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I. INTRODUCTION

On February 6, 2023, the Committee on Mental Health, Disabilities, and Addiction, chaired by Council Member Linda Lee, the Committee on Hospitals, chaired by Council Member Mercedes Narcisse, the Committee on Fire and Emergency Management, chaired by Council Member Joann Ariola, and the Committee on Public Safety, chaired by Council Member Kamillah Hanks, will hold a joint hearing titled “Oversight: Mental Health Involuntary Removals and Mayor Adams’ Recently Announced Plan.” Among those invited to testify are representatives from the New York City Department of Health and Mental Hygiene (DOHMH), New York City Mayor’s Office of Community Mental Health (OCMH), New York City Health and Hospitals (H+H), New York Police Department (NYPD), New York City Fire Department, Bureau of Emergency Management Service (EMS), advocates, and other interested parties. 
II. BACKGROUND
a. Overview of Serious Mental Illness (SMI)
The Centers for Disease Control and Prevention (CDC) defines “mental health” as fundamental to emotional, psychological, and social wellbeing at every life stage.[footnoteRef:2] Mental health diagnoses, such as depression, may increase the risk for physical health problems, and conversely, problems with physical health may increase the risk of developing a mental illness.[footnoteRef:3] The Diagnostic and Statistical Manual of Mental Disorders defines “serious mental illness” (SMI) as a mental health disorder that substantially interferes with or limits one or more major life activities.[footnoteRef:4] Major life activities include actions such as eating, sleeping, speaking, and breathing; cognitive functions such as thinking and concentrating; sensory functions such as seeing and hearing; and one’s overall ability to communicate and perform the requisite tasks to think, learn, and work.[footnoteRef:5] Ninety percent of individuals who meet the criteria for SMI have either schizophrenia, bipolar disorder, or have reported suicidal ideations.[footnoteRef:6] Hallmarks of SMI include depressive and bipolar disorders, anxiety disorders such as posttraumatic stress disorder, and psychotic disorders such as schizophrenia, delusional disorders, and schizoaffective disorders.[footnoteRef:7] A patient can receive multiple diagnoses of a SMI due to a high degree of overlap between mental health conditions.[footnoteRef:8]  [2:  About Mental Health, Centers for Disease Control and Prevention (2022). Available at https://www.cdc.gov/mentalhealth/learn/index.htm. ]  [3:  Id.]  [4:  Mental Illness, National Institute of Mental Health (updated Jan. 2022). Available at: https://www.nimh.nih.gov/health/statistics/mental-illness. ]  [5:  Introduction to the Americans with Disabilities Act, U.S. Department of Justice Civil Rights Division. Available at: https://www.ada.gov/topics/intro-to-ada. ]  [6:  Id.]  [7:  Id.]  [8:  Hanke Heun-Johnson et al., The Cost of Mental Illness: New York Facts and Figures, USC Schaeffer (Jan. 2018. Available at: https://healthpolicy.usc.edu/wp-content/uploads/2018/07/NY-Facts-and-Figures.pdf.] 

b. Prevalence of SMI
In 2020, the National Alliance on Mental Illness (NAMI) reported that 5.6 percent of U.S. adults (approximately 14.2 million people) had a SMI in 2020. In other words, across the country, 1 in 20 adults have a diagnosed SMI.[footnoteRef:9] In 2020, the prevalence of SMI among females (7 percent) was higher than that of males (4.2 percent), and was highest among mixed-race adults (9.9 percent).[footnoteRef:10] [9:  National Alliance on Mental Illness (NAMI) 2020 Stats. Available at https://www.nami.org/mhstats#:~:text=21%25%20of%20U.S.%20adults%20experienced,represents%201%20in%2020%20adults. ]  [10:  Id.] 
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Description automatically generated][footnoteRef:11] [11:  Mental Illness, National Institute of Mental Health (updated Jan. 2022). Available at: https://www.nimh.nih.gov/health/statistics/mental-illness.] 

According to data reported in April 2021, nearly 1 in every 25 New Yorkers lives with a diagnosed SMI.[footnoteRef:12] Around 280,000 adults in the NYC have a SMI, such as schizophrenia or major depressive disorder accompanied by substantial functional impairment.[footnoteRef:13] This is an increase from 2012, in which approximately 239,000 New Yorkers (4 percent) had a diagnosed SMI.[footnoteRef:14] In NYC in 2015, the prevalence of SMI in Whites (5 percent) and Hispanics (7 percent) was higher than the prevalence of SMI in Blacks (1 percent) or Asians (1 percent).[footnoteRef:15] While these prevalence differences are similar to those in national findings, it is important to note that Black New Yorkers have been found to have higher hospitalization rates for mental illness despite lower prevalence of a lifetime diagnosis.[footnoteRef:16] According to OCMH, the highest poverty neighborhoods have over twice as many psychiatric hospitalizations per capita as the lowest poverty neighborhoods in NYC.[footnoteRef:17] [12:  Larry McShane et al., NYC’s mental health crisis spans far and wide with few answers in sight, Daily News (May 15, 2021), https://www.nydailynews.com/coronavirus/ny-nyc-mental-health-covid-20210516-zugqg7vmjbctbookukawwccrle-story.html. ]  [13:  Press Release, A Recovery for all of us: Mayor de Blasio announces new programs to support New Yorkers experiencing serious mental illness, NYC Mayor’s Office of Community Mental Health (April 28, 2021), https://mentalhealth.cityofnewyork.us/news/announcements/a-recovery-for-all-of-us-mayor-de-blasio-announces-new-programs-to-support-new-yorkers-experiencing-serious-mental-illness.]  [14:  Serious Mental Illness among New York City Adults, NYC Department of Health and Mental Hygiene (June 2015). Available at: www1.nyc.gov/assets/doh/downloads/pdf/survey/survey-2015serious-mental-illness.pdf. ]  [15:  Id.]  [16:  Serious Mental Illness among New York City Adults, NYC Department of Health and Mental Hygiene (June 2015). Available at: www1.nyc.gov/assets/doh/downloads/pdf/survey/survey-2015serious-mental-illness.pdf.]  [17:  Mental Health Data Dashboard, NYC Mayor’s Office of Community Mental Health. Available at: https://mentalhealth.cityofnewyork.us/dashboard. ] 
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c. Treatment for SMI
There is no “one size fits all” approach to providing treatment for individuals with behavioral health issues such as SMI. Therapeutic treatments typically include medications to help manage symptoms and stabilize clients so they can participate more effectively in an appropriate modality of psychotherapy.[footnoteRef:18] Evidenced-based practices such as Assertive Community Treatment (ACT) provide mental health treatment, integrated dual disorder treatment,[footnoteRef:19] wellness skills, vocational support, and community linkages with peer supports.[footnoteRef:20] Assisted Outpatient Treatment (AOT), which can be used in compliment with ACT, is designed for individuals with SMI who struggle with voluntary treatment compliance resulting from anosognosia, a symptom of brain dysfunction which prevents the individual from recognizing their own illness and need for treatment.[footnoteRef:21] Most individuals in need of ACT are not in need of AOT, but virtually all mentally ill outpatients who need AOT could benefit from ACT as their service delivery model.[footnoteRef:22]  [18:  What is Serious Mental Illness?, SMI Adviser. Available at: https://smiadviser.org/about/serious-mental-illness. Psychotherapy is a form of talk therapy that helps individuals with a broad variety of mental illnesses and emotional difficulties. Psychotherapy can help eliminate or control troubling symptoms so an individual can function better and increase well-being and healing. What is Psychotherapy?, American Psychiatric Association (Jan. 2019), https://www.psychiatry.org/patients-families/psychotherapy.]  [19:  “Dual disorder treatment” is a treatment model that is evidence-based and is intended to improve the quality of life for people with co-occurring SMI and substance use disorders. Integrated Dual Disorder Treatment, Jack, Joseph and Morton Mandel School of Applied Sciences, https://case.edu/socialwork/centerforebp/practices/substance-abuse-mental-illness/integrated-dual-disorder-treatment. It addresses both disorders at the same time, in the same organization, and by the same team of treatment providers. Id.]  [20:  Assertive Community Treatment (ACT), NYS Office of Mental Health, https://omh.ny.gov/omhweb/act. ]  [21:  AOT Implementation FAQ, Treatment Advocacy Center, https://www.treatmentadvocacycenter.org/component/content/article/180-fixing-the_system/3616-aot-implementation-faq#act-alternative. ]  [22:  AOT Implementation FAQ, Treatment Advocacy Center, https://www.treatmentadvocacycenter.org/component/content/article/180-fixing-the_system/3616-aot-implementation-faq#act-alternative.] 

