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LAW ENFORCEMENT RESPONSES
TO DISABLED AMERICANS:
PROMISING APPROACHES

FOR PROTECTING PUBLIC SAFETY

TUESDAY, APRIL 29, 2014

UNITED STATES SENATE,
SUBCOMMITTEE ON THE CONSTITUTION, CIVIL RIGHTS
AND HUMAN RIGHTS,
COMMITTEE ON THE JUDICIARY,
Washington, DC.

The Subcommittee met, pursuant to notice, at 10 a.m., in Room
SH-216, Hart Senate Office Building, Hon. Dick Durbin, Chairman
of the Subcommittee, presiding.

Present: Senators Durbin, Franken, and Cruz.

OPENING STATEMENT OF HON. DICK DURBIN,
A U.S. SENATOR FROM THE STATE OF ILLINOIS

Chairman DURBIN. Good morning, and welcome to this hearing
of the Subcommittee on the Constitution, Civil Rights and Human
Rights. Today’s hearing is entitled, “Law Enforcement Responses to
Disabled Americans: Promising Approaches for Protecting Public
Safety.” In a moment, I will be making an opening statement, then
recognize my colleague Senator Cruz, the Subcommittee’s Ranking
Member, for an opening statement as well, and I want to thank
Senator Cruz and his staff for their cooperation. We have agreed
on today’s witness panels on a bipartisan basis.

We are pleased to have a larger audience for today’s hearing,
demonstrating the importance of this issue. There was so much in-
terest that we moved to a larger room. If anyone could not get a
seat in this hearing room, we have an overflow room, 226 Dirksen.

Let me also thank those following the hearing on Facebook and
Twitter using the hashtag #Ethanshearing. This is in honor of the
late Ethan Saylor whose picture is to my right and who we will
hear about during the later testimony today.

We are here to examine the growing role of law enforcement in
responding to incidents involving persons with disabilities. State
and local law enforcement have made great progress in combating
violent crime and keeping communities safe. In recent years, law
enforcement has been forced to shoulder a new challenge. Due to
inadequate mental health and social services, police officers have
many times become the first responders for disabled individuals in
crisis. The deinstitutionalization movement has led to many dis-
abled Americans’ release from State and local institutions into the
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community and a large reduction of available inpatient beds. It is
estimated the country has lost 90 percent of its public psychiatric
beds since the deinstitutionalization movement began.

The goal is certainly laudable. However, there has never been
adequate funding to allow local service providers to care for the dis-
abled Americans living in their communities, and in recent years,
there have been draconian cuts in their meager budgets. As a re-
sult, police officers, sheriff’'s deputies, and troopers have been inun-
dated with calls involving mentally ill persons, and with the reduc-
tion in inpatient bed space, our jails and prisons have become,
sadly, our mental health institutions by default.

This Subcommittee considered this issue in a 2009 hearing on
mental illness in prison and jails, more recently in two hearings on
the use of solitary confinement. An estimated 56.2 percent of the
inmates in State prison—56.2 percent—have mental illness, 44.8
percent of inmates in Federal prison.

Our focus today is the difficult challenge State and local law en-
forcement face in responding to incidents with individuals suffering
from disabilities. This is a public safety issue. Numerous studies
have found that at least half of the people shot and killed by police
each year are mentally ill. And police officers are at risk as well.
Many of us well remember the day in 1998 when a mentally ill
man stormed the halls of this Capitol and fatally shot two Capitol
Hill police officers who heroically confronted him and saved many
lives in the process.

This is also a civil rights issue. The Americans with Disabilities
Act requires law enforcement agencies to make reasonable modi-
fications to ensure that disabled Americans are not subjected to
discriminatory treatment. And just this month, the Justice Depart-
ment’s Civil Rights Division found a local police department was
required to implement certain remedial measures to protect the
constitutional rights of disabled Americans. As is so often the case,
local governments are leading the way in crafting innovation solu-
tions.

One promising approach we are going to hear about is the Crisis
Intervention Team. It has two parts:

First, training officers to recognize the signs of disabilities and
to de-escalate a crisis incident involving a disabled person;

Second, law enforcement building relationships with mental
health and developmental disability communities. These relation-
ships are critical to finding support and services for the disabled.

Today there are more than 2,700 CIT programs in 48 States. Na-
tionwide, localities with CIT programs are experiencing a notice-
able decline in officer injuries, injuries to disabled citizens, and re-
duced detention rates. I am proud to say Illinois is one of the Na-
tion’s leaders in this area. Forty-nine counties in my State out of
102 have a CIT program, and we will hear today from the Chicago
Pol(iicei Department’s CIT program, which is considered a national
model.

As local mental health and disability services become increas-
ingly scarce, the burden on police officers is going to be even larger.
It is incumbent on Congress and the executive branch to help local
and State law enforcement shoulder this expanded role and develop
practices that protect officers, disabled individuals, and the public.
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Now, I might say at the outset that we have a series of votes on
the floor at 11 o’clock this morning, six in a row, and then the man-
datory lunches follow of the Democratic and Republican Caucuses.
So we have a hard stop of 11:15. So we are going to do our best
to give everyone a chance to testify and entertain questions and
then proceed from that point.

Senator Cruz when he arrives will be given an opportunity for
an opening statement when he does arrive.

Our first witness I would like to welcome is Denise O’Donnell,
Director of the Justice Department’s Bureau of Justice Assistance.
The BJA provides grants and policy development services to local,
State, and tribal criminal justice programs. Prior to her tenure
with the BJA, Director O’'Donnell was Deputy Secretary for Public
Safety in New York and Commissioner of the New York State Divi-
sion of Criminal Justice Services, and before that, U.S. Attorney for
the Western District of New York.

Director O’Donnell, thank you for being here. We are going to
give you 5 minutes for an opening statement, and your complete
written statement will be made part of the record.

In keeping with the practice of the Subcommittee, please stand
and raise your right hand to be sworn. Do you swear or affirm that
the testimony you are about to give is the truth, the whole truth,
and nothing but the truth, so help you God?

Ms. O’DONNELL. I do.

Chairman DURBIN. Thank you. Let the record reflect that the
witness has answered in the affirmative, and, Ms. O’Donnell,
please proceed.

STATEMENT OF HON. DENISE E. O'DONNELL, DIRECTOR,
BUREAU OF JUSTICE ASSISTANCE, U.S. DEPARTMENT OF
JUSTICE, WASHINGTON, DC

Ms. O’'DONNELL. Chairman Durbin, Ranking Member Cruz, and
distinguished Members of the Subcommittee, thank you for afford-
ing me an opportunity to speak to you today. As Senator Durbin
noted, I am Denise O’Donnell. I am the Director of the Bureau of
Justice Assistance within the Department’s Office of Justice Pro-
grams.

BJA’s mission is to provide policy leadership, guidance, and sup-
port to State, local, and tribal partners in implementing evidence-
based and promising programs to promote safer communities. I am
pleased to speak to you today about the strong commitment of the
Department, and BJA specifically, to law enforcement in their
growing role as first responders to crisis incidents involving people
with mental illness and developmental disabilities.

It is important to begin by recognizing an often misleading per-
ception that individuals with mental illness are violent. A person
with a severe mental illness who has no history of substance abuse
or violence has the same likelihood of being violent as any member
of the general public. In fact, people with serious mental illnesses
are estimated to be between 2.5 and nearly 12 times more likely
to be victims rather than perpetrators of violence.

Yet persons with serious mental illness make up a significantly
disproportionate number of people in our Nation’s jails. According
to a 2009 report, of people booked into U.S. jails, 14.5 percent of
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men and 31 percent of women had a serious mental illness—rates
in excess of 3 to 6 times those found in the general population.

Law enforcement are often the first responders to mental health
crises that occur in the community, and we are grateful for the
work of the Senate Judiciary Committee and this Subcommittee in
raising awareness around this issue. We are also very grateful for
your support of the Mentally Ill Offender Treatment and Crime Re-
duction Act—MIOTCRA—which has enabled BJA to take a leader-
ship role in addressing the intersection of criminal justice and men-
tal health.

Since 2006, this invaluable funding has enabled BJA to award
287 grants in 49 U.S. States, territories, and the District of Colum-
bia. These grants support a broad range of activities, including Cri-
sis Intervention Teams, mental health courts, treatment programs
in prisons and jails, re-entry programs and cross-training of crimi-
nal justice and mental health professionals.

To expand the reach of effective justice mental health programs,
BJA has used grant funds to establish a National Law Enforce-
ment/Mental Health Learning Site program in which six geographi-
cally diverse police departments who are leaders in this field men-
tor and host visits from other jurisdictions to improve their re-
sponses to persons with mental illness.

The linchpin of BJA’s efforts to build an effective law enforce-
ment response nationwide has been through support of Crisis
Intervention Teams, or CITs. CITs provide crisis intervention
training to law enforcement and de-escalating situations involving
persons with serious mental illness and a forum to partner with
other organizations to coordinate diversion from jails to mental
health services.

There are currently over 2,800 CIT programs nationwide. Many
have begun to offer training to corrections officers, dispatchers,
firefighters, school resource officers, and specialized training for
youth and for veterans. In many communities, CITs have served as
a springboard for a broader collaboration between the criminal jus-
tice and mental health systems.

I want to particularly recognize and thank Patti Saylor for par-
ticipating in this hearing and for raising our awareness about the
critical need for the justice system to develop sensitive and tar-
geted responses to the special needs of individuals with intellectual
or developmental disabilities.

In 2013, BJA awarded funds to The Arc to create the National
Center on Criminal Justice and Disability. This is the first national
effort of its kind to address both victim and offender issues involv-
ing persons with disabilities. When fully developed, the National
Center on Criminal Justice and Disability will serve as a national
clearinghouse and online resource, as well as provide training and
technical assistance in this important area. Other DOJ partners
such as the Office of Victims of Crime and the Civil Rights Division
are also very focused on the particular needs and vulnerabilities of
developmentally disabled persons, and we believe the National
Center will be an important resource for all of us.

Mr. Chairman, Ranking Member Cruz, and Members of the Sub-
committee, this concludes my testimony. I thank you for the oppor-
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tunity to testify and would be glad to answer any questions that
you have.

[The prepared statement of Ms. O’Donnell appears as a submis-
sion for the record.]

Chairman DURBIN. Thank you for your testimony, and thank you
for prefacing the testimony with the most important fact to be said
over and over again: People suffering from these disabilities are no
more likely to be violent than the population at large and more
likely to be victims of violence, which is something we should stress
over and over again. Today we are focusing on those instances
where law enforcement is called into action, and I think it is wor-
thy of a reminder on the record here that the men and women who
put those badges on every single day literally put their lives on the
line every single day for us. Any moment can be a life-or-death sit-
uation, and they are faced with that tension and that reality, and
we should be cognizant of it and sensitive to it.

So I guess two questions I would like to ask: What are we doing
as a Government, at the Federal level and beyond, to make certain
that they have the training to recognize the reality of these disabil-
ities and how they are manifest? This is a challenge for many peo-
ple with a great deal of experience in education to really perceive
these things. And for those who are in law enforcement, faced with
the tension of the moment, what are we doing to prepare them?

Ms. O'DONNELL. I agree, Senator, that it is so important that we
provide training in this area, and that has been really a center
focus of our efforts under the MIOTCRA-funded grant programs
that we have, to fund programs that provide CIT training to look
at the States that are providing leadership like Illinois to statewide
take on the obligation to train law enforcement officers on these
issues through CIT training, through more cross-disciplinary train-
ing with mental health professionals.

So we are committed to doing this. The law enforcement commu-
nity is large and diverse and presents a challenge to be able to
reach out to law enforcement all across the country. But we see a
real interest in this training and are committed to providing the
training.

Chairman DURBIN. Just to put in a plug for another bill, I have
introduced the Smarter Sentencing Act, supported by the adminis-
tration, on a bipartisan basis in Congress, to reduce the rates of
incarceration in the hopes that the money saved there can be di-
rected toward more productive ways of keeping this a safer Nation,
and this is certainly one of them, to upgrade the skills and equip-
ment and training of the men and women in law enforcement by
not wasting as much time and money with people incarcerated for
periods of time way beyond what is necessary.

There is another aspect of this which I find interesting in my
State, and that is that we are starting to look at different court ap-
proaches. We have tried veterans courts, we have tried drug courts,
and basically what we are saying is that certain criminal defend-
ants should not be pushed right into the criminal justice system,
but justice can be served, the safety of the community can be pro-
tected if we find alternatives for veterans, many times returning
and struggling with substance abuse problems, with the stress and
pressure of daily life, many times with PTSD. We have found that
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putting them in jail is not the answer. In fact, there are much bet-
ter and more efficient ways to treat them in a humane fashion, and
we are doing that across our State.

The same thing is true when it comes to substance abuse. Rather
than put the addict in jail with little or no treatment, we find ways
to put them in programs that start to turn their lives around.

Can the same be said when it comes to mental health courts?
Are we at a point now where we should be looking at this from a
different perspective?

Ms. O’DoONNELL. Well, I agree with you, Senator. We are very for-
tunate at BJA that you have all entrusted us with the responsi-
bility to provide leadership in the drug court and the veteran court
and in the mental health court area. We support mental health
courts through our MIOTCRA funding. We provide training, we
provide mentoring courts through other mental health courts, for
mental health courts, to be able to meet the high standards of our
other problem-solving courts. But we think that this is an impor-
tant area for the country as a whole.

I personally have had a long-term relationship with Dr. Robert—
or with Judge Robert Russell, who started the first veterans treat-
ment court in my hometown, in Buffalo, New York. We have sup-
ported veterans courts now since they started in 2008. I think it
is one of the most important things we can do as a Nation to pay
the respect to our veterans who are returning from wars and are
suffering from mental illness and PTSD to be able to provide a spe-
cialized court and work with the Veterans Administration to pro-
vide services to our veterans.

Chairman DURBIN. Before I hand it off to Senator Franken, I
would urge, if possible, that your Division really focus more re-
sources and more time, if you can, in the collection of data on law
enforcement interaction with the disabled, particularly where force
is used, so that we can understand this phenomenon and chart our
pﬁogress, if we have some, in this area. So I hope you will consider
that.

Senator Franken.

Senator FRANKEN. Thank you, Mr. Chairman, for this important
hearing. I have been working on a reauthorization of MIOTCRA
and expansion of it called the Justice and Mental Health Collabora-
tion Act, as you know. And in researching this and in living with
this issue for a while, I have seen some amazing things and some
great things, including—I am not sure where in this hearing I will
tell some of the stories, but both police who use crisis intervention
training in a way that is very moving and very productive, and the
same in our prison system.

I guess what I wanted to ask you about is sort of the cost-benefit
analysis of this, because we have so many people languishing in
our prisons who probably—well, who certainly are not benefiting by
being there, and that we are not benefiting by being there. And
what we have seen with the kind of programs that we are talking
about is less recidivism, you know, all kinds of benefits from that.

Can you talk a little bit about the cost-benefit of crisis interven-
tion training, of mental health courts, and other initiatives?

Ms. O’DONNELL. Yes, Senator. First of all, we think it is huge.
We have two projects that I want to just focus on for a minute. One
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is a project that the Council for State Governments is doing in New
York City, in the Riker’s Island facility, where they did probably
one of the most comprehensive examinations of who is in that jail
suffering from a severe mental illness and what is their length of
stay. And they actually followed up on all of the records and deter-
mined that people with serious mental illness were staying in jail
twice as long as other individuals in jail. That is a huge cost and
certainly not contributing to their overall mental health.

And so New York City is fashioning a response to that where
they are really developing centers in each of their courts in each
of the boroughs, looking at how they can intervene quickly, identify
those individuals, and get them out of jail, and provide the kind of
services that they need. And they will be following the cost-effec-
tiveness of that approach.

The second project that we have is under the Justice Reinvest-
ment Initiative, which BJA supports, and it is a local JRI site in
Texas. And that site is really doing a cost-benefit analysis looking
at just 23 high users of the jails and the mental health and health
services within that community, and taking those individuals from
jail, putting them in supportive housing with wrap-around services,
and projecting the cost savings from that approach. And I think
that will help raise awareness of how we can manage individuals
with mental illness in our jail system that are particularly non-
violent offenders in a much more cost-effective way in the commu-
nity and with better outcomes for the individuals involved.

Senator FRANKEN. I have had a number of roundtables on this.
One, our sheriff in Hennepin County, Rich Stanek, wrote an op-ed
piece in the Star Tribune saying about a third of the people in his
jails had mental illness and that is why they were there. And we
have seen that putting people in prison with mental illness makes
them sicker, costs us money. We have—I guess 25 percent of the
prisoners in the world are in our prisons, and we have 5 percent
of the population. And a great deal of those are people with mental
illness who are not benefiting, who, if our jails are overcrowded and
costing us money, we are actually having to release people in
States like California. But these people could do much better if
they go to a mental health court, and a mental health court usually
means that the prosecutor agrees to this—right?—the judge, the
arresting officer, everybody agrees that this is the best place for
this person, and see if they can get treatment instead of going to
prison.

Ms. O’DONNELL. Yes.

Senator FRANKEN. We are going to have another panel who will
be talking about some of the tragedies that have happened because
our police officers have not gotten the right training, the crisis
intervention training that has been so beneficial and is such a big
part of this.

Thank you, and I guess we will move on to the next panel. 1
know we have some votes.

Chairman DURBIN. Ms. O’Donnell, thank you very much for your
testimony. We appreciate it.

We will ask that the second panel now come to the witness table,
and while they are coming, I am going to read the introductions.
I am going to save one introduction for Senator Franken, but I
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would like to introduce the others who are coming. Our first wit-
ness is Chicago Police Department First Deputy Superintendent
Alfonza Wysinger. First Deputy Superintendent Wysinger is second
in command of the Chicago Police Department, responsible for
overseeing all its daily operations, served as an officer with the
CPD for 28 years, many units, including patrol, narcotics, detec-
tives, and the DEA task force, and we thank him for being here.

In addition to that, we have Sergeant A.D. Paul, Jr., a veteran
of the Air Force, an officer in Plano, Texas, in the police depart-
ment, for the past 28 years; received the department’s Officer of
the Year Award, Supervisor of the Year Award, and Meritorious
Service Award. He currently is an instructor with the Dallas Police
Department’s Crisis Intervention Team Program and a coordinator
for the Plano PD’s CIT program.

I will let you introduce the next witness.

Senator FRANKEN. Okay. Well, it is my privilege to introduce the
Honorable Judge Jay Quam of Minnesota. Judge Quam was ap-
pointed to the bench in 2006 following an 18-year career in civil
litigation. He has served for more than 3 years as the presiding
judge of his district’s mental health court, and he has been actively
involved in working with Minnesota’s law enforcement community
to improve collaboration between jails, courts, and mental health
providers. Judge Quam offers valuable expertise and a unique per-
spective, which I have been the beneficiary of, and I am glad that
he is able to join us today. Thank you for being here.

Chairman DURBIN. Thank you, Senator Franken.

Our next witness is Pete Earley, a former journalist and author
of 13 books. In his book “Crazy,” a Pulitzer Prize finalist, Mr.
Earley wrote about his experience of trying to get his son out of
the revolving door between hospitals and jails and getting the
treatment that his son needed. He is a member of the National Al-
liance on Mental Illness and advocates for mental health reform.

Our next witness is Patti Saylor. Ms. Saylor is the mother of
Ethan Saylor, a young man with Down syndrome who was trag-
ically killed in Frederick, Maryland, on January 12, 2013. Ms.
Saylor, a registered nurse, is an advocate for people with disabil-
ities, developmental and intellectual disabilities. She founded
F.R.I.E.N.D.S., the Family Resource, Information & Education Net-
work for Down Syndrome, a parent support network in Frederick,
Maryland, and an affiliate of the National Down Syndrome Society,
served on the Maryland Developmental Disabilities Council, co-
founded The Parent’s Place of Western Maryland.

I would like to ask all the witnesses on the panel to please rise
to be sworn in, as is the custom of the Committee. Do you solemnly
swear that the testimony you are about to give is the truth, the
whole truth, and nothing but the truth, so help you God?

Mr. WYSINGER. I do.

Sergeant PAUL. I do.

Judge Quawm. I do.

Mr. EARLEY. I do.

Ms. SAYLOR. I do.

Chairman DURBIN. Thank you. Let the record reflect that all the
witnesses answered in the affirmative.
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Mr. Wysinger, I am going to put your written statement in the
record and ask you if you would give us a summary.
We would appreciate it very much.

STATEMENT OF ALFONZA WYSINGER, FIRST DEPUTY SUPER-
INTENDENT, CHICAGO POLICE DEPARTMENT, CHICAGO,
ILLINOIS

Mr. WYSINGER. Thank you. Good morning, Chairman and Rank-
ing Member Franken.

Police in Chicago, as in many other metropolitan cities, have
been receiving an increasing number of calls for service to respond
to situations involving individuals with mental illness and co-occur-
ring mental health and substance abuse disorders. The Chicago Po-
lice Department responds to a minimum of 63 pre-identified mental
health-related calls per day, over 23,000 per year. Such calls bring
police in contact with the veterans impacted by post-traumatic
stress disorder and/or traumatic brain injury who face their own
unique challenges in seeking treatment services for support.

Youth in desperately need de-escalation support and access to
age-appropriate mental health and substance abuse services. All
too often, these individuals lack the mental health care providers
and non-treatment resources they need to lead healthy, law-abiding
lives and to avoid becoming needlessly and inappropriately en-
snared in the political and criminal justice systems. Thousands of
calls for service are responded to annually by one of 1,800 Chicago
patrol officers that have completed the 40-hour Chicago Police De-
partment Crisis Intervention Training Program. These types of
calls are responded to by officers who have not been CIT trained.
If we are serious about jail diversion in crisis situations, law en-
forcement and mental health providers must work together to iden-
tify, analyze, understand, and solve gaps and weaknesses in the ex-
isting police-involved crisis intervention system. The Chicago Police
Department and its award-winning CIT program and a network of
strong mental health partners are uniquely qualified to do just
that—improve the outcomes in Chicago and demonstrate strategies
worth replication throughout the Nation.

Therefore, it is critical that mental health treatment services
that officers direct people to are responsive and effective. This can
only happen if funding is available for these services to continue.
We cannot arrest our way out of this problem, nor can we put all
of our energy into CIT as the saving grace for this crisis. A broad
range of services and psychological services must be accessible.
Without these services or with inadequate services, officers—CIT
trained or not—eventually will become disillusioned and may stop
making efforts to link people to services. Without properly funding
services and resources, the volume of calls involving persons with
mental illness will only increase, which means that the needs of
the citizens are not being met effectively or humanely, resulting in
an increase of arrests of persons with mental illness and an in-
crease in injuries to both officers and citizens.

In Chicago, 50 percent of its community mental health centers
closed in 2012, and one of three State facilities serving Chicago
closed. That created a huge impact on public access, especially
those with low income, to mental health services. While the closing
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of community mental health centers may play one role in the
steadily increasing number of mental health-related calls for police
service, it is not the only contributing factor. In Chicago, for in-
stance, the overwhelming majority of people with serious mental
illness brought to hospitals by CPD officers are of low income, un-
insured, on Medicaid, and unable to obtain their own access to
needed services. This unfortunately is the reality, and currently the
three largest providers of mental health services are jails in L.A.
County, New York, and Cook County Jail in Chicago.

The Chicago Police Department recognizes that CIT programs
are an effective tool. Data collected from federally funded sources
of CIT Program found that, compared to their non-CIT-trained
peers, CIT-trained Chicago police officers directed people to mental
health services 18 percent more often. CIT-trained officers reported
feeling better prepared to respond without needing to resort to the
use of force and less force was used when the subject agitation in-
creased.

No one chooses to be mentally ill. In order for CPD CIT or any
CIT program to be successful, it must maintain strong partner-
ships. The Chicago Police Department’s CIT Program is more than
just training; it is a partnership with mental health service pro-
viders, advocacy organizations, individuals, and family members
living with a mental illness.

Thank you.

[The prepared statement of Mr. Wysinger appears as a submis-
sion for the record.]

Chairman DURBIN. Thank you very much.

Sergeant Paul.

STATEMENT OF AUBREY DALE “A.D.” PAUL, JR.,
SERGEANT, PLANO POLICE DEPARTMENT, PLANO, TEXAS

Sergeant PAUL. Thank you, Chairman Durbin, Ranking Member
Cruz, and Members of the Committee for allowing me to testify
here today. I am here to tel you about our CIT program. It is bro-
ken down into two major components: one is the training piece, and
just as important is the collaboration or the partnership piece.

I want to describe briefly the training. We have an initial 40-
hour class in which all first responders will have to complete, and
then we have subsequent training after that. That 40-hour class is
broken into day one and two where the officers are trained on the
mental illnesses, developmental delays, traumatic brain injuries.
Tl?%y also receive de-escalation communication and active listening
skills.

On days three and four, they have to go through reality-based
training where they will answer a number of these calls involving
anything from an Alzheimer’s patient lost to a returning vet with
PTSD. The officers must pass those scenarios to get to day five,
and day five is probably the most exciting day of the training
where we actually have consumers come in and interact with the
officers. They tell about their encounters with law enforcement,
and they also describe their road to recovery.

I think it is on that day that you can actually see the stigma
start to leave from the police officers. Many, like me, come to the
job with just a basic understanding of mental illness, and what
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they get is from movies and TV and the news where they are often
the villain in the script.

The second part of our program is the collaboration or the part-
nership piece. It is vitally important. We have experts that come
into the classroom and give the officers skills on how to recognize
mental illness and developmental delays. They are also imperative
when we work on a difficult or complex case. We cannot do it alone,
and usually the best results come from the back end of those rela-
tionships when they get the support that they need.

Also, the support from the advocacy and the provider community
is tremendous. In law enforcement, we are going to make mistakes.
And when we make those mistakes, it is imperative that those
partners provide us with crisis. And if they know our hearts and
our heads were in the right place, they will see us through those
crises.

The National Alliance on Mental Illness, or NAMI, has been a
great supporter of CIT. They were in the beginning with the Mem-
phis model, and they support local training today. Our local NAMI
Collin County is a great resource. The only issue I have is when
they bring donuts the training. I have gained a few pounds.

CIT has been embraced by a number of law enforcement agen-
cies. I think once administrators and sheriffs learn of the benefits,
the empirical evidence, a lot of it gathered from the Memphis CIT
Center at the University of Memphis, they will see the reduction
in the number of injuries to officers, injuries to civilians. They will
see the number of lawsuits and complaints on their department go
down. So they are hungry for these programs. Unfortunately, only
2 percent of our local departments in our Nation have full CIT pro-
grams.

About 15 years ago, I was involved in a deadly shooting involving
the death of Michael Clement, a young man on the autism spec-
trum. Today I have a 12-year-old son, Christopher Paul, who is also
on the autism spectrum. I believe that CIT programs can improve
the lives of millions of Americans living with disabilities. Your ef-
forts to help make awareness and funding for CIT programs across
our Nation are imperative.

Thank you very much.

[The prepared statement of Sergeant Paul appears as a submis-
sion for the record.]

Chairman DURBIN. Thanks, Sergeant.

Judge Quam.

STATEMENT OF HON. JAY M. QUAM, JUDGE, FOURTH JUDI-
CIAL DISTRICT OF MINNESOTA, MINNEAPOLIS, MINNESOTA

Judge QuaM. Thank you, Senator Durbin and Ranking Member
Cruz and Senator Franken. As Senator Franken said, my name is
Jay Quam, and I have been a Hennepin County District Court
judge for a little more than 7% years. During that time, I have
seen the disproportionate number of people with mental health
conditions come into all areas of the court system. But the area of
the court system where they come in with the greatest number and
with the greatest tragedy and heartbreak is in the criminal justice
system. And what that means is that people with mental health
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conditions are too often brought to jail and then too often are left
to languish there.

You know the statistics. You talked about some of them. But
when I am in court, they are not statistics to me. They are people
like Kevin Earley, Peter’s son; or Jason Moore, who was an All-
America wrestler with a promising future before schizophrenia led
him to break his neck by smashing his head on a jail toilet; or Mi-
chael Schuler, who stabbed his eyes out with a pencil.

These are people to me, and they are people whose lives have
been shattered by a disease they did not deserve, that they cannot
control, and for which they are not able to receive adequate treat-
ment.

This is obviously a very complex problem that is deeply embed-
ded in all of our communities. There is no simple, there is no easy,
and there is certainly no inexpensive solution. But what I would
suggest is that the Justice and Mental Health Collaboration Act is
an excellent step in the right direction. And it is an excellent step
in the right direction because it starts with the premise that the
best way to keep people from languishing in jail is to keep them
from being brought there in the first place.

You already know about the CIT training. That initial point of
contact can mean life or death. But it does not end there. The sad
reality is that in most of our communities, when law enforcement
encounters someone in mental health crisis, they have got three op-
tions:

One is to leave them there, which is typically not really an op-
tion.

A second is to bring them to the local emergency room, which,
as you know, is an incredibly expensive option, but it very rarely
leads to productive, successful outcomes.

That leave the jail. And as you have heard and as you have seen,
the jail cannot provide adequate mental health treatment for peo-
ple with mental health conditions.

The Justice and Mental Health Collaboration Act looks at a
fourth option, and that option is a facility. I call it a “mental health
hub,” “crisis dropoff,” “central receiving center.” Those are the
terms that you use for a facility where someone who is in law en-
forcement who has encountered someone in crisis can bring some-
one and then get back on the street and do what they do best, and
that is, keep our streets safe. That hub, as what I call it, has men-
tal health professionals who can stabilize a person when necessary,
assess them to figure out what condition is going on; provide appro-
priate treatment of them; and when it is safe and appropriate to
do so, place them in the community so they do not have to go to
jail, and then follow them with the resources that they need to stay
there. It is a concept that has great viability and, in fact, in Min-
nesota, there is legislation that is putting together a working group
that is tasked with proposing a mental health center.

But it is not just successful in concept. There are some commu-
nities that have actually implemented this, including in Orange
County, they have what is called a “central receiving center,” and
it has been in existence for over 10 years. And in that 10-year pe-
riod, they have gathered statistics, and they are amazing. They
have served 47,000 people. They have saved over 100,000 jail bed
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days at a cost of somewhere of $20 million or more. They have
saved 22,000 emergency room bed days, saving, depending on how
you calculate it, somewhere between $17 and $44 million, all while
allowing law enforcement a dropoff time of 12 minutes or less. So
I would say mental health hubs should be a central part of any so-
lution going forward.

But, of course, some people are going to go to jail, and what you
have already recognized, Senator Durbin, is that we need to be able
to interact with those folks as soon as we can; and when we can
safely and effectively divert them back to the community through
mental health courts or veterans courts, we should do that. You
have already expressed better than I can how effective they are,
but what I can tell you is they are effective at giving people the
lives that they deserve.

So I urge you to continue to look not just at the initial point of
contact but at every point through the process where you can work
with people, find appropriate alternatives, and get them into the
1community so they can have happy, successful, and meaningful
ives.

Thank you.

[The prepared statement of Judge Quam appears as a submis-
sion for the record.]

Chairman DURBIN. Thanks, Judge.

Mr. Earley.

STATEMENT OF PETE EARLEY, AUTHOR, FAIRFAX, VIRGINIA

Mr. EARLEY. Thank you, Chairman Durbin and Ranking Member
Cruz, for holding the hearing. Thank you, Senator Franken, for
being here.

“How would you feel, Dad, if someone you loved killed himself?”
My college-age son asked me that question when we were racing
from New York City, Manhattan, to Fairfax County, Virginia,
where I live. My son, Kevin, had been diagnosed with a mental ill-
ness, bipolar disorder, a year earlier but he had stopped taking his
pills. When I picked him up in New York, he had been wandering
across that city for 5 days. He had barely slept. He had not eaten.
He was convinced God had him on some secret mission.

When we got to the emergency room, the nurse rolled her eyes
because Kevin was talking about how God had him on his mission,
and he said, “Pills are poison.” We were taken into a room. We
were being separated from everyone else. We sat there for 4 hours.

Finally, Kevin said, “Nothing is wrong with me. I am leaving.”
I went outside. I literally grabbed a doctor. I will never forget how
he came in that room. He came in with his hands up as if he were
surrendering. He said, “I am sorry, Mr. Earley. I cannot help your
son.” I said, “You have not even questioned him, investigated,
asked him anything.” It did not matter. Virginia law was very clear
at the time. Unless you were in imminent danger, you could not
be forced into any treatment. You could not be required to take any
pills. And my son had said he thought pills were poison. The fact
we had been sitting there for 4 hours meant there was no danger.
So I was told, “Bring your son back after he tries to kill you or kill
someone else.”
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I took my son home. Forty-eight hours later, I saw him sink
deeper and deeper into a mental abyss. He slipped out of my house.
He slipped out early, broke into a stranger’s house. Luckily no one
was there. It took five police officers to get him out, and an attack
dog. He was charged with two felonies: breaking and entering, and
destruction of property.

I was so frustrated. Virginia law had kept me from getting him
help when he needed it, now wanted to punish him for a crime he
committed when he was not thinking clearly.

I am a journalist. I decided to investigate this. I discovered this
is not an aberration. As has been said before, right now as we are
sitting here, there are 365,000 people with schizophrenia, major de-
pression, and bipolar disorder in our jails and prisons. In 44 States,
there are more people in jails and prisons than there are in State
mental hospitals.

I spent 10 months in the Miami-Dade County jail following peo-
ple through to see what happened to them if they had mental ill-
ness. Who are these prisoners? They are people like my son. They
were not Hannibal Lecter serial killers. They were crowded into
cells built for two prisoners. Beatings by guards were common. It
was barbaric.

My son got 2 years of probation. He did great. As soon as his 2
years ended, he quit taking his medication. I could see he was slip-
ping. I called the Fairfax County Crisis Response Team. They said,
“Is he dangerous?” I said, “No.” “Call us when he is dangerous.”

The night he became violent, I called them. They said, “Oh, he
is violent? We do not come if he is violent. Call the police.”

The police came. They shot my son twice with a taser and hog-
tied him and took him away and said, “Do you want to file
charges?” I was so outraged.

The last time my son had a mental breakdown was a holiday. He
was afraid I would call the police. He jumped in his car, he took
off. He ran out of gas in North Carolina. He called me. He could
not get out of that car because he was hearing voices that said if
he got out, he would die.

I arranged for him to get gas. He drove, psychotic, up 95. He got
home. We went to a safe house. He said, “I do not want to take
pills. Just take me somewhere safe.” He got up in the middle of the
night. He took off all of his clothes because he thought that made
him invisible.

But listen to what happened to him this time. This time, a CIT-
trained police officer picked him up, and my son said, “Please do
not handcuff me.” The officer said, “I can use my discretion.” He
treated him with respect. He took him to the hospital, and I was
told that when the doctor said, “Well, he is not really dangerous,”
the CIT officer said—and I do not recommend this—“Well, maybe
I will take him to your front yard and let him loose.” At that point
my son was admitted. He got a case manager, Cynthia Anderson,
who is sitting down here in the cowboy boots next to my son,
Kevin. She said to him, “Why don’t you take your meds?” She got
him with a doctor who actually talked to my son. They found a
medication that actually helped him, a low dose. She said, “Why
don’t you live with somebody besides your father?” She got him into
housing with two people with schizophrenia.
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She said, “What do you want to do with your life?” He said,
“Well, I have a mental illness. What can I do?” She said, “Do not
say that. Control the illness. Do not let it control you.”

He became a peer-to-peer specialist, a person with mental illness
who actually goes and helps other people with mental illness. He
is part of our Fairfax Jail Diversion team right now. In fact, he
holds two jobs. He works on weekends at a movie theater as an as-
sistant manager. He lives in his own apartment, pays taxes, and
has not had a relapse in 6 years.

My son is an example of what can happen when a person with
a severe mental illness is given the tools that he needs to recover.
Crisis Intervention Training literally saved his life. Jail diversion,
mental health courts, re-entry programs, all of these help persons
avoid costly and unnecessary jail and prison sentences. But we
need more. We need social workers like Cynthia Anderson to get
him supportive housing, meaningful treatment, jobs, and, most im-
portantly, give them hope.

As a board member of the Corporation for Supportive Housing,
I have seen hundreds of Kevins recover when they simply just get
a safe place to live. There should be no shame in having a mental
illness. There should only be shame in us not helping them. And,
sadly, our Nation has much to be ashamed about.

Thank you.

[The prepared statement of Mr. Earley appears as a submission
for the record.]

Chairman DURBIN. Ms. Saylor.

STATEMENT OF PATTI SAYLOR, FREDERICK, MARYLAND

Ms. SAYLOR. Thank you, Chairman Durbin and Ranking Member
Cruz and Senator Franken. Thank you for being here to listen.

I am really excited that this Committee is interested in this sub-
ject matter that is so dear to my heart. I have a bit of a different
story. As Ethan’s mother—Ethan was not mentally ill. Ethan was
born with Down syndrome, which is a completely different issue.
He had limited cognitive ability.

I want to tell you that I am here as a grieving mother. It has
been 14 months. I am not sure that it will ever stop. My family is
here, Ethan’s cousins, aunts, uncles. We are all still grieving very
much for our Ethan.

I want to tell you a little bit about him if you have never met
someone with Down syndrome before. Of course, everyone with
Down syndrome is their individual person. No two people are alike,
just as we are not alike. But Ethan was the most loving, compas-
sionate person on the planet. No one ever met Ethan that did not
walk away with a smile.

He had his challenges. He was frustrated a lot in life. Most of
his challenges came from the world not understanding him, not
valuing him, wanting things that other people had that he could
not have—a wife, a college education, a driver’s license. So he dealt
with a lot of frustration.

He had quite a few passions in life. We have over 500 pictures
on my computer right now that people have sent and I have looked
at, and I have looked at everything from his lifetime. And his pas-
sions become very clear when you look at it. Law enforcement was
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one of his passions. Ethan has an entire collection of law enforce-
ment badges and hats and memorabilia that law enforcement offi-
cers would give to him.

Law enforcement was never called to respond to Ethan. Ethan
called law enforcement on a daily basis because he wanted a job,
he wanted to know if they had a dog, he wanted to see their gun,
and mostly he just wanted to be friends with the law enforcement
officer.

As he got older, that expanded to CSI, FBI, NCIS, Secret Service,
and we have a million stories which we like to sit around talking
about Ethan’s stories because they bring us so much joy in our life.

We live in Frederick County, which is obviously where Camp
David is. I worked as a camp nurse across the way at a camp for
kids with special needs. And my family was there. Ethan, of course,
being independent and strong-willed and lacking total judgment,
decides he is going to go visit the President, the sitting President
at the time, and I tried to explain to him that that would not be
a good idea, that he could get hurt if he did that.

Well, he disappeared and kind of wandered away, and I knew
right where he had gone. So, luckily, the Park Service brought him
back. But when I had a conversation with Ethan, I said, “Honey,
they are not going to know that it is you.” He said, “But, Mommy,
I am a good guy. I am a good guy. It is okay. I will not hurt the
President.” And that is what he thought. He did not realize what
would happen to him or how people would perceive him.

On January 12, 2013, Ethan went to the movie theater. He went
to the movies in our town all the time. He had supports. He bene-
fited from a Medicaid waiver. He had private insurance, lots of
family, lots of community support, and he had Government benefits
as well. So he had a lot of support, and his support staff was with
him, his support staff that was loving, kind, loved him, and he
loved her. He had a great say in who he hired.

When he did not pay for the second ticket when he went back
into the theater, the theater manager called security. Security were
three off-duty sheriff's deputies. They went into the theater after
his aide had told them that he had Down syndrome, that I was 5
minutes from the theater, I would help him transition to coming
home, or help him stay, and that she could get him out if he need-
ed to leave. They disregarded her and told her to stay out of the
viewing area. They went in. The one officer approached him, nicely
at first, but demanded that he leave. Ethan was trying to buy a
ticket using his cell phone. He had no money. He did not drive for
himself. He needed to depend on others to get the things he wanted
in life, and he wanted to stay and watch the movie.

The officers proceeded to physically remove him from the theater,
dragged him from his seat, tried to handcuff him. When that did
not work while he was standing, they placed him on the ground,
prone restraint, put handcuffs on, and my son died of asphyxiation
on that floor of that movie theater for that $10 movie ticket.

Ethan was not escalated. He was not threatening. He was not in
crisis. He had a problem that needed solving. How do I stay and
watch the movie when my aide is telling me it is time to go home?
I would have solved that problem in literally absolutely 5 minutes.
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Since then, we have done a lot of advocacy in Maryland. We are
talking about training. The Governor of Maryland has written an
executive order that established a commission to look at law en-
forcement policy, and we are really looking to change things in the
State of Maryland, and you could be extremely helpful in the Fed-
eral level.

[The prepared statement of Ms. Saylor appears as a submission
for the record.]

Chairman DURBIN. Thank you very much, Ms. Saylor.

The testimony from this panel has been so touching, and I am
sure all the Senators feel moved by what you have had to tell us.

Mr. Wysinger, when you take a look at 1,100 or 1,800—I have
forgotten the exact number—of the officers in the Chicago Police
Department who have CIT training, it really raises a question
about those that do not, those who are not new recruits and do not
go through the 40-hour course.

Do you have any estimate of what it would cost your police de-
partment, our police department, to give training to all of those
who come in contact with the public?

Mr. WYSINGER. No, Mr. Chair, I do not have an overall cost of
what it would cost to train everyone. But in addition to the new
officers, we do send some officers back for refresher courses. The
new recruits coming through get 4 hours of training, and we also
send officers that have taken the basic training to our advanced 40-
hour course. So I would probably have to get back with you with
a monetary answer to that, and that I will do, sir.

Chairman DURBIN. I wish you would.

[The information referred to appears as a submission for the
record.]

Chairman DURBIN. Sergeant Paul, what a great testimony you
gave us. You implemented a program where your police officers in
Plano go to the homes of children with developmental disabilities
and interact with the kids so that they can establish a comfort
level between the police officers and those with disabilities. Can
you explain this program and how you happened to bring it to
Plano?

Sergeant PAUL. Yes, sir. We know that a lot of this population
have a fight-or-flight response to police officers, just their presence
and the uniform, the badge, the gun, the police car. So we thought
that we had a program where we could be proactive, meet the child
or even young adult at their place, communicate in the means in
which they communicate, that we are here to help.

One of the issues in the autism world is wandering, and a lot of
times we are looking for the child in our police cars with our PA
systems, and we have got experience where the child stayed
hunkered down. So we were looking for not only the fight-or-flight
response when we make contact with them, but also to allow us to
find them when they go wandering.

So it was just an effort on our part to bring a program, to be
proactive so that that population will have more comfort with uni-
formed officers. Yes, sir.

Chairman DURBIN. Thank you.

Mr. Earley, when you observed the Miami-Dade criminal justice
system, you concluded that 97 chronically mentally ill people in
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that community accounted for 2,200 arrests, 27,000 days in jail,
13,000 days in crisis units, at a cost to the city of $13 million over
5 years, demonstrating that an uncommonly small number of
chronically mentally ill people were consuming a large amount of
law enforcement resources.

What approaches have you seen that address this issue of re-
peat—if others who are not speaking would turn off their mics,
maybe that will help. Thank you.

What approaches have you seen that successfully address the
problem of repeat mentally ill offenders?

Mr. EARLEY. Thank you, Senator Durbin. Wrap-around services,
intensive services, assertive community treatment, where the treat-
ment team goes to the person who has a mental illness, instead of
handing someone who has a mental illness, who probably does not
even have a watch, if they are one of the hard-core homeless per-
sons who are on the street, and telling, “Go here for this appoint-
ment,” and “Go here for this appointment,” they actually go in.
That along with housing first are essential. The key is CIT, getting
an intervention, then getting those persons into the right program
that can actually help them.

I am glad you brought up the Miami jail. A hundred thousand
dollars a day they are spending there. For one-third that, you could
provide housing first, which takes a person whether they have ad-
diction or mental illness and says, “We are going to give you a roof
first. Then we will deal with your addiction,” and an ACT team,
someone who can come in and say, “This is how we are going to
help you. Why don’t you take medication? Have you thought about
jobs?” Those are the most successful.

Chairman DURBIN. Ms. Saylor, one of the parts of the tragedy in-
volving your son is a different aspect than what we have talked
about so far. Admittedly, the three security officers that you re-
ferred to at the movie theater had some capacity in another part
of their lives in law enforcement, but they were private security
guards in this circumstance here.

