Justice Committee within the Public Safety 
Coordinating Council. Although the committee’s official list contains the names of only 
twenty (20) members, the number of individuals noticed for the meetings total ninety 
(90) which includes all the participants of the 2017 Sequential Intercept Mapping 
workshop and others. On average there are thirty (30) individuals who attend 
Collaborative Justice Committee quarterly meetings. Committee members represent a 
diverse range of our county’s population so all voices can fairly be heard. Activities of 
the committee include hearing quarterly reports regarding grant-funded forensic 
program goals and success stories.
(The required members identified for this committee are listed in Appendix A, 
Attachment 5, page 120.)

3.7.6.3.2 PLANNING COUNCIL ACTIVITIES 
Collaborative Justice Committee meetings took place on March 12, June 25, and 
August 7 in 2020. The regular quarterly meeting schedule was altered due to the 
COVID-19 pandemic.  

The last meeting took place January 14, 2021 and included topics familiar to each 
meeting: 

• Tenth Judicial Circuit Court Update
• Helping HANDS Jail Transition Update
• Education Committee Discussion
• & Other Business/ Announcements
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Future council meetings are set on the 2021 calendar for April 15, July 15, and October 
14. Collaborative Justice sub-committees will meet as needed and the council will 
review quarterly reports emailed by the Program Manager.

3.7.6.3.3 DESCRIPTION OF STRATEGIC PLAN 
(A copy of the Strategic Plan is Attachment 6, page 121.) 

Statement of Critical Issues  
Critical issues noted in the strategic plan include but are not limited to the following: 

• Treatment demand is increasing and driving telehealth and other service line
changes.

• The comorbidity of substance use disorders with other behavioral health
conditions is very high and efforts to address the issues must be coordinated and
inclusive.

• Stigma is perceived as greatly restricting people’s willingness to seek care for
behavioral health issues (especially substance use disorder and schizophrenia-
related issues).

• It is important to capitalize on school resources, allowing for greater reach to
generations of families, catching problems earlier, and helping potentially avoid
future Adverse Childhood Experiences (ACES).

• Approximately one in seven (about 15%) of Polk County residents indicate that
they struggle with depression and/or are otherwise at risk for behavioral health
challenges. Given the current (and growing) population, the percentage
translates to approximately 100,000 people.

Challenges Include: 
• Most stakeholders agree that demand for behavioral health, including substance

use disorder services, outweigh the supply of providers.
• The perceived concentration of providers around the Greater Lakeland area (and

subsequently fewer providers elsewhere in the County) creates a barrier to care
for those living outside of Lakeland. The large geographic area of Polk County
contributes to the difficulty of receiving care.

• A significant amount of red tape makes it challenging for people who need care
to receive it in a timely manner.

• Interviewees stated that a lack of awareness of available financial support results
in some individuals not seeking needed (and available) care.

• There is not good awareness of the first steps required to seek care. Awareness
of a “central telephone number” or “no wrong door” policy appears to be lacking.

Regional Partnership and Participants 
The attached Behavioral Health Strategic Plan Development & Sequential Intercept 
Mapping was published in December 2020 by Polk Vision after a highly diverse project 
leadership group engaged community members including: 

• Criminal justice system
• Educators • Business leaders
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• Community members who have direct
experience in the behavioral health
system
• People experiencing homelessness
• Victims of intimate partner violence
• Disadvantaged youth
• Seniors facing social isolation
• Seniors with low income
• Behavioral healthcare providers
• Medical care providers
• Community service agency leaders
• Public health officials
• Public safety
• Elected officials

• High school students
• Young adults
• Foster children
• Parents in recovery from substance
use disorder or other behavioral health
issues
• LGBTQ community members
• LGBTQ family and support network
members
• Peace River Center’s Sheriff Outreach
program
• Continuing education experts and
people knowledgeable about Adverse
Childhood Experiences (ACEs)

In the future, we plan to add committee members who are past program participants 
and can offer their lived experiences and feedback for continued program success.  

IMPORTANT COMMUNITY PARTNERS 
10th Judicial Circuit Lakeland Regional Health 
Baycare Winter Haven Hospital Office of the Public Defender 
Central Florida Behavioral Health 
Network 

Peace River Center 

Consumer & Family Representatives Polk County Board of Co. Commissioners 
Corizon Health Polk County Sheriff’s Office 
DACCO Polk County Problem Solving Court 
Department of Children and Families Polk County Veteran’s Affairs 
Homeless Coalition of Polk County Tri-County Human Services, Inc. 
Lakeland Police Department Bartow Police Department 

Vision: Improve community behavioral health by engaging a broad-based set of 
community members and identifying helpful resources, access to care challenges, 
service gaps, and highly granular or unique needs based on various factors (e.g., 
demographics, location, lifestyle) 

Mission: To improve the quality of life of Polk County residents by addressing the 
behavioral health needs in the community 

Values: Accessibility, Quality Services, Innovation, Collaboration 
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3.7.6.3.4 PROJECT DESIGN AND IMPLEMENTATION 

Goal #1: Staffing 225 referrals per year 

Objective #1: Make more opportunities for referrals 

Task Performance Measure Lead Person or 
Organization 

Projected 
Completion Date 

1.1 
 Weekly Helping HANDS staff 
meeting with fair focus on potential 
program participants who could be 
successful 

 Number of participants evaluated/enrolled 
  each week    Program Manager   Ongoing/ 

          Weekly 

1.2    Evaluate the list received twice weekly of 
anyone with 2 arrests and also receiving 
psych meds to combat recidivism 

  Number of participants evaluated/enrolled 
  each week 

  Program Manager          Ongoing/ 
          Weekly 

1.3   Start contract with the new Sheriff’s 
Outreach Crisis Counselor to reach those 
falling through the cracks 

 Number of participants referred from Sheriff’s 
Outreach Program 

  Program Manager 
      Oct. 1, 2021 

1.4  Refer potential family members and/or 
friends of program participants to 
community support services 

 Number of family and friends referred to 
 community support services 

   Program Manager   Ongoing/ 
          Weekly 

Goal #2: 100% of eligible individuals who agree to participate will have an intake screening 
completed within 7 working days 

Objective #1: Quickly assess applicants so referrals can be made 

       Task Performance Measure Lead Person or 
Organization 

Projected 
Completion Date 

1.1 
 The HATCH Team quickly assesses 
each individual to determine if they are 
appropriate for the program 

 Number enrolled    Program Manager   Ongoing/ 
          Weekly 

1.2  New participants are immediately assigned 
to a case manager so the screening can get 
completed   

  Number enrolled with completed 
 screening 

  Program Manager          Ongoing/ 
          Weekly 

Goal #3: 85% of participants will have a treatment plan within 30 days of enrollment into program 

Objective #1: Form individual treatment plans during the first 30 days of service 

      Task Performance Measure Lead Person or 
Organization 

Projected 
Completion Date 
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1.1 
 The entire team will offer intense 
engagement within the first 30-days of 
service, ensuring participants have 
access to multiple support contacts 
including a case manager, community 
paramedics, and peer support 

 
 Number enrolled with completed  
 screening 

   Program Manager         Ongoing/ 
          Weekly 

 
1.2 Explain options to participants for either 

meeting in person or using telehealth 
technology 

 
 Number enrolled with completed screening     Program Manager Ongoing/ 

Weekly 

 
1.3  Individual treatment plans are updated 

every 90 days by both the Case 
Manager and Peer Specialist 

 
 Number enrolled with completed screening   Program Manager  

Ongoing/ 
Weekly 

 
Goal #4: 85% of participants will actively participate in their Treatment Plan 
 

Objective #1: Create opportunities for participant engagement 
    

  Task 
 

Performance Measure Lead Person or 
Organization 

Projected 
Completion Date 

 

1.1 
 Case Managers will work with 
participants to ensure the treatment plan 
goals & objectives promote a stable 
lifestyle in the community 

  Number of participants meeting for case 
management sessions    Program Manager         Ongoing/ 

          Weekly 

1.2  Collaborate with public and private housing 
partners to identify safe, affordable, housing 
and leveraging community resources for 
securing permanent housing 

  Number of participants who have received  
 housing 

  Program Manager          Ongoing/ 
          Weekly 

1.3   Wrap around services with community 
agencies to promote successful completion of 
case treatment plan goals & objectives. 
Participants will be linked with a behavioral 
healthcare provider, substance abuse 
treatment, as well as 12-step meetings, and a 
primary care provider. 

