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On Wednesday, June 12, 2002, the Committee on Mental Health, Mental Retardation,

Alcoholism, Drug Abuse, and Disability Services, chaired by Council Member Margarita López, will hold an Oversight Hearing to discuss programs for collaborative crisis intervention and initiatives for alternatives to incarceration for persons with mental disabilities in the areas mental health policy,

public safety, forensic criminal justice services, and corrections. 

Invited to testify at today's oversight hearing are: Dr. Ben Chu, MD, MPH, President, NYC Health & Hospitals Corporation; Dr. Thomas Frieden, MD, Commissioner, Department of Public Health, The City of New York; Michael Cardozo, Corporation Counsel, The City of New York; Raymond W. Kelly, Commissioner, New York City Police Department; William Fraser, Commissioner, NYC Department of Corrections; Roger Parris, Assistant Commissioner, Health, Substance Abuse & Forensic Services, NYC Department of Correction; Hon. James F. Brennan; New York State Assembly; Raymond Brescia, Project Director, Community Development Project, Urban Justice Center; Ms. Susan Batkin, CSW, Urban Justice Center; Heather Barr, Staff Attorney, Urban Justice Center; Professor Michael Jacobson, John Jay College of Criminal Justice, The City University of New York; Ms. Ann-Marie Louison, Deputy Director, Mental Health Programs, Center for Alternative Sentencing and Employment Services; Mr. David Saey, Executive Director, National Association for the Mentally Ill of New York State; John Gresham, Esq., New York Lawyers for the Public Interest; Ms. Barbara Rochman, Women's City Club; Richard A. Brown, District Attorney of Queens County; Robert T. Johnson, District Attorney of Bronx County; Robert M. Morgenthau, District Attorney of New York County; Charles J. Hynes, District Attorney of Kings County; William L. Murphy, District Attorney of Richmond County; Hon. Jonathan Lippman, Chief Administrative Judge of the Courts; Office of Court Administration of New York State; Hon. Joan B. Carey, Deputy Chief Administrative Judge for the NYC Courts; as well as family members of  victims,  and the general public.   

THE CRISIS INTERVENTION TEAM MODEL
The collaborative Crisis Intervention Team (the "CIT”) model utilizing patrol officers as  first-responders sets out a new paradigm with regard to the manner in which police can intervene in behavioral crises involving the mentally ill.  Since the 1960’s, a nationwide shift has occurred in the provision of mental health care services and treatment.   According to advocates for the mentally ill,  “beginning in the 1960’s, and continuing over the last several decades, there has been a mass closing of public mental hospitals…in approximately 40 years, the United States has reduced its number of state in-patient beds from 339 per 100,000 persons to 29 per 100,000 persons”.
   As a result of this dramatic decline in the number of inpatient beds, a significant number of seriously mentally ill people were released from these hospitals.  At that time, public mental health policy officials envisioned that such “deinstitutionalized” patients would be treated within a comprehensive network of out-patient clinics, residential programs, supported employment and other necessary services

However, the National Alliance for the Mentally Ill ("NAMI") has stated that:

[U]nfortunately, due to inadequate funding and development, the community based services were unable to provide adequate care for a large portion of mentally ill individuals… As a result, today many mentally ill people are being arrested and incarcerated for criminal behavior that most likely never would have occurred if these individuals were properly cared for in the community.

I.
CIT PROGRAMS

In the late 1980’s, one of the earliest CIT programs was developed in the City of Memphis, Tennessee following the shooting death of a mentally ill man by local police officers.
  In response to this tragedy, Memphis’ Mayor convened a task force that included representatives of the police department, the heads of the psychology and general medicine departments of the local medical center, the local NAMI chapter, managers of local mental health facilities and local citizens.
 The task force's recommendations led to the creation and implementation of the CIT model. 

The following is a description of some of the different types of the CIT model.

A. 
POLICE-BASED SPECIALIZED MENTAL HEALTH RESPONSE  

Under this system, mental health professionals, not sworn officers, are employed by the police department to provide on-site and telephone consultations to officers in the field.  This program has been implemented in Birmingham, Alabama. 

