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•The questions box and buttons are on

the right side of the webinar window.

•This box can collapse so that you can

better view the presentation. To unhide

the box, click the arrows on the top left

corner of the panel.

• If you are having technical difficulties,

please send us a message via the

questions box. Lindsey or myself will

reply to you privately and help resolve

the issue.



#StepUp4MentalHealth
www.StepUpTogether.org

Stepping Up is a national initiative to reduce the number of people with mental 

illnesses in jails.





Resources Toolkit

www.StepUpTogether.org/Toolkit



Contact Stepping Up

Nastassia Walsh, MA
Associate Program Director for Justice 
National Association of Counties
E: nwalsh@naco.org
P: 202.942.4289

www.StepUpTogether.org
info@stepuptogether.org

Risë Haneberg, MPA
Deputy Division Director, County Initiatives
Council of State Governments Justice Center
E: rhaneberg@csg.org
P: 941.251.7175

Christopher Seeley, M.S.W.
Program Director, School and Justice Initiatives 
American Psychiatric Association Foundation
E: cseeley@psych.org
P: 703.907.7861



Data-Driven Justice

The Data-Driven Justice (DDJ) project aims to break the cycle of incarceration by using data-
driven strategies to improve how the justice system responds to frequent utilizers of jails, 
emergency rooms, shelters and other crisis services. 

www.naco.org/datadrivenjustice 
#DataDrivenJustice
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Data-Driven Justice: Resources

www.naco.org/datadrivenjustice 



Data-Driven Justice: Contact

Sharon Ondeje
Program Manager, Justice
National Association of Counties
E: sondeje@naco.org
P: 202.661.8868
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Lane County, Oregon
Population: 374,749 (2017)

● 16.6% below federal poverty level (USA 13.4%; OR 13.2%)
● Median family income: $50,711 (USA $60,336; OR $60,123)
● 54% of renters and 32% of homeowners are housing cost

burdened, or spend more than 30% of income on housing
(2015, City of Eugene)

● 85% of Lane County is forest land

2019 Point in Time Count

• 2,165 homeless individuals; 1,683 of them were unsheltered



National FUSE Model
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Retrieved from csh.org/fuse



FUSE Model in Lane County

+ =

❖ Better outcomes
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❖ Increased cost savings
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Housing First Focus:  
Principles

• Issues that may have contributed to a household’s  
homelessness can best be addressed once they are housed

• Housing is a right to which all are entitled; it is not a reward 
for clinical success or compliance



Developing the FUSE List
We have created a “top 100” list using the  

following data points:

• Police Services (arrests)

• Court Services (citations)

• Psychiatric Hospital (nights)

• In-Patient Hospital (nights)

• Emergency Departments (ER visits)

• Jail Stays (intakes)

• Banned from Public Transportation (Yes/No)

• Banned from Emergency Shelters (Number bans)



Obtaining the Data
Obtaining Data

● Created a FUSE Steering Committee
● Lane County Human Services Division (HSD) - Data Keeper  

(Manages the Homeless Management Information System)
● Existing relationship with Medicaid Coordinated Care

Organization
● Jail is part of Lane County
● MOUs with all participating agencies

Challenges

● Did not get data from the hospitals right away



Analyzing the Data
● Agencies sent list of names of their top 50 utilizers (primary  

list)
● Each agency decided the threshold for “high utilizer”
● Cross referenced each list to create one master list
● Each agency provided additional information on clients on  

the master list who were not on the primary list (secondary  
list)

● Created ranking system (higher utilization= higher ranking)
● Determined homeless status through HMIS



FUSE Top 100
73% high health  

care utilizer
88% frequent  

arrests

52% frequent  
jail stays

30% frequent  
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from Emergency  
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29% LTD Ban

Combo of 16 or more
ED, visits,

hospitalizations, etc.
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5 or more
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Indicator of behavioral  
issues



FUSE Services
Street Outreach/Inreach

• Engagement
• Meet clients when they in the

hospital, jail or in the field
• Assistance with reducing barriers

to housing (birth certificates and
Oregon State IDs)

• Mobile Front Door Assessments  
for the Coordinated Entry  
System

• Transportation
• Connect to mental health,  

substance use and physical  
health services

• Connect client to mainstream

Housing

• Rapid Rehousing, Permanent  
Supportive Housing and Section 8
interventions

• Housing search and housing  
stabilization services

• Provide case management

• Connect to other support services in 
the community

• Liaison with landlord



Case Conferencing
● Bi-weekly case conferencing between FUSE Core Team -

street outreach and housing providers
○ Focuses on resolving barriers to obtaining and maintaining  

housing

● Monthly community case conferencing with community  
partners
○ Focuses on developing shared care plan - shared FUSE ROI
○ Participants: Street outreach, housing providers, mental health  

agencies, substance use treatment, senior and disabled  
services, parole and probation, jail, community court, police,  
hospital, Medicaid and social service agencies



Summary

● Cross-sector data match highlighted the 
number of shared clients

● Data allowed for more targeted outreach and 
coordination across agencies and sectors

● We did not get all the data we wanted, but were 
able to get buy-in over time

● Steering committee members were data
champions



Thank You

Danielle Bautista, FUSE Program Services Coordinator  
danielle.bautista@co.lane.or.us

mailto:danielle.bautista@co.lane.or.us
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Use of the HH Frequent Utilizer Tool in 
Bernalillo County in Order to Appropriately 
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Services, and Break the Cycle

Sam Howarth, PhD
Michael Hess, PhD
Bernalillo County
Department of Behavioral Health Services



• Data not yet 
available

• Number of ER 
visits in past 
18 months

• Number of 
visits to PIIP 
and Detox at 
MATS in past 
18 months

• Number of 
bookings at 
MDC in past 
18 months

Jail
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Abuse
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We have developed the HH Frequent Utilizer Tool that looks at 
individuals’ contact with various systems to determine if an 
individual is a high utilizer of those systems. Specifically we look 
at:
• Number of bookings into MDC
• Number of admissions to the DBHS Detox program
• The number of admissions in the DBHS PIIP program
• If the individual was in the Psych Services Unit (PSU) while at 

MDC
• If the individual was labeled “mentally ill” or “suicidal” while 

in the PSU
• The individual’s “risk screener” score
• As we get information from the state Department of Health, 

we also look at number of emergency room visits.