What have you learned about their training before in their law
enforcement capacity and whether they had any exposure to coun-
seling or training in dealing with mentally ill people? And what
can you say about those who are in the private sector security
world?

Ms. SAYLOR. The three officers were sheriff county deputies
working as security guards for the mall, and they had a short
training in mental illness. But to our knowledge, they had no train-
ing in interacting with someone with an intellectual disability or a
developmental disability such as Down syndrome. So we are not
aware of any training that they had had.

Chairman DURBIN. That is an important distinction and one
which I had not thought about and should, and I am glad that you
brought that up as part of it.

Senator Cruz.

OPENING STATEMENT OF HON. TED CRUZ,
A U.S. SENATOR FROM THE STATE OF TEXAS

Senator CRUZ. Thank you, Mr. Chairman, and I want to thank
each of the members of the panel for being here and for sharing
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your testimony. In particular, Ms. Saylor, I want to thank you for
sharing what I know is a heartbreaking experience as a mother,
and let me say I am sorry for your loss.

Mental illness and mental disability are challenges we face in
our society and face far too many. It has been reported about 6 per-
cent of the population or 1 in 17 Americans suffer from a serious
mental illness. About 200,000 of the mentally ill right now are
homeless. About 125,000 are incarcerated in jails. And our re-
sources to deal with that challenge are diminishing, and so I appre-
ciate each of you highlighting the problem, highlighting the need
for more attention to care for those with mental illness, to provide
treatment, and to help those who are able to live to the maximum
degree with independence and self-respect and dignity.

In my family, my grandmother suffered from Alzheimer’s, and for
over a decade we saw her faculties diminish to the point where
they were altogether gone. So I have seen firsthand in my family
how challenging it can be to deal with a person who no longer has
the capacity to interact in a way to take care of herself, and that
was a very challenging thing for my family.

I wanted to ask, Ms. Saylor, having gone through what you went
through, looking forward what do you think law enforcement can
do and should do to prevent future tragedies like the tragedy that
happening to your son?
th. SAYLOR. Well, I have thought of that a lot, and I think two
things.

I think, first of all, we need to build the capacity in the commu-
nities for relationship between law enforcement and people with in-
tellectual and developmental disabilities. If we have a relationship,
we are less likely to hurt each other, and there would be a greater
understanding that a person with Down syndrome that may be re-
fusing to get up out of their seat is really not questioning the offi-
cer’s authority. Two different issues. So I think that we need to
look at activities to build capacity relationship.

Second, obviously law enforcement needs to have training. But
with that training, it needs to be dispelling some myths and as-
sumptions, because there was an assumption that my son might be
violent or harmful. It did not exist. That was not the issue. So get-
ting rid of some assumptions and stereotypes along then with the
training, like Senator Paul has talked about—I mean, Senator
Paul? Officer Paul.

Senator CRUZ. Perhaps one day Sergeant Paul will join us as
Senator Paul.

[Laughter.]

Sergeant PAUL. Thank you very much.

Senator CRUZ. Well, and let me take that opportunity to shift to
Sergeant Paul. First of all, I just want to thank you for your years
of service as a police officer in the great State of Texas.

Sergeant PAUL. Thank you.

Senator CRUZ. Before you became an instructor with the Dallas
Police Department’s Crisis Intervention Team and coordinator for
the Plano Police Department’s Crisis Intervention Team, what sort
of training or protocols were given to police officers when inter-
acting with an individual with mental disabilities or mental ill-
ness?
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Sergeant PAUL. Throughout my career, we have had different
pieces of active listening skills, verbal judo, these sort of things,
a]I;d they kind of skirted the disability community and substance
abuse.

I think one of the issues is from day one of the police academy,
and rightfully so, officers have to be trained to control their envi-
ronment. They have to use escalation of force to control their envi-
ronment. That is what keeps them safe. And they are taught that
throughout the whole academy and then in field training.

The issue comes, some of those same techniques that we are
trained in the academy can aggravate someone in crisis. And so
communications I think is one of the keys to this for our depart-
ment. If we can communicate with our community, that we have
CIT officers, that we do have the training, if you can get that infor-
mation to us as quickly as you call in to the 911 dispatch or if the
public suspects that there is mental illness, while that officer is
still going to control his environment, he can shift into that CIT
mode a lot quicker and start using some of those skills, giving some
control back to the person so that we can start that de-escalation
of that situation and then they can resolve the situation.

Senator CRUZ. Right now what percentage of officers would you
say have some significant CIT training?

Sergeant PAUL. With about 2,800 police departments in our Na-
tion with CIT programs—and you are talking about usually major
police departments—that would seem like a high number. I think
the issue, though, with 14,000 local police departments, we are
missing a lot of those officers, a lot of those agencies.

In our department, we decided to train all of our first responders,
our school resource officers, our hostage negotiators, our neighbor-
hood police officers; anyone who might be the first responder on a
scene of an incident, they are going to be required to go through
the 40-hour training. I will get back with you on the number of offi-
cers.

Senator CRUZ. Mr. Wysinger, do you have anything to add from
the perspective of Chicago on that same question?

Mr. WYSINGER. I would have to agree with Sergeant Paul’s anal-
ogy. I think the more officers that we actually have trained and
able to respond to situations makes for a better environment for
public safety. We have implemented a process in Chicago where
our dispatchers are actually trained, so they know which officers
have gone through the CIT training and they can actually screen
some of the calls to ensure that if a call is warranted of a CIT offi-
cer, the officer is immediately dispatched to try to help de-escalate
the situation before it even rises to a level of use of force. So using
that CIT training, being able to dispatch them to the scene first ac-
tually goes a long way with ensuring that the public is safe.

Senator CRUZ. Thank you very much.

Chairman DURBIN. Senator Franken.

Senator FRANKEN. I want to thank all the witnesses for being
here today, especially Mr. Earley and Ms. Saylor. I know that the
experiences you related are very difficult, especially for you, Ms.
Saylor, and very difficult but a good outcome for Mr. Earley, which
is inspiring. And I know your stories will help a lot of people know
that they are not alone and hopefully will enable Congress to make
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the reforms that we need, including more crisis intervention train-
ing.

Thank you for what you do, Sergeant Paul.

You know, I will just try to tell this as fast as possible. I went
to the Columbia Heights Police Department, and it is a suburb in
the Twin Cities, and they had had CIT training. And I asked, first
of all, give me some idea of what the effect had been, and the sher-
iff was not there, but the county attorney was, and he apologized
for the sheriff not being there. He had to do something. And he
said, well, the day after he got the CIT training, he did not kill a
guy he would have killed.

So I just turned to a police officer, a woman police officer, and
said, “Could I get a more garden variety example?” You know, and
she said, “Okay, garden variety.” She was a policewoman. She said,
“Garden variety. Okay. I do not know. About 3, 4 months ago I was
out on the street, and I heard a woman screaming, and I thought
it was some domestic violence thing. But she was just screaming,
and then she went to this railing on a wall leading down to a play-
ground, and I recognized what was going on, kind of.” And she
said, “By the way, CIT training is something I use every day. I will
probably holster my gun once in my career, but it is something I
use every day.” And she said, “I was able to talk this woman, if
she had dropped”—she had threatened to drop, to let go, and if she
had done that, she would have gotten—I do not know if she would
have gotten killed. She would have gotten very badly hurt. She
talked her off. She said that she had been sexually abused as a
child and that the abuser was back in her—had come back. He had
left and had come back in her life. And then she said, “I told her,
T think I can get you some help.”” She referred her to the commu-
nity mental health services.

She said, “About 2 months later, I was working a community
fair. A woman came up to me and said, “Thank you. You saved my
life.”” And I said, “Okay, that is the garden variety story.” That is
the garden variety story.

So thank you for—I really do believe that we need to have CIT
training for every law enforcement official. I think it should be in
the Justice and Mental Health Collaboration Act, which, thank
you, Sergeant Paul, for endorsing and thank you all, Mr. Quam, for
endorsing today in your testimonies. It would do that. It would give
that in academies and other training for officers.

I have also heard from corrections officers what a difference it
makes in, you know, the—I was in St. Cloud State Prison where
they were talking about the different—I remember one officer say-
ing, one of the corrections officers saying to me, “You know those
things on TV on the weekend where they show these guys have to
suit up because somebody is out of control, and they put on masks
and they put on gear and go in there. Sometimes all you have to
do is talk to the person, and it saves a lot of wear and tear.”

But let us talk about after the crisis intervention training. Judge
Quam, you run a mental health court, and what is the difference—
what does that do in terms of outcomes, in terms of outcomes for
them and for us, for everyone? What is the outcome of having that
and hopefully veterans courts, et cetera?
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Judge QuUAM. Thank you, Senator Franken. There are two dif-
ferent mental health courts: one is a commitment court where
there is civil commitment; the other is what more people know, and
that is the—we call them “problem-solving mental health courts.”
And the statistics nationwide, not just in Hennepin County, are
phenomenal for the effectiveness of courts like mental health court
and veterans courts. And they work because they provide what Mr.
Earley suggested they need, and that is the services that someone
needs in order to survive and thrive out in the community. That
is one component.

The other component that makes it effective is intensive judicial
supervision. So there are a lot of check-ins, there is a lot of moni-
toring, and there is always the threat of incarceration if the person
is not following the path that they need.

When you combine those two components, the statistics are
amazing. I cannot spout one off right now, but an incredibly high
percent of veterans, people with mental illness, people with drug
issues or dependencies can avoid reincarceration, have jobs, become
the types of people that they had the potential to become before
they became involved in a mental health or problem-solving court.

Senator FRANKEN. My time is up, and I know we have votes, but
the costs-benefits in terms of not just actual dollars to the taxpayer
but in terms of the lives, this is a more issue, too.

Mr. Chairman, can I ask Mr. Earley to speak to that?

Chairman DURBIN. Sure.

Senator FRANKEN. Or Judge, anyone on the panel, and then I am
done.

Mr. EARLEY. Well, I went into jail, and I saw people who could
have been my son, so it was very personal to me. And I also read
the statistics, and one of the statistics you were after, 85 percent
recidivism rate for persons with serious mental illness in jails and
prisons—85 percent; 80-percent recovery rate for those same people
if you give them—go through a mental health court, get into treat-
ment, have wrap-around services.

The point that Senator Durbin was making earlier about the
cost-benefit should be right on. We are spending that money. Sen-
ator Cruz talked about a lack of resources. We are already spend-
ing it. We are spending $30,000—in Miami, $35,000 a year to keep
those frequent flyers going back and forth. We are not getting any-
thing for it. Why not use that money for something that works?

Senator FRANKEN. Thank you all—or, Judge Quam?

Judge QuaM. If we have time, I have just got a short story that
brought the humane point to me. I was presiding over a commit-
ment case once, and I saw from the file it was a guy about my age.
He came into court. It was a guy who looked maybe 80 years old,
75 years old, had schizophrenia beginning somewhere when he was
in his 20s, spent most of his life on the streets or in jail or in home-
less shelters. He could not talk very well. It was a very short hear-
ing because of that. But he wanted to tell me something, and I told
him, “Once we are done here, your lawyer will talk to you, make
sure he knows what you said, and he will come and tell me.”

So a couple minutes later, the lawyer came in and said, “This
does not make any sense, but what he said was, 1 used to
skateboard with you.”” And you know what he meant by that? He
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actually used to skateboard with me. He was one of my high school
friends who I had parted ways with, became schizophrenic, and
had a completely different life than he deserved. And that was the
point where it hit home to me that this can happen to anyone.

Chairman DURBIN. Thank you to this panel, and thanks to Ms.
O’Donnell for being here earlier. We have left out a piece of this,
which we could hold and probably will hold a separate hearing.
Once incarcerated, what about the corrections officers? What hap-
pens in that setting?

Now, we have had hearings here about segregation in incarcer-
ation, which usually means once incarcerated for a crime, you com-
mit another crime while incarcerated. It turns out that many men-
tally ill people are destined to be found guilty of violating some
rules and conduct because of a lack of understanding on both sides,
from the corrections officer as well as the prisoner. And many
times it leads to segregation, which makes the mental illness even
worse. And then they are released, just to show the ultimate futil-
ity and inhumanity of the current system. So thank you for helping
to put a perspective on this and helping us to understand it.

We have so many organizations, over 100 organizations and indi-
viduals submitted statements for the record, and without objection,
I will make them part of the record.

[The statements appear as submissions for the record.]

Chairman DURBIN. I want to give a special shout-out to an indi-
vidual, Lucius Outlaw, on my staff, who has done a lot of work on
this hearing. He is an attorney on a 1-year detail from the Federal
Public Defender’s Office to this Subcommittee, and his detail is
ending soon. I want to thank him for his good work on this hearing
and in many other areas.

We are going to keep the record open, and if there are questions
from other Members, if you can respond to them in a timely fash-
ion, I would appreciate that very much.

Thank you all for attending today.

[Whereupon, at 11:13 a.m., the Subcommittee was adjourned.]

[Additional material submitted for the record follows.]
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Chairman Durbin, Ranking Member Cruz, and distinguished members of the
Subcommittee, thank you for this opportunity to discuss the Department of Justice’s
support of state and Jocal law enforcement responses to crisis incidents involving people

with disabilities and untreated mental illnesses.

T'am Denise E. O’Donnell, the Director of the Bureau of Justice Assistance (BJA), within
the Department’s Office of Justice Programs (OJP). BJA's mission is to provide policy
leadership, guidance, and support to state, local, and tribal partners in implementing
evidenced-based and promising programs and strategies to promote safer communities. |
am pleased to speak to you today about the strong commitment the Department, and BJA
specifically, has to law enforcement in their growing role as the first responders to crisis

incidents involving people with mental iliness and developmental disabilities.

The intersection of criminal justice and mental health has been a top priority in my
career. In addition to being an attorney, I hold a Master's Degree in Social Work and
worked as a social worker in a community mental health center. Prior to my
confirmation, I served as the New York State Deputy Secretary for Public Safety,
overseeing 11 homeland security and criminal justice agencies. In that capacity, 1 worked
closely with state and local criminal justice and mental health agencies to address the
growing mental health challenges in the criminal justice system. I also served as co-chair

of the New York State/New York City Mental Health~-Criminal Justice Panel, which
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issued a report making a number of recommendations to improve the public safety

response to persons with serious mental illness.

As the Director of BJA, one of my priorities is to invest in programs that improve justice
system response to encounters involving people with mental illness and with
developmental disabilities by utilizing and hightighting strategic and sustainable

approaches that incorporate evidence-based prevention and intervention strategies.

It is important to recognize an often misleading perception in society that individuals
with mental illness are violent. A person with a severe mental illness who has no history
of substance abuse or violence has the same likelihood of being violent as any member of
the general public. The risk of violence statistically attributable to serious mental illness
is estimated to be 3 to 5 percent.’ Because serious mental illness affects a smali
percentage of the population, it makes—at best—a very small impact on the overall level
of violence in society. In fact, people with serious mental illnesses are anywhere from
2.5 times to nearly 12 times more likely to be the victims rather than the perpetrators of

violence.

Despite these statistics about a lack of violent behavior, persons with serious mental
iliness make up a significantly disproportionate number of persons in our nations' jails.
According to a 2009 report in Psychiatric Services, of people booked into U.S. jails, 14.5
percent of men and 31 percent of women had a serious mental illness—rates in excess of
three to six times those found in the general population. Taken together, these numbers
comprise 16.9 percent of jail bookings“‘i A 2006 study from OJP’s Bureau of Justice
Statistics found that 64 percent of individuals incarcerated in jails had recently reported
symptoms of a mental health disorder or were recently diagnosed with or treated for a
mental disorder. About 24 percent of jail inmates reported symptoms of a psychotic

disorder.”

Similarly, BJA recently funded a study, Women’s Pathways to Juil: Examining Mental

Health, Trauma and Substance Abuse”™, which found that 32 percent of participants met
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the criteria for a serious mental iliness in the past year. Furthermore, the number of
women meeting criteria for multiple lifetime and current disorders was high, and the
prevalence of serious mental illness, Post Traumatic Stress Disorder, and substance use
disorders- as well as high rates for co-occurring disorders- suggests that female offenders
enter (or reenter) jail with substantial and often multiple mental health concerns and
consequently have complex treatment needs. The report has been distributed widely and
we hope that stakeholder groups of providers and policymakers in states and communities

will use the report to make data-driven policy decisions concerning this population.

Several state and local jurisdictions have shared data that paints a picture of the
challenges and successes that law enforcement faces around encounters with mentally il
individuals. The Tulsa Police Department has experienced a shortage of treatment
services for individuals with mental disorders in need of crisis care, requiring officers to
expend large amounts of time and resources transporting people to access treatment
across the state. A 2012 report found that in one year, Tulsa officers made 180 such
transports, with an average of 229 miles for each trip. In the first nine months of 2006,
the Los Angeles (CA) Police Department made 46,129 contacts with people who
displayed symptoms of mental disorders. The San Diego (CA) Police Department saw a
54percent increase in calls relating to mental health or suicide from 2008 to 2012. Ina
2009 survey of the 100 sheriff’s offices in North Carolina, the departments collectively
reported more than 32,000 trips to transport individuals for involuntary commitments to
psychiatric service providers. The median time for one transport was eight hours. In
2012, crisis intervention team officers from the Miami-Dade (FL) Police Department and
City of Miami Police Department responded to nearly 10,000 mental-health related calls,
resulting in over 2,100 diversions to crisis services and just 27 arrests.” These statistics
demonstrate both the need for increased community-based mental health services and the
need for improved methods for police to interact with people with mental illness and

local service providers.

We are grateful for the work of the Senate Judiciary Committee, and this Subcommittee

in raising awareness of crisis incidents involving people with disabilities and untreated
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mental illnesses. The Mentally 11l Offender Treatment and Crime Reduction Act
(MIOTCRA), signed into law in 2004, enabled BJA to take a leadership role in
addressing the intersection of criminal justice and mental health. MIOTCRA enabled
BJA to create the Justice and Mental Health Collaboration Program, which facilitates
collaboration among the criminal justice, juvenile justice, and mental health and
substance abuse treatment systems to improve access to effective treatment for people

with mental disorders and to increase public safcty.

Justice and Mental Health Collaboration Program

Since 2006, BJA has awarded 287 Justice and Mental Health Collaboration Program
grants to sites that span 49 U.S. states and territories, tribal governments, and the District
of Columbia. Grant recipients may use the grants for a broad range of activities, including
crisis intervention teams and other specialized law-enforcement-based responses; mental
health courts; mental health and substance abuse treatment for individuals who are
incarcerated or involved in the criminal justice system; community reentry services; and
cross-training of criminal justice and mental health personnel. Underscoring the
collaborative nature of this program, all grants require a joint application from a mental
health agency and unit of government responsible for criminal and/or juvenile justice

activities.

The Justice and Mental Health Collaboration Program has helped BJA identify promising
models to respond to this vulnerable population and approaches that are effectively

support law enforcement and other components of the criminal justice system.

Improving Outcomes for People with Mental Ilinesses Involved with New York
City’s Criminal Court and Correction Systems

For example the Justice and Mental Health Collaboration Program funds research that is
put into direct action. In New York City, where even as crime has decreased and the jail
population has declined, people with mental iflness continue to represent an increasing
percentage of the City’s jail population (less than 25 percent of the average daily
population in 2005 vs. about 33 percent in 2011)." In December 2012, BJA, through the
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Justice and Mental Health Collaboration Program, funded the Council of State
Governments Justice Center to analyze individuals with mental health needs booked into
Rikers Island Correctional Facility. The Center developed the report [mproving

Qutcomes for People with Mental Illnesses Involved with New York City’s Criminal

Court and Correction Systems.

The report found that inmates with mental ilinesses stayed in jail nearly twice as long—
an average of 112 days compared with 61 days—in part because people with mental
ilinesses were less likely to make bail and took longer to do so when they did. Based on
the recommendations outlined in this report, in December 2013, New York City officials
planned, funded, and are currently implementing “Court-based Intervention and Resource
Teams” in each city borough. The teams will receive, collect, and quickly transmit
accurate information about a defendant’s risk of flight, risk of re-offense and mental
health and substance abuse treatment needs to inform pretrial, plea, and sentencing
decision making and to facilitate timely connection to appropriate community-based
supervision and treatment. The lessons learned from this initiative can serve as a model
for other jurisdictions. This initiative also highlights the consequences of not having a
specialized law enforcement response to divert individuals with mental illnesses as early

as possible.

Since the inception of the Justice and Mental Health Collaboration Program, 74 grants
(26 percent of the total 287 awards) have been awarded directly to a police or sheriff’s
department as the criminal justice co-applicant. For example, the Los Angeles Police
Department (LAPD) utilizes specially trained officers and clinicians from the Los
Angeles County Department of Mental Health (LADMH). Together, these departments

manage incidents involving people suffering from mental health crisis.

National Law Enforcement/Mental Health Learning Sites

In recognition of their innovative and effective program, BJA has selected the LAPD,
along with five other jurisdictions -- Houston (TX) Police Department; Madison (W)
Police Department; Portland (ME) Police Department; Salt Lake City (UT) Police
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Department; and University of Florida Police Department -- who have successfully
implemented innovative strategies, to act as national law enforcement/mental health
learning sites—agencies that will help other jurisdictions across the country improve their
responses to people with mental illnesses. The six learning sites host site visits from
interested colleagues and other local and state government officials, answer questions
from the field, and work with the Council of State Governments Justice Center staff to
develop materials for practitioners and their community partners. To date, over 584

jurisdictions across the country have requested to visit the learning sites.

Crisis Intervention Team Responses

BJA Justice and Mental Health Collaboration Program grants also support jurisdictions
implementing Crisis Intervention Teams, an innovative first-responder model of police-
based crisis intervention with community, health care, and advocacy partnerships. There
are over 2,800 Crisis Intervention Teams programs nationwide that are built on local
partnerships between law enforcement agencies, mental health providers and advocates.
They involve individuals living with mental ilinesses and families at all levels of
decision-making and planning. Crisis Intervention Teams provide law enforcement-
based crisis intervention training on assisting individuals with mental illness and a forum

for partner organizations to coordinate diversion from jails to mental health services.

In many communities, Crisis Intervention Teams (CIT) have served as a springboard for
a broader collaboration between the criminal justice and mental health systems. These
programs have included partners from the juvenile justice system, schools, courts,
corrections, homeless services, children’s mental health services, the Department of
Veterans Affairs and others. Many CIT programs have begun to offer trainings to
correctional officers, dispatchers, EMTs, firefighters, school resource officers, hospital
safety officers and others. There are also CIT programs that offer specialized trainings

focused on responding to youth and veterans.

One example of an innovative CIT program supported through the Justice and Mental

Health Collaboration Program, is a partnership between the Allegheny County Office of
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Behavioral Health and the Pittsburgh Police Department. As part of the CIT program, the
County established a triage site, which serves as a resource for law enforcement officers
who respond to people in mental health crisis. The Resolve Crisis Network (Resolve)
provides round-the-clock, mental heaith crisis intervention and stabilization services.
Relying on a staff of 150 crisis-trained psychiatrists, counselors, crisis nurses, crisis
service coordinators, and peer support staff. Resolve provides multiple crisis services 24
hours a day, 365 days a year, including a telephone hotline, mobile dispatch unit, walk in

services, and residential services for up to 72 hours.

Looking to support broader implementation of CITs across the country, BJA has
partnered with the University of Memphis and the University of lllinois to create a
national CIT standardized curriculum for a 40-hour, classroom-based in-person course
for patrol officers and dispatch personnel. Training for officers will consist of didactics
and lectures conveying specialized knowledge pertaining to mental illness, mental health
patients, suicide prevention, and family/community perspectives. There will be on-site
visits with mental health patients to help officers become more familiar with this
constituency, and a range of scenario-based practical skills training elements. Dispatchers
will receive training on proper receiving and dispatch of calls involving individuals in

mental health crisis.

The Civil Rights Division at the Department of Justice supports the use of CIT and other
de-escalation and collaborative methods as a means for law enforcement agencies to
avoid civil rights violations and improper uses of force toward people with disabilities.
The Civil Rights Division has included CIT as part of the remedy in civil rights
settlements in various cities. These settlements are resulting in substantially improved

outcomes in police interactions with people with disabilities.
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Specialized policing responses for people with mental illnesses
In addition to local initiatives like CIT, BJA has also supported efforts on a statewide
level to strategically implement coordinated initiatives tailored to the unique needs of the

local community. The BJA-supported publication, Statewide Law Enforcement/Mental

Health Efforts: Strategies to Support and Sustain Local Initiatives, highlights statewide

initiatives for supporting local-level specialized policing responses for people with
mental illnesses. Specialized policing responses are designed to help individuals in crisis
connect to community-based treatment and supports, when appropriate, instead of

becoming involved in the criminal justice system.

Law Enforcement—Mental Health Collection Data Practices for Specialized Policing
Response (SPR) Programs

BJA has also funded efforts through the Council of State Governments Justice Center, in
partnership with the Police Executive Research Forum (PERF) to support the “Law
Enforcement-Mental Health Data Collection Practices for Specialized Policing Response
Programs” project. Working with three police jurisdictions, Cambridge Police
Department (MA), Delaware Police Department (OH) and Denver Police Department
(CO), the Justice Center is identifying data collection obstacles and developing a tailored

approach to improving the agencies’ data collection and use practices.

State Justice Assistance Grant funding supporting mental health efforts

In addition to this discretionary funding, some states use BJA administered JAG funding
to improve criminal justice response to individuals with mental illness. Pennsylvania is
using JAG funds to support the Mental Health and Justice Advisory Committee
(MHJAC) and the Mental Health and Justice Center of Excellence. The Center of
Excellence {(whose work is overseen by MHJAC) promotes the use of evidence-based
strategies for addressing the unique challenges associated with offenders with behavioral
health disorders. The Center of Excellence provides resources, information, and
technical assistance, and has conducted statewide and county specific systems-level
mappings to help decision makers understand how those with significant behavioral

health needs cycle through justice systems. This mapping process, known as the
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Sequential Intercept Model, helps decision makers get a better understanding of where,
within state and local justice systems, diversion ot treatment alternatives may produce the

highest return on investment and have a positive impact on public safety.

In addition to the work being performed at BJA, the Office of Community Oriented
PolicingvServices (COPS) has long recognized the importance of ensuring that law
enforcement has the requisite skills, knowledge, and sensitivity when encountering
persons with mental illness. COPS has also recently partnered with the National Alliance
on Mental lllness (NAM]I) to develop a model for communities to address the mental
lhealth needs of law enforcement and other first responders in the aftermath of a mass
casualty events, including school shootings. The project will address how law
enforcement and other local government agencies can intervene to assist officers and
other first responders who are experiencing PTSD symptoms. COPS and NAM] are
working directly with the town of Newtown, CT, as one stakeholder to gain feedback on
one community’s response to a mass casualty event, and develop resources that enable
other communities to address mental health needs of first responders in a timely and

effective way.

The Are’s National Center on Criminal Justice and Disability (NCCJID)

Although BJA devotes significant resources and attention to individuals with mental
illness who are involved with the criminal justice system, we also recognize that the
justice system needs targeted and strategic responses to individuals with intellectual or
developmental disabilities (1/DD). In 2013, BJA awarded funds to The Arc to create The
National Center on Criminal Justice and Disability (NCCJID). This is the first national
effort of its kind to bring together both victim and suspect/offender issues involving
people with intellectual or developmental disabilities. When fully developed, the National
Center on Criminal Justice and Disability will serve as a national clearinghouse and
online resource, as well as provide training and technical assistance in this important
area. Other DOJ partners such as the Office of Victims of Crime and the Division of

Civil Rights are also focused on the particular needs and vulnerabilities of
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developmentally disabled persons, and we believe the National Center will be an

important resource for all.

Conclusion

In conclusion, I would like to emphasize that we are leveraging a number of other BJA
funding resources that we have available to better serve persons with mental illness.
These resources include veterans’ treatment courts and other problem-solving courts,
Second Chance Act reentry programs, specifically the Second Chance Act Reentry
Program for Adult Offenders with Co-Occurring Substance Abuse and Mental Health
Disorders. These programs help support individuals with- mental iliness remain in the
community with supervision and access treatment when appropriate. They also improve
the transition for people with mental illness out of incarceration and facilitate the
successful return to their communities resulting in a reduction of recidivism. Along with
this statement, we are also submitting for the record a compendium of BJA funded

Justice and Mental Health Resources.

Mr. Chairman, Ranking Member Cruz, and Members of the Subcommittee, this
concludes my testimony. Thank you for the opportunity to testify today and I would be

glad to answer any questions you may have.

*Richard A. Friedman, “Violence and Mental lliness—How Strong is the Link?” New England Journal of
Medicine 355 no. 20 (2006), 2064-2066.

" Henry J. Steadman, Fred C. Qsher, Pamela Clark Robbins, Brian Case, and Steven Samuels, “Prevalence
of Serious Mental Itiness among Jail Inmates,” Psychiatric Services 60 (2009): 761-765.

" Doris J. James and Lauren E. Glaze, Mental Health Problems of Prison and Jail Inmates (Washington,
DC: Bureau of lustice Statistics, U.S. Department of Justice, 2006).

" Shannon M. Lynch, Dana D. DeHart, Joanne Belknap, and Bonnie L. Green, “Women’s Pathways to Jail:
The roles & omtersectopms pf serious mental illness & trauma” ( Washington, DC: Bureau of Justice
Assistance, U.S. Department of Justice, 2012).

* Steven Leifman, witness testimony at Congressional hearing “Where Have All the Patients Gone?
Examining the Psychiatric Bed Shortage,” March 26, 2014, available at
http://docs.house.gov/meetings/IF/IF02/20140326/101980/HHRG-113-1F02-Wstate-LeifmanS-
20140326.pdf.

" The Councit of State Governments Justice Center, Improving Outcomes for People with Mental llinesses
Involved with New York City's Criminal Court and Correction Systems, (2012), available ot
http://csgjusticecenter.org/wp-content/uploads/2013/05/CTBNY C-Court-Jail_7-cc.pdf.
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BJA-Funded Justice and Mental Health Resources

[ GRANT PROGRAMS

Justice and Mental Health Collaboration Program

MIOTCRA was signed into law by President Bush in 2004 and authorized a $50 million grant program to
be administered by DOJ. This law created the Justice and Mental Health Coltaboration Program {JMHCP)
to help states and counties design and implement collaborative efforts between criminal justice and
mental health systems.

In 2008, Congress reauthorized the MIOTCRA program for an additional five years. The reauthorization
bill also expanded training for law enforcement to identify and respond appropriately to individuals with
mental iiinesses, and supported the development of law enforcement receiving centers as alternatives
to jail booking, to assess individuals in custody for mental heaith and substance abuse treatment needs.

Funding History

S5 million in fiscal years 2006 and 2007
$6.5 million in fiscal year 2008

$10 million in fiscal year 2009

$12 mitlion in fiscal year 2010
$10,770,600 in fiscal year 2011

$9 miltion in fiscal year 2012

$9 million in fiscal year 2013

$8,250,000 in fiscal year 2014

PUBLICATIONS/REPORTS

Women’s pathways to jail: The roles & intersections of serious mental iliness & trauma

The rate of incarceration of women has increased substantially in recent decades, with a 31% increase
between 2000 and 2011. Female offenders appear to have different risk factors for offending than do
male offenders. In particular, female offenders report greater incidence of mental health problems and
serious mental iliness than do male offenders} and higher rates of substance dependence as well as
greater incidence of past physical and sexual abuse. Other researchers also have noted elevated rates
of experiences of interpersonal trauma, substance dependence, and associated symptoms of
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BJA-Funded Justice and Mental Heaith Resources

posttraumatic stress disorder in female offenders. This BJA-funded muiti-site study addresses critical
gaps in the literature by assessing the prevalence of serious mental iliness, posttraumatic stress
disorder, and substance use disorders in women in jail and pathways to jail for women with and without
serious mental illness. www.bja.gov/Publications/Women Pathways to Jail.pdf.

Intersection of the Criminal Justice and Mental Health Systems Publications

BIA has partnered with the Justice Center, and in many instances, other federal departments such as the
U.S. Department of Health and Human Services {HHS} and the U.S. Department of Labor {DOL}, to
publish and disseminate 15 publications related to the intersection of the criminal justice and mental
heaith systems.

Publications can be found on the Justice Center’s website here.

These publications are also listed below. Publications denoted with an asterisk {*) were also funded by
partner federal agencies.

For Law Enforcement:

e improving Responses to People with Mental llinesses: Tailoring Law Enforcement
Initiatives to individual Jurisdictions

* Improving Responses to People with Mental llinesses: The Essential Elements of a
Specialized Law Enforcement-Based Program

* mproving Responses to People with Mental ilinesses: Strategies for Effective Law
Enforcement Training '

For Courts:

¢ A Guide to Collecting Menta! Health Court Outcome Data

® A Guide to Mental Health Court Design and implementation

* A Guide to the Role of Crime Victims in Mental Health Courts*

* Improving Responses to People with Mental lilnesses: The Essential Elements of a
Mental Health Court

e Navigating the Mental Health Maze: A Guide for Court Practitioners

For Corrections/Community Corrections:

e Adults with Behavioral Health Needs Under Correctional Supervision: A Shared
Framework for Reducing Recidivism and Promoting Recovery*

e improving Outcomes for People with Mental lliness under Community Corrections
Supervision: A Guide to Research-Informed Policy and Practice*

1
hitp:/fcansensusproject.org/jc_publication



39

BJA-Funded Justice and Mental Health Resources

s Improving Responses to People with Mental llinesses: The Essential Elements of
Specialized Probation Initiatives™

For Victim Advocates/Service Providers:

s Responding to People Who Have Been Victimized by individuals with Mental linesses*
* Violence against Women with Mental lilness

For Generat Criminal Justice/Mental Health Professionals:

e Criminal Justice/Mental Health Consensus Project*
» Information Sharing in Criminal Justice/Mental Health Collaborations: Working with
HIPAA and Other Privacy Laws

National Policy Summit on Building Safer Communities: Improving Police Response to Persons with
Mental iiiness.

in May 2009, the International Association of Chiefs of Police {IACP}, in collaboration with BJA, JEHT
Foundation, and the Substance Abuse and Mental Health Services Administration of the Department of
Health and Human Services hosted a National Policy Summit on Building Safer Communities: improving
Police Response to Persons with Mental Hiness. The goal of the summit was to begin a dialogue
resulting in recommendations for local, state, federal, and tribal organizations that will improve the
safety of community members and law enforcement officers when responding to crisis calls involving a
person with mental iliness. These recommendations are intended to reduce trauma, injury, or death
during mental health crisis calls and to promote dialogue between law enforcement, community
providers, and partners that will sustain short and long term improvement in crisis call response,
treatment, and recovery around the United States. The final report is available at:
http://www.theiacp.org/PublicationsGuides/NationalPolicySummits/BuildingSaferCommunities/tabid/6

64/Default.aspx

WEBINARS

Since 2009, BJA, with additional support from other departments, has funded 30 webinars targeted at
criminal justice and mental health system stakeholders around the topics of criminal justice and mental
health. Webinars are unique in that they offer the ability to allow members of the field to interact with
one another and experts in the field, while saving on the cost of traveling to meet in parson. All
webinars supported by BJA, as well as other federal partners, are open to the public and stored on the
Justice Center’s website for distance-learning opportunities.
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Of particular note are the following webinars:

* Child Trauma and Juvenile Justice: Prevalence, Impact, and Treatment
e Iimproving Mental Health Court Response to Crime Victims
¢ Mental lliness and Violence

All Justice Center webinars can be found here®.

CURRICULA

Developing a Mental Health Court: An interdisciplinary Curriculum

BJA provided grant funds in 2010 to the Justice Center at the Council of State Governments to develop
an interdisciplinary mental heaith court curriculum. This curriculum brings together interviews with
experts from over 20 states into an accessible curriculum that includes both online and five elements.
The curricuium can also be adapted for diverse learning needs, including introductions to behavioral
health and criminal justice, discussion of the latest research from behavioral heaith and criminclogy,
program design decisions, and tips for program management and sustainability. The curriculum will be
online and availabie for use starting in January 2013 {http://learning.justicecenter.csg.org/ }. Technical
assistance will be available from the lustice Center for states and localities that are interested in using or

adapting the curriculum.

Law Enforcement Response to Special Populations:
s Community engagement, assessment, and implementation curriculum;
e Law enforcement response training curriculum; and
e Train the trainers curriculum.

The University of Mempbhis, in partnership with National Alfiance On Mental iliness {NAM!}, International
Association of Chiefs of Police {IACP}, and CiT international, has developed draft core elements curricula
which includes not only law enforcement response training and train the trainers, but also a curriculum
for community engagement, assessment, and implementation. The project includes a strategy for
participants and trainers to evaluate the curriculum by creating a nationai template for curriculum
evaluation using state and local programs to assist in identification of evaluation tools. The partner
organizations will provide on-going technical assistance with the goal of creating programs that are
permanent and self-sustaining. Please note that the curricula are still in development and not yet final,
but the draft is accessible at; http://cit. memphis. edu/bia.php

2
hitp://consensusproject.org/technical-assistance/webinars



41

BIA-Funded lustice and Mental Health Resources

Risk ASSESSMENT Toot

RNR Simutation Tool

This project is in the final stages of development of a RNR Simulation Tool that can assist local, state,
and/or federal agencies to use the risk-need-responsivity approach in practice through defining the type
and nature of correctional options available in their jurisdictions. This tool, which is stili in development,
will allow practitioners to assess the programs they already provide, based on intensity of liberty
restrictions, treatment offered, content, and quality. BJA is also supporting the development of a tool
that will allow practitioners to assess an individual’s programming needs based on risk and criminogenic
needs. The user will enter the individual’s risk level and the number of criminogenic needs he/she has,
then the tool will recommend programming for that individual. The tool is accessible at
http://www.gmuace.org/research _rnr.html
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Written Testimony of Alfonza Wysinger
First Deputy Superintendent, Chicago Police Department

Before the Senate Judiciary Subcommittee on the Constitution, Civil Rights, and Human
Rights

“Law Enforcement Responses to Disabled Americans: Promising Approaches for Protecting
Public Safety Hearing”

April 29%, 2014

Thank you Chairman Durbin for convening today’s hearing on Law Enforcement
Responses to Disabled Americans: Promising Approaches for Protecting Public Safety and

inviting me to testify.

Police in Chicago, as in many other metropolitan cities, have been receiving increasing
numbers of calls for service to respond to situations involving individuals with mental iliness
and co-occurring mental health and substance abuse disorders. All too often, these individuais
lack the access to mental health care providers and non-treatment resources they need to lead
healthy, law-abiding lives and to avoid becoming needlessly and inappropriately ensnared in
the criminal justice system. Many such police-involved calls bring police into contact with
veterans impacted by Post Traumatic Stress Disorder {PTSD} and/or Traumatic Brain Injury (TBI}
who face their own unique challenges in seeking treatment services and support, and with
youth in crisis in desperate need of de-escalation support and access to age-appropriate mentat

heaith and substance abuse services.
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Because law enforcement officers are generally the first responders to crisis events, it is
important to have individuals in law enforcement who can utilize effective strategies to ensure
public safety. The Crisis Intervention Team Training provides officers with education about
mental illness, as well as providing skills and tools for effectively and safely interacting with

someone who is experiencing crisis.

CIT in Chicago

The Chicago Police Department’s CIT Training is an in-depth 40-hour specialized course
of study for patrol law enforcement officers who, in addition to their regular service calls, will
be required to respond to crisis calls involving people with mental iliness. These officers will
use their knowledge and skills of mental iliness and substance abuse to effectively handle any
crisis and make the most appropriate disposition, which will best serve the individual and the

community.

The key components of the CIT course are:

« Officers are exposed to the basic dynamics of common types of mental illness. This
allows the officer to make quick decisions, utilizing options they have to resolve the

crisis.

e Officers are exposed to the experiences, viewpoints, and concerns of people with
mental illness {consumers}. Officers meet with consumers in community settings in

order to gain their perspective and learn from them.
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e Officers receive instruction and demonstrations in basic listening and responding skills
along with crisis intervention strategies. Real life scenarios on different types of mental

iinesses are presented.

The Crisis Intervention Team {CIT} model is a dynamic collaboration of law enforcement
and community organizations committed to ensuring that individuals with mentai heaith
treatment needs are referred for appropriate services and support rather than ending up in
the criminal justice system. CIT programs have several essential components, including:
training law enforcement as first responders to better understand individuals experiencing
psychiatric crisis and how to respond effectively and safely to a crisis; designation of officers
who have completed CIT training to respond to crisis situations; collaboration between law
enforcement and adult or child serving systems to create effective linkages with mental
heaith services instead of arrest and incarceration; and inclusion of people with mental

iliness and their families at every level of the program.’

The Crisis Intervention Team model has been extensively implemented and evaluated
over the country. Currently, there are over 2,700 CIT Programs nationally, according to the
University of Memphis. Although each of these programs may have adopted strategies and
information relevant to their jurisdiction’s law enforcement structure and community
needs, there are standard “Key Elements” or best practice components for CIT programs,

including:

! National Alliance for the Mentally 1. (2009). Supporting Schools and Communities in Breaking the Prisost Pipeline: A Guide
to Emerging and Promising Crisis Intervention Programs for Youth, Washington, DC. Located at: www.nami.org/caac.

3
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e 1) Partnerships: Law Enforcement, Advocacy, Mental Health: bringing together a wide
array of stakeholders in the community and professionally to identify core needs of the
community.

e 2} Community Ownership: Planning, Implementation & Networking: Ensuring the
partnership group is included in key decisions.

e 3) Policies and Procedures: Standardization of procedures for responding to a mental
health crisis.

s 4) CIT: Officer, Dispatcher, Coordinator: A senior-level law enforcement official
stewarding the development, implementation, and sustainability of the CIT program.

e 5} Curriculum: CIT Training: Standardized, with a core curriculum and expert presenters
and teachers.

* 6} Mental Health Receiving Facility, Emergency Services: {dentified partners who
operate under shared principles and procedures.

e 7} Evaluation and Research: An external evaluator who can legitimize the training
product and establish fidelity to the principles of the CIT model.

* 8} In-Service Training: Continuing education credits for officers who become certified.

® 9} Recognition and Honors: Commendation for officers who become certified and
effectively implement CIT principles and techniques in a crisis situation.

® 10} Outreach: Developing CIT in Other Communities: Promoting the CIT principies and
techniques in bordering cities/counties to build momentum for the project and to
promote safe and healithy communities.”
To date, the Chicago CIT Program has trained over 2,200 police officers, 1,800 of which are
still active CPD members. This training utilizes a unique specialized subject matter approach
which relies upon the instructional expertise of mental health professionals and actual mental

health consumers {in recovery). Each class is carefully introduced to the sensitive family issues

brought on by a mental health crisis; each class is thoroughly briefed by service providers as to
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the specific services they offer the actual consumer. The training program in Chicago uses an
unprecedented blend of academic credentialed experts, law enforcement professionals, actuat
consumers, and field experienced experts to deliver a dynamic and powerful mental health

training product.

Each one of 1,800 Chicago patrol officers who have completed the 40 hour Chicago
Police Department (CPD) Crisis Intervention Team ({CiT) program annually responds to
thousands of such calls for service. These same type of calls are responded to by officers who
have not been CIT trained. If we are serious about jail diversion in crisis situations, law
enforcement and mental health professionals must work together to identify, analyze,
understand, and solve gaps and weaknesses in the existing police-involved crisis intervention
system. The Chicago Police Department and its award-winning Crisis intervention Team (CIT)
Program and a strong network of mental health partners are uniquely qualified to do just that -
improve outcomes in Chicago to demonstrate strategies worthy of replication throughout the

nation.

Chicago CIT Youth

This program is specifically designed to teach police officers how to recognize the signs
and symptoms of children and adolescents in a mental health crisis, promote de-escalation
skills when engaging juveniles in crisis, and develop specific intervention skills designed for child
and adolescent mental health crisis situations. The Chicago CIT Youth was the first advanced 40
Hour training in the country focusing on mental health issues related to children and

adolescents. This module was created based on officers requesting specialized training in
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dealing with youth population. This proactive course of study is also effective when engaging
youth who are in crisis. This training course is only offered to officers who have already
completed the Basic CIT certification. Officers volunteering for this advanced training
represent the uniformed district patrol personnel and officers assigned to the Chicago’s Public

School system.

