


















Mechanical Contractors Association of New York, Inc. Testimony 

New York City Council Committee on Fire and Emergency Management 
T2023-2993 

New York City Council Budget and Oversight Hearings on The Preliminary Budget for Fiscal Year 2024, 
The Preliminary Capital Plan for Fiscal Years 2024-2027, Fiscal 2024-2033 Preliminary Ten-Year Capital 

Strategy and The Fiscal 2023 Preliminary Mayor’s Management Report 

The Mechanical Contractors Association of New York, Inc. (MCA), representing union fire sprinkler and 
HVAC mechanical contractors as well as industry suppliers and manufacturers, would like to underscore 
how critical it is for the city to have well-crafted, intentional laws addressing fire prevention.  There have 
been several large fires in the last calendar year, and the budget cycle is one moment to consider the 
resources and legislation being proposed to curtail these tragic incidences. When considering the 
important issue of fire safety in our city's buildings, it is critical to ensure we take an ‘all-of-the-above’ 
approach to ensure fires like Twin Parks in the Bronx never happen again. 

Fire sprinkler systems are the single most effective tool for extinguishing a fire in its early stages.  As 
mechanical contractors, we see firsthand the importance of ensuring buildings are equipped with 
reliable and effective fire suppression systems, specifically automatic fire sprinkler systems. These 
systems play a critical role in preventing the spread of fires, protecting property, and saving lives in the 
event of a fire emergency.  There are too many instances where a fire sprinkler system would have 
made the entire difference had one been required. 

The effectiveness of a sprinkler system is only as good as the quality of its installation and maintenance. 
Our Building Code requires fire sprinkler systems be installed by licensed individuals and systems are 
maintained in accordance with our Fire Code. We must ensure our Department of Buildings and New 
York City Fire Department have the training, resources and staffing to sufficiently enforce our current 
code. The MCA believes proper installation and maintenance of these systems should be a top priority 
for building owners, operators and our City government.  Should a fire take place, it is imperative 
systems function as expected, and building occupants have confidence in their functionality. 

Code Development and education should also remain a priority.  It is important to continuously take a 
proactive look at what is being implemented around the country and examine how our current codes 
are performing. It also means providing training for inspectors and agency staff on our current code 
requirements as well as education for building owners, operators, and tenants on how to prevent fires 
and respond in the event of an emergency.   

We urge the New York City Council to take action to ensure fire prevention remains a priority.  We 
believe by working together, we can create a safer and more resilient city for all our residents.  The 
Mechanical Contractors Association of New York, Inc. is prepared to be a proactive partner in 
constructing a safer, more equitable city. 

Thank you. 

Melissa Barbour 
melissa@nymca.org 
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Testimony of Noelle Peñas, Health Justice Community Organizer on behalf of 

New York Lawyers for the Public Interest before the Council of the City of 

New York  Committee on Fire and Emergency Management’s Preliminary 

Budget Hearing 

March 13, 2023 

 

My name is Noelle Peñas and I am the Health Justice Community Organizer 

at New York Lawyers for the Public Interest (NYLPI).  Thank you for the 

opportunity to present testimony today on the Preliminary Budget for Fiscal Year 

2024, specifically regarding the funds in the Fire Department Budget allocated to B-

HEARD or Behavioral Health Emergency Assistance Response Division. B-

HEARD is a deeply flawed pilot program which purports to move the City away 

from responding to people experiencing mental health crises as a threat to public 

safety – but in fact is part of the long tradition of policing, criminalizing, and under- 

and mis-serving people with mental disabilities.  NYLPI, as a member of Correct 

Crisis Intervention Today – NYC (CCIT-NYC), a coalition of over 80 New York 

City Organizations committed to mental health issues, advocates for non-police first 

response teams for people experiencing mental health crises. Funding B-HEARD 

diverts money from what we need – a true non-police response system that offers 
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voluntary healthcare, including teams of peers (those with lived mental health 

experience) 24/7 operating hours, calls routed through 988, and above all, prioritizes  

the self-determination of people with mental disabilities. 