AOT is the practice of providing community-based mental health treatment under civil court commitment, as a means of: (1) motivating an adult with mental illness who struggles with voluntary treatment adherence to engage fully with their treatment plan; and (2) focusing the attention of treatment providers on the need to work diligently to keep the person engaged in effective treatment.[footnoteRef:23] The legal basis of AOT in New York is “Kendra’s Law,” which authorizes court-ordered mental health services for individuals who have difficulty engaging in rehabilitation and can pose a risk to themselves or others in the community.[footnoteRef:24] An order for AOT may be issued in civil court by a judge who determines that the individual is unlikely to survive in the community without support services.[footnoteRef:25] The hallmark precondition for AOT is a clinical judgment of a physician that the patient failed to comply with the recommended treatment plan. In such cases, the patient may be directed by the county director of mental health to be involuntarily admitted to a hospital for a 72 hour evaluation period.[footnoteRef:26] Thus, an application for an AOT order is most appropriate when patients are routinely noncompliant with their treatment regimen and decompensate to the extent that they become a danger to themselves or others, as manifested by multiple hospitalizations.[footnoteRef:27] In other words, it is typically inappropriate to put a patient into an AOT program after their first hospitalization.[footnoteRef:28] In NYC, DOHMH’s AOT program is responsible for implementing Kendra’s Law in the five boroughs.[footnoteRef:29] [23:  What Is AOT?, Treatment Advocacy Center, https://www.treatmentadvocacycenter.org/aot/what-is-aot. ]  [24:  Mental Hygiene Law § 9.60; Assisted Outpatient Treatment, NYC Department of Health and Mental Hygiene, https://www.nyc.gov/site/doh/health/health-topics/assisted-outpatient-treatment.page. ]  [25:  MHL§ 9.60(a)(1).]  [26:  Assisted Outpatient Treatment (AOT) Frequently Asked Questions, NYS Office of Mental Health (Sept. 28, 2020). Available at: https://omh.ny.gov/omhweb/guidance/covid-19-aot-faqs.pdf. ]  [27:  Mickey Keane & Hon. Gerald Lebovits, Mental Hygiene Hearings in New York, New York State Bar Journal (May 2016). Available at: https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2786266.]  [28:  Mickey Keane & Hon. Gerald Lebovits, Mental Hygiene Hearings in New York, New York State Bar Journal (May 2016). Available at: https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2786266.]  [29:  Assisted Outpatient Treatment, NYC Department of Health and Mental Hygiene, https://www.nyc.gov/site/doh/health/health-topics/assisted-outpatient-treatment.page. The AOT provisions of the Mental Hygiene Law outline the procedure required to obtain a court order that would compel a mentally ill individual to comply with a treatment program. See MHL§ 9.60; John Kip Cornwell & Raymond Deeney, Exposing the Myths Surrounding Preventive Outpatient Commitment for Individuals with Chronic Mental Illness, Psychology Public Policy and Law (March 2003). Available at: https://www.researchgate.net/publication/7081627_Exposing_the_myths_surrounding_preventive_outpatient_commitment_for_individuals_with_chronic_mental_illness. The standard required to receive this court order is substantially easier to meet than that used for inpatient hospitalization. While inpatient hospitalization requires a finding of current “substantial risk of physical harm” to self or others (MHL § 9.37(a)(1-2)), a general review of Kendra’s Law shows that outpatient commitment order may be predicated on a lack of compliance with treatment that has resulted in two episodes of treatment in a psychiatric inpatient, forensic, or other mental health unit the last three years; or at least one act of serious violent behavior towards self or others, or threats or attempts of causing harm within the past four years. MHL § 9.60(c)(4)(i).] 

Further, a critical component of providing adequate care and support for individuals with SMI, specifically after discharge from an inpatient or outpatient psychiatric program, is supportive housing that provides onsite social services, including mental health and substance use disorder treatment. Housing of this type is key to maintaining stability and implementing a successful aftercare plan.[footnoteRef:30] According to the New York State Office of Mental Health (OMH), supportive housing is intended to foster integration of residents into existing communities, services, and healthcare systems.[footnoteRef:31]  [30:  Ehren Dohler et al., Supportive Housing Helps Vulnerable People Live and Thrive in the Community, Center on Budget and Policy Priorities (May 31, 2016), https://www.cbpp.org/research/housing/supportive-housing-helps-vulnerable-people-live-and-thrive-in-the-community.]  [31:  Supportive Housing Guidelines, NYS Office of Mental Health (2022). Available at https://omh.ny.gov/omhweb/adults/supportedhousing/supportive_housing_guidelines.pdf ] 

d. Standard for Involuntary Removal from the Community
Adults with SMI diagnoses may be civilly admitted to a hospital pursuant to Article 9 of the State Mental Hygiene Law (MHL) and the regulations in Title 14 of the New York Codes, Rules, and Regulations. Full compliance with the statutory requirements is mandatory.[footnoteRef:32]  [32:  People ex rel. DeLia v. Munsey, 26 N.Y.3d 124 (2015). ] 

Under MHL § 9.41, any law enforcement or peace officer may take into custody for evaluation any individual who “appears mentally ill and is conducting himself or herself in a manner which is likely to result in serious harm to the person or others.”[footnoteRef:33] The statute defines “likely to result in serious harm” as “a substantial risk of physical harm to the person as manifested by threats of or attempts at suicide or serious bodily harm or other conduct demonstrating that the person is dangerous to himself or herself” or “a substantial risk of physical harm to other persons as manifested by homicidal or other violent behavior by which others are placed in reasonable fear of serious physical harm.”[footnoteRef:34] [33:  MHL § 9.41.]  [34:  MHL § 9.01; Amato v. Hartnett, 936 F.Supp.2d 416, 435 (S.D.N.Y. 2013).] 

Likewise, MHL § 9.58 states that a physician or qualified mental health professional who is a member of an approved mobile crisis outreach team[footnoteRef:35] may remove, or direct the removal, of any person who appears to be mentally ill and is conducting themselves in a manner which is likely to result in serious harm to themselves or others, to a hospital approved by the commissioner pursuant to MHL § 9.39(a) or § 31.27,[footnoteRef:36] or where the team physician or qualified mental health professional deems appropriate for the purpose of evaluation for admission if the person appears to be mentally ill and is conducting themselves in a manner likely to result in serious harm.[footnoteRef:37] [35:  Section § 9.58 clinicians include either a physician or one of the following who is a member of an approved mobile crisis outreach team approved by the State Commissioner of Mental Health: licensed psychologist, registered professional nurse, licensed clinical social worker or licensed master social worker under the supervision of a physician, psychologist or licensed clinical social worker. Press Release, Mental Health Involuntary Removals, NYC.Gov (Nov. 28, 20222). Available at: https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Mental-Health-Involuntary-Removals.pdf.]  [36:  MHL § 9.39(a) states that the director of any hospital that has adequate staff and facilities for observation, examination, care, and treatment of persons alleged to be mentally ill and approved by the commissioner to may receive and retain patients for a period of 15 days. MHL § 31.27 describes the comprehensive psychiatric emergency programs in New York. ]  [37:  MHL § 9.58; Tracy Bateman, J.D., et. al., Infants and Other Persons Under Legal Disability, New York Jurisprudence, Second Edition (November 2022 Update) (sourced from Westlaw).] 

Once the decision has been made to involuntarily remove an individual from the community, such individual is then admitted to a psychiatric center or hospital through one of three ways. The first is by medical certification, which requires that two physicians examine the individual and certify that they need involuntary care and treatment in a hospital.[footnoteRef:38] This certification must be accompanied by an application for admission made by someone familiar with the individual, such as a legal guardian, custodian, or next of kin.[footnoteRef:39] If an individual is admitted on a medical certificate, they may be kept in the psychiatric center or hospital for up to 60 days.[footnoteRef:40] At the end of the 60 day period, and periodically after that, the psychiatric center’s director must apply to a judge for authorization to retain the individual as an involuntary status patient.[footnoteRef:41]  [38:  MHL § 9.27. “Hospital” includes psychiatric centers and facilities. Rights of Inpatients in New York State Office of Mental Health Psychiatric Centers, NYS Office of Mental Health. Available at: https://omh.ny.gov/omhweb/patientrights/inrtsweb.pdf. ]  [39:  Rights of Inpatients in New York State Office of Mental Health Psychiatric Centers, NYS Office of Mental Health. Available at: https://omh.ny.gov/omhweb/patientrights/inrtsweb.pdf. ]  [40:  Rights of Inpatients in New York State Office of Mental Health Psychiatric Centers, NYS Office of Mental Health. Available at: https://omh.ny.gov/omhweb/patientrights/inrtsweb.pdf. If the individual or relative, friend, or Mental Hygiene Legal Service believe that the individual does not need to be involuntarily hospitalized, they may apply for a court hearing. Id.]  [41:  Id.] 

The second is by certification by a director of community services, or an examining physician designated by the director of community services, that the individual has a mental illness which is likely to result in serious harm to self or others and for which immediate inpatient care and treatment is appropriate.[footnoteRef:42] If an individual is admitted in this way, they must be examined within 72 hours by a staff psychiatrist.[footnoteRef:43]  [42:  MHL § 9.37; Rights of Inpatients in New York State Office of Mental Health Psychiatric Centers, NYS Office of Mental Health. Available at: https://omh.ny.gov/omhweb/patientrights/inrtsweb.pdf.]  [43:  Id. If the psychiatrist confirms that the individual meets the requirements for involuntary admission based on medical certification, they may be kept in the hospital for up to 60 days. Id.] 

The third is through emergency admission based on the claim that the person has a mental illness which is likely to result in serious harm to self or others and for which immediate observation, care, and treatment is appropriate.[footnoteRef:44]  [44:  MHL § 9.39; Rights of Inpatients in New York State Office of Mental Health Psychiatric Centers, NYS Office of Mental Health. Available at: https://omh.ny.gov/omhweb/patientrights/inrtsweb.pdf. If admitted in this way, the individual must be examined within 48 hours by a staff psychiatrist. If they confirm that the individual meets the requirements for emergency admission, they may be kept in the hospital for up to 15 days. To be kept beyond that time, the individual must meet the requirements for, and be converted to, an involuntary admission based on medical certification. Id.] 