Scope of the Issue

Nationwide, 1 in 4 adults struggle with mental iliness’, while in Wlinois alone, more than
700,000 adults struggle with severe mental ilinesses at an annual cost to the state of more than
$2.6 billion in direct and indirect costs, including: reduced labor supply; public income support
payments; reduced educational attainment; and costs associated with other consequences such
as incarceration or homelessness. Yet, just in the last four years, according to the National
Alliance on Mental Iliness lllinois*, spending on mental health in Illinois has been cut by 32%

and three major psychiatric hospitals have closed.

in Chicago, 50% of its community mental heaith centers closed in 2012, and 1 out of the
3 state facilities serving Chicago closed. This created a huge impact on public access (especially
by those with fow income) to mental health services. While the closure of community mental
health centers may play one role in the steadily increasing number of mental health-related
police calls for service, it is not the only contributing factor. In Chicago, for instance, the
overwhelming majority of people with serious mental iliness brought to hospitais by CPD

officers are of low income, uninsured or on Medicaid, and unable on their own to access

? National Altiance on Mental Hiness (NAMI)
* National Alliance on Mental Hiness (NAMI)
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needed services. The unfortunate reality is that currently the three largest providers of mental

health services are jails- LA County, New York, and Cook County Jail, located in Chicago.

Chicago patrol officers frequently respond to calls for service involving: 1) citizens in
crisis, 2) U.S. military veterans and 3) youth who are experiencing signs and symptoms of
mental health or substance abuse disorders. Alarmingly, current statistics indicate that the U.S.
prison population is increasing to post-Vietnam era levels, when veterans were 24% of the
federal prison population, and 21% of the state population. This increase is attributed to the
men and women returning home from Iraq and Afghanistan {Veterans & Justice, Justice Policy
Institute®). According to Pentagon reports, suicides among soldiers and military veterans have
reached epidemic proportions, with 154 suicides for active duty troops in the first 155 days of
2012. in addition, research shows that 70% of justice system-involved youth have one or more
psychiatric disorders (National Center for Mental Health and Juvenile Justice. Blueprint for
Change: 2006°). At least 20% of these youth have a serious mental iliness, including those who
are suicidal, struggling with psychotic disorders, and experiencing symptoms that significantly
interfere with their day-to-day functioning (Blueprint for Change: 2006”). Youth violence in
Chicago has become a topic of national concern, and officers responding to calls for service
involving such juveniles face special risks — and opportunities — when interacting with them in

crisis situations.

3 Hafemeister, T. L., & Stockey, N. A, {2010). Last Stand-The Criminal Responsibility of War Veterans
Returning from Irag and Afghanistan with Posttraumatic Stress Disorder. /nd. LJ, 85, 87.
6 Skowyra, K. R, & Cocozza, J. J. (2007). Blueprint for change: A comprehensive model for the
identification and treatment of youth with mental health needs in contact with the juvenile justice system.
Delmar: National Centre for Mental Health and Juvenile Justice.

Skowyra, K. R., & Cocozza, J. J. (2007). Blueprint for change: A comprehensive model for the
identification and treatment of youth with mental health needs in contact with the juvenile justice system.
Delmar: National Cenire for Mental Health and Juvenile Justice.

7



49

We know from CPD data that Chicago police responded to over 2.2 million calls for
service in 2012, and that a significant but underreported percentage of those calls for service
(CPD CIT staff believe that the below reported “Z-coded” calls for service are but a fraction of
the calls for service that should be so coded) are documented as involving individuals with
histories of mental iliness and/or who are experiencing current mental health or co-occurring
mental health or substance abuse symptoms. Yet, because no more than 20% of our patrol
officers are CiT-trained, less than a majority of mental health related calls were responded to by
a CiT-trained officer. Thus, the outcomes of many thousands of mental health related calls
were not benefited by interaction with an appropriately trained officer, and thereby adding
unnecessary risk of physical altercation and bodily harm during those calls; missing
opportunities to divert people from unnecessary jail; and reducing needed access to mental

health and supportive services.

Several years ago, to improve the percentage of mental health-related calls for service
responded to by a CiT-trained officer, the Chicago Office of Emergency Management and
Communication (OEMC) trained its Call-Center dispatch personnel to ‘code’ such calls for
service with an arbitrarily assigned “Z” and to request a response from a CiT-trained officer in
proximity to the incident. CPD has a system in place that notifies OEMC of all CIT trained
officers who are working during a particular shift in a dispatcher zone. Then, when a 911 call
comes in, the cali-taker asks questions from a drop-down menu to determine if a call has a
mental health-related component. If the call is identified as "mental health-related," the call-

taker makes every effort to dispatch the call to one of CPD’s CIT trained officers. Recent
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Z-coded calls for service data to date are revealing:

= 2010: 18,976 Z-coded calls, 4,862 responded to by a CiT-trained officer;

= 2011: 19,804 Z-coded calls, 5,460 responded to by a CiT-trained officer; and

= 2012: 20,073 Z-coded calis, 5,392 responded to by a CiT-trained officer

Thus, just over 25% of these calls over a three-year period were handled by CIT trained
personnel. Of interest, approximately 56.5% (2,992} of the 5,392 CiT-trained responses in 2012

resulted in non-criminal diversions to hospital intake facilities and mental health evaluations.

It is evident that training more officers in the Basic and Advanced 40 hour CIT training
programs designed specifically for juvenile and veteran populations will divert individuals from
unnecessary justice system involvement and significantly link more citizens to needed mental
health referrals. Because mental health-related calls for service can be particularly challenging,
creating a larger pool of CiT-trained officers will decrease ‘burnout’ amongst the current pool of

CIT trained personnel.

Research Concerning Chicago CIT

The Chicago Police Department’s CIT program is more than just training. it is a
partnership with mental health service provider organizations, advocacy organizations,
individuals, and family members living with a mental illness. These partners assist by providing

expertise for the delivery of the 40 hour CIT trainings for police officers. The dialogue between
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officers and these partners identifies systemic problems and generates momentum and
coalitions to work for system improvements.

Data collected from a federally funded study of the Chicago CIiT Program® found that
compared to their non-CiT-trained peers, CiT-trained Chicago Police Officers directed people to
mental health services 18% more often, reported feeling better prepared to respond without
needing to resort to use of force, and used less force when subject agitation/resistance
increases. That same research concluded that CPD CIT reduces injuries to officers and to
persons experiencing a mental health crisis, reduces arrests, diverts more subjects from the
criminal justice system, increases linkage to psychiatric services, and improves the knowledge,
attitudes, and confidence of officers. As an evidence-informed practice, CPD CIT has become
the most widely recognized and adopted best practice model of specialized police response in

the nation.

National Institute of Mental Heaith funded research {[NIMH R34MH081558], conducted
by investigators from the University of illinois at Chicago (UIC}, on Chicago’s Crisis Intervention
team program examined mental health related police encounters handied by CIT, and non-CiT
trained officers in four Chicago police districts. Findings indicate that CIT trained officers use
less force with resistant subjects than their non-CiT trained peers. This suggests that CIT
officers are better able to de-escalate crisis situations and reduce the risk of injury for all
involved. Additionally, CIT officers were more likely to make efforts to transport or link persons

with mental ilinesses to appropriate psychiatric treatment.

8 Canada, K. Angell, B & Watson, AC (2010). Crisis Intervention Teams in Chicago: Success
on the ground. Journal of Police Crisis Negotiations. 10 (1-2) 86-100.
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Researchers from UIC are currently in the field on a subsequent NIMH funded study of
CIT in all Chicago police districts [N/IMH ROIMH096744]. Preliminary findings from interviews
and ride along observations of officers indicate that CIT trained officers recognize that
intervening and providing linkage to services is an important part of their job. The training has
allowed them to better recognize when a person is experiencing symptoms of mental iliness,
and has given them skills to effectively de-escalate mental health crisis situations and provide
linkage to the appropriate mental health services, and be that transport for emergency

evaluation or reconnection with a case manager in the commum’ty.9

Additional Research Findings:
CIT training improves officer knowledge and attitudes {Compton, et al 2006; 2014a}

CIT trained officers

less likely to endorse use of force as effective response (Compton, et al 2011)
— use less force as resistant demeanor increases {Morabito, Kerr & Watson, 2012}

— more likely to transport or refer to mental health services {Watson et al 2011,
Compton et al 2014b)

— less likely to arrest subjects with mental illnesses {Compton et al 2014b})
CIT implementation associated with:
— lower arrests rates than in jurisdictions with other models (Steadman, et al 2000)

— greater confidence in department’s response {Borum, et al 1998)

® Watson, AC, Fulambarker, A & Wood, J. {2014), CIT and Mental Health Service Accessibility in
Police Encounters. Presented at the 22nd National Institute of Mental Health (NIMH)
Conference on Mental Health Services Research (MHSR): Research in Pursuit of a Learning
Mental Health Care System. Bethesda, Maryland.

11
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— more mental disturbance calls identified (Teller, et al 2006)
— more transports to emergency psychiatric services (Teller et al 2006)

— more voluntary transports {Teller et al 2006}

Other Research Sources

— Morabito, MS, Kerr, AN, Watson, AC, Draine, ], Angell, B {2012}. Crisis Intervention
Teams and People with Mental lliness: Exploring the Factors that influence the Use of
Force. Crime & Delinquency, 58 {1) 57-77.

— Watson, A.C, Ottati, V.C., Morabito, M., Draine, J., Kerr, A.N., Angell,B. (2010).
Outcomes of police contacts with persons with mental itiness: The impact of CIT.
Administration and Policy in Mental Health and Mental Health Services Research. Vol 37
{4) p302-317. DOI10.107/510488-009-0236-9.

-~ Watson, A.C., Ottati, V.C., Draine, L.N., Morabito, M. {2011) CIT in context: The Impact of
mental health resource availability and district saturation on call outcomes.
International Journal of Law and Psychiatry, 34 {4) 287-294

Conclusion

No one chooses to be mentally ill! We cannot "lock-up" our way out of this problem,
nor can we put all of our energy into CIT as the "saving grace" for this crisis. A broad range of
services that support community inclusion such as housing, employment, medical and
psychological services must be accessible. Without these services or with inadequate services,
officers, {CIT trained or not} eventually may become disillusioned and may stop making efforts
to link people. Without these services and resources, the volume of calls involving persons with
mental iliness will only increase, which means that these citizens’ needs are not being met

effectively or humanely. Without the services, resources, and proper funding, there will be an

12
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increase in arrests of persons with mental iliness, and an increase in injuries both to police and

citizens.

in order for CPD CIT, or any agency’s CIT program to be successful, it must maintain
strong partnerships. The Chicago Police Department’s CIT Program is more than just training; it
is a partnership with mental health service providers, advocacy organizations, individuals, and
family members living with a mental iliness. If mental health treatment services are
underfunded or not a priority, law enforcement involvement in mental health crisis will
continue to rise and that increase may result in negative outcomes. We as a nation need to
make certain that we are providing and making accessible the necessary resources for persons

suffering with mental iliness.

13
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Testimony of Aubrey Date Paul Jr.

Hearing Before the Senate Judiciary Subcommittee on the Constitution, Civil Rights,
and Human Rights

“Law Enforcement Responses to Disabled Americans: Promising Approaches
for Protecting Public Safety”

April 29", 2014

Thank you Chairman Durbin and Ranking Member Cruz for holding this hearing and
inviting me to testify.

My name is Aubrey Dale (A.D.) Paul Jr., and | am from Frisco, Texas. | am the father of
a twelve year old, Christopher Paul, who is on the autism spectrum. Christopher is a
happy go lucky young man, but he does have the occasional melit-down. Many parents
with special needs children have anxiety over issues such as education, development
and finance, but | believe the last thing they should be concerned about is the safety of
their children when encountering law enforcement. Part of my professional and
personal life has been to lessen that fear.

For the last 28 years I've been a police officer with the Police Department in Plano
Texas. In 1995, | was a young patrol sergeant when one of my officers shot 15 year-old
Michael Clement, who was on the autism spectrum. | was one of the first responders
that day and did CPR on Michael, who did not survive. The officer in that case was
cleared of any criminal charges, but the impact on the families, the special needs
community, and the department is still felt today.

| am currently the Crisis Intervention Team (CIT) Coordinator for my department and
teach the lessons learned from the Michael Clement tragedy to law enforcement,
parents, and civic groups. | teach this course from the perspective of both a first
responder and a parent.

We started our CIT Program in 2009 after doing research and being invited by the then
Dallas Police Chief, David Kunkle, to take part in a 40-hour CIT Class developed by the
Dallas Police Department (DPD). I’'m now an instructor for the DPD Class, which is still
taught regionally in our area. We continue to invite area agencies to start programs and
attend the training. We have trained a total of 232 employees, 213 of whom are sworn
officers. We train jail staff and public safety personnel (non-sworn), as well as officers.
The Plano Police Department has 499 employees with 348 sworn officers. Since the
beginning of our CIT program we have seen a reduction of 24% in the number of Use of
Force reports.

We have communicated to our officers that the CIT Program at its core is an “officer
safety program.” In my opinion, once officers understand this, they buy into and use the
communication and de-escalation techniques taught in the course. By keeping the
officers safe, in turn we keep the community safe.
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1 am currently in the field using the skills taught in CIT training. In my experience, the
best way to persuade law enforcement officers to adopt the CIT model is the successful
use of CIT in the field. I've recently used CIT on a call involving an armed subject, who
on my arrival, was surrounded by officers. He was demanding that the officers kill him
after he threatened to kill his boss. While it took approximately two hours to talk him
into surrendering, the rapport, patience and active listening skills learned in CIT training
led to a successful nonviolent resolution. Another recent case involved a college
student who had set up a “kill room.” He had numerous writings describing his
homicidal thoughts, and he had started doing surveiliance on potential victims. Working
with our team members, | was able to apprehend this young man, keep our community
safe, and help this young man get the fong term treatment that he will need.

The best way to explain the 40 hour CIT class is that it is part “hostage negotiator”
training. Itis also part psychology instruction with an emphasis on mental iliness and
cognitive disorders. It is also part anti-stigma training. During the class, citizens
suffering from mental illness come and tell their stories of encounters with law
enforcement and their road to recovery. Many officers get their knowledge of mental
illness like the rest of our society - - from movies and television where often people with
mental iliness are portrayed as the villains. By the end of a class you can see a change
in the officer’'s perception of mental iliness and those who suffer from it. You can see
officers begin to empathize with those with mental iliness.

CIT has also increased the collaboration between law enforcement agencies, mental
health providers, advocates and families in our communities, hence the emphasis on
“teams.” We work closely with the National Alliance on Mental lliness {(NAMI), who
helps support our training. Agencies that forge these collaborations have the
advantage of offering a holistic approach to tough menta! health cases, including
experts willing to teach officers, and support when something goes wrong during an
incident.

In Plano, we work closely with our county criminal justice system because we have a iot
of criminal cases involving persons with mental iliness. Many of these offenders
continue to commit minor offenses and never get treatment for their iliness. Many court
programs such as diversion and court ordered outpatient services have worked to siow
down the number of repeat offenders. We also work with our county court system,
where many of the Orders of Protective Custody are issued and typically served by local
law enforcement.

According to the CIT Center at the University of Memphis (where the Memphis CIiT
Model got started) some 2800 agencies have started some form of CIT Program, but
with almost 13,000 local agencies in the U.S., that is only approximately 2% of all local
agencies. A number of agencies here in Texas have joined together to start the Texas
CIT Association to help bring programs and training to more Texas agencies. Our
association has mental health providers, advocacy groups and families as full members.
With the help of NAMI Collin County we have also sent officers to CIT International
Conferences where experts from around the world provide training and collaboration. |
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have presented at the CIT International and the National Down Syndrome Congress
concerning the Michael Clement shooting and our program.

We (Plano PD) do not have full time CIT Officers or Coordinator, but we follow the
Memphis Model where we train first responders and supervisors. We have started two
programs that have been very successful. The Take Me Home Program where persons
who are non-verbal can be reunited with loved ones without delay or without having to
be transported. And the CIT Home Visit Program where uniformed CIT officers will visit
with persons with developmental delays to mitigate the “fight or flight” response. We
hope to start a school program soon where our community CIT team will develop
presentations on mental iliness for secondary and college-aged students. We also
hope to start an ad hoc committee to address cases of potential violence. We believe
that we can lessen the stigma of mental iliness, address undiagnosed iliness, prevent
violence and support families with limited resources. Two promising programs around
the nation are in Phoenix and St. Louis where peers and local university interns assist
individuals with their commitment by law enforcement. The peers and students assist
these individuals with navigating follow-up care, housing, transportation, and other basic
needs to mitigate future encounters with law enforcement.

We operate in the NorthSTAR funding system in our part of Texas. My limited
understanding of the NorthSTAR system is that it provides a private/public partnership
of managed care services. In our system, we have several psychiatric emergency
facilities that have a “24 hour open door” for law enforcement, which allows our officers
to drop apprehended persons and quickly return to our jurisdictions. NorthSTAR also
funds a mobile crisis unit (Adapt) and a crisis hot line, both of which have benefitted our
officers. My understanding is the issue of continual care after apprehension remains a
big challenge in our and in many managed care systems around the nation.

I have personally seen life as a police officer in Plano before CIT and after. | can say as
an officer and a member of the community with a son on the autism spectrum, that life
in the community is better with CIT in it.

However, Plano and the other localities using CIT cannot do it alone. We could use
assistance from the federal government if we are going to sustain our CIT programs
over the long term, and spread CIT to other communities in need. Without any
legisiation, the Justice Department could direct more funding for state and local law
enforcement toward CIT programs. Additionally, Congress should consider passing the
bipartisan Justice and Mental Health Collaboration Act of 2013 cosponsored by Senator
Franken and Senator Johanns, which would reauthorize federal funding for supporting
CIT and similar programs. There are many police departments and communities of all
sizes that want to implement CIT, but cannot afford to, or lack the resources to allow
officers time away for the training. More federal funding would go far to allowing these
police departments to bring CIT to their communities and help save and improve lives.

Again, thank you for the opportunity to testify, it has been a privilege.
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INTRODUCTION

Good morning. My name is Jay Quam, and | have been a state
district court judge in Minnesota’s Fourth Judicial District located in
Hennepin County, Minnesota, for more than seven years. | served three
and one half of those years as the presiding judge of our mental health
commitment court, where | estimate | presided over more than a thousand
cases involving people with mental health disorders. Many of those cases
involved people with mental health conditions coming from the jail. | now
have rotated to a team that handles serious felony matters, an area that
also involves a number of people with mental health conditions.

Before | begin my comments, | need to make clear that, while  am a
judge of district court in Minnesota’s Fourth Judicial District, | am neither
testifying on behalf of, nor taking any positions for, the Fourth Judicial
District or the Minnesota Judicial Branch. | am appearing solely in my
personal capacity, which is informed by my service as the presiding judge of
mental health court and by my other responsibilities.

Most people with mental health conditions don’t belong in {ail.

People with mental health conditions are brought into all areas of
our justice system in disproportionate numbers, and they rarely fare well.
But the area of the legal system where those with menta! health conditions
are brought most frequently, and with the most tragic and heartbreaking
outcomes, is the criminal justice system. To put it bluntly, people with
mental health conditions are brought to jail far too often, they too often
languish there, and there is danger in keeping them there.
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This point became graphic to me when the hospital room of Michael
Schuler became my courtroom in 2012 as 1 presided over his civil
commitment hearing. When | arrived | saw Mr. Schuler with large
bandages over both eyes. The bandages were there because, while in jail
and in a floridly psychotic state, Mr. Schuler had stabbed both eyes out
with a pencil. During his 40 days in the local jail, Mr. Schuler told deputies
he was the Prince of Wales. He stood naked in his own feces and talked to
himself for hours. Mr. Schuler did not receive his medications while in jail,
leading him to descend into his psychotic state. The county ended up
paying Mr. Schuler $1 million to compensate him for his injuries.

Michael Schuler was not an isolated incident. Five days after Mr.
Schuler stabbed his eyes out, Tyondra Newton, twenty five and
schizophrenic, hanged herself after spending thirty four days in her cell. A
week later, Jason Moore, an All-America wrestler at a local liberal arts
college before he succumbed to schizophrenia, broke his neck after
repeatedly smashing his face into a cell toilet.

The danger within the jail is not confined to those with mental health
conditions. The case of Sergeant Brad Berntson, a former Army Ranger and
a deputy at our county jail, proved that to me. On Dec. 31, 2011, an inmate
who was born HiV-positive and who had a dozen separate mental health
diagnoses, complained that he didn't receive a spoon with his lunch tray.
When Sgt. Berntson and two deputies began to search the inmate and his
cell for the spoon, the inmate struggled with them. The inmate eventually
bit Berntson on the right leg, clamping down for several seconds and
breaking the skin through the pant feg. Sgt. Berntson took medications to
avoid becoming infected, but he reacted poorly to them. He died several
weeks later from complications. Whatever the exact cause of death, |
strongly believe that Sgt. Bertson’s death would not have occurred if he had
not been bitten by the inmate who was in mental health crisis.

We need the Justice and Mental Health Collaboration Act.

There is no simple way to fix a problem that is so complex and so
entrenched, but the Justice and Mental Health Collaboration Act is a critical
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step in the right direction. It is a critical step in the right direction because
it is based on three fundamental principles:

The best way to prevent people with mental health conditions from
languishing in jail is to keep them from being brought there in the
first place. Crisis Intervention Teams (CIT} and similar law
enforcement training have been proven to be extremely effective in
reducing risk and promoting positive outcomes when law
enforcement officers come into contact with a person in mental
health crisis. CIT teams reduce the number of people in mental
health crisis brought to jail.

Further, law enforcement officers need somewhere to bring
people in mental health crisis beside the emergency room or jail.
Mental health hubs have proven to be an outstanding alternative by
meeting the needs of those with mental heaith conditions and saving
tens of millions of dollars. Later in my remarks | will describe an
effective, cost-savings model in Florida that offers hope for a better
way forward;

Secondly, in appropriate cases it is best to divert people with mental
health conditions from jail as soon as it is possible and safe to do so.
Mental Health Courts are efficient and effective at meeting the needs
of those with mental heaith conditions; and

Thirdly, transitional services are essential in preventing people with
mental heaith conditions from cycling back into jail. Transitional
services have proven to have a high success rate in reducing
recidivism and the use of emergency services.

There is no time to waste. | urge you to pass the Justice and Mental
Health Collaboration so that we can continue to better meet the needs of
those with mental health conditions.

BRIEF HISTORY

When we began closing our mental heaith institutions in the 1970s,
we promised families and patients there would be resources within our
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communities that would meet the needs of those with mental health
conditions. We broke that promise, and the consequences reverberate
daily through virtually every community in the form of overwhelmed
support systems, devastated families, and shattered lives.

Our broken promise to those with mental health conditions
manifests itself in tragic numbers in our criminal justice system. It has
caused a dramatic influx of peopie with mental health conditions into our
jails, our court systems, and our prisons. One often-cited statistic reveals
the sad state of our current mental health care system, and how our jails
and prisons have been forced to fill the void: more than 350,000 people
with severe mental health conditions are currently focked up in jails and
prisons, while only about 35,000 people with severe mental health
conditions reside in state funded psychiatric beds.

JAIL OFTEN IS THE WRONG PLACE FOR THOSE WITH MENTAL HEALTH
CONDITIONS

We should no longer ask whether people with mental health
conditions should be allowed to languish in jail. Instead, we should ask how
we can effectively help people with mental health conditions thrive in their
communities when it is safe for them to do so.

The harms associated with keeping those with mental health
conditions in jail show that:

--People with mental health conditions are usually kept in jail fonger
than others charged with similar crimes, sometimes dramatically so;

--People with mental health conditions frequently deteriorate in jail,
sometimes irreversibly so;

--A disproportionate number of people with mental health conditions
commit suicide or harm themselves or others while incarcerated;

--People with mental health conditions are held in solitary
confinement far more often, and longer, than other inmates; and
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--A disproportionate number of people with mental health conditions
are harmed or abused by other inmates.

Judges Kerry Meyer, Peter Cahill, and others in Hennepin County
District Court have done an excellent job streamiining our court processes
for those with mental health conditions. And | have been working closely
with our Sheriff's Office, Hennepin County Sheriff Rich Stanek, on speeding
up other parts of the process for our inmate population who have mental
health conditions. Even with the changes made to court practices and our
state laws, however, we still have people with mental health conditions
unnecessarily languishing in our jail for months at a time.

THE JUSTICE AND MENTAL HEALTH COLLABORATION ACT TAKES THE
RIGHT APPROACH TO SOLVING THE PROBLEM

The JMHCA rightly takes the approach that we need to fund
programs that divert people with mental health condition from jail at every
stage of the criminal justice system when it is appropriate to do so. Each
stage is discussed below,

The JMHCA recognizes we need to fund programs that properly train law
enforcement.

The first point of contact a person with a mental health condition has
with the criminal justice system is usually with a law enforcement officer.
The nature of that contact, and the training that the officer has, determines
whether or not it ends tragically.

Every state has an overarching, tragic story that epitomizes our
failure to recognize the needs of people with mental health conditions.
Minnesota has Barbara Schneider. Mrs. Schneider was about 50 years old,
held two Masters degrees and was very active in the community. She also
had a severe mental health disorder that began to appear when she was in
college. On June 12, 2000, law enforcement responded to a noise
complaint in Mrs. Schneider’s home, and she was aggressive toward the
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police officers as they approached her. Not understanding how to deal with
someone in mental health crisis, the officers shot and killed Mrs. Schneider.

Following that shooting, the Minneapolis Police Department and
individuals from the mental health community came together and agreed
to do everything they could to prevent this type of confrontation from ever
ending again. They worked together to bring the Crisis Intervention
Training model (CiT) to Minneapolis, with that work expanding into many
communities around Minnesota. The result is consistent with every
community that has used CIT: many tragedies are avoided when law
enforcement officers are trained to deal with people in mental health crisis.

The JMHCA reinforces the need to provide training for our law
enforcement community so that they can better respond to people with
mental health conditions. Without proper training for our law enforcement
communities, we cannot meet the needs of those with mental health
conditions-another reason why the passage of this act is so important.

We need mental health hubs as aiternatives to jails and emergency room.

Better law enforcement training is only a first step. The JMHCA
recognizes the unfortunate reality that exists in most of our communities
today: no matter how well our law enforcement officers are trained, they
generally only have three options when they encounter someone in mental
health crisis. Those options are:

1} Leave them on the streets, which is generally a poor option and
doesn’t address the underlying problem;

2} Bring them to an emergency room, which rarely produces a good
long term outcome and is always an expensive option; or

3) Book them into jail where jailers admit they cannot adequately
care for them.

The JMHCA supports a fourth option, which is creating a facility that
is a central point for accepting, assessing, and addressing the needs of
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mentally ill people brought in by law enforcement. This type of facility can
consolidate many of the existing resources and provide a continuum of care
that could address the immediate, short-term, and long term care needs of
individuals with mental health conditions who would otherwise languish in
jail. Law enforcement supports the creation of this alternative option.

Based on the need to provide law enforcement officers with this
fourth option, several state legislators in Minnesota are pushing a bill that
would serve the entire state. Other communities are ahead of Minnesota,
however, and have proven that mental health hubs work.

One of the best-established mental health hubs is in Orange County,
Florida. The Orange County facility has existed for ten years, and has
collected data on its results. That data is unequivocal: Not only do mental
health hubs serve the needs of those with mental health conditions, but
they save money. Some of the impressive data from the Orange County
facility is that, over the past ten years, it has:

--served over 47,000 people;

--saved up to $20 million in jail and correctional costs by avoiding
over 100,000 jail bed days;

--saved between $17-544 million by avoiding over 22,000 emergency
room bed days;

--saved over $4.2 million through care coordination; and

--saved over $3.1 million in law enforcement costs by reducing law
enforcement drop off time to about 12 minutes.

By supporting the creation of mental health hubs, the JIMHCA is supporting
a critical piece of what we must do to better meet the needs of those with
mental health conditions who may otherwise languish in jail.

Mental health and veterans’ courts are an important part of any solution.
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It is inevitable that some people with mental health conditions will
be brought to jail. The JMHCA recognizes that we can help many of them
effectively manage their mental health conditions through mental health
and veterans’ courts.

Mental health and veterans’ courts work on a simple principle: We
can effectively divert many people with mental health conditions from jail
by teaming our court professionals with assessment and support services.
The focus is not on traditional notions of crime and punishment, but on
solving the problems that cause involvement in the criminal justice system
in the first place.

The success we have had in Hennepin County with mental health and
veterans’ courts is typical of mental health and veterans’ courts around the
country. Studies show that mental health and veterans’ courts result in
lower recidivism, less time spent in jail and prison, increased public safety,
and people with mental health conditions better able to live meaningfui
and satisfying lives.

Transitional services are essential.

it is a recipe for failure to simply cut loose many people with mental
health conditions without help in transitioning back to the community. The
JMHCA recognizes this fact by supporting programs that help those with
mental health conditions successfully transition back into the community.

Transitional programs work. As an example, a program in Orange
County, Florida, called the A.N.C.H.O.R. program (short for Accessing New
Choices for Housing Opportunities and Recovery) has provided transitional
services for people with mental health conditions and substance abuse
issues. The goal of the program is to assist its clients with developing the
necessary skills to maintain permanent housing and assist in recovery.

The results have been impressive. Because of the transitional
services available through the A.N.C.H.O.R. program, many clients
successfully maintain their housing; they are successful in their treatment
and recovery; they find employment; they no longer need the services of
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the emergency room; and they are not brought back to jail. in short, they
are able to lead productive, satisfying lives.

WE NEED TO ADDRESS MENAL HEALTH DISORDERS WITH THE
SERIOUSNESS WE ADDRESS CANCER BECAUSE THEY ARE SIMILAR.

One of the most important things | have learned is that mental health
conditions are analogous to cancer. Both strike the undeserving without
regard to race, gender, background, or economic circumstances. Both are
nonpartisan, striking without regard to where a person is on the political
spectrum. And both devastate--even kill--their victims.

While mental health conditions and cancer have similarities, they are
different in very important ways. People who are stricken with cancer are
typically surrounded by treatment teams who provide the best cancer
treatment available. Their co-workers understand, and their family and
friends support them. They can even set up websites so that whole
communities can help them through their difficult circumstances.

All of this is as it should be. It is what cancer victims need,
and deserve, so they may have the chance to live healthy and productive
lives.

But mental health conditions are different. Because of their nature
and the enormous stigma that is still attached to them, together with our
inadequate mental health system, people with mental health conditions are
often isolated from friends and family. Too often, they are ostracized by the
entire community.

I see this isolation every day. Most people with mental health
conditions come into my courtroom alone. They leave my courtroom
alone. And they are left to try to meet the challenges presented by thei
mental health condition, alone. We must do better.
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CONCLUSION

Given that our country’s three largest mental health care centers are
the jails of Los Angeles, New York, and Cook County, there can be no doubt
that we broke the promise we made over 50 years ago to those with
mental health conditions, their families, and their communities. We have a
duty as public servants to rectify the problems that were created when we
broke that promise. Accordingly, | urge you to pass the Justice and Mental
Health Collaboration Act as a first step toward making good on the promise
we made to those with mental health condition so fong ago.

10
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Senator Richard J. Durbin, Chairman

April 29", 2014

Good morning. Thank you Chairman Durbin and Ranking Member Cruz for

holding this hearing and inviting me to testify.

My family’s story begins with a frantic car ride and my son saying these words:

“How would you feel dad, if someone you loved killed himself?”

My college age son, Kevin, asked me this question while we were racing down
Interstate 95 from Manhattan to an emergency room near my home in Fairfax
County, Virginia. Kevin had been diagnosed a year earlier with a mental illness,
bipolar disorder, but had stopped taking his medication. When I picked him up, he
had been wandering around New York for five days. He hadn’t eaten, had barely
slept and was convinced God had him on a secret mission. I pleaded with him to

take his medication but he screamed at me: “Pills are poison. Leave me alone.”

At the emergency room, my son'and I were taken into a separate waiting room

because of his bizarre behavior. Four hours later, Kevin announced that he was
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leaving. He yelled “There’s nothing wrong with me!” Iran into the hallway and
grabbed a doctor. I will never forget how he came into the room. He entered with

his hands up as if he were surrendering.

“I’m sorry, I can’t help your son,” he said. The nurse had told the doctor that my
son thought pills were poison, and under Virginia law, my son could not be forced
‘to take medication or undergo treatment unless he posed an imminent danger to
himself or others. The fact that we had been waiting four hours and no one had
been hurt was proof there was no danger. I was told to bring my son back after he

tried to harm himself or someone else.

During the next forty eight hours, I watched my son sink deeper into a mental
abyss. At one point he had tin foil wrapped around his head to keep the CIA from
reading his thoughts. He slipped out of the house early one morning and broke into
a stranger’s house. Luckily no one was home. He broke in to take a bubble bath. It
took five officers and an attack dog to get him out. My son was charged with two

felonies: breaking and entering and destruction of property.

I was so frustrated. Virginia laws had kept my son from getting help when he was
not thinking clearly. Now Virginia laws wanted to punish him for a crime that he

committed when he was not thinking clearly.
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As a journalist, I decided to investigate and found my son’s arrest was not some
isolated event. There are more than 356,000 persons with serious mental illnesses,
such as schizophrenia and bipolar disorders, currently in our jails and prisons.'
Each year, roughly 2.2 million people experiencing serious mental illnesses
requiring immediate treatment are arrested and booked into jails nationwide.” The
largest public mental facilities in 44 of our 50 states are jails and prisons’®, and the
chance of you ending up in jail rather than getting help without incarceration if you
have a mental breakdown such as my son are three to one nationally.* In other

words you are three times more likely to be put in jail. This is a national scandal.

Who are these prisoners? 1 spent ten months in the Miami Dade County jail to find
out. I witnessed barbaric conditions in that jail. I routinely saw five to six men,
completely naked, crowded into cells built for two prisoners. Beatings by guards

were common.

I want to tell you about three prisoners who I followed through the Miami Dade
Court system and whose stories I tell in my book.” Alice Ann C. shoved an elderly
woman at a bus stop who she thought was “stealing her thoughts.” She faced a
five year prison sentence as a habitual offender. Prosecutors sought the maximum
because she had schizophrenia, was dangerous, and there was no place in the entire
state of Florida to send her. No place. April I1. was framed by her parents for car

theft. They wanted her in jail because she was psychotic, homeless in South
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Beach, and had been gang raped twice and beaten three times by teenagers on
Friday nights. Her parents thought jail was safer for her. Freddie G. was so sick
when [ met him in jail, he could not speak. He stood naked in his cell where his
keepers controlled him with sandwiches as if he were a dog performing for treats.
He had been in an out of that jail a dozen times in a single year — charged with

loitering but he never received help.

I learned that 97 chronically mentally ill prisoners in Miami- people like Freddy --
who were diagnosed with mental illness and most of whom were homeless,
accounted for 2,200 arrests, 27,000 days in jail, 13,000 days in crisis units and cost
the city $13 million in a five year period with no demonstrable return on

investment in terms of reducing recidivism or promoting recovery.®

Fortunately, my son got two years of probation for breaking into a stranger’s home.
Medication helped him, but he stopped taking it the moment his probation ended. I
called a Fairfax Crisis Response team but was told I had to wait for my son to
become dangerous. When he became violent, they refused to come and called the
police. Officers came, shot my son twice with a taser and asked if I wanted to file

charges. I didn’t.

My son’s last breakdown happened once again after he stopped taking his

medication. Afraid I would call the police, he took off in his car. He ran out of gas
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in North Carolina and called me. Voices were telling him that if he stepped out of

his car, he would die.

I arranged for him to get gas. He drove up Interstate 95 completely psychotic,
twice going off the interstate. I took him to a mental health facility. That night, he

took off all of his clothes because he thought it made him invisible and walked out.

But this time my son was picked up by a Fairfax County Police officer who had
received Crisis Intervention Training. When Kevin asked him to not handcuff him,
the officer used his discretion and treated my son with respect. He didn’t handcuff
him and took him to an emergency room where he persuaded the doctor to admit
my son. It is thanks in part to the CIT program that my son is thriving today rather

than being in jail.

This time, my son got a case manager, Cynthia Anderson. She got him to a
psychiatrist who actually took time to listen to him. The psychiatrist found a
medication with few side effects. Cynthia got him into an apartment with two men

who had schizophrenia.
Equally important, Cynthia asked my son what he wanted to do with his life.
“I have a mental illness,” he said. “What can I do?”-

“You need to control your illness, not let it control you,” she said.
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She got him into a peer-to-peer program. Just like Alcoholics Anonymous has
recovering alcoholics help other alcoholics, the program involves persons with
mental illness helping each other. Today my son works for Fairfax County as a
peer-to-peer specialist on a jail diversion team that helps mentally ill men and

women get into treatment rather than languish untreated in jail.

Actually my son has two jobs. On weekends, he works at a movie theater as an
assistant manager. He lives in his own apartment, pays taxes and has not had a
relapse in six years. My son is a heroic example of what can happen when a person
with a severe mental illness is given the tools that he needs to recover. Crisis
Intervention Training by the police, jail diversion, mental health courts, re-entry
programs —all of these help persons avoid costly and unnecessary jail and prison
sentences. Along with supportive housing, jobs and, most importantly, hope,
persons such as my son can and do recover to live successtul and fulfilling lives.
I’ve not only seen it happen with Kevin but with dozens of others as a board
member of the Corporation for Supportive Housing, a national non-profit which
provides technical assistance and grants to communities to build supportive

housing and implement jail diversion and re-entry programs.

I want to emphasize the importance of Crisis Intervention Training for law
enforcement officers because of the important role that a CIT trained officer played

in helping my son. While I was doing my research in Miami for my book, I rode
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with CIT officers and saw them defuse at least a dozen situations without making
arrests. I also saw first-hand the difference CIT can make. At the time of my
research, the larger Miami Dade County Police Department refused to adopt CIT
while the smaller Miami City Police Department incorporated CIT training. During
a six year period, five persons with mental illness were fatally shot by Miami Dade
officers compared to no persons with mental illness shot by Miami police officers,
a contrast that I believe was directly linked to CIT training. Thankfully, both .

jurisdictions now offer CIT training to their officers.

There should be no shame in having a mental illness, any more than there should
be shame in catching a cold. The only shame should be in us not helping someone
who is sick. And sadly, our nation has much to be ashamed about when it comes to

how we are treating individuals whose only real crime is that they got sick.

Citations:

1. In a September 6, 2006 report, the Bureau of Justice Statistics stated that
there were 703,600 mentally ill adults in state prisons, 78,000 in federal

prisons and 476,000 in local jails. (See http://nicic. gov/mentalillness or

http:/www.bis. gov/content/pub/press/mhppjipr.cfin) However, this report

was largely criticized because it used what critics claimed was an
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excessively wide definition of mental illness. The more commonly accepted
figure used by the National Alliance on Mental lllness and more recently in
a study by the Treatment Advocacy Center and National Sheriffs Association
is 356,286 persons with mental illnesses in prisons and jails. (see

http. itacreports.org/treatment-behind-bars/executive-summeary/226-

sununairv-of-findings)

. Statement Judge Steve Leifman, Chair, Supreme Court of Florida Task
Force on Substance Abuse and Mental Health Issues in the Courts, before
Subcommittee on Oversight and Investigations of the Energy and Commerce
Committee of the U.S. House of Representatives. March 26, 2014, page 8.

(See http:/idocs. house. gov/meetings/IF/IF02/20140326/101 980/HHRG-113-

IFO2-Wsiate-LeifmanS-20140326.pdfs

. The Treatment of Persons With Mental Illness in Jails and Prisons: A State
Survey, April 8, 2014 Treatment Advocacy Center and National Sheriff’s

Association (seelulp.//tacreports. org/treatment-behind-bars/executive-

summary/226-summary-of-findings)

. More Mentally Ill Persons Are In Jails and Prisons Than Hospitals, May
2010, Treatment Advocacy Center and National Sheriff’s Association. (see
http:/Awww. tregtmentadvocacycenter. org/storage/documents/final jails v h

ospitals_study.pdf’)
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5. Alice Ann C., April H. and Freddie G. are pseudonyms used to protect the

privacy of prisoners with serious mental disorders.
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| want to thank Chairman Durbin and Ranking Member Cruz for convening today’s hearing on
Law Enforcement Responses to Disabled Americans: Promising Approaches for Protecting Public
Safety before the Senate Judiciary Subcommittee on the Constitution, Civil Rights, and Human
Rights. | want to tell you firsthand that today’s hearing will save future lives.

Today, | am here as both a devoted mother and dedicated advocate for people with disabilities.
| am the proud mother of three young adult children, Emma, Adam and the late Ethan Saylor.
Growing up, | volunteered with Special Olympics Maryland, later earning a degree in
Therapeutic Recreation from Shepherd Coilege with an emphasis on working with people with
intellectual and developmental disabilities (IDD). Little did | know, in 1987, I would be blessed
with the birth of my son, Ethan, who had Down syndrome. Shortly after Ethan was born, |
founded F.R.L.E.N.D.S, The Family Resource Information and Education Network for Down
syndrome, a parent support network in Frederick, Maryland, now a National Down Syndrome
Society (NDSS) affiliate. | later went on to become a registered nurse and earned a Master’s
Degree in Special Education from Johns Hopkins University.

| served on the Maryland Developmental Disabilities Council, co-founded The Parent's Place of
Western Maryland, and was instrumental in creating inclusive education opportunities for
children with Down syndrome in Frederick County. I've served on numerous work groups,
committees and boards, all in an effort to increase awareness and acceptance of individuals
with intellectual and developmental disabilities. | am currently the owner of Health Link LLC,
where | provide nursing case management for aduits with disabilities who choose to live in their
own homes and self-direct their own services with the support of the significant people in their
lives. As you can see, | have always been an advocate for people with disabilities.

| want to share more about what brings me here before the Committee today. First, | want the
Committee to understand who my son, Ethan, was as a person. Ethan was a 26 year old man.
He was a brother and a son, and loved his family dearly. Ethan was the most loving individual,
often responding to “I love you” with “I fove you more” and leaving us long voicemails that he
would sometimes sing to keep us all laughing. He was also strong willed, independent and had a
tremendous sense of humor, For example, one time while taking a community college course,
Ethan showed up to class with his backpack containing a laptop and a beer because he believed



78

that’s what you did as a college student. Ethan also had his own apartment, and made his own
hiring decisions for his support staff and the people he worked with. Ethan’s support staff
didn’t have degrees in Down syndrome or disability, but | often say they had degrees in Ethan
because he was a person first and foremost.

Ethan also had a passion for law enforcement. Since he was a young boy, Ethan was fascinated
with police officers, people in uniforms, and people with authority. He watched NCIS on a
regular basis, had a collection of officer badges and continuously would remind us “I am a good
guy”. He wanted nothing more than to get a job with our local police department. If Ethan
were in the hearing room this morning, he’d want to be right up there sitting with the members
of this Committee because that’s where all the important people sit.

Today, our family now lives with a void in our hearts as we miss Ethan each day. On January
12" 2013, our Ethan died in the hands of three, off-duty Frederick County Sheriff Deputies at
our local Regal movie theater. Ethan’s death was entirely unnecessary. it occurred when three
Frederick County Sheriff Deputies sought to remove him from a movie theater for not
purchasing a ticket to see the movie Zero Dark Thirty again. Before the Deputies approached
Ethan, they were advised by Ethan’s support staffer that Ethan had Down syndrome, was
sensitive to being touched, and that his mother {me) was on her way to assist. The Deputies
ignored the information provided by his support staff and proceeded to manhandle him out of
his seat. When he resisted this rough treatment, they forced him into a prone position and
handcuffed his hands behind his back with three sets of handcuffs.

While anyone, disability or not, could have been injured or killed in Ethan’s situation that
evening, our family also remains deeply concerned that Ethan’s rights, as an individual with a
disability, were violated. The autopsy showed that Ethan’s larynx was crushed while being
restrained by the officers. The manner in which Ethan was restrained that evening, with his
hands behind his back and forced to lie face down on his stomach, has for years been
considered excessive due to the chance of positional asphyxia.