Last year, the City’s budget dedicated $55 million to B-HEARD. On March 

2, 2023, Mayor Adams announced a Mental Health Agenda with expanded funding 

for B-HEARD, despite the program’s failure to adequately respond to mental-health 

crises. The preliminary FY24 budget dedicates $18 million to the Health and 

Hospitals Department for B-HEARD, but left unclear where the remainder of the 

funding requested by the Mayor will come from in the budget. NYLPI is concerned 

that, like last year, B-HEARD  will continue to receive substantial city funding, 

despite its major faults and that it will again be funded through the Fire Department 

budget. Resources for mental-health crisis response should be funded as healthcare, 

not public safety.Instead of draining funds from the Fire Department, the City should 

properly fund a non-police response system led by healthcare workers. There is no 

role for the Fire Department (or Police Department) in providing healthcare to people 

experiencing mental health crises. 

CCIT-NYC has proposed an alternative program for a non-police response 

system – one that avoids the many flaws and shortcomings of B-HEARD. Our 

proposal is based on CAHOOTS (Crisis Assistance Helping Out On The Streets), a 

highly successful Oregon program that has a 35-year track record of success 

responding to mental health crises without causing a single serious injury, much less 

death. As a member of CCIT-NYC, and as an organization fully committed to the 
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rights of New Yorkers with disabilities, NYLPI is asking today for the City Council 

to enact into legislation and fund – including by utilizing the $18 million currently 

allocated for B-HEARD in the Fire and Emergency Management budget – to the 

CCIT-NYC proposal, which is a true, safe alternative to police-driven first responses 

for mental health crises.  

 
THE CITY MUST ENTIRELY REVAMP THE B-HEARD PILOT AS THE 
PILOT AUTHORIZES EXTENSIVE POLICE INVOLVEMENT AND IS 
LIKELY TO CONTINUE OR EVEN INCREASE THE RATE OF VIOLENT 
RESPONSES BY THE NYPD 
 

The City, via its Mayor’s Office of Community Mental Health (formerly 

ThriveNYC), introduced a pilot program in 2021 that it contends is responsive to the 

need to cease the killings at the hands of the police of individuals experiencing 

mental health crises.  Unfortunately, that is simply not the case, despite the City’s 

glowing description of the program. Among B-HEARD’s grim statistics are the 

following: 

• An astronomical 84% of all calls in B-HEARD precincts continue to be 

directed to the NYPD, even twelve months after its kick-off.  

• Even when all kinks are ironed out, the City anticipates continuing to have a 

nearly-as-astronomical  50% of all calls directed to the NYPD.  

• Moreover, all calls continue to go through 911, which is under the NYPD’s 

jurisdiction.  
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• The entire program is run by the Fire Department and other City agencies, 

with NO role whatsoever for community organizations.  And there is not 

even any delineation of the lines of authority and communication among the 

various city agencies.   

• The crisis response teams are composed of emergency medical technicians 

(EMTs) who are City employees (from the Fire Department) who are deeply 

enmeshed in the current police-led response system.  Peers do not trust 

these EMTs.  The other team members are licensed clinical social workers.  

The licensure and clinical orientation requirements are unnecessary and they 

also preclude a vast array of potential candidates who have excellent skills and 

a long history of working with people experiencing crises.  

• B-HEARD has NO requirement to hire peers.  

• The training of the teams does NOT require a trauma-informed 

framework, need NOT be experiential, and need NOT use skilled 

instructors who are peers or even care providers.   

• The anticipated response time for crisis calls could be as long as half an 

hour, and when last reviewed averaged over fifteen minutes, which is not 

even remotely comparable to the City’s response times for other emergencies 

of 8-11 minutes.  

• The pilot operates only sixteen hours a day.   

• There are no outcome/effectiveness metrics. 
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• There is no oversight mechanism. 