 Number of goals reached by participants   Program Manager         Ongoing/ 
         Weekly 

 
Goal #5: 10% of participants will be diverted from the Crisis Stabilization Unit (CSU) 
 

Objective #1: Reduce arrests and rearrests in the population suffering from mental health and/or substance abuse disorders 
   

   Task                            
 

 
Performance Measure Lead Person or 

Organization 
Projected 

Completion Date 

 

1.1 
 Once this grant is awarded, hire and 
train Sheriff’s Outreach Crisis 
Counselors through Peace River Center 
to answer calls diverted from 911 

   
  Numbers of individual contacts made by a 
Sheriff’s Outreach Crisis Counselor after referral 
is made by the 911 call center 
 

   Program Manager         Ongoing/ 
          Weekly 
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1.2  Sheriff’s Outreach Crisis Counselors may 
accompany officers to the scene and explain 
the opportunity to participate in the HATCH 
Project 

 Number of screenings given by the Sheriff’s 
Outreach Crisis Counselors 

  Program Manager          Ongoing/ 
          Weekly 

1.3  All participants will be linked with a 
behavioral healthcare provider within 60 days 

 Number linked to behavioral healthcare  Program Manager Ongoing/ 
Weekly 

 
Goal #6: 85% of enrolled participants will be linked with a behavioral healthcare provider during the 
program 
 

Objective #1: Opportunities are given for better mental healthcare 
    

  Task 
 

Performance Measure Lead Person or 
Organization 

Projected 
Completion Date 

 

1.1 
 Refer all enrolled participants to a 
behavioral healthcare provider 
immediately upon entering the program 

  Number of participants engaged with a  
 Behavioral healthcare provider within 60 days 
 

   Program Manager         Ongoing/ 
          Weekly 

 
3.7.6.3.2.1 PROJECT GOALS & STRATEGIES 
Goal #1: 225 referrals per year  
Objectives Strategy Milestone Key Activities towards 

meeting objectives 
Diversion Identify 

individuals at 
risk of 
recidivism 

Enrolling 70 
individuals per 
year  

The Assess, Plan, Identify, 
and Coordinate (APIC) Model 

Collaboration Working with 
community 
partners and 
peer support for 
referrals and 
using weekly 
arrest records 
as a pooling 
opportunity 

Referrals from 
multiple 
community 
partners 

Receiving a minimum of 225 
referrals per year 

Housing To determine 
risk of 
homelessness 

Immediate 
referral to 
emergency 
shelter 

Linkage to the Coordinate 
Entry system 

 Transportation Provide 
referrals to free 
community 
transportation 
or community 
paramedics, 
provide free 

Transportation 
is immediately 
obtained 

Purchase bicycles and set-up 
purchasing method for ride-
hailing services 
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bicycles, or 
provide free 
ride-hailing 
services to 
appointments 

Goal #2: 100% of eligible individuals, who agree to participate, will 
have an intake screening completed within 7 working days.   

Objectives Strategy Milestone Key Activities towards 
meeting objectives 

Diversion Assess to 
determine 
appropriate 
participants 

Meeting 
enrollment 
criteria 

Consider leniency with past 
violent offenders and adjust 
vetting process, as needed 

Collaboration The HATCH 
team 
determines 
which service 
provider is the 
best fit/most 
appropriate 
case manager 
for each 
participant and 
peer support is 
provided to fill 
in the gaps 

Assignment to a 
team member 

Initiate relationship between 
case manager and participant 

Housing Identify housing 
needs  

Assignment to a 
housing 
specialist team 
member 

Ensuring participant has safe, 
affordable and appropriate 
housing within 90 days of 
enrollment into program 

 Transportation Provide 
referrals to free 
community 
transportation 
or community 
paramedics, 
provide free 
bicycles, or 
provide free 
ride-hailing 
services to 
appointments 

Transportation 
is immediately 
obtained 

Purchase bicycles and set-up 
purchasing method for ride-
hailing services 

Goal #3: 85% of participants will have a treatment plan within 30 days 
of enrollment into program 

Objectives Strategy Milestone Key Activities towards 
meeting objectives 
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Diversion Intense 
engagement 
with participant, 
ensuring 
participants 
have access to 
multiple support 
contacts 
including a case 
manager, 
community 
paramedics, 
and peer 
support 

Development of 
the case plan 

Case plan goals & objectives 
promote stable lifestyle in the 
community 

Collaboration Wrap around 
services are 
set-up with 
community 
agencies to 
ensure a 
Treatment plan 
is made with 
goals & 
objectives to 
promote stable 
and safe 
housing 
arrangements 

Positive 
interaction with 
the community 
agencies 

Avert increased spending by 
leveraging community 
resources 

Housing Participant is 
assisted by the 
Housing 
Specialist to 
identify a place 
to live 

Housing is 
obtained 

Collaborate with public and 
private housing partners to 
identify safe, affordable 
housing and leveraging 
community resources for 
securing permanent housing 

 Transportation Provide 
referrals to free 
community 
transportation 
or community 
paramedics, 
provide free 
bicycles, or 
provide free 
ride-hailing 
services to 
appointments 

Transportation 
is immediately 
obtained 

Purchase bicycles and ride-
share passes 

28



Goal #4: 85% of participants will actively participate in their treatment 
plan  

Objectives Strategy Milestone Key Activities towards 
meeting objectives 

Diversion Intense 
engagement 
with participant, 
ensuring 
participants 
have access to 
multiple support 
contacts 
including a case 
manager, 
community 
paramedics, 
and peer 
support 

Successful 
completion of 
goals & 
objectives 
established on 
the case plan 

Case plan goals & objectives 
promote stable lifestyle in the 
community 

Collaboration Wrap around 
services are 
set-up with 
community 
agencies to 
ensure a 
Treatment plan 
is made with 
goals & 
objectives to 
promote stable 
and safe 
housing 
arrangements 

Team members 
collaborate with 
community 
agencies for 
continuity of 
care 

Avert increased spending by 
leveraging community 
resources 

Housing Participants 
maintain safe 
and secure 
housing in the 
community 

No eviction 
during length of 
time in program 
and 6 months 
following 
discharge from 
program 

Collaborate with community 
partners for home 
education/credit 
repair/financial literacy to 
maintain safe & affordable 
housing  

 Transportation Provide 
referrals to free 
community 
transportation 
or community 
paramedics, 
provide free 

Transportation 
is immediately 
obtained 

Purchase bicycles and set-up 
purchasing method for ride-
hailing services 
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bicycles, or 
provide free 
ride-hailing 
services to 
appointments 

Goal #5: 10% of participants will be diverted from the Crisis 
Stabilization Unit 

Objectives Strategy Milestone Key Activities towards 
meeting objectives 

Diversion Callers to the 
911 hotline will 
be diverted to a 
Sheriff’s 
Outreach Crisis 
Counselor to 
de-escalate the 
situation and 
help reduce 
unnecessary 
Baker Acts and 
jail bookings 

Start contract 
with Peace 
River Center to 
implement the 
use of the 
Sheriff’s 
Outreach Crisis 
Counselor 

Train Crisis Counselors on 
diversion tactics 

Collaboration Once the Crisis 
Counselor has 
made contact 
with an 
individual, the 
Community 
Paramedic will 
be following up 
within 72 hours 

Team members 
collaborate with 
community 
agencies for 
continuity of 
care 

Collaborate with the Crisis 
Counselors and include them 
on regular staffing calls 

Housing Individuals can 
potentially be 
diverted from 
jail or the Crisis 
Stabilization 
Unit and can 
meet with the 
Housing 
Specialist after 
program 
admittance 

Participants 
maintain safe 
and secure 
housing during 
length of time in 
program and 6 
months 
following 
discharge from 
program 

Maintain safe & affordable 
housing during length of time 
in program and 6 months 
following discharge from 
program 

 Transportation Provide 
referrals to free 
community 
transportation 
or community 

Transportation 
is immediately 
obtained 

Purchase bicycles and set-up 
purchasing method for ride-
hailing services 
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paramedics, 
provide free 
bicycles, or 
provide free 
ride-hailing 
services to 
appointments 

The HATCH Project aspires to: 

1. Assist target population with mental health needs. This project plans to link
participants with behavioral healthcare providers 85% of the time by using the
coordinative care system we have in place with our many community partners.
Providing participants with a support system and potential diagnosis helps to
make a successful treatment plan.

2. Assist target population with substance use needs. Successful case
management and access to needed resources through our community referrals
will enable participants to have better outcomes with maintaining sobriety.
Participants will have access to substance use disorder treatment facilities,
support groups, and a Peer Specialist to encourage them as they make
progress.

3. Assist target population in finding and accessing housing. Finding housing
will often be listed as an individual goal in each participant treatment plan, upon
program entry. Program participants will then be offered assistance from the
Housing Specialist to ensure they have all opportunities possible to establish
safe and affordable housing in Polk County. This program can pay for housing
deposits and monthly rent while participants focus on learning their new job.

4. Assist family members of target population. The at-risk population this
project serves can accomplish more with a strong support system, including their
family and friends. HATCH program team members will work to ensure referrals
are made so those experiencing the mental health challenges or drug abuse of a
loved one can find help. Keeping families together as they learn and grow will
strengthen our community.

