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Title:	A Local Law to amend the administrative code of the city of New York, in relation to requiring correctional health services to report information to the attorney of record for individuals in the custody of the department of correction who are diagnosed with serious mental illness


Administrative Code:	Amends Sections 17-1801 and 17-1803 and adds Section 17-1805


I. Introduction
On October 16, 2019, the Committee on Mental Health, Disabilities, and Addiction, chaired by Council Member Diana Ayala, will hold a vote on Proposed Introduction 1590-A, a local law to amend the administrative code of the city of New York, in relation to requiring Correctional Health Services (CHS) to report information to the attorney of record for individuals in the custody of the department of correction who are diagnosed with serious mental illness. The Committee previously heard the bill on June 17, 2019.

II. Background: History of Mental Healthcare in New York City and the Rise of Correctional Facilities as Treatment Locations for Individuals with Mental Illness
The transformation of mental healthcare in New York City has evolved in tandem with the broader evolution of behavioral healthcare policy models in the United States. From the founding of Bellevue Hospital with its first public “pavilion for the insane” in 1879 and the first alcoholic ward in 1892, New York City has served as “a major incubator” for innovative public behavioral healthcare delivery.[footnoteRef:1]  [1:  “Bellevue Hospital Celebrates 275th Anniversary,” New York City Health and Hospitals (2011), available at https://www.nychealthandhospitals.org/pressrelease/bellevue-hospital-celebrates-275th-anniversary/.] 

With the advent of the 1890 State Care Act, New York State placed all responsibility for the care and treatment of those suffering from mental disorders into the hands of state government.[footnoteRef:2] The New York State Department of Mental Hygiene (DMH) was created in 1926, and by 1949, New York State psychiatric institutions included twenty-seven facilities with the state’s inpatient census among the largest in the nation.[footnoteRef:3] In 1949 the New York State Mental Health Commission (SMHC) was charged with the creation of a master plan for all state mental health programs. In the face of escalating costs, the New York State Community Mental Health Act (CMHSA) was passed in hopes of increasing access to less expensive care in community-based settings.[footnoteRef:4] In addition to the fiscal concerns of providing care in an institutional setting, global mental health conferences in the early 1950’s began to argue that “involuntary commitment and institutional regimentation, no matter how gentle, robbed patients of decision-making abilities and other skills needed to function in society.”[footnoteRef:5]  [2:  “Mental Health in New York State 1945-1998: An Historical Overview,” New York State Department of Education Archives, Publication Number 70, p.2 (1998), available at http://www.archives.nysed.gov/common/archives/files/res_topics_health_mh_hist.pdf.]  [3:  Id. at 7.]  [4:  Id, at 8.]  [5:  Id, at 9.] 

According to the New York Times, “as tranquilizers became the panacea for the mentally ill, state programs were buying them by the carload and sending drugged patients back into the community [and] psychiatrists never tried to stop this.”[footnoteRef:6] As a result, “the discharge of mental patients from in-patient facilities accelerated in the late 1960’s and 1970’s as health policy experts and public officials carried out a public mandate to “abolish the abominable conditions” of what were referred to as “insane asylums.”[footnoteRef:7] Whereas, “drugs got people back into the community,” there was often a lack of planning that forgot to include “a place to live and someone to relate to ... the result was like proposing a plan to build a new airplane and ending up only with a wing and a tail.”[footnoteRef:8] Congress and state governments did not create a complete community mental health program that, in addition to the centers, allowed for adequate staffing and long-term financial supports for behavioral healthcare services.[footnoteRef:9] [6:  “How Release of Mental Patients Began,” The New York Times, October 30, 1984, available at https://www.nytimes.com/1984/10/30/science/how-release-of-mental-patients-began.html.]  [7:  Id.]  [8:  Id.]  [9:  Id.] 