Ethan never posed any immediate threat to the safety of the officers or others. The crime at
issue was not severe, Ethan was sitting in a movie theater without a ticket and there were far
less severe actions the officers could have taken. For example, they could have listened to
advice from Ethan’s support staffer, and allowed her to deescalate the situation by entering the
theater to assist and support Ethan. We also feel there was no consideration, on the part of the
Deputies, to the fact that Ethan had Down syndrome ~ a recognizable disability. We believe
that the amount of force that was used on Ethan was not reasonable in light of the severity of
the crime, the risk to the officers, the risk to Ethan, and the risk to others in the theater.

Since Ethan’s death, we have been on our own advocacy journey to achieve justice for Ethan,
while at the same time ensuring what happened to Ethan never happens to another member of
the Down syndrome and disability community ever again. We have heard from advocates and
parents all around the world that have been touched by our story, are fearful this may happen
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to their son or daughter with a disability, and want to help advocate and ensure that something
good comes out of our tragedy.

Right after Ethan’s death, we began meeting with the US Department of Justice {DOJ} to share
our story and purse a civil rights investigation. From our understanding, the investigation is
underway and we expect a report back from DOJ in the immediate future. Working with the
National Down Syndrome Society and National Down Syndrome Congress, we activated the
Down syndrome grassroots network to call on Governor Martin O'Malley of Maryland to pursue
systemic change at the state level. My daughter and Ethan’s little sister, Emma, authored a
change.org petition calling for Governor 0’Malley to commence a state investigation into
Ethan’s death as well as ensure law enforcement, first responders and other public officials all
receive the very best training when it comes to their interaction with people with disabilities in
the state. Emma’s petition, to date, has received over 370,000 signatures, which we delivered
directly to Governor O'Malley last September.

In September 2013, a few weeks after our meeting with Governor O’Malley, he issued an
Executive Order’, due in large part to the circumstances surrounding Ethan’s death. The
Governor’s Executive Order established the Maryland Commission for Effective Community
inclusion of Individuals with Inteliectual and Developmental Disabilities (the “Commission”}.
The Commission was tasked with (1) recommending statewide policies, guidance, or best
practices regarding faw enforcement and first responders’ responses to situations involving
individuals with IDD; and (2} developing a coordinated, collaborative, and comprehensive
strategy to ensure enhanced responses to such situations, including consideration of expanding
Crisis Intervention Teams and Mobile Crisis Teams for the state of Maryland. We also formed a
coalition, Ethan’s Law Workgroup, with disability organizations across the state, which is
spearheading policy recommendations for the state of Maryland.

We are also proud to partner with The Arc’s National Center on Criminal Justice and Disability
(NCCJD), a national clearinghouse on criminal justice and disability issues founded by Bureau of
Justice Assistance, U.S. Department of justice with a two-year grant to develop a national
center on criminal justice and disability, with a focus on intellectual and developmental
disabilities (IDD} and to provide resources, information and referral, training, technical
assistance and evaluation for criminal justice and disability professionals and programs.

Our advocacy journey had led us here, before the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights. As we continue to advocate for justice for Ethan
and systemic change at the federal, state, and local levels of government, | feel we have a real
opportunity to ensure what happened to Ethan never happens to anyone with Down syndrome
or another disability ever again.

!Governor O'Maliey’s Executive Order for the Commission for Effective Community Inclusion of Individuals with
Intellectual and Developmental Disabilities; Executive Order dated September 13, 2013
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At the federal level, funding is needed to support training of law enforcement when it comes to
interacting with individuals with IDD; and we must set standards to ensure that quality and
meaningful training is the standard across all law enforcement departments and public sector
agencies. At the state level, we have an opportunity to mandate and deploy the Crisis
Intervention Team (CIT) model to law enforcement departments across states. We know CIT
has a proven record of success, but it has to be mandated and appropriately deployed across
law enforcement departments and agencies to make a real difference.

Lastly, | often say that the people and friends at our church didn’t have training to work with
Ethan, they knew him as a person. When you know someone with a disability and have a
relationship with that person, it changes your whole being and perspective. At the local level,
we have a real opportunity to build relationships with our local law enforcement and public
sector officials, the ones that are on the frontlines serving our communities. We believe that
local disability advocacy organizations and providers should build lasting relationships with their
local law enforcement and public sector officials. It doesn’t take an act of Congress, federal or
state mandate, or even money to make you realize that relationships are everything.

In conclusion, we sincerely want to thank members of the Subcommittee, especially Chairman
Durbin and Ranking Member Cruz, for their leadership and dedication to all people with
disabilities. As | said at the onset, | know that today’s hearing will help save future lives and we
thank you for that. Rest assured, we are committed to be tireless advocates for our beloved
Ethan and all people with Down syndrome and other disabilities; and we will work with
members of this Subcommittee to ensure the necessary changes and policies are put in place to
ensure what happened to Ethan never happens to another member of this community. We
supported Ethan foilowing his dreams and living the life he wanted, a life of love and
acceptance. | wake up each day knowing that Ethan’s legacy will live on and on through our
collective advocacy and shared responsibility for all people with disabilities.
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Statement by Curtis Ramsey-Lucas
Managing Director, Resource Development
American Baptist Home Mission Societies

| represent the American Baptist Home Mission Societies (ABHMS} on the steering committee
of the Interfaith Disability Advocacy Coalition {IDAC}). The mission of IDAC is to mobilize the religious
community to take action on disability policy issues with Congress, the president and administration,
and society at large. IDAC is a diverse, nonpartisan coalition of 33 national religious organizations,
including representatives from the Christian, Jewish, Muslim, Hindu and Sikh traditions, whose core
spiritual values affirm the rights and dignity of people with disabilities. IDAC is a program of the
American Association of People with Disabilities {AAPD}.

Although IDAC members come from a variety of faith traditions, they are united by a common
commitment to honor all people, especially children and adults with disabilities. This means treating all
people with dignity and respect—especially people on the margins of society. This means seeing
someone with a psychiatric disability as a person first—someone with a name, someone with dreams
and goals, someone who lives with but is not defined by their condition, and someone who requires
specific community services and supports to achieve his or her potential and to contribute to the
community. For IDAC, this means advocating for the services needed so that children and adults with
long-term mental iliness can live lives of meaning and hope.

In April 2013, AAPD published Grounded in Faith: Resources on Mental Health and Gun

Violence. Grounded in Faith is a compendium of resources for congregational leaders, disability
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advocates, and other concerned persons who wish to ensure that the on-going debate around gun
violence does not further stigmatize people with mental illnesses which may discourage many from
acknowledging their iliness and seeking treatment. In preparing this report, IDAC learned that most
violence is carried out by people who are not mentally ill and that persons with mental illness and
other disabilities are much more likely to be the victims of violence than the perpetrators. In fact,
demographic variables such as age, gender and socioeconomic status are more reliable predictors or
violence than mentai iliness.

These findings are relevant to the work of the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights as it considers the matter of law enforcement responses to
disabled Americans. Misconceptions about violence and mental illness can cause discrimination and
unnecessarily hamper the recovery of the nearly 20 percent of all Americans who experience some
form of mental iliness each year. Moreover, misconceptions about violence and mental iliness
prevalent in society at large also shape law enforcement perceptions and approaches to persons with
mental health conditions.

Given the inadequate mix of social and mental health services, law enforcement officers have
increasingly become the first responders for people with mental illness or developmental disabilities
who are in crisis. In these situations it is important that officers be adequately trained to respond
effectively and properly to the needs of all concerned. Recent high-profile tragedies demonstrate the
need for law enforcement officers to receive additional training to safely address crisis situations
involving persons with mental heaith conditions. States and localities that have employed such
innovative solutions such as Crisis Intervention Teams have seen fewer injuries and deaths among

officers and people with mental iliness or development disabilities, increased jail diversion rates, fewer
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lawsuits following crisis incidents, and stronger ties with the mental health and disabilities
communities. American Baptist Home Mission Societies commends the subcommittee for its attention
to exploring how Congress and the Executive Branch can support and strengthen State and Local
efforts in this area. While not exhaustive, we believe the following are important components of an
effective response.
General Considerations for Law Enforcement

Training efforts shouid work to demystify mental iliness and help officers overcome stereotypes
and prejudices in order to respond properly and effectively to situations involving people with mental
health conditions. Training materials that refer to situations involving people with developmental
disabitities and mental illnesses as probiems or generally violent predisposes the person and situation
as adverse. Resources that describe the prevalence of mental health conditions and that use
alternative language to describe individuals as “living with a mental health condition” as opposed to
“mentally ill,” or that describe a person as “living with a disability” as opposed to “disabled” wiil help
officers relate to the whole person rather than perceiving an individual as defined by their condition or
disability. When confronting a situation that involves people with disabilities or mental health
conditions, training that is rooted in such an approach may better prepare officers to adapt to the
situation without negative judgment and to offer understanding rather than only trying to deescalate
the situation.

General Considerations for an Effective Response Strategy

» Train Police Offices in Mental Health: improving police officers’ awareness and understanding
of mental illness will result in improved responses to incidents involving persons with mental

heaith conditions.
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e Appoint Police Ligison Offices and Deploy Specialized Police Offices and Non-Police Officers:
Appointing police liaison officers and deploying specialized police officers and non-police
officers, including police chaplains trained in crisis intervention techniques, improves police
responses to situations involving mental illness and disability through the delivery of specialized
knowledge, skills, and experience.

e Alternative De-escalation: Use of verbal engagement allows a collaborative relationship to be
established and can deescalate a person out of an agitated state. Verbal engagement helps the
person manage his or her emotions and distress and maintain or regain control of their
behavior. When possible the use of restraint and/or the use of coercive interventions should be
avoided as these may escalate agitation. When nonviolent alternatives have been exhausted,
use of less-lethal weapons reduces the likelihood of serious injury or death. Officers should be
trained to understand these weapons may affect a person in mental health crisis differently
from those not in mental health crisis.

e Working with the Mental Health Community: The public mental health system and the criminal
justice system must collaborate more effectively so that police officers have several
alternatives, not just arrest or hospitalization, when responding to those with a mental iliness in
the community, Collaboration between police departments and mental health agencies and
advocacy groups should focus on identifying and solving specific problems. Collaborating with
the mental health community can resuit in more support, and can empower advocacy groups to

increase their influence on legislation and funding decisions.

Beyond these more immediate concerns involving law enforcement, as a society we must do

more to address the stigma associated with mental illness. It is estimated that almost half of all
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Americans will experiences symptoms of a mental health condition—mental iliness or addiction—
at some point in their lives. Yet, today, less than one in five children and adolescents with
diagnosable mental health conditions receive the treatment they need.! Moreover, only 38%
percent of aduilts with diagnosable mental health conditions—and only 11% of those with
diagnosable substance use disorders—receive needed treatment.” When proper treatment and
supportive services are not received, crisis situations can arise affecting individuals, families,
schools, and communities—situations in which law enforcement officers too often find themselves
to be the first responder, While we must do all we can to adequately train police officers to
respond effectively in such situations, we must also do more to address the needs of individuals

and families before they reach a point of crisis.

! Unmet Need for Mental Health Care Among U.S. Children: Variation by Ethnicity and Insurance Status. Sheryl H. Kataoka,
M.D., M.S H.S,, Lily Zhang, M.S ; Kenneth B. Wells, M.D., M.P.H., Am J Psychiatry 2002; 159:1548-1555.
10.1176/aapa.ajp.159.9.1548

* Substance Abuse and Mental Health Services Administration, Results from the 2011 National Survey on Drug Use and
Health: Mental Health Findings, NSDUH Series H-45, HHS Publication No. (SMA} 12-4725, Rockville, MD: Substance
Abuse and Mental Health Services Administration, 2012.
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introduction

Thank you for the opportunity to submit testimony on behalf of the American Diabetes Association
{Association) and on behalf of the nearly 26 million Americans who have diabetes. The Association is
the largest, most prominent nongovernmental organization that deals with the treatment and impact
of diabetes. it establishes and maintains the most authoritative and widely followed clinical practice
recommendations, guidelines, and standards for the treatment of diabetes. This includes a medical
statement on diabetes management in correctional institutions.

One of the Association’s top priorities is giving voice to those denied their rights because of diabetes.
We seek to ensure people with diabetes are free from discrimination in all areas of daily life, including
by working to make sure people with diabetes are treated fairly by local law enforcement agencies.

| am the immediate past chair of the Association’s Legal Advocacy Subcommittee and have worked
closely with the Association to ensure law enforcement agencies have the tools necessary to fully serve
and protect all people living with diabetes. | hope the Association’s experience will be useful in
developing collaborative strategies to ensure fair treatment of people with diabetes and all disabilities.

in my testimony [ will focus on the following areas:

1. The scope of the problem of inappropriate law enforcement response to people with diabetes,
including representative incidents.

2. The medicine and science of diabetes emergencies.

3. The Association’s work with community partners, including law enforcement agencies, to
provide quality diabetes training.

1. The Problem: Ignorance of Diabetes

The concern with regard to diabetes and law enforcement centers around the lack of adequate training
on how to respond to diabetes emergencies. Individuals who experience severe hypoglycemia (low
blood giucose} and hyperglycemia {high blood glucose) need immediate medical intervention, but too
often, their medical needs are overiooked. Recent examples that have come to our attention include:

& A visibly pregnant woman with gestational diabetes had a low blood glucose emergency and local
police officers, upon approaching her and seeing an insulin syringe, assumed she was a drug addict,
despite her repeated explanations that she had diabetes and needed to eat her glucose tablets. She
was taken from her vehicle and wrestled to the ground and then charged with resisting arrest,
although charges were later dropped.

* An elderly man was found unresponsive by law enforcement officers inside his vehicle. The officers
responding to the scene assumed that he was drunk and pulled him out of the vehicle and forced
him to the ground. His hip was broken and a lung was bruised. He spent 21 days in the hospital as
a result of how the officers responded to this medical emergency.
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e A young man in police custody was denied access to insulin for more than 24 hours until he
developed diabetic ketoacidosis and went into a coma. He now requires round-the-clock nursing
care.

e A man with both schizophrenia and diabetes lingered in a jail cell for more than two months after a
warrantless arrest. He received inadequate insulin and died.

e A man with schizoaffective disorder and diabetes was in prison on a parole violation. He was
provided an injection of insulin in anticipation of an upcoming meal. However, when the meal did
not come, he asked the guards for it because if insulin is given without food, severe hypoglycemia
leading to seizure, unconsciousness, and death can occur. Instead of being given his meal, he was
dragged from his cell and died after guards restrained him for several minutes using shock shields.

Each year, numerous individuals contact the Association alleging that they have been treated
improperly by law enforcement on account of their diabetes. We believe that the reason for this
mistreatment is due to ignorance rather than malice. However, as long as this ignorance continues,
people with diabetes cannot be confident that they will be served and protected like other citizens,
and famities will fear for their loved ones.

2. The Medicine and Science of Diabetes Emergencies

In diabetes, insulin, a hormone produced by the pancreas, is either totally or partially lacking or the
body cannot appropriately absorb insulin. Insulin is needed by the body to convert sugar, starches, and
other food into energy needed to sustain life. Without insulin, life is not possible for long due to high
glucose (hyperglycemia) and toxins that increase in the blood. On the other hand, too much insulin or
some other medications causes low blood giucose (hypoglycemia) so much so that the brain and other
organs cannot function.

Medical emergencies arise when individuals develop either severe hypoglycemia or hyperglycemia and
immediate treatment is required. However, these conditions can be mistaken as intoxication,
uncooperativeness, or belligerence. Training is required so that the law enforcement officers can
distinguish between a person who is experiencing a medical emergency and a person who is choosing
not to cooperate.

3. The Association’s History of Educational Outreach and Cooperation
Philadeiphia Police Department

Since 2001, the Association has worked to defend the rights of people with diabetes in the law
enforcement context. In that year, | was lead counsel in a class action law suit against the Philadelphia
Police Department {PPD} on behalf of detainees with diabetes who were denied access to appropriate
food, medication and medical care while in police custody. The lead plaintiff was a businessman
arrested for a minor liquor code violation who ended up in the hospital due to lack of access to
medication and proper care while in police custody. The American Diabetes Association joined in this

2



89

suit. Settlement of the suit in 2003 included an agreement for the PPD and the ADA to jointly produce
a training video and an informational poster, both aimed at helping police officers know how best to
identify and respond to medical issues facing individuals with diabetes. These materials are geared
towards when a policy officer encounters a person with diabetes in the community needing help as
well as when someone is being arrested or in custody.

Treating Dighetes Emergencies: What Police Officers Need to Know is a 20 minute training video
designed to show law enforcement officers how to respond to people with diabetes in a variety of
situations. intended as a companion or stand-alone piece, Digbetes is serious: It can be life
threatening! is a poster designed to help police officers understand diabetes and the signs and
symptoms associated with diabetes emergencies. It also includes action steps to protect the safety of
detainees with diabetes.

This was not the end of the cooperation between the PPD and the ADA however. In 2012, the PPD and
the ADA agreed to work together to update and revise the PPD’s key training and informational
document. The result of our cooperative efforts was a much improved and updated police training
tool, the 2013 diabetes Assist Officer. it has become a resource for other law enforcement agencies.

New York Police Department

In 2012, the Association began to meet with the New York Police Department in order to help it
improve its officer training on diabetes. There had been several high profile incidents of individuals
with diabetes being denied treatment while in NYPD custody. One incident involved the denial of
insulin to an individual who subsequently experienced diabetic ketoacidosis and sustained serious
brain damage requiring nursing care for the rest of his life. Through continued dialogue and
cooperation, we have seen real change. The Association helped the NYPD to produce a compelling
training video that is now shown to each officer. Earlier this year, one of the Association’s medical
experts and | were invited to present a program to 250 of the NYPD's training sergeants. As a result of
the positive feedback, we have been invited to present annuaily.

Community Outreach

The work of the American Diabetes Association depends on our many volunteers in communities
throughout the United States. To that end, in May 2013, we asked our volunteers to approach their
local law enforcement agencies with our training materials and to offer to be resources for any agency
that would like to begin a training program for their officers. Our volunteers have reached out to more
than 400 local agencies in 31 states and the District of Columbia. However, even more hearteningly,
law enforcement agencies have expressed their keen desire to receive training. They recognize the
scope of the diabetes epidemic in their communities. Quite simply, they understand that their son,
daughter, brother, sister, husband, wife, father, or mother could be in harm’s way if law enforcement
does not have the tools it needs to appropriately respond to people with diabetes.
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Conclusion

We join our allies in the disability rights community to ask that the federal government develop
concrete proposals to ensure that law enforcement officers across the country are given the tools,
training, and resources to ensure that people with all disabilities can be confident they will be
protected as well as any other citizen.

Thank you again for this opportunity to provide my testimony. The Association is ready and willing to
work with the Senate Judiciary Committee and other legislative and executive groups to improve the
treatment of people with diabetes by law enforcement officers.
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Asseclation, Inc,

April 28, 1014

Submitted electronically ro: Durbin Testimonvi@Judiciary-dem.Senate.gov

Senator Richard Durbin, Chairman

U.S. Senate Committee on the Judiciary
224 Dirksen Senate Office Building
Washington, DC 20510

Senator Ted Cruz, Ranking Member
U.S. Senate Committee on the Judiciary
152 Dirksen Senate Office Building,
Washington, DC 20510

Re: April 29, 2014 hearing, “Law Enforcement Responses to Disabled Americans:
Promising Approaches for Protecting Public Safety”

Dear Chairman Durbin and Ranking Member Cruz:

The American Occupational Therapy Association (AOTA) is the national professional
association representing the interests of more than 140,000 occupational therapists, occupational
therapy assistants, and students of occupational therapy. The practice of occupational therapy is
science-driven, evidence-based, and enables people of all ages to live life to its fullest by
promoting health and well-being while also minimizing the functional effects of illness, injury,
disability, and other conditions.

AOTA appreciates the upcoming Senate Judiciary hearing, “Law Enforcement Responses
to Disabled Americans: Promising Approaches for Protecting Public Safety”, and the
apportunity to provide comments for the hearing. We would like to offer brief explanation of
how occupational therapy practitioners can help to meet the public safety needs of people with
disabilities and mental illness, and to offer ourselves as a resources as the committee moves
forward with forming recommendations from the hearing.

Occupational Therapy practitioners work in multiple settings with clients across the
lifespan. These settings include schools, early intervention programs, juvenile justice facilities,
community mental health programs, mental health hospitals, forensic psychiatric units, and
correctional facilities. Clients can include people with a developmental disability, an autism
spectrum disorder (ASD), a mental health disorder, in addition to those with physical disabilities.

Occupational therapy practitioners are experts in understanding the complex interaction
between a person, their activities, and their environment. It is imperative for law enforcement
personnel to be prepared to interact with persons with disabilities. Because of occupational
therapy’s focus on activity participation and disability awareness, they offer a crucial role in
preventing, promoting, and intervening to address both the physical and mental components
inherent within interacting with individuals with disabilities in order to insure public safety. For
example, for a person with a developmental delay, an ASD, or a mental health disorder, the

AQTA's : 4720 Montgomery Lane 301-652-2682 800-377-855% TDD
Centennial Bethesda, MD 20814-1220 301-652-7711 fax www aota.org
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physical environment can have a profound effect on behavior. How the physical or sensory
environment is affecting a person, may not be readily apparent to law enforcement or other
public safety officials.

Occupational therapy practitioners’ understanding of this interaction can assist public safety
officers in many ways including:

1)

2)

3)

4)

Preventing wandering/elopement: Someone with an ASD or mental health issue such
as schizophrenia are more likely wander or flec from a secure and safe environment,
particularly during emergency responses. Occupational therapy practitioners can help to
prevent wandering and fleeing by consulting with first responders and families. By
helping to identify triggers for elopement (both positive and negative) as well as
situations where elopement may occur (structured/unstructured, familiar/unfamiliar, etc.)
occupational therapy practitioners can help reduce the occurrence of these behaviors as
well as aid in search and rescue efforts.

Helping to plan for emergency evacuations: Emergency evacuations are an
unstructured and stressful time. Changes to the routine and unpleasant sensory stimuli
such as loud alarms could cause a person with certain disorders such as an ASD or mental
illness to flee or to appcar combative. Occupational therapy practitioners can help
develop specific evacuation plans for individuals and help educate public safety
personnel on common evacuation challenges. For example: occupational therapy
practitioners can help to design cues such as color coded pathways to help patients with
dementia who may become confused during times of stress; they can help to identify
routes that require less direction-following for those with cognitive impairments; and
they can help develop specific evacuation plans for individuals with physical limitations
disabilities by identifying routes that are wheelchair accessible.

Reducing the needs for restraints or seclusion in schools, forensie centers, juvenile
justice centers etc.: In the multiple scttings in which they work, occupational therapy
practitioners can serve on assessment and planning teams and help to identify client
strengths and barriers to participation. Through environmental modifications, carc-taker
education and client-centered skills-training, practitioners can help reduce the need for
the use of restraints and seclusion.

Promoting Disability Awareness and a greater understanding of classic
characteristies of specific disabilities: Certain disabilities such as an autism spectrum
disorder are associated with characteristics that could easily be misinterpreted by law-
enforcement personnel. For example, a person with an ASD may not make eye-contact
or may display echolalia (repeating another person’s words). These characteristics are
likely to increase during a time of stress, and could be easily misinterpreted by law-
enforcement as the person being combative, noncompliant, or inebriated. Occupational
therapy practitioners can help first responders recognize the classic signs of specific
disabilities which prepares them in approaching those individuals in need during search
and rescue missions. For example, a child with an ASD may apt to bolt when touched
uncxpectedly, thereby escalating an emergency response situation.
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The American Occupational Therapy Association greatly appreciates the Committee’s
focus on improving the public safety of Americans with a disability or mental illness.
Occupational therapy practitioners are currently helping to meet this challenge in homes,
schools, facilities and communities across the country. Thank you for the opportunity to provide
comments on this issue. AOTA looks forward to providing additional information and assistance
as needed. Please contact us at (240) 482-4147 or hparsons@aota.org if you have questions or
need additional information.

Sincerely,
Heather Parsons

Director of Legislative Advocacy
The American Occupational Therapy Association, Inc.
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Written Testimony to Support the Anchorage Crisis Intervention Team

The Anchorage Coordinated Resources Project {aka Mental Heaith Court), operated by
the Alaska Court System strongly supports the local and statewide efforts the Anchorage Crisis
Intervention Team {CIT) has provided for mentaily ill individuals in Alaska. Under the ieadership of
Sgt. Wendi Shackleford of the Anchorage Police Department, Alaska’s trained CIT officers have
been instrumental in changing the face of how mentally ili offenders are handied by faw
enforcement in our local community, as well as our statewide community. Anchorage CIT has been
at the forefront of system transformation for mentally ill individuals who interact with the criminat
justice system for a number of years. An example of the strong partnerships that Anchorage CIT
has is with the annual CiT training. Community partners, including the mental health court judge,
provide training on their expertise in working with mentally il individuals. The Anchorage CIT has
helped to arrange trainers to cover topics on self-mutilation, mental iliness recovery, excited
delirium, officer sélf—care, and use of statistics to track CIT calls and outcomes of calls. This data
helped to design a pro-active and preventative police response for responding to the mentally ill.

The Crisis Intervention Team (CIT) training modet, a 40 hour training designed to assist
law enforcement in responding appropriately and more sensitively to calls involving mentally ill
individuals has been provided to over 300 members of law enforcement, corrections and
community partners in Alaska. in Anchorage, there are over 70 officers and over 30 dispatchers
who have attended the 40 hour Basic CIT training. CIT is now required training for new members
of the Anchorage Police Department and CRU (Crisis Negotiator) teams.

Mentally ill offenders are a difficult and often forgotten population. Trained CIT Officers
become competent in responding differently and humanely to mentally iil offenders. Now, instead
of criminalizing the mentally ill, officers have the skills and resources to appropriately divert
mentally ill individuals to the community {mental health court, community mental health agencies,
psychiatric emergency rooms) and arrest is not the only option. When arrest is necessary, officers
now communicate with partner agencies, such as the department of corrections mental health,
the mental health court, community behavioral heaith agencies, consumer groups and family

members to best meet the needs of the mentally il individual.
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Written Testimony to Support the Anchorage Crisis Intervention Team

The Anchorage Police Department's CIT was awarded the 2002 Downtown Partnership's
Heart of “our community” Community Partnership Honor Award for Best Neighbor. In 2003, the
CIT team was awarded the Chuck Melick Memorial Award “For outstanding advocacy for
individuals with disabilities. You make a difference.” presented by the mayor. On September 1,
2004, the CIT Team was honored by a local intellectual disability agency with the Grace and Aram
Wolf Memorial Award “for the advancement of the rights and dignity of individuals who experience
developmental disabilities”. This award is presented to those who have demonstrated
extraordinary championship in advocacy for equal rights, opportunity, and status for those who
experience disabilities. The CIT team won the Governor's Award on 9-30-08—this award
recognizes a civic organization that has done the most to improve the potential of people with
disabilities. The CIT team was recognized for partnering with faw enforcement and other community
partners to educate their staff on how to best respond to people who experience mental health
issues and are in crisis.

Anchorage Coordinated Resources Project (aka Mental Health Court) has a close working
relationship with the Anchorage Police Department's CIT team. For example, CIT officers make
referrals directly to the mental heaith court via phone or email. This close communication helps to
swiftly identify mentally il offenders and divert to the mental health court docket. Another example
of collaboration is that APD CIT officers have been paired with or aierted to individuals with compiex
behavioral health issues in the community. instead of arresting the individual, the officer is able to
respond with an aiternative approach, such as diverting to the psychiatric emergency room, calling
the case manager, or the mental health court case coordinator. This helps to increase
communication surrounding individuals with complex behaviors and reduce unnecessary arrest.
Anchorage CIT is also a member of the Interagency Coordination Group, a multiagency group that
meets monthly to identify high need consumers and problem-solve innovative interventions to best

meet the needs of complex individuals with mental health needs.
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Appleton Police Department Crisis Intervention Team (CIT)
222 S Walnut Street, Appleton, WI 54911 920.832,5544

“.....Fighting crime
e SOIVING problems.”

April 28, 2014

U.S. Senator Dick Durbin

Senate's Assistant Majority Leader

Chairman of the Senate Judiciary Subcommittee on the Constitution, Civil Rights, and Human
Rights

United States Congress

Washington DC

Regarding: "Law Enforcement Responses to Disabled Americans”

Promising Approaches for Protecting Public Safety.” Recause of inadeguate social
and mental health services, law enforcement officers have inereasingly become
the first responders for individuals with mental liness or developmental
disabilities who are in crisis.

Dear Senator Durbin:

The Appleton Police Department adopted the “Memphis Model” of CIT (Crisis Intervention Team) in
2004 as a result of the declining services / budgetary investment in emergency mental health services
in our community. Appleton has a population of nearly 75,000 people and would be considered middie
class. We have a somewhat unique situation of sitting in three Counties. Each County has a varying
degree of mental heaith services, especially emergency mental health. We saw at that time that while
not a mental health services provider, we, law enforcement, are often called upon to be the “first
responder to persons in crisis”. We believed the mental health consumer was deserving of more and
the mental health community owed it to the public at large to do more. The best way to achieve
improved services and results was through the collaborative approach called CIT. CIT originated in
1988 in Memphis TN and was not in place anywhere in WI prior to our efforts to bring it to our
community in 2003. Our primary partners were County Mental Health and our local National Alliance
on Mentai Health affiliate, NAMI Fox Valley.

Since inception we have achieved all of the known benefits of CIT:

Reduced risk of injury to mental health consumers, the public or officers

Reduced repeat calls for mental health and other services

Improved working relationship between area providers and law enforcement first responders
Increased involvement of the consumers family and friends

2 ®» ® @
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Appleton Police Department Crisis Intervention Team (CIT)
222 S Wainut Street, Appleton, WI 54911 920.832.5544

s Increased awareness of mental health services in the community to consumers and their
support network

« Al collaborators appreciate the value of early intervention as opposed to the emergency
response. Early intervention is generally more successful and more cost effective.

e CIT places an emphasis on diversion to the civil mental health system of care as opposed to the
Criminal Justice system which can be very unforgiving to persons in crisis.

Since 2004 we have seen our crisis calls to continue to increase in double digit percentages. At the
same time we have successfully seen our actual Emergency Detention placements decline to pre-2003
levels. Most agencies that do not have CIT experience the exact opposite; increased Emergency
Detentions. ED’s can use a large amount of officer time and often result in overtime to the detaining
agencies. CIT has reduced that impact at the Appleton Police Department and other agencies in WI.

The biggest hurdle to most law enforcement agencies is access to the training and being able to
schedule it affordably. In many cases the CIT training is supported by community grants and is often
at no cost to the attending law enforcement agencies. Most agencies have downsized over the last ten
(10) years and being able to schedule officers is difficult to make happen and expensive so far as
maintaining patrol coverage while the officers are away at the training. The training is forty (40) hours.

In closing let me say that two things should he considered:

e First, CIT should be recognized as a “best practice” nationwide by all law enforcement agencies
or their guiding agencies (DOJ, etc.).

e Secondly, training dolfars should be aflocated nationally so that all law enforcement agencies,
especially the smaller agencies, can afford to send officers to the CIT training. This incentive
should stay in effect untif such time that access to mental health services as well as the
providing of mental health services improves on a national basis. This should not be law
enforcements issue to deal with. Until such time that mental health services improve it will be.

Let us, the law enforcement community, embrace the need for this training so that we can truly protect
and serve the community we work in. Countless persons with mental illness neediessly end up
entangled in the criminal justice system. Too many mental health consumers and faw enforcement
first responders die in these conflicts involving our response to persons in crisis. Countless dollars are
wasted on criminal court cases {James Holmes, Jared Loughner & Seung-Hui Seng, just to name a few)
that could have been avoided had mental heaith services been easier to access and more readily
available outside of crisis.

Thank you for allowing us to offer commentary on the importance of mental heaith training for law
enforcement. CIT save lives and changes communities. This need for law enforcement training will
always exist so long as there is mental iliness.

Respectfully submitted

SSgt. John S. Wallschiaeger

CIT Officer - Community Liaison Officer
Appleton Police Department :
920-832-5544 / john.wallschaleger@appleton.or
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INTERACTION OF INDIVIDUALS WITH AUTISM SPECTRUM DISORDERS
WITH THE JUSTICE SYSTEM IN PENNSYLVANIA

The Burequ of Autism Services, PA Department of Public Welfare commissioned the Autism
Services, Education, Resources, & Training Collaborative (ASERT) to conduct an update of
the 2005 PA Autism Census. According to the 2014 PA Autism Census Update, there are
55,830 individuals with Autism Spectrum Disorders (ASD) in Pennsylvania receiving state
services. Of that, 500 individuals with ASD in Pennsylvania who were receiving services had
contact with the juvenile or criminagl justice systems in 2011.

Frequency of Charges Committed by Individuals with ASD
(2011}

Charge Type : Frequency
Offense Against Person {e.g. assault, 1,171
battery, sexual offenses)
Property Crimes {e.g. arson, theft, 737
vandalism)
Offense Against Justice {e.g. drugs, 525
weapons, fines}

Most Commaon Charges among individuals with ASD in Pennsylvania
: {2011}

Simple assault cause bodily injury

Theft

Harassment/strike, shove, kick, etc.

Disorderly conduct engage in fighting

Crime of violence intent to terrorize

Criminal mischief real or personal property

Indecent assault against person <13 years old

Burglary with person present

Wi~ winNi-

Unauthorized use of auto or other vehicle
Aggravated assault bodily injury to teacher

=
<

** Property offenses and physical crimes were the most common charge types among individuals
with ASD whao were in contact with the justice system in 2011,

% There is a dearth of existing literature on the interaction of individuals with ASD and the criminal
or juvenile justice systems.

** There are many avenues to explare in training and systems preparations to meet the needs of
the ASD population in the criminal and legal systems.

%* It is necessary to collect more data and conduct more analysis to identify how to address the

needs of individuals with ASD in the context of justice system interfaces.

The Autism Services, Resources, Education, & Training Collaborative {ASERT) Eastern Region would
welcome the opportunity to present more on this topic area. Please contact Lindsay Shea
{ljl42 @drexel.edu) for additional information.
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To: The Senate Judiciary Subcommitiee on the Constitution, Civil Rights, and Human Rights
Re:  Crisis Intervention Training (CIT) [edited]

From: Mary Neal, a/kfa MaryLovesJustice, director of Assistance to the Incarcerated Mentally il
(“AlMI")

AlM! is an online mental health advocacy organization, founded in 2007, with roughly a thousand
members at Care2, Facebook, and Google+, and over a million regular readers of our articles,
emails, and posts in social media.

AIMti congratulates the U.S. Senate Judiciary Subcommittee for inviting input from stakeholders
regarding crisis intervention training (CIT) for police officers who are the first responders
regarding mentally il Americans in crisis. People throughout the world are alarmed at the high
death rate and the number of serious injuries our mentally challenged people face from arresting
officers. AIM! supports additional training for police officers to enable safer arrests.

Be aware that in addition to mentally ilt Americans being abused and killed during arrests, many
persons with serious mental illnesses are raped, beaten, and killed while in custody in
correctional institutions throughout the country. They are ailso overrepresented among inmates in
solitary confinement torture. Physical health conditions the mentally il inmates may have, such
as hypertension, diabetes, and others, are frequently ignored, to their detriment. It appears
necessary, therefare, to include correctional officers in crisis intervention training.

Presently, whenever police or correctional officers seriously injure and cause the deaths of
mentally ill people, it is said to be due to lack of training regarding the safe capture or
containment of the mentally ill. | submit to you that CIT training will address only part of the
problem regarding police violence, Many of the deaths and injuries the mentatfly ill suffer from
police and correctional officers are incurred despite the training that police and correcticnal
officers have already received regarding the human and civil rights of the victims.

Even police officers who never received crisis intervention training know it is unlawfui to beat a
surrendered subject like Kelly Thomas to death. They should also know it is uniawful to secretly
arrest a lifelong mentally il heart patient, like Larry Neal, and lie to his family and social worker for
18 days, denying having Larry in custody, while he died without his vital heart drugs. Whether
being Tasered or placed in restraint also contributed to Larry Neal's secret death in custody, his
survivors cannot say. His kidnapping and murder are still treated like national secrets, even ten
years later. Deaths in custody often resuit from abuses of power, and cover-ups are common.
Therefore, the Senate Judiciary Committee should also recommend that police officers and
correctional officers be held fully accountable for avoidable deaths and injuries to all Americans
that occur during arrests and incarceration.

We understand that Memphis, Tennessee is the home of crisis intervention training. However,
MPD continues to kill the mentally il. A total of 23 people were killed by MPD during 2012 and
2013, including Christian Freeman, 19, a parancid schizophrenic. He was shot to death June 12,
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2012, about 1:40a.m. near Beale Street. Police claimed Freeman charged at two officers with a
knife and they shot him to death. If he had lived, Freeman would have endured his second arrest
for conduct caused by mental iliness. He spent a month in a mental heaith ward after allegediy
yelling and making cbscene gestures at police officers in April 2012, The fact that peopie with
serious mental ilinesses are regularly killed in Memphis, the home of CIT, shows that instituting
CIT for police officers around the country will not be sufficient 1o protect Americans with mental
disabilities from police violence. Police accountability must be incorporated in the Senate’s
recommendations regarding reducing deaths and injuries to the mentally ill.

AIMI is not only concerned about the safe capture of the mentally it and their safety while behind
bars, but we also urge the U.S. Senate Judiciary Subcommitiee to recommend passage of
H.R.3717 - The Helping Families in Mental Heaith Crisis Act, which Representative Tim Murphy
{R-PA) introduced in the U.S. House of Representatives in December 2013. The bill provides for
CIT training for police and correctional officers. According to my understanding, it further
provides for:

s Assisted outpatient treatment (AOT) programs, that offer subsistence assistance and
mandated psychiatric treatment. AOT program participants in New York experienced
over 85% decrease in rates of homelessness, arrests, and incarceration when
compared to their rates from three years before entering the ACT programs.

s Relaxed HIPPA laws, so that close family members can be privy to their mentally il
relatives’ medical and psychiatric information and better advocate for them.

« Resumption of Medicaid insurance to increase access fo inpatient treatment facilities for
people who financially qualify.

Thank you for this opportunity to share our opinions on CIT and the other provisions of HR 3717,
which would stop the revoiving door to jails and prisons for our most vuinerable citizens.

Mary Neal

Director of

Assistance to the Incarcerated Mentally 1l
hitp /ivww care? conve2e/group/aimi
Dog Justice for Mentalty 1il

hitp//dogjusticeformentallvilt blogspat.com
Website: Wrongful Death of Larry Neal

hitp /iwrongfuldeathoflarryneal.com
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Testimony Provided by Autism Speaks for the

Senate Judiciary Subcommittee on the Constitation, Civil Rights, and Human Rights

On Law Enforcement Responses to Disabled Americans:

Promising Approaches for Protecting Public Safety

April 29, 2014

Chairman Durbin, Ranking Member Cruz, and members of the subcommittee, Autism
Speaks thanks you for the opportunity to offer written testimony on the response of law
enforcement officers to developmentally disabled individuals in erisis. Autism Speaks is the
world's leading autism science and advocacy organization. Our goal is to change the future for all
who struggle with autism spectrum disorders. We are dedicated to funding research into the
causes, prevention, treatments and a possible cure for autism. We strive to raise public awareness
about autism and its effects on individuals, families, and society, and we advocate for the needs
of individuals with autism and their families. We have invested over $400 million in this effort

and we are committed to continuing our work,

Autism spectrum disorders (autism for short) are defined by deficits in very basic social

and communication skills, differences in the way those skills are used in social interaction and
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communication, and by a varied list of behaviors that share repetitive or restricted features.
Autism can be associated with intellectual disability, difficulties in motor coordination and
attention, and physical health issues. Autistic people may behave in unique and unexpected

ways.

We now know that there is no one cause of autism or one type of autism. Most cases of
autism appear to be caused by a combination of autism risk genes and environmental factors
influencing early brain development. Autism occurs in all racial, ethnic, and socioeconomic

groups, and is almost five times more common among boys than girls.

Many questions about autism remain to be answered, but we do know that autism is much
more commonplace than once thought. According to recently relcased estimates from the
Centers for Discase Control and Prevention, 1 in 68 children have autism. The new estimate is
roughly 30% higher than the estimate from two years ago (1 in 88), roughly 60% higher than the
estimate from four years ago (1 in 110), and roughly 120% higher than the estimate from six
years ago (1 in 150). Improved diagnosis and identification explain only part of these dramatic

increases.

The numbers mean more affected individuals and families will need services, whether
routine or emergency. Nearly half of children with autism attempt to wander or bolt from a safe,
supervised place. More than half of these wandering children go missing — often into dangerous
situations. In 2014 Autism Speaks has had a total of 1,734 direct requests for wandering
prevention and safety resources from individuals with autism, their families, and first

responders. Since launching our partnership on January 23, 2014, Autism Speaks has worked
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with the National Center for Missing and Exploited Children on 36 active autism wandering

incidents.

Law enforcement officers may be called upon to look for a missing child or adult, or may
encounter people with autism in other crisis situations. Police are trained to respond with a
certain protocol, but this protocol may not always be the best way to interact with individuals on
the spectrum. Challenging law enforcement officers, not responding to their orders, or running
away may not be acts of defiance by an individual with autism. Because police are usually the
first to respond to an emergency, it is critical that officers have a working knowledge of autism
and the wide variety of behaviors individuals on the spectrum can exhibit in emergency
situations. Too often, we in the autism community hear of encounters between police and people
on the spectrum, confrontations that result in death or serious injury and leave a family bereaved,

and we arc left to wonder whether different policing tactics could have avoided a tragedy.

On our website Autism Speaks has assembled these quick facts for law enforcement

personnel:

e Interacting with a child or adult who has autism will challenge your experience and
training.

o You will hear terms such as low functioning/high-functioning autism and Asperger’s
Disorder to identify the level of their condition. In most cases, the person will have
difficulties following verbal commands, reading your body language, and have deficits in
social understanding.

* Law enforcement agencies should proactively train their sworn workforce, especially

trainers, patrol supervisors, and school resource officers, to recognize the behavioral
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symptoms and characteristics of a child or adult who has autism, and learn basic
response technigues.

e A training program should be designed to allow officers to better protect and serve the
public and make the best use of your valuable time, and avoid mistakes that can lead to
lawsuits and negative media scrutiny, loss of confidence from the community, morale
problems, and lifelong trauma for all involved.

s A good autism recognition and response workshop is designed to inform law enforcement
professionals about the risks associated with autism, and offers suggestions and options

about how to address those risks.

In addition to information for enforcement personnel, Autism Speaks provides a dedicated safety
portal broken down into sections to provide comprehensive and effective information on the

following topics:

e Safety in the Community

o Safety in the Home

e Recognizing and Preventing Abuse

» Recognizing and Preventing Sexual Abuse

e Information for First Responders

* National Safety Resources

Our Autism Response Team is specially trained to connect people to information, tools, and
resources. We can be reached at 888-288-4762 (en Espariol 888-772-9050) or

familvservicesi@autismspeaks.org.

Autism Speaks has taken steps to facilitate collaboration between law enforcement and

the autism community, but we need help from Congress and the Executive Branch. We look to
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the federal government to work closely with first responders and local law enforcement on .
training to increase awareness of the special safety needs of people on the spectrum and to
provide tools that will reduce the risk of harm to vulnerable individuals. Autism is and must be a
national health priority, and the safety of individuals with autism in law enforcement situations

must receive greater attention.
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Support. Qpperiunity, Succe

Law Enforcement Responses to Disabled Americans: Promising Approaches
for Protecting Public Safety

Submission for Senate Hearing Before the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights April 29, 2014

“On January 11, 2013 in a Maryland movie theater, a 26-year-old man with Deovwn syrdrome cried out
Jor his monony in the final moments of his life and started o movement. The death of Ethan Saylor at the
hands of sheriff's deputies who were trying lo evict him from the theater he entered without a ticket has
become g significant event for people in the disability community who push for equality and inclusion as
a civil rights issue. Ethan Savlor is theiy Emment Till

For me, the Saylor story is deeply troubling and personal. My [0-year-old daughter has Down syndrome.
She is witty and sy most of the time but there are moments when she is obstinate and difficidt — much
like any child. But the behaviors sometimes tuke extra effort to work arownd,

That kind of understanding and patience should have been afforded Ethan Sayvlor, who had an JQ of 40.

