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EXECUTIVE SUMMARY

The Chronic Consumer Stalzétion Intiative is a progressive strategy designed to
engageindividuals with serious mental illnesses who are in a perpetual state of crisis.
These individuals utilize police services and other emergency services on a habitual basis
resulting in excesge calls for service and needless law enforcement encouiitees.
main objective of this pilot programvasto reduce and minimize overall pa@dicontact
through intensive case management. [bing termbenefits of this program fdhe pdice
department wuld be redirectedesourcesvhich can be more apppoiately utilized by
patrol officers In terms that are meaningful to executive management, this translates to
potential savings inoperational costs associated with manpowedirected patrol
servicedo addressther criminal activitie®r calls for service, and possibly reducing the
probability of officers being involved in a situation where deadly force may be used.

To identify the variable®f this program we researche&k montts of the top 30 most
documented cases and totaled 553 reported events which entified ascalls for
savice, offense reporfsand emergency detention ord€eDO) filed by Houston Police
Officers. We then compared the end results of the case mabefjerts after six months

of intensive case managemeAtter intervention there were a total of 169 events which
included 65 offense reports, 39 EDOs, and 65 calls for seDigeto the complexity of
most CIT calls, it is estimated that takesan averageof one hour foran officer to
complete each everAdditionally, department policy requiresdhtwo officers respond
to every CIT call.Assuming that department policies were followeds thould mean
approximatelyl106 (553 events doubledhan hoursvere spent on addressing the needs
of these 30 individualsAfter the CCSI intervention of the same 80nsumers 338
manpowerhourswere spent (169 events doubled)s a resultman power hours were
reducedbecause of intensive case management objectives.

1200 - 1106

1000 -

800 -

600 -

400

200 -

MANPOWER m total hours prior CCSI
M total hours after CCSI

hours saved



With a proposed expansion of up to four case managetsa full time police officer
handling 60 clients the projected savings in reduced manpoweurs would be
approximately3,072 hoursduring a 12 month period, ari$,360 hourover a five year
period.Herce, these potentiadavingsn man power hours would lietter utilizedwithin
patrol operations.
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INT RODUCTION

The Chronic Consumer Stabilizatimtiative (CCSIl)is a collaborative program between

the Houston Police Department, The Mental Health Mental Retardation Authority of
Harris County (MHMRA), and The City of Houston Health and Human Services
Department.This joint collaboration program wadesignedto identify, engage, and
provide services to individuals who have been diagnosed with a serious and persistent
mental illnessand who have frequent encounters with the Houston Police Department.
The main goal of this programis to divert these faonic individuals away from their
routine and repetitivencounters with law enforcementduce excessive calls for service

to the 91-1 systemand provide them with opportunities to lead a more stabilized life.

HISTORY

Whenresponding to calls foserviceinvolving people with serious mental illness, The
Houston Police Department has always operated under a traditional model of policing by
utilizing reactive methods. The patrol officer would take a call for service, respond to the
location, asses$i¢ situation, and take the appropriate measures to resolve the issue. The
average patrol officewould become quite familiar dheir frequent encounters with the
same chronic consumers calling the emergency services to complain about various issues
that £em to affect them on a daily basis. Often times, these individuals would be in a
mental health crisis because they were not taking their medicatidhsy would find
themselves involved in a disturbance where they would call the police or someone else
would call on their behalf. Offers usually found neeal solution other than making an
arrest or committing them for an emergency evaluafiben, within weeks or even days,

the same chronic consumers would be back out on the streets or at their hartegyre

back to their crisis mode§hisiir ev ol vi ng hasalowaysbeep a pecpetisals
cycle with noviable alternative®r methods to disrupt these patterfibere has never

been a strategy developed to evaluate and research the root causesf theaé chronic
consumers making persistent calls to the police department. It has always been a reactive
response to the problem but never a proaaweroacho identify and address chronic
individuals who are irtonstantcrises Near the end of 200&fter spending considerable

time conducting research into this field, The Mental Health dei¥elopeda new
approach to this problem by identifying chronic consumers through a statistical database
andassigning these cases to professional case managers.

OBJECTIVES AND GOALS

The main concept to this new progressive straiegyp directly engage these chronic
consumers through an intensive and interactive program by employing mental health
professionals trained in the field of case management aridl s®rvices. These case
managers, commonly thought of as case workers, conduct a full comprehensive back
ground investigation by researching past psychiatric emergagyices learning about

any known diagnoseprescribednedications, encounters withe police, and whether or
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not these consumers have ever been cycled throwgghal health andocial programs.