As deinstitutionalization efforts continued into the 1990’s and 2000’s—increasingly driven by managed healthcare systems—poor planning and flawed execution often marred the process of providing a safe, healthy and successful patient transition back into society.[footnoteRef:10] Under the “Transformation Plan” for New York State’s Office of Mental Health (OMH), Governor Andrew Cuomo sought to reduce the average daily census and total number of beds in New York State psychiatric centers by relying more on community out-patient mental health services in hopes of providing better care at lower costs.[footnoteRef:11] [10:  “Systems Under Strain: Deinstitutionalization in New York State and City,” Manhattan Institute Report, November 28, 2018, available at https://www.manhattan-institute.org/deinstitutionalization-mental-illness-new-york-state-city.]  [11:  “Statewide Comprehensive Plan, 2016-2020,” New York State’s Office of Mental Health (OMH), p. 50, available at https://www.omh.ny.gov/omhweb/planning/docs/507-plan.pdf.] 

Key findings of the Transformation Plan: [footnoteRef:12] [12:  Id.] 

· Non-forensic state psychiatric centers in New York City lost about 15% of their total adult bed capacity during 2014–18, while the average daily census declined by about 12%.
· During 2015–17, the number of seriously mentally ill homeless New Yorkers increased by about 2,200, or 22%. In response, City government opened six new dedicated mental health shelters between Fiscal Year (FY) 2014 and FY 2018.
· Spending on such shelters, which numbered 28 as of the end of FY 2018, has grown every year since FY 2014 and currently stands at about $150 million. There are more beds in mental health shelters in New York City than the combined total of adult beds in state psychiatric centers and psychiatric beds in NYC Health + Hospitals facilities.
· The number of “emotionally disturbed person” calls responded to by the New York City Police Department (NYPD) has risen every year since 2014. The number of seriously mentally ill inmates in New York City jails is now higher than in 2014.
· Both state- and citywide, more psychiatric-care beds are located in general hospitals than in the traditional network of state psychiatric centers. But due to the financial pressures that many general hospitals face, they are unlikely to expand their systems of inpatient psychiatric care, and some have already reduced capacity.
According to its Statewide Comprehensive Plan,[footnoteRef:13] OMH continues to strive for deinstitutionalization, which aims to provide community-based services to individuals in need of mental health treatment in clinically-supported community environments, in lieu of traditional in-patient hospital settings.[footnoteRef:14] While the move to community-based care has been lauded by OMH as “broadening the public health safety net by providing high-quality cost-effective community based services [which] avoid costly in-patient stays,”[footnoteRef:15] advocates argue this approach has resulted in the “criminalization of mental illness”[footnoteRef:16] citing statistical data confirming the state of New York “incarcerates more individuals with severe mental illness that it hospitalizes.”[footnoteRef:17]  [13:  Statewide Comprehensive Plan: 2016-2020, Office of Mental Health, p. 50, 2015, available at https://www.omh.ny.gov/omhweb/planning/docs/507-plan.pdf.]  [14:  Id.]  [15:  Id. p. 49.]  [16:  “State Specific Data: New York,” Treatment Advocacy Center, 2017, available at https://www.treatmentadvocacycenter.org/browse-by-state/new-york.]  [17:  Id.] 

The intersection of those with serious mental illness and our criminal justice system remains a significant issue. According to the Department of Correction (DOC), 16.8% of the current NYC jail population has been diagnosed with a serious mental illness, and 45% has some kind of psychiatric diagnosis.[footnoteRef:18] According to a report by the Cornell University Department of Psychiatry,[footnoteRef:19] “at Rikers Island, the average daily population dropped 12% from 2005 to 2012, but the prevalence of mental illness rose 32%.” As a result, advocates sought restoration of psychiatric beds in public hospitals and supported the introduction of first responder crisis intervention trainings in hopes of helping to better identify individuals with serious mental illness and thereby preemptively and proactively divert them away from jails and toward appropriate mental health treatment.[footnoteRef:20] [18:  Mayor’s Management Report 2019, p. 74, available at  https://www1.nyc.gov/assets/operations/downloads/pdf/mmr2019/doc.pdf]  [19:  “Fact Sheet: Incarceration and Mental Health,” Wolff, M., PhD, MPH, Cornell University Department of Psychiatry, 2017, available at http://psych-history.weill.cornell.edu/his_res/imi.html#_ftn4.]  [20:  Id. at 4.] 