A comparison of the CCIT-NYC proposal, which is based on the CAHOOTS 

model with a stellar track record, and the B-HEARD program, which is not aligned 

with any best practices, is illustrated in the following chart: 
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Critical Attributes of a Mental 

Health Crisis Response System  

CCIT-NYC’s Proposal  NYC’s B-HEARD 

Proposal  

 Removal of police responders YES  NO (currently, 84% of 

calls are still responded 

to by police, and even 

when all kinks are 

removed, 50% of calls 

will still be responded to 

by police)  

Three-digit phone number such as 
988, in lieu of 911.   
  

YES  NO    

  

Response team to consist of an 
independent EMT and a trained 
peer who has lived experience of 
mental health crises and know best 
how to engage people in need of 
support  
  

YES  NO (licensed clinical 
social worker and EMT 
employed by the New 
York City Bureau of 
Emergency Medical  
Services)  

Crisis response program run by 
community-based entity/ies which 
will provide culturally competent 
care and will more likely have a 
history with the person in need and  
can intervene prior to a crisis  
  

YES   NO (run by New York 

City  

Police Department and 

other  

City agencies)  

Peer involvement in all aspects of 
planning/implementation/oversight 

YES  NO  

Oversight board consisting of 
51% peers from low-income 
communities, especially Black, 
Latinx, and other communities of 
color   

YES  NO  
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NYLPI therefore urges the Council to ensure that the money previously 

allocated for a non-police mental health crisis response, be utilized solely for a truly 

non-police response such as the CCIT-NYC model, and not be utilized for the B-

HEARD program in its current iteration. 

THE CITY MUST WHOLLY TRANSFORM ITS RESPONSE TO MENTAL 

HEALTH CRISES BY ELIMINATING POLICE AND REPLACING THEM 

WITH A PEER-LED HEALTH RESPONSE  

   

Creation/funding of non-coercive 
mental health services (“safety 
net”), including respite centers and 
24/7 mental health care to 
minimize crises in the  first place 
and to serve those for whom crisis 
de-escalation is insufficient 

YES    NO  

Response times comparable to 
those of other emergencies  
  

YES   NO (Current response 

time of 15 minutes, 30 

seconds -- compared 

with average response 

time of 8-11 minutes for 

non-mental health 

emergencies)  

Response available 24/7  YES  NO (Response only 

available 16 hours/day)  

Training of the teams to use a 
trauma-informed framework, be 
experiential, and use skilled 
instructors who are peers    

YES  NO  
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The City must join other cities across the country – including Los Angeles, 

San Francisco, Albuquerque, Denver, New Haven and many more – to remove 

police entirely from the equation, and ensure that healthcare workers respond to 

healthcare crises. 

The City must establish a system whereby individuals who experience a 

mental health crisis receive appropriate services which will de-escalate the crisis and 

ensure their wellbeing and the wellbeing of all other New Yorkers.  Only those who 

are trained in de-escalation practices should respond to a mental health crisis, and 

the most appropriate individuals to receive such training are peers and health care 

providers.1  Reliance on police officers and FDNY EMTs in these situations is 

burdensome to the NYPD and to the FDNY. At the February 6 City Council Hearing 

regarding Mental Health Involuntary Removals and Mayor Adams’ Recently 

Announced Plan, Oren Barzilay, a 25-year veteran of the FDNY EMS, shared his 

concern about the additional burden placed on the EMS system.2 He testified that  

the police, who are trained to uphold law and order, are ill suited to deal with 

individuals experiencing mental health crises. New York’s history of police killing 

19 individuals who were experiencing crises in the last six years alone is sad 

testament to that.  Eliminating the police as mental health crisis responders has been 

 
1 Martha Williams Deane, et al., “Emerging Partnerships between Mental Health and Law Enforcement,” 

Psychiatric Services (1999), http://ps.psychiatryonline.org/doi/abs/10.1176/ps.50.1.99?url_ver=Z39.88-  
2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dpubmed&#/doi/abs/10.1176/ps.50.1.99?ur 
l_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dpubmed.     
  