On February 18, 2022, the OMH released interpretive guidance to clarify the standards for involuntary and custodial transportation of individuals for emergency assessments as well as emergency and involuntary inpatient psychiatric admissions.[footnoteRef:45] According to OMH, the MHL provides authority for peace officers and law enforcement officers to take into custody, for the purpose of psychiatric evaluation, those who appear to be mentally ill and are conducting themselves in a manner which is likely to result in serious harm to self or others.[footnoteRef:46] However, OMH clarified that this standard includes individuals who appear to be mentally ill and who display an inability to meet basic living needs, even when no overtly dangerous act has been recently observed.[footnoteRef:47] OMH referenced judicial decisions in articulating its interpretation of the MHL “serious harm to self or others” standard.[footnoteRef:48] Based on these decisions, OMH concluded that the “inability to meet one’s need for food, clothing, or shelter” is sufficient to establish dangerousness to self for purposes of removal from the community for assessment and involuntary admission.[footnoteRef:49]  [45:  Ann Sullivan, MD & Thomas Smith, MD, Interpretive Guidance for the Involuntary and Custodial Transportation of Individuals for Emergency Assessments and for Emergency and Involuntary Inpatient Psychiatric Admission, NYS Office of Mental Health (Feb. 18, 2022). Available at: https://omh.ny.gov/omhweb/guidance/interpretative-guidance-involuntary-emergency-admissions.pdf.]  [46:  Id.]  [47:   Id.]  [48:  See Matter of Scopes v. Shah, 59 A.D.2d 203 (N.Y. App. Div. 1977) (Third Department ruled that to satisfy substantive due process requirements, the “continued confinement of an individual must be based upon a finding that the person to be committed poses a real and present threat of substantial harm to himself or others,” and does not require proof of a recently overtly dangerous act); Boggs v. Health Hosps. Corp., 132 A.D.2d 340 (N.Y. App. Div. 1987) (First Department held that a persons’ inability to meet their basic living needs was enough to establish dangerousness to self, thus meeting the involuntary admission standard that the person appears mentally ill and is conducting themselves in a manner which is likely to result in serious harm to the person or others). See also In re Application of Consilvio v. Diane W., 269 A.D.2d 310 (N.Y. App. Div. 1987); In re Carl C., 126 A.D.2d 640 (N.Y. App. Div. 1987).]  [49:  Ann Sullivan, MD & Thomas Smith, MD, Interpretive Guidance for the Involuntary and Custodial Transportation of Individuals for Emergency Assessments and for Emergency and Involuntary Inpatient Psychiatric Admission, NYS Office of Mental Health (Feb. 18, 2022). Available at: https://omh.ny.gov/omhweb/guidance/interpretative-guidance-involuntary-emergency-admissions.pdf.] 

e. First Responders and Mental Health Emergencies
In NYC, first responders, primarily police officers and emergency medical service workers, respond to approximately 150,000 emergency mental health calls each year.[footnoteRef:50] The following is a synopsis of relevant first responder protocols regarding mental health calls and recent efforts to utilize co-response teams intended to improve clinical outcomes. [50:  See NYC Open Data, EMS Incident Dispatch Data, https://data.cityofnewyork.us/Public-Safety/EMS-Incident-Dispatch-Data/76xm-jjuj; NYC Open Data, NYPD Calls for Service, https://data.cityofnewyork.us/Public-Safety/NYPD-Calls-for-Service-Historic-/d6zx-ckhd. ] 

i. NYPD Protocols and Training for Responding to Mental Health Calls
The NYPD Patrol Guide (Patrol Guide, P.G. or Guide) provides detailed operational procedures for officers responding to emergency calls or engaging in patrol. Patrol Guide sections relevant to the police response to people with severe mental illness include, but are not limited to: Patrol Guide Procedure No. 216-06 (“P.G. 216-06”),[footnoteRef:51] entitled “Mental Health Removal Orders;” and Patrol Guide Procedure No. 221-13 (“P.G. 221-13”), entitled “Mentally Ill or Emotionally Disturbed Persons,” which establishes procedures for police responses to mental health calls.[footnoteRef:52]   While P.G. 216-06 largely details administrative procedures required for mental health removals, P.G. 221-13 provides operational guidance relevant to police interactions with people experiencing mental health crises.    [51:  NYPD Patrol Guide, §216-06, Mental Health Removal Orders. Available at: https://www.nyc.gov/assets/nypd/downloads/pdf/public_information/public-pguide3.pdf]  [52:  NYPD Patrol Guide, §221-13, Mentally Ill or Emotionally Disturbed Persons. Available at: https://www.nyc.gov/assets/nypd/downloads/pdf/public_information/public-pguide3.pdf. ] 

According to P.G. 221-13, an emotionally disturbed person (EDP)[footnoteRef:53] is a “person who appears to be mentally ill or temporarily deranged and are conducting [themselves] in a manner which a police officer reasonably believes is likely to result in serious injury to [themselves] or others.”[footnoteRef:54]  Framed as procedures to “safeguard a mentally ill or emotionally disturbed person who does not voluntarily seek medical assistance,[footnoteRef:55] upon arriving at the scene, an officer is to make an assessment of the situation as to the threat of immediate serious physical injury to the EDP, others present, or members of the service.[footnoteRef:56]  P.G. 221-13 further notes that damaging property would not necessarily constitute an immediate threat of serious physical injury or death.[footnoteRef:57]  If an immediate threat is determined, the responding officer is authorized to take reasonable measures to terminate or prevent the threatening behavior with deadly force being a last resort.[footnoteRef:58]  In all other circumstances, where the EDP presents no immediate threat, then the responding officer is to “[a]ttempt to slow the pace of the incident and establish dialogue with the EDP . . . [w]hen there is time to de-escalate, all time necessary to ensure the safety of all individuals concerned will be used…[and] [a]void any action which might agitate or provoke the EDP, if possible.”[footnoteRef:59]   Ultimately, the arriving officer must attempt to isolate and contain the individual, while maintaining a zone of safety until arrival of patrol supervisor and Emergency Service Unit (ESU) personnel.[footnoteRef:60] P.G. 221-13 advises a zone of safety to be a minimum distance of twenty feet so that the distance is greater than the effective range of a weapon other than a firearm.”[footnoteRef:61] [53:  For this section, “EDP” is used to describe individuals with SMI solely due to its use in the NYPD patrol guide.]  [54:  Id.]  [55:  Id. ]  [56:  Id.]  [57:  Id.]  [58:  Id.]  [59:  Id.]  [60:  Id.]  [61:  Id.] 

Upon arrival of a patrol supervisor, and once the EDP is isolated, but will not leave voluntarily, the supervisor is to establish firearms control by directing members of service to not use their firearms or any other deadly physical force, unless their lives or the life of another is in imminent danger.[footnoteRef:62]  Deployment of protective devices, such as shields and non-lethal devices, and other efforts are to be used to assist in the containment and control of an EDP.[footnoteRef:63]   Patrol supervisors are further directed to request the response of a hostage negotiation team and coordinator; or request assistance of interpreters, family or friends of the EDP, or local clergymen, as necessary.[footnoteRef:64]  Finally, a Mesh Restraint Device may be used to gain compliance of an EDP at the discretion of an ESU supervisor.[footnoteRef:65]  [62:  Id.]  [63:  Id.]  [64:  Id.]  [65:  Id.] 

	Once an EDP is restrained, officers are directed to remove property that is dangerous to life or will aid escape and have the person removed to a hospital in an ambulance.[footnoteRef:66] P.G. 221-13 requires that under no circumstance will an EDP be transported to a police facility.[footnoteRef:67] Restraining equipment, including handcuffs, may be used during hospital transport if the patient is violent, resists, or upon direction of a physician examiner; and a police officer is required to ride in the transporting ambulance.[footnoteRef:68]  Where an ambulance is needed but not available, transportation of the EDP to the hospital in a police vehicle, if able to do so with reasonable restraint at the direction of a supervisor, is permissible.[footnoteRef:69] When an EDP arrives at the hospital, officers are directed to safeguard the EDP until examined by a psychiatrist and inform the physician on the use of non-lethal restraining devices and the circumstances that brought the EDP into police custody.[footnoteRef:70]  [66:  Id.]  [67:  Id.]  [68:  Id.]  [69:  Id.]  [70:  Id.] 

In 2020, P.G. 221-13 was updated to include an emphasis on firearm control and crossfire awareness, along with other newly introduced procedures.[footnoteRef:71] For example, before arriving on the scene of a mental health call, officers are instructed to request an EDP location history from dispatch, to determine if there has been prior incidents involving ESU response at the location.[footnoteRef:72]  The updates also included directive to use officers who have received Crisis Intervention Team (CIT) training, as contact officers, where available.[footnoteRef:73] [71:  Id.]  [72:  Id.]  [73:  Id.] 

ii. NYPD Crisis Intervention Team Training
Implemented in 2015, the NYPD’s CIT training program, seeks to instruct officers on how to effectively communicate with individuals experiencing mental health crisis, in hopes of reducing the risk of injury to police officers and civilians, as well as diverting individuals in crisis away from the criminal justice system into mental health treatment, when appropriate.[footnoteRef:74] Concepts addressed in CIT training include how to affect behavioral change through active listening, developing empathy and rapport, and influencing the person in distress to deescalate crises.[footnoteRef:75] CIT training is a 36-hour course, delivered to officers over 4-days by Police Academy instructors and licensed mental health clinicians from partner entities with hands-on experience interacting with persons in crisis.[footnoteRef:76]  Officers receive professional training on mental health disorders and conditions including relevant symptoms, prevalence, and available treatment options, as represented within the Diagnostic and Statistical Manual of Mental Disorders.[footnoteRef:77] For each condition, officers receive instruction on unique engagement considerations and communication strategies, such that CIT trained officers should be better equipped to engage with persons in crisis.[footnoteRef:78]  [74:  Specialized Training Section, NYPD, https://www.nyc.gov/site/nypd/bureaus/administrative/training-specialized.page. ]  [75:  Id.]  [76:  Id.]  [77:  Id.]  [78:  Id.] 

CIT training also incorporates scenario-based instruction in which trainees undergo simulated crises where the skills and techniques taught by instructors are implemented and evaluated. [footnoteRef:79] In order to successfully navigate the scenario portion of the CIT training and achieve a voluntarily compliant resolution to the crisis incident, trainees are required to implement full crisis communication and de-escalation strategies while displaying tactically sound techniques and professionalism.[footnoteRef:80] Following each training scenario, trainees debrief to evaluate what could have been done differently to more effectively gain voluntary compliance and ensure improved outcomes. [footnoteRef:81]  [79:  Id.]  [80:  Id.]  [81:  Id.] 