In an effort to reform the city’s correctional health system, in June of 2015, the administration announced that the City had returned management of its correctional health services from the private non-profit organization Corizon, Inc., to the public Health + Hospitals Corporation (H+H), which operates Correctional Health Services (CHS) in city jails.[footnoteRef:21] Advocates hailed this as a “critical first step away from profiteering that callously put lives and well-being at risk”[footnoteRef:22] and one that was “especially appropriate…with respect to mental health care, since the City [was] attempting to improve mental health treatment in jails, including implementing multi-disciplinary crisis intervention teams” in order to better provide more effective treatment.[footnoteRef:23]   [21:  “Office of the Mayor: Health and Hospitals Corporation to Run City Correctional Health Service City of New York,” NYC Mayor’s Website, 2015, available at https://www1.nyc.gov/office-of-the-mayor/news/383-15/health-hospitals-corporation-run-city-correctional-health-service.]  [22:  Id.]  [23:  Id.] 

	In 2016, CHS worked closely with the Board of Correction (BOC) to begin producing monthly reports in hopes of “identifying the strengths of the system as well as major barriers to care.”[footnoteRef:24] Recently, CHS conducted outreach, asking select prospective contractors to study the design and cost of creating locked therapeutic housing units, in close proximity to existing H+H facilities, which would serve to provide treatment to incarcerated individuals with “mental-health issues, drug-related problems and complex medical needs.”[footnoteRef:25] According to CHS,[footnoteRef:26] these new Outposted Therapeutic Housing Units (OTxHU) would serve “patients whose clinical conditions are not so acute as to warrant inpatient medical or psychiatric admission, but who would otherwise benefit from close and frequent access to specialty and subspecialty care available in H+H facilities.”[footnoteRef:27] [24:  “Reports: Correctional Health Authority Reports,” New York City Board of Correction, 2016), available at https://www1.nyc.gov/site/boc/reports/correctional-health-authority-reports.page.]  [25:  “City Seeks to Move Mentally Ill Inmates to Hospitals,” Blau, R. and Goldensohn, R., Intelligencer, March 21, 2019, available at http://nymag.com/intelligencer/2019/03/nyc-seeks-to-move-mentally-ill-inmates-to-hospitals.html.]  [26:  Health + Hospitals – Correctional Health Services (2019).  OTxHU EIS and Conceptual Design Scope of Services, March 8, 2019. Available at https://www.documentcloud.org/documents/5775803-CHSplan.html]  [27:  City Seeks to Move Mentally Ill Inmates to Hospitals,” Blau, R. and Goldensohn, R., Intelligencer, March 21, 2019, available at http://nymag.com/intelligencer/2019/03/nyc-seeks-to-move-mentally-ill-inmates-to-hospitals.html.] 

Today, as the population of Rikers Island continues to decreaseDOC acting warden John Gallagher recently argued to the BOC that in the absence of a commitment to build additional psychiatric hospitals and outpatient facilities, “this is the Band-Aid we’ve come up with.”[footnoteRef:28] [28:  Health + Hospitals – Correctional Health Services (2019).  OTxHU EIS and Conceptual Design Scope of Services, March 8, 2019. Available at https://www.documentcloud.org/documents/5775803-CHSplan.html] 

III. Services Within NYC Correctional Facilities For Individuals With Mental Illness
All individuals who enter custody are required to receive a medical intake within 24 hours of admission and to be seen by a mental health professional within three days if given a referral by Department professionals, the patient, 311, legal advocates, or community providers.[footnoteRef:29] After receiving a mental health evaluation, such individuals may be assigned to specialized housing units or to the general population with access to outpatient clinics. The Department currently operates 24 designated housing units for those with mental illness. These include Mental Health (“MO”) Units, Clinical Alternative to Punitive Segregation (“CAPS”) Units, and Program for Accelerating Clinical Effectiveness (“PACE”) units, in addition to psychiatric wards at Bellevue and Elmhurst Hospitals.[footnoteRef:30] [29:  NYC Health +Hospitals, Mental Health and Treatment for Individuals with Serious Mental Illness in the NYC Jails, March 12, 2019, available at https://www1.nyc.gov/assets/boc/downloads/pdf/Meetings/2019/March/H+H_Mental-Health-Presentation-March-12-2019.pdf]  [30: Id. ] 