3.7.6.3.2.2 KEY STAKEHOLDERS 
Objective: Expand Helping HANDS Diversion Program 
Task Key Activity/ Responsible Party 
Establish and/or update legally binding 
agreements with all participating entities to 
establish programs and initiatives for the 
Target Population 

1. Develop Contracts for Partners/BoCC

Peace River Center will employ the Sheriff’s 
Outreach Crisis Counselor, who will fill a 
gap in the system and connect with a large 

1. Program logistics/BoCC and PRC
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number of program candidates diverted from 
911 
Relax previous program requirements 
restricting the admission of violent offenders 
and allow potential program participants an 
opportunity to attend behavioral sessions in 
jail prior to reviewing at staffing 

1. Coordinate additional sessions/BoCC 
and peer support 

Implement strategies that support the 
strategic plan for diverting the Target 
Population  

1. Receive Technical Assistance training 
on APIC Model for Helping HANDS/All 
partners 

2. Use SOAR process for assisting 
participants in accessing SSI/SSDI 
benefits 

3. Use existing Coordinated Entry system 
for Helping HANDS program/All 
partners 

4. Link participants to a behavioral health 
provider/BoCC and Partners 

Objective: Collaboration 
Task Key Activity/ Responsible Party 
Participating in regular planning council 
meetings, committee meetings, and team 
staff meetings 

1. Prepare agenda, reports and 
presentation for Collaborative Justice 
Committee meeting/Program Manager 

2. Attend Baker/Act Marchman Act 
meetings/All stakeholders 

3. Attend Circuit 10 Regional Council 
meetings/All stakeholders 

4. Attend all HATCH team staff 
meetings/BoCC, Tri-County Human 
Services, Inc., Peace River Center, 
Baycare, etc. 

Assessing project progress based on 
timelines and review attainment of goals 

1. Hold monthly and/or quarterly 
stakeholder meetings/Program 
Manager & Stakeholders 

Make necessary adjustments to expansion 
activities 

1. Develop action steps when 
adjustments are needed/Program 
Manager  

2. Assign person responsible for making 
the adjustments  

3. Report changes to stakeholders/BoCC 
Objective: Provide Training 
Task Key Activity/ Responsible Party 
Identify topics for needed trainings 1. Develop survey/Program Manager 

2. Provide survey to stakeholders/BoCC 
The Training and Education subcommittee 
will update members 

1. Participate in ongoing recruitment for 
members at stakeholder 
meetings/Program Manager 

Plan and host at least one training event or 
select appropriate training for staff to attend 

1. Engage Training and Education 
subcommittee for planning 

2. Secure trainer & venue 
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3. Promote event

The key stakeholders responsible for expanding the Helping HANDS program are Polk 
County Board of County Commissioner’s Health and Human Services Division, Peace 
River Center, and Tri-County Human Services, Inc. Polk County employs the Helping 
HANDS Program Manager, who provides oversight of grants related to the program. Tri-
County Human Services, Inc. is a partner with Polk County in this grant application and 
employs the Case Managers, Peers, and Housing Specialist assigned to program 
participants. Peace River Center is also a valued partner and will administer the 
Sheriff’s Outreach component of the HATCH program. Community Paramedics are from 
Polk County Fire and Rescue, which is funded by the BoCC’s Indigent Health Care 
program.   

Aside from jail and state hospital recidivism rates, Case Managers will focus on housing 
placement and obtaining social security and insurance benefits for participants. This 
focus will complement the overarching focus of Helping HANDS, which is engagement 
in behavioral health treatment and social supports. The Housing Specialist for this 
project will coordinate with a CFBHN funded PATH program: SAMHSA’s Projects for 
Assistance in Transition from Homelessness (PATH) funds services for people with 
serious mental illness (SMI) experiencing homelessness. SAMHSA’s PATH program is 
a formula grant authorized by the Stewart B. McKinney Homeless Assistance 
Amendments Act of 1990. PATH, the first major federal legislative response to 
homelessness, is administered by the SAMHSA Center for Mental Health Services 
(CMHS). 

For program participants that are homeless or at-risk, the Case Manager will utilize the 
SOAR process for obtaining benefits. SOAR is a national program designed to increase 
access to the disability income benefit programs administered by the Social Security 
Administration (SSA) for eligible adults who are experiencing or at risk of homelessness 
and have a serious mental illness, medical impairment, and/or a co-occurring substance 
use disorders. 

Expanding the current program with new Sheriff’s Outreach Crisis Counselors from 
Peace River Center will reduce unnecessary Baker Acts and jail bookings as well as 
provide a connection to needed mental health resources. Counselors will work with law 
enforcement to provide mental health support to individuals and deescalate emotional 
distress resulting from behavioral health issues and/or substance use.   

3.7.6.3.2.3 COLLABORATIVE JUSTICE COMMITTEE PARTICIPATION 
Many Collaborative Justice Committee members were a part of the planning team 
involved in the research and development of this program. The Collaborative Justice 
Committee meets quarterly, when they receive updates and offer feedback on criminal 
justice programs and activities. Additionally, many Collaborative Justice Committee 
members serve together on other committees with overlapping purposes. These various 
committee meetings offer regular opportunities to communicate face to face. Other 
means of communication will include at minimum quarterly emails announcing 
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meetings, distributing reports and collecting responses to questionnaires. The HATCH 
team (including direct-service staff) will meet every other week under the direction of the 
Program Manager. 

3.7.6.3.2.4 COMMUNICATION OF AGENCIES  
Agencies will communicate during the life of the grant via many avenues. 
Communication between partners will include emailed correspondence, with quarterly 
reports, as well as conference calls and face to face meetings. Specific to this grant, the 
Public Safety Coordinating Council Planning Committee will meet face to face a 
minimum of twice a year and will include all required stakeholders including agency 
representatives. All agencies who are grant Program partners currently meet quarterly 
as a part of the Collaborative Justice Committee and will add quarterly HATCH Program 
Assessment Meetings to their calendars. 

Weekly virtual staffings will occur among all HATCH Team members, where important 
decisions can be made regarding individual enrollment, placement, and program 
specifics. Additionally, there are monthly meetings with all stakeholders to discuss 
outcomes, retention rates, and concerns.  

3.7.6.3.2.5 PARTICIPANT SCREENINGS, NEEDS ASSESSMENTS, AND TOOLS  
The Program Manager, who is the central point of contact, will receive referrals and 
weekly lists from the jail. Once an individual is determined eligible the team (Program 
Manager, Case Managers, housing specialist, community paramedics, and sheriff’s 
Crisis Counselors) will meet to review screening and a case manager will be assigned 
to ensure that all needs-based assessments are completed. A variety of needs 
assessments are included to address the multiple risk factors associated with the target 
population described in the Risk Factor Table.  

Individuals in the criminal justice system who have mental health and/or substance use 
disorders (co-occurring disorders) are characterized by diversity in the scope and 
intensity of mental health, substance use, social, medical, and other problems. As a 
result, no single clinical approach and no single screening or assessment tool fits the 
needs of this population. Effective and comprehensive screening and assessment 
procedures are of paramount importance in defining the sequence, format, and nature 
of needed interventions.  

Screening for co-occurring disorders (CODs) will be used to identify problems related to 
mental health, substance use, trauma/PTSD, criminal risk, other areas that are relevant 
in determining the need for specialized services (including treatment, case 
management, and community supervision), and the need for further assessment. 
Screening will also help to identify acute issues that require immediate attention, such 
as suicidal thoughts or behaviors, risk for violence, withdrawal symptoms and 
detoxification needs, and symptoms of serious mental disorders. 

Screening for CODs is a brief, routine process designed to identify indicators, or “red 
flags,” for the presence of mental health, substance use, or other issues that reflect an 
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individual’s need for treatment and for alternative types of supervision or placement in 
housing or institutional settings. Screening may include a brief interview, use of self-
report instruments, and a review of archival records. Brief self-report instruments are 
often used to document mental health symptoms and patterns of substance use and 
related psychosocial problems. 

Assessment differs from screening in that it addresses not only immediate needs for 
services, but also informs treatment planning or case planning. Thus, assessment 
examines a range of long-term needs and factors that may affect engagement and 
retention in services, such as housing, vocational and educational needs, 
transportation, family and social supports, motivation for treatment, and history of 
involvement in behavioral health services. 

The screening of potential participants begins in jail during book-in, where Corizon 
Health conducts a twofold health screen which includes a list of comprehensive health 
questions including behavioral health. If a behavioral health concern is suspected and 
additional behavioral health screen is administered. Program participants can also be 
identified and screened by the new Sheriff Outreach Crisis Counselor. 
Both screening forms are included as Attachment 1. 

Within the Helping HANDS program, further criteria will be in place to determine 
eligibility for the components specific to this program. One screening tool used for 
determining the need for housing is the Vulnerability Index-Service Prioritization 
Decision Assistance Tool. All participants will be referred to the Homeless Coalition for 
Coordinated Intake & Assessment. 

Substance Use Assessment Tool 
Michigan Alcoholism Screening Test (MAST)  
www.projectcork.org/clinical_tools/html/MAST.html     

The MAST (Selzer, 1971) is a self-administered screening instrument that consists of 25 
items related to drinking behavior, symptoms, and consequences of use. The MAST is a 
public domain instrument that was developed through funding by the National Institute 
on Alcohol Abuse and Alcoholism. The screen uses a yes/no format to inquire about 
problematic alcohol use and addiction throughout the lifetime (Toland & Moss, 1989). A 
total score is used to determine alcohol use severity. The MAST is among the most 
frequently studied substance use screening instruments in clinical settings (Teitelbaum 
& Mullen, 2000). 