In 2020, the NYPD suspended CIT training for all officers, citing the ongoing COVID-19 pandemic.[footnoteRef:82] According to then Mayor Bill de Blasio, CIT training relied on in-person instruction and the program would resume when it was safe to do so.[footnoteRef:83]  Although the NYPD contends that CIT training is ongoing, the number of trained officers has significantly decreased since the program was initially suspended. As of September 2020, more than 18,000 of 36,000 uniformed officers had been trained, whereas that total dropped to 13,802 officers as of November 2022.[footnoteRef:84] [82:  Gwynne Hogan, NYPD Abruptly Halts Training Program Meant to Help Police De-Escalate Encounters with People in Mental Health Crisis, Gothamist (Sep. 25, 2020), https://gothamist.com/news/nypd-abruptly-halts-training-program-meant-help-police-de-escalate-encounters-people-mental-health-crisis. ]  [83:  Id.]  [84:  Greg Smith, What Happens When Police Show Up for Mental Health Calls, The City (Dec. 12, 2022), https://www.thecity.nyc/2022/12/12/23502195/what-happens-police-respond-mental-health-calls-edp. ] 

In addition to CIT training, the NYPD provides heightened training to specialized units who may respond to mental health calls. [footnoteRef:85]  For example, the ESU, is comprised of officers with training in crisis communication skills and certification as Emergency Psychological Technicians (EPTs).[footnoteRef:86]  In the event more enhanced communication skills are required, the Hostage Negotiation Team (HNT) may be summoned, a unit consisting of experienced detectives who are trained in negotiation in crisis situations and also certified as EPTs.[footnoteRef:87]  [85:  Lawrence Byrne, Deputy Commissioner, DOI OIG NYPD Response Letter (April 18, 2017). Available at: https://www1.nyc.gov/assets/doi/oignypd/response/2017-4-18-NYPD_Response_to_CIT_Report_FINAL.pdf. ]  [86:  Id.]  [87:  Id.] 

iii. FDNY-EMS Operating Guidelines and Procedures for Mental Health Calls
The New York City Fire Department (FDNY), includes the Bureau of Emergency Medical Services (EMS), which is responsible for delivering pre-hospital emergency medical services citywide, and routinely dispatches ambulances via the emergency 9-1-1 system, including both municipal ambulances and voluntary hospital-based ambulances under contract with NYC. EMS maintains guidelines and procedures for ambulances responses involving individuals in mental health crisis.[footnoteRef:88]   [88:  City of New York Fire Department, Emergency Medical Services Command Operating Guidelines and Procedures, §106-08, “Assignments Involving an EDP.” Dated June 15, 1999; FDNY informed Committee Staff that updates to these protocols are forthcoming.] 

FDNY-EMS, and other ambulance services, routinely respond to incidents involving individuals who are threating harm to themselves or others; and operating procedures are such that paramedics and emergency medical technicians (EMTs) directives depend on whether dispatch or on-scene personnel believe a person in crisis presents a threat of violence, or has a history of violent tendencies. If a patient in crisis is non-violent, they can be treated on-scene until arrival of a police officer, or if the patient is willing, an ambulance can provide transport to a hospital without awaiting the arrival of a police officer.[footnoteRef:89] In the event a patient in crisis refuses hospital transport, EMS personnel are directed to request police assistance, and avoid escalation and agitation of the patient.[footnoteRef:90]  [89:  Id.]  [90:  Id.] 

Protocols for ambulance response to mental health calls where a patient is violent, or has history of violent tendencies, direct EMS personnel to await police presence before entering a premises or attempting treatment.[footnoteRef:91] If the responding police officer(s) finds it necessary to utilize equipment to restrain the individual, EMS personnel are directed to ensure that the patient is positioned in such a way to facilitate CPR if needed and to never transport patients in a prone position (lying face down on stomach).[footnoteRef:92] EMS is also tasked with ensuring an in-ambulance police escort is present to transport the patient to the nearest appropriate receiving hospital, even if that hospital is outside the catchment area from which the patient is being transported.[footnoteRef:93] [91:  Id.]  [92:  Id.]  [93:  Id.] 

iv. Use of Co-Response Teams as Mental Health First Responders
While the NYPD has traditionally responded to the majority of emergency calls related to individuals in emotional distress, in part due to the potential safety threat posed during some mental health emergencies, there have been expanding efforts both in NYC and nationwide to minimize the use of police in responding to mental health calls and shifting responsibility to non-police entities who can provide a more medical-based response. This shift, in part reflects a growing belief that police officers might not be best situated at engaging with individuals in emotional crisis.
In recent years, NYC has been implementing alternative models for responding to emergencies involving individuals in mental health crisis. One such example is The Behavioral Health Emergency Response Division (B-HEARD), a limited pilot that began in June 2021, which dispatches mental health specialists and paramedics instead of police for certain non-violent emergency calls.[footnoteRef:94]  B-HEARD teams are jointly operated by the FDNY-EMS and NYC Health + Hospitals, and currently respond to non-acute mental health calls within police precincts in Harlem, Washington Heights, Inwood, the South Bronx, East New York and Brownsville.[footnoteRef:95] B-HEARD teams are dispatched through 911 operators in limited circumstances, as NYPD officers and other emergency personnel continue to respond to emergency calls involving individuals who present imminent risk of harm, are armed with a weapon, or when dispatchers have insufficient information to assess potential threats of violence.[footnoteRef:96] [94:  Re-imagining New York City’s mental health emergency response, NYC Mayor’s Office of Community Mental Health, https://mentalhealth.cityofnewyork.us/b-heard. ]  [95:  Id.]  [96:  Id.] 

Initial data from the B-HEARD pilot program from Fiscal Year 2021-2022, indicates such non-police response resulted in lower rates of hospital transports for individuals in emotional crisis, while increased rates of individuals accepting assistance or treatment on-site or through community based mental health providers. For example, 54 percent of people assisted by B-HEARD were transported to a hospital for additional care. This is a much lower percentage than the traditional response, in which 87 percent of people were transported to a hospital. 36 percent of people served by B-HEARD were served in their community, options not available via traditional 911 response—this includes 24 percent of calls being served onsite (through de-escalation, counseling or referral to community-based care) and 12 percent of calls resulting in an individual being transported to a community-based healthcare or social service location.[footnoteRef:97] However, concerns have been raised about the relatively low percentage of emergency mental health calls being routed to B-HEARD  with initial data indicating roughly 80 percent of such calls still resulted in traditional emergency response within the pilot precincts.[footnoteRef:98] NYC has also established Co-Response Teams (CRTs), which consisted of NYPD officers working alongside DOHMH clinicians in the field to conduct proactive outreach of persons suffering from mental illness.[footnoteRef:99] This effort initially began as targeted outreach arising from internal referrals from within NYPD, but was not linked to the 911 emergency system and limited in scope.[footnoteRef:100]  [97:  Id.]  [98:  Greg Smith, Non-Cop Response Teams Handled Just 16% of 911 Mental Health Crisis Calls, The City (July 18, 2022), https://www.thecity.nyc/2022/7/18/23267193/mental-health-911-b-heard-teams.]  [99:  Co-Response Teams, NYC Mayor’s Office of Community Mental Health (Nov. 10, 2019), https://mentalhealth.cityofnewyork.us/program/co-response-teams. ]  [100:  Greg Smith, Non-Cop Response Teams Handled Just 16% of 911 Mental Health Crisis Calls, The City (July 18, 2022), https://www.thecity.nyc/2022/7/18/23267193/mental-health-911-b-heard-teams.] 

f. Mayor’s Announcement of a Plan to Provide Care for Individuals Suffering From Untreated SMI in NYC
On November 29, 2022, Mayor Eric Adams announced his plan to provide care for New Yorkers suffering from untreated SMI, which included a directive clarifying responsibility to provide care when SMI prevents someone from meeting their basic needs.[footnoteRef:101] The announcement also included an 11-point psychiatric crisis care agenda aimed at changes that should be made at the state level and discusses legal barriers to psychiatric crisis care and avoidance.[footnoteRef:102] For purposes of this hearing, the first “barrier” is the most relevant. It discusses how New York’s legal standard for involuntary hospitalization (“likely to result in serious harm to self or others”) is often interpreted “too narrowly,” and denies treatment to those who are not “demonstrably violent or suicidal or engaging in a blatantly dangerous act.”[footnoteRef:103] The Administration’s proposed solution is for the state to add language to the legal definition of “likely to result in serious harm” by making it explicit that when untreated SMI leaves a person “unable to meet the basic survival needs and/or helpless to avoid psychiatric deterioration, involuntary hospitalization is warranted.”[footnoteRef:104] [101:  Press Release, Mayor Adams Announces Plan to Provide Care for Individuals Suffering From Untreated Severe Mental Illness Across NYC (Nov. 29, 2022), https://www.nyc.gov/office-of-the-mayor/news/870-22/mayor-adams-plan-provide-care-individuals-suffering-untreated-severe-mental. ]  [102:  Mayor Adams’ Psychiatric Crisis Care Legislative Agenda, NYC.gov (2022). https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Psychiatric-Crisis-Care.pdf. ]  [103:  Mayor Adams’ Psychiatric Crisis Care Legislative Agenda, NYC.gov (2022). https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Psychiatric-Crisis-Care.pdf.]  [104:  Id.] 

The press release stated that the directive issued by the Administration is in accordance with state law and court precedent, and provided that outreach workers, city-operated hospitals, and first responders have the legal authority to provide care to New Yorkers when SMI prevents them from meeting their own basic human needs to the extent that they are a danger to themselves.[footnoteRef:105] The goal was to dispel the myth that the legal standard for involuntary intervention requires an “overt act” showing that the person is violent, suicidal, or engaging in “outrageously dangerous behavior that could result in imminent harm.”[footnoteRef:106] The directive concurs with the OMH interpretation that removal is permitted if an individual appears mentally ill and displays an “inability to meet basic living needs,” even when no dangerous act has been observed.[footnoteRef:107] The directive discusses the specific responsibilities of the agencies involved in the involuntary removal and hospitalization process:	 [105:  Press Release, Mayor Adams Announces Plan to Provide Care for Individuals Suffering From Untreated Severe Mental Illness Across NYC (Nov. 29, 2022), https://www.nyc.gov/office-of-the-mayor/news/870-22/mayor-adams-plan-provide-care-individuals-suffering-untreated-severe-mental.]  [106:  Id.]  [107:  Id.] 