Instead, off-duty Frederick County Sheriff's deputies were summoned 1o oust Saylor when he wanted 10
waich "Zero Dark Thirty” a second time, withowt a ticker, As depuies went in, Saylor's aide pleaded for
everyvone to wait it out and allow her to deal with the situation. His mother was on the way. The aide
warned that Saylor would "freak out” if touched.

Depuiies dismissed her advice and told her to siay ont of the theater. They went in, ordered Seaylor to
leave, then grabbed him when he refused and began swearing ai them.

Deputies cuffed him, and Sayior struggled and cried, saying, "Mowmy, mommy. 1t hurts,” As officers
wrestled with 294-pownd Saylor, he fell 1o the ground with a deputy on his back. He soon stopped
breathing and died. An autopsy later revealed his larynx was crushed.-Denver Post 1711714

Could this have ended differently if those officers had been trained in the proper way to interact with
individuals with disabilities? Unfortunately, we will never know but Niagara University through the scale
up and expansion of impact of its unique First Responder Disability Awareness Training (FR DAT)
program intends to do everything possible to prevent this from happening to another family. The key is
education and training that has staying power.

= Everyone needs disability awareness training; this is not unique to first responders. However,
emergency personnel’s presence at situations that call for a response to challenging behaviors, alleged
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criminal conduct, physicaf and medical needs, assistance in a matter, or service and protection, are
imperative to the well-being and quality of life for the vulnerable individual(s) in which they come
into contact. The intent of any training should recognize that {most) individuals in law enforcement
want to do the right thing: however, the unique, perplexing encounters that may call for split second
decision-making can put an officer in a difficult spot. Our program exists so that all first responders.,
but cspecially potice officers, are able to respond in a manner that allows for both parties to be safe
and treated in the appropriate manner.

“First Responders” is a term used 1o describe police, firefighters, emergency medical services (EMS).
and 911 operators/dispatchers who are the first contact either via 911 or through arrival on the scene
of medical or other emergencies.

While Ethan’s case has garnered national attention, it is not the only instance where a first responder
has inappropriately responded to an IWD and the result has been negative. However, to fault first
responders would not be prudent. You can’t properly respond to an incident if you were never trained
in how to do so, if your state’s criminal justice mandated training did not include a detailed section on
disability awareness, if your Chief was never given the opportunity to send their personnel to a
program. While some states include training for law enforcement in response to individuals with
disabilities (IWDs), it is either not enough. buried within hundreds of hours of recruit training,
doesn’t allow for on-going education, or is not delivered effectively. NU FR DAT’s website
{(www.fr-dat.com) has, under Articles of Inierest, some 30 cases whereby law enforcement was
chatlenged and may have responded in a manner that was not effective, resulting in injury to an IWD
{both physical and mental), death of an IWD (across the disability spectrum), false arrest, civil
lawsuits costing municipalities millions of dollars, officers losing their job and some even serving
time.

Society has many faults when it comes to proper response and interaction with IWDs which is
manifested by misperception, misunderstanding, lack of awareness, viewing and IWD as a lesser
person, sympathetic response as opposed to empathetic, fear of the unknown, and avoidance.
However, for first responders to come into situations with these areas not being eradicated from their
minds. the probability of an inappropriate interaction rises dramatically.

IWDs may require response that would vary from cveryday encounters. If emergency personnel are
not comprehensively educated on this topic. results can be negative, some even catastrophic.
Research shows that individuals with disabilities (IWDs) are seven times more likely the victim of a
crime than other individuals while 50-80% of an officer’s day will be in contact with an
individual with a disability. Yet First Responders seldom have sufficient training 1o interact
effectively with people with developmental disabilities.

Historically, most individuals with developmental disabilities who required out of home placement
resided in large institutional settings. some of which mirrored self-contained communities with
emergency and other personnel available within the institution 24 hours a day, 7 days a week.

One of five Americans has a disability, and it is on the rise. Current numbers include 1 in 68
children have autism, 3% of the population has an inteliectual disability, onc on 10 Americans
will have a seizure, and 30 million people have ambulation challenges, to name a few. That said
many disabilities such as Tourette syndrome, traumatic brain injury, ADHD, and learning disability
has a high incidence of encounters with law enforcement. Al will present differently and have the
potential to be chaflenging for an untrained officer,

Today, most individuals with developmental disabilitics live with their families, others in the
community, or independently per their choice. Along with the rewards of community living, people
with disabilities face increased risks of needing the assistance of First Responders.

According to the US Bureau of Justice Statistics, an estimated 1.3 million nonfatal violent crimes
occurred against persons with disabilities in 2012 nationwide.

In 2012, the rate of violent crime against persons with disabilities was 34 per 1,000, compared to
23 per 1,000 for persons without disabilities. Because persons with disabilities are generally much
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older than those without, the age distribution differs considerably between these two groups, making
direct comparisons misleading. To compare rates, each group was adjusted to have a similar age
distribution, making the age-adjusted rate of violent crime against persons with disabilities (60
per 1,000) nearly three times higher than the rate for persons without disabilities (22 per 1,000).
The age-adjusted rate of serious violent crime—rape or other sexuai assault, robbery and aggravated
assault against persons with disabilities (22 per 1,000) was nearly four times higher than that for
persons without disabilities (6 per 1,000) in 2012.

* Among persons with disabilities, those with cognitive disabilities had the highest unadjusted rate
of violent victimization (63 per 1,000). During 2012, about haif (52 percent) of violent crime
victims with disabilities had more than one disability. Violent crime against persons with one
disability type increased from 2011 (37 per 1,000) to 2012 (53 per 1,000), while the rate among
persons with multiple disability types remained stable during the same period.

*  Other 2012 findings include: Persons with disahilities experienced an estimated 233,000
robberies, 195,200 aggravated assaults, 838,600 simple assaults and 80,100 rapes or other sexual
assaults; Among persons with disabilities, whites were more likely than blacks to experience a
violent crime; Hispanics with disabilities had a lower rate of violent victimization than non-Hispanics
with disabilities; and, among persons ages 12-15, the unadjusted rate of violent victimization was
three times higher for persons with disabilities than for persons without disabilities.

* Individuals with disabilities who are offenders will also have challenges in the judicial system, many
of them at every level of it.

= Law enforcement will also be responding to IWDs when they are in need of assistance or in crisis.
Individuals with autism and dementia may wander and first responders are called to find them. People
who use wheelchairs may get stuck and need assistance, individuals with speech impairments will
pose challenges, a need to be able to know basic sign language will be expected when interacting with
a deaf person, etiquette and interaction skills with someone who is blind, to name a few.

* The Americans with Disabilities Act (ADA) already addresses some of these matters but often times
officers are not kept abreast of how this impacts their responsibilities. The Department of Justice
(DOIJ) has some materials that assist in educating officers on how to be sure they both uphold the
ADA and don’t violate it.

¢ Still, incredibly, first responders, emergency managers, and municipal employees/elected officials
receive no formal mandated training in proper response to ['WDs.

*  According to FEMA, an average of an estimated 1,700 residential building fires involving
individuals with mental disabilities are reported each year with an estimated 85 deaths and 250
injuries while an estimated 700 building fires involving individuals with physical disabilities are
reported each year with an estimated 160 deaths and 200 injuries

* This, in combination with the documented tragedies resulting from inappropriate first responder
contacts with IWDs nationwide, indicates a clear need for expanded training for first responders and
aligned emergency personnel.

In September 2010 Niagara University (NU) was awarded a three year $550,000 grant from the NYS
Developmental Disabilities Planning Council (DDPC) to address the lack of training and
understanding of how to properly respond to IWDs with the intent to develop curriculum for the
training of police officers, firefighters, EMS, and 911 operators in the State of New York. Although
some states have versions of this program, no state has developed a fully comprehensive program.
The program is a Train the Trainer model, which is the only way to reach first responders in mass. It
incorporates a Trainer network that allows for FR to connect with IWDs to co-present on disability
specific topics and sections. NYS DDPC researched and found no state to have comprehensive mandated
training.
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Consider that in New York State there are 588 police departments and sheriff's offices with more than
62,300 sworn full- and part-time officers, 45 law enforcement training academies, 2,135 fire departments
and EMS agencies with more than 175,000 responder personnel statewide; thousands of 911 operators
and hundreds of individuals responsible for emergency management of municipalities. The numbers and
the training schedules that are utilized by firefighters (FF), law enforcement (LE), and EMS agencies are
non-traditional. In essence, to train one police department (PD) of 100 officers will take a week, the
schedule would be set by them, and there would be an expectation that this is offered at no charge. It is
simply not practical. Couple this with the feeling that the best people to train FF and LE are themselves,
and the odds are against any group to make a dent in their regions FR departments. Law enforcement
receives two hours of mandated training on individuais with disabilities in the basic course (out of 639
hours). FR-DAT has reached (to date) over 800 representatives from 51 emergency management
agencies, 70 law enforcement departments, and 75 FF/EMS departments through a combination of direct
and train-the-trainer formats.

NU has also taken the measure to ensure some form of on-going education. They have done this
through the following;

» The trainer manuals have additional materials on disabilities, the ADA, victimization/abuse,
service animals as well as resources via websites per discipline.

* NU has developed a resource manual for every attendee that is a quick reference guide on
everything disability related specific to first responders

* NU has developed an extensive website that allows for FR to continue educating themselves
on everything relative to proper response. NU will develop state-specific links to adjust to the
differences (i.e. laws, service providers, parent groups) across borders.

* NU maintains a relationship with all trainers, allowing for inquiries to be answered, new
material to be shared, current trends and topics to be disseminated, and tracking of training
conducted to be incorporated into the database. This ensures they are always connected to
‘homebase’ and their responsibilities are carried out.

¢ Working with the support of the NYS Office of Persons with Developmental Disabilities
(OPWDD), the end product includes, but not be limited to, class room training, a train the trainer
program, on-line training, database of all departments and councils, extensive resources,
comprehensive website, and regional disability contacts and information Research by DDPC staff
indicated that there was no program or state in the country that addressed the complete issue
eclectically.

* Through the Disability Awareness Training at NU, New York is the only state in the nation to have a
comprehensive program that covers the disability spectrum and works with and through state offices
and associations.

Firefighters, EMTs, paramedics, police and emergency room personnel are trained to handle
emergencies but not necessarily an autism emergency. If not aware of the disability and the spectrum of
the symptoms it encompasses then responders will not be adequately prepared to handle the emergency
effectively.

Untrained or uneducated mistakes can result in the loss of a first responder or the individual with the
disability - which is unacceptable given that we have training available. Individuals with autism are so
unique in their actions and unpredictability, so it is in the name of safety for both the individuals and the
first responder to have specific training.
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Can you imagine going into a fire and reaching out to grab an individual in imminent danger only to
find that the individual reacts in defense of being touched not in fear of the responder? There is not time
in these situations to receive on the spot training. Responders need this training well in advance of this
situation to know how to react.

As parents and advocates for this training, we believe that all firefighters, EMTs, paramedics, police
and emergency room personnel should be required to have this specialized and critical training. They
need to know how to recognize autism, {earn communication and interaction strategies, learn how to
lessen or eliminate dangerous behaviors and if warranted, how to restrain the individual in the safest way
possible.

In an emergency situation, when every second can make a difference, this essential training will not
only save lives, but continue to raise awareness in all communities, reducing myths and aiding those with
autism to lead safe and productive lives. If our emergency first responders don't have this training, we
can expect more loss of life and regret.

Respectfully submitted,

Suh Nilhao

Sarah Milko

Executive Director, AutismUp.org
180 Linden Oaks Dr., Suite 250
Rochester, NY 14625

Phone: 585-248-9011
Contact@autismup.org
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Testimony submitted to the Senate Judiciary Subcommittee on
the Constitution, Civil Rights, and Human Rights

“Law Enforcement Responses to Disabled Americans:
Promising Approaches for Protecting Public Safety.”

April 29,2014
By the Bazelon Center for Mental Health Law

The Bazelon Center for Mental Health Law submits this statement for the
record regarding the April 29, 2014 hearing on Law Enforcement Responses to
Disabled Americans: Promising Appreaches for Protecting Public Safety. The
Bazelon Center is a national nonprofit advocacy organization that represents
individuals with psychiatric disabilities and advances their rights to live fuil
and independent lives in their own homes and communities.

As the subcommittee has noted, individuals with psychiatric disabilities have
disproportionate rates of involvement with the criminal justice system.
Individuals with mental iliness are much more likely to be arrested and studies
have found that rates of arrest among public mental health service recipients
are “roughly 4.5 times higher than those observed in the general population.™
On average, 17 percent of people incarcerated in jails are estimated to have
serious mental illnesses.”

! Bazelon Center for Mental Health Law, The Role of Menial Health Courts in Systent Reform
2 (2003) available at
http://bazelon.org/LinkClick.aspx?fileticket=xQf5_1grKcI%3D&tabid=104; William H.
Fisher, et. al., Risk of Arrest Among Public Mental Health Services Recipients and the General
Public, 62 Psychiairic Services 62 (Jan. 2011),

2 Alex M. Blandford & Fred C. Ocher, Council of State Governments Justice Center, A
Checklist for Implementing Evidence-Based Practices and Programs for Justice-Involved
Adults with Behavioral Health Disorders 1 (Aug. 2012). The most recent Bureau of Justice
Statistics study estimated that the United States inmate population with mental heaith
conditions was higher: 56 percent of inmates in state prisons and 45 percent of inmates in
federal prisons. Doris James & Lauren Glaze, U.S. Dep’t of Justice, Mental Health Problems.
of Prison and Jail Inmates 1 (Sept. 2006) available at

fittp:/www, bis gov/content/pub/pdfimhppii pds.

1107 15th St NW, Sujte 1215

. Washington, DC 20 | Phone: 20 30 | www.ba

fon.org
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In Los Angeles, about 13 percent of the L.A. jail’s 15,000 inmates. or about 2250 people. were
classified as mentally ill.* The Cook County Jail in Illinois screens al} inmates for mental
illnesses and reports that a third of the 10,000 inmates have a mental illness.* These individuals
are not imprisoned because of violent crimes, but because of minor offenses: “[plolice have
picked them up for small crimes like acting out in front of restaurants, sleeping in abandoned
buildings or possessing drugs.”

These rates of justice involvement reflect the failure of our mental health systems to offer people
the services they need to prevent law enforcement involvement. Providing these services to
more individuals who need them would enable us to: (1) avoid many preventable deaths of
individuals with psychiatric disabilities during encounters with law enforcement. (2} avoid
spending costly sums on incarcerating individuals with psychiatric disabilities in jails and prisons
where they are poorly served. and (3) prevent arrests and convictions that follow individuals for
the rest of their lives, making it substantially more difficult for them to obtain housing and
employment and reintegrate successfully into community life.

We have services that have demonstrated effectiveness in reducing law enforcement
involvement—Assertive Community Treatment, mobile crisis services, and supportive housing.
These services have demonstrated success in reducing recidivism, improving mental health
outcomes, and lowering costs.® These services may be covered by states under the Medicaid
program. Moreover, states that have adopted the Medicaid expansion may cover these services
at largely federal expense for numerous people who were previously uninsured and ineligible for
Medicaid.”

3 Jack Leonard & Robert Faturechi
(Jan. 11, 2012) available at www

# Laura Sullivan, Mentally 11l Are Ofien Locked Up In Jails That Can't Help, National Public Radio (January 20,
2014), available at hitp://www.npr.org/2014/01/20/26346 1 940/mentally-ill-inmates-often-locked-up-in-jails-that-
cant-help); Nicholas Kristof , The New York Times, Inside a Mental Hospital Called Jail, (Feb. 8, 2014) available at
hittp://www.nytimes.com/2014/02/09/opinion/sunday/inside-a-mental-hospital-called-jail. itml? r=0.

> Laura Sullivan, Mentally 11l Are Often Locked Up In Jails That Can't Help, National Public Radio (January 20,
2014), available at hitp://www.npr.ore/2014/01/20/26346 1 940/mentallv-ill-inmates-often-locked-up-in-jails-that-
cant-help).

¢ Letter from Professor Kupers to County Supervisor Yaroslavsky, supra note __; see also H. Richard Lamb et al.,
Treatment Prospects for People With Severe Mental lliness in an Urban County Jail, 58(6) Psychiatric Services,
782-86 (2007); Jennifer S. Bard, Re-Arranging Deck Chairs on the Titanic: Why the Incarceration of Individuals
with Serious Mental Illness Violates Public Health, Ethical, and Constitutional Principles and Therefore Cannot Be
Made Right by Piecemeal Changes to the Insanity Defense, 5 Hous. 1. Health L. & Pol'y 1 at 6 (2005); D. Lovell, et
al., Recidivism and use of services among people with mental illness afier release from prison, 53(10) Psychiatric
Services 1290, 1296 (2002).

7 The Medicaid Expansion gives states an enhanced reimbursement rate (100 percent until 2016, after which a
minimum 90 percent) for all newly eligible individuals, anyone whose annual income is less than 139 percent of the
federal poverty level. States must create Medicaid expansion plans that cover, at a minimum, the mandatory
traditional Medicaid services and the essential health benefits, States can also chosc to align these expansion plans
with the state’s traditional Medicaid plan, simplifying administration. Regardless of what states cover in their
Medicaid expansion plans, individuals with serious mental iliness are among those considered “medically frail” and
thus can choose to receive traditional Mcdicaid services. The state will still receive the increased reimbursement rate
for the newly eligible. See THE JUDGE DAVID L. BAZELON CENTER FOR MENTAL HEALTH LAW, WHEN OPPORTUNITY
KNOCKS, HOW THE AFFORDABLE CARE ACT CAN HELP STATES DEVELOP SUPPORTED HOUSING FOR PEOPLE WITH

A county jailers more likely to use force on mentally il inmates, L.A. TIMES

heridd MVINGEEN
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Assertive Community Treatment (ACT), an intensive set of services, helps people with the
most significant mental health needs in navigating the day to day demands of community living.
ACT is provided by a mobile team of professionals who coordinate and deliver comprehensive
services that are flexible and individualized to meet each client’s particular needs. ACT services
are available on a 24/7 basis and may be increased or decreased as a person’s needs change.
ACT team members can help individuals not only in getting clinical needs addressed but in
maintaining stable housing, securing and maintaining employment, engaging in community
activities, skill building, managing health, and developing other recovery skills.

ACT has proved extremely effective in reducing justice involvement for individuals with serious
mental iliness. A 2005 study found an 83 percent decrease in jail days over the course of a year
for participants in a local ACT program.® In one year, Georgia experienced a net cost savings of
$1.114 million in associated reduced hospitalization, fewer arrests and decreased jail time.’

Mobile Crisis Services provide in-person psychiatric assistance to people in crisis situations.
Mobile crisis teams are often used to divert individuals from inpatient hospitalization and into
community programs. They meet individuals in the community at the time of crisis and include
psychiatric nurses, social workers, and paraprofessionals. Rather than involve law enforcement,
mobile teams can assess an individual and use a variety of interventions designed to de-escalate
crises.

A national survey of mobile crisis services found that both consumers and law enforcement
officials found mobile crisis intervention more effective than and preferable to law enforcement
involvement (escorting an individual, for instance, to an emergency room for potential
hospitalization).” Mobile services prevented hospitalization 55 percent of the time compared to
only 28 percent for regular police intervention. This national study also found mobile services tc
cost, on average, 23 pereent less than police involvement and the subsequent higher rate of
hospitalization.'!

Supportive Housing is another critical service that not only has substantial social and economic
bencfits, but furthers states’ efforts to comply with the ADA and Olmstead by affording
individuals with mental illness the chance to live in what is the most integrated setting
appropriate for virtually all: their own apartments or homes. Supportive housing units are
typically scattered in mainstream buildings throughout the community. Scattered site housing
promotes greater integration than housing in developments exclusively or primarily designated

MENTAL ILLNESSES (2014} available at www.bazelon.org/portals/0/Where We Stand/Community
Integration/Olmstead/When Opportunity Knocks. Bazelon Center for Mental Health Law.pdf

¥ J. Steven Lamberti et al., Forensic Assertive Community Treatment: Preventing Incarceration of Adults with
Severe Mental lilness, 55 Psychiatric Services 11, 1285-1293, 1289,

* Georgia Rehabilitation Outreach, Inc., Forensic Assertive Community Treatment: First Year in Review, July 1,
2004 - June 30, 2005 3 (2006) available at http://www.supporthousing.org/FACTrept1.pdf,

1° Roger Scott, Evaluation of a Mobile Crisis Program: Effectiveness, Efficiency, and Consumer Satisfaction, 51
Psychiatric Services 9, 1153-6 {Sept, 2000).

",
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for individuals with disabilities.!* In addition, supportive housing provides the individual with a
flexible array of services, such as case management, life skills training, homemaker services,
substance abuse treatment, and employment supports. Supportive housing recipients can also
receive ACT or other team-based services if they need them.

Studies have shown that supportive housing has substantial benefits: A large study in New York
City of homeless individuals with SMI receiving supportive housing services demonstrated that
these individuals experienced significant reductions in shelter use, hospitalizations, duration of
hospital stays, and incarceration.'> A pilot project involving the Pathways to Housing program
in Philadelphia, which provides supportive housing to formerly homeless individuals with
serious mental illness and substance abuse disorders, found that the program reduced
participants® prison system episodes by 50 percent.’*

A number of jail diversion programs have used these services specifically to target individuals in
the criminal justice system (including both pre- and post-booking), with great success. The
Nathaniel Project!” uses ACT, supportive housing, and supportive employment to serve in the
community adults with serious mental iltness who have been convicted of non-violent and
violent felonies, as an alternative to incarceration.'® The Project has demonstrated a “70 percent
reduction in the mean number of arrests in the two years following program admission compared
to the two years before,”'” and less than 3% of participants are arrested on violent charges once
enrolled in the program.'3

Pathways to Housing,'® a well-studied and widely emulated provider of ACT and supportive
housing, has shown that its services yield dramatic reductions in contact with law enforcement

12 See Substance Abuse and Mental Health Service Administration, Permanent Supportive Housing Evidence-Basec
Practices (EBP) KIT (2010) available at http://store.samhsa.gov/shin/content//SMA10-4510/SMA 10-4510-02-
HowtoUseEBPKITS-PSH.pdf; Department of Justice, Justice Department Obtains Comprehensive Agreement to
Ensure New York City Adult Home Residents with Mental [ilness Are Afforded Opportunities to Live in the
Community (July 23, 2013) available at http://www justice.gov/opa/pr/2013/July/13-crt-830.html; North Carolina
Division of Mental Health, Developmental Disabilities, and Substance Abuse Services, DOJ Settlement - Transition
to Community Living Initiative (Aug. 23, 2012} available at
http://www.ncdhhs.gov/mhddsas/providers/dojsettlement/.

3 Dennis P. Culhane et al., Public Service Reductions Associated with Placement of Homeless Persons with Severe
Mental lliness in Supportive Housing, 13 Housing Policy Debate 107 (2002), available at
http://repository.upenn.edu/cgi/viewcontent.cgi?article=1067&context=spp papers.

'* Fairmount Ventures, Inc., Evafuation of Pathways to Housing PA (Jan. 2011), available at
http://pathwaystohousing.org/pa/wp-content/themes/pathways/assets/uploads/PTHP A-ProgramE valuation.pdf.

15 More information available at www.cases.org/programs/abh/act.php.
16 Nathaniel ACT ATI Program: ACT or FACT? www.cases.org/articles’ACTBrief0S1111.pdf.

1 Nathaniel ACT ATI Program: ACT or FACT? www.cases.org/articles/ ACTBrief051111.pdf; see also Bradiey
Jacobs, Nathaniel Assertive Community Treatment, August 26, 2011, Presentation: The Mentally 11 Offender in the
Criminal Justice System, www.cases.org/articles/APAPresentation08.26.11.ppt.

'8 Nathaniel ACT ATI Program: ACT or FACT? www.cases.org/articles/ACTBrief051111.pdf.

!9 More information available at pathwaystohousing.org.
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and impressive improvements in mental health and personal stability.?® Pathways offers
immediate access to permanent independent apartments, and gives priority to people with a
history of incarceration because it impedes access to other housing programs.?! Pathways’
program has been shown to reduce prison episodes by 50 percent, as well as reducing shelter use
by 88 percent, hospitalization episodes by 71 percent, and crisis response episodes by 71
percent.?

Not only do these programs improve public safety and public health, but they are consistent with
the purpose of the Americans with Disabilities Act and with the Jandmark decision in Olmstead
v. L.C, 527 U.S. 581 (1999), in which the U.S. Supreme Court affirmed that the ADA prohibits
the needless institutionalization of people with mental disabilities. The U.S. Department of
Justice (DOJ) has been actively promoting community-based services, especially ACT and
supportive housing, as a means of preventing the needless institutionalization of people with
mental illness in jails.>?

Despite the substantial benefits of these services, they are unavailable to thousands who need
them. In 2012, state mental health authorities reported that only 2 percent of individuals served
received ACT services and only 2.6 percent received supported housing services.™ Increasing
access to these services would drastically reduce the number of individuals with SMI who are
involved in the Justice System.

The Subcommittee has noted that special law enforcement programs such as Crisis [ntervention
Teams (CIT) have proven effective in training state and local law enforcement personnel to more

 See generally, Tsemberis, S., et al. Patways to Housing: Supported Housing for Sireet-Dwelling Homeless
Individuals with Psychiatric Disabilities, 51 Psychiatric Services 4 (April 2000); Gulcur, L., et al., Housing,
Hospitalization, and Cost Quicomes for Homeless Individuals with Psychiatric Disabilities Participating in
Continuum of Care and Housing First Programmes, 1. Community Appl. Soc. Psychol., 13: 171-186 {2003);
Tsemberis, S., et al., Housing First, Consumer Choice, and Harm Reduction for Homeless Individuals with a Dual
Diagnosis, 94 American Journal of Public Health 4, 651-656 (April 2004); Stefanic, A., et al., Housing First for
Long-Term Shelter Dwellers with Psychiatric Disabilities in a Suburban County: A Four-Year Study of Housing
Access and Retention, The Journal of Primary Prevention (June 2007).

! Tsenberis, Pathways to Housing: Supported Housing for Street-Dwelling Homeless Individuals, supra note 20 at
488.

*2 Fairmont Ventures, Inc., Evaluation of Pathways to Housing PA (January 2011), pathwaystohousing.org/pa/wp-
content/themes/pathways/assets/uploads/PTHPA-ProgramEvaluation.pdf; see also Tsemberis, Pathways to Housing:
Supported Housing for Street-Dwelling Homeless Individuals, supra note 20 at 487.

2 See, e.g., U.S. v. Georgia, Civil Action No. 10-249 (N.D. Ga.) (DO entered into settlement agreement requiring
Georgia, inter alia, to make available ACT, supportive housing and supportive employment to individuals with
serious mental illness who are released from jails or prisons);dmanda D., et al. v. Hassan, et al.; United States v.
New Hampshire, Civil Action No. 1:12-53 (D.N.H.) (DOJ entered into settlement agreement requiring New
Hampshire, inter alia, to make available ACT, supportive housing and supportive employment to individuals who
have had criminal justice involvement as a result of their mental illness); U.S. v. Delaware, Civil Action No. 11-591
(D. Del.) (DOJ entered into setticment agreement requiring Delaware, inter alia, to make available ACT, supportive
housing and supportive employment to people with serious mental illness who have been arrested, incarcerated, or
had other encounters with the criminal justice system due to conduct related to their scrious mental illncss).

* Substance Abuse and Mental Health Service Administration, 2072 CMHS Uniform Reporting System Qutput
Tables (2012) available at http://www.samhsa.gov/dataoutcomes/urs/urs2012.aspx.
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effectively respond to individuals in mental health crisis. This specialized program teaches patrol
officers about mental iliness, reducing stigma, and about de-escalation techniques.? It also
provides training on the local system of care and what resources are available for individuals
with mental ilinesses.?® The goal of CIT is to connect individuals in mental health crisis with
treatment services rather than introducing them to the criminal justice system.?” It also reduces
the chances that an individual in mental health crisis will be killed or injured.*®

CIT is a good beginning to address the immediate crisis of inappropriate law enforcement
responses to individuals with psychiatric disabilities, but to effectively address the root of the
problem, we should be focused primarily on interventions that occur earlier and not after the
mental health system has failed people again and again. leading to crisis situations. This is the
approach taken by DOIJ in a recent settlement with the city of Portland, Oregon. regarding the
Portland Police Department’s treatment of individuals with mental illnesses.”” The settlement
invests additional resources into CIT training for the police and mobile crisis prevention tcams—
where a mental health worker accompanies a law enforcement officer responding to a crisis™--
but also requires the city to plan for the long term and develop ACT teams and other important
services.”!

This prevention focus would also reduce avoidable contact with the criminal justice system that
can shatter individuals® lives. Once an individual has an arrest record or a criminal record. it
becomes much harder for the individual to obtain basic necessities. such as housing and
employment.’> Many individuals reentering the community following imprisonment are
ineligible for housing subsidy programs despite their very limited financial resources, or arc
denied housing based on criminal background checks conducted by landlords. It is no surprise
that “criminal justice officials say that finding housing for parolees is by far their biggest

* Randotph Dupont and Sam Cochran, The University of Memphis School of Urban Affairs and Public Policy,
Department of Criminology and Criminal Justice, The Memphis Model CIT Program (2009) available at
http:/www.cit.memphis.edw/aboutCIT.php?page=3.

*¢ Randolph Dupont and Sam Cochran, The University of Memphis School of Urban Affairs and Public Policy,
Department of Criminology and Criminal Justice, The Memphis Model CIT Program (2009) available at
http://www.citmemphis.edw/aboutCiT.php?page=3.

7 Randolph Dupont and Sam Cochran, The University of Memphis School of Urban Affairs and Public Policy,
Department of Criminology and Criminal Justice, The Memphis Model CIT Program (2009) available at
http://www.cit. memphis.eduw/aboutCI T php?page=3.

** See e.g., NBC News, Family demanding answers after police fatally shoot mentaily ill NC teenager (Jan 6, 2014)
available at http://usnews.nbenews.con/_news/2014/01/06/22205826-family-demanding-answers-after-police-
fatally-shoot-mentally-ill-nc-teenager; Salon, Dallas police shoot mentally ilf man standing in the street(Oct. 18,
2013) available at www salon.com/2013/10/18/dallas_police_shoot_mentally_ill_man_standing_in_the street/,

** United States v. City of Portland, Settlement Agreement, Case No. 3:12-cv-02265-SI (December 17, 2012).

*® United States v. City of Portland, Settlement Agreement, Case No. 3:12-¢v-02265-SI, 35-41 (December 17,
2012).

3! United States v. City of Portland, Settlement Agreement, Case No. 3:12-cv-02265-SI, 32-35 (December 17,
2012).

3*The Legal Action Center, After Prison: Roadblocks to Reentry, 2009 Update (2009) available at
http://www.lac.org/roadblocks-to-reentry/upload/lacreport/Roadblocks-to-Reentry--2009.pdf
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challenge.”* The stigma of having an arrest or conviction also impacts employment
opportunities. making it much harder for justice-involved individuals to find jobs or even an
interview.

These barriers could be avoided if individuals received services that have proven effective in
reducing the need for police involvement. Expanding the use of ACT, mobile crisis services. and
supportive housing would create a system that is less crisis-oriented and instead focused on
affording individuals with mental illnesses access to the services they need.

 Caterina Gouvis Roman and Jeremy Travis, The Urban Institute, Taking Stock: Housing, Homelessness, and
Prisoner Reentry (March 8, 2004) available at http://www.urban.org/UploadedPDF/411096_taking_stock.pdf.

* Michetle Natividad Rodriguez and Maurice Emsellem, The National Employment Law Project, 65 Million "Need
Not Apply"--The Case for Reforming Criminal Background Checks for Employment (March 2011) available at
http://nelp.3edn.net/e923 Id3ace1d058c9e_S5imGwope.pdf. See also U.S. Equal Employment Opportunity
Commission, Pre-Employment Inquiries and Arrest & Conviction Guidance (last visited April 28, 2014) available at
http:/iwww.eeoc.cov/laws/practices/inquiries_arrest_conviction.cfm (recognizing the disparate impact that
employers’ use of criminal background checks may have based on race; the EEOC has not issued guidance
concerning the impact of such screens on people with disabilities, but given the disproportionate rates of individuals
with mental illness and certain other disabilities in jails and prisons, these screens clearly have a disparate impact
based on disability).
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Sen. Durbin: | first want to acknowledge and thank you for conducting this needed and overdue
testimony and hearing. | personally have been working steadily on this issue as it pertains to people
with significant intellectual and Developmental Disabilities (DD} for over 32 years in Oregon (! also did
my Master’s thesis on this topic in 1980 when | was a graduate student at Portland State University). |
have been an advocate and provider of direct services to people of all ages who have IDD in my work at
The Arc of Multnomah/Clackamas in the Portland metro area. in my role here, I've directly worked with
thousands {literally and uniquely) of people with IDD in this urban community. | have focused on serving
those who have been considered as not served adequately or at all despite their significant disabilities. |
have also worked with a great number of people with IDD who have other mental health/iliness
diagnoses (diagnoses of major schizophrenias and other debilitating mental health issues).

Throughout the years 've worked in this ‘system’ in Oregon, | have been well aware of the fact
that our society—this and all states in this country—have not nearly supported and provided necessary
services to the fuil realm of the population who have disabilities. We have NOT as a society been honest
with ourselves about the complex and full needs of people with disabilities—ali categories. Those
‘leaders’—i.e. administrators—of social service and mental health programs throughout the country
have not been honest with those making policy about our ‘services’ for people with disabilities in
relation to their individual and collective needs. The majority of people with disabilities—including and
especially those with mental health needs—are fundamentally underserved in our society. Some states
do better {Oregon is not one of those states) but ALL states and the federal government have simply not
addressed this issue in a coherent and comprehensive manner. The result of all this ‘unmet need’ with
people who are disabled has resuited in the necessity of law enforcement to attempt to interact or
‘engage” with individuals with disabilities as they grapple with our difficuit and uncompassionate society
and this process is thoroughly broken everywhere.

in Oregon-and specifically in Portland—that failure of law enforcement to have even the basic
understanding of the needs of ALL the people in our community as meant that injustices have
proliferated as law enforcement has directly harmed innocents who found themselves involved
inappropriately with the police, the court systems and the jails. In Portland, the Police Bureau have
been placed under the supervision of the courts and the federal Department of lustice for its egregious
use of force against people with mental health and IDD issues. Our city government and the Police
Bureau has not been able to satisfactorily addressed this oversight process with the DOJ and may be
found in contempt of court or, more likely, nothing that would change and these injustices will occur
now or in the future.

I write this with a great deal of sadness. | have been a part of a long-term advocacy effort
focusing on the Portland Police Bureau for these 30 years—and especially in the last 20 years. Twenty
years ago, we finally were able to have the PPB recognize our efforts and we started an Advisory
Committee on Developmental Disabilities as an outcome of the then police chief (Chief Charles Moose~
who later had some nationat notoriety) ‘aliowing’ us to have this inroad through the burgeoning
philosophy of ‘Community Policing’. Through these efforts and with the successful acquiring of
competitive grants (one from the DOJ), our efforts paid off in requirements for complete training of afl
law enforcement personnel in the PPB on issues of IDD and, concurrently on mental heaith issues and
needs. These trainings were combined with two other seminal programs: here in Portland, the PPB
developed a system for tracking and assisting people with very significant needs due to disabitity {most
or people with complex diagnosis—inciuding the major mental health issues effecting the population of
elders—who are ‘nonverbal’) through the voluntary Disability Accommodation Registry. The DAR,
though effective and certainly helpful, has only less than 400 individuals registered. Our advocacy
efforts with the PPB also coalesced around the development of a comprehensive training curriculum for
people with IDD called Safety Zone. The Safety Zone program is designed to help train aduits with IDD in
avoiding crime and effectively using law enforcement in an appropriate manner. This training has been
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delivered to over a thousand adults with IDD in the Portland metro area. Finally our efforts led to the
establishment of a mandatory Crisis Intervention Training with all law enforcement personnel in the
PPB.

Despite these efforts, the situation in Portland has been met with only a slight improvement in
the ability of law enforcement to engage with the population who have special needs due to disabilities
{and in some analysis, no improvement that would mean a change in the ‘culture’ of the PPB). The
result, again, is that the DOJ is undergoing a thorough process of overview of the PPB and do date,
nothing of significant improvement or even change has occurred. This is truly a dismal indictment of a
very broken social service system. in my conversations with many law enforcement personnel, they
invoke a bitterness that they are the ‘de facto’ mental health system in our community. This is of course
due to the fact that there is no adequate and comprehensive (i.e. effective) social services which exist in
this region for people with disabilities. Law enforcement personnel constantly tell me that no amount
of trainings will change that basic fact—that law enforcement can NOT be an alternative to effective
services for people with disabilities. This needs to change.

What is not needed are competitively based ‘granting’ processes for local communities
designed to pilot the society out of this morass. The federal government would do better to set
standards and mandates for ALL localities designed to effectively address the needs of people with
disabilities in all of our communities throughout the USA {a Civil Rights law pertaining to people with
disabilities). We could do this with the appropriate leadership and comprehensive effort. We also need
to do this as it would be not only compassionate but, again, necessary to head off a continuation of the
inability of law enforcement to act as a ‘screen’ or intervention for people with disabilities. Most people
with disabilities—by a huge difference—are victims of crime (than are suspects) and that is the crux and
fundamental starting point in our redressing these social justice issues.

My hope is that the federal government can show leadership in this area. Thank you again for
asking for our testimony on this critical and defining issue. Bill West, Arc.
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Law Enforcement Responses to Disabled Americans: Promising
Approaches for Protecting Public Safety

Hearing Before the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights
Testimony of Witness, Brian A. Kelmar

There is an article written by Barbra Doyle, titled “ And justice for all... unless
you have autism.” Instead of helping people with disabilities and training first responders
we tend to make new laws that put people with disabilities at even higher risk of being
caught up in the criminal justice system. This happened to my son. He got caught up in a
very aggressive judicial system where no one had any training in autism. He was “swept
under the bus” in a law which takes a broad stroke at supposedly catching the bad guys
but has no room for allowing a judge to take into consideration the facts of the situation.
Our result is we had to agree to a plea bargain to a felony that has destroyed any of his
hopes and dreams that any of us would have. He will never get the chance to fulfill his
dreams because of the way the law is written. This committee has great opportunity make
a difference. We need a national program for training first responders and the judicial
system in how to appropriately handle situations with people with disabilities. There also
needs to be a centralized data base to track and categorize situations involving people
with disabilities that are involved in the criminal justice system. This would help identify
trends that need the most attention. Most importantly, we need a centralized organization
like The Arc to proactively provide resources to people with disabilities and their families
before , during and after crisis situations occur. Like many other Americans I have heart
disease which resulted in open heart surgery., which costs hundreds of thousands of
dollars and almost my life. Health care experts will tell you to minimize the risk, and that
a more cost effective way would have been early diagnosis and a healthier life style to
prevent this major surgery and health risk. People with intellectual and developmental
disabilities just like people with heart disease need the same. They and their families
need early intervention, support and education along with people in the educational and
judicial systems that will come in contact with them.

No one in the judicial system in our son’s case had any training in autism. Had
there been a program in place (like those in Maine and in New Jersey) in our state, things
would not have escalated so fast. As one of the psychological experts in this field of
criminal activity said when I asked him to be a witness at the sentencing hearing said to
me “I can’t believe it went this far.” There needs to be national programs that educate
law enforcement officers, prosecutors, and judges on handling cases with people with
Autism. We tried to explain to the arresting officer and through our attorney to the
prosecutor about his mental incapacity, but it was ignored. This was a situation which his
autism was very relevant to the circumstances of which he had no idea of what was really
happening during the incident. Like many children and adults with Autism, he has been
bullied and taken advantage of his entire life. We never in our wildest imagination would
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have thought that the judicial system would have taken advantage of his disability and his
civil rights in the way it has. This is a severe injustice and travesty for our son who will
be scarred for life and ostracized by society forever. A law that was supposed to protect
children ends up destroying them for life for any sexual encounter they may have as they
are just beginning to mature and have no idea about sexuality, other than that what was
taught in school or home. The education process in the schools is limited and does not
even discuss appropriate and inappropriate behavior for teenagers and sex. A person who
has Autism faces even greater risk, as they are easily manipulated. Mentally and socially
they are at much lower development level than that that of their peers. The laws do not
take into account the individual situation, of mental incapacity. As the Judge said in this
case: “‘he clearly has diminished mental capacity but unfortunately the laws of
Virginia do not take this in to account...”

This was a one time incident in which a very sexually aggressive teenage girl,
made aggressive sexual advances through lewd and explicit sexting text messages, and
then aggressively sexually pursed him. As noted in the court appointed sexologist
psychiatrist during the sentencing hearing “he has processing delays on thinking... on his
feet” as part of his disabilities and also pointed out by the psychiatrist that “ he clearly
has some kind of cognitive disorder which has a neurological basis and in my opinion it
was relevant to the offense”. Due to the laws none of this would be allowed in a trial nor
was it taken into account at the early stages of the judicial process. Although not known
at the time of the incident, it was recently discovered that he has Intellcctual Disability
(ID)(footnote i) 'specifically in the area of processing, specifically related to this case. Our
son is now labeled as violent sexual offender for life. As stated by the court appointed
psychiatrist and by the prosecuting attorney the alleged victim, was “clearly the sexual
aggressor”. And yet, the prosecuting attorney refused to even to listen to experts on this
situation. There was no force or violence in this incident. In fact one of the counts he
was charged with was physically impossible due to sensory issues and documented fine
motor skill deficiencies as is a typical trait with children on the Autism Spectrum
Disorder.

Our attorney recommended we plea bargain to plead guilty to avoid jail. My son
is now a felon who is listed as a violent sexual predator for life. He will not be able to
receive any social services that help him with his disabilities. This situation will put him
at an cxtremely high risk of being institutionalized. He will not be able to get services he
will desperately need, to help him have a chance at life, but it will only be a matter of
time until this very complicated process of being labeled a sexual predator will trip him
up for even the most minor issue will put him in an institution for life. His name and face
are all over the internet for the rest of his life. He must register every 90 days for the rest
of his life, even when he is 90 years old or terminally ill. He will never be able to attend
any of his children’s graduations, plays or sports events, not ever be able to take them to
a park .His children will be ridiculed and ostracized as well. He will be limited in where

' 1D: Intellectual disability (1D}, ance called mental retardation, is characterized by below-average inteltigence or mental ability and a
tack of skills necessary for day-to-day living. People with intellectual disabilities can and do learn new skills, but they learn them
more slowly. There are varying degrees of intellectual disahility, from mild to profound. Someone with intellectual disability has
limitations in two areas. These areas are :Intellectual functioning. Also known as 1Q, this refers to a person’s ability to learn,
reason, make decisions, and solve problems. Adaptive behaviors. These are skills necessary for day-to-day life, such as
being able 1o communicate effectively, interact with others, and take care of oneseif. IQ} (intelligence quotient) is measured by
an IQ test. The average 1Q is 100. A person is considered inteliectually disabled if he or she has an IQ of less than 70 to 75. Sstudies
shaw that somewhere between one (1) percent and three (3) percent of Americans have intefiectual disabilities, Ref:

20f5



122

Witness Testimony of Brian A. Kelmar, April 28, 2014

he can ever live, will be looked down upon by his community forever and find it
practically impossible of ever getting a meaningful job or any job for that matter. Every
time he travels he will be limited to where he can go or where and how long he can stay.
He will not be able to visit his grandparents or relatives in other states because of the
numerous confusing rules for each state that he would travel through. All of this is
because of a one time occurrence in a young developmentally delayed teenager with
Autism and ID, who had no idea how to handle a situation with a very sexually
aggressive female teenager. Our son has never been in any type of trouble, has never
even been been intimate with a girl or had any friends in his entire life, and now he will
have his life destroyed forever.

There needs to be an education system in place for educators, first responders and
people throughout the judicial process in working with people with autism. Judges need
to be allowed to use their best judgment as they were meant to in our democratic process
instead of law makers enacting laws that prevent them from doing this. Education, not
laws, enables all people in the process to make better decisions. Ensuring a system that
provides a standard of training to people in the judicial system would help to de-escalate
situations like this. There are all ready some states that are doing this and some best
practices from these states that could be used in a federal program.