Mental Health Assessment Tool  
Correctional Mental Health Screen (CMHS)  
(https://www.ncjrs. gov/pdffiles1/nij/216152.pdf  ) 

The Correctional Mental Health Screen (CMHS; Ford & Trestman, 2005) is a brief self-
report screening tool for mental disorders in correctional settings. The CMHS was 
developed using a large correctional inmate sample that included men (N = 1,526) and 
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women (N = 670). An original composite screening measure included 56 items that 
examined DSM-IV Axis I and II disorders. Separate screening versions were developed 
for male offenders (CMHS-M; 12 items) and female offenders (CMHS-F; 8 items) and 
consist of dichotomous (yes/no) items. Six items are identical in both versions, and the 
remaining two to six items are unique to each version of the CMHS. The shortened item 
pool in the two CMHS screens was found to significantly predict depression; anxiety; 
PTSD; and DSM-IV Axis II disorders, excluding antisocial personality disorder. 

Suicide Assessment Tool  
Beck Scale for Suicide Ideation (BSS) 
http://www.pearsonclinical.com/psychology/ products/100000157/beck-scale-for-
suicide-ideation-bss.html  

The BSS (Beck & Steer, 1991) is a 21-item self-report scale that examines thoughts, 
plans, and intent to commit suicide and includes five screening items. The BSS items 
inquire about the desire to live, suicidal intent, plans and preparation for suicide, and 
openness about sharing suicidal thoughts with others. 

Posttraumatic Stress Disorder Assessment Tool  
Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5)  
http://www.ptsd.va.gov/professional/assessment/ adult-sr/ptsd-checklist.asp   

The most recent version of the PCL, the Posttraumatic Stress Disorder Checklist for 
DSM- 5 (PCL-5; Weathers et al., 2013), includes 20 items that examine the expanded 
DSM-5 PTSD criteria. The PCL-M queries about symptoms related to traumatic military 
experiences and may be used with veterans or active service personnel.  

The PCL-5 has been widely used with offenders (Ball, Karatzias, Mahoney, Ferguson, & 
Pate, 2013; Owens, Rogers, & Whitesell, 2011; Pankow et al., 2012; Rowan-Szal, Joe, 
Bartholomew, Pankow, & Simpson, 2012; Wolff, Frueh, Shi, & Schumann, 2012), to 
monitor change in PTSD symptoms while offenders are involved in treatment (Ball et al., 
2013; Wolff et al., 2012) All HATCH team members are trained in Trauma Informed 
Care techniques and the screening process helps identify those suffering from trauma 
or Post Traumatic Stress Disorder.   

Readiness for Treatment and Change Assessment Tool  
Circumstances, Motivation, Readiness, and Suitability Scale (CMRS) 
http:// www.emcdda.europa.eu/html.cfm/index3597EN. html 

The CMRS (DeLeon & Jainchill, 1986) was developed to assess risk for dropout from a 
therapeutic community (TC) program and to identify participants most likely to remain in 
substance use treatment. The CMRS is a 42- item scale that takes approximately 30 
minutes to complete. The instrument has four subscales: Circumstances, Motivation, 
Readiness, and Suitability, that measure (1) external pressures to seek treatment; (2) 
internal reasons to seek change; (3) perceived need for treatment to achieve change; 
and (4) acceptance of the TC approach, reflected by the willingness to make major 
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lifestyle changes, long-term commitment to an intensive treatment program, and 
rejection or exhaustion of other treatment modalities or options. A shortened 18-item 
version of the instrument (CMR) includes three subscales: Circumstances, Motivation, 
and Readiness. 

3.7.6.3.2.6 COORDINATION OF CARE  
The coordination of care for treatment will be the responsibility of the entire HATCH 
Team. The HATCH Team sits under the umbrella of the Helping HANDS program and 
consists of a Program Manager, Peer Recovery Support Specialists, Case Managers, a 
Housing Specialist, Community Paramedics, and the new Sheriff’s Outreach Crisis 
Counselor position. Each partner brings resources unique to the needs of the target 
population. Participants are served in the HATCH program when financial support for 
their individual treatment, along with incidentals, is necessary for their success.  

Along with case management and referral services, the HATCH component will provide 
funding for first month’s and last month’s rent and/or safe temporary placement. The 
Case Managers will add participants to the coordinated entry list so their housing needs 
can be realized. They will assist participants with locating and securing housing and 
receiving approval for life sustaining benefits such as SSI/SSDI, and SNAP. 

Polk County’s Indigent Health Care Program (IHC) section will house the Program 
Manager and will play an essential role in coordination of care, as well. IHC reports the 
most significant healthcare problems in our county include behavioral health needs and 
limited access to care due to a lack of transportation combined with a healthcare 
provider shortage. In response to these needs IHC has created unique partnerships to 
help address these challenges.  

One of these partnerships is with Florida’s 10th Judicial Circuit, which operates Polk 
County Behavioral Health Court for adjudicated individuals with diagnosable behavioral 
health conditions. IHC provides funding to Behavioral Health Court for case 
management services. Also funded is a residential transition treatment center for drug 
and alcohol abusers. These programs aid individuals in developing healthy lifestyles 
and stability while breaking the cycle of judicial involvement. 

The largest percentage of IHC funding is spent on the Polk HealthCare Plan. The Plan 
provides access to healthcare for permanent county residents at or below 100% of FPL, 
who have no health insurance. IHC manages a network of over 150 providers for the 
Plan that includes primary care and specialty care physicians, four urgent care centers 
and five area hospitals. Sponsored services include primary and specialty care services, 
routine diagnostic testing, lab, radiology, hospital inpatient, outpatient and emergency 
room services, and a pharmacy formulary.  

The HATCH Team’s specialized knowledge and unique relationship with IHC will 
improve communication and coordination between personnel in the judicial system and 
personnel in the community behavioral health and indigent health care programs. Also, 
the enhanced communication and coordination will increase the number of diversions 
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and improve the facilitation of their re-entry upon release for people suffering with 
mental illness and substance use addictions in the local jails.   

3.7.6.3.2.7 LAW ENFORCEMENT INTERCEPT POINTS/CAPACITY 
The Kenneth C. Thompson Institute of Public Safety at Polk State College is the primary 
source of training for local law enforcement officers.  The Institute has been awarded 
the “Accreditation with Excellence” award by the Commission on Accreditation for Law 
Enforcement Agencies, Inc. (CALEA). The Institute is only one of five law enforcement 
training academies in the nation to earn this award and was the first Institute to earn the 
Public Safety Training Academy Accreditation Program (PSTAA) from CALEA in 2007 
becoming the first criminal justice training academy in the nation to earn this 
accreditation. Fortunately, the Institute offers Crisis Intervention Training certification. 

Sherriff Grady Judd has made Crisis Intervention Training (CIT) a priority in Polk 
County. Sheriff Judd believes that CIT training helps the deputies de-escalate crisis 
situations and know how to assess whether the person should be taken to jail or be 
diverted to a community treatment facility. 

He said there was a time when law enforcement officers would have said that 
intervening with people with mental illnesses and taking them to treatment facilities was 
not their job. But, today, he said it’s not unusual for CIT-trained deputies to respond to a 
call from a family member concerned because someone isn’t taking their meds and 
needs help in getting treatment. 

“Our goal is to serve the people of Polk County every day.  If we can defer the mentally 
ill into treatment, that’s a win for us, a win for the community and a win for the person 
with a mental illness.” 

“I’m a tough on crime guy,” Judd said. “I believe that when you violate the law, you 
ought to go to jail, but, I’m just as passionate about not having those who are mentally ill 
in the jail.  We need to have programs to help them and get them out of our jail and out 
of the criminal justice system.” (Florida Partners in Crisis, http://flpic.org/success-
stories/2009/8/31/sheriff-judd-and-polk-county-partnerships-create-success.html ) 

The PCSO has a great capacity and is a key partner in this program. PCSO has agreed 
to assist with the screening process for this program by noting criminal history on the 
Baker Act and Marchman Act documentation. Armed with this information, Crisis Unit 
staff will be able to make a referral to this program for individuals who are released from 
crisis facilities. PCSO has also agreed to work with the Program Manager to identify lists 
of high risk /high use offenders. Additionally, the manager of the Mental Health Unit has 
agreed to work with us to identify potential program candidates. 

The newly contracted Sheriff’s Outreach Crisis Counselor will add an additional 
intercept point for participants potentially entering the program by participating in a 911 
emergency call. Counselors will provide support via phone or may go on a call out with 
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law enforcement, where they can complete a needs assessment with the individual and 
potentially divert them from jail or a state hospital.  

Law enforcement is constantly assessing their current practices to include processes 
that facilitate making referrals to the Helping HANDS program. They have designed a 
system that will notify the Helping HANDS program when an inmate is scheduled for 
release. This notification triggers the order for the 30-day supply of medications and 
alerts the Community Paramedic when to expect the release to occur.  

Police Chief Mike Allen calls this program invaluable to the citizens of Polk County and 
has seen many success stories from program participants. He continues to support our 
alliance and the goals we share to support this at-risk population. 
(A copy of a participant success story is attached as Attachment 7, page 200.) 