2 https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=5993303&GUID=CFEF7D06-B00B-4B22-8D71-
B74AD1529788&Options=&Search= 
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shown to result in quicker recovery from crises, greater connections with long-term 

healthcare services and other community resources, and averting future crises.3   

The scores of people experiencing mental health crises who have died at the 

hands of the police over the years is a microcosm of the police brutality around the 

world.  Disability is disproportionately prevalent in the Black community and other 

communities of color,4 and individuals who are shot and killed by the police when 

experiencing mental heNow is the time to remove the police as responders to mental 

health crises – and certainly we must all oppose the Mayor’s efforts to increase the 

role and funding of the NYPD as it relates to people with mental disabilities .  Lives 

are literally at stake.   

  Correct Crisis Intervention Today – NYC has developed the needed antidote.  

Modeled on the CAHOOTS program in Oregon, which has successfully operated for 

over 30 years without any major injuries to respondents or responders – let alone 

deaths -- the CCIT-NYC proposal is positioned to make non-police responses 

available to those experiencing mental health crises in New York City.  The proposal 

avoids the enormous pitfalls of the City’s B-HEARD pilot, which it inaccurately 

refers to as a non-police model.  Hallmarks of the CCIT-NYC proposal are:  

 
3 Henry J. Steadman, et al., “A Specialized Crisis Response Site as a Core Element of Police-Based 

Diversion Programs,” Psychiatric Services (2001), 

http://ps.psychiatryonline.org/doi/10.1176/appi.ps.52.2.219?utm_source=TrendMD&utm_medium=cpc& 

utm_campaign=Psychiatric_Services_TrendMD_0.   
  
4 Mayor’s Office for People with Disabilities, “Accessible NYC” (2016), 

https://www1.nyc.gov/assets/mopd/downloads/pdf/accessiblenyc_2016.pdf.   
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• teams of trained peers and emergency medical technicians who are 

independent of city government;  

• teams run by culturally-competent community organizations;  

• response times comparable to those of other emergencies;  

• 24/7 operating hours;  

• calls routed to 988 rather than the city-operated 911; and  

• oversight by an advisory board of 51% or more peers. 

The full text of the CCIT-NYC proposal can be found at 

http://www.ccitnyc.org/whohttp://www.ccitnyc.org/who-we-are/our-proposal/we-

are/our-proposal/.    

The B-HEARD program is deeply flawed, and its budget can and should be used 

to create a program based on the CAHOOTS program instead. This program would 

cost $190 million annually to implement.5  This investment is necessary for the 

long-term health and care of New Yorkers, as community-response programs have 

been shown not just to reduce fatal encounters and free up valuable police 

resources, but to also generate net-positive financial and social benefits. 

 
THE CITY COUNCIL MUST ENSURE THAT NEW YORKERS HAVE 
ACCESS TO A WIDE RANGE OF VOLUNTARY NON-HOSPITAL, 
COMMUNITY-BASED MENTAL HEALTH SERVICES THAT 

 
5 The cost is based on the sum initially allocated by the City Council in 2021 to 
implement B-HEARD city-wide of $112 million, and the need to extend the 
program from 16 hours a day to 24 hours a day, for a cost of $168 million. An 
additional $22 million is required for trainings, evaluations, equipment, and 
uniforms, which also were not in the B-HEARD budget. 
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PROMOTE RECOVERY AND WELLNESS, AS WELL AS A FULL 
PANOPLY OF COMMUNITY SERVICES, INCLUDING HOUSING, 
EMPLOYMENT, AND EDUCATION, BY ALLOCATING FUNDING FOR 
SUCH PROGRAMS 
 

Since NYLPI was established nearly 50 years ago, we have prioritized 

advocating on behalf of individuals with mental health conditions, and we have 

consistently fought to ensure that the rights of individuals with mental health 

conditions are protected by every aspect of New York’s service delivery system.  

Core to our work is the principle of self-determination for all individuals with 

disabilities, along with the right to access a robust healthcare system that is 

available on a voluntary, non-coercive basis. 

We have long been on record opposing mandatory outpatient and inpatient 

treatment for insufficiently safeguarding the rights of persons with mental health 

concerns and failing to offer appropriate healthcare.  New York City must invest 

in models of care that utilize trained peers instead of police as first responders, 

which will facilitate the successful implementation of harm reduction and de-

escalation techniques during crises.   