A national data base needs to be set up to keep statistics on the incidence of
people with ID and DD? disabilities having interaction with the criminal justice system.
This would allow law makers, first responders and medical professionals’ know where to
focus their limited resources to help minimize risks to prevent incidents from escalating
into major crisis. Here are some critical statistics to consider: The Centers for Disease
Control and Prevention (CDC) recently released new data within the last month showing
the prevalence of Autism Spectrum Disorder (ASD) continues to rise. The new rate of 1
in 68 reflects a 30% increase from two years ago when the CDC released data that | in 88
children has autism. Although there are no national statistics, research indicates that
people with autism spectrum disorders and other developmental disabilities will have up
to seven times more contacts with law enforcement during their lifetimes, than members
of the general population . While research studies by the UCE at the Shriver Center, a
division of the University of Massachusetts Medical School, indicate there is no evidence
to suggest that they will commit crime at a higher rate than the general population. People
with Autism Spectrum Disorder are rapidly growing and we need to know where to focus
resources to identify areas that need resources to help prevent situations from escalating.

Until the recent creation of The Arc’s National Center on Criminal Justice and
Disability, there has been no one place to go for people with autism, and other I/DDs to
go to for help. A national center like this one is essential in providing a coordinated
effort to address the complexity and broad range of issues this topic presents. . We

% DD: developmental disability which is a broader term that includes ASD {autism spectrum disorders), epilepsy.
cerebral palsy, developmental delay, fetal alcoho! syndrome {or FASD) and other disorders that occur during the
developmental period (birth to age 18). The major differences are in the age of onset, the severity of limitations, and the
fact that a person with a developmental disability definition may or may not have a iow 1.Q. While some people with
intellectual disability will also meet the definition of developmentat disability, it is estimated that at ieast haif do not meet
the requirements for the developmentai disability definition. Ref: http://iwww thearc.org/page.aspx?pid=2543

*https://www.ahany org/Debbaudt.htm
3ofs
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reached out to professionals and the education system on trying to find help for our son
since he was born, but to no avail, It was not until we were able to find a professional
trained in this area (through word of mouth} during my son’s junior year in high school
before he was even diagnosed with autism. Still we were not aware of organizations that
could help us at that time. It was not until over a year after our son became involved with
the eriminal justice system that we became aware of organizations that could have helped
earlier and throughout my son’s life, and during his initial involvement with the judicial
system. Again it was through a chance meeting that I learned of The Arc. They have
been essential in providing our family guidance in working with state, federal and non
profit organizations to find resources to help him with his disabilities. In my research
since my son’s incident with the law, | have found my son’s situation is a lot more
common than I had ever imagined. Many families like ours are not aware of what
resources are out there. By keeping statistics and keeping medical and judicial
professionals informed, a centralized national or federal organization needs to continually
and proactively reach out to families. In cases of incidents involving people with I/DDs
and the criminal justice system, it should be automatic that a centralized national
organization gets involved from the very start. In cases where early diagnosis of mental
disabilities, the national organization should be contacting families of what resources are
available to them. We were not even aware of any of the state or federal programs that
were available to my son until after we got involved with The Arc even though he was
eligible for these resources years ago. Their National Center on Criminal Justice and
Disability has been an invaluable resource for our family that needs ongoing federal and
other support in order to help more families like ours. No one agency or family can do
this alone, a national center like this one can bring all of our resources together in one
place to create possible solutions.

“And Justice for all” really does mean justice for all even if you have an
intellectual or developmental disability. This committee is to look at “Law enforcement
responses to disabled Americans: Promising approaches to public safety”. Safety and
civil rights are what every American is entitled to, including people with I'DD. Being
proactive in working with people with /DD, is in the best interest of all Americans in
preventing situations from escalating in to crisis.. Training educators, law enforcement
and people in the legal and judicial system, through a national program, similar to what
several states all ready have in place is essential to this prevention. The statistics to track
and capture data on these situations enables lawmakers, health professionals and law
enforcement to identify areas of risks and put the proper resources in place to address
these issues. Most importantly by having a centralized national organization that
proactively reaches out to the families, educators, health providers and people in the
Jjudicial system is critical in early intervention. All of these efforts combined will enable
all Americans to have a more safe and productive America. People with I/DDs are
Americans too and must have the same opportunities as citizens to equal access to the
justice system, without discrimination, like all of us are entitled to. Hopefully by enacting
these recommendations other families will not have to go through tragic situations similar
or worse than our family has.

Thank you for your consideration of my testimony.
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Statement for the Record of

Senate Judiciary Subcommittee on the Constitution, Civil Rights, and Human
Rights

Hearing on Law Enforcement Responses to Disabled Americans: 2
Promising Approaches for Protecting Public Safety
By Bruce and Pat Goodale

April 28, 2014

April 23, 2014
Congressman Paul Tonko
2463 Rayburn HOB
Washington, DC 20515
Congressman Paul Tonko

Dear Congressman Tonko:

We are writing to you urging your support of legislation currently under consideration
that would make major changes to Federal mental health laws and policies (HR 3717).

We have reviewed the proposed changes in the legislation announced by Congressman
Tim Murphy and feel they reflect an understanding of the current problems and propose
reasonable changes. There is broad bi-partisan support for HR 3717 and we hope you will
also add your support.

As parents of a son with Schizophrenia, we have been through been a draining and
agonizing process in attempting to get treatment for our mentally ill son. The illness itselt
is bad enough. But, dealing with the current legal system governing mental health has in
many respects been worse.

We particularly support the greater use of Assisted Outpatient Treatment (AOT). After
enormous effort we were finally able to secure AOT for our son; the benefit has been
almost miraculous. It transformed him from someone who was totally psychotic and a
virtual street person into a functioning person again. We got our son back!
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The main difficulty with the current legal system is that the courts are very reluctant to
apply AOT unless the person is in imminent danger to himself or others. In practical
terms the person must already have committed some act(s) of violence before the court
will act. By then it is often too late. In our son’s case he threatened his mother with a
large chunk of broken glass. Fortunately he did not carry out his threat. The AOT law
needs to be modified to allow earlier and easier intervention.

Another aspect of the problem is the current application of HIPAA law to people who are
mentally ill. It is proper to give high legal weight to patient confidentially to people who
are mentally competent. However many mentally ill people like our son were not
competent or rational and as a result refused treatment. In addition, the medical system
effectively froze us as out as parents from medical information or input into the treatment
process. Clearly, HIPAA needs to be modified to carve out exceptions to allow for family
involvement in cases where the patient is not mentally competent to make rational
decisions.

If you have any questions or seek information that might help the implementation of this
legislation our contact information is (518) 584-0588 and goodale1966(@earthlink.net

Sincerely,

Bruce & Pat Goodale
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May 13, 2014

Dear Senator Durban;

I am writing because of the desperate need for your leadership to help our most seriously
mentally ill and for the need of Assisted QOutpatient Treatment in our country.

We live in Alameda County and have been advocating for the adoption of AB1421, an AOT,
for over a year now. Our young, talented and very sweet son became ill with schizophrenia
just after high school. In the next four + years, no matter what we did we could not get the
heip he needed given our current mental health system and faws. Our son did not believe he
was ill and therefore would not seek help. Instead he was repeatedly hospitalized on very
harmful 5150s our system relies on all too often. The 5150 holds are crisis driven and are not
the sustained treatment needed for a person with severe mental iliness. The repeated
hospitalizations create much distrust and made us less able to help our son.

Without treatment, our son’s paranoia and delusions increase until they disabled his life in all
ways. Still, without an AOT in our county, it was impossible to get the sustained help he
needed. Our son now sits at Napa State Hospital accused of the murder of an elderly
gentieman. Another family has lost a grandfather, husband and father. Our family wifl never
be the same and our young son has lost any quality of life. Our son never could have
harmed anyone in his right mind but when a society leaves people to deteriorate to the point
of extreme psychosis and when they are paranoid, delusional and hearing voices and afraid,
some may try to protect themselves or someone else. There is nothing civil about letting a
person deteriorate to such a state. If a person were hit by a car and unconscious, it would
not be acceptable to wait for them to wake up to ask if we could help them. To treat our our
most severely mentally ill differently is unconscionable.

Not only is there great personal cost involved in these many tragedies but there is great
financial cost to our system. Our son will now be in the system for the rest of his life. All
because he was too il to understand he was sick and needed help. This is inhumane and
costly in all ways.

Our law enforcement, police, sheriffs, DAs and PDs spend much time dealing with persons
who have severe mental illness instead of the criminals on our streets. Mentally ill need help
from mental health professionals not police and they do not belong in our jails or prisons.

We can no longer abandon our most seriously ilf and we must all advocate for the care
needed to help them instead of our ill being criminalized.

Please advocate for change to our system and the adoption of Assisted Outpatient Treatment
programs.

Most Sincerely,

Candy and Hans DeWitt
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Carla Friedrich
Sunday, April 27, 2014

“TESTIMONY FOR THE RECORD OF SENATE JUDICIARY APRIL 287

It is my understanding that you are looking for letters concerning “Helping Families in Mental
Health Crisis”. Iam 65 years old and have lived through many of my family members having
serious mental illness. [ believe I can present a unique perspective from the point of view of
having a mother, sister, brother, daughter & at least 2 nephews who suffer with serious mental
illnesses.

When [ was 5 years old, I remember my mother having problems with mental illness. Ididn’t
know what to call it at the time, but I knew something was wrong. My mother thought water
was poison, she couldn’t wash vegetables or anything with water without thinking someone was
trying to poison her. I would “always” have to reassure her that nothing was wrong and water
was safe. My father had a business of his own, so he could not just leave and attend to my
mother, her fears, unwarranted beliefs or her endless days of crying to sit with her just because
she was afraid to be alone. All through grade school and into middle school I was called home
to give my mother aspirin when she had a headache, because the medicine cabinet had to be
locked and T had the only key. My mother’s mental illness progressed; her believing water was
poisoned expanded to taking aspirin or even vitamins. As my mother’s illness continued, her
paranoia and delusions got worse, her days of depression and crying lengthened.

This was 50 or more years ago, so my father feared that if “anyone” found out about my mother
and how she was with water, medication or her days of crying (and NOT knowing why), they
would put her in an institution and literally throw away at the key. My father from little on
would tell me, “Carla, do not tell anyone about your mother, if you do they will put her in a
horrible place and you will never see her again.” Honestly, the way things were 50 or so years
ago, it may have not been far from the truth either. As I got older, I hated missing school, I hated
being called home to give her aspirin and then having to reassure her over and over again that
she only had 1 pill, it was not poisonous nor did she take a whole bottle ----when [ had only
given her one.

For me the blessing happened while visiting my Aunt Patty’s (my mother’s sister). While
visiting my Aunts home my mother got a headache so [ gave her an aspirin. Then of course it
bothered her because she thought had her usual thoughts of poisoning and overdose, so she
started the crying. By this time, my mother depended on me to be by her side while she cried,
so even though my dad had first went to her—she insisted she wanted me. My Aunt Patty said,
“this is not normal, what is wrong with my sister Shirlcy I am calling the ambulance and she is
going to a hospital.” My dad fearing his worst fears thought they would institutionalize my
mother, so he fought my Aunt Patty’s suggestion all the way. Thankfully, my Aunt Patty won,
she said it was “her sister, her house and she called the ambulance”. They put my mother in the
Marshfield Hospital and ran a number of tests. After 3 days of testing, they told my father they
would “only” release my mother from the hospital when she could prove she had a scheduled
appointment at a psychiatrist. My father got on the phone, scheduled and appointment for her at
a psychiatrist in Waukesha. The hospital released my mother to go home with us. There were
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no miracle cures at the time or that many medications, but it did help my mother just having the
psychiatrist to talk too, along with giving her whatever medication werc available at the time. As
time went on the mediations got better and the treatment improved even more. Today my
mother is in her 80°s and delusion free and still living with my father.

I have seen both my sister (6 years younger) & brother (10 ycars younger) both hospitalized for
serious mental illness. Not one of them has signed themselves in or realized they needed help at
the time. It took family making the doctors aware of a problem and the doctors being able to
follow through. There was a time that a person didn’t necessarily have to agree to get help for
their illness. A doctor or hospital could act, as like the case of what they did with my mother,
They were not going to release a patient unless they continued with outpatient psychiatric
treatment and there were psychiatric hospital rooms available for patients to get treatment until
they got medications that actually helped.

Now it has totally changed, I have personally found it impossible to get ANY help for anyone
with mental illness. My daughter left for Washington State after Art College. In 2008 while still
in Washington she was diagnosed with schizophrenia. I tried everything imaginable to get help
for her and have been told that unless she has a knife or gun in her hand when I call for a” good
will” check, there is nothing they can do. She has been homeless several times through the
winter, living in a tent because the birds told her she should leave her apartment. When I suggest
to her about going to a hospital, she absolutely refuses because she believes the “voices” are
absolutely “real”. After, 10 long years of flying from WI. to WA. trying to find help for my
daughter, she was facing homelessness again in 2013. I finally convinced her to come home and
stay with us. I would pay for her train ticket and to have her stuff put in storage, on the condition
she would see a therapist while here.

While living with us, the therapist & psychiatrist she was seeing suggested to my daughter that
she needed medication and she refused. It was suggested we could try getting her help through
going to court. We had 2 therapist reports from Washington, 2-3 psychiatrist & therapists
reports from Waukesha and when we got to Court the Commissioner said, “She is not danger to
herself or anyone else at that moment, so she can go free”. She came back to our house after
Court and packed her stuff and left back for Washington, because as she said, “She could not
trust us to NOT call the police on her again”. She took a train back to Washington State to be
homeless again. I would read her Facebook page and she was living from one abandoned
building to the next or putting her tent on construction sites and placing a tarp over the top (to
make it look like part of the site).

My nephew was diagnosed with schizo-affective disorder in his late 20°s after parking his car
alongside a freeway and running cross country being found days later 2 Counties away. The
sheriffs found him wondering around and they called my brother as they found his name in my
nephew’s wallet. My brother did take him direetly to the psychiatrist he see’s and he got started
on mediation. It took awhile but, finally at 32 years old my nephew was just starting to get
back on his feet again, he had found an apartment he could afford on SSI, started doing a part-
time job helping lay flooring. The apartment he got allowed pets so he had gone to the humane
society and adopted a puppy, (at Christmas that is all my nephew could talk about, was his
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puppy) and wanting to make sure he did not stay too long as he did not want to leave the puppy
alone so long.

Then on a Friday night in April, a couple guys from work stopped over to see if my nephew
would be able to help with a floor the next morning. Not knowing the puppy followed him out
the door, while my nephew Jaren was talking to his co-workers his puppy ran out in the road and
got hit by a car. My nephew picked up his puppy and took it to the humane society where they
told him there was nothing they could do the save it. It all went down from there, that night my
brother wanted Jaren to stay with him but he rcfused. Jaren went back to his apartment; the next
day my brother got a text message from Jaren saying “demon’s were chasing him”. My brother,
our entire family we all started calling everywhere we could think of for help. The following
Friday (just 1 short week later), my nephew showed up at the Humane Society---this time
demanding they give him his puppy back. He was positive they were using the dog for “dog
fighting” and he was NOT going to allow anyone to use his dog for fighting. The Humane
Society person on duty at the desk knew something wasn’t right with Jaren and called the police.
The police picked up Jaren and while in police custody my brother was called to pick him up.
My brother refused and said, “Jaren is delusional and I want him evaluated at the hospital” While
Jaren was still in police custody, my brother called the Sheriff’s Department & the Waukesha
Health & Human Services, begging them to hospitalize Jaren and do an evaluation on him. My
nephew found a friend to pick him up at the police station and the police released him. My
nephew being angry now at my brother for not picking him up at the police station, sent a text
message saying, “Screw you” (this was the same day on Friday late afternoon). My brother over
the weekend tried contacting Jaren several times over the weekend by text and phone but Jaren
would not respond.  Then late Sunday morning, Jaren appears at my brother’s apartment door
with blood on his shirt, still delusional saying he had to fight the demons. My brother went into
the bathroom and called police, while my sister & brother —in-law distracted Jaren. Later we
found out through news reports that Jaren had parked his truck, started stripping off his clothes,
while running through woods & swam through 2 rivers, until he came to a deserted farm house.
The rest is all history and well documented in the murder trial that followed. The trial had to be
delayed scveral times because my nephew was so delusional the Judge felt he did not even
understand the charges against him. My nephew now has life in a high security mental
institution and is now being forced to take his medication. How ironic, he can be forced to take
medication only now, after he has harmed someone.

Now please tell me what is more humane to a person whe is ill??? Forcing them to get
help and hospitalizing them BEFORE they become a danger to society or themselves or
just letting them go until something serious happens?? My mother, sister & brother were all
ill at a time when the family still could make a person get help before they got to the point of
homelessness, being a danger or suicidal. With my daughter & nephew it is totally different, NO
matter how we have tried or who we called the only answer we get from anyone is “they have to
be a danger to themselves or others™. So, even though just hours before my nephew used a “fire
poker™ to kill 3 people, the Health & Human Services people said he was not at danger at that
time. It is so frustrating because, by the time Jaren left in his truck NO ONE knew where he
was, NO ONE was with him when he saw the DEMON’S walk through that farm house door.
There was NO ONE there to call the police, hospital or ambulance at the MOMENT my nephew
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picked up that fire poker. We don’t treat people with Alzheimer’s as a nation this cruel. So why
do people think it is okay to treat people with other serious mental illnesses this way. .

Believe me, I don’t want to go back to the day when my father would say. “Carla, don’t tell
anyone about vour mother and how she is, because they will put her in an institution and you will
never see her again”, T don’t want anyone to go through that again, but then again---it is
NOT working the way the laws are NOW. My mother, sister & brother were all (in around
about way) forced by family to get help for their mental illnesses and they are all doing better
today because of it. Not one of them has been homeless, harmed themselves or anyone else,
because they are taking medication that has helped. They all were not at first happy to be made
to take medication, but after being on the medication for awhile they realized it helped them lead
happy productive lives. My nephew will spend his life incarcerated and my daughter (who once
was making a living as a talented artist) now spends her life between homelessness and the
delusional world she lives in, either talking to birds or writing on Facebook about how the
government is after her.

I believe that one of the most important things that needs to happen is, “a family needs to be
able to have a say”!! Had someone only listened to my brother when he asked that my nephew,
his son be evaluated, 3 people would still be alive today. Jaren would have been in a hospital
instead of in that farm house!!!! Family should not have to go to court just to see if someone
needs medication; it ONLY makes things worse by having to go to court. Let medical doctors,
therapist & psychiatrists evaluate people and determine whether they need help & medication
and follow their directions. To me jail & homelessness is by far worse treatment of a sick person,
than having AOT (Assisted Qutpatient Treatment) or having the person hospitalized over a
weekend.

Have hospital rooms available, so when the person needs the extra help there is a place to
actually put them so they will be safe from harming themselves and the public will be safe from
them.

Have community support available for those who do not require hospitalization, clubhouses, pee:
specialist, affordable housing or rooms in community type living areas where there are others
who understand the illness. Once a person is released from the hospital have community
support available to help keep the person on a path of recovery.

Have police, sheriff’s and family members on mental health committee’s and commissions. We
are the people on the front lines, we see firsthand what NOT getting the proper care and
treatment does to our loved ones.

I fully support aide for mental health issues, help and HR 3717. I have seen how NOT having
help available can go so wrong not only for the person who is ill but for the entire family and the
public at large.

Respectfully submitted,
Carla Friedrich



132

CRISIS INTERVENTION BETWEEN DEAF COMMUNITY AND LAW ENFORCEMENT
OFFICERS.

My name is Carlton B. Strail and | am the Advocate for the Central New York Deaf
Community.

There was a serious crisis happened in Town of DeWitt few years ago which we learned
thru the local media outlet about the serious incident about the police officer noticed the
stopped SUV in the public parking lot and knocked on the window and the driver began
to yell and moved his arms to tell the officer that he was deaf. The officer assumed that
the driver understood him thru lip-reading with his hand signal. The deaf driver got out
of the SUV and officer pushed the driver down on the ground and held him here after
the drier pushed officer's hands away until he backup officers came out to help him

out. This incident caused the entire Deaf Community to get upset.

There was a big misunderstanding between the officer and driver due to lack of proper
communications such as basic sign language, no written notes back and forth or getting
sign language language interpreters.

This serious incident happened all over in the local Deaf community which caused them
to be feared and get anger of knowing that the kind of reaction of police is to silence the
Deaf communication because of them not knowing that hands are essential. There are
several lawsuits against the law enforcement agencies in this country for not providing
right communications or using basic sign language interpreters. This has happening
almost everyday about them mishandling the deaf people all over this country.

The Deaf Advocacy Council of Central New York decided to meet with Town of DeWitt
Police Department and discussed with their police chief regarding the serious incident
and offered to conduct the in-service training classes to their officers in order to
understand the Deaf community and their needs better with other agencies such as the
Whole Me, Inc., a service agency for families and children, and the Aurora of CNY, a
service agency for clients with vision and hearing problems. Chief Eugene Conway
agreed to set up in-service training classes at the headquarters. The entire department
members were trained on how to handle the Deaf people on the street and they were
willing to learn more in order for them on how to communicate with them better. In town
of DeWitt, the Deaf residents are knowing that the officers are well-trained to deal with
them and are very comfortable with them.

Right now, the Deaf community still fears about the police being ignorant while dealing
with them on the street whenever they face the officers without using proper
communications. Right now, we have been getting more Deaf refugees coming in from
Burma, Nepal, Sudan and other countries with their native sigh languages of their own
which is different from American Sign Language. The refugees are very scared due to
their bad experiences with the policemen in their native countries.
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1 beg that all of you not to "label"” the Deaf people as "mentally ili"* or/crazy persons
because of their heightened emotions about not being able to communicate with their
hands while being handcuffed. Also getting very upset if they don't understand what the
police officer is talking to them about. Remember this it is only 30-35% of the English
language is visible on the lips.

Show an example on how the person react and get upset and frustrated being
handcuffed.

Our main goal is to get all of local police departments trained to learn how to
communicate with the deaf community members. So far we have trained the Town of
DeWitt twice, Towns of Geddes and Manlius plus 25 Central New York Police Chiefs.

Have agreat day!
Carlton B. Strail

Syracuse, NY
irishman85cariton@aol.com
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“On January 11, 2013 in a Maryland movie theater, a 26-year-old man with Down syndrome
cried out for his mommy in the final moments of his life and started a movement. The death of
FEthan Saylor at the hands of sheriff's deputies who were trying to evict kim from the theater he
entered withowt a ticket has become a significant event for people in the disability community
who push for equality and inclusion as a civil rights issue. Ethan Saylor is their Emmett Till.

For me, the Saylor story is deeply troubling and personal. My 10-year-old daughter has Down
syndrome. She is witty and sunry most of the time buf there are moments when she is obstinate
and difffenlt — much Iike any child. But the behaviors sometimes take extra effort to work
around.

That kind of understanding and patience should have been afforded Ethan Saylor, who had an
10 of 40.

Instead, off-duty Frederick County Sheriff's deputies were summoned to oust Saylor when he
wanted to watch "Zero Dark Thirty” a second time, without a ticket. As deputies went in, Saylor's
aide pleaded for everyone to wail it out and aliow her to deal with the situation. His mother was
on the way. The aide warned that Saylor would "freak out" if touched.

Deputies dismissed her advice and told her to stqy out of the theater. They went in, ordered
Saylor to leave, then grabbed him when he refused and began swearing at them,

Deputies cuffed him, and Saylor struggled and cried, saying, "Mommy, mommy. It hurts. " ds
officers wrestled with 294-pound Saylor, ke fell to the ground with a deputy on his back. He soon
stopped breathing and died. An autopsy later revealed his larynx was crushed.”-Denver Post
/1114

GERACE OFFICE BUILDING, 3 NORTH ERIE STREET, MAYVILLE, NEW YORK 14757-1007, (716) 753-4247, FAX (716) 7534129
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Could this have ended differently if those officers had been trained in the proper way to interact
with individuals with disabilities? Unfortunately, we will never know but Niagara University
through the scale up and expansion of impact of its unique First Responder Disability Awareness
Training (FR DAT) program intends to do everything possible to prevent this from happening to
another family. The key is education and training that has staying power.

o Everyone needs disability awareness training; this is not unique to first responders.
However, emergency personnel’s presence at situations that call for a response to challenging
behaviors, alleged criminal conduct, physical and medical needs, assistance in a matter, or
service and protection, are imperative to the well-being and quality of life for the vulnerable
individual(s) in which they come into contact. The intent of any training should recognize
that (most) individuals in law enforcement want to do the right thing; however, the unique,
perplexing encounters that may call for split second decision~making can put an officer in a
difficult spot. Our program exists so that all first responders, but especially police officers,
are able to respond in a manner that allows for both parties to be safe and treated in the
appropriate manner.

o “First Responders” is a term used to describe police, firefighters, emergency medical services
(EMS), and 511 operators/dispatchers who are the first contact either via 911 or through
arrival on the scene of medical or other emergencies.

o While Ethan’s case has garnered national attention, if is not the only instance where a first
responder has inappropriately responded to an IWD and the result has been negative.
However, to fault first responders would not be prudent. You can’t properly respond to an
mncident if you were never trained in how to do so, if your state’s criminal justice mandated
training did not include a detailed section on disability awareness, if your Chief was never
given the opportunity to send their personnel to a program. While some states include
training for law enforcement in response to individuals with disabilities (IWDs), it is either
not enough, buried within hundreds of hours of recruit training, doesn’t allow for on-going
education, or is not delivered effectively. NU FR DAT’s website (www.fr-dat.com) has,
under Articles of Interest, some 30 cases whereby law enforcement was challenged and may
have responded in a manner that was not effective, resulting in injury to an IWD (both
physical and mental), death of an IWD (across the disability spectrum), false arrest, civil
lawsuits costing municipalities millions of dollars, officers losing their job and some even
serving time.

* Society has many faults when it comes to proper response and interaction with IWDs which
is manifested by misperception, misunderstanding, lack of awareness, viewing and IWD as a
lesser person, sympathetic response as opposed to empathetic, fear of the unknown, and
avoidance. However, for first responders to come into situations with these areas not being
eradicated from their minds, the probability of an inappropriate interaction rises dramatically.

s IWDs may require responsc that would vary from everyday encounters. If emergency
personnel are not comprehensively educated on this topic, results can be negative, some even
catastrophic.

e Research shows that individuals with disabilities {WDs) are seven times more likely the
victim of a crime than other individuals while 50-80% of an officer’s day will be in
contact with an individual with a disability. Yet First Responders seldom have suffictent
training to interact effectively with people with developmental disabilities.
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Histoﬁcally, most individuals with developmental disabilities who required out of home
placement resided in large institutional settings, some of which mirrored self-contained
communities with emergency and other personnel available within the institution 24 hows a
day, 7 days a week.

One of five Americans has a disability, and it is on the rise. Current numbers include 1 in
68 children have autism, 3% of the population has an intelflectual disability, one on 10
Americans will have a seiznre, and 30 million people have ambulation challenges, to
name a few. That said many disabilities such as Tourette syndrome, traumatic brain injury,
ADHD, and leaming disability has a high incidence of encounters with law enforcement. All
will present differently and have the potential to be challenging for an untrained officer.
Today, most individuals with developmental disabilities live with their families, others in the
community, or independently per their choice. Along with the rewards of community living,
people with disabilities face increased risks of needing the assistance of First Responders.
According to the US Bureau of Justice Statistics, an estimated 1.3 million nonfatal violent
crimes occurred against persons with disabilities in 2012 nationwide.

In 2012, the rate of violent crime against persons with disabilities was 34 per 1,000,
compared to 23 per 1,000 for persons without disabilities. Because persons with
disabilities are generally much older than those without, the age distribution differs
considerably between these two groups, making direct comparisons misleading. To compare
rates, each group was adjusted to have a similar age distribution, making the age-adjusted
rate of violent crime against persons with disabilities (60 per 1,000) nearly three times
higher than the rate for persons without disabilities (22 per 1,000). The age-adjusted rate
of serious violent crime—-—-rape or other sexual assault, robbery and aggravated assault against
persons with disabilities (22 per 1,000) was nearly four times higher than that for persons
without disabilities (6 per 1,000) in 2012.

Among persons with disabilities, those with cognitive disabilities had the highest
unadjusted rate of violent victimization (63 per 1,000). During 2012, about half (52
percent) of violent crime victims with disabilities had more than one disability. Violent
crime against persons with one disability type increased from 2011 (37 per 1,000) to
2012 (33 per 1,000), while the rate among persons with multiple disability types remained
stable during the same period.

Other 2012 findings include: Persons with disabilities experienced an estimated 233,000
robberies, 195,200 aggravated assaults, 838,600 simple assaults and 80,180 rapes or
other sexual assanlts; Among persons with disabilities, whites were more likely than blacks
to experience a violent crime; Hispanics with disabilities had a lower rate of violent
victimization than non-Hispanics with disabilities; and, among persons ages 12-15, the
unadjusted rate of violent victimization was three times higher for persons with disabilities
than for persons without disabilities.

Individuals with disabilities who are offenders will also have challenges in the judicial
system, many of them at every level of it.

Law enforcement will also be responding to IWDs when they are in need of assistance or in
crisis, Individuals with autism and dementia may wander and first responders are called to
find them. People who use wheelchairs may get stuck and need assistance, individuals with
speech impairments will pose challenges, a need to be able to know basic sign language will
be expected when interacting with a deaf person, etiquette and interaction skills with
someone who is blind, to name a few.
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e The Americans with Disabilities Act (ADA) already addresses some of these matters but
often times officers are not kept abreast of how this impacts their responsibilities. The
Department of Justice (DOJ) has some materials that assist in educating officers on how to be
sure they both uphold the ADA and don’t violate it.

»  Still, incredibly, first responders, emergency managers, and municipal employees/elected
officials receive no formal mandated training in proper response to IWDs.

s According to FEMA, an average of an estimated 1,700 residential building fires
involving individuals with mental disabilities are reported each year with an estimated
85 deaths and 250 injuries while an estimated 700 building fires involving individuals
with physical disabilities are reported each year with an estimated 160 deaths and 200
injuries

¢ This, in combination with the documented tragedies resulting from inappropriate first
responder contacts with IWDs nationwide, indicates a clear need for expanded training for
first responders and aligned emergency personnel.

In September 2010 Niagara University (NU) was awarded a three year $550,000 grant from
the NYS Developmental Disabilities Planning Council (DDPC) to address the lack of
training and understanding of how to properly respond to IWDs with the intent to develop
curriculum for the training of police officers, firefighters, EMS, and 911 operators in the
State of New York. Although some states have versions of this program, no state has
developed a fully comprehensive pregram. The program is a Train the Trainer model, which
is the only way to reach first responders in mass. It incorporates a Trainer network that allows for
FR to connect with IWDs to co-present on disability specific topics and sections. NYS DDPC
researched and found no state to have comprehensive mandated training.

Consider that in New York State there are 588 police departments and sheriff’s offices with
more than 62,300 sworn full- and part-time officers, 45 law enforcement training academies,
2,135 fire departments and EMS agencies with more than 175,000 responder personnel
statewide; thousands of 911 operators and hundreds of individuals responsible for emergency
management of municipalities. The numbers and the training schedules that are utilized by
firefighters (FF), law enforcement (LE), and EMS agencies are non-traditional. In essence, to
train one police department (PD) of 100 officers will take a week, the schedule would be set by
them, and there would be an expectation that this is offered at no charge. It is simply not
practical. Couple this with the feeling that the best people to train FF and LE are themselves, and
the odds are against any group to make a dent in their regions FR departments. Law enforcement
receives two hours of mandated training on individuals with disabilities in the basic course (out
of 639 hours). FR-DAT has reached (to date) over 800 representatives from 51 emergency
management agencies, 70 law enforcement departments, and 75 FF/EMS departments through a
combination of direct and train-the-trainer formats.

NU has also taken the measure to ensure some form of on-going education. They have done
this through the following;
e The trainer manuals have additional materials on disabilities, the ADA,
victimization/abuse, service animals as well as resources via websites per discipline.
e NU has developed a resource manual for every attendee that is a quick reference
guide on everything disability related specific to first responders
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e NU has developed an extensive website that allows for FR to continue educating
themselves on everything relative to proper response. NU will develop state-specific
links to adjust to the differences (i.e. laws, service providers, parent groups) across
borders.

e NU maintains a relationship with all trainers, allowing for inquiries to be answered,
new material to be shared, current trends and topics to be disseminated, and tracking
of training conducted to be incorporated into the database. This ensures they are
always connected to *homebase’ and their responsibilities are carried out.

¢  Working with the support of the NYS Office of Persons with Developmental Disabilities
(OPWDD), the end product includes, but not be limited to, class room training, a train the
trainer prograin, on-line training, database of all departments and councils, extensive
resources, comprehensive website, and regional disability contacts and information Research
by DDPC staff indicated that there was no program or state in the country that addressed the
complete issue eclectically.

» Through the Disability Awareness Training at NU, New York is the only state in the nation
to have a comprehensive program that covers the disability spectrum and works with and
through state offices and associations.

The undersigned has spoken to numerous groups about the ADA and specifically Project
Civic Access that is a program designed to assist municipalities in complying with the ADA. [
also attended NU's Town Hall Training Program that provided essential information to interested
community members about disability awareness and how we could all foster disability awarcness
through our own network of associates, family and friends. Chautaugua County has a high
population of individuals with disabilities. NU’s training program is accomplishing its mission
and making a difference in western New York.

Respectfully submitted,

e 4 4/%‘

Kurt D. Gustafson
First Assistant County Attorney
gustafsk@co.chautauqua.ny.us
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Honorable Senator Durbin,

As the Board Secretary for CIT International, (as well as an active police officer), | commend you for
your leadership in presiding over the hearing “Law Enforcement Responses to Disabled

Americans: Promising Approaches for Protecting Public Safety”. It should come as no surprise, that
CIT International has been the trailblazing entity for spawning CIT Programs and advocating for
Fidelity of these programs, throughout the United States and overseas. CIT International has held
eight National/International conferences, focused exclusively on CIT Programs, over the past
decade, with more than 6,500 attendees from nearly every state in the United States, as well as,
individuals from Australia, Canada, Israel, Sweden, England and even Nigeria.

As we are the only national entity, exclusively focused on the promulgation and fidelity of CIT, I
believe we are uniquely positioned to be of great value in your endeavor. In addition, our Board of
Directors is made up of not only the originators of the CIT Program, but also leading national
experts, researchers and coordinators of some of the largest CIT Programs in the Nation. [suspect
that this insight could be invaluable in your efforts and help your committee avoid unanticipated
potential pitfalls. Too many advocacy organizations, politicians, media outlets, etc., extol the virtues
of CIT, which we of course appreciate, however, VERY few truly understand the complexity of what
a CIT Program is. Most believe the CIT Programs are Training for Law-Enforcement and merely
support or demand that police need this training. Nothing could be more misleading... training
is only ONE small part of a CIT Program

Unfortunately, these well intentioned supporters unwittingly often can cause unintended negative
consequences, if only the training component is enacted, without equal attention to the other
components, which are needed to develop a complete and diverse collaborative Program. Hence,
too many communities, which are just focused on the training of law-enforcement, are in reality,
accomplishing very little outcomes. There may be some educated officers in their community, but
frequently this knowledge is not put into practice as the other critical components are not
present. This leads to little change in the day-to-day interactions by law-enforcement, and few
opportunities to divert individuals with behavioral health needs into the Public Health System in
lieu of the Criminal Justice System.

1 have attached a 4-page document, that we believe helps to describe the critical components,
complexity, and nuances of a vibrant CIT Program. Fidelity to these themes is indispensible if
actually trying to create tangible positive outcomes, and not just good “public-relations
opportunities” or “sound-bites.”

Sadly, the largest obstacle to fidelity of a CIT Program, nearly always rests with a community’s
Public Health System. While nearly all communities have a behavioral health crisis system, the vast
majority are sorely lacking in accessibility and continuity. Ironically, because of the
accomplishments we have attained in my local community, I have just recently been invited to
present at the largest Community Behavioral Health Conference, the National Council for
Behavioral Health, in Washington, DC early this May, on just this topic ~ what behavioral health
needs to understand about law-enforcement, to create a meaningful partnership and generate
diversion opportunities. This is nearly a first for community behavioral health, and is an exciting
opportunity.  Besides increasing the opportunities for recovery and treatment while improving
public safety, it also can maximize fiscal accountability. If communities can learn to address this
phenomenon from a macro-level approach, focusing on system-level solutions, rather than
perpetuating the traditional silo approach of Public Behavioral Health, it will have the added benefit
of furthering CMS’s “Triple Aim” goals of: Better health outcomes, Improved patient experience
and Reduced costs.
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The possibilities are amazing, if community behavioral health crisis systems can embrace this tenet
of accessibility. For example, officers in the Phoenix Metro area are handing-off a staggering 18,996
individuals a year (or about 56 times a day), directly to the region’s community behavioral health
crisis system. This has resulted in countless reductions in incarceration, improved linkages to
critical long-term treatment opportunities and reduced need for re-hospitalization. Equally
astonishing, police represent nearly 40% of ALL of the individuals who accessed community
behavioral health crisis systems in our region! The transformation in the delivery of crisis services,
combined with fidelity to the “Program” nature of CIT, is clearly the catalyst for our remarkable
success.

I would like to offer our guidance and advice to provide some preparation assistance and/or
participate in the actual hearings, if desired. Alternatively, since CIT International will already have
a presence in Washington DC to present at the largest Community Behavioral Health Conference,
just days after your hearing, I would be more than willing to meet off-line for an informal
conversation. I suspect the substantive work will likely happen after the hearings, therefore, we
would be happy to provide more ongoing, informal technical assistance.

Once again, we applaud you for your initiative and hope it instigates not only a much needed
dialogue, but more importantly, puts a focus on fidelity and a paradigm shift in how community
behavioral health crisis services can be made accessible.

Sincerely,

Nick Margiotta

Board Secretary

Chair ~ Public Awareness /Legislative Committee
CIT International, Inc.
Margiotta.nicki@igmail.com

602-708-3647
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A Five-Legged Stool...A Model for CIT Program
Success!!!
How A Crisis Intervention Team Program is More Than Just Training??7?

Infroduction:

The Crisis Intervention Team (CIT) Program, based on the "Memphis Model”, is an innovative
Program designed to effectively assist individuals in their communities who are in crisis due to
behavioral health or developmental disorders. While CIT is mistakenly viewed as Law-Enforcement
"Training", in reality it is considerably more. It is a broad-reaching Program, which relies on strong
community partnerships and a vibrant crisis system that understands and responds to the role and
needs of law enforcement. The CIT Program encourages officers to access crisis facilities, when
appropriate, to redirect individuals in crisis away from the criminal justice system. This fosters
engagement into the behavioral health system for linkages to long term treatment and service which
affects sustainable change in the community. The goals that are realized through implementation of
CIT Programs include increased officer and consumer safety, diversion away from the criminal
justice system and into the behavioral health system, hopefully leading to longer-term treatment and
recovery. The CIT Model reduces both stigma and the need for further involvement within the
criminal justice system.

CIT has existed for over twenty-five years and is built on 10 Core Elements. Despite the fongevity
of the program, there is still wide-spread confusion in many communities around what a healthy
program really encompasses. This includes communities who have endorsed and implemented CIT
training as well as communities who have yet to adopt the CIT Program. To help clarify, it may be
useful to view CIT as a “5-Legged Stool.” Our figurative "Stool" cannot function at all with only
one leg (i.e. just training police), and really needs at least three legs to stand; and ideally needs all 5
legs to be strong, functional and enduring.

About the aquthor: Nick Margiotta, MEd has been a Phoenix Police Officer for I8 years, and currently is the CIT
Coordinator for the Phoenix Metro Region. He is the Board Secretary for CIT International and serves as a NAMI
Arizona Advisory Board Member. He greatly acknowledges the assistance of CIT International Administrative staff,
Erica Chestnut and Linda Smith, in development of this article. Margiottanicki®gmail com
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1) Police Training

While the training of police officers is the most visible component of CIT programs, it is only onc piece of a multi-
level community collaborative effort.  The importance of the effective training of police officers cannot be
underestimated. These are the individuals to whom everyone in the community turns to in times of crisis, In most
communities, the goal of law enforcement agencies should be to have 20-25% of their uniformed patro! officers CIT
trained. The 40 hour advanced officer training is most effective when the officers in attendance have volunteered to
complete the week-long training. Officers who volunteer to attend the program have shown initiative and interest and
will generally be more amenable to applying the new tools they have learned upon retumning to their units.

An important coneept to emphasize to officers at the very beginning of the CIT week is that this training is not meant
to replace anything they have learned as officers. Police officers are always officers first. CIT training is meant to
give officers additional tools to use when they are in the field interacting with individuals who may be in crisis. This
includes the opportunity, when appropriate, to utilize their discretion and divert the individual away from the
criminal justice system and into the behavioral heaith system. CIT training helps officers evaluate when they might
use their discretionary powers and gives them the information regarding available resources to effectively and
successfully accomplish this diversion.

Much like a one-legged stool won't be able to stand, if a community only has this most "common” leg of a CIT
Program, it really does not function and accomplishes little, if any, real tangible outcomes in a community.

2y Community Collaboration

it is vitally important that integral ecommunity partners are identified and utilized by the CIT development team.
Community partners play an important role in the CIT process and it is important that Community ownership can be
developed. This is accomplished by including Individuals and organizations within the community in all phases of
developing and implementing the CIT program — from initial planning, training curricufum, and ongoing feedback
and problem solving. Local professionals and agencics who dedicate their time, without charge, to assist in the
training of patro! officers, helps to increase the sense of commumity ownership and networking for CIT. It is this
broad-based grassroots community collaboration, that makes a CIT Program achievable and sustainable. In times of
fiscal challenges, budgetary cuts, etc., the "in-kind" nature of a healthy CIT Program, helps it weather potential fiscal
and political "storms" and permits the Program to endure, providing better outcomes for officers and those in crisis.

3) Vibrant and Accessible Crisis System

Training and collaboration throughout the community is imperative for CIT, but perhaps the most meaningful leg, in
order to actually accomplish real outcomes, is having a robust Crisis System. Many communities “have” a system,
however, it is more than just “having” a system. It requircs that the systcm be responsive to the needs of police and
community as a whole.  Having quality services and providers is the first step, but if they are not responsive and
casily accessible, then they will not be utilized by poliee.  Thus, the CIT goal of reducing incarceration for those
individuals who need behavioral health services, would not be achieved.

Accessibility is of paramount importance when it involves Police “hand-offs” to behavioral heaith services. These
interactions need to be quick, efficient and guaranteed, regardless of capacity, funding sources, diagnosis,
entitlement, etc. Triaging must be kept to the minimum, to ensure that police officers are able to return to their
police duties and behavioral health crises remain within the behavioral health system. A critical tenet to accessing
Crisis Services is to ensure that community crisis services and "receiving centers” operate with a "no-wrong door”
philosophy for law-enforcement. Despite an individual’s diagnosis or presenting issue, the behavioral health crisis
system needs to be prepared to respond to an individual referred by law enforcement. Police must have priority
acoess to services for the people they bring and the behavioral health provider must not turn an individual away
because they do not meet specific and narrow criteria. While this may create challenges to the behavioral health
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provider, it is imperative that behavioral health entities collaborate within their own system in order to ensure an
individual gets to the right door. Behavioral health entities should not expect Law-Enforcement to navigate their
system, or even worsc, prevent law-enforcement from handing off people to their facility. Rather than exercising
utilization management techniqucs with police officers, the goal needs to be helping individuals in crisis. With that
mindset, behavioral health can continue to partrier with police in order to build stronger and healthier communities.

While Facility-based services operating with "No-Wrong Door" are critical to a CIT Program, an enhancement to
consider to help build healthy communitics is the ability to also access mobile behavioral crisis responses out in the
community. For communities with mobile behavioral crisis services or for those communities seeking to create this
level of care, it is important to consider how these services can meet the needs of law enforcement when they are
dealing with a behavioral health crisis that can be handied out in the community. To make sure that the scrvice has
relevance to CIT, the key is for mobile community crisis response teams to always respond to a policc request in a
prioritized manner, and then free law-enforcement from the scene as quickly as possible.  This level of
responsiveness is needed to increase the likelihood that police will utilize mobile crisis services, thus increasing the
opportunity to stabilize individuals safely at home, when appropriate.