Department of Health and Mental Hygiene (DOHMH) – DOHMH’s primary responsibility is to designate and train individuals authorized to issue involuntary orders under MHL § 9.58 (transport for evaluation and powers of approved mobile crisis outreach teams). This includes communicating the § 9.58 process to existing § 9.58 designated clinicians, and also delivering and updating § 9.58 training for participating agencies. The directive also provides a detailed overview of the responsibilities of § 9.58 designated clinicians once it has been determined that transporting the individual to a hospital is necessary.
New York Police Department (NYPD) – Mayor Adams announced that NYC is developing a tele-consult line to provide police officers in the field with direct access to clinicians providing critical clinical advice to police officers when dealing with individuals in emotional distress.[footnoteRef:108] Further, the Administration has begun deploying more clinical co-response teams, consisting of NYPD officers and DOHMH clinicians, who have been tasked with patrolling high-traffic subway stations and respond with a clinician-led approach when encountering individuals who appear to have serious mental illness.[footnoteRef:109]   [108:  Press Release, Mayor Adams Announces Plan to Provide Care for Individuals Suffering From Untreated Severe Mental Illness Across NYC (Nov. 29, 2022), https://www.nyc.gov/office-of-the-mayor/news/870-22/mayor-adams-plan-provide-care-individuals-suffering-untreated-severe-mental.]  [109:  Id.] 

The Mayor’s November plan further included protocols directed at NYPD regarding executing removals pursuant to MHL § 9.58 and § 9.41—a process that largely mirrors existing procedures within the Patrol Guide § 216-06. For actions taken pursuant to MHL § 9.58, clinician directed removals, officers are directed to: (i) request identification and forms from the § 9.58 designated clinician; (ii) digitally capture an image of the clinician’s identification, the OMH 482 form, and any other relevant documentation; (iii) when removal is determined to be required by the § 9.58 designated clinician, officers must ensure that the individual is transported to the hospital, even if the officer disagrees about the need for involuntary transport;  (iv) officers must request EMS and ensure that the individual stays on scene, and escort the individual to the hospital riding in the back of the transport vehicle and remain on scene until the individual has been registered by the hospital as a patient. [footnoteRef:110] [110:  Press Release, Mental Health Involuntary Removals, NYC.Gov (Nov. 28, 20222). Available at: https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Mental-Health-Involuntary-Removals.pdf.] 

	For removals made pursuant to MHL § 9.41, officers are directed to: (i) request EMS, if not on scene or already called, to effectuate transport to hospital; (ii) ensure that the individual stays on scene; (iii) escort the individual to the hospital, ensuring that an officer rides in the back of the transport vehicle; (iv) provide the context of the removal to the hospital; and (v) remain on-scene until the hospital has registered the patient.[footnoteRef:111] [111:  Id.] 

New York Fire Department/Emergency Management Service (FDNY/EMS) – For all involuntary removals, paramedic and EMT personnel are directed to: (i) transport the individual to the closest appropriate hospital; (ii) perform EMS assessment and treatment per protocols; (iii) remain with the patient until they have been registered by the receiving hospital; (iv) inform § 9.58 designated clinician and police officers what hospital patient is being transported to; and (v) document the removal pursuant to MHL § 9.58, in electronic patient care reporting (PCR). [footnoteRef:112] Additionally, FDNY is directed to update procedures and protocols, and facilitate training for all 911 EMS Providers, including hospital based ambulance providers.[footnoteRef:113]  [112:  Id.]  [113:  Id.] 

Health + Hospitals (H+H): The Mayor announced the launch of a hotline that will be staffed by H+H clinicians to provide guidance to NYPD officers about making judgment calls for the involuntary removal of persons in psychiatric crisis to be moved to a hospital for a psychiatric evaluation.[footnoteRef:114] Police officers can describe and show clinical professionals the condition of the mentally distressed individuals in real-time through a video call to get an expert opinion on best available options.[footnoteRef:115] [114:  Press Release, Mayor Adams Announces Plan to Provide Care for Individuals Suffering From Untreated Severe Mental Illness Across NYC (Nov. 29, 2022), https://www.nyc.gov/office-of-the-mayor/news/870-22/mayor-adams-plan-provide-care-individuals-suffering-untreated-severe-mental.]  [115:  Press Release, Mayor Adams Announces Plan to Provide Care for Individuals Suffering From Untreated Severe Mental Illness Across NYC (Nov. 29, 2022), https://www.nyc.gov/office-of-the-mayor/news/870-22/mayor-adams-plan-provide-care-individuals-suffering-untreated-severe-mental. ] 

III. ISSUES & CONCERNS
a. Concerns with NYPD’s Involvement in Responding to Mental Health Calls
	The Administration’s proposals to expand mental health removals and involuntary hospitalization, raises serious concerns regarding potentially expanding the role of NYPD in situations involving people with serious mental illness or in mental health crisis. Some believe that police response to individuals experiencing severe mental illness or in crisis, can escalate a stressful, but otherwise manageable, situation and lead to unnecessary criminal justice involvement and use of force. Whether due to fear of arrest, use of force, or hospitalization, police engagement with individuals in emotional crisis can trigger an increased risk of violent behavior, resulting in potentially dangerous police-civilian interactions and diminished likelihood that an individual would be receptive to accepting medical treatment.[footnoteRef:116] [footnoteRef:117] [footnoteRef:118]  [116:  Position Statement 59: Responding to Behavioral Health Crises, Mental Health America (March 3, 2017), https://www.mhanational.org/issues/position-statement-59-responding-behavioral-health-crises ]  [117:  Overlooked in the Undercounted: The Role of Mental Illness in Fatal Law Enforcement Encounters, Treatment Advocacy Center (Dec. 2015), https://www.treatmentadvocacycenter.org/overlooked-in-the-undercounted.]  [118:  Mental Health And Police Violence: How Crisis Intervention Teams Are Failing, NPR (Sep. 18, 2020). https://www.npr.org/2020/09/18/913229469/mental-health-and-police-violence-how-crisis-intervention-teams-are-failing.] 

Additionally, there is history of police involved shootings arising from mental health interventions. In 2009, police fatally shot Kawaski Trawick, a 32-year-old black male experiencing a mental health crisis; within 112 seconds of arriving at his apartment, police officers had utilized a Taser, before shooting Mr. Trawick, claiming that he had charged them a butter knife and stick.[footnoteRef:119] In 2016, police fatally shot Deborah Danner, a 66-year-old-women living with schizophrenia, after police officers responded to calls from neighbors who reported hearing screams. Responding officers claimed that they discharged their firearms after Ms. Danner had threatened them with scissors and lunged at them with a wooden baseball bat.[footnoteRef:120]   [119:  Eric Umanksy, It Wasn’t the First Time the NYPD Killed Someone in Crisis. For Kawaski Trawick, It Only Took 112 Seconds, ProPublica (Dec. 4, 2020), https://www.propublica.org/article/it-wasnt-the-first-time-the-nypd-killed-someone-in-crisis-for-kawaski-trawick-it-only-took-112-seconds. ]  [120:  Tina Moore and Craig McCarthy, NYPD Sergeant Finally Faces Trial in Death of Schizophrenic Bronx Woman, NY Post (Jan. 19, 2022), https://nypost.com/2022/01/18/nypd-sergeant-finally-faces-trial-in-death-of-schizophrenic-bronx-woman. ] 

In 2017, police fatally shot Dwayne Jeune, a 32-year old black male, after his mother called 911 telling a dispatcher that her son was off his medication and acting erratically by smashing the television.[footnoteRef:121] The responding police officers, only one of whom had CIT training, claimed Mr. Jeune rushed out of his bedroom with a serrated kitchen knife, prompting officers to discharge their weapons and fatally wound Mr. Jeune.[footnoteRef:122] In 2018, police fatally shot Saheed Vassell, a 34-year-old black male, allegedly known by the community as having mental illness, after Mr. Vassell allegedly pointed a metal pipe at police officers and passers-by while experiencing a mental health crisis on a Brooklyn sidewalk.[footnoteRef:123]  Nationwide, one study found people with untreated mental illness were 16-times more likely to be killed during a police encounter than other people approached by law enforcement; demonstrating the need closely evaluate policies that further elevate the risk of violence to both civilians and police officers.[footnoteRef:124]  [121:  Benjamin Mueller, Shooting of Emotionally Disturbed Man Puts Focus on New Training, The New York Times (Aug. 1, 2017), https://www.nytimes.com/2017/08/01/nyregion/shooting-of-emotionally-disturbed-man-puts-focus-on-new-training.html. ]  [122:  Id.]  [123:  Id.]  [124:  Andrew Selsky and Leah Willingham, How Some Encounters between Police and People with Mental Illness Turn Tragic, PBS (Sept. 2, 2022), https://www.pbs.org/newshour/health/how-some-encounters-between-police-and-people-with-mental-illness-can-turn-tragic. ] 

Finally, as mentioned previously, currently, less than 1/3 of all NYPD officers have received CIT training—training which has been touted as providing officers with tools essential to effectively deescalate situations involving people with severe mental illness, or individuals in emotional crisis. The lack of CIT trained officers within the NYPD again raises concerns that the Administration must address in order to ensure that the involvement of police officers in conducting expanded mental health removals does not result in further incidents of unnecessary criminalization and use of force. 
b. Safety of EMS Personnel
The proposals involving increasing reliance of hospital transports for people with severe mental illness raise concerns regarding the safety of EMS personnel. Between 2018 and 2021, EMS workers job-related violence increased more than two-fold;[footnoteRef:125] including the tragic murder of EMS Lieutenant Alison Russo-Elling, who was stabbed death while on duty by a man allegedly with a history of hospitalization for mental illness.[footnoteRef:126] According to the Emergency Medical Service Public Advocacy Council, violence against EMS workers tends to happen when patients refuse hospital transports, which raises concerns regarding the safety of EMS workers who will play an increasing role in facilitating the involuntary hospitalization of people with severe mental illness.[footnoteRef:127]  In response to increasing rates of job-related violence, there have been calls from representatives for EMS workers for increased protective equipment for personnel, and training in self-defense and conflict resolution, which could deescalate situations that EMS personnel encounter when responding to mental health calls.[footnoteRef:128] Finally, EMS workers have long raised concerns that low rates of compensation—particularly relative to other first responders. An increasingly challenging job has resulted in high rates of attrition and career-burnout among the EMS ranks, and could be exacerbated absent a real commitment to train and protect workers. [125: Linda Schmidt, Assaults on NYC EMS Workers Spike, Fox5NY (May 23, 2022); available at: https://www.fox5ny.com/news/nyc-ems-workers-assaults. ]  [126:  Errol Louis, The Horror That Continues to Haunt Our City: We can and must do far more to find and treat New Yorkers with serious mental illness, New York Magazine (Oct. 2022) https://nymag.com/intelligencer/2022/10/alison-russo-elling-horror-that-continues-to-haunt-new-york-city.html.]  [127:  Rosemary Misdary, NYC EMS Workers Say Forcing More Involuntary Care Could Increase more Assaults Against First Responders, Gothamist (Dec. 2, 2022), https://gothamist.com/news/nyc-ems-workers-say-forcing-more-involuntary-care-could-increase-assaults-against-first-responders.]  [128:  Dean Balsamini, NYC EMS Union Chief Says Crews Under Attack, New York Post (April 17, 2021); https://nypost.com/2021/04/17/nyc-ems-union-chief-says-crews-are-under-attack. ] 