These case managers then reach out to these people in the field by making contact with
their families, the individuals themselves and offer gwgpe of mental health and social
services availableThe case managers continue to work closely with these consumers as
willing participants who agree to seek a path to a more stable way oftgefolloning

goals of the prograrare

e Reduce the numbesf interactions between individuals diagnosed with serious
and persistent mental illness and the Houston Police Department.
e Identify unmet needs and barriers in the community that contribute to an

individual 6s inability thdareaemenfage and r e ma
e Link and coordinate individuals with mental health treatment and other social
needs.

e Provide support and education to individuals and family members to minimize
contact with law enforcement resulting from noncompliance with mental health
treagment.

PILOT PHASE

The Chronic Consumer Stabilization Initiativeficially began as &ix month Pilot

Program on February 15, 20@8d lastedhrough August 15, 2009wo licensed case

managers, with professional backgrounds in mental health serwviegs, hired by

MHMRA and funded by the City of Houston. Both case managers were responsible for
engaging and interacting with thirty (30) thie most chronicand problematicconsumers
identified by the Houston Policel Depaff tent
objectives were to engage these peaplmental health services and provide them with

assistance in acquiring needed social servifasing this time period, both case

managers worked diligently each day as they engaged these individuals whioeme

criteria for thisprogram The case managers compiled their own data entsyadod put

together case files fall listedconsumersEach case manager assigned themselves to 15
consumersMeetings were held bwveekly between the case managers aral Mental

Health Unit to discuss their progress, problems encountered, and other barriers or issues

that needed to be resolvedhis project was supervised hycivilian teammanager from

the Mental Health Meml Retardation Authority and the Sergeant amelitenantfrom

t he Houston Police Departmentdéds Ment al Heal t

CLIENT (CONSUMER) PROFILE NARRATIVE

The CCSI staff began with a list of 57 clients compiled from the Houston Police
Department 6s (HPD) data syst themumberfoeHPDi st wa ¢
request for service calls and the number of
clients. The clients on this list had the highest number of each of the criteria noted above.



The list was provided to the CCSI staff and theirt fiessk was to attempt to locate and
engage thes7 clients on the list in CCSI services. As indicated on the attached
spreadsheet, staff was unable to locate 16 of the clients; some were confirmed to have
moved out of county. Eleven of the clients wersoafound to be in state schools,
hospitals or in jail for an extended period of time so they were excluded from the pilot.
The CCSI staff was able to locate and engage 30 of the clients on the list for the duration
of the pilot period. The attached sprdaekst provides a profile of the clients included in

the pilot.

The client profile indicates an almost even distribution of gender. Sixteen of the thirty
clients are female (53%) and fourteen are male (47%). Ten clients (33%) are between
twenty and thity years of age. This represents one third of the CCSI client population.
The increased contact with emergency services at this age may be attributed to the
following: recent diagnosis, previously under family care and emancipated at legal adult
age, ircapable and not aware of available community services. Nine clients (30%) are
between fortyone and fifty yearsAgain, this is onehird of the client populationThe

higher percentage in this age group cowddaltributed to the followingostracized fom

family and support systems, alienated from various personal care homes due to behavior,
and continued neonompliance with treatment.

Thirteen of the thirty clients (43%) haediagnosis of Schizophreniaight (27%) have

a diagnosis of Schizoaffeed Disorder. Seven (23%) have a diagnosis of Bipolar
Disorder with Psychotic Featurdsleven of the thirty clients (37%)kie substance abuse
dependence.Surprisingly, six (20%) have a diagnosis of Mental Retardation.
Additionally, fifteen (50%) have gnificant medical issues (i.e. diabetes, HTN, seizure
disorder, and njuries resulting from trauma)fwelve (40%) are in need of dental
treatment.

The lack of consistent treatment generally cannot be attributed to a lack of benefits.
Twenty four of thethirty clients (80%) receive S3lenefits.Six (20%) have a guardian
and eight(27%) receive case managemefighteen (60%) have family involvement that
does notappear to benefit the clienthis family involvement at times is farnknown
secondary gainThe family does not maintain care for the client but is unwilling to
relinquish care to a guardian or other entity.

Only six of the thirty clients (20%) are homeless. Eleven (37%) reside on their own or a
family home and thirteen (43%) reside in peearare homes. The clients who reside in
personal carehomesare frequently placed in different hormeébased on their own
behavior or an unwillingness of the personal care home to provide adequate care for the
client.