The Behavioral Health Crisis System’s guiding philosophy should be "Accessibility,” with the goal to inculcate a
cuiture in service providers which is focused on acceptance, rather than placing clinical barriers to accepting hand-
offs. A consistent, prioritized and seamiess process needs to be the expectation of the services provided by the
behavioral health crisis system, in order to adequately meet the unique needs of the police. This consistency and
commitment to mceting the needs of police heips build trust between law enforcement and behavioral heaith and
increases the opportunity for therapeutic hand-offs.

4) Behavioral Health Staff Training

Training of behavioral health staff is critical in fostering positive working relationships between law enforcement and
the mental health community. It is important that behavioral health staff have a clear understanding of the law
enforcement officer’s role in the behavioral health community. There is sometimes a tendency for behavioral health
staff to incorrectly develop an impression that because an officer is CIT trained, they have somehow become a
combination of both, a law enforcement officer and a social worker. A clear delineation of the two worlds should
remain intact. Emphasize that the goal is collaboration, not integration. A social worker who gains an understanding
of CIT does not become a law enforcement officer and behavioral health staff need to recognize that after a law
enforcement officer receives some specialized training in behavioral health, that officer remains, first and forcmost, a
cop.

Because the world of law enforcement is somewhat misunderstood by thosc outside the law enforcement community,
it will be key for behavioral staff to gain insight into what a faw enforcement response looks like. To provide that
insight, law enforcement agencies may want to identify some behavioral health staff members to participate in a ride-
along with a CIT trained officer. Nothing will provide more clarity to a behavioral health worker than to witness on
officer perform all of the functions and constraints typical in patrol. Behavioral health staff can appreciate the
differences between the two cultures, and the image of the officer will no longer be seen as that of a behavioral
health worker. This promotes the beginning of an understanding that CIT trained officers are, above all else,
officers...who, by choice, have received specialized training in behavioral health topics.

In addition to ride-alongs, it can be helpful for law enforcement to provide training to front-line behavioral health
workers. Just as it is important for police to learn about behavioral health issues, it is also important for behavioral
health staff to understand and respect the law enforcement officer’s role and practices. By highlighting what law
enforcement practice looks like...and what it does NOT look like, behavioral health staff will become educated as to
how best to coordinate, collaborate and cooperate with law enforcement officers. This has a two-fold benefit. Tt can
lead to better interactions when law-enforcement is handing-off an individual, but also can help guide behavioral
health staft on appropriate times to request law-enforcement involvement in a behavioral health incident. Training
for ground-level behavioral health staff can be one of the most productive undertakings to advance community
understanding and appreciation of the valuc that CIT training bring to their community.
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5) Family/Consumers/Advocates Collaboration-Education

The final leg, family/consumers/advocates, is often the "forgotten” leg. Tnvolvement of

these stakeholders in CIT programs is truly critical to help entrench a CIT Program firmly in a community. In
addition to having consumers participatc in the actual training curriculum, the education and training of
family/consumers/recipients helps to increasc buy-in and "ownership" of the Program. This helps to support critical
elements in the Program. There are two main ways this can benefit: Improved understanding of front-line level
interactions involving law-enforcement and Advocacy for the Program needs.  Supportive advocates of CIT
processes and Program needs are important to help foster positive relationships befween the police and their
community, and improve the efficacy of thc program. And who better to spread that positive word than those family
members and friends whose loved ones have been helped by a CIT Trained Officer.

A CIT Program that helps to cducate consumers/advocates on the resources that are available in their community, are
ablc to be more engaged in the Program. The development of meaningful crisis plans, tips on how to improve face-
to-face interactions when law-enforcement is responding to their loved-one, and increased understandings of faw-
enforcement’s typical responses, limitations and procedures, go a long way to increasing the likelihood for
successful outcomes. When both parties in the interaction are more informed and willing to respect each others’
perspective, the opportunity for mutually beneficial results, increases exponcntiaily. Families/advocates who are
more informed, engaged in pre-crisis planning, and have rcasonable expectations for the outcomes of crisis
situations, greatly increase the likelihood of a positive outcome and typically are more supportive of the overall
Program.

At the macro-level, this constituency can aiso be strategically helpful in advocating for the protection, expansion and
accessibility of precious community behavioral health crisis services. For CIT to be effective in a tangible fashion,
accessible crisis services are paramount. A CIT Program's ability to protect or acquire the needed behavioral health
services to adequatcly support a truc CIT Program is greatly improved when these community members actively
advocate for this critical piece of a CIT Program. Since quality and accessibility to these services is generally a
function of the funding provided by a region's behavioral health system and/or by the culture/vision of the agency
providing these services, the consumers of the care can be an amazing ally.

These five main "Legs" are the foundation of creating a strong CIT Program. Having three or four of the “Legs” is
certainly an improvement over having none or just training for police. Having all five legs ensures that your
community is on its way to having a strong and stable foundation that is systemically responsive to those individuals
who are experiencing a mental health crisis. This solid foundation promotes a Program, which can be sustainable
and weather the inevitable ups and downs that are certain to occur in a community over deeades.

Central to the success of CIT is not only the training of the law enforcement officer, but also the education of those
agencies and individuals within the behavioral health community who will be involved in the process. Successfui
diversion requires accessible crisis services.  Only when law enforcement, behavioral health agencies and
famifies/advocates, have a clear understanding and respect of each other’s roles in a CIT Program, does true
collaboration occur.
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The Council for Exceptional Children (CEC) is pleased to offer testimony for the Senate Judiciary
Subcommittee on the Constitution, Civil Rights, and Human Rights hearing, Law Enforcement Responses
10 Disabled Americans: Promising Approaches for Protecting Public Safety.

Members of CEC serve on the front lines as special education teachers, early interventionists and school
administrators working in schools with children and youth with disabilities, or as higher education faculty
who are preparing the next generation of educators. As a result, CEC members are professionally trained
to understand the complexities of the more than 6 million children and youth with disabilities who receive
early intervention and special education services in our nation’s schools.

While outcomes for individuals with disabilities have improved since the Individuals with Disabilities
Education Act was enacted in 1975, persistent gaps continue to exist between students with and without
disabilities in key areas such as academic achievement, discipline occurrences, and incidences of the use
of physical restraint and seclusion. In fact, in a new survey of every public school in the nation,
representing 49 million students, the Office of Civil Rights within the U.S. Department of Education
found that in 2011-2012:

* Students with disabilities represented a quarter of the students arrested and referred to law
enforcement, even though they are only 12% of the overall student population'.

o Students with disabilitics are more than twice as likely to receive an out-of-school suspension
than students without disabilities (13% vs. 6%)°.

e One out of four boys of color with disabilities, and one out of five girls of color with disabilities
receive an out-of-school suspension’.

o Students with disabilities represent 12% of the student population, but 58% of those students are
placed in seclusion or involuntary confinement, and 75% of those students are physically
restrained at school®.

1118, Department of Education Office for Civil Rights: Civil Rights Data Collection: Data Snapshot (School Discipline). March 21, 2014,
* Ibid.
* Ibid.
* Ihid.
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Given these statistics, it is easy to sce that students with disabilities encounter experiences in school that
could possibly involve law enforcement. CEC recognizes that there are instances when law enforcement
officials may need to address situations within schools that involve students with disabilities.

Therefore, CEC’s recommendations focus on two themes:

1) Increasing awareness and understanding of the various types of disabilities and appropriate
responses.

2) Emphasizing prevention and de-escalation, to try and mitigate challenging situations from
becoming instances when law enforcement is called.

CEC encourages Congress to pursue the following policy recommendations to ensure that the needs of
children and youth with disabilities are adequately considered:

1. Law enforcement officials, particularly those who work regularly with schools, should have
training, sensitivity and awarencss to help ensure equitable treatment of individuals with
disabilities®.

2. School safety policy proposals should use an interdisciplinary approach that reinforces a
partnership between education, juvenile justice, mental heaith, social welfare and community
engagement systems.

3. School safety policy proposals should require implementation of evidence-based practices that
address prevention and response while ameliorating the stigma associated with disabilities and
mental health challenges; such practices should be employed by law enforcement as well.

4. School safety policy proposals should confront and remedy the national shortage of special
educators and specialized instructional support personnel who are trained to address the complex
needs of students with disabilities and mental health challenges, and who are trained to work
directly with law enforcement, if applicable.

The following is the rationale for our recommendations.

First, it is critical that law enforcement officials have an understanding of the broad range of disabilities,
their characteristics and appropriate responses to enable effective communication and treatment of
individuals with disabilities. To achieve this goal, law enforcement officials need access to high-quality
training in their preparatory programs as well as their ongoing professional development.

Second, it is vital that policy proposals — whether at the federal, state, or local level — use an approach that
reinforces interdisciplinary partnerships between education, juvenile justice, mental health, social welfare,
and community engagement systems. This approach is necessary because “school violence is not a single
problem amenable to a simple solution but, rather, involves a variety of problems and challenges.®”
While it is tempting to address single issues, such as installing metal detectors at entry points in school

* U.S. Depariment of Justice, Office of Civil Rights. Commonly Asked Questions About The Americans With Disabilities Act and Law
Enforcement. http://www ada.gov/q%26a_Jaw.pdf’

& Cornell, Dewey G., and Matthew . Mayer. "Why Do School Order and Safety Matter?” Educational Researcher. 39.1 (2010): 7-15. Print,
Councii for Exceptional Children = April 29,2014 # 2 |i* = -
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buildings, research has demonstrated that it is necessary to address school safety using a comprehensive,
coordinated approach

Third, in the wake of national tragedies, it has been common to see a knee-jerk response rather than the
implementation of policies that are rooted in evidence and research. It is critical that we learn from past
practices and look to research and evidence to determine successful practices and policies. Knowing that
the best offense is a good defense, we have learned through research and practice about the importance of
focusing on prevention.

In response to the events at Sandy Hook Elementary School, more than 100 national organizations
representing more than 4 million professionals in education and allied fields, along with more than 100
prominent researchers and practitioners, supported a statement issued by the Interdisciplinary Group on
Preventing School and Community Violence, which stated, “Preventing violence and protecting students
includes a variety of efforts addressing physical safety, educational practices, and programs that support
the social, emotional, and behavioral needs of students.””

A review of past school safety initiatives must help inform how to move forward. Policies such as zero
tolerance, which the American Psychological Association found to be ineffective; profiling, for which the
U.S. Secret Service and U.S. Department of Education revealed no accurate or useful demographic or
social profile of sehool attackers®; and other simplistic solutions, have not had their intended effect.

Instead, school safety policies should encourage strategies that support prevention and are rooted in
research, including:

» Fostering Communication: “Comprehensive analyses by the U.S. Secret Service, the FBI, and
numerous researchers have concluded that the most effective way to prevent many acts of
violence targeted at schools is by maintaining close communication and trust with students and
others in the community.””

Practically, this means policies must (1) support professional development and training for school
staff, including teachers, specialized instructional support personnel, and administrators,
regarding effective communication strategics and initiatives; (2) employ a cadre of staff who are
professionally trained to address the mental health needs of students; and (3) support changes to
teacher preparation programs that reinforce the importance of communication.

¢ Supporting a Positive School Climate and Connectedness: School climate, which impacts
school safety, teaching and learning, interpersonal refationships and institutional environment,
according to researchers cited by tbe U.S. Department of Education, plays an integral role into the
academic and social development of students. Research has demonstrated that a positive school
climate helps create a culture of respect, understanding and caring among educators and students

7 Interdisciplinary Group on Preventing School and Community Violence. Call for More Effective Prevention qf Violence, Dec. 19, 2012, Web.
<http://cusry.virginia.edw/articles/sandyhookshooting>.

* Borum, Randy, Dewey G. Comell, William Modzeleski, and Shane Jimerson. "What Can Be Done About School Shootings? A Review of the
Evidence." Educational Researcher. 39.1 (2010 27-37. Print.

? interds iplinary Group on F ing School and Community Violence. Call for More Effective Prevention of Violence. Dec. 19, 2012. Web.
<http://curmy. virginia.edu/articles/sandyhookshooting>,
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where members of the school community feel physically and emotionally safe and secure, and
facilitates an environment conducive to learning.

Practically, this means: (1) embracing whole school reforms that reinforce the important role of
having a positive school climate, such as Positive Behavior Interventions and Supports; (2)
supporting this shift in mindset with the tools and resources needed to foster its implementation,
such as professional development and training, and (3) data collection and analysis tools to help
schools study and respond to local school climate information.

Addressing Needs of Marginalized Students: “Research indicates that those students most at
risk for delinquency and violence are often those who are most alienated from the school
community. Schools need to reach out to build positive connections to marginalized students,
showing concern and fostering avenues for meaningful involvement.”

Practically, this means: We need to confront and address the persistent national shortage of’
special educators who are trained to address the complex needs of students with behavioral
disorders and the shortage of specialized instructional support personnel such as schoo}
counselors, school social workers, and school psychologists who are underutilized and
underemployed in schools. In 2011, the U.S. Department of Education reported a shortage of
special educators in every state, continuing a decades-long trend.'

Increasing School Based Mental Health Services: School based mental health services for
purposes of screening, providing direct services, engaging and supporting families, and serving as
a connection to community based supports, are critical to providing the prevention, response, and
treatment that are so vital to students’ well-being. We must confront the stigma associated with
mental health problems through multiple avenues, including making it an integral part of our
educational system.

Practically, this means: In many schools, school-based mental health and student service
providers carry a caseload that far exceeds the recommended ratios and far too often, no school-
based mental health and student service providers are available to assist students in times of
crisis, or at any other time. We need to address the national shortage of special educators and
specialized instructional support personne} by reducing the recommended ratios of students to
school counselors to 250:1, school social workers to 250:1, school psychologists to 1,000: 1,
school nurses to 750:1 and often increasing the number of other professionals who are
specifically trained to address the mental health needs of students.

In closing, CEC stands ready to work with members of Congress to promote policies and meaningful
aetions not only to address violence in our nation’s schools and communities but to create solutions that
are rooted in safety, prevention, and an interdiseiplinary approach.

10 United States. Department of Education Office of Post Secondary Education. Teacher Shortage Areas Nationwide Listing: 1990-1991 through
2042-2013. 2012, Web.
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CSH Statement for the Record
Law Enforcement Responses to Disabled Americans: - Promising Approaches for Protecting Public
Safety
Hearing Before the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights
April 29, 2014

Thank you Chairman Durbin and Ranking Member Cruz for hosting this important hearing about solutions that will
improve the safety of law enforcement officials and address the needs of individuals with mental health or substance abuse
issues. CSH is working with supportive housing, criminal jus

ice and health service providers across the country to address the
needs of this population in order to reduce involvement with the criminal justice system, address complex mental health or
substance abuse issues and reduce homelessness.

CSH transforms how communities use housing solutions to improve the lives of the most vulnerable people. We offer
capital, expertise, in formation and innovation that allow our partaers to use supportive housing to achieve stability, strength
and success for the people in most need. CSH blends over 20 years of experience and dedication with a practical and
entreprencurial spirit, making us the source for housing solutions.

At CSH, it is our mission to advance housing solutions that deliver three powerful outcomes: 1) improved lives for the
most vulnerable people 2) maximized pablic resources and 3) streng, healthy communities across the country. CSH is working
to solve some of the most complex and costly social problems our country faces--like thosc related to homelessness. We
envision a future in which high-quality supportive housing solutions are integrated into the way every community serves the
men, women and children in most need.

All of CSH’s housing solutions integrate supportive housing. Supportive housing is a proven intervention that uses
housing as a platform for services that create opportunities for recovery, personal growth and life-long success. CSH blends our
experience and dedication with a practical and entreprencurial spirit, We uncover ways to move forward even in the most
complex environments, so our partners can achieve stability, strength and success for the most vulnerable people in the
communities where they live.

It’s no secret that the United States incarcerates a higher proportion of its population than any other country in the
world, with over 1.5 million people currently confined in ULS. prisons or jails, In 2013, the number of people in jail increased
for the second straight year, with over 11.6 million admissions to ULS. jails over the year, with roughly 15% of inmates have
experiencing homelessness in the year prior to their arrest. Much of this population has a history of substance abuse or mental
illness: according to recent research, approximately 64% of jail inmates have a serious mental health problem, and 65% meet
medical criteria for substance abuse addiction. Due to their unstable housing situations and struggles with mental illness and
addiction, this population is at extremely high risk of returning to jail. They return 1o jail at a rate of 80 - 90% and in between
stay on the street, at homeless shelters, psychiatric hospitals, detox and drug treatment programs, and other emergency
systems at immense cost to the public, sometimes exceeding 834,500 dollars per individual annually.

61 Broadway, Suite 2300 New York, NY 10006 | 212-986-2966 | csh.org
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Since 2007, CSH has worked to advance replication of our signature initiative, Frequent Users Systems Engagement
(FUSE}. FUSE helps communities identify and engage high utilizers of public systems such as fails, shelters, and hospitals, and
place them into supportive housing to break the cycle of repeated use of costly erisis services, and reduce recidivism rates to the
criminal justice system. Since launching the first FUSE initiative in New York City in 2007, CSH has worked with more than 10
jurisdictions across the country to replicate and cxpand the model: Denver, King Co., WA, Chicago, IL, Connccticut, Rhode
Island, Louisville, Mecklenburg Co., NC, Hennepin Co., MN, and Los Angcles arc just some of communities that have taken
on a FUSE initiative. Not only are several more locations in the p]anning stages, but some, such as Denver and Maricopa Co.,
AZ, are looking to “scale up” the intervention to maximive the budgetary and human impacts.

Targeting homeless frequent users of public systems provides a double win for communities, allowing public systems like
jails and shelters to cut costs while improving outcomes for some of their most vulnerable community members, The model
presents a systemic approach to social innovation and a radical departure from current practices in the re-cntry field. FUSE

increases housing stability and reduces recidivisra and mappropriate cr
CSH has helped several communities to adapt the FUSE model to suit unique local contexts and conditions, at the core of FUSE

service use, resulting in public cost offsets. While
arc three essential pillars:

1. Data-Driven Problem-Solving Data is used to identify a specific target population of high-cost, high need
individuals who arc shared clients of multiple systems (jails, shelters and ERs) and whose persistent cycling indicates
the failure of traditional approaches. Data is also used to develop a new shared definition of success that takes inta
account both human and public costs, and focuses on system-wide cost reductions, as opposed to simply offloading
clients from one agency to another,

2. Policy and Systems Reform Public systems and policymakers engage in a collcctive cffort to address the needs of

shared clients and to shift resources away from costly crisis services and towards a morc cost-cffective and humanc
solution: permancnt housing and supportive services.

3. Targeted Housing and Services Supportive housing is cnhanced with targeted and assertive recruitment through
in-reach into jails, shelters, hospitals and other settings, to help dlients attain housing stability, access to routine care to

address their underlying issucs, and avoid returns to crisis services and institutions.

Despite the incredible nationwide cnergy around FUSE, initiatives that focus on vulnerable individuals — often thosc with
co-occurring disorders —nced to be funded at higher levels in order to achicve savings beyond the pilot level. And we need
multiple strategies to help solve the problem. Law enforcement is at the front lines of this issue, dealing first hand with
fx‘equcnl uscrs on the street and in jails. Law enforcement agencics are incrcasingly recognizing the comp]cx dimensions of
offender reentry and the importance of partnerships in addressing thesc issues. Thus, front-line strategies, like Collaborative
Case Management (CCM) training, for police, parole officers and social service providers is critical to addressing the multiple
needs of returning offenders and ensuring a safe and successful path to re-integration.

However, of all the issues facing the frequent user population, nonc is more immediatc than the need to secure
housing. Without access to safe and affordable housing, people re-entering the community have little chance at success. In
addition, to maintain housing and ¢nd the cycle of homelessness and incarceration, the target population requires a
comprehensive, multi-sector service solution that involves coordination of services and funding streams across several,
currently disparate, systems of care. FUSE is an enhanced suppartive housing model that has emerged as a solution to this costly

61 Broadway, Suite 2300 New York, NY 10006 ' 212-986-2966 csh.org
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and intractable problem. It combines permanent affordable bousing with comprchensive support services, and hinges
on interagency coordination.

Most importantly, the FUSE approach has been proven to work, Recently, Columbia University completed a rigorous
evaluation of the NYC FUSE pilot, which houscd over 200 individuals. The results are compelling:

®  Psychiatric inpatient hospitalization days were dramatically lower for FUSE participants — comparison group members
spent twice as many days in psychiatric inpatient centers as FUSE participants.

®  Jail days were lower — over the 24 months afier housing placement, FUSE participants averaged 29 jail days vs. 48 jail
days for the matched comparison group.

®  FUSE participants stayed housed — at 12 months, 90% remained in FUSE housing; at 24 months, 81% remained in
FUSE housing and 86% had permanent housing of some type.

®  Shelter use declined dramatically — FUSE participants averaged 15 days in shelters in the 24 months after housing
placement, whercas a comparison group averaged 162 days in shelters in the same time.

®  FUSE produced cost savings for crisis services - through reduced wsage of Jails, health services, and shelters, each
individual housed through FUSE generated $15,000 annually in public savings, paying for over two thirds

of the intervention cost.

The initiative has demonstrated similar results in other jurisdictions. The Hennepin County, MN, FUSE initiative found
dramatic reductions in shelter and arrests — 60% of FUSE participants experienced fower arrests in the 22 months post-
housing, and 45% had one or no arrests at all. There were 1,704 fewer shelter nights and 700 fewer nights in county jails.
uals, found that after the first ycar of housing, individuals expericnced

Connecticut’s FUSE initiative, which houscs 120 ind
2 99% decrcase in shelter days and a 73% decreasc in jail cpisodes. The King County, WA, evaluation found a 45% reduction
in jail/prison bookings, and a 38% reduction in jail days. The Denver FUSE initiative, headed by the Denver Sheriff's
Department, recently shared findings that there bas been a 90% decrcase in annual jail days for FUSE consumers, translating
into an cstimated $ 114,480 savings to the Department annually. Three other communities arc in the first phascs of mcasuring
their FUSE initiative results including Louisville, KY, Mecklenburg County, NC, and Columbus, OH.

CSH belicves that expanding supportive housing initiatives targeting high system utilizers will improve law enforcement

and individual safcty, as well as, save money at the local, state and federal levels. CSH supports the reauthorization of the
Sccond Chance Act and the Mentally Ill Offcader Treatment and Crime Reduction programs in the Justice and Mental Health
Collaboration Act (8. 162) and urges Congress to act quickly to pass those important picces of legislation. Together, they will
enable communities and states across the country to cxpand or undertake community re-entry programs and crossftraim’ng for
law enforcement, mental-health and criminal justice personael.

Thank you for giving CSH an opportunity to submit this statement for the record. We look forward to working with you
and your staff on continued efforts to help address the needs of America’s most vulnerable populations. I you have any

questions, please feel free to contact Hilary Swab Gawrilow (Hilary.gawrilow@esh.org), Director of Federal Policy at CSH.

61 Broadway, Suite 2300 New York, NY 10006 ' 212-986-2966 ~csh.org



152

Law Enforcement Responses to Disabled Americans: Promising Approaches
for Protecting Public Safety

Submission for Senate Hearing Before the Senate Judiciary Subcommittee on the
Constitution, Civil Rights, and Human Rights April 29, 2014

First Responders Disability Awareness Training
Niagara University

“On January 11, 2013 in a Maryland movie theater, a 26-year-old man with Down syndrome cried out
Sfor his mommy in the final moments of his life and started a movement. The death of Ethan Saylor at the
hands of sheriff’'s deputies who were trying to evict him from the theater he entered withour a ticket has
become a significant event for people in the disability community who push for equality and inclusion as
a civil rights issue. Ethan Saylor is their Emmett Till.

For me, the Saylor story is deeply troubling and personal. My 10-year-old daughter has Down syndrome.
She is witty and sunny most of the time but there are moments when she is obstinate and difficult — much
like any child. But the behaviors sometimes take extra effort to work around.

That kind of understanding and patience should have been afforded Ethan Saylor, who had an IQ of 40.

Instead, off-duty Frederick County Sheriff's deputies were summoned to oust Saylor when he wanted to
watch "Zero Dark Thirty" a second time, without a ticket. As deputies went in, Saylor's aide pleaded for
everyone to wait it out and allow her to deal with the situation. His mother was on the way. The aide
warned that Saylor would "freak out" if touched.

Deputies dismissed her advice and 10ld her to stay out of the theater. They went in, ordered Saylor to
leave, then grabbed him when he refused and began swearing at them.

Deputies cyffed him, and Saylor struggled and cried, saying, "Mommy, mommy. It hurts.” As officers
wrestled with 294-pound Saylor, he fell to the ground with a deputy on his back. He soon stopped
breathing and died. An autopsy later revealed his larynx was crushed. "-Denver Post 1/11/14

Could this have ended differently if those officers had been trained in the proper way to interact witt
individuals with disabilities? Unfortunately, we will never know but Niagara University through the scale
up and expansion of impact of its unique First Responder Disability Awareness Training (FR DAT)
program intends to do everything possible to prevent this happening to another family. The key is education
and training that has staying power.

Everyone needs disability awareness training; this is not unique to first responders. However, emergency
personnel’s presence at situations that call for a response to challenging behaviors, alleged criminal
conduct, physical and medical needs, assistance in a matter, or service and protection, are imperative to the
well-being and quality of life for the vulnerable individual(s) in which they come into contact. The intent
of any training should recognize that (most) individuals in law enforcement want to do the right thing;
however, the unique, perplexing encounters that may call for split second decision-making can put an
officer in a difficult spot. Our program exists so that all first responders, but espeeially police officers, are
able to respond in a manner that allows for both parties to be safe and treated in the appropriate manner,



153

“First Responders” is a term used to describe police, firefighters, emergency medical services (EMS),
and 911 operators/dispatchers who are the first contact either via 911 or through arrival on the scene
of medical or other emergencies.

While Ethan’s case has garnered national attention, it is not the only instance where a first responder
has inappropriately responded to an IWD and the result has been negative. However, to fault first
responders would not be prudent. You can’t properly respond to an incident if you were never trained
in how to do so, if your state’s criminal justice mandated training did not include a detailed section on
disability awareness, if your Chief was never given the opportunity to send their personnel to a
program. While some states include training for law enforcement in response to individuals with
disabilities (IWDs), it is either not enough, buried with hundreds of hours of recruit training, doesn’t
allow for on-going education, or is not delivered effectively. NU FR DAT’s website (www.{r-
dat.com) has, under Articles of Interest, some 30 cases whereby law enforcement was challenged and
may have responded in a manner that was not effective, resulting in injury to an IWD (both physical
and mental), death of an IWD (across the disability spectrum), false arrest, civil lawsuits costing
municipalities millions of dollars, officers losing their job and some even serving time.

Other cases that have garnered attention: Seattle shooting of deaf person, Oregon 11 ycar-old with
autism tasered, San Diego county Sheriff’s Dept. beating of man with Down Syndrome, death of
Suffolk county, NY individual with intellectual disability, dragging of person with physical
disability/traumatic brain injury off bus in Syracuse, NY breaking his hip, DUI arrcst of individual
with cerebral palsy who wasn’t drinking, police shooting death of 15 year-old with autism in
suburban Chicago, arrest of individual who was having a seizure. All of these cases (and more) can be
found on our website as noted above.

Society has many faults when it comes to proper response and interaction with [IWDs which is manifested
by misperception, misunderstanding, lack of awareness, viewing and IWD as a lesser person, sympathetic
response as opposed to empathetic, fear of the unknown, and avoidance. However, for first responders to
come into situations with these areas not being eradicated from their minds, the probability of an
inappropriate interaction rises dramatically. IWDs may require response that would vary from everyday
encounters. If emergency personnel! are not comprehensively educated on this topic, results can be negative,
some even catastrophic. Consider the following statistics:

Research shows that individuals with disabilities (fWDs) are seven times more likely the victim of a
crime than other individuals while 50-80% of an officer’s day will be in contact with an
individual with a disability. Yet First Responders seldom have sufficient training to interact
effectively with people with developmental disabilities.

Historically, most individuals with developmental disabilities who required out of home placement
resided in large institutional settings, some of which mirrored self-contained communities with
emergency and other personnel available within the institution 24 hours a day, 7 days a week.

One of five Americans has a disability, and it is on the rise. Current numbers include 1 in 68

children with autism, 3% of the population has an intellectual disability, one on 10 Americans
will have a seizure, and 30 million people have ambulation challenges, to name a few. That said,
many disabilities such as Tourette syndrome, traumatic brain injury, ADHD, and learning disability
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has a high incidence of encounters with law enforcement. All will present differently and have the
potential to be challenging for an untrained officer.

Today, most individuals with developmental disabilities live with their families, others in the
community, or independently per their choice. Along with the rewards of community living, people
with disabilities face increased risks of needing the assistance of First Responders.

According to the US Bureau of Justice Statistics, an estimated 1.3 million nonfatal violent crimes
occurred against persons with disabilities in 2012 nationwide.

In 2012, the rate of violent crime against persons with disabilities was 34 per 1,000, compared to
23 per 1,000 for persons without disabilities. Because persons with disabilities are generally much
older than those without, the age distribution differs considerably between these two groups, making
direct comparisons misleading. To compare rates, each group was adjusted to have a similar age
distribution, making the age-adjusted rate of violent crime against persons with disabilities (60
per 1,000) nearly three times higher than the rate for persons without disabilities (22 per 1,000).
The age-adjusted rate of serious violent crime—rape or other sexual assault, robbery and aggravated
assault against persons with disabilities (22 per 1,000) was nearly four times higher than that for
persons without disabilities (6 per 1,000) in 2012.

Among persons with disabilities, those with cognitive disabilities had the highest unadjusted rate
of violent victimization (63 per 1,000). During 2012, about half (52 percent) of violent crime
victims with disabilities had more than one disability. Violent crime against persons with one
disability type increased from 2011 (37 per 1,000) to 2012 (53 per 1,000), while the rate among
persons with multiple disability types remained stable during the same period.

Other 2012 findings include: Persons with disabilities experienced an estimated 233,000
robberies, 195,200 aggravated assaults, 838,600 simple assaults and 80,100 rapes or other sexual
assaults; Among persons with disabilities, whites were more likely than blacks to experience a
violent crime; Hispanics with disabilities had a lower rate of violent victimization than non-Hispanics
with disabilities; and, among persons ages 12-15, the unadjusted rate of violent victimization was
three times higher for persons with disabilities than for persons without disabilities.

72% of women with developmental disabilities and 32% of men will be sexually abused.

Individuals with disabilities who are offenders will also have challenges in the judieial system, many
of them at every level of it.

Law enforcement will also be responding to IWDs when they are in need of assistance or in crisis.
Individuals with autism and dementia may wander and first responders are called to find them. People
who use wheelchairs may get stuck and need assistance, individuals with speech impairments wil
pose challenges, a need to be able to know basic sign language will be expected when interacting with
a deaf person, to name a few.

The Americans with Disabilities Act (ADA) already addresses some of these matters but oftentimes
officers are not kept abreast of how this impacts their responsibilities, The Department of Justice
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(DOJ) has some materials that assist in educating officers on how to be sure they both uphold the
ADA and don’t violate it.

e Still, incredibly, first responders, emergency managers, and municipal employees/elected officials
receive no formal mandated training in proper response to IWDs.

¢ According to FEMA, an average of an estimated 1,700 residential building fires involving
individuals with mental disabilitics arc reported each year with an estimated 85 dcaths and 250
injuries while an estimated 700 building fires involving individuals with physical disabilities are
reported each year with an estimated 160 deaths and 200 injuries

¢ This, in combination with the documented tragedies resulting from inappropriate first responder
contacts with IWDs nationwide, indicates a clear need for expanded training for first responders and
aligned emergency personnel.

In September 2010, Niagara University (NU) was awarded a three year $550,000 grant from the NYS
Developmental Disabilities Planning Council (DDPC) to address the lack of training and
understanding of how to properly respond to IWDs with the intent to develop curriculum for the
training of police officers, firefighters, EMS, and 911 operators in the State of New York. Although
some states have versions of this program, no state has developed a fully comprehensive program.
The program is a Train the Trainer model, which is the only way to reach first responders in mass. It
incorporates a Trainer network that allows for FR to connect with IWDs to co-present on disability specific
topics and sections. NY$ DDPC researched and found no state to have comprehensive mandated training.

Consider that in New York State there are 588 police departments and sheriff’s offices with more than
62,300 sworn full- and part-time officers, 45 law enforcement training academies, 2,135 fire departments
and EMS agencies with more than 175,000 responder personnel statewide; thousands of 911 operators and
hundreds of individuals responsible for emergency management of municipalities. The numbers and the
training schedules that are utilized by firefighters (FF), law enforcement (LE), and EMS agencies are non-
traditional. In essence, to train one police department (PD) of 100 officers will take a week, the schedule
would be set by them, and there would be an expectation that this is offered at no charge. It is simply not
practical. Couple this with the feeling that the best people to train FF and LE are themselves, and the odds
are against any group to make a dent in their regions FR departments. Law enforcement receives two hours
of mandated training on individuals with disabilities in the basic course (out of 639 hours). FR-DAT has
reached (to date) over 800 representatives from 51 emergency management agencies, 70 law enforcement
departments, and 75 FF/EMS departments through a combination of direct and train-the-trainer formats.

NU has also taken the measure to ensure some form of on-going education. They have done this through

the following:

®  The trainer manuals have additional materials on disabilities, the ADA, victimization/abuse, service
animals as well as resources via websites per discipline.

®  NU has developed a resource manual for every attendee that is a quick reference guide on everything
disability related specific to first responders

¢ NU has developed an extensive website that allows for FR to continue educating themselves on
everything relative to proper response. NU will develop state-specific links to adjust to the differences
(i.e. laws, service providers, parent groups) across borders.

* NU maintains a relationship with all trainers, allowing for inquiries to be answered, new material to
be shared, current trends and topics to be disseminated, and tracking of training condueted to be
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incorporated into the databasc. This ensures they are always connected to ‘homebase’ and their
responsibilities are carried out.

e Through the Disability Awareness Training at NU, New York is the only state in the nation to have a
comprehensive program that covers the disability spectrum and works with and through state offices
and associations. Other states, including MD, VT, AK, TX, NJ, and MO have inquired.

e Attached is the law enforcement training bricf along with the evaluation summary from the 14
sessions conducted for law enforcement.

s Infall 2014, NU will roll out the training for 911 operators/dispatchers.

The overall mission of the First Responder Disability Awareness Training project is to develop and provide
specific, customized training for law enforcement, firefighters, EMS and 911 operators/dispatchers that
provides all First Responders with the knowledge necessary to best serve and respond to individuals with
disabilitics. The content of the training curriculum is specific to First Responder needs when interacting
and responding to incidents, situations, and accidents that involve individuals with disabilities. Now in its
fourth year of operation, the program is moving from providing a large percentage of direct trainings to
individual participants, to a focus on capacity expansion and impact by: (1) increasing the number of train-
the-trainer courses offered; (2) developing online versions of training for remote access; (3) creating a
“master trainer” course to educate a network of individuals to teach the train-the-trainer courses on behalf
of FR-DAT; and, (4) increase prescnce at state and national conferences to grow the market for the products
offered

Highlights of program accomplishments include:
e 19 Firefighter/EMS direet trainings along with 9 train the trainer sessions with a total of 106

attendees. 3 more train the trainer sessions are scheduled.

e 11 law enforcement direct trainings along with 14 train the trainer sessions with a total of 116
attendees.

* Intotal, over 700 first responders have evaluated the FR DAT training after participation, Of those
that responded, 99.6% said they would recommend the program. 96% of these respondents also gave
the training a "good" or "cxcellent” rating, based on a five-point scale. Included among these
respondents were approximately 200 fire fighters, 100 police officers, 50 EMS personnel, 60
emergency managers, and a number of probation officers, correctional officers, and municipal
employees.

This is a collaborative cffort with first responder entities. NU will provide the model necessary to ensure
this program is imbedded into the FR community. States may also consider attempting to make this
mandatory, however, this is a process and it is important to partner with FR, not alienate them. A direct
push to mandatory training will not endear the program to FR and may make getting the program
accepted difficult. NU has established a working relationship with state offices across all disciplines, all
associations and councils that represent FR, and several groups that represent the disability community,
who play an active role in direction per disability and topic of interest. Also imperative is the need for a
statewide advisory council, which is charged with direct input representing law enforcement, fire fighters,
EMS, emergency management, state offices, parent groups, service providers, and YWDs.

NU has been contacted by states and is outreaching to others and will look to partner with state entities,
preferably institutes of higher education, who will be the recipient of funding and will sub-contract with
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NU. In line with this hearing, NU believes in proactive approaches and minimizing the need to develop
training that already exists. Within each state, the collaboration will focus on community resources and
connecting with the disability community per region, customization per state, and state office and
association working relationships.

I sincerely appreciate the time and effort your subcommittee is putting into this topic and applaud you for
addressing it. Please feel free to reach out to us if we can help in any way.

Respectfully submitted,

David V. Whalen

Niagara University First Responder Disability Awareness Training
716-286-7355

dwhalen/@niagara.edu

www.fr-dat.com

Law Enforcement
Disability Awareness Training

Overview/Description:

1. Major purpose/theme of workshop: Disability awareness training has tailored a presentation for
law enforcement. It brings together education on disabilities while enhancing sensitivity. The
presentation includes the history of disabilitics, definitions, etiquette and interaction skills, the
disabled perspective, challenging behaviors, and current trends and topics, all relevant to police
officers.

2. How initiative relates directly to law enforcement and its impact on response: The ability to
respond appropriately to situations, whatever the magnitude, is essential in the initial interaction
involving individuals. 50-80% of interactions by an officer involve an individual with a disability
and they are most often the first to respond. High profile events have exposed the lack of training
and preparedness in responding to this population. This training addresses every area of response
and specific interaction skills in encountering individuals with disabilities including, but not
limited to, characteristics of individuals with disabilities, challenges faced and how to overcome
them, federal/state guidelines and supports provided, victimization, identifying and working with
service providers, and the latest initiatives and programs. Attendecs will also be provided with an
in-depth explanation of why society discriminates against individuals with disabilities and the
injustices that occur.

3. Discuss the types of activities or teaching strategies that will be utilized: Disability awareness
incorporates sensitivity training so the audience can empathize with the injustices individuals
with disabilities face. Videos, extensive materials and resources, federal guidelines, and current
best practices will highlight the content and allow for attendees to best respond and interact with
all citizens in their community.

Course Key Ideas/Content:
-Disabilities defined specific to law enforcement
-Victimization/abuse and the disabled
-Service provision and supports and how to develop a collaborative relationship
-Challenging behaviors and responsiveness
-Municipality role and responsibility
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-Progressive approaches to addressing challenging situations

-Proper etiquette and interaction skills

-Alternative forms of communication (i.e. Speech Generating devices, ASL)
-Co-morbid/secondary, tertiary disabilities

-Durable Medical Equipment, Assistive technology

-Americans with Disabilities Act specific to Law enforcement

-Myths and mispereeptions

-Incident review, identifying appropriate response

-NYS Justice Center

Learner Outcomes:

Attendees will learn about the disabilities that they will encounter and how to appropriately
respond. Officers will be able to better understand the challenges they face and how to address them
effectively. Video presentations specific to disabilities most frequently encountered with a breakdown and
open discussion allow for all questions to be answered. Educated officers will ensure proactive response
that is sensitive but appropriate to challenging situations. The ability to understand characteristics of
individuals across all disability spectrums will be provided throughout the session.

David Whalen founded Disability Awareness Training in 2004. He specializes in training law
enforcement, emergency responders, human service providers, public, private, and school transportation,
corporations and businesses, places of worship and educators.

Mr. Whalen worked for 17 years serving adults with developmental disabilities before working with low-
income, medically frail seniors in a Managed Long Term Care program. He served as President of the
NYS Association of Day Service Providers. He also sat on the Developmental Disabilities Awareness
Day committee for 18 years.

Dave is currently the Chair of the Town of Amherst’s Committee on Disabilities, President of the
Williamsville CSD Special Education Parent Teacher Students Association (SEPTSA), and CSE Parent
representative for Williamsville CSD and the State of New York. He is past Chair of the Board of Directors
of the Parent Network of WNY and an active member of the Diocese of Buffalo’s Disability Action Team.
In 2010, he was appointed by the Board of Regents to serve on the NYS Independent Living Council
(NYSILC) and recently co-founded Access Buffalo. In September 2010 he received, in collaboration
with Niagara University, a NYS Developmental Disabilities Planning Council grant to develop
disability awareness training for First Responders. He currently sits on the NYS Office of Emergency
Management human services committee and chairs NYSILC’s emergency preparedness committee.
He was appointed to the Erie County Disability Advisory Board and has served on it since 2010. On
March 11, 2011, Dave accepted an invitation to the White House for a historic signing between FEMA
and the Disability Rights Network. In January 2014, Dave accepted an invitation to join the advisory
council of the National Center on Criminal Justice and Disability.

He has a BA in Psychology and an MS in Ed in Community Counseling from St. Bonaventure University,
where he serves as the Buffalo Alumni chapter President.

David resides in Williamsville, NY with his wife Sandy and their 16 year-old twins, Dayid and Rachel.
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LAW ENFORCEMENT TRAIN THE TRAINER EVALUATIONS SUMMARY
Updated April 22, 2014

Law Enforcement Agencies Represented at TTT (14 sessions, 155 participants, 70
departments)
Number next to department indicates TOTAL officers in that department

1. Ambherst Town PD - 153 25. Massena PD - 24 49. Poughkeepsie City PD ~
2. Bethlehem PD - 35 26. Middletown City PD - 71 101
3. Binghamton PD —-127 27. Monroe Co. Probation — 50. Poughkeepsie Town PD
4. Broome Co. Sheriffs — 58 180 -81
5. Buffalo PD - 813 28. Mount Pleasant PD - 42 51. Rochester PD — 760
6. Cattaraugus Co. Sheriffs — 29. New Castle Town PD—-37 | 52. Rockville Centre PD —
127 30. New Windsor PD—40 51
7. Cayuga Co. Sheriffs - 41 31, NYC DEP Police — 185 53. Saranac Lake PD - 13
8. Cheektowaga Town PD — 32. NYC HR Admin. Police — 54. Scarsdale PD — 45
128 100 55. Scotia PD - 15
9. Chenango Co. Sheriffs—29 | 33. NYC Parks Police — 110 56. Sea Gate PD — 35

10. Clinton Co. Sheriffs ~ 27 34. NYS DARE Officers Assn 57. SUNY Buffalo

11. Cortland PD - 43 35. NYS DEC - 330 58. SUNY Otsego

12. Dutchess Co. Sheriffs — 150 | 36. NYS ENCON — HQ LE - 59. SUNY Stonybrook

13. East Aurora/Aurora Town 446 60. Suffolk Co. PD - 3,004
PD-16 37. NYS Justice Center 61. Syracuse University DPS

14, Eden Town PD - 14 38. NYS Police -80

15. Erie Co. LE Academy 39. NYS University Police — 62. Tonawanda City PD —

16. Essex Co. Sheriffs — 21 600 28
17. Fishkill Town PD — 42 40. Niagara Co. Probation — 63. Tonawanda Town PD —
18. Genesee Co. Sheriffs — 49 29 102
18. Hamburg Town PD - 60 41. Niagara Co. Sheriffs— 115 | 64. Troy PD - 126
20. Hempstead PD — 117 42. Niagara Falls PD -~ 151 65. Vestal PD —~ 34
21, Lewiston Town PD - 20 43. Ocean Beach PD - 33 66. Watertown PD — 66
22. Lockport PD —- 49 44, Olean PD ~ 34 67. Westchester Co. DPS —
23. Livingston Co. Sheriffs —74 | 45. Oneida PD — 23 262
24, Manlius Town PD - 35 46. Onondaga Co. Park 68. Westchester Co. Prob. -

Rangers - 20 160

47. Orchard Park PD - 28 69. West Seneca PD - 66

48, Plattsburgh PD — 46 70. Yorktown Town PD — 55
Total officers that can now receive FRDAT training: 9,956+

151 evaluations

Overall rating Excellent-69 | Very good - Good - 10 Fair-0 Poor-0
72
Content Much too Too basic~0 | Aboutright— | A bit too Much too
basic -1 141 complex -9 complex~0
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Length Much too Too short— About right — | Abit too long | Much too long
short -0 19 126 -17 -2
Visual aids Excellent— 63 | Very good — Good - 15 Fair—1 Poor-0
72
Handouts Excellent - 67 | Very good - Good -~ 16 Fair-0 Poor-0
69
Presenter Excellent - 99 | Verygood ~ Good -3 Fair—2 Poor—0
effectiveness 48

*Some evaluations may have had missing responses

Comments about training in general:

“Should be an in-service {(mandatory) for all law enforcement”

“This is very valuable and applicable training that can help officers in the field as well as in our
personal lives.”