c. Issues with the “Cannot Meet Basic Needs” Standard 
According to the Administration, one of the purposes of the directive is to clear up the misconception that involuntary removals can only be performed when an individual becomes violent, suicidal, or otherwise creates an imminent risk of harm to themselves or others. Instead, the Administration has stated that the courts have interpreted the statute to say that untreated SMI can be grounds for removal if it presents in a manner where the person is clearly not meeting their “basic needs” for survival.[footnoteRef:129]  [129:  Press Release, Mental Health Involuntary Removals, NYC.Gov (Nov. 28, 20222). Available at: https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Mental-Health-Involuntary-Removals.pdf.] 

The Administration’s interpretation has been met with pushback from mental health advocates and mental health professionals. By the Administration’s own admission, case law does not provide extensive guidance on removals for mental health evaluations based on short interactions in the field.[footnoteRef:130] The directive states that “unawareness or delusional misapprehension of surroundings” or “delusional misapprehension of physical condition or health” could be grounds for hospitalization.[footnoteRef:131] But advocates for people with SMI assert that the Mayor’s plan goes “too far and would prove counterproductive.”[footnoteRef:132] Public defender organizations, including the Legal Aid Society, have praised the Mayor for bringing attention to this issue, but emphasize that the “announcement leaves many details unspecified, questions unanswered, and . . . must provide more information on intentions, implementation, and non-police investment in its plan.”[footnoteRef:133] [130:  Press Release, Mental Health Involuntary Removals, NYC.Gov (Nov. 28, 20222). Available at: https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Mental-Health-Involuntary-Removals.pdf.]  [131:  Id.]  [132:  Andy Newman and Emma Fitzsimmons, New York City to Involuntarily Remove Mentally Ill People From Streets, NY Times (Nov. 29, 2022), https://www.nytimes.com/2022/11/29/nyregion/nyc-mentally-ill-involuntary-custody.html. ]  [133:  Id.] 

As discussed above, existing state laws allow both police, peace officers, and designated clinicians to take people involuntarily to a hospital under certain legal standards. Under the mayor’s directive, police and medical workers are instructed to assess people in public spaces on a “case by case” basis to see whether they were able to “provide basic needs such as food, shelter and health care for themselves.”[footnoteRef:134] But advocates have pointed out that the Administration’s interpretation of the standard—whether a person “appears to be mentally ill and displays an inability to meet basic living needs”—is dramatically different from the statutory standard, which permits law enforcement to remove individuals if they are “conducting [themselves] in a manner which is likely to result in serious harm to [themselves] or others.”[footnoteRef:135] Under the Mayor’s directive, advocates are concerned that individuals will be removed not because they meet the legal standard for involuntary treatment,[footnoteRef:136] but merely because they are homeless.[footnoteRef:137]  [134:  Press Release, Mental Health Involuntary Removals, NYC.Gov (Nov. 28, 20222). Available at: https://www.nyc.gov/assets/home/downloads/pdf/press-releases/2022/Mental-Health-Involuntary-Removals.pdf.]  [135:  Ruth Sangree, I was hospitalized against my will. I know firsthand the harm it can cause, The Guardian (Dec. 23, 2022), https://www.theguardian.com/society/2022/dec/23/involuntary-hospitalization-policy-new-york-city-eric-adams. ]  [136:  Steve Inskeep and Jasmine Garsd, NYC’s mayor faces backlash for planning to involuntarily hospitalize homeless people, NPR (Jan. 3, 2023), https://www.npr.org/2023/01/03/1146620873/nycs-mayor-faces-backlash-for-planning-to-involuntarily-hospitalize-homeless-peo. ]  [137:  Id.] 

Serious concern surrounds the “cannot meet basic needs” standard and the Administration’s plan to ensure that law enforcement and other agencies are fully equipped to apply it. Individuals with SMI are at risk from encounters with law enforcement, and the results of such encounters are often deadly, especially when the person with a SMI is Black or Brown.[footnoteRef:138] Notably, nationwide, law enforcement officers are generally the first and only responders to be dispatched when individuals with SMI experience a crisis or otherwise need help, or are reported for “disturbing or annoying others.”[footnoteRef:139] The same is true for autistic people, individuals with substance use issues, and individuals with intellectual or developmental disabilities.[footnoteRef:140]  [138:  Advancing An Alternative to Police: Community-Based Services for Black People with Mental Illness, Legal Defense Fund & Bazelon Center for Mental Health Law (July 2022). Available at: https://d252ac.a2cdn1.secureserver.net/wp-content/uploads/2022/07/2022.07.06-LDF-Bazelon-Brief-re-Alternative-to-Policing-Black-People-with-Mental-Illness.pdf. ]  [139:  Id.]  [140:  Id.] 

The Administration has stated that they will provide “vignettes” in training and guidance materials for law enforcement, which will be representative of fact patterns in case law and demonstrate what the “failing to meet basic survival needs” standard looks like in practice. The Administration has specified that things to look out for include noticing that an individual is disoriented, has an untreated “open wound,” or is barefoot or practically barefoot. Advocates are concerned that such standard will not be applied equitably, and will only further exacerbate the systematic inequalities that already pervade the justice and mental health system.
d. Lack of Supportive Housing Upon Hospital Discharge 
As discussed above, adequate supportive housing with access to mental health treatment and therapists is critical to continuing proper SMI care. The Administration has recognized the importance of supportive housing for individuals with SMI who have been involuntarily removed, hospitalized, and then discharged, but has not yet provided any clear guidance on what the Administration is doing to specifically address the lack of such housing. Even if hospital care is appropriate, constrained inpatient psychiatric capacity and inadequate continuum of services mean that individuals will typically only be off the streets for a few hours, days, or weeks.[footnoteRef:141] When they leave the hospital, most will end up on the street or in shelters without continuing care to maintain any progress made during hospitalization.[footnoteRef:142]  [141:  Amy Dorin, Op-ed: The mayor’s solution to homelessness won’t work, Crain’s NY Business (Jan. 19, 2023)]  [142:  Id.] 

Advocates have pointed to the considerable challenges the most vulnerable people face in navigating NYC’s complicated supportive housing eligibility and placement process.[footnoteRef:143] According to a recent NYC Department of Social Services (DSS) report,[footnoteRef:144] of the 7,426 applicants who qualified for supportive housing, “only 16 percent moved into a home from July 1, 2021 to June 30, 2022.”[footnoteRef:145] More than half of the eligible applicants were never contacted or referred for an interview.[footnoteRef:146] For clients who did secure an interview, DSS reported turning down more than 250 applicants for supportive housing after their “level of service need” was determined to be “greater than what the program offered.”[footnoteRef:147]  [143:  Jeanmarie Evelly, City’s Supportive Housing Remains Out of Reach for Most Applicants, Data Shows, CityLimits (Sep. 9, 2022), https://citylimits.org/2022/09/09/citys-supportive-housing-remains-out-of-reach-for-most-applicants-data-shows. ]  [144:  HRA Local Law 3 of 2022 Department of Social Services (DSS) Report. 2022. Available at https://www1.nyc.gov/assets/hra/downloads/pdf/news/HRA-Local-Law-3-CFY2022-08302022.pdf]  [145: Chau Lam, One in six homeless New Yorkers eligible for supportive housing assistance received aid, report finds, Gothamist (Sep. 14, 2022), https://gothamist.com/news/1-in-6-homeless-new-yorkers-eligible-for-housing-assistance-received-aid-report-finds.]  [146:  Id.]  [147:  Id.] 

The Council passed Local Law 3 of 2022, which requires DSS to produce an annual report listing the number of individuals eligible for, referred to, accepted to, rejected for, and still awaiting placement for supportive housing.[footnoteRef:148] The Coordinated Assessment and Placement System reporting was put in place to identify trends in discriminatory practices of a process known as “creaming,” whereby applicants who require fewer services are selected for placement over those with greater needs.[footnoteRef:149] The DSS report revealed that fewer than half of the 7,426 supportive housing applicants were referred for an interview and 1,224 were approved for housing. According to advocates, only partial placement outcomes reflecting low placement numbers for street homeless, transgender individuals, and people who spoke languages other than English were included in the initial Local Law 3 report.[footnoteRef:150]  [148:  New York City Council Int. 0147-2018-A – Local Law 3 (Levin). Available at https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=3331787&GUID=3EEE78E2-1B3B-4400-BD3F-9A2C3046C45E&Options=ID|Text|&Search=CAPS.]  [149:  Id.]  [150:  Chau Lam, One in six homeless New Yorkers eligible for supportive housing assistance received aid, report finds, Gothamist (Sep. 14, 2022), https://gothamist.com/news/1-in-6-homeless-new-yorkers-eligible-for-housing-assistance-received-aid-report-finds.] 