If individuals experiencing mental health crises or alcohol/drug addiction receive 

community treatment, society will benefit from reduced incarceration. 6 

Additionally, the use of community-response programs for mental health or 

alcohol/drug addiction crises can improve police job satisfaction, as many police 

 
6 Ashna Arora & Panka Bencsik, Policing Substance Use: Chicago’s Treatment Program for 

Narcotics Arrests, (Working Paper, 2021). 
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officers do not see these incidents as part of their job and would prefer not to respond 

to these calls.7 This proposal will alleviate the burden on police officers, and is also 

a fiscally sensible alternative. Community-response programs lead to net positive 

savings in terms of total government expenditure, both in direct savings (reduced 

policing costs) and indirect savings (reductions in incarceration and emergency room 

visits).8 

We know how to help those with the most severe mental illness, but we fail 

to do so as a society by providing services that are insufficient or not held to the 

highest accountability. We face complete system failure, yet we have done little to 

correct the failure, and even point our fingers at those most affected by the system 

failure.  We must stop the finger pointing and fix the system.  We must invest in 

innovative, voluntary health programs.  As we now surely know all too well, the 

police, who are steeped in law and order, are not well-suited to deal with 

individuals with mental health concerns.  We must invest in supportive housing 

and quality community services. B-HEARD, instead of providing people the help 

they need, fails to connect individuals to care and also places them at risk of 

violence from the police.  

 
7 Waters, supra note 16, at 867; Simmons et al., supra note 6, at 33; Toby Miles-Johnson & 

Matthew Morgan, Operational Response: Policing Persons with Mental Illness in Australia, 55 J 

CRIMINOLOGY 260, 260 (2022). Trevor Viersen, Exploring Police Officers' Perceptions of Mobile 
Crisis Rapid Response Teams Within a Nodal Policing Framework, (Theses and Dissertations, 
2017).   
8 See Natania Marcus & Vicky Stergiopoulos, Re‐examining Mental Health Crisis Intervention: A Rapid Review 

Comparing Outcomes Across Police, Co‐responder and Non‐police Models , 30 HEALTH & SOC. CARE COMMUNITY, 

supra note 3, at 1674–75 (2022).  
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CONCLUSION 

NYLPI respectfully requests that the Council: 

• .Enact into legislation and fund the CCIT-NYC proposal to create a non-

police, peer-driven mental health crisis response that offers voluntary 

healthcare, operates 24/7, routes calls to 988 rather than the NYPD-

operated 911, and above all, prioritizes the self-determination of 

individuals experiencing mental health crises; 

• Ensure that any funding allocated to B-HEARD in the Fire and Emergency 

Management budget be spent on the CCIT-NYC proposal.; and  

• Ensure that New Yorkers have access to a wide range of non-hospital, 

community-based mental health services that promote recovery and 

wellness, as well as a full panoply of community services, including 

housing, employment, and education, by allocating funding for such 

programs.Thank you for your consideration.  I can be reached at (212) 244-

4664 or npenas@nylpi.org, and I look forward to the opportunity to discuss 

how best to respond to the needs of individuals experiencing mental health 

crises in New York City.     

    

### 

About New York Lawyers for the Public Interest    

For nearly 50 years, New York Lawyers for the Public Interest (NYLPI) has been a 

leading civil rights advocate for New Yorkers marginalized by race, poverty, 
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disability, and immigration status. Through our community lawyering model, we 

bridge the gap between traditional civil legal services and civil rights, building 

strength and capacity for both individual solutions and long-term impact. Our work 

integrates the power of individual representation, impact litigation, and 

comprehensive organizing and policy campaigns. Guided by the priorities of our 

communities, we strive to achieve equality of opportunity and self-determination for 

people with disabilities, create equal access to health care, ensure immigrant 

opportunity, strengthen local nonprofits, and secure environmental justice for low-

income communities of color.   