B. 
MENTAL-HEALTH-BASED SPECIALIZED MENTAL HEALTH RESPONSE

In this more traditional model, police and mobile crisis mental health teams work in partnership to address the problems of the mentally ill.  Mental health professionals work independently of the police department. This model is utilized in Knoxville, Tennessee. 

C.
THE MEMPHIS CIT MODEL

1.
TRAINING

In Memphis, experienced police officers staff the CIT program.  These officers volunteer for advanced training in crisis intervention tactics and strategy.
  Initially, police officers receive 40 hours of training, which is supplemented with ongoing in-service training that covers additional topics. The training encompasses two major principles.  First, it emphasizes de-escalation of incidents, moving away from the use of force when dealing with the mentally ill.  Second, it focuses on assisting police officers to realize that consumer safety and police safety are inter-dependent.
  

Partner agencies provide follow up instruction, which includes but is not limited to the following areas:

· fundamentals in recognizing mental illness

· instructions on psychotropic medications

· small-group visits to Veteran’s Administration and State mental hospitals facilitated by NAMI members

· visits to patients' homes

· tour of a provider agency

· crisis de-escalation skills

· defensive weapons training

· More than 9 hours of  “hands-on” role-playing. 

Police officers who complete the training become first-responders to 911 calls involving mentally disturbed persons.   Such officers remain in their assigned posts working with the regular uniformed patrol division and may answer any emergency call, in addition to their CIT work. Eventually, fifteen to twenty percent (15-20%) of the patrol force receives CIT training.
 

2. OPERATIONS

When a 911 call comes in to the Memphis police dispatcher that may involve a person with mental illness, the dispatcher assigns such call to a CIT officer.
  The officer then takes the following steps:

· [t]he team officer goes immediately to the scene; 

· assesses the situation to determine the nature of the complaint and the degree of risk;

· intervenes as necessary to ensure the safety of anyone involved; and 

· Determines and implements an appropriate disposition.

At this point, the CIT officer will be presented with the following options:

· The officer may resolve the situation at the scene using non-violent de-escalation oriented methods; or

· The officer may contact the treatment provider of the person in crisis; or

· Transport the person directly to the psychiatric emergency department of the University of Tennessee Medical Center (the “UT Medical Center”) in Memphis.
  

Where the above techniques cannot resolve the dispute peacefully, the officer has the option of utilizing an Impact Delivery System.  This system is able to immobilize the mentally ill persons in a non-lethal manner. However, such system is used only in rare instances.

3.
UTILIZING A PSYCHIATRIC EMERGENCY DEPARTMENT

Many observers believe that the integration of the psychiatric emergency department of the UT Medical Center into the CIT program has been the key to its successful operation.   Prior to the implementation of the CIT model, police officers responding to misdemeanor calls would usually take the suspect directly to jail.  As in most cities, this police response reflects their frustration at a mental health system that lacks a single point of entry, and that rejects a person unless they can benefit from their specific treatment modality.  In particular, this occurs frequently when a suspect is part of the Mentally Ill Consumers and Abusers ("MICA") population.  Mental health providers often reject the MICA population because they are perceived as substance abusers.  Compounding this difficult situation, substance abuse agencies also reject MICAs, often viewing them primarily as consumers of mental health services.

Once inside UT Medical Center, the consumer can be admitted within 15 minutes of the police officer presenting the person to the facility.   At that time, the UT Medical Center assumes custody of the consumer, and the officer can immediately return to street duty.
 Once housed at the UT Medical Center, the following occurs:

· the consumer is placed in protective custody, with no charges attached to him;

· Doctors then decide if the consumer should be transferred to the state hospital or guided to another system, such as:

· medical detoxification;

· mental health centers;

· rehabilitation programs; or

· social service agencies.

Should the consumer have a physical health or substance abuse problem, instead of or in addition to a mental health problem, the UT Medical Center accesses the needed resources or makes the appropriate referral for the consumer. 