In terms of NYC shelters, a December 2022 audit by the Office of the New York State Comptroller (“the State Comptroller”) found that one in four homeless shelter clients with SMI were not placed in an appropriate mental health shelter.[footnoteRef:151] In the audit, the State Comptroller examined background information of 17,244 homeless individuals in DHS’ Client Demographic Report and examined their current shelter/program assignment, length of stay at current facility, assessment screening scores (e.g. mental health, substance abuse, alcohol abuse) and medical diagnosis.[footnoteRef:152] Of these, auditors found 3,022 who were diagnosed with SMI that should have qualified for mental health shelter. However, 26 percent (795) were not placed in a mental health shelter.[footnoteRef:153] In several cases, some individuals with known mental health diagnoses who were put in a general population shelter rather than in a specialized shelter caused injury or death to themselves or others.[footnoteRef:154] In one instance, a client was diagnosed who schizophrenia and bipolar disorder, and despite being recommended for a mental health shelter, the client was put in a general health shelter and then transferred to three other non-mental health shelters following violent incidents.[footnoteRef:155] After multiple psychotic and violent incidents, the client left the shelter and was charged with murdering a person in a robbery about 6 weeks later.[footnoteRef:156] Another client, who was diagnosed with schizophrenia, was found dead by probable suicide months after being placed in a general shelter. Prior to his death, he suffered multiple psychotic episodes and was found to not have taken his medication, but there was no change in his shelter placement.[footnoteRef:157] [151:  DiNapoli: One-in-Four Homeless Shelter Clients with Serious Mental Health Issues Were Not Placed in a Mental Health Shelter, Office of the NYS Comptroller (Dec. 1, 2022), https://www.osc.state.ny.us/press/releases/2022/12/dinapoli-one-four-homeless-shelter-clients-serious-mental-health-issues-were-not-placed-mental-health.]  [152:  Id.]  [153:  Id.]  [154:  Id.]  [155:  Id.]  [156:  Id.]  [157:  Id.] 

e. Mental Health Workforce Shortage
According to OCMH’s 2023 Annual Report on the Critical Gaps in the Mental Healthcare System in New York City (Annual Report), one of the greatest challenges facing the provision of mental health services is the current workforce shortage.[footnoteRef:158] The COVID-19 pandemic has exasperated the mental health workforce shortage.[footnoteRef:159] The CEO of Mental Health Association of New York State, Glen Liebman, said in an interview that COVID-19 has “amplified” the shortage “tenfold” as some mental health programs are seeing 30-40 percent vacancy rates.[footnoteRef:160] Several hospitals in NYC have reported their psychiatric units being at full capacity.[footnoteRef:161] Many psychiatric nurses and medical residents have shown concerns about Mayor Adam’s plan for individuals suffering from SMI, citing staff shortages and lacking adequate resources to care for the influx of individuals with SMI in ERs.[footnoteRef:162]  [158:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [159:  Tim Williams, New York's mental health care system faces 'workforce crisis,' State of Politics (Feb. 15, 2022), https://nystateofpolitics.com/state-of-politics/new-york/politics/2022/02/15/new-york-s-mental-health-care-system-faces--workforce-crisis-.]  [160:  Id.]  [161:  Claudia Irizarry Aponte and Tanaz Meghjani, Nurses Give Poor Prognosis to Adams Psych Plan, Citing Staff Shortages, The City (Dec. 6, 2022), https://www.thecity.nyc/2022/12/6/23497402/nurses-question-adams-plan-mentally-ill-involuntary-commit-staff-shortage.]  [162:  Id.] 

f. Lack of Psychiatric Beds
According to OCMH’s Annual Report, there is a significant shortage of inpatient psychiatric beds in NYC primarily due to the reductions made beginning in 2020.[footnoteRef:163] As a result, there are significant constraints on NYC’s ability to accommodate patient volume within hospital settings.[footnoteRef:164] According to OCMH, this lack of inpatient capacity is reflected in long wait times in ERs and Comprehensive Psychiatric Evaluation Programs.[footnoteRef:165] Further, once someone is discharged from the ER or an inpatient setting, intensive care management and transition support are provided to only a small volume of individuals.[footnoteRef:166] [163:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [164:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [165:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [166:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.] 

According to the Treatment Advocacy Center, a minimum of 50 psychiatric beds per 100,000 people is considered necessary to provide minimally adequate treatment for individuals with SMI.[footnoteRef:167] But as of 2018, New York has failed to meet this standard, as evidenced by its ratio of 16.3 beds per 100,000 people capacity.[footnoteRef:168] In 2019, NYC had approximately 2,664 active psychiatric beds, while at the height of the pandemic, that number dropped by 22 percent to 2,076 beds.[footnoteRef:169] By June 2022, NYC has only recovered about 5.6 percent of those beds.[footnoteRef:170] As mentioned, the COVID-19 pandemic increased the demand for behavioral healthcare services (e.g. mental health and substance use disorder treatment), leading many hospitals across New York State to “repurpose” or close hundreds of psychiatric, detox and drug rehabilitation beds to make room for COVID-19 patients.[footnoteRef:171] As mental healthcare treatment became harder to find, healthcare workers described patients being discharged early to “free up space even though many still showed signs of psychosis and mania.”[footnoteRef:172] According to mental health providers and advocates, people with mental health needs were often prematurely discharged or forced to stay in facilities far from their homes, further exacerbating the system.[footnoteRef:173] As lockdowns eased and facilities returned to normal, it was reported that an estimated 14,000 psychiatric admissions were lost because people who needed care were unable to get it.[footnoteRef:174]  [167:  Public Psychiatric Beds in New York, Treatment Advocacy Center, https://www.treatmentadvocacycenter.org/new-york]  [168:  Id.]  [169:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [170:  NYC OCMH, 2023 Annual Report: Critical Gaps in the Mental Healthcare System in New York City. Report was sent directly to Committee Staff and is not currently available online.]  [171:  Shalini Ramachandran, A Hidden Cost of Covid: Shrinking Mental Health Services, The Wall Street Journal (Oct. 9, 2020), https://www.wsj.com/articles/a-hidden-cost-of-covid-shrinking-mental-health-services-11602255729.]  [172:  Id.]  [173:  Id. ]  [174:  Id. ] 

According to a 2020 New York State Nurses Association (NYSNA) study,[footnoteRef:175] the closure of inpatient psychiatric units during a historic mental health crisis created by COVID-19 exacerbated an already deepening mental health emergency.[footnoteRef:176] As the pandemic hit New York, and then-Governor Cuomo suspended the Certificate of Needs applications requirement mandating hospitals to undergo a public process before closing or changing services, hospital administrations were emboldened to close inpatient psychiatric units, often without clarifying whether these moves were temporary or permanent.[footnoteRef:177] Coupled with the fact that the field of psychiatric care has essentially eliminated many inpatient services “under the auspices of deinstitutionalization,”[footnoteRef:178] inpatient behavioral health beds have become increasingly rare. Simply put, as inpatient psychiatric services became less lucrative and private hospital systems decreased their services based on declining Medicaid reimbursements, H+H has become the entity primarily tasked with providing inpatient mental health care to New Yorkers.[footnoteRef:179] [175:  Closures Are Causing a Full Blown Mental Health Emergency in New York, New York State Nurses Association (Aug. 2020). Available at https://www.nysna.org/blog/2020/08/20/closures-are-causing-full-blown-mental-health-emergency-new-york#.YaOyevHMKDV. ]  [176:  Id.]  [177:  A Crisis in Inpatient Psychiatric Services in New York State Hospitals, New York State Nurses Association (2020). Available at https://www.nysna.org/sites/default/files/attach/ajax/2020/08/Psych%20Whitepaper%20NYSNA.pdf.]  [178:  Id. ]  [179:  Id.] 

To ease the shortage of psychiatric beds, New York Governor Kathy Hochul and the NYS Legislature announced the allocation of $27.5 million in state funding to reopen 1,050 beds that were shifted to accommodate COVID-19 patients at the height of the pandemic.[footnoteRef:180] Per OMH, 850 of these beds will be restored in NYC, and as of September 2022, only 435 psychiatric beds have opened while 415 or about half of these beds still to need to be restored, amounting to 2,225[footnoteRef:181] functioning psychiatric beds in NYC.  [180:  Ethan Geringer-Sameth, Despite State Budget Funding, Little Progress Bringing Psychiatric Beds Back Into Service, Gotham Gazette (Nov. 28, 2022), https://www.gothamgazette.com/state/11696-ny-state-budget-little-progress-psychiatric-beds-hochul-adams.]  [181:  Claudia Irizarry Aponte and Tanaz Meghjani, Nurses Give Poor Prognosis to Adams Psych Plan, Citing Staff Shortages (Dec. 6, 2022), https://www.thecity.nyc/2022/12/6/23497402/nurses-question-adams-plan-mentally-ill-involuntary-commit-staff-shortage.] 

Additionally, the $27.5 million in state funding will be matched by federal funding, bringing the number to $55 million which will allow higher Medicaid reimbursement rates for psychiatric beds to match rates with general medical beds—taking away hospitals’ incentive to remove psychiatric beds.[footnoteRef:182] However, higher Medicaid reimbursement rates for psychiatric beds require federal approval, which means as of November 2022, all the recently restored psychiatric beds were opened at the existing Medicaid rate. According to James Plastiras, a spokesperson for OMH, once the federal approval is received, higher Medicaid reimbursement rates will be retroactive to April 1, 2023.[footnoteRef:183] Furthermore, to address the mental health workforce shortage, on November 23, 2022, Governor Hochul announced a $9 million Community Mental Health Loan Repayment Program which will pay loans repayments of up to $120,000 for psychiatrists and $30,000 for psychiatric nurse practitioners in exchange for 3 years in employment at a licensed community mental health program.[footnoteRef:184] The program will remain open until the $9 million is exhausted.[footnoteRef:185] [182:  Id. ]  [183:  Id.]  [184:  Governor Hochul Announces $9 Million Loan Repayment Program for Mental Health Workers (Nov. 23, 2022), https://www.governor.ny.gov/news/governor-hochul-announces-9-million-loan-repayment-program-mental-health-workers. ]  [185:  Id.] 