The Department offers 17 MO Units comprised of 540 beds. Each patient in a MO Unit is assigned a multidisciplinary treatment team comprised of a social worker, art therapist, substance use counselor, court liaison, mental health counselor, and psychologist.[footnoteRef:31] Crisis Intervention Teams (CITs) also play a significant role in MOs, and include a mental health specialist along with DOC staff to intervene in order to diffuse conflict within the unit. The approach has been described as a significant improvement from previous mental health approaches, which failed to account for inter-disciplinary communications and continuity of care.[footnoteRef:32] [31:  Id. ]  [32:  Id. ] 

The CAPS unit is designed for male patients with a serious mental illness (SMI)[footnoteRef:33] who have violated jail rules and otherwise would have been punished with punitive segregation.[footnoteRef:34] The unit provides intensive therapeutic schedules including morning meetings, frequent programming, in-house treatment, and one-on-one appointments with mental health staff.[footnoteRef:35] There are six PACE units, which are designed for sentenced SMI patients and SMI pre-trial patients who have not infracted but have particular behavioral health needs.[footnoteRef:36] The CAPS and PACE models are functionally equivalent; they are both designed to encourage continued treatment success by helping with medication management, frequent programming, and behavioral management. Current PACE units include one for those returning from Bellevue Hospital, an “Acute Care Unit” for those with a particularly high risk of decompensation, a unit for those with intellectual and developmental disabilities, a unit for those returning from state hospitals after an examination of fitness to stand trial, a unit for women, and a reentry unit for those who have been sentenced.[footnoteRef:37]  [33:  Serious Mental Illness is defined by the New York State Office of Mental Health as individuals who meet criteria established by the commissioner of mental health, “which shall include persons who are in psychiatric crisis, or persons who have a designated diagnosis of mental illness under the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders and whose severity and duration of mental illness results in substantial and functional disability.” N.Y. Section (§§) 1.03]  [34: Supra, note 30.  ]  [35:  Department of Correction, CAPS and PACE Backgrounder, available at https://www1.nyc.gov/site/doc/media/caps.page ]  [36:  Supra, note 30.]  [37:  Id. ] 

For those who experience non-serious mental illness and have infracted, the department has developed Restricted Housing Units (RHUs).[footnoteRef:38] These units are intended to provide “integrated behavioral management programming for mentally ill inmates in a punitive segregation setting,” where incarcerated individuals can “move up a system of ‘levels’” to receive additional out-of-cell time or “reintegative activities,” including “games, discussion sessions and TV/movie viewing opportunities.”[footnoteRef:39] Individuals in RHU are allowed up to 7 hours of out-of cell time for the purposes of participating in scheduled programming; during such programming, such individuals are restrained.[footnoteRef:40]   [38:  Department of Correction, Clinical Alternatives to Incarceration/Restricted Housing Unit (CAPS/RHU), available at https://www1.nyc.gov/site/doc/media/caps-rhu.page]  [39:  Id. ]  [40:  Conversation with Board of Correction, June 12, 2019.] 

The CAPS, PACE, and MOU units have been praised by the BOC and advocates, and have proven effective in reducing self-harm rates and in improving adherence to treatment regimens.[footnoteRef:41] Medication adherence, for example, has increased by between 83% and 90.5% in various PACE units for males and has increased by 77.7% for females between 2016 and 2018.[footnoteRef:42]However, there is little data on the impact of RHUs on individuals who have serious mental illness, and how much out-of-cell time such individuals are afforded. Issues also remain in providing mental health care to those individuals who are housed in the general population. In the most recent Access to Care report published by Correctional Health Services, about 34% of patients were not seen for mental health appointments in April of 2019. Of those individuals, approximately half (17%) were not seen for mental health appointments because they were not produced by the DOC, while others were not seen due to court appearances (5%), verified refusals (5%), rescheduling by CHS (6%), and  leaving without being seen (1%).[footnoteRef:43]  [41:  Supra, Note 30. ]  [42:  Id. ]  [43: Correctional Health Services Access to Care Monthly Report, April 2019, available at  https://www1.nyc.gov/assets/boc/downloads/pdf/chs_access_report_apr2019.pdf] 