CONTACTS AND LINKAGES

The CCSI stafprovided intensive case management for the clients in the program. After
initial contact was established there was daily contact to getclient into needed
services.This included, but was not limited to, housing, household furnishings, adequate
clothing, linkages to mental health/medical providers, food stamps, andnatessities

for daily living. The average number of contacts per monts Wwa hundred and fifty
three.There were twlve average contacts per d&ach client received an average of
nine contacts per month.

One hundred and seventy (34%) contacts were made to facilitate inpatient matltital he
treatment for the clientsOne hundred and fiftyhree (31%) contacts were made to
facilitate outpatient mentalealth services and counsginThree hundred and twenty
three (65%) of case manager contacts were an effort to obtain needed mental healt
treatment for these client©ne hundred and nineteen contacts (24%) wereentad
obtain primary healthcare. wenty-three (5%) contacts were made assist with
subgance abuse.Twentyeight (6%) contacts were made to the Comprehensive
Psychiatric Emergency Programs (CPEP) to facilitate treatment.

Three hundred and fifteen (58%) contacts were made to assist clients with housing.
Additionally, ninety-nine (18%) contacts were made to help locate and enroll clients in
available community services. Eigkhdype (15%) contacts assisted clients in navigating

the legalsystem.Forty-seven (9%) of the contacts were made to help clients obtain
available fhancial funds. Four hundred and fourteen (76%) contacts were made to locate
adequate housing and community services for these clients. The majority of the CCSI
case manager contacts were attempts to provide basic quality of life resources for these
clients who may not have adequate skills to obtain these independently without an
advocate

IDENTIFIED SYSTEM BARRIERS

Throughout theCCSlpilot, both the clients and the case managers encountered numerous
barriersthat interfered with the clierts ayhta get their needs met. These barriease
inhibitedt he «c | i ent s Gdequate houstgrimadryoheatthcandedengal care

as well agpsychiatric treatment in the least restrictive environmiweilability and

access to abbf theseresouresis vital for an individual with mental illness to be

successful, living in the community.

Acceptance as a credible third party witnhess:

In the initial months of the Program, the first challenge was to introduce the CCSI
Program and staff to théients, families and the community at large. Staff was often met
with distrust and even suspicion when attempting to assist the clients and advocate for
their care. Providers were reluctant to include CCSI members in client staffing meetings,
and even leskkely to listen to their input regarding the client. Clients and families were
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distrustful at first, but through consistent contact and demonstrating that their assistance
could benefit the client, many accepted the assistance. They did not seem sbandder
why Caseworkers would be so vested in assisting ties#s and advocating for thetm

ensure that they get the services they need and want.

Attempts to Resolve:

While this still occurs from time to time, many of the physicians and progranwataff

work with the CCSI clients have grown to know the staff and have an appreciation for the
information they provide the physician and program staff as a result of the work they do
with the clients. Staff has also providedservices for other MHMRA sthabout the

CCSI Program.

Housing:

Safe, adequateousing for this population is extremely limited. Although the majority of
clients have Social Security benefits, it is difficult to retain housing for them. This
population is very transient and diffituo locate at times. Many of these clients would
benefit from a structured residential setting, staffed with mental health professidnal
hours/365 days a year. These facilities are not currently available within Harris County.

e Most clients have rotat through many of the local Personal Care Homes and
are not allowed back due to their behaviors.

e Some clients do not like the rules imposed upon them by the Providers and
prefer to live on the streets.

e Some of the Personal Care Home staff were involwategal activities and
involved the clients in these activities.

Attempts to Resolve:

CCSI staff members work very closely with the Personal Care Home Operators to
problem solve and advocate for the clients. Personal Care Home staff know they can call
the CCSI Case managers whenever there is an issue and staff will assist with resolving
the issue. In the majority of cases this works and the client is allowed to stay in the home,
but with some clients, their behavior results in them being evicted frora htier home.

Guardianship:

It is very difficult for CCSI staff to acqui
a client. Physicians are reluctant to provide letters even though they state that they feel

that the client would benefit from Guardian. Reasons given by physicians are: they do

not want to have to go to court to testify at the Guardianship hearing and/or claim that the
Agency/Facility they are employed with did not endorse their writing such letters. Also,

in the cases whereiehts do have a Guardian through the Harris County Guardianship

program, it is difficult to get in contact with the Guardian and have them assist with

duties such as signing consents on behalf of the clients and making payments to Personal

Care Home Operats, etc.
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Attempts to Resolve:

CCSI Managers are attempting to get definitive information regarding the requirements
for requesting a guardianship order tosharethis with Medical Directors. CCSI staff
have also spoken with Harris County Guardianshypervisors regarding the delayed
response of the Guardians, without success. CCSI Manager will attempt to meet with
Guardianship Director to discuss the issue and hopefully resolve it.