3.7.6.3.2.8 PEER SPECIALISTS 
The Polk County BoCC has a contract with Tri-County Human Services, Inc. to provide 
peer support services to the target population. While the case manager will focus on 
assisting participants with finding a job, applying for benefits, and finding transportation, 
the peer specialist will focus on linking them to a 12-Step program and sobriety.  
Peers will work with the participant while communicating with their case manager to 
develop an individualized and comprehensive recovery support plan utilizing an array of 
services that include continuous encounters from the Jail Transition team during three 
phases: Pre-enrollment, Enrollment and Aftercare. Peer Specialists caseloads shall not 
exceed 30 participants. During Pre-enrollment, the participant is deemed eligible and 
appropriate for services. The Enrollment phase begins when the participant is either 
released from jail or is referred from another outlet for an initial screening and continues 
until they have reached one year in the program. Aftercare includes one-year post-
discharge and includes additional participant screening during the 2nd and 4th quarters.  

Recovery Support Services Include: 
• Substance abuse or mental health education in individual or group settings

including Coaching/promoting accountability/mentoring of participants
• Assistance with coordination of participant services specific to effective linkage to

clinical and non-clinical treatment and supports and Peer Support
• Skills training
• Consistent engagement with participants including quarterly updates to treatment

plan during enrollment. Engagement may include attending participant
appointments and court hearings as needed for support.

Outreach Services include: 
• Jail in-reach for program promotion
• Leadership of, or assisting with group meetings in jail setting
• Aftercare Surveys – 2 aftercare surveys completed with each participant during

Aftercare.
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3.7.6.3.3 INTERVENTIONS 
The HATCH Project plans to intensify transition services that are directed to the 
designated populations while also enhancing the ability to reach a broader audience for 
service distribution.  
Over the past year, the Helping HANDS program has seen these incredible rates of 
success: 

1 Year Pre-Enrollment 1 Year Post-Release 
Jail Cost $705,888 $26,163 
CSU $27,953 $0 
Detox $15,862 $39,614 
Mental Health Intervention $22,269 $44,046 
Sub. Abuse Interventions $40,309 $79,891 
Mental Health Residential $7,962 $0 
Substance Abuse Residential $66,828 $100,129 
Emergency Room Cost $192,432 $148,122 
EMS Transports $33,000 $39,000 
Total Cost $1,112,503 $476,965 

Central Florida Behavioral Health Network pulls weekly data from Coizon Health, the 
healthcare provider within the Polk County jail, to identify inmates with Serious Mental 
Illness who are receiving psychotropic medications. A list of those inmates will be sent 
to the Helping HANDS Program Manager who will determine if the inmate meets all 
eligibility requirements. Those who meet eligibility requirements and are approved 
during staffing will then be assigned to a Community Paramedic (CP) and a Peer 
Specialist (PS) who will provide in-reach into the jail and will enroll interested 
participants into the program. These two will function as a support team for everyone 
choosing to participate in the program.    

Upon release from jail this program will purchase a 30-day supply of the participant’s 
psychotropic medications from Corizon Health, along with any other medically required 
medication. The first 30-day supply of medication will be delivered to them by their 
Community Paramedic (CP) within 48 hours of release from jail, when they will also be 
given a paper prescription for an additional 30-day supply. In addition, the CP provides 
a thorough health assessment, reviews all medications for drug interactions, counsels 
the participant on health related issues and provides up to 2-3 months of initial case 
management while helping them establish connections in the community and navigate 
various healthcare systems. The CP will conduct needs assessments during the first six 
weeks and will make referrals to community resources. 

The CP is also responsible for providing a thorough needs assessment and for referring 
participants to local resources like this program or the Specialized Community 
Treatment Team (SCCT) for those who need more intensive services. Both programs 
are dedicated to meeting the needs of this population. Polk County provides funding to 
the SCCT for fifty (50) spots in that program which are prioritized for jail transition 
participants. Both HATCH and SCCT will provide intensive case management to their 
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participants. Community Paramedics, Peer Specialists, SCCT counselors, and Case 
Managers work together to link participants to all available community resources. In 
addition, HATCH Team members have monthly multi-agency staffings to discuss each 
participant’s progress and barriers. 

The Community Paramedics are available 9am-9pm seven days a week and are on call 
24 hours a day. Participants know that “their” paramedic is always available in a time of 
crisis and are encouraged to reach out even after the initial 6-week period has passed. 
Peer Specialists maintain contact with the participant and provide on-going support 
beyond the 6-week period.  

Each person is assigned a case manager, who assists them for one year as they set 
and reach goals based on finding safe housing, appropriate work, and meeting their 
medical needs. A new level-tiered system will start program participants out at weekly 
case management meetings and progressively taper down as goals are met. This 
system will allow for the three Case Managers to increase their case load from 15 to 
potentially 25, serving up to 210 over the three-year grant cycle. 

The Case Managers will serve as the link to assist individuals in accessing benefits 
through the SSI Outreach Access and Recovery (SOAR) process (for those eligible) 
and to access services, when appropriate, through the CFBHN  
provider network. All three Case Managers will be allowed to screen participants for 
SOAR, but only one will be fully trained in SOAR. The Program Manager will integrate 
other funding and/or grants into service provision as they come available, including this 
CJMHSA Reinvestment grant if funded.  

The newly contracted Sheriff’s Outreach Crisis Counselor will expand the reach of our 
program by engaging eligible participants who catch our attention through a 911 call, 
based on a request for Baker and/or Marchman Acts. Our strong partnership with local 
law enforcement allows for the Sheriff’s Outreach Crisis Counselor to accompany an 
officer to the scene, where they can offer support and referral information. The Sheriff’s 
Outreach Crisis Counselor would conduct the screening and the Community 
Paramedics would provide an onsite follow up within 72 hours after the crisis. Those 
cases would be included in the weekly staffing to determine acceptance into the 
program.   

Adjustments such as adding this Sheriff’s Outreach Crisis Counselor are done to align 
more with the Co-Responder Model of service. The promising co-responder model 
improves how community professionals engage with people experiencing behavioral 
health crises. Co-Responder Models vary in practice, but generally involve law 
enforcement and clinicians working together in response to calls for service involving a 
person experiencing a behavioral health crisis. The model provides law enforcement 
with appropriate alternatives to arrest as well as additional options to respond to non-
criminal calls. Communities and local leaders can use the model to develop a crisis 
continuum of care that results in the reduction of harm, arrests, and use of jails and 
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emergency departments and that promotes the development of and access to quality 
mental and substance use disorder treatment and services. 

One of the main tasks of the Community Paramedic (CP) and Peer Specialist (PS) is to 
successfully link the participant to their community behavioral health provider. The CP 
and PS work to facilitate the participant’s first outpatient appointment within 60 days 
following release from jail.   

Polk County funds a variety of healthcare programs for the indigent population. The 
Helping HANDS program is one of ten programs funded under Polk County’s Behavioral 
Health category of funding. Case Managers and Community Paramedics can provide 
referrals to telehealth services for participants who are unable to reach in person 
appointments. We currently use the Jail-Mail system to communicate with jail inmates 
before their release, so progress is already made by a release date. 

Thanks to the ½ cent sales tax generated Indigent Health Care funding, Polk County is 
ahead of many counties in the availability of healthcare resources. However, options for 
securing behavioral healthcare, substance use disorder treatment, and safe housing are 
still too limited to adequately meet the needs of the at-risk population in this county. 
Individuals need assistance like the HATCH program to truly put down roots in the 
community and become self-sustaining.   

3.7.6.4 PERFORMANCE MEASURES 

3.7.6.4.1 PROCESS FOR COLLECTING DATA 
Data will be collected for this project to ensure outcomes are met. Central Florida 
Behavioral Health Network, Inc. (CFBHN) (Suncoast Region’s Managing Entity) 
provides contractual agreements for funding services as a safety net for indigents. Polk 
County Sheriff will provide their data to CFBHN to analyze cross systems of indigents 
who have received mental health and co-occurring disorder services and are 
incarcerated in the Polk County judicial system. Service, outcome, and satisfaction data 
are collected from CFBHN’s subcontracted service providers. 

This project will utilize FAMCare to capture the relevant participant data. The advantage 
of using FAMCare is the flexibility of adoption. FAMCare is HIPPA compliant, utilizing 
encryption, log in credentials, record security and security groups which limit access. 
FAMCare is the electronic records system already in use by Polk County’s Indigent 
Health Care program. Project partners are familiar with FAMCare, as it is a system that 
is funded to track services provided by contracted community partners.  

FAMCare staff will work with the Program Manager and project partners to design a 
unique product application for tracking HATCH performance measures including 
number of arrests/rearrests, housing status and activity, employment status and activity, 
status of benefits eligibility and activity, and diversions from State Mental Hospital. 
FAMCare will also track all service contacts with the participant. FAMCare staff will be 
responsible for training HATCH providers in the use of FAMCare. 
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3.7.6.4.2 METHODOLOGIES 
Collecting data on participants served will show a broader picture of program impact 
when looking at the percentage who are arrested or rearrested within 6 months 
following program completion, percentage who acquire stable housing while enrolled, 
percentage who maintain stable housing after program completion, percentage who 
gain employment after program enrollment, and percentage maintaining employment 6 
months following program end date. Our multifaceted system of care will provide a 
strong support system for participants and encourage successful program outcomes. 