4.
OUTCOMES AND EVALUATION DATA

The Memphis CIT program's outcome and evaluation data supports the program’s overall effectiveness.
  The program has produced the following results:

· Officers have a positive feeling about their work and confidence in their ability to handle crisis events;

· Response time has been excellent, often within 5 to 10 minutes;

· The need for more intense and costly interventions has decreased;

· Officer injury rates have decreased;

· Referrals to emergency health care services have increased; and

· An extremely low arrest rate has been maintained.
 

One of the more significant outcomes of the CIT program is a reduction in the criminalization of the mentally ill.   Research has found that the Memphis CIT arrest rate was two percent (2%) based on 100 randomly drawn calls.  This rate is substantially favorable when compared to the national average arrest rate of approximately twenty- percent (20%).

A 1998 survey demonstrated that, generally, police officers view the Memphis CIT model as superior when compared to the previously mentioned Knoxville and Birmingham models.
   The survey's overall results showed that "the Memphis officer sample tended to respond more favorably on all program objectives…than other sites.” 
  The survey specifically found that:

· 74 percent of Memphis police officers rated their CIT program as moderately or very effective in meeting the needs of people with mental illness in crisis.  This percentage rate compares favorable to the rate in Knoxville of 52.7 percent and the rate in Birmingham of only 40 percent.

· For maintaining community safety, 68 percent of non-CIT and 94.4 percent of Memphis CIT officers rated their program as moderately or very effective.   Approximately 50% of the officers in Birmingham and Knoxville rate their programs as effective in this regard.

· Memphis police officers believe that their system is moderately or very effective in keeping the mentally ill out of jail at the rate of 70.1 percent.  In Birmingham only 47.9 percent and in Knoxville only 41.8 percent of the officers sampled rated their programs as effective in reaching this particular goal.
  

In May of 2000, a significant study was published which compared outcomes of various police response models for emergencies involving persons with mental disabilities.
  The study's goal was to compare the Birmingham, Memphis and Knoxville models of police responses to calls for incidents involving emotionally disturbed persons”.
  

The study's authors found that, regardless of the particular model implemented, two key factors are intrinsic to a successful program.  These factors are:

1. The existence of a psychiatric triage or drop-off center where police can transport individuals in crisis;  and

2. The centrality of community partnerships.  A core component of this policing philosophy is that police agencies should join with the community in solving problems in a collaborative manner.
 

When comparing the above three models, this study found that the Memphis model is superior with respect to the following surveyed factors:  

· Under the Memphis model, the proportion of calls answered by a specialized response officer, i.e., an officer with CIT training as opposed to a regular patrol officer, was significantly higher than in the other two cities;  and

· Memphis CIT police responses yielded the lowest percentage of arrest cases, meeting an important goal for a “diversion program”.  Memphis' low arrest rate was a result, among other factors, of its program offering the most options and procedures for linking persons with mental disabilities to mental health treatment resources.
  

It is this Committee's understanding, based on a telephone conversation in May of 2002 with a high-ranking Memphis police official, that additional outcome studies regarding the effectiveness of the CIT model have been completed and are expected to be published shortly.

III.     MUNICIPALITIES WITH CIT PROGRAMS 

The following cities and counties have opened regional CIT academies coupled with operational CIT programs:

1. Albuquerque, NM

2. Portland, OR

3. Seattle, WA

4. Orlando, FL

5. Seminole County, FL

6. San Jose, CA

7. Akron, OH

8. Toledo, OH

9. Kansas City, MO

10. Lee Summit, MO

11. Montgomery County, MD

12. Fort Wayne, IN

13. New London, CN

14. Louisville, KY

15. Salt Lake City, UT

16. Logan, UT

17. Jacksonville, FL

18. Minneapolis, MN

IV.       CIT AWARDS

The CIT program has been honored with a number of national awards.  These include the following organizations:

· The National Association of People of Color Against Suicide gave the program special recognition for its suicide prevention outreach;

· The United States Department of Justice featured CIT as a “best practice”; and

· The John Jay College of Criminal Justice's (CUNY) Law Enforcement News named three members of the CIT partnership Law Enforcement People of the Year.
             