Culture of Living Environment:

In many of the family homes and Benal Care Homes, the family and/or providers call

the police to manage the cliefiiypically, care home staff wouldot assist the client with

compliance with physician appointments, with getting prescriptions filled or with
monitoring to make sure theyane compliant with the meds they had. Many families and
private providers manage by <cri sissrthend wait
client beomes out of control and they would call the polide. the past, theweldom

called the clinic casewdker, physician or private case manager to intervene before

calling the police. Consequently, less restrictive interventions were never accessed or
requested before involving the police.

Attempts to Resolve:

CCSI staff members have worked closely wite #ersonal Care Home staff to request

that they call the CCSI Case manager if they need assistance with the client, BEFORE the
situation escalates such that the police are required. This has been successful as the staff
and the clients call the Case Manages issues come up instead of waiting until the
situation escalates. Case managers are able to intervene early to avoid the crisis.

Communication with and among private physicians:

Staff have found it very difficult, if not impossible, to speak witlvate physicians about

the CCSI clients. They have also found it difficult to get physiciam®memunicatevith

eachother. Many of these clients are hospitalized at various hospitals with different
attending physicians and even when notified that angifnesician has been treating the

client either on an inpatient and/or outpatient basis, they are unwilling to make contact
with the other physician to obtain informat.

Attempts to Resolve:

CCSI Case managers d¢mue to inform physicians of all other physicians involved in

the clientbs care and request that they sha
plan.

Access to Medical and Dental Services:

It is difficult to access medical and especially ércare for this population; dental

benefits provided through Medicaid are extremely limited. Access to medical and dental
services is further compromised due to clier
treatment. Many of these clients have hatl access to, or refused access to primary
healthcareand consequently a large number of these clients are experiencing serious

medical conditions.
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Attempts to Resolve:

CCSI Case managers continue to seek out agencies that work with this populdtion an
will accept their funding. When able to schedule appointments, they are usually several
weeks away and the case managers remind the clients of the appointments and ensure that
the clients attend their appointments, usually by driving and accompanymgtdhine
appointment.

Cooperation of Law Enforcement outside Houston city limits:

The CCSI case managers have an extremely collaborative working relationship with the
Houston Police Department. When working with clients living outside the city limits of
Houston, it is difficult to get support and assistance of law enforcement, when needed.

Attempts to Resolve:

The program is attempting tdentify law enforcement agencies with which the case
managers have the mosteraction and attempt to meet witheir commanding officers
to inform and educate them on the CCSI program.

Clientbés History preceded them, preventing
personal care homes, etc from accepting them into their services and/or facility.

Most of the CCSI clients have been in the community and mental health system for many
years and are well known to the public system and many private providers. Many
treatment providers are unwilling to readmit them due to their histbéryemng
uncooperative, reluctant to participate and difficult to manage. Consequently, it is
difficult to access treatment programs, day programs and housing programs for these
clients, based on past behaviors.

Attempts to Resolve:

CCSI case managers adabe with the various program staff on behalf of their clients.
They assure the staff that they are available to assist with the clients if necessary. In many
cases, this arrangement has worked out and the programs admit the clients, but in other
cases thegrograms remain unwilling to accept the client, even with the support of the
CCSI staff.

Lack of Family Support and secondary gain for families:

Sever al of the clients have families that ai
s uppor t ihavekbeen refistamtyto involvement of the CCSI Case managers and

other mental health providers and refuse efforts to find adequate and structured housing

for their family members outside the family home. Efforts to assist the client with

accessing othereeded social services are also discouraged, as is a willingness to access

other less restrictive services PRIOR to involving the police.

Attempts to Resolve:

CCSI case managers continue to work with the clients and families, to the extent that the
families will allow.
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Access to early intervention with clientsunwilling to consent to servicesprior to

them decompensating to the point of becoming dangerous:

Currently, it is extremely difficult to access mental health treatmerdlifmts until they

become dangerous to self or others. Often, families and/or care providers know a client is
norrcompliant with treatment and is beginning to decompensate. They also have enough
hi story with the client to pr eddetrorateshe c |
Any efforts to intervene early are resisted by the client, resulting in them becoming
violent, requiring intervention by law enforcement. Currently, there is no opportunity for
early intervention, if the client is not willing to access treaiin

Attempts to Resolve:
Continue to pointhis out as an issuand o©ntinue to educate families, providers and
clients.