NYLPI’s Disability Justice Program works to advance the civil rights of New 

Yorkers with disabilities.  In the past five years alone, NYLPI disability advocates 

have represented thousands of individuals and won campaigns improving the lives 

of hundreds of thousands of New Yorkers. Our landmark victories include 

integration into the community for people with mental illness, access to medical care 

and government services, and increased accessibility of New York City’s public 

hospitals.  Working together with NYLPI’s Health Justice Program, we prioritize the 

reform of New York City’s response to individuals experiencing mental health 

crises.  We have successfully litigated to obtain the body-worn camera footage from 

the NYPD officers who shot and killed individuals experiencing mental health crises.  

In late 2021, NYLPI and co-counsel filed a class action lawsuit which seeks to halt 

New York’s practice of dispatching police to respond to mental health crises , and in 

the context of that lawsuit, seeks relief on behalf of individuals affected by the 

Mayor’s  Involuntary Removal Policy.     
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Community Voluntary Long-Term 

Innovations for At-Risk Individuals 

 

Residential 

Crisis Respite – Intensive Crisis Residential Program: OMH program: “a safe place for 
the stabilization of psychiatric symptoms and a range of services from support to treatment 
services for children and adults. are intended to be located in the community and provide a 
home-like setting.”  https://omh.ny.gov/omhweb/bho/docs/crisis-residence-program-
guidance.pdf.  
 
Crisis Respite (shorter term and less intensive): OMH Program: “Crisis Respite Centers 
provide an alternative to hospitalization for people experiencing emotional crises. They are 
warm, safe and supportive home-like places to rest and recover when more support is 
needed than can be provided at home. The Crisis Respite Centers offer stays for up to one 
week and provide an open-door setting where people can continue their daily activities. 
Trained peers and non-peers work with individuals to help them successfully overcome 
emotional crises.  https://www1.nyc.gov/site/doh/health/health-topics/crisis-emergency-
services-respite-centers.page.  
 
Peer Crisis Respite programs: OMH funded; Peer operated short-term crisis respites that 
are home-like alternatives to hospital psychiatric ERs and inpatient units. Guests can stay 
up to seven nights, and they can come-and-go for appointments, jobs, and other essential 
needs. Offers a “full, customizable menu of services designed to help them understand what 
happened that caused their crisis, educate them about skills and resources that can help in 
times of emotional distress, explore the relationship between their current situation and 
their overall well-being, resolve the issues that brought them to the house, learn simple and 
effective ways to feel better, connect with other useful services and supports in the 
community, and feel comfortable returning home after their stay.”  https://people-
usa.org/program/rose-houses/.  
 
Housing First: a housing approach that prioritizes permanent housing for people 
experiencing homelessness and frequently serious mental illness and substance use issues. 
Supportive services including substance use counseling and treatment are part of the model, 
but abstinence or even engagement in services is not required.  
https://endhomelessness.org/resource/housing-first/.  
 
Soteria: a Therapeutic Community Residence for the prevention of hospitalization for 
individuals experiencing a distressing extreme state, commonly referred to as psychosis. 
We believe that psychosis can be a temporary experience that one works through rather 
than a chronic mental illness that needs to be managed. We practice the approach of “being 
with” – this is a process of actively staying present with people and learning about their 
experiences. https://www.pathwaysvermont.org/what-we-do/our-programs/soteria-house/.  
 
Safe Haven: provides transitional housing for vulnerable street homeless individuals, 
primarily women. “low-threshold” resources: they have fewer requirements, making them 
attractive to those who are resistant to emergency shelter. Safe Havens offer intensive case 
management, along with mental health and substance abuse assistance, with the ultimate 
goal of moving each client into permanent housing. https://breakingground.org/our-
housing/midwood.  
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Family Crisis Respite:  trained and paid community members with extra space in their 
homes provide respite for individuals who can thereby avoid hospitalization. 
 
Living Room model: a community crisis center that offers people experiencing a mental 
health crisis an alternative to hospitalization. health crises a calm and safe environment. 
The community outpatient centers are open 24 hours a day, 7 days a week and people 
receive care immediately. Services include: crisis intervention, a safe place in which to rest 
and relax, support from peer counselors; intervention from professional counselors 
including teaching de-escalation skills and developing safety plans, Linkage with referrals 
for emergency housing, healthcare, food, and mental health services. 
https://smiadviser.org/knowledge_post/what-is-the-living-room-model-for-people-
experiencing-a-mental-health-crisis.  
 