IV. Discharge Planning and Brad H.  
In 1999, the Urban Justice Center, Debevoise & Plimpton LLP, and New York Lawyers for Public Interest brought a class-action lawsuit on behalf of several incarcerated individuals with mental illness against New York City challenging its practice of discharging individuals with a mental illness from jail without a plan for reentry.[footnoteRef:44] The court found that the city’s failure to provide discharge planning in correctional facilities violated state law, which requires discharge planning for individuals with mental illness who receive state-funded inpatient or outpatient mental health treatment.[footnoteRef:45]  [44:  New York City Independent Budget Office, Looking Back at the Brad H. Settlement: Has the City Met it Obligations to Provide Mental Health & Discharge Services in the Jails? (May 2015), Fiscal Brief, available at https://ibo.nyc.ny.us/iboreports/looking-back-at-bradh-settlement-has-city-met-obligations-provide-mental-health-dischsrge-services-in-jails-51115.pdf]  [45:  Doug Jones, Discharge Planning for Mentally Ill Inmates in New York City Jails: A Critical Evaluation of the Settlement Agreement of Brad H. v City of New York, 27 Pace L. Rev. 305 (2007), available at  https://digitalcommons.pace.edu/cgi/viewcontent.cgi?article=1124&context=plr] 

The lawsuit, known as Brad H. et. al. v City of New York, et. al., resulted in a settlement in 2003 in which the city agreed to provide comprehensive treatment and a discharge plan to people in custody who qualify as a member of the class action.[footnoteRef:46] Under the settlement, a Brad H individual is any person in custody who is confined for at least 24 hours and receives treatment for mental illness during their confinement.[footnoteRef:47] However, individuals who are assessed as having no need for additional treatment after seeing a mental health staff once or twice are not Brad H eligible.[footnoteRef:48] The settlement provides two monitors assigned to oversee the city’s compliance with the requirements in the settlement and with establishing performance measures to effectuate the terms of the settlement.[footnoteRef:49] The primary goal of the settlement is to ensure Brad H individuals can smoothly transition from receiving mental health treatment in correctional settings to receiving mental health treatment in the community. However, these individuals can refuse discharge planning and other services at any time.[footnoteRef:50]  [46:  Roshan Abraham, Reports Indicate City’s Progress is Slow on Mental Health Planning for Inmates (Jan. 2017), City Limits, available at  https://citylimits.org/2017/01/12/reports-indicate-citys-progress-is-slow-on-mental-health-planning-for-inmates/]  [47:  Supra note 46]  [48:  Id.]  [49:  Supra note 47]  [50:  Id.] 

In February 2019, the compliance monitors released their fortieth report, which shows that the city has made progress in meeting some requirements of the settlement while continuing to fall short on others. The settlement requires the city to assist Brad H individuals who are eligible for Medicaid with activating or reinstating Medicaid benefits upon release to ensure that they can pay for services.[footnoteRef:51] This measure requires DOC to prescreen individuals for Medicaid upon admission and to complete and submit a Medicaid application to HRA so these individuals can have Medicaid activated or reinstated upon discharge.[footnoteRef:52] According to the report, the city has not provided any data on Medicaid prescreening, making it difficult for the monitors to assess compliance with this provision.[footnoteRef:53] However, the report found that the city remains compliant with completing and submitting Medicaid applications within five business days of prescreening.[footnoteRef:54] In fact, the city’s performance on this measure increased over the last three reporting periods from 93.8% timely completion rate to 97.0%.[footnoteRef:55] However, the monitors expressed concerns that the information DOC provides to HRA to (re)activate Medicaid benefits is often incomplete and have recommended that the city “develop systems for ongoing monitoring of completeness of datasets, especially the released class members set sent from DOC to HRA.”[footnoteRef:56] [51:  Supra note 46]  [52:  Henry Dlugacz and Erik Roskes, Brad H., et al. v City of New York, et al., Fortieth Regular Report of the Compliance Monitors (Feb 2019), pgs. 82-88, available at https://mhp.urbanjustice.org/sites/default/files/BRAD%20H%20Report%2040%20Final%202019_02_28.pdf ]  [53:  Id., p. 83]  [54:  Id., p.  84]  [55:  Id.]  [56:   Id., p. 87] 