IV. LEGISLATIVE ANALYSIS
a. Proposed Int. 273-A-2022
The proposed legislation would require NYPD to provide officers with training related to recognizing and interacting with individuals with autism spectrum disorder. Such training would include: (i) enhancing awareness and a practical understanding of autism spectrum disorder; (ii) development of the interpersonal skills to safely respond to emergencies involving someone with autism spectrum disorder; and (iii) instruction on interview and investigative techniques to utilize in cases involving individuals with autism spectrum disorder. The legislation would take effect 180 days after enactment. Although autism spectrum disorder is not a SMI, training programs that help law enforcement officers better understand the disorder are critical to decreasing the instances of law enforcement’s use of excessive force as they often misinterpret autism-specific behaviors as noncompliant, threatening, disorderly, or acting suspiciously.[footnoteRef:186] [186:  Randolph Fillmore, Training Program Helps Law Enforcement Officers Better Understand Autism Spectrum Disorder, Newsroom: Johns Hopkins All Children’s Hospital (Feb. 18, 2021), https://www.hopkinsallchildrens.org/ACH-News/General-News/Training-Program-Helps-Law-Enforcement-Officers-Be. ] 

b. Int. 706-2022
This legislation would require OCMH to create an online portal and a written resource guide of available mental health services. The portal and guide would organize services by population and type of service. The bill would also require OCMH to conduct outreach on the portal and the guide and ensure that the portal is secure and confidential to protect the privacy of individuals who access it. 
V. CONCLUSION
At today’s hearing, the Committees are interested in hearing from DOHMH, H+H, NYPD, OCMH, and EMS, as well as community advocates and other interested parties, about the ways that the Council, agencies, and other involved entities can collaboratively work to address the significant issues related to supporting New Yorkers with SMI. The Committees are interested in learning more about the initial implementation of the mayor’s directive, including trainings that have been conducted, as well as any data or metrics the Administration may have regarding involuntary removals conducted pursuant to the directive. 



 Proposed Int. No. 273-A

By Council Members Narcisse, Hanks, Mealy, Stevens, Yeger, Restler, Abreu, Bottcher, Velázquez, Menin, Schulman, Brooks-Powers, Louis, Hudson, Riley and Farías
..Title
A Local Law to amend the administrative code of the city of New York, in relation to requiring police officers to receive training related to recognizing and interacting with individuals with autism spectrum disorder..Body
Be it enacted by the Council as follows:
Section 1.  Title 14 of the administrative code of the city of New York is amended by adding a new section 14-193 to read as follows:
§ 14-193 Autism spectrum disorder safety training. a. Definition. For the purposes of this section, the term “autism spectrum disorder” means behavior that meets relevant diagnostic criteria contained within the American Psychiatric Association’s diagnostic and statistical manual, fifth edition (“DSM-5-TR”), as may be revised from time to time.
b. Training. 1. The department shall train police recruits, as part of their police academy training, in recognizing and responding to individuals with autism spectrum disorder. 
2.  The department shall, on a biennial basis, train all uniformed members of the department in recognizing and responding to individuals with autism spectrum disorder.
c. The training required by subdivision b of this section shall include but not be limited to: 
1. enhancing awareness and a practical understanding of autism spectrum disorder, including an ability to recognize common behaviors and mannerisms of individuals with autism spectrum disorder, such as sensory processing disorders, oversensitivity to the environment and auditory processing disorder; 
2.  development of the interpersonal skills to safely respond to emergencies involving someone with autism spectrum disorder; and 
3. instruction on interview and investigative techniques to utilize in cases involving individuals with autism spectrum disorder, including incidents of gender-based violence. 
d. Such training curriculum shall be periodically reviewed and, when appropriate, modified in consultation with independent clinicians and service providers, with expertise on the autism spectrum disorder.
§2. This local law shall take effect 180 days after it becomes law.
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Int. No. 706

By Council Members Abreu, Bottcher, De La Rosa, Nurse, Lee, Hanif, Brewer, Restler, Hudson, Avilés and Joseph

..Title
A Local Law to amend the administrative code of the city of New York, in relation to requiring the office of community mental health to create an online services portal and guide
..Body

Be it enacted by the Council as follows:
Section 1. Chapter 1 of title 3 of the administrative code of the city of New York is amended by adding a new subchapter 9 to read as follows:
SUBCHAPTER 9
OFFICE OF COMMUNITY MENTAL HEALTH AND MENTAL HEALTH COUNCIL
§ 3-190 Definitions. For purposes of this subchapter, the following terms have the following meanings:
Director. The term “director” means the director of the office of community mental health.
Mental health council. The term “mental health council” means the council to advise the office on issues relating to mental health and mental health care and facilitate coordination and cooperation among city agencies.
Office. The term “office” means the office of community mental health. 
§ 3-191 Online services portal and guide. a. Definitions. For purposes of this section, the following terms have the following meanings:
Designated citywide languages. The term “designated citywide languages” has the same meaning ascribed to such term in subdivision a of section 23-1101.
LGBTQI+. The term “LGBTQI+” means lesbian, gay, bisexual, transgender, queer, questioning, intersex, gender non-conforming or non-binary.
Relevant agencies. The term “relevant agencies” means the department of education, department of health and mental hygiene, the department of social services, the department of youth and community development, the office of data analytics, the mayor’s office for persons with disabilities, the mayor’s office of criminal justice, any successor of an agency specified in this definition, and any other agency that the office deems relevant.
Relevant organization. The term “relevant organization” means an organization that provides services, which include, but are not limited to, crisis, housing, inpatient care, legal, outpatient care and substance misuse services to an individual with a mental health need or to persons caring for such an individual.
b. Online portal. 1. The office, in consultation with the relevant agencies and the relevant organizations, shall create and maintain on its website a publicly accessible portal of mental health services provided by all relevant agencies and relevant organizations in the city. Such online portal shall organize such services by population category, which shall include, but not be limited to, caregivers, English language learners, justice-involved individuals, LGBTQI+, seniors, the general population, veterans and youth. Each such population category shall be disaggregated into service subcategories, including, but not limited to, crisis, housing, inpatient care, legal, outpatient care and substance misuse services. Information about such services shall include, but not be limited to, the following:
(a) The name, address, contact information and website of the relevant agency or the relevant organization providing such service;
(b) The languages in which such agency or such organization provides such service; 
(c) Whether such agency or such organization provides such service in person or remotely;
(d) Whether such agency or such organization provides such service via peers; 
(e) Whether such service is accessible to persons with disabilities;
(f) The eligibility requirements of such service, if any, including, but not limited to, citizenship status or health insurance; and
(g) Any additional information that the office deems relevant. 
2. The office, in consultation with the mayor’s office of information privacy or a successor of such office, shall ensure the online portal as required by paragraph 1 of this subdivision is secure to protect the privacy of individuals who access and utilize such portal.
3. The office, to coordinate the provision of mental health resources in the city, shall post a link to the portal required by paragraph 1 of this subdivision on the website of each relevant agency or relevant organization that lists mental health resources.
c. Guide. The office, in consultation with the relevant agencies and the relevant organizations, shall create and publish on its website a culturally appropriate guide written in plain English of the services listed on the portal as required by paragraph 1 of subdivision b of this section, organized by population category and service subcategory. The office, in consultation with the relevant agencies, shall translate such guide in the designated citywide languages and distribute it to individuals with mental health needs, persons caring for such individuals, the relevant agencies and the relevant organizations. The office shall publish on its website, and in any hard copy of such guide, information about how such agencies or organizations may notify the office about any changes in such services.
d. Outreach. The office, in consultation with the relevant agencies and the relevant organizations, shall conduct culturally appropriate outreach on the online portal as required by paragraph 1 of subdivision b of this section and the written guide as required by subdivision c of this section in the designated citywide languages. 
§ 2. This local law takes effect 180 days after it becomes law. NLB
LS #7913
5/10/2022




1

image3.png
Times New R~ |12

AaBbCcDd
B I U-abkx, X ~Ww-A- TNormal 1,
u A-Z-A- nom-a 1
Font 5 Paragraph 5
5
. 1 . 2 . 3 . 4 .
B . . -
26 s =
g - " a

Design layout References  Mailings  Review  View

KK A A

sex Age RaceEthnic

There are over 250,000 New Yorkers known to have a diagnosed
NYC Mayor’s Office of Community Mental Health (OCMH), the highe
have over twice as many psychiatric hospitlalizations per capita as the I
neighborhoods in NYC
c. Treatment for SMI
There is no “one size fits all” approach to providing treatment for in
health issues such as SMI. Therapeutic treatments for SMI typically incl
manage symptoms and stabilize clients so they can participate more off
modality of psychotherapy. !> Evidenced-based practices such as Asserti
(ACT) provides mental health treatment, integrated dual disorder t

vocational support, and community linkages with peer supports.!6 Assisf

B4 mclew|ly & -|c|l®

@l«|Al2|

C @ https//mentalhealth.cityofnewyork.us/dashboard/ 2 Y
@ womm @ Home - New York C... Legistar Westlaw Edge  ar Amlegal [ Home - Smartsheet...

Mayor's Office of
Community Mental Health

months Weighted population percent of New York City high school
students (2017)

Age-adjusted prevalence rate per 100,000 / Adults with depression

The highest poverty neighborhoods have over twice
as many psychiatric hospitalizations per capita as
the lowest poverty neighborhoods in New York City.

1200
1001

759
800

399
400
0 .

W Citywide ® Lowest poverty neighborhoods M Low poverty neighborhoods + Middle poverty neighborhoods

583

W Highest poverty neighborhoods

Number of psychiatric hospitalizations per 100,000 residents per year, by neighborhood poverty level

11:00 AM

2/1/2023




image1.png




image2.png
Prevalence of Serious Mental lliness (SMI)

e Figure 3 shows the past year prevalence of SMI among U.S. adults.

o In 2020, there were an estimated 14.2 million adults aged 18 or older in the United States with
SMI. This number represented 5.6% of all U.S. adults.

o The prevalence of SMI was higher among females (7.0%) than males (4.2%).

© Young adults aged 18-25 years had the highest prevalence of SMI (9.7%) compared to adults aged
26-49 years (6.9%) and aged 50 and older (3.4%).

o The prevalence of SMI was highest among the adults reporting two or more races (9.9%),
followed by American Indian / Alaskan Native (AlI/AN) adults (6.6%). The prevalence of SMI was
lowest among Native Hawaiian / Other Pacific Islander (NH/OPI) adults (1.2%).
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