3.7.6.4.3 PERFORMANCE MEASURES 
Performance measures proposed for tracking during this project include: 

• Percent of arrests or re-arrests among program participants while enrolled in the
program – 50%

• Percent of arrests or re-arrests among program participants within 6 months
following program discharge – 20%

• Percent of program participants not residing in a stable housing environment at
program admission who reside in a stable housing environment within 90 days of
program admission – 25%

• Percent of program participants who reside in a stable housing environment 6
months following program discharge – 25%

• Percent of program participants not employed at program admission who are
employed full or part time within 6 months of program admission – 25%

• Percent of program participants employed full or part time 6 months following
program discharge – 25%

• Percent of program participants the grantee assists in obtaining social security or
other benefits for which they may be eligible but were not receiving at program
admission – 85%

• Percent of program participants diverted from a state mental health treatment
facility – 10%

• Percent of Program participants engaged in behavioral health treatment – 50%
• Percent of Program participants linked up with a behavioral healthcare provider –

85%
• Percent of Program participants diverted from the Crisis Stabilization Unit – 10%

3.7.6.5 CAPABILITY AND EXPERIENCE 
Polk County is distinctive in that it has a local sales tax which funds Indigent Health 
Care for qualified residents. For this current FY20/21, $84,937,392 has been budgeted 
by the County for Indigent Health Care. The main provision for care is the Polk 
HealthCare Plan (PHP), which serves qualifying residents that have no other means for 
healthcare or insurance. The Plan provides members with access to a network of 
primary care, specialty care, urgent care, inpatient and outpatient services.  

For those Polk County residents who are at or below 200% FPL the County funds a 
network of community partners who provide primary care, specialty care, dental care, 
and behavioral health services. The number of residents served by Indigent Health Care 
funding for FY19/20 was 24,471 uninsured individuals. 
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Polk County Board of County Commissioners manage various funding sources to 
include federal, state, and local dollars. Governmental accounting procedures are 
utilized and adhered to all federal, state and local regulations. The applicant is in a 
fundable status for all grant making purposes with no outstanding legal, technical, or 
financial issues. Polk County has extensive experience successfully managing grants 
including three previously awarded CJMHSA Reinvestment grants in 2007, 2016, and 
2018. Important program partnerships have been cultivated over the past 14 years to 
ensure this program finds success.  

3.7.6.5.1 KEY PARTICIPATING ORGANIZATIONS 

Polk County Board of County Commissioners (BoCC) 
The Polk County BoCC will act as the managing entity for this grant and will ensure 
proper completion of all reporting and documentation, led by the Program Manager. In 
addition, the team at the BoCC will keep everyone on task by maintaining a regular 
meeting schedule. 

Central Florida Behavioral Health Network (CFBHN) 
Central Florida Behavioral Health Network (CFBHN) is the first and largest of Florida’s 
seven Managing Entities (ME) for behavioral health services. It was founded over 20 
years ago as an organization charged with managing State child and adult mental 
health and substance abuse treatment, prevention, and social service contracts on the 
west coast of Florida. For this project, they pull data from the county sheriff’s office and 
Corizon Healthcare twice a week to identify people with two or more arrests and on 
psychotropic medications within the jail. This allows for the HATCH team to discuss 
potential participants and their needs in advance. CFBHN also assists with gathering 
data for the project’s return on investment to determine the cost savings for the county. 

As stated, CFBHN was specifically created to serve as the Managing Entity for child and 
adult mental health and substance abuse funding. The organization can be considered 
“grassroots” in the sense that it was created initially by community-based mental health 
and substance abuse providers. As part of its evolution as a manager of behavioral 
health services, CFBHN has also been involved with child welfare systems, justice-
based programs, Medicaid match, and primary health care delivery.  

Tri-County Human Services, Inc. (TCHS) 
Tri-County Human Services, Inc. is a 501(c)(3) nonprofit community behavioral health 
organization that has provided Polk, Hardee and Highlands Counties with quality 
behavioral health care services for over 20 years in variously located licensed 
residential and outpatient co-occurring treatment settings. Additionally, Tri-County 
Human Services, Inc. coordinates with other community health service providers. Tri-
County Human Services, Inc. is accredited by the Commission on Accreditation of 
Rehabilitation Facilities (CARF).   
Tri-County Human Services, Inc. is committed to providing the following to Polk County 
HATCH participants: Case Management, Co-Occurring Residential Treatment, 
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Outpatient Services, Prevention Services, Psychiatric Services and Medically Assisted 
Treatment Services.   

Peace River Center (PRC)  
Peace River Center is a 501(c)(3) nonprofit organization licensed by the State of Florida 
and accredited by the Joint Commission on the Accreditation of Healthcare 
Organizations (TJC). Serving over 24,000 individuals a year across Polk, Highlands and 
Hardee Counties, Peace River Center (PRC) offers a variety of treatment options to 
individuals of all ages (children, adults and seniors) in many different settings. As a 
comprehensive integrated behavioral system of care our mental health, substance use 
and medical services have been designed to meet a wide range of community needs 
through: Inpatient Crisis Stabilization and Residential Treatment, Group Homes, 
Outpatient Therapy and Counseling (individual, group and family), Outpatient 
Psychiatry, Family Preservation Services, Psychiatric Medication Management, Case 
Management, Forensic Case Management, Targeted Case Management, Psychosocial 
Rehabilitation and Vocational Services, Club Success, Domestic Violence Shelters, 
Rape Recovery Resource Center and Rape Crisis Services, Florida Assertive 
Community Treatment Team (FACT), CAT Team (Community Assertive Treatment), 
FITT (Florida Intensive Treatment Team) and Mobile Crisis Response Team services 
and Critical Incident Stress Debriefing Services. 
PRC has been a forerunner in providing wrap-around and recovery services for many 
years including vocational/supported employment, educational and transportation 
services, independent living skills, discharge planning, medication management, 
wellness and recovery, and assistance in obtaining income support and benefits. Group 
therapy, individual therapy, family therapy services are provided utilizing the 
environment in which individuals live.  
Services offered by Peace River Center to Polk County Problem Solving Court 
participants include Inpatient Crisis Stabilization Unit, Outpatient Counseling, 
Psychiatric/Medical Integrated Services, Adult Residential Treatment, Case 
Management, Forensic Case Management, Substance Abuse, Domestic Violence and 
Rape Recovery programs, and 24-hour Crisis Hotline services. 

For the project expansion aspect of our application, we are relying on Peace River 
Center to employ and train the new Sheriff’s Outreach Crisis Counselors, who will be an 
access point for individuals calling 911.  
(Sheriff’s Outreach Program Scope of Work attached as Attachment 8, page 201)  

Keystone Challenge Fund (KSC) 
Keystone Challenge Fund is a non-profit organization established in 1991 in Lakeland, 
Florida. For 25 years, Keystone has maximized the availability of affordable housing for 
low and moderate income homebuyers to connect families with homeownership. 
Through construction, rehabilitation and down payment assistance, Keystone has 
participated in over $400 million in residential real estate development. As a result, 
nearly 4,000 families have become homeowners. Keystone is committed to serving the 
community by improving lives through homeownership. Among the families who 
received assistance, more than 1,200 were single parents. The programs offered by 
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Keystone have been possible through longstanding partnerships with local governments 
and agencies including the City of Lakeland, Pasco County, Polk County, City of Winter 
Haven, and the Housing Finance Authority of Polk County. 
 
Local Law Enforcement 
Sheriff Grady Judd has been a strong advocate for the work progressively 
accomplished by the planning council and has voiced his opinion in favor of a new 
Sheriff’s Outreach Crisis Counselor. Communication with the Helping HANDS team and 
law enforcement has improved over the years to everyone’s benefit. Law enforcement 
now provides Helping HANDS with a weekly list of potential participants being released 
from the local jail system. This greatly improves our information and referral system by 
allowing our team members to potentially assess program participants before they are 
even released.  
 
3.7.6.5.2 AVAILABILITY OF RESOURCES  
Foundations for this project have already been laid and required steps to meet our 
expansion goals should be relatively simple. Partnerships are already in place for 
necessary budgeting & contracts, and the planning council has set a good precedent for 
community cohesiveness. Weekly team staff meetings ensure everyone has a voice 
and there is fair access to services for all participants.  
 
The U.S. Department of Housing and Urban Development has just awarded $2.3 million 
to four nonprofits operating homeless assistance programs in Polk County. The Agency 
for Community Treatment Services Inc. (ACTS) received three grants totaling about 
$649,000. ACTS, based in Tampa, operates a range of programs in five counties that 
include substance abuse treatment, recovery support and housing. The HUD grants for 
Polk County are dedicated to “scattered site” housing programs for people who have 
disabilities and are homeless. (White, The Ledger: Feb. 5, 2021) These available local 
funds to support the homeless population will make it easier to permanently house 
participants in the HATCH program.  
 
3.7.6.5.3 ANTICIPATED PEER SUPPORT ROLES 
The Polk County BoCC has a contract with Tri-County Human Services, Inc. to provide 
peer support services to the target population. Peers will work with the participant to 
develop an individualized and comprehensive recovery support plan utilizing an array of 
services that include continuous encounters from the Jail Transition team during three 
phases: Pre-enrollment, Enrollment and Aftercare. Peer Specialists caseloads shall not 
exceed 30 participants. During Pre-enrollment, the participant is deemed eligible and 
appropriate for services. The Enrollment phase begins when the participant is either 
released from jail or is referred from another outlet for an initial screening and continues 
until they have reached one year in the program. Aftercare includes one-year post-
discharge and includes additional participant screening during the 2nd and 4th quarters. 
The community paramedics conduct the screenings for the 1st and 3rd quarters.  
 