Crisis Stabilization Centers: 24/7 community crisis response hub where people of all ages 
can connect immediately with an integrated team of clinical counselors, peer specialists, 
and behavioral health professionals, as well as to our local community’s health & human 
service providers, to address any mental health, addiction, or social determinant of health 
needs. People use the Stabilization Center when they’re experiencing emotional distress, 
acute psychiatric symptoms, addiction challenges, intoxication, family issues, and other life 
stressors. https://people-usa.org/program/crisis-stabilization-center/.  
 
Parachute NYC / Open Dialogue: provides a non-threatening environment where people 
who are coming undone can take a break from their turbulent lives and think through their 
problems before they reach a crisis point. Many who shun hospitals and crisis 
stabilization units will voluntarily seek help at respite centers. Parachute NYC includes 
mobile treatment units and phone counseling in addition to the four brick-and-mortar 
respite centers. https://www.nyaprs.org/e-news-bulletins/2015/parachute-nyc-highlights-
success-of-peer-crisis-model-impact-of-community-access.  

 

Non-residential 

Safe Options Support teams: consisting of direct outreach workers as well as clinicians 
to help more New Yorkers come off of streets and into shelters and/or housing. SOS CTI 
Teams will be comprised of licensed clinicians, care managers, peers, and registered nurses. 
Services will be provided for up to 12 months, pre- and post-housing placement, with an 
intensive initial outreach and engagement period that includes multiple visits per week, 
each for several hours. Participants will learn self-management skills and master activities 
of daily living on the road to self-efficacy and recovery. The teams’ outreach will facilitate 
connection to treatment and support services. The SOS CTI Teams will follow the CTI 
model – a time-limited, evidence-based service that helps vulnerable individuals during 
periods of transitions. The teams will be serving individuals as they transition from street 
homelessness to housing.  https://omh.ny.gov/omhweb/rfp/2022/sos/sos_cti_rfp.pdf.  
 

Intensive and Sustained Engagement Team (INSET): a model of integrated peer and 

professional services provides rapid, intensive, flexible and sustained interventions to help 
individuals who have experienced frequent periods of acute states of distress, frequent 
emergency room visits, hospitalizations and criminal justice involvement and for whom 
prior programs of care and support have been ineffective. MHA has found that participants, 
previously labeled “non-adherent,” “resistant to treatment” or “in need of a higher level of 
care” and “mandated services,” become voluntarily engaged and motivated to work toward 
recovery once offered peer connection, hope and opportunities to collaborate, share in 
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decisions and exercise more control over their lives and their services and supports. their 
treatment plans. Engaged 80% of people either AOT eligible or AOT involved.  
https://www.mhawestchester.org/our-services/treatment-support.   
 
NYAPRS Peer Bridger™ program: a peer-run and staffed model providing transitional 
support for people being discharged from state and local hospitals, with the goal of helping 
people to live successfully in the community, breaking cycles of frequent relapses and 
readmissions. The program include inpatient and community based intensive one on one 
peer support groups, discharge planning, connection to community resources; provides 
access to emergency housing, wrap around dollars and free cell phones and minutes. 
https://www.nyaprs.org/peer-bridger.  
 
NYC Mayor’s Office of Community Mental Health Intensive Mobile Treatment 

teams: provide intensive and continuous support and treatment to individuals right in their 
communities, where and when they need it. Clients have had recent and frequent contact 
with the mental health, criminal justice, and homeless services systems, recent behavior 
that is unsafe and escalating, and who were poorly served by traditional treatment models. 
IMT teams include mental health, substance use, and peer specialists who provide support 
and treatment including medication, and facilitate connections to housing and additional 
supportive services. https://mentalhealth.cityofnewyork.us/program/intensive-mobile-
treatment-imt.  
 