Lack of legal motivation for clients to participate or comply with mental health
treatment: Unless a client is on parole or pation, there is no process to legally compel

a client to take medications and/or comply with treatment. Consequently, it is difficult, if
not impossible to involve many clients in mental health treatment outside of the jail or
hospital.

Attempts to Resdve:

Continue to point this out as an issue and continue to educate families, providers and
clients.

CONCLUSION

The Chronic Consumer Stabilization Initiative (CCSI) Pilot has proven to be very
successful, as the program has met the goals set faitle dkeginning of the Pilot. The

clients selected for the pilot were clients who, by history, had the most documented calls
for service from the Houston Police Department, and/or had the highest number of
Emergency Detention Or de Hastof Edho® ®spartméni | e d
Officers. These clients also had extensive histories of utilizing crisis mental health
services and psychiatric hospitalizations, while consistently failing to engage in ongoing
community based mental health services at a mewet@th clinic or private treatment
facility. Finally, many of these clients lacked the support and advocacy of family and/or
the community, to assist them with successful independent living.

The first and most important goal of the Pilot waseiduce thenumber of interactions
between individuals diagnosed with serious and persistent mental illness and the
Houston Police DepartmeniThe attached data indicates that this goal was achigéhed.

only way to measure any significant progress was to categmilsefor servicepffense

reports and emergency detention orders (EDO) as single events. Thus, a large part of this
program was evaluated by the total number of known offense repalts for service,

and EDOs within a six month period filed by HousRuwlice Officers prior to the start of
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this pilot program and was compared to teame type of eventsduring the
implementation of the six month pilot program.

It was determined that 30 consumers alone were responsibl4ocalls for service
resultingin 194 offense reports and 165 EDOs from six of their most active months
recorded in the HPD database. This is a totab®3 time consuming events which
averages close to one hour of work per officer per event. After intense intervention by the
two case managers, the same 30 individuals were only reported to have been
involuntarily committed for a total of 39 times, a significant decrease by 76.4% while
only 65 offense reportand 65 known calls for serviogere generated resulting in a
67.3% decrease. HE end result revealed a total B89 reported events with @0%
overall decrease observed within six months of the piloése numbers indicate that the
CCSI pilot program significantly decreased the number of interactions between
individuals diagnosed ih serious and persistent mental illness and the Houston Police
DepartmentThis decrease in interactiomsth law enforcementay be due to families

and caregivers appropriatelgeeking assistandarough the mental health system rather
than through lavenforcemenas a result of education received from the CCSI.staff

Although not a stated goal of the pilot, another significant impathe CCSI pogram

was a decrease in the number of admissions to the local mental health emergency room,
PsychiatricEmergency Services (PESAnd in the number of admissions karris

County Psychiatric Hospital (HCPC) during this six month periodrtéen of the thirty

clients (4%4), had a decrease in admissions to the PES, whileeigity (26%6) had an
increased nmber of visits to the PES. Six clients @) had a decrease in admissions to
HCPC, whilefour (13%), had an increase in admissions. Overall, asions to the PES
decreased by 24, while admissions to HCPC decreased b%05The total number of
admissions tdoth PES and HCPC for all CCSI clientecreased a total @&8%. The
decrease in the number of admissions to the PES may be attributable to the decrease in
interactions between the CCSI clients and the Houston Police Department. When the
clients are pickedip on Emergency Detention Orders, they are transported and admitted
to the PES. Conversely, this may not account for the entire decrease, as clients may also
voluntarily admit themselves to the PES

The second goal of the pilot wasitentify unmet neds and barriers in the community

t hat contribute to an individual 6s inabil it
treatment. Over the six month pilot, the CCSI staff identified approximately eleven
barriersthat contributedo these clientsinability to successfully engage and participate

in outpatient mental health treatment. The CCSI staff also personally encountered a
number of these barriers while attempting to serve their clients. In many situations, the

CCSI staffwasable to positively impact exiag barriers, through education and strong

advocacy. The first challenge was to educate the clients, the community and service
providers about the staffds roles and the p
viewed with suspicion, with everyoneuggstioning their motivation for attempting to

assist these clients who, in many cases, had long ago been abandoned and
disenfranchised, due to their behavior and the challenges they presented to families and
service providers. The CCSI staff worked hardettucate the families, care home
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providers and other service providers about the program and the CCSI staffs willingness
to partner with them to assist these clients. In many cases, especially with the Care Home
owners, this was extremely effective, whithers continue to ignore the offer to assist.
This is an ongoing process but there has been definite progress over the six months as the
CCSI staff continue to work within the community to eliminate existing barriers. Other
barriers involve systems issuand/or Agency policies, but some were simply the result

of misinformation or lack of information. In these cases, the CCSI staff attempted to
direct these parties to the appropriate individuals and/or authorities who could provide
accurate information.ifally, a few of the barriers appeared insurmountable due to local
and federal laws, and in these situations, the CCSI staff made their Administrators aware
of the issue and the impact on the clients.