If touched by jail, 
PIIP or Detox in

previous 3 months

Names go on
Active List

Emergency Room

Jail PIIP/Detox

Inputs for the HH Frequent Utilizer 
Active List

Match names 
with jail list

Previous 3 months 
of intake data

2 or more 
bookings

Previous 18 months 
of booking data

Send list to 
NMDOH

DOH matches with number of 
ER visits in past 18 months

If not touched in
previous 3 months

Names go on 
Watch List



Each of these “touches” is ascribed a point value or 
weighting
• A PIIP touch equals 0.5
• A Detox touch equals 1
• An emergency room visit equals 1.5
• An MDC touch equals 2
• A PSU touch equals 25

The number of touches an individual has with each of 
these systems is multiplied by the corresponding 
weight of that system and then these are added 
together to come up with a composite score for each 
individual





• As of October 2019 there are 247 Frequent Utilizers 
who have touched one of these systems in the last 18 
months

• There are 102 other frequent utilizers who are on the 
list but have not touched a system within the past 3 
months.  As such, they are in abeyance on a Watch 
List until they touch a system.

• If a person on the Watch List touches a system they 
go back to the Active Frequent Utilizer List. If, after a 
certain amount of time, a person on the Watch List 
shows no activity, they are dropped from all lists.



Once the list is made, we delete all the columns except 
first name and last name which we then alphabetize.

The names on this list are then inputted into our DBHS 
campus and RRC database as “alerts.” Then, when an 
individual comes to the campus or through the RRC, 
they can be offered intensive case management towards 
breaking the cycle and getting them the services they 
need!!



The HH Frequent Utilizer Tool has been validated in many ways:

We created the initial list using just MDC, Detox and PIIP data. We then looked 
at PSU and Intake Screener scores

• In October 2019, 82% of the frequent utilizers were in the PAC unit in 
the past 18 months, and 29% were identified as having s mental illness 
or as being suicidal.

• Intake screener scores were performed by MDC on 220 of the 247 
people on the list (89%). Of those, 48% had Risk scores of 6 to 8.

In October 2019

• 23% of people on the list were currently in custody at MDC.
• 76% on the list have visited PIIP in the past three months for a total of 

2,137 visits.
• 68% on the list have been to Detox in the past three months for a total 

of 385 visits.
• 49% have touched Detox, PIIP and MDC in the past three months.



List Demographics

Ethnicity (Oct list) Percentage

Hispanic 46.6%

Caucasian 23.9%

Native American 21.9%

African American 4.5%

Unknown 2.4%

Other 0.8%

Asian/Pacific Islander 0.0%

Income (Oct list) Percentage

No income 53.4%

Unknown 23.5%

Less than 10K/year 15.8%

10K-19K/year 3.6%

20K and over/year 3.2%

State information on ED visits added to our October frequent utilizer 
list revealed that at least 74% of the list had visited an ED in the 
previous 18 months, accounting for 3,752 total visits.



List Demographics
Age Group (Oct 2019) Percentage

18-25 9.3%

26-35 41.3%

36-45 32.0%

46-55 11.7%

56-65 5.7%

66 and over 0.0%

Gender (Oct 2019) Percentage

Female 21.9%

Male 76.5%

Transgender 1.6%

• 67.2% have been on the 
active list 4 times or more 
(out of 7).

• 19.8% have been on the 
active list for all 7 months it 
has been issued.

Risk Group (Oct 2019) Percentage

Group 6-8 47.8%

All other groups 53.2%
*Out of 220 who have been assigned a risk score



We currently 

share the list 

with the RRC 

and with our 

MATS programs.  

We are 

exploring other 

opportunities to 

use list to help 

clients



Going Forward

• We will continue to get emergency room 
touches from the Department of Health to 
include in our index

• We will also explore other uses of the list to 
help clients.



Contact Information: 

Dr. Sam Howarth

showarth@bernco.gov 

Dr. Michael Hess

mlhess@bernco.gov
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Contact Information 
For questions about Stepping Up: 

Nastassia Walsh, MA
Associate Program Director for Justice 
National Association of Counties
E: nwalsh@naco.org
P: 202.942.4289

Risë Haneberg, MPA
Deputy Division Director, County Initiatives
Council of State Governments Justice Center
E: rhaneberg@csg.org
P: 941.251.7175

Christopher Seeley, M.S.W.
Program Director, School and Justice Initiatives 
American Psychiatric Association Foundation
E: cseeley@psych.org
P: 703.907.7861

For questions about Data-Driven Justice: 

Sharon Ondeje
Program Manager, Justice 
National Association of Counties
E: sondeje@naco.org
P: 202.661.8868

mailto:rhaneberg@csg.org
mailto:sondeje@naco.org