 The settlement also requires the city to provide Brad H persons with access to the city-funded Medication Grant Program (MGP), which provides these individuals with financial assistance to purchase medication while their Medicaid benefits are pending.[footnoteRef:57] The report shows that the city has made significant improvement in this area from the last reporting period. The monitors observed a jump in the city’s performance from 84.8% last reporting period to 91% this reporting period, which is above the performance target required by the settlement.[footnoteRef:58]  [57:  Supra note 46]  [58:  Supra note 54] 

Additionally, under the settlement, the city is obligated to provide Brad H individuals a 7-day supply of psychiatric medication and a prescription for 21 days upon release regardless of their eligibility for Medicaid.[footnoteRef:59] This provision ensures that such individuals are able to access medication and services upon discharge. While the city appears to have remained compliant with this measure over the last three reporting periods, the report points out discrepancies between stated policy and practice regarding this provision. According to the report, the monitors observed in one instance a Brad H recipient signed for receipt of medication but did not actually receive the medication upon release from DOC staff.[footnoteRef:60] The report recommended that DOC and CHS develop joint policy for providing medication to Brad H individuals upon release that “is uniformly followed across facilities [and] ensures that compliance data…properly report[s] on class members’ taking possession of medication at the point of release.”[footnoteRef:61]  [59:  Supra note 46]  [60:  Supra note 54, p. 89]  [61:  Id., p. 90] 

Similarly, under the settlement, the city is responsible for providing Brad H individuals with discharge planning and case management services outside of jail. Specifically, class members who are released directly from court are entitled to the same services provided to those who are released from jail.[footnoteRef:62] The city provides these individuals with discharge planning services through the Service Planning and Assistance Network (SPAN)—now the Assistance Network Services (ANS).[footnoteRef:63] “Provision of SPAN services is contracted out to Bowery Residents’ Committee, which provides drop-in centers for inmates near the courts in every borough except Staten Island.”[footnoteRef:64] The city also provides “short-term intensive case management services to [people with serious mental illness] who are leaving jail” through LINK, a program that was contracted out to several vendors across the city, which has since been replaced with Community Re-Entry Assistance Network (CRAN).[footnoteRef:65] The report found that these programs are compliant with provisions to follow-up with Brad H individuals about appointments, referrals, and housing, surpassing performance targets provided in the settlement.[footnoteRef:66] [62:  Supra note 47]  [63:  Id.; Supra note 54, p. 104]  [64:  Supra note 46]  [65:  Supra note 46 and 54, p.104]  [66:  Supra note 54, p. 102] 

Moreover, the settlement requires the city to provide additional services to Brad H individuals with SMI. The city must assist persons who are classified as SMI with applying for public benefits, such as food stamps, Supplemental Security Insurance, supportive housing, and veterans’ benefits if eligible.[footnoteRef:67] However, the report indicates that the city remains noncompliant with this requirement even though it has made significant progress over the last three reporting periods.[footnoteRef:68] While non-SMI persons might be eligible for public benefits, the city is not obligated under the settlement agreement to assist them with obtaining these benefits.[footnoteRef:69] However, the city is obligated to provide individuals with SMI with case management, follow-up calls for housing and mental health appointments, and transportation to all discharge planning services.[footnoteRef:70] But, even here, the city has fallen short. In regards to follow-up calls for housing and appointments provided by DOC discharge planning staff, the city has been unable to meet performance targets required by the settlement.[footnoteRef:71] Moreover, while the city has been compliant with the provision of transportation, the report notes a significant reduction in transportation rates over the last eleven reporting periods.[footnoteRef:72]  [67:  Supra note 47]  [68:   Supra note 54, pp. 95-96]  [69:  Supra note 46]  [70:  Supra note 47]  [71:   Supra note 54, p. 102]  [72:   Supra note 54, p. 101] 