The third goal of the pilot was toink and coordinae individuals with mental health
treatment and other social needm order for the CCSI staff to engage the clients and
establish a rapport with them, they had t
clients were receiving mental health treatmigatn MHMRA of Harris County, some

were receiving treatment from private providers in the community and some were not
receiving mental health treatment at all. Some of the clients were receptive to the
assistance of CCSI, some were skeptical but eventagtlyed and still others continued

to refuse and were excluded from the pilot. Over the six months ns¢mffoersvorked
diligently to link and engage the clients with mental health treatment, primary health and
dental care, and substance abuse treatwdet) indicated. They also worked to link and
coordinate clients with safe and adequate housing, respite services, day treatment
programs, social services and access to financial benefits and entitlements. The majority
of these clients had multiple needddahe CCSI staff worked persistently to assist the
clients with accessing needed services. Even after this initial six months, some of the
clients continue to refuse mental health services. CCSI staff contmuerk toward the

goal that the client wouldventually concur that they would benefit from mental health
services and consent to services. Interestingly enough, in spite of their unwillingness to
participate in mental health treatment, they have shown improvement in that they have
decreased admisgis to crisis psychiatric services and hospitalization. Although not
definitive, the premise is that the support and advocacy of the CCSI staff has positively
impacted the ability of these clients to live independently within the community.

The final go# of the pilot was toprovide support and education to individuals and
family members to minimize contact with law enforcement resulting from
noncompliance with mental health treatmenthe CCSI staff has worked tirelessly to
educate the clients, their eaproviders, treatment providers and families about mental
illness and the importance of compliance with treatment. They have provided information
regarding available community resources, health resources and legal resources and how
to access them. Whileegeral of the clients had family involvement, this involvement
was not always in the best interest of the client. Families resisted offers of assistance and
education, choosing instead to keep their family member sequestered, allowing only
minimal CCSI inwlvement. Once out of the hospital, the family would not follow up

with having prescriptions filled, monitor.i
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taking the medication and assisting them in getting to their clinic appointments and they
would decompensa yet again.

Other family members welcomed the support and assistance and partnered with CCSI
staff to assist the client. They wanted to help their family members but some did not
know how, while others were becoming fatigued by having been the solerstggheir

family member for so long. The CCSI staff also provided information on various
diagnoses and the signs and symptoms of these illnesses. These partnerships resulted in
positive outcomes for the clients.

In the majority of cases, the clientachno family involvement or support. Some clients

did not know where their families were, while others had been asked to leave and not
come back. In these cases, the CCSI Staff worked very closely with the clients and their
housing providers. It was durinpis process that the CCSI staff learned that in the
majority of care homes, the standing procedure for dealing with clients who became
agitated and started to escalate, was to call the Houston Police Department for them to
come take the client away. Astiv many of the families, many of the care home staff
was not proactive in assisting the client with getting prescriptions filled and attending
scheduled physician appointments. It became clear that some of the homes did not know
what to do to assist thdéient with compliance, while other homes did not see that as their
responsibility and used the police department when clients started to decompensate.
Some of the care homes were also participating in illegal activity and involving the
clients in those atities. The clients were relocated and this information was provided to
the Houston Police Department. The CCSI staff began working with the different care
homes to educate them on the importance of being proactive to ensure that the clients
were compliah with treatment. When the clients did begin to decompensate, the staff
were encouraged to call CCSI so they could intervene before the situation escalated
requiring police intervention for safety issues. The care home providers began calling
CCSI insteadf the police and found the staff to be very helpful. The clients also began
calling CCSI staff when they became agitated and felt like they were starting to
decompensate. This early intervention by CCSI staff often prevented the need for crisis
services o0 hospitalizations. This population is very transient and moves around a great
deal. As these clients move from care home to care home, the CCSI staff continues to
educate the care home providers and encourage them to contact the CCSI staff when
needed.