Pathway Home™: a community-based care transition/management intervention offering 
intensive, mobile, time-limited services to individuals transitioning from an institutional 
setting back to the community. CBC acts as a single point of referral to multidisciplinary 
teams at ten care management agencies (CMAs) in CBC’s broader IPA network. These 
teams maintain small caseloads and offer flexible interventions where frequency, duration 
and intensity is tailored to match the individual’s community needs and have the capacity 
to respond rapidly to crisis. https://cbcare.org/innovative-programs/pathway-home/. 



























Dear Councilmembers, 
  
My name is Krista O’Dea and I was terminated from the FDNY in March 2022 due to the vaccine 
mandate.  At the time, I was a 17 year veteran to the company, beginning my career in 2005 as an EMT 
and working my way up to a Paramedic, Hazardous Materials trained Paramedic and finally a Rescue 
Paramedic.  I graduated from Medic Basic 9 in 2008 and was paid to be trained solely by the FDNY EMS 
Academy.  I was also paid to attend and train as a Hazardous Materials Technician by the FDNY and EMS 
HAZ‐TAC Battalion.  Lastly, I was paid to attend and train as a Rescue Paramedic by the same FDNY and 
EMS HAZ‐TAC Battalion.  The training and investment did not stop there.  Every year, I was paid to 
upkeep the above certifications by attending NYS DOH refresher courses, Continued Medical Education 
lectures, REMAC exams, Haz‐Mat refreshers and Rescue refreshers.  Add to that the amount of money 
for staff to be paid to train me and the number multiplies exponentially.  It is abundantly clear that the 
amount of money that was poured into my career by the FDNY was an investment for the FDNY.  I was a 
highly specialized member of the EMS service, with almost 2 decades of experience. 
 
I was placed on leave without pay on February 25, 2022 and terminated from my employment as a 
Rescue Paramedic with FDNY on March 15, 2022.  All of the money invested into me by the FDNY over 
the course of 17 years, simply thrown away.  In addition, I was full time on the truck 22R3, which is the 
overnight tour, servicing the Park Hill section of Staten Island.  Since then, how much overtime was paid 
to cover my vacancy?  To be clear, Rescue Paramedics are the most highly paid paramedics within the 
FDNY.  In order to run a truck with a Rescue designation, there has to be 1 fully trained Rescue 
Paramedic riding.  How many times did the FDNY have to pay overtime to a Rescue Paramedic to have 
my position covered for a 48/36 hour 2‐week rotation over the course of the last year?  How many times 
did the Rescue unit run down due to my termination? How many, already disadvantaged people, 
suffered from not having an ambulance respond to their emergency as quickly as possible when 
overtime wasn’t covered? 
 
The FDNY has paid tens of thousands, if not hundreds of thousands, in overtime to cover the shifts of all 
of those who were terminated, forced to retire and placed on LWOP.  And here we are, over a year later, 
being asked to waive our rights to back pay, waive our rights to take legal action and waive our civil 
service rights if we would like the opportunity to be considered for reinstatement.  What incentive to 
return to the FDNY is this?  Is the FDNY complacent with paying overtime to cover the shifts of 
terminated members instead of hiring them back with no strings attached?  Is the FDNY complacent 
with running an EMS service that works on a skeleton crew regularly, relying on overtime to fill standard 
shifts?  Are the residents of NYC not afforded the safety of having an ambulance cover their 
neighborhood?  How about the amount of money poured into specially trained members like myself? 
Does the FDNY have an abundant amount of funds to simply throw away their investment? 
 
There have been enough double standards, discrimination and pointing of fingers over the last 3 years.  
Who will be brave enough to make things right?  
  
 
Sincerely, 
Krista O’Dea 
kkolanovic@hotmail.com 
 














	1 FDNY - Laura Kavanagh
	2 NYCEM - Zach Iscol
	MCA-Testimony-Fire-and-EM-Prelim-Budget-Hearing
	New York Lawyers for the Public Interest
	ProSentry - John Rusk1
	ProSentry - John Rusk2
	US Dept of Labor - Wage & Hour Division
	zKrista O’Dea
	zzzApperances