According to the report, non-production of Brad H individuals for appointments remains a significant barrier to compliance. The report shows that “class members missed about 6.81% of scheduled social work appointments and 18.25% of scheduled mental health appointments per month due to DOC non-production.”[footnoteRef:73] It also notes that these rates are nearly identical to the non-production rates from the previous reporting period,[footnoteRef:74] which shows that DOC has a systemic problem with producing Brad H persons for mental health and discharge planning appointments. In addition, the report found that the higher non-production rate for mental health appointments than discharge planning appointments is consistent across all DOC facilities except GMDC and MDC, where the non-production rates of missed social work appointments is nearly the same as the non-production rates of mental health appointments.[footnoteRef:75] The report cited the lack of DOC escorts as the driver of non-production of Brad H individuals for mental health and discharge planning appointments.[footnoteRef:76]  [73:  Id., p. 15]  [74:   Id.]  [75:  Id., p. 76.]  [76:  Id., p. 73.] 

While DOC provided the monitors with separate data showing higher production rates, the report noted that the data was inconsistent with CHS production data.[footnoteRef:77] This inconsistency speaks to a broader issue: the lack of coordination between CHS and DOC on the production of Brad H persons for mental health and discharge planning services. However, the city rejected suggestion from the monitors to have DOC and CHS “craft a joint policy outlining the steps to produce [people in custody] for mental health and social work services.”[footnoteRef:78]  [77:  Id., p. 15]  [78:   Supra note 54, p. 42] 

Because of the systemic problem with producing Brad H individuals for mental health and discharge planning appointments, the city remains noncompliant with the requirement to complete comprehensive treatment plan (CTP) in timely manner.[footnoteRef:79] Even though the city made significant progress in completing CTP for Brad H persons housed in the Mental Observation unit within the 7-day timeframe, it has not been unable to meet the required performance targets.[footnoteRef:80] DOC non-production of Brad H persons for discharge planning and mental health appointments significantly and adversely affects these individuals’ access to required services[footnoteRef:81]and CHS efforts to integrate the mental health and discharge planning components of their treatment teams.[footnoteRef:82] The report notes that unless CHS and DOC collaborate to address this underlying systemic problem, the city will be unable to meet the clinical and discharge planning obligations.[footnoteRef:83] The report recommended that DOC and CHS “develop a coordinated approach to quantify, track and report production data and to categorize the reasons production may not occur.”[footnoteRef:84]  [79:  Id., 81]  [80:  Id.]  [81:  Id., p. 77]  [82:  Id.]  [83:  Id., p. 15]  [84:  Id.] 

V. ANALYSIS OF PROP. INT. 1590-A
Section 1 of the bill amends section 17-1801 of the administrative code of the city of New York to change the word “inmate” to “incarcerated individual.” Section 2 amends section 17-1803 of the administrative code of the city of New York to change the word “inmate” to “incarcerated individual.” Section 3 amends section 17-1804 of the administrative code of the city of New York to change the word “inmate” to “incarcerated individual.” 
Section 4 adds a new section 17-1805 entitled the “Get Well and Get Out Act.” The act would require Correctional Health Services to seek consent from incarcerated individuals diagnosed with serious mental illness to communicate pertinent information about the individuals to their attorneys. It requires CHS to communicate such information within 5 days of the diagnosis. The bill would also require CHS to issue updated confidential medical information letters within 5 days prior to each court appearance. 
Section 5 would have the bill take effect 120 days after becoming law. 
VI. AMENDMENTS TO PROP. INT. 1590-A
Prop. Int. 1590-A was amended since it was last heard. The bill previously regulated the department of health and mental hygiene or its designee, whereas it now regulates Correctional Health Services (CHS). 
In addition, the bill now requires CHS to make a good faith effort to identify the attorney of record for an individual with SMI. The bill also now requires updated confidential medical condition “letters” instead of “reports.” The content of the letters now includes a description of the medical treatment available in the housing area in which the individual is being housed, including the level of additional support that facilitates the treatment of the individual’s psychiatric condition. The letter also now requires correctional health services to report the individual’s adherence to their prescribed medication regimen. The bill now requires CHS to include any relevant documentation related to referrals made for the purpose of discharge planning, if available. The bill no longer requires CHS to report the medical factors contributing to the individuals’ placement in their housing unit. 
	The bill would now take effect 120 days after becoming law, instead of 90 days. 
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Proposed Int. No. 1590-A