Il n summary, the CCSI staff has i1 nitiated s¢
situation and in many instances, were never offered prior to their intervention. They have
provided support for the clients and continue to have contact with them rhecarid

consistently to monitor their progress and make sure they have access to services. CCSI
staff members know that tillnessy howeeey, thay@an c han g e
change their environment and teach them ways of becoming more independent.

While the CCSI Program has been successful in meeting all of the goals set forth during

the pilot, there is great potential to do more; to work with more individuals with frequent
interactions with the Police Department as well as their families anghianielers. Also,
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by identifying and attempting to resolve existing barriers to success, other clients who are
living in the community and attempting to navigate the system to get their mental health
and social service needs met, could also beriefially, The CCSI pilothas highlighted

and contributed to the positive and collaborative relationship between the Houston Police
Department and MHMRA of Harris County. The pilas only begun what should be an
ongoing service to the clients and the community.

RECOMMENDATIONS

The Chronic Consumer Stabilization Initiative Pilot Program was proven to be very
successful. The results mentioned above represents the hard work committed by two full
time case managers who rely mainly on information provided bypdhee department.

Based on the impact of the program during the pitatseand its perceived potential for
continued success, there are three specific recommendations that should be met in order
to maintain and exceed its own effectiveness of this @@gjram:

e One Full-time Police Officer. The degree ofsuccessfulness and the rate of
progress can only be made possible with the support and dedication of a full time
police officer. The Mental Health Unit does not have the manpower resources to
adequatsl fulfill this role. The CCSI program will require someone who can
researclnumerouscalls for serviceidentify areaghat have digh concentration
of CIT calls, identify chronic consumers, provide informatiosiapport to the
case workersassistcase mnagers with law enforcement issuasd assign new
chronicconsumer caseS:he of fi cer can al so accompany
home when safety is a concern.

e Two additional Case Managers. It is strongly recommended that the CCSI
team beexpanded to iclude two additional bachelor level case managers, to
enable the program to serve twice as many clients as are currently being served.
Having four case managers assigned to these cases will drastically improve the
rate of progress by addressing a larganber of chronic consumers who need
the intervention that is vital to their stabilizatiorhis would involve increasing
the budget to pay for salaries, fringe benefits, travel, equipment, office supplies,
client supplies, and some limited funds for housiagistance.

e Funding. Provide the additional funding needed for the program to operate for
the remainder of this Fiscal Year, 2010. Initially, the CCSI Pilot was funded by
the City of Houston for $185,153 and was reduced during the current Fiscal Year
to $116,600. This amount will only enable the Program to function for ten
months of the current Fiscal Year.
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HOUSTON POLICE DEPARTMENT RESULTS

600 - 553

500 -

400 -

300 -

200 -

100 -

= TOTAL

ECF.S.
6 MONTHS OF EVENTS PRIOR TO = E.D.O.

ccsi
= ORI

After the six month pilot phase dfitense engagement amderaction between the two
case managers and the listed consumers, there was BEFGWEASEIn overall events
reported by the police departmenthis represents a significant reduction of police
contacts.Calls for service decreased by 67.3&nergency detention order(&DO)
decreased by 76.4%ndoffense reports also decreased by 67.3%.

180 - 169
160 -
140 -
120 -
100 -
80 - 65 65
60 -
39
40 -
Y = TOTAL
0 - =CF.S.
6 MONTHS OF EVENTS AFTER CCSI = E.D.O.
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CHRONIC CONSUMER STABILIZATION INITIATIVE
CONSUMER LIRS 2 B S R 6 MONTHS OF EVENTS AFTER CCSI
TO CCsl
P vre cos e [t |somace | 500 | e |esonns | seee | E00- | s |ReReemnen]
1 340148 10 10 6 26 4 4 1 9 65%
2 120467 6 6 5 17 1 1 1 3 82%
3 213326 10 10 6 26 2 2 1 5 81%
4 278896 9 9 8 26 5 5 3 13 50%
5 376277 6 6 6 18 5 5 3 13 28%
6 74240 5 5 4 14 2 2 0 4 72%
7 72769 12 12 6 30 2 2 1 3 B4%
8 34244 T 7 7 21 3 3 2 8 62%
9 107588 5 5 4 14 0 0 0 0 100%
10 330796 14 14 7 35 3 3 0 6 83%
11 173140 6 6 6 18 4 4 4 12 33%
12 204362 7 7 6 20 4 4 4 12 40%
13 367326 4 4 4 12 0 0 0 0 100%
14 72220 4 1 4 12 0 0 0 0 100%
15 32824 4 1 4 12 1 1 1 3 75%
16 343333 6 6 5 17 0 0 0 0 100%
17 74277 7 7 7 21 2 2 2 6 72%
13 358078 4 4 4 12 0 0 0 0 100%
19 280211 6 6 6 18 1 1 1 3 B4
20 345972 8 8 8 24 3 3 3 9 63%
21 361031 T 7 6 20 3 3 1 T 65"
22 162956 5 5 5 15 2 2 1 5 67°
23 190319 4 4 4 12 3 3 0 6 50%
24 114690 5 5 5 15 4 4 4 12 20%
23 165778 7 7 7 21 3 3 1 7 67 %
26 289736 5 5 5 15 2 2 0 4 74%
27 48870 6 6 5 17 0 0 0 0 100%
28 844 4 4 4 12 0 0 0 0 100%
29 215755 4 4 4 12 1 1 1 3 75%
30 72690 7 7 7 21 5 5 4 14 33%
- TOTALS 194 194 165 553 65 65 39 169 -
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PES & HCPC
ADMISSION DATA