ALTERNATIVES TO INCARCERATION 
Initiatives in the area of alternatives to incarceration ("ATI") for persons with mental disabilities  include court-related diversion programs as well as case management programs.  ATI programs, within the context of the criminal justice system, provide the following advantages for metropolitan areas:  

· A more humane option for persons with mental disabilities; 

· Greater focus of treatment and care that prevents recidivism within this high risk population; and

· More cost-effective use of taxpayer monies than jail and incarceration. 

According to advocates for the mentally disabled, most of New York City’s ATI programs lack adequate resources to serve people with serious mental illness.  Although ATI providers are dedicated to serving the seriously mentally ill, providers' programs have not been designed to meet the needs of such population. As a result, these persons have less access to ATIs than defendants without mental illness.  Nonetheless, advocates argue that it is precisely people with serious mental illness, caught in an unsympathetic criminal justice system, who are most in need of effective ATI programs. 

As studies have reported, persons with psychiatric disabilities are more likely to be arrested
 and detained
 and less likely to have access to ATI programs than other defendants.
 In prisons, inmates with mental illness are more often abused, more likely to receive inadequate mental health care, and be consigned to solitary confinement.
  

Some ATI diversion programs focus efforts in the Court system and are designed to “divert” people with mental illness out of the criminal justice system.   In New York City, these programs include the Mental Health Court recently started in Brooklyn by the Center for Court Innovation, the NYC-LINK programs in each borough, the misdemeanor diversion program in Brooklyn Night Court, and the diversion program in the Bronx.  Attached, as Exhibit A is an advocate's perspective on the pros and cons of Mental Health Courts. 

Other ATI programs focus efforts on case management or a treatment provider model.  According to advocates for persons with psychiatric disabilities, one of the most troublesome areas in New York City is the lack of supportive housing, which currently has a 2.6% vacancy rate.  A 1992 study found that 20% of jail detainees were homeless.
  The detainees who had histories of homelessness were twice as likely as the never homeless to show some indication of mental illness. A 1995 study found that 43% of defendants with mental disorders were homeless at the time of arrest.
   In the Nathaniel Project, 92% of clients, all people with serious mental illness, are homeless at the time of release from jail.

THE NATHANIEL PROJECT

The Nathaniel Project (the "Project"), funded by the New York City Council, is an ATI program for seriously mentally ill felony offenders. This Project, operated by the Center for Alternative Sentencing and Employment Services ("CASES"), is unique because it brings new services into the community.  Nathaniel Project clients receive intensive case management for a full two years, and a psychiatrist on staff provides treatment.  In addition, the Project has collaborated with Pathways to Housing to create new client beds through a U.S. Department of Housing and Urban Development ("HUD") application.  This HUD program funded 25 new beds for people being “diverted,” and obtained funding to build a 64-bed transitional residence for people with serious mental illness being released from jail and prison.  

Significantly, the Nathaniel Project works only with people who have been indicted on felony charges and are facing at least three years in prison.  As a result, this Project ensures that persons with serious mental disabilities caught in the criminal justice system have an alternative to incarceration upon which they can rely.  Significantly, the Nathaniel Project saves New York City approximately $14,274 in jail expenditures per participant per year, or approximately, savings of $650,000 per year based on 50 participants.
  

CONCLUSION

The need for collaborative crisis intervention programs, such as the Memphis CIT program, as well as initiatives that provide alternatives to incarceration for persons with serious and persistent mental disabilities, such as the Nathaniel Project, are crucial in providing for the needs of such vulnerable and at-risk populations. The New York City Department of Mental Health and the New York State Offices of Mental Health and Court Administration are called upon to provide greater leadership in the creation of ATIs for New Yorkers with serious mental illness.  Similarly, the New York City Police Department needs to review and assess their police training and CIT initiatives with respect to persons with mental disabilities.  These agencies along with the New York City Health and Hospitals Corporation and the Department of Corrections should work collaboratively to address issues in a multi-disciplinary manner. The creation of an adept, humane and cost-effective system to provide adequately for people with serious mental disabilities is important to the quality of life of all New Yorkers.
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