Recovery Support Services Include: 

46



• Substance abuse or mental health education in individual or group settings 
including Coaching/promoting accountability/mentoring of participants 

• Assistance with coordination of participant services specific to effective linkage to 
clinical and non-clinical treatment and supports and Peer Support 

• Skills training 
• Consistent engagement with participants including quarterly updates to treatment 

plan during enrollment. Engagement may include attending participant 
appointments and court hearings as needed for support. 

 
Outreach Services include: 

• Jail in-reach for program promotion 
• Leadership of, or assisting with group meetings in jail setting 
• Aftercare Survey – 2 surveys with each participant during Aftercare. 

 
3.7.6.5.4 PROPOSED STAFF 
The Program Manager, provided by the Polk County BoCC, is considered the Project 
Director and is already in place as the Helping HANDS lead, with a cohesive team 
assembled. Helping HANDS will act as an umbrella for HATCH, streamlining 
participants into the program who could benefit from added financial support. The entire 
HATCH Team will discuss and assign those who meet eligibility requirements to a case 
manager and a peer specialist based on the initial risk factors identified on the eligibility 
screening. Participants identified with housing needs will also be assigned to the 
housing specialist.  

The Sheriff Outreach Crisis Counselor will be a second point of contact for an individual 
after they have called 911 and requested assistance. Although unlicensed, they will be 
qualified to provide an initial screening, which will be up for discussion at the weekly 
staffing meeting.  
 
Case Managers will use the FAMCare system to assist with and track program referrals 
to community resources and services. Case Managers will coordinate access to needed 
services with community providers, tracking provider contacts in FAMCare.  
 
The Housing Specialist for this project will work collaboratively with a CFBHN funded 
PATH program: SAMHSA’s Projects for Assistance in Transition from Homelessness 
(PATH) funds services for people with serious mental illness (SMI) experiencing 
homelessness. SAMHSA’s PATH program is a formula grant authorized by the Stewart 
B. McKinney Homeless Assistance Amendments Act of 1990. PATH, the first major 
federal legislative response to homelessness, is administered by the SAMHSA Center 
for Mental Health Services (CMHS). The PATH program will provide additional expertise 
and resources for housing placement and benefit application. For project participants 
that are homeless or at-risk, the Case Manager will utilize the VISPDAT coordinated 
entry system through our partners at Tri-County Human Services, Inc.  

The goals of the SOAR program speak directly to one of SAMHSA’s Strategic 
Initiatives- Recovery Supports. SOAR seeks to end homelessness through increased 
access to SSI/SSDI income supports, directly addressing SAMHSA’s assertion: “To 
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recover, people need a safe stable place to live.” This is essential, and for many 
persons in recovery accessing benefits is a first step. But SOAR extends beyond and 
also encourages employment as a means to increase individual income and promote 
recovery in line with the SAMHSA assertion that: “to recover, people need meaningful 
work and the ability to enhance their skills through education.” 

SOAR is a national program designed to increase access to the disability income 
benefit programs administered by the Social Security Administration (SSA) for eligible 
adults who are experiencing or at risk of homelessness and have a serious mental 
illness, medical impairment, and/or a co-occurring substance use disorders. 

3.7.6.6 EVALUATION AND SUSTAINABILITY 
Internal and external evaluations will be used to monitor the progress of this project. 
Polk County and HATCH staff will work with the USF Technical Assistance Center for 
support and evaluation. The Program Manager will be the main point of contact for the 
program and will be responsible for the oversight of data collection and analysis. The 
Program Manager will present data and reports based on following timelines and will 
review attainment of goals with stakeholders quarterly. Stakeholders will recommend 
necessary adjustments to implementation activities as needed based on these reports. 
Stakeholders include the Public Safety Coordinating Council’s Grant Planning 
Committee, Partner Agencies, and Polk County Board of County Commissioners  
(BOCC). 
 
Polk County BOCC will also provide an evaluator who is outside the HATCH program to 
evaluate processes and determine compliance with contract requirements. We will be 
using an internal monitor for performing operational and compliance reviews on 
contractors providing services under the HATCH program. 
 
3.7.6.6.2.1 REDUCING EXPENDITURES 
Many factors will shape the long-term sustainability of the HATCH project, including 
effectiveness and efficiency of program implementation, the commitment of the 
partnerships involved, the strength of the community’s support, and continued 
diminished economic adversities. 
 
In 2020, 20,230 inmates were booked in the PCSO jails, with a cost of $58,170,777, 
33.6% of PCSO’s budget. This did not include the cost of Court Services which totaled 
$7,391,692 or Law Enforcement which totaled $107,669,556. Although Sheriff Judd is 
known for his cost-effective approach to detention, more effective diversion programs 
such as HATCH will further drive costs down. 
 
The proposed strategy to achieve maximum impact in the system is to identify our 
community’s frequent users, matching data across corrections, homeless services, and 
crisis unit admissions to develop a list of shared participants who meet the specified 
thresholds of high service use. To have the greatest impact in reducing system use and 
realizing cost savings we will focus on outreach to those with multiple risk factors or 
multiple episodes of recidivism. 
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According to the Polk County Sheriff’s Office, the cost per day for housing an inmate is 
$68.26. The average number of days in jail is estimated to be 90 days. We anticipate 
that 140 of the 210 individuals served by HATCH will be individuals at risk of 
reoffending. The estimated cost of each episode of incarceration is $68.26 per day x 90 
days resulting in a cost of $6,143 per episode. Of the 140 at risk of reoffending, we 
expect to successfully divert 105. The cost avoidance of successfully treating and 
diverting one offender with history offending 7 times in 2 years is $43,001. For an 
individual with a history of 4 offenses in 2 years the cost savings is $24,572. If 
participants average recidivism rate is 1 offense per year the cost savings for this part of 
the project is projected to be $645,015.  
 
The cost of treating an individual with mental illness in a State Hospital in 2019 was 
$293 per day for civil commitment and $350 per day for forensic commitment.  The 
average length of stay of persons discharged from the Florida State Hospital is 467 
days and the Median Length of stay is 299 days. At the Civil state hospital daily cost 
($293.00) the estimated cost savings per admission (at 299 days) = $87,607. Our 
anticipated success with this population is dependent upon our local Short-term 
Residential Treatment program, operated by Peace River Center. Peace River Center 
will have one of the HATCH staff who will work closely with the Baker Act Receiving 
Facilities to identify and divert those who are at risk. Using the calculations above, 
diverting 21 individuals from State Hospital Admission will yield a savings to the system 
of $1,839,747.  
 
The Program Manager will keep monthly statistics regarding enrolled participants and 
their rates of success. Combining the projected cost savings from jail diversions and 
hospital diversions, the total cost savings over the period of the project is $4,568,886. 
With savings that large, Polk County will be able to reinvest even more on providing 
services to the at-risk population. This on-going project will adjust as needed to best fit 
the needs of that population, such as adding an additional case manager now. 
Expanding the program by adding a Sheriff’s Outreach Crisis Counselor will expand our 
reach for referrals and educate an additional audience on our services.   
 
The Collaborative Justice Committee, along with the BoCC, will be proactive in seeking 
new funding for sustaining this effort and have appointed a Finance Subcommittee to 
focus on identifying potential funding sources to support, sustain and expand the 
capacity of treatment, housing, and transportation for the CJMHSA target population.  
A finance sub-committee has been formed to research potential alternate program 
funding sources and engage with grant writers from all stakeholder agencies. 
Their last meeting took place February 25, 2021 and current sub-committee members 
include Sarah Campbell, Judy Tewksbury, Andrea Clontz, Kelvin Almestica, and Paula 
McGhee, from the Polk County Board of County Commissioners. The Grants and 
Project Development Specials for Polk County will use eCivis grant management 
software to identify future sources of grant funding. The primary mission of the Finance 
Subcommittee will be to steadily scan the environment and evaluate these potential 
funding streams.  
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Whereas the Finance Subcommittee will work to leverage local funding, it recognizes 
that other governmental funding will likely be a major financial support over time for 
mental health treatment and other support services. These allocations will almost 
certainly include federal funding through block grants or other special funding to the 
state in future monies. Committee members will continuously check for newly released 
proposals for funding at Grants.gov, the Office of Criminal Justice, the University of 
South Florida, and our eCivis search database.  
 
Participants of this implementation project are constantly learning and growing so we 
can best meet the needs of our target population. We plan to reduce the number of at-
risk population arrests and reduce individuals judicially committed to a state mental 
health treatment facility by diverting them and using intensive case management and 
referral services. When mental health needs and housing needs can be met, program 
participants can finally work on self-improvement and ending the incessant cycle of 
criminal justice involvement that is all too common today.  
 