Psychiatric Emergency Services (PES) Admission Data PRE - CCSI POST - CCSI
Total umber of chients with decreased number of admizsions to FES 14 45%
Total number of clients with increased number of admissionste FE3 ] 26%
Total number of clients with no change i number of admissions to PES g 290
Harris County Psychiatric Center (HCPC) Admission Data

Total number of chents with decreased number of admussions to HCPC & 20%
Total umber of clients with increased number of admissionste HCPC 4 13%
Total tumber of clients with no change in number of admissions to HCPC 21 67%
Overall Admissions to both PES and HCPC

Percent of decreased overall admissions to PES 21%
Percent of decreased overall admmizsions to HCPC 31%
Percent of decreased overall admissions to FES and HCPC 28%
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HCPC Admission Data
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Chronic Consumer Stabilization Initiative (CCSI) Client Information

I. Caseload Information

Total mumber of chents referred for CCST Servces: 57 100%3
Total number of clients Tnable to Locate or Woved out of County: 16 28%
Total number of clients in jail or state hospitalsischools for an

extended time period 11 19%
Total number of Clients recernng ongomg CCST services 20 55%

II. Client Profile

Gender
Males 14 470
Females 16 53%
FEthnicity
Black 21 T0%
White 5 17%4
Hispanic 4 13%
Asian 1 34
Age
20 years — 30 years 10 33%
31 years — 40 years 4 13%
41 years — 50 years 9 30%
51 years — 60 years & 20%
61 + vears 1 3%
Personal Information Total Clients %o of Total Clients
Cruardianship & 20%
Family Involvement  (Family involvement is ot heneficial to client cars) 18 £0%
Farmily Support (Family involvement & beneficial to client care) 9 30%
Beceive 551 Benefits 24 2%
Private Case IManagement 3 27%
Living Situation
Farnly /Own Home 11 1%
Personal Care Home 13 43%,
Homeless ) 20%
Mental Health Treatment Source Pre CCST Post CCSI

LIHNER A Clindes 11 11

Drivate Physicians 5 9

Hone 14 12
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Diagnostic Swunary

Axis T Tatal %% of Total Clients
Schizophrenia, Paranoid Type 10 352%
Schizophrenta, Undifferentiated Type 3 10%
Schizoaftective Disorder 3 2%
Ei1-Polar Disorder with Psychotic Features 7 25%
Iulajor Depression with Paychotic Features 1 e
Psychotic Disorder INOS 1 3%
Substance Abuse/Dependence 11 7%
Axis IT
Personality Disorders
Anti-zocial 2 T
B orderline 3 10%4
MMental Retardation & 20%
Axis TIT
Sigruficant Medical Issues 15 0%
fincludes but not lrmited to Diabetes, HTN, Setzure
DvC, Parkonson's & Inuries resulting from trauma)
Dental Tzsues 12 40%
III. Productivity
Total Number of Contacts
Awerage Mumber of contacts per month 253
Awerage Mumber of Contacts per day 12
Awerage Mumber Contacts per month per chent 9
IV. Linkages and Contacts
Types of Treatinent
Cutpatient Mental Health Services and Counseling 153
Inpatient Mental Health Treatment Housing 170
Primary Healthcare Including Dental 112
Substance Abuse 23
Community Psychiatric Emergency Programs (CPEP) 28
Ancillmy Services
Financial 47
Housing 315
Commumty Services 99
Legal 31
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Contacts and Linkages with Various Treatment Tvpes
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34%
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