“Extremely informative and educational. | wilt recommend it to other police officers.”

“Very informative. Touched on many topics which | did not expect. Made me realize how much
knowledge I facked in regard to several disabilities.”

“Opens up your eyes to certain situations you might be invoived in.”

“Well written and detailed. Best part was that it was written for police responders.”

“Content was great and it breaks down the subject matter in a way | feel is perfect for teaching.”
“Fulfilled a tremendous need that was overdue.”

Comments about training specifics:

“The curriculum was organized very well. Very user-friendly. Shouldn’t have an issue when
presenting this curriculum to the department.”

“Trainer manual was excellent. Extremely easy to follow. One of the best | have ever used.”

“I enjoyed watching the videos. The police examples helped with dealing with real situations and
how | would respond when/if in those same situations.”

“Videos are extremely useful and are more realistic to everyday life. Hearing real life situations
are better than talking about ‘what could happen.”

“All training aids available contributed to presentations.”

“Work guide is easy to use and look things up.”

“Most handouts | get from other classes end up in the garbage. { know  am going to use these.”
“Great examples. Will be very helpful for future department in-service trainings. The thumbdrive
is a great resource.”

“Great videos depicting actual people telling their stories, experiences, and knowledge.”

Testimony: “I really wasn’t too enthusiastic about attending this training. 1thought, ‘how is disability

training

relevant to the police department?” Soon after the training started i realized it’s very relevant to

the police department and first responders. Whether a person with a disability is a victim or offender

you nee

d to realize why this person is responding or not responding in a certain way. Also it's good to

know how to communicate if you know what kind of disability they have. it’s very important to know
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what to do and not to do especially for the victim’s sake. This training is very relevant to police officers.”
- Police officer, 27 years on the job
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Statement of Testimony Regarding: "Law Enforcement Responses to Disabled
Americans: Promising Approaches for Protecting Public Safety

Hearing Before the Senate Judiciary Subcommittee on the

Constitution, Civil Rights, and Human Rights"

Date: Aprit 29, 2014

Dear Senators,

Thank you for holding this vital hearing. As the mother and guardian of an adult child
with a serious mental illness known as schizoaffective disorder, | am speaking from over
a decade of experience of watching the son that | love dearly succumb to a devastating
and debilitating brain disorder. Nothing rivals this cruel disease, nothing that is, except
the tragedy of our broken mental iliness treatment system.

My son is incapacitated by his illness. He also has the clinical condition known as
“anasognosia”, he is not fully aware that he has a brain disorder which makes securing
critical supports and treatment difficult. | cannot work outside of my home as
advocating for him requires my full time attention. Thankfully my husband’s
employment provides for us and ! live in a state that has good laws in place for
involuntary treatment. My son is living currently in a residential/group home facility that
is “temporary”. The state wants him to live in an apartment type setting with less
oversight and structure. Even though it is working for him, he is able to live outside of
the state hospital and we can include him in outside activities, church, holidays,
counseling, museums, trips to symphony, shopping etc. We have a good rapport with
staff, my son has friends in his group home and he has consistent care with a
psychiatrist that we have been able to stay with for the past 4 years. He has also been
assigned to an ACT team which has 6 case mgrs. Involved with care.

Needless to say, including family and a church pastor, there are many eyes on his
situation. This is what it takes to keep him stable and safe. We have had to fight tooth
and nail to secure his support, my husband even quitting his job at one point due to his
health. | share this because our story is a “good” one comparatively. From the
beginning, the push has been for my son to live “independently”. That may be good for
a majority of disabled people, but for those with very serious mental iliness it is not
reality. In 2009, the Civil Rights Division launched an aggressive effort to enforce the
Supreme Court's decision in O/msfead v. L.C., a ruling that requires states to eliminate
unnecessary segregation of persons with disabilities and to ensure that persons with
disabilities receive services in the most integrated setting appropriate to their needs.

| begin my testimony with this issue, the push for “independent” living, as one of the
major factors being misinterpreted for some. For the small minority of individuals who,
because of their brain not working properly, need more supportive, safe structure. i find
the latter part of the decision above, “appropriate to their needs” being largely ignored in
favor of “independence”. Again, we are talking about the most critically disabled. To
discuss law enforcement issues without this factor being at the forefront, is vanity.
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Once iaw enforcement has been trained to handle the seriously mentally ill during a
psychiatric crisis, where will these individuals go for treatment and supports?

The interaction we have had with the police in the city of Gilbert, Arizona has been
good. My son’s first psychotic episode happened when he was 18. In an extremely
manic state, he ran through the neighborhood knocking on doors, jumped on top of
cars, took off clothes, ran into a busy intersection away from police officers, even
pushing one down. Thankfully the police were able to subdue him with a taser and took
him to a hospital instead of jail. | will never be able to thank them enough for how they
handled that situation that day.

This was our first introduction into the system. My son was then transferred to our
county’s psychiatric intake center in Phoenix. | had no idea that this place existed or
that our state even had such a thing as “involuntary treatment”. | immediately called the
center, UPC (Urgent Psychiatric Center) to inquire about my son. The staff member |
spoke with replied to me with the following statement: “Ma’am, your son is a
psychopath. Give him the number to a homeless shelter and pack his bags”. Needless
to say, | was devastated and mortified!

In spite of that initial interaction, the center did not release him but transferred him to
another hospital where he was placed on court ordered treatment. He did not respond
to medications after several weeks and was sent to another hospital. Both hospitals
would not share vital information about the medications they were giving him, nor did
they inquire with us as to his medical history, etc. We had to initiate this we quickly
learned and beg for any information. The hospitals hid behind the HIPPA law, even
though my son could clearly not advocate for himself in his psychosis. A kind doctor
called my husband and myself after work hours and discussed our son in detail with us
(after much begging and fighting on our part). He told us he was not responsive to
treatment and recommended he be placed on an ACT team.

Our son was stabilized enough to come home and was on court ordered treatment for a
year with the ACT team providing support. When the year was over, they allowed him
to go off of court ordered treatment. He quickly decompensated, we were able to help
him go back into the hospital where they released him after only 4 days and with a
totally new regime of medications. For almost a year he decompensated and was
aliowed to fall further into psychosis with 4 more hospitalization attempts (one involving
us having to get help from our Governor) and subsequent releasing him on average of
only a week of inpatient hospitalization. A revolving door in which we watched our son
helplessly lose more and more of his capacity.

When we were finally able to get a hospital to keep him long enough for real
stabilization, our son could no longer live with us as he had decompensated so badly
that we were afraid for him and for ourselves. Since that time he has been in the
“temporary” group home, but we have to fight every month for him to stay as the goal of
the system seems to be independence over common sense and the best possible
quality of life for our son.
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Again, | write to tell you that so far our story is a fairly good one. | cannot imagine what
other families lives’ are like in states that have no laws for Assisted Outpatient
Treatment as we have pushed the most vulnerable out of hospitals and into the streets,
jails or even death...all in the name of “independence”. Clearly, some individuals in our
society need assistance and my son is one of them.

You cannot look simply at law enforcement for change, you must consider all of the
factors. Where will the vulnerable mentally ili go once we have trained law enforcement
to handle them in crisis?

Clearly we need a national standard for AOT that does not require violence, but a need
for treatment statute. Our state has this and our son would not be alive without it. | do
not exaggerate.

HIPPA laws must be clarified and states/hospitals held accountable when they abuse
this or add extra layers of protections for themselves under the guise of privacy. How
can you treat a patient in your hospital without information from parents or caregivers?

We must end the IMD exclusion. This is blatantly discriminatory.

We must provide reasonable, safe, long term housing or hospitalization with structure
and needs according the individual.

We should consider using EMT for psychiatric calls, law enforcement should be
supportive not on the front lines of care. Police are trained to enforce laws, they are not
mental health workers.

Again, thank so much for holding this hearing and for considering my testimony.
Sincerely,
Deborah Geesling

Mesa, Arizona
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Dear Senator Durbin,

| am writing as a constituent and also as the mother of an adult son with severe, persistent mental iliness
(SPMI). | believe Jean Morrow, President of NAMI Northern ilfinois may have spoken with you in the past
regarding my 2010-2012 attempt to get medical treatment for my son, who was in acute crisis, | am
happy to see you representing us in Congress. Thank You.

t am a proponent of Representative Murphy's H.R.3717 for the following reasons:

On December 3, 2012, my son, Joshua, was arrested on violation of an order of protection. | had been
trying to get help for Joshua for 3 years. Enclosed you will find a chart with dates correlating with police
calls regarding my son. If you look closely enough at the chart, you can imagine during which months
Joshua was involuntarily hospitalized. In each of the eight {8) hospitalizations, Joshua was discharged
between 10 and 14 days. 1 did not realize then that the IMD Exclusion, which offered a monetary
incentive to hospitals if patients were discharged early without regard to his stability, was the reason
he continued to get sicker each time he was discharged. During those years of denied adequate medical
treatment, Joshua continued to de compensate, exhibiting more aggressive symptoms such as
destruction to property and, far worse, catatonia, with which he had never before presented.

The IMD Exclusion must be reformed so as to adequately get symptoms of SPMI into remission. When
Winnebago County Judge, the Honorable Judge Randy Wilt ordered stabilization, it took 7 months!--a far
cry from the previous 8 premature discharges.

AOT lllinois passed the AOT (Assisted Outpatient Treatment) Law in 2008, yet it remains

unfunded. My son met every single strict criteria. This is not unusuai for those with SPMI; however, the
criteria is most certainly strict enough to avoid hospitalizing someone unjustifiably. Four to ten percent of
persons with Mi have SPMI, which almost always intense symptoms, including severe delusions {usually
paranoid delusions), auditory hallucinations and lack of insight into their iliness, (anosognosia), due to the
progression of the disease. If psychosis is present, brain damage is in acute progress. H.R. 3717 makes
provisions for such unnecessary and harmful delays in treatment by offering immediate treatment
options through AOTs.

The existing AOT Programs, such as Laura's Law and Kendra's Law are certified DOJ programs that,
across the board, reduce recidivism, repeat hospitalizations, damage to property, suicides, homicides,
police interactions and non compliance with medication, each by over 70 percent! it saves both lives and
money.

And finally, while considering H.R. 3717, remember that this bill pertains only to the 10% who become
severely and dangerously symptomatic, not the 90% with 'serious’ mental iliness. There's an
overwhelming difference in symptoms between serious mental iliness (SMI} and severe, persistent mental
illness (SPMH).

HiPPA Reform: While | appreciate the communicative manner in which | was received by Joshua's social
worker while he was under court ordered treatment, Joshua spent two and one half months longer in
psychotic de compensation because the psychiatrist was not inclined to take my twice weekly requests to
add a mood stabilizer to my son's medical treatment. in short, had the psychiatrists listened to me as
well as making personal observations, Joshua would have begun the healing process of
remission months earlier.

in addition to this further delay of effective treatment, | believe there is fikely information in my son's file
that expresses concern for my physical safety upon Joshua's release based on communication with and
observation of my son by his social worker, Angela Cowel. Her speech pattern suggested hesitation
when she cautioned me: "Make sure you can protect yourself after he {Josh] gets out.” She did her
best. But she should have been able to do better. In psychiatric situations, critical information regarding
safety concerns shouid not be concealed by informed psychiatric professionais. They should have the
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freedom to share such information with parent/caretakers. The notion that it should automatically be up
to the discretion of the attending psychiatrist as to whether or not to consult with family before even
having met them is counter productive to both the efficacy and the efficiency of treatment provided. H.R.
3717 relaxes the HIPPA Law in cases where a psychiatric patient lacks capacity to make informed
decisions.

SAMSHA/FERPA Reform- | want only for my son (and all persons diagnosed with a neuro biological
disease) immediate medical care during acute crisis. However, the proposed probability of anyone in the
4-10% benefiting from an alternative program that involves the avoidance of medication, yoga, or
meditation is irresponsible, erroneous and, in fact, most probably dangerous to people in SPM!

crisis. And it only stands to reason that non-evidence based programs during acute crisis are not
sensible options. Similarly, the assertion that mental iliness does not exist, made by many
NCMHRITAC leaders, is mere foolishness. The processes by which emotion and thought are
conducted in specific areas of the brain can be accessed and viewed scientifically. Changes in brain
structure have long been observed by science, post mortem. This notion is worse than non scientific; it is
anti-scientific, meaning it is anti-factual. it poses an almost certain danger for people with SPMI already
compromised by lack of insight. Government monies received by SAMHSA/FERPA should be used
to further what we already know as science-based and effective medical treatment for those with
SPMI, who now have zero programs.

Also begging the question regarding the civil rights of people with SPMI, Joshua spent one month in
solitary confinement while in the Winnebago County Jail (almost assuredly for his own protection},
meaning, | don't suspect any abuses of power; yet Science has known for 200 years that solitary
confinement exacerbates the symptoms of SPMI and that even those with no psychiatric diagnosis are at
high risk of developing psychosis. Our society’s stage of scientific progress regarding the nature,
causes and possible treatments--both medical and/or non-medical--of mentali ilinesses is
evolution enough to make solitary confinement in jails and prisons a violation of the 8th
amendment, which states that punishment for crime be refiective of the evoiving society.

Government and State funding should be allocated by The New Assistant Secretary of Mental
Health so as to fund programs that speak to the obvious immediacy of treatment for the sub
group currently being denied medical treatment, as well as programs that address coping mechanism
for those with delusions or people who hear voices. We need programs that speak to the ability of the
brain to recover significantly from programs that focus on brain plasticity and ways to enhance memory,
reason and higher learning. We need EPIC {Early Psychotic Intervention Programs) available to every
community to further decrease hospitalizations, incarcerations, etc.. We need programs that assist
people after discharge from the hospital. it seems to me that money currently being spent by PAIMI
to lobby against treatment for people with SPMI is neither energy nor money spent wisely. This
funding, too, could be shifted to programs for people with SPMi, as there are currently no programs
available, and jail should not be an option.

Finally, H.R. 3717's proposal to assign an Assistant Secretary for mental heaith only makes sense, given
that funds are not being utilized to address the needs of the thousands upon thousands of this country's
most seriousiy mentaily ifi.

Sir, common sense tells us that a person who is bizarrely and/or dangerously defusional cannot
simultaneously have the wherewithal to make an informed decision regarding his or her best interest. It is
therefore left either to loving family members who are most often a psychiatric patient's best advocate
during crisis or the conscientious determination of a licensed psychiatric professional. it is shameful,
Senator Durbin, that psychiatric abuses of professional power from those sworn to protect the citizens of
the United States are practiced upon people who are aiready at the mercy of a mentally, emotionally and
physically terrifying disease. We have need of a Zero Tolerance Level for abuses of power by or in any
institution funded by state and government monies for the health and well-being for persons with mental
iliness; these institutions include but are not limited to jails and prisons.
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Thanks, in large part, to Senator Steve Stadeliman, who was instrumental in having my son transferred
from a jail to a medical psychiatric center, my son's return to a state of mental heaith has now seen one
year's progress. Significant thanks also to Winnebago County Judge, The Honorable Randy Wiit who,
after hearing "sensitive information regarding Joshua's case" from Joshua's Public Defender, in his
wisdom mandated 2 years of court supervision during which my son must report monthly with proof of
med compliance. In essence, His Honor provides an immense service for my son. In fact, my son relies
heavily on the structure provided by the Court.

| would like to thank you, as well, Senator Durbin. We have fought long and hard for a more humane
response to people with SPMI, who should be met by paramedics instead of police. | feel confident that
you will represent us well and inspire victory and much needed change through the adoption of
Representative Murphy's HELPING FAMILIES IN MENTAL HEALTH CRISIS ACT.

My very best to you, Senator Durbin.

Very Truly Yours,

Donna Pitts

dpitts2011@aol.com
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Hearing before the Senate Committee on the Judiciary, Subcommittee on the Constitution, Civil Rights and Human Rights

Written Testimony of Dr. Janet Parker. DVM

Hearing before the Senate Committee on the Judiciary
Subcommittee on the Constitution, Civil Rights and Human Rights

“Law Enforcement Responses to Disabled Americans: Promising Approaches
for Protecting Public Safety"”

Tuesday, April 29, 2014

Chairman Durbin, Ranking Member Cruz, and distinguished members of the
Subcommittee

1 want to thank you all for this opportunity to supply written testimony and for
organizing this important hearing

Do You Know What a Dragon Looks Like?

Recently a friend suggested to me that | read a child's book called "Everyone
Knows What a Dragon Looks Like" written by Jay Williams and illustrated by
Mercer Mayer. Intrigued, | borrowed this richly illustrated and delightful child's
book from the library and inside | found great wisdom. The story is simple and
yet it reveals a deeper meaning. On the surface, it tells about a town on the
border of China, threatened by the Wild Horsemen. The town elders need to
decide how to defend themselves. After much discussion, they conclude that
they do not have the resources to fight, they can not safely flee or safely
surrender, and so they decide to do the only other option available to them - to

4/29/14 Law Enforcement Responses to Disabled Americans, Written Testimony - Dr. Janet Parker DVM
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pray that the Cloud Dragon will come and protect them. But the following day,
when small fat bald man leaning on a wooden staff, crippled with old age and
disability arrives at the gate and tells them that he is the Cloud Dragon, they do
not believe him. So on a deeper level this story is about how we judge people
by how they look and often do not see the abilities and skills that may lie
beneath the surfaces of appearances. The small elderly disabled man offers to
help them, but they instead treat him disrespectfully and dismiss him. But a
child listens to this disabled elderly man, who claims he is the Cloud Dragon.

Because the child is respectful and also responds to the elderly man's requests
for food and water, the Cloud Dragon consents to save the town of Wu.

During a crisis, people act in haste and often not with adequate forethought.
Good crisis management involves identifying possible scenarios and
determining in advance what actions would be appropriate to take. Strategically
planning involves identifying ali the possible actions and determining which are
the best options.

The town of Wu elders gather to discuss options to respond to the threat of the
Wild Horsemen but they find that they had not planned for this contingency.
Their army is not prepared to fight and they do not have a disaster evacuation
plan.

Crisis management also involves accurate discernment of what is a dragon? Is
the dragon friendly and likely to help save the town? Is the dragon angry and
might destroy the town? Is this a real threat? Is this perhaps a friendly and
capable protective dragon? What does a dragon look like?

What does the littie boy do to get the Cloud Dragon to help them? He listens.
He considers the basic human rights needs of the elderly disabled man. He
offers the Cloud Dragon food and water and talks to him politely. These are the
basic principles on how to deal with a dragon - whether friendly or unfriendly.

Utiizing human rights principles, we must listen first, respect for human dignity
permits meaningful conversation to ensue. We must listen with discernment
and be willing to gquestion our own beliefs - maybe even deeply held beliefs.
Everyone in the town had a deeply held belief about what a dragon looked like.
Each believed that a dragon who was likely to save the town would of course
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look like them. In reality the Cloud Dragon did not look like the savior they
expected. Their discriminatory attitudes that dismissed the elderly disabled
man, might have led to the destruction of the town, if it had not been for the
willingness of a poor young lad to listen and to address the basic human needs
of the Cloud Dragon.

So when faced with a crisis, one needs to apply these basic principles:

O Listen

1 Address Basic Human Needs

1 Act According to Human Rights Principles and in Compliance with Human
Rights Law

O Involve and Empower Stakeholders

Listen

The city of Wu authorities were unwilling to listen to the old disabled man. They
were angry at him for tracking dirt in onto their nice carpets and taking up their
time. So they ignore him and send him away. If it weren't for the little boy, the
Cloud Dragon would have departed and the town would not have been saved.

Dealing with persons with respect is essential. Listening to them. Sometimes
this requires great skill to be able to discern from what they are saying - what a
person may be trying to offer to do, what their skills and abilities really are.
What do they really believe would be helpful? What can they really do?

If the disabled person is the one in crisis, then it is important to listen carefully so
as to discern what is really wrong. Persons who are fearful, are in the moment
of their distress often not able to accurately describe or articulate what the
problem is. Thus the first responders must initially make the situation calmer,
more controlled, less threatening to the person who is in crisis.  Calling for
authorities to come and coerce the person will lead to distrust and shut down
meaningful communication. Ask them who they trust. Get a trusted person
there to speak to them. Try to resolve the situation without using coercion or the

4/29/14 Law Enforcement Responses to Disabled Americans, Written Testimony - Dr. Janet Parker DVM
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overt threat of harm. Unjustifiable pressures for compliance can occur when
persons are in positions of authority over the disabled person or have
commanding influence, this can thus secretly mask a hidden problem of medical
fraud, abuse or neglect. Persons with diminished autonomy are entitled to
protection.

Address Basic Human Needs

The child in this story shares food and drink with the little old man - satisfying his
basic human needs. The child speaks to him politely, with respect for his
human person, treating him with human dignity. This gives the old disabled man
the opportunity to self report his identity as a Cloud Dragon and to reveal his
hidden skills and abilities. The child learned he should not assume what the old
disabled man could do. Unlike the city elders, the young lad is willing to let the
old disabled man demonstrate his abilities.

Hostage negotiators similarly often will provide food or water to a hostage taker,
because they understand that basic human needs must be met before
meaningful negotiations can occur. A disabled person in crisis similarly needs
their basic human needs met before they can meaningfully engage in the
discussion of other more complicated needs and problems. In addition disabled
persons who come forward to assist authorities also need to have a secure
stable environment for themselves before they can assist another person or take
on meaningful exchange about issues and situations.

Act According to Human Rights Principles and in Compliance with Human
Rights Law

Law enforcement officers need to protect the person as well as preserve the
safety of the society at large. Often authorities employ a substituted decision
making process that denies the disabled a voice in their own lives. Atrocious
human rights violations have taken place when people with disabilities are
stripped of their rights through denial of “legal capacity.” Under the existing
legal system, being placed under guardianship is known as "legal death."

4/29/14 Law Enforcement Responses to Disabled Americans, Written Testimony - Dr, Janet Parker DVM
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Thus when dealing with a person whose behavior has necessitated a crisis
intervention, it is critically important to find out who that person trusts, if anyone.
Constantly going back to persons who claim legal authority over the disabled
person, but in whom the disabled person has no trust, may not improve the first
responders assessment of what is really going on. A behavioral problem with a
disabled person may be the first signal to the outside world that there is a
serious situation of medical fraud, abuse or neglect. If you use a third party to
act on the behalf of someone deemed incompetent - that person should be
trusted by the disabled person and be someone most likely to understand the
incompetent subject's situation and to be able act in that person's best interest.

Serious violations and discrimination against persons with disabilities may be
masked as "good intentions" on the part of health professionals. What is being
justified as beneficial “treatment” for people with disabilities can actually often be
found to be psychologically damaging to them. Interventions that resuit in
humiliation, isolation, injury and /or pain should not be considered appropriate.

Involve and Empower Stakeholders

In any crisis it is important to do a valid assessment of risks and also the
benefits of a particular action. The term "risk” refers to a possibility that harm
may occur. First responders need to resolve the situation quickly. Assessment
of risk and benefit should involve input from the stakeholders - the disabled
community themselves, not just social agency personnel or the substituted
decision makers. ldentifying alternative ways to address problems prior to an
incident is also critical to speedy resolution of a crisis when it happens.
Appropriate community supports and services are crucial to a resolution of a
crisis situation and also important in the prevention of crisis. Greater attention
should be paid to providing the services that are deemed by the disabled
themselves to be most beneficial and effective. The lack of appropriate
services for the disabled, however, is often a product of a lack of funding and
planning — not because such alternatives are impossible to provide.

There has been an increasing reliance on drug therapy as opposed to non-drug
therapies. There should be parity for persons wishing to use non-drug
interventions and therapies and proper provision of community support and
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resources that does not coerce pharmaceutical management of, and
substituted decision making for, all disabled persons. Community resources
and programs should support informed decision making regarding the use of
medications. Not all problems and situations can be resolved, nor improved
with drug intervention. Masking the symptoms without getting to the root of the
problem can lead to greater incapacity and even mask abuse problems - such
as drugging to silence an disabled person so as to discredit their complaints
against an abuser.

We have learned as a society that abusers often use the governmental
authorities and the legal system to silence those who would speak out against
the abuse. There is often a huge differential in the exercise of power between
the disabled and those who are trying to coerce and controi them, and
increasingly financially exploit them as well. This power imbalance includes
societal beliefs, institutional bias, legal authority as well as physical and
psychological threatening behavior. Persons committing medical fraud will
similarly try to silence whistie-blowers and mandated reporters who report
medical fraud, abuse and neglect in an effort to protect the vulnerable.

We have as a society often discriminated against certain classes of persons and
used them for medical research based on their availability, their compromised
position, or their ease of manipulation, or because of their financial vuinerability,
age, racial or ethnic minority. The Nazi's during World War il also used the
disabled without their consent for medical experimentation, from those human
rights abuses, we learned valuable ethical lessons which are now delineated in
The Common Rule and the Belmont Report.

Given the possibility that these essential human rights and ethical concerns
might be being violated, a crisis presented by the disabled person may actually
need law enforcement scrutiny for proper protection of the person as well as the
safety of the public.  Abusive physical treatment, as well as sexual,
psychological, emotional abuse can lead to confusion, embarrassment,
depression, abandonment, loneliness, sadness, loss of dignity, poweriessness,
helplessness, despair, and acting delusional. Negative reactions to abusive
therapies including restraints or seclusion may include the following: fear, loss
of control, vulnerability, anger, anxiety, depression, humiliation, {oss of dignity,
powerlessness, abandonment and despair. Thus a person who is being
mistreated and who is in crisis may present with any of these symptoms.
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Sending the person back to the abusive situation is not an appropriate law
enforcement response.

The US government has a "duty to protect" those who are most vulnerable and
to provide equal access to treatment and community integration for all those
with disabilities regardiess of what that disability might be. The assessment of
dangerousness must be cautiously done with full regard to human rights. It is
also necessary to prevent private parties from interfering with the right to health,
as well as affirmatively provide adequate mental health and physical health
services in a community setting. It is inherent in the right to health that all
disabled persons should receive adequate access to health services including
treatment facilities and preventative health services.

It is important when planning how to deal with a crisis involving the disabled,
that we involve the disabled themselves in the planning and the execution.
Nothing about us, Without us. Persons with disabilities are often endowed with
many skills and abilities which are underutilized because society discounts theil
contribution because of hidden discrimination. Those who are themselves
disabled may have meaningful insights to how to respond to a crisis. Disabled
persons who are in crisis can themselves describe how they feel and what they
believe would help them. Disabled persons who are on the pathway to healing
physically, emotionally and psychologically can help others by being mentors
and role models.

Do we actually know what a dragon looks like? Or do we assume that the
solution is just what we always have done? Or that a dragon looks just like us?
Do we consider new or novel approaches in our crisis action plans? Do we
adequately assess the skill sets of disabled persons and utilize their abilities to
the fullest and fully include them in the decision making process? Do we ask
them what will be helpful?

In the planning and development of such community resources and facilities,and
crisis intervention strategies, persons with disabilities must be empowered to
have a voice and to be consuited as to what kind and type of services and
facilities are most helpful.
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So | respectfully ask the US Congress

Do You Know What a Dragon Looks Like?

"ﬁbn‘ou@. because of my duabd:.g, Q need assistance.

dBut Q have always trled to overcome the limitations of my condition and lead as Jull a life as
possible. U have traveled the world, from the gfntaxctic to zexo Fravity.”

Btephen gfawking

4/29/14 taw Enforcement Respanses to Disabled Americans, Written Testimany - Dr. Janet Parker DVM
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PREPARED STATEMENT OF EILEEN CARR

Implement CIT Model Policing Nationally

In any change model it is the leaders that are the catalyst. Leaders create and manage the
environment, organizational culture, and strategies that encourage and sustain innovation,
effectiveness, and success in the organization. Ladies and gentlemen of Congress and the
Senate, you are in the seat of leadership. Implementation of crisis intervention team (CIT)
model policing is a consideration you are contemplating today. I make this submission in
hopes that you understand the urgent need for this model to be a national program.

If one were to observe the national news broadcasts over the past ten years it would be of
notice that mass shootings are on the rise. These shootings are usually one person, opening
fire upon a number of people. Particularly, the incidence of shootings in schools are included
in that increase. What tragedy could be worse than innocent children being slaughtered? A
knee-jerk reaction calls for gun control. Over the long run, the innovative, rational thought
is to realize that society is changing. Therefore, an urgent need exists and the United States
leadership identified the effort that will not change the US Constitution and has been proven
to work. It is a collaborative effort from the US leadership that needs to make effort to
implement the CIT model on a national level,

What exactly is CIT?

Let us unpack the meaning of each individual term or letter and then put it back together.
The definition of the “C” in CIT is for crisis: “a psychological or social situation characterized
by unusual instability caused by excessive stress and either endangering or felt to endanger
the continuity of an individual or group” (Merriam-Webster, 2014). This is the definition that
mental health and people from the community would be concerned with. Mental health
personne!l are concerned, because many times the person who is in psychologicat crisis
either has been in treatment, or needs treatment for a mental health issue. The community
is concerned with this definition, because from the community are the people who
personaily know the individual in psychological crisis. They are the neighbor who sees the
deviant behavior, the mother who has a child with a disability, or the person on the street
who is witness to a person in psychological crisis and calls the police.

Crisis: the dictionary meaning of crisis is “an unstable or crucial, time or state of affairs in
which decisive change is impending” (Merriam-Webster, 2014). This would be the definition
for law enforcement when they answer a cail. Depending on the quality of information they
receive, they may not know how unstable the situation is. The operative words are “decisive
change”. Law enforcement officers are not necessarily trained to use discretion. In
situations that require instant decisions, they defer to their training, or what they know. If
they respond to a call where the information is not good, or the situation has deteriorated
unbeknownst to the officer during the drive to the location, decisions have to be made very
quickly to change the situation to stable. This is where the “1” term in CIT, intervention,
comes into play.

Law enforcement officers respond to emotionally disturbed person calls on a regular basis.
More often they are the first responders to situations of crisis, putting them on the front line
of intervening in the crisis situation. CIT model policing needs to be seen as a collaborative
effort. “As first responders to crisis situations officers must be able to recognize and adapt to conflicts
involving individuals with mental ilinesses” (Compton, Hanafi, Bahora and Demir, 2008, p. 427). Law
enforcement officers are the first responders, but the mental health professionais and the
community all act as a team to de-escalate the situation. This collaboration tripod assists
law enforcement in the best way to intervene. The law enforcement officers need to be
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trained to collaborate with mental heaith and the community to assure proper intervention
happens, which leads to the final letter in CIT, “T” for team.

When this writer started her thesis, a discussion was conducted between herself and Chief
Botsford of the Onondaga County Sheriff's Office. Chief Botsford told a story of a man who
entered a convenience market and hit a woman over the head with a hammer to steal her
purse. The man was taken into custody and transported to CPEP (Comprehensive
Psychiatric Emergency Program). Chief Botsford’s way of looking at the situation was that
the person in custody is a violent risk and flight risk. The Chief stepped up the guard for this
man. Chief Botsford stated he was mad at the CPEP doctor because he had to take officers
off the street to guard this man for nine days before the CPEP doctor released the patient.
This writer has worked with people who have a mental iliness for a number of years. This
writer offered the other side of the story to Chief Botsford.

When the officers transported this man to CPEP the doctors were already familiar with the
symptoms of this man, possibly he was under treatment and they were familiar with him.
This education allowed the doctor to evaluate the patient/criminal and assess the necessary
medication to get this man psychologically stable. The doctors knew that once the man was
stable on medication all the Chief’s fears about violence and flight would go away. The
doctor also knew that Onondaga County Jail policy is no drugs for 24 hours. This writer told
Chief Botsford that the CPEP doctor was actuaily assisting his jail deputies by getting
enough medication in this man so he would remain stable after he was taken to the jail.

You see, without the other side of the story the different perspective cannot be understood.
Chief Botsford assisted this writer in research for my thesis and knows my passion for CIT.
With his new understanding he called this writer, voice trembling, and said, "Did you hear of
the Binghamton shooting? We need to get CIT implemented like the day before yesterday.”
On April 1, 2014 an officer was shot to death while responding to a call (Borrelli, 2014).
Chief Botsford, having assisted with and read the final copy of this writer’s thesis (Carr,
2012), then asked, “What can we do to get this program implemented? I beg you to find a
way.” At that time it was this writer’s dream for a national program to be started.

Last week this writer received an email from a father of a child who is autistic. He stated he
read my thesis and requested a submission from me to assist the Senate Judiciary
Subcommittee in understanding CIT model policing. Information was sent via email
regarding the hearing before you on April 29, 2014, and this concerned father pleaded for
me to help. How can I not do something? The civil rights act was written into law in 1964.
The Americans with Disabilities Act followed in 1990. The time has come for all people in
this country to be treated as equals.

As leaders of the United States, please do not take this lightly. “The primary objective of the
police when responding to crisis intervention calls is to restore and preserve the peace and safety of all
individuals involved in the disturbance, while protecting the community” (Olivia, 2010, p. 16). Due to
this objective, law enforcement officers need training regarding situations involving emotionally
disturbed persons to enhance their effectiveness in handling this type of call. CIT is an effort to stop
relying on an old model to address the new issues in society today.

CIT programs have existed since 1988 and many programs have been developed since the inception of
the model. A list of these programs can be found on the CIT International website {CIT, 2014). The
website contains up and coming topics related to CIT. CIT (2014) is a good resource to explore research
and happenings in the CIT International community. The literature states that strong community ties are



179

what make the CIT model successful. The community collaboration with faw enforcement and mental
heaith can create better outcomes for ail.

| divert to the speakers who testify at the hearing. Please hold much weight in what they teli you. itis
time that the most vulnerable populations in our country are elevated and understood.

Thank you.
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Law Enforcement Responses to Disabled Americans: Promising Approaches for Protecting Public Safety
Hearing before the Senate Judiciary Subcommittee on the Constitution, Civil Rights, and Human Rights:
Date of Hearing April 29 2014—Attention Senator Dick Durbin

May 6, 2014

To the Honorable Dick Durbin,

As a person with a mental health disability, my hope is that if the police are involved in a crisis that first
responders (Police, EMS, Crisis Teams etc.) should receive sensitivity training and special care ought to
be the norm. Every move ought to be thought provoking and calculated. Most often the patient needs
empathy and a shoulder to cry on, even if the patient doesn’t have family support and persons with
Psychiatric iliness are left to the mercy of first responders.

Sometimes, service starts abruptly, as with police intervention, and it ought to be a positive life
affirming personal experience. | wish my past experience with law enforcement could have been more
humane. Preparation and knowledge, in handling, would have been more advantageous in a delicate
experience. Patients with suicidal tendencies need more support and empathy. Depressionis a
debilitating and painful illness and every negative interaction with others could potentially cause a
tragedy. In conclusion, the actions of first responders can be the difference between wellness and
chronicillness.

Thank you for your consideration of this testimony,

Sincerely,

Eileen Wall
Systems Advocacy Team—Westchester Independent Living Center
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Tuesday, April 29, 2014

Thank you, Chairman Durbin and Ranking Member Cruz for allowing the Epilepsy
Foundation to submit testimony on behalf of the more than 2.8 million Americans living with
epilepsy and their families. We write specifically to support initiatives to train and educate
law enforcement, to help them safely address issues regarding those with physical or mental
disabilities. We partner with the Centers for Disease Control (CDC) to train law enforcement
personnel, as well as first responders, teachers, and others, about epilepsy and seizures as
well as how to best help someone experiencing a seizure. The CDC has been an invaluable
resource in this challenging task, and with their help we have been able to train and educate

hundreds of thousands of people throughout the United Statcs.

The Epilepsy Foundation is the leading national voluntary health organization that speaks on
behalf of the more than 2.8 million Americans with epilepsy. The Foundation fosters the
well-being of children and adults affected by seizures through rescarch programs, educational
activities, advocacy, and direct services. We would like to share with the committee

information about epilepsy so that you might better understand why our organization

PHONE: 301-459-3700 ~ 800-332-1000 - FAX:301-577-2684 - www.epilepsyfoundation.org



182

supports training law enforcement personnel on how to address issues regarding those with

disabilities.

Epilepsy is a medical condition that produces seizures affecting a variety of mental and
physical functions; it is also called a seizure disorder. A person is considered to have
epilepsy if they have two or more seizures.! Epilepsy is a family of more than 40 syndromes’
including Dravet syndrome, hypothalmamic hamartomas (HH), and Lennox-Gastaut
syndrome (1.GS). Epilepsy affects more than 2.8 million Americans® and 65 million people
worldwide.* This condition will develop in approximately one out of 26 people at some
point in their lives,” making it the fourth most common neurological disorder in the United
States after Alzheimer’s disease, stroke, and migraines.® This year 200,000 people in the
U.S. will be diagnosed with epilepsy’, with the very young and the very old being the most
affected. Currently, 326,000 children under the age of fifteen have epilepsy, and more than
90,000 of them have severe seizures that cannot be adequately treated.® Mcanwhile, as the
baby boomer generation approaches retirement age the number of cases in the elderly
population is beginning to soar, with more than 570,000 adults age 65 and above living with

epilepsy in the United States.”

Many people with epilepsy live with significant co-morbidities. Research has shown that
25.4 percent of people with autism have epilepsy, as well as 13 percent of those with cerebral

palsy, 13.6 percent of those with Down syndrome, and 25.5 percent of those with intellectual

! Kobau R, Price P. Knowledge of epilepsy and familiarity with this disorder in the U.S. population: Results from the 2002 HealthStyles
survey. Epilepsia. 2003:44(11):1449-1434.
2 Nationa! Institute of Neurological Disorders and Stroke. Web site, hitp://www.ninds.nih.gov/
* Projection based on Begley CE, et al. The cost of epilepsy in the United States: An estimate from population-based clinical and survey
data. Epilepsia. 2000,41(3):342-351 and U.S. Census Bureau 2010 population estimate of 308,000,000
* Annual Report 2003: Global Campaign Against Epilepsy, p. 2. Published by World Health Organization, International Bureau for Epilepsy
and International League Against Epilepsy.
*M.I. England et al. / Epilepsy & Behavior 25 (2012) 266-276. Web site,
inttp://iom edu/~/media/Files/Report%20Files/2012/Epilepsy/epilepsyE:BarticleFinal pdf
¢ Hauser A. Epidemiology of seizures and epilepsy in the elderly. In: Rowan A, Ramsay R, eds. Seizures and epilepsy in the elderly.
Boston:Butierworth-Heinemann, 1997718,
7 See note 6 above
¥ See note 6 above
® See note 6 above

PHONE: 301-458-3700 - 800-332-1000 - FAX:301-577-2684 + www.epilepsyfoundation.org
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disabilities live with epilepsy. The percentage increases when you look at those who have

both cerebral palsy and an intcllectual disability, with 40 percent living with epilepsy.'®

Those living with epilepsy also face scrious barriers to proper care and first aid. A lack of
knowledge about proper seizure first aid exposes affected individuals to injury from

unnecessary restraint and from objects needlessly forced into their mouths. ™

While most law enforcement personnel do an outstanding job recognizing and handling
individuals experiencing seizures, in limited cases thcy may respond with inappropriate force
to those experiencing a seizure, especially a complex partial seizure. Complex partial
seizures are the most common type of scizure and arc non-convulsive seizures with altered
awareness and automatic behavior. This type of seizure is also sometimes called a
psychomotor or temporal lobe seizure, and can be difficult to recognize. The unusual
behavior associated with complex partial seizures is often misintcrpreted as stemming from
intoxication or mental illness. It is this type of seizure that is also associated with symptoms
that may be erroneously perceived as aggression. A lack of public understanding has
resulted in people with complex partial seizures being unfairly arrestcd and sometimes

seriously injured in the process.

During hearings on the Americans with Disabilities Act (ADA) held by the House Judiciary
Committee, the Epilepsy Foundation brought the problem of inappropriate arrests of those
with epilepsy to the attention of the Committee in 1990. In their final report the Committee

stated:

¥ McDermott S, Maran R. Prevatence of epilepsy in adults with mental retardation and related disabilities in primary care. American
Journal of Mental Retardation. 2005;10(1):48-56

! Repeated surveys by the Epilepsy Foundation, the previously cited CDC report, and numerous other surveys have documented the low
level of public knowledge about seizures and epilepsy, including persistent misconceptions about seizure first aid.

PHONE: 301-459-3700 - 800-332-1000 - FAX:301-577-2684 + www.epilepsyfoundation.org
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In order to comply with the non-discrimination mandate, it is often necessary to
provide training to public employees about disability. For example, persons who have
epilepsy, and a variety of other disabilities, are frequently inappropriately arrested and
Jjailed because police officers have not received proper training in the recognition of and aid
Jor seizures. Often, after being arrested, they are deprived of medications while in jail,
resulting in further seizuves. Such discriminatory treatment based on disability can be

avoided by proper training.

The Epilepsy Foundation has been working to train law enforcement personnel on how to
recognize a seizure and the proper steps to take to ensure everyone’s safety. Our training
strives to educate law enforcement personnel on signs that the person in question is, in fact,
experiencing a seizure and not being aggressive or purposefully unresponsive. When an
officer is called to a scene where a person may be experiencing a seizure, we encourage them
to consult witnesses regarding the individual who was the subject of the call. It is important
to identify if they have a history of epilepsy or seizures, if the unusual behavior was precedec
by normal behavior, or if a cry or blank stare began the event. If any of these are true then it
would be more likely the person in question is experiencing a seizure and should be treated
as such. Furthermore, if the officer notices that the individual is unresponsive throughout the
event, has a blank stare when asked a question, or if his or her body stiffens and begins to
jerk as muscles contract and relax involuntarily, these could all be signs that they are in the
midst of a seizure. After the event, if the officer notices epilepsy medication or medical
identification that says “Epilepsy” or “Seizure Disorder” in the person’s possession we
encourage them to strongly consider the likelihood that the individual was experiencing a

seizure.

PHONE: 301-459-3700 + 800-332-1000 - FAX: 301-577-2684 - www.epilepsyfoundation.org
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If an officer suspects that someone is experiencing a seizure we encourage them to follow a
few simple guidelines in order to help keep everyone involved safe. The most important step
is to not restrain someone experiencing a seizure, unless it is essential for his or her personal
safety or the safety of others. Restraint of persons during or soon after a seizure may
exacerbate or precipitate combativeness — the opposite of the intended resuit. Furthermore,
restraining someone face-down and/or with his or her arms restricted behind the back is
especially dangerous. Additionally, we encourage officers to refrain from putting anything
into an individual’s mouth, as it can cause damage to the teeth and/or jaw. Furthermore, we
also encourage officers to make sure someone is fully conscious before giving anything to

drink or administering medications.

After a seizure, law enforcement personnel should help to slowly reorient an individual by
asking simple questions and being a calming influence. The threat of arrest should not be
mentioned until the seizure is over and the individual is fully conscious so that questioning
can be conducted accordingly. Officers should also ensure that individuals receive the proper

medication in order to help avoid further seizures.

There is more that law enforcement could do, and that is why we offer comprehensive online
trainings as well as shorter videos that teach the basics. All of this can be found on our First

Responder Training page at http://www.epilepsy.com/get-help/services-and-support/training-

programs/first-responder-training. When we first developed our curriculum we distributed

the information to 20,000 police departments nationwide, and have continued to train law
enforcement personnel every year. Last year alone we trained 1,289 law enforcement

personnel on seizure recognition and how to handle the situation.

PHONE: 301-459-3700 - 800-332-1000 - FAX: 301-577-2684 + www.epilepsyfoundation.org
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Despite our trainings and distribution of materials, there are still far too many instances of
individuals facing arrest, being subjected to excessive force, and even dying. In Michigan,
“John” was out walking as part of rehabilitation following brain surgery to help his seizures.
During this walk “John” experienced a seizure that left him in a state of semi-consciousness.
A person noticed “John” acting erratically and called the police who showed up and took his
involuntary movements and failure to respond as resistance. They didn’t recognize the
obvious signs of a seizure and ignored the medical alert bracelet he was wearing. Instead,
“John” was tasered, hit with a police baton, threate