3.7.7 TAB 7: PROJECT TIMELINE 

Year One Timeline  
Action Type Responsible 

Party 
Start Date Completion Date 

Establish HATCH 
Program 

Objective Polk Co. BoCC October 1, 2021 Ongoing 

MOU’s established Activity Polk Co. BoCC October 1, 2021 Dec. 31, 2021 
Hire HATCH Staff Milestone 1) Polk Co. BoCC 

2) Tri-County 
Human Services, 
Inc. 

October 1, 2021 Jan. 31, 2022 

HATCH Staff 
Meeting 

Activity HATCH Program 
Manager 

October 1, 2021 Ongoing/ weekly 

Public Safety 
Council & 
Collaborative 
Justice Committee 
meetings 

Activity Polk Co. BoCC January 2022 
March 2022 
September 2022 

January 2022 
March 2022 
September 2022 

Schedule for old 
SIM evaluation with 
USF TAC 

Activity Polk Co. BoCC January 2022 January 2022 

Train Staff in 
FAMCare Tracking 
System 

Activity Polk Co. BoCC October 1, 2021         Ongoing 

Outreach/Marketing 
HATCH Program 

Activity HATCH Program 
Manager  

October 1, 2021 Quarterly/ongoing 

Identify Potential 
HATCH 
Participants 

Activity HATCH Program 
Manager 

October 1, 2021 Ongoing weekly 

Refer 225 
Participants to 
HATCH  

Goal Community 
Partners and 
HATCH Team 

October 1, 2021 Sept. 30, 2022 

Enroll 70 HATCH 
Participants 

Milestone HATCH Program 
Manager 

October 1, 2021 Sept. 30, 2022 

Complete Needs 
Assessments within 

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing 
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7 days of 
enrollment 
Treatment Plans 
Developed within 
30 days  

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing  

Participants Active 
in Treatment Plan 
Development 

Goal HATCH Team 
and Participant 

October 1, 2021 Ongoing 

Assess Progress Objective/ 
Collaboration 

Polk BoCC, 
PSCC and 
Partners 

March 2022 March 2022 

Training 
2- day Workshop 

Objective/ 
Collaboration 

Polk BoCC October, 2021 October, 2021 

Program Status 
Report Submitted 

Activity HATCH Program 
Manager 

January 15, 2022  
 

Ongoing quarterly 

Financial Report 
Submitted 

Activity HATCH Program 
Manager 

January 15, 2022 Ongoing quarterly 

Track & Report 
performance 
measures 

Activity HATCH Case 
Managers & 
Program Manager  

Participant 
Enrollment Date 

6 months following 
participant 
discharge date 

Homeless Coalition 
Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Baker & Marchman 
Act Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Circuit 10 Court 
Team Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

USF TAC Quarterly 
Webinar 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Collaborative 
Justice Committee 
meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Point in Time Count Activity HATCH Program 
Manager 

January, 2022 Annually 

 

Year Two Timeline  
Action Type Responsible 

Party 
Start Date Completion Date 

HATCH Staff 
Meeting 

Activity HATCH Program 
Manager 

October 1, 2022 Ongoing/ weekly 

Public Safety 
Council & 
Collaborative 
Justice Committee 
meetings 

Activity Polk Co. BoCC January 2023 
March 2023 
September 2023 

January 2023 
March 2023 
September 2023 

Train Staff in 
FAMCare Tracking 
System 

Activity Polk Co. BoCC October 1, 2021 Ongoing 

Outreach/Marketing 
HATCH Program 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly/ongoing 

Identify Potential 
HATCH 
Participants 

Activity HATCH Program 
Manager 

October 1, 2021 Ongoing weekly 
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Refer 225 
Participants to 
HATCH  

Goal Community 
Partners and 
HATCH Team 

October 1, 2022 Sept. 30, 2023 

Enroll 70 HATCH 
Participants 

Milestone HATCH Program 
Manager 

October 1, 2022 Sept. 30, 2023 

Complete Needs 
Assessments within 
7 days of 
enrollment 

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing 

Treatment Plans 
Developed within 
30 days  

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing  

Participants Active 
in Treatment Plan 
Development 

Goal HATCH Team 
and Participant 

October 1, 2021 Ongoing 

Assess Progress Objective/ 
Collaboration 

Polk BoCC, 
PSCC and 
Partners 

March 2023 March 2023 

Program Status 
Report Submitted 

Activity HATCH Program 
Manager 

January 15, 2023 Ongoing quarterly 

Financial Report 
Submitted 

Activity HATCH Program 
Manager 

January 15, 2023 Ongoing quarterly 

Track & Report 
performance 
measures 

Activity HATCH Case 
Managers & 
Program Manager  

Participant 
Enrollment Date 

6 months following 
participant 
discharge date 

Homeless Coalition 
Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Baker & Marchman 
Act Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Circuit 10 Court 
Team Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

USF TAC Quarterly 
Webinar 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Collaborative 
Justice Committee 
meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Point in Time Count Activity HATCH Program 
Manager 

January, 2023 Annually 

 

Year Three Timeline  
Action Type Responsible 

Party 
Start Date Completion Date 

HATCH Staff 
Meeting 

Activity HATCH Program 
Manager 

October 1, 2021 Ongoing/ weekly 

Public Safety 
Council & 
Collaborative 
Justice Committee 
meetings 

Activity Polk Co. BoCC January 2024 
March 2024 
September 2024 

January 2024 
March 2024 
September 2024 

Train Staff in 
FAMCare Tracking 
System 

Activity Polk Co. BoCC October 1, 2021 Ongoing 

Outreach/Marketing 
HATCH Program 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly/ongoing 
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Identify Potential 
HATCH 
Participants 

Activity HATCH Program 
Manager 

October 1, 2021 Ongoing weekly 

Refer 225 
Participants to 
HATCH  

Goal Community 
Partners and 
HATCH Team 

October 1, 2023 Sept. 30, 2024 

Enroll 70 HATCH 
Participants 

Milestone HATCH Program 
Manager 

October 1, 2023 Sept. 30, 2024 

Complete Needs 
Assessments within 
7 days of 
enrollment 

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing 

Treatment Plans 
Developed within 
30 days  

Goal HATCH Case 
Managers 

October 1, 2021 Ongoing  

Participants Active 
in Treatment Plan 
Development  

Goal HATCH Team 
and Participant 

October 1, 2021 Ongoing 

Assess Progress Objective/ 
Collaboration 

Polk BoCC, 
PSCC and 
Partners 

March 2024 March 2024 

Program Status 
Report Submitted 

Activity HATCH Program 
Manager 

January 15, 2024 Ongoing quarterly 

Financial Report 
Submitted 

Activity HATCH Program 
Manager 

January 15, 2024 Ongoing quarterly 

Track & Report 
performance 
measures 

Activity HATCH Case 
Managers & 
Program Manager  

Participant 
Enrollment Date 

6 months following 
participant 
discharge date 

Homeless Coalition 
Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Baker & Marchman 
Act Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

Circuit 10 Court 
Team Meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Monthly 

USF TAC Quarterly 
Webinar 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Collaborative 
Justice Committee 
meetings 

Activity HATCH Program 
Manager 

October 1, 2021 Quarterly 

Point in Time Count Activity HATCH Program 
Manager 

January, 2024 Annually 

Submit Final 
Program Status & 
Financial Reports 
to BoCC for 
approval 

Activity HATCH Program 
Manager 

Within 60 days 
following the 
ending of the date 
of the Grant 
Agreement 

Within 60 days 
following the 
ending of the date 
of the Grant 
Agreement 

Submit Final 
Program Status & 
Financial Reports 
to DCF 

Milestone HATCH Program 
Manager 

Within 60 days 
following the 
ending of the date 
of the Grant 
Agreement 

Within 60 days 
following the 
ending of the date 
of the Grant 
Agreement 

 

53



54



55



56



57



58



59



60



61



70Attachment #1



71



72



73



74



75



76

Attachment #2



77



78



79



80



81



82



83Attachment #3



84



85



86



87



88



89



90



91



92



93



94



95



96



97



98



99



100



101



102



103



104



105



106



107



108



109



110



111



112



113



114



115



116
Attachment #4



117



118



119



120

Attachment #5



121

Attachment #6



122



123



124



125



126



127



128



129



130



131



132



133



134



135



136



137



138



139



140



141



142



143



144



145



146



147



148



149



150



151



152



153



154



155



156



157



158



159



160



161



162



163



164



165



166



167



168



169



170



171



172



173



174



175



176



177



178



179



180



181



182



183



184



185



186



187



188



189



190



191



192



193



194



195



196



197



198



199



200

Attachment #7



201Attachment #8



202



203



204



205



206


	Cover Page
	Table of Contents-Final
	Mandatory Assurances
	Match Commitment and Summary Forms
	HATCH Project Final_
	Letters of Commitment
	budgetproposed31221
	Year1TableA
	Year1TableB
	Year2TableA
	Year2TableB
	Year3TableA
	Year3TableB
	Budget Narrative
	BudgetNarrativeMatch

	Program Eligibility Screening-Attachment 1
	Jail Screen-Attachment 2
	Needs Assessment-Attachment 3
	Treatment Plan-Attachment 4
	Planning Council Members-Attachment 5
	Strategic Plan-Attachment 6
	Success Story-Attachment 7
	Sheriff's Outreach Scope-Attachment 8