By Council Member Chin, the Speaker (Council Member Johnson), and Council Members Levin, Powers, Rosenthal, Brannan, Ampry-Samuel, Kallos, and Ayala
A LOCAL LAW
..Title
TTo amend the administrative code of the city of New York, in relation to requiring correctional health services to report information to the attorney of record for individuals in the custody of the department of correction who are diagnosed with serious mental illness
..Body

Be it enacted by the Council as follows:
Section 1. Section 17-1801 of the administrative code of the city of New York, as added by local law number 124 for the year 2016, is amended by adding one term and amending another term to read as follows:
Correctional health services. The term “correctional health services” means any health care entity designated by the city of New York as the agency or agencies responsible for health services for incarcerated individuals in the care and custody of the New York city department of correction. When the responsibility is contractually shared with an outside provider, this term shall also apply.
 [Inmate] Incarcerated Individual. The term ["inmate"] incarcerated individual means any person in the custody of the New York city department of correction.
§ 2. The section heading of section 17-1803 of the administrative code of the city of New York, as added by local law number 124 for the year 2016, is amended to read as follows:
§ 17-1803 [Inmate health] Health information from screening for incarcerated individuals. 
§ 3. The section heading of section 17-1804 of the administrative code of the city of New York, as added by local law number 124 for the year 2016, is amended to read as follows:
§ 17-1804 [Inmate health] Health information exchange for incarcerated individuals. 
§ 4. Chapter 18 of title 17 of the administrative code of the city of New York is amended by adding a new section 17-1805 to read as follows:
§ 17-1805 Communication from correctional health services. 
a. Short title. This section shall be known as and may be cited as “The Get Well and Get Out Act”. 
b. Information sharing with attorneys of individuals diagnosed with serious mental illness in the custody of the department of correction. For each incarcerated individual who is not sentenced and who is diagnosed with a serious mental illness, correctional health services shall seek voluntary consent from such individual to share medical information with the attorney of record of such individual within 48 hours of their diagnosis, and provide such information created or obtained pursuant to sections 17-1802 and 17-1804 to the attorney of record for any such individual within five calendar days of obtaining consent from the individual. Correctional health services shall make a good faith effort to ascertain such individual’s attorney of record, including but not limited to consulting the website maintained by the New York state unified court system, speaking with the individual, contacting the clerk of the court, or any other reasonable means necessary to identify such individual’s attorney.
c. Confidential medical condition letter. Within five business days prior to any court date indicated by the New York city department of correction’s inmate information system, correctional health services shall provide a confidential medical condition letter to the attorney of record for any incarcerated individual to whom subdivision a of this section applies, as permitted by law. Such letter shall include the following information for each such individual:
1. The psychiatric diagnosis.
2. The type of mental health treatment available in the housing area in which the individual is being housed, including the level of additional support offered in the housing area that facilitates the treatment of the individual’s psychiatric condition.
3. The prescribed psychiatric medication regimen.
4. Their record of adherence to such medication regimen, including any factors that may have contributed to their record of adherence.
5. A detailed description of their current condition, including but not limited to any reduction in symptoms and any indication that the individual’s condition has improved or diagnosis changed. 
6. Any relevant documentation related to referrals made by correctional health services for the purpose of discharge planning, if available. 
d. Notwithstanding the requirements of subdivision c, correctional health services shall not be required to issue a new confidential medical condition letter for a scheduled court appearance within one week of a prior scheduled court appearance. 
§ 5. This local law takes effect 120 days after it becomes law.
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