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EXECUTIVE SUMMARY  
 

The Chronic Consumer Stabilization Initiative is a progressive strategy designed to 

engage individuals 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 excessive calls for service and needless law enforcement encounters. The 

main objective of this pilot program was to reduce and minimize overall police contacts 

through intensive case management. The long term benefits of this program for the police 

department would be redirected resources which can be more appropriately utilized by 

patrol officers. In terms that are meaningful to executive management, this translates to 

potential savings in operational costs associated with manpower, redirected patrol 

services to address other criminal activities or calls for service, and possibly reducing the 

probability of officers being involved in a situation where deadly force may be used. 

 

To identify the variables of this program we researched six months of the top 30 most 

documented cases and totaled 553 reported events which were identified as calls for 

service, offense reports, and emergency detention orders (EDO) filed by Houston Police 

Officers. We then compared the end results of the case managersô efforts after six months 

of intensive case management. After intervention there were a total of 169 events which 

included 65 offense reports, 39 EDOs, and 65 calls for service. Due to the complexity of 

most CIT calls, it is estimated that it takes an average of one hour for an officer to 

complete each event. Additionally, department policy requires that two officers respond 

to every CIT call. Assuming that department policies were followed, this would mean 

approximately 1106 (553 events doubled) man hours were spent on addressing the needs 

of these 30 individuals. After the CCSI intervention of the same 30 consumers, 338 

manpower hours were spent (169 events doubled).  As a result, man power hours were 

reduced because of intensive case management objectives. 
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With a proposed expansion of up to four case managers and a full time police officer 

handling 60 clients, the projected savings in reduced manpower hours would be 

approximately 3,072 hours during a 12 month period, and 15,360 hours over a five year 

period. Hence, these potential savings in man power hours would be better utilized within 

patrol operations.  
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INT RODUCTION  
 

The Chronic Consumer Stabilization Initiative (CCSI) 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 was designed to identify, engage, and 

provide services to individuals who have been diagnosed with a serious and persistent 

mental illness, and who have frequent encounters with the Houston Police Department. 

The main goal of this program is to divert these chronic individuals away from their 

routine and repetitive encounters with law enforcement, reduce excessive calls for service 

to the 9-1-1 system, and provide them with opportunities to lead a more stabilized life.  

 

 

HISTORY  
 

When responding to calls for service involving 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, assess the situation, and take the appropriate measures to resolve the issue. The 

average patrol officer would become quite familiar of their frequent encounters with the 

same chronic consumers calling the emergency services to complain about various issues 

that seem to affect them on a daily basis. Often times, these individuals would be in a 

mental health crisis because they were not taking their medications or they would find 

themselves involved in a disturbance where they would call the police or someone else 

would call on their behalf. Officers usually found no real solution other than making an 

arrest or committing them for an emergency evaluation. Then, within weeks or even days, 

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

back to their crisis modes. This ñrevolving doorò process has always been a perpetual 

cycle with no viable alternatives or methods to disrupt these patterns. There has never 

been a strategy developed to evaluate and research the root causes for all of these chronic 

consumers making persistent calls to the police department. It has always been a reactive 

response to the problem but never a proactive approach to identify and address chronic 

individuals who are in constant crises. Near the end of 2008, after spending considerable 

time conducting research into this field, The Mental Health Unit developed a new 

approach to this problem by identifying chronic consumers through a statistical database 

and assigning these cases to professional case managers.  

    

 

OBJECTIVES AND GOALS  
 

The main concept to this new progressive strategy is to directly engage these chronic 

consumers through an intensive and interactive program by employing mental health 

professionals trained in the field of case management and social services. These case 

managers, commonly thought of as case workers, conduct a full comprehensive back 

ground investigation by researching past psychiatric emergency services, learning about 

any known diagnoses, prescribed medications, encounters with the police, and whether or 
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not these consumers have ever been cycled through mental health and social programs. 

These case managers then reach out to these people in the field by making contact with 

their families, the individuals themselves and offer every type of mental health and social 

services available. The case managers continue to work closely with these consumers as 

willing participants who agree to seek a path to a more stable way of life. The following 

goals of the program are: 

 

 Reduce the number of interactions between individuals diagnosed with serious 

and persistent mental illness and the Houston Police Department. 

 Identify unmet needs and barriers in the community that contribute to an 

individualôs inability to engage and remain in mental health treatment. 

 Link and coordinate individuals with mental health treatment and other social 

needs. 

 Provide support and education to individuals and family members to minimize 

contact with law enforcement resulting from noncompliance with mental health 

treatment. 

 

 

 

PILOT PHASE  

 
The Chronic Consumer Stabilization Initiative officially began as a six month Pilot 

Program on February 15, 2009 and lasted through August 15, 2009. Two licensed case 

managers, with professional backgrounds in mental health services, were hired by 

MHMRA and funded by the City of Houston. Both case managers were responsible for 

engaging and interacting with thirty (30) of the most chronic and problematic consumers 

identified by the Houston Police Departmentôs Mental Health Unit. The CCSI staffôs 

objectives were to engage these people in mental health services and provide them with 

assistance in acquiring needed social services. During this time period, both case 

managers worked diligently each day as they engaged these individuals who met the 

criteria for this program. The case managers compiled their own data entry logs and put 

together case files for all listed consumers. Each case manager assigned themselves to 15 

consumers. Meetings were held bi-weekly between the case managers and the Mental 

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

that needed to be resolved.  This project was supervised by a civilian team manager from 

the Mental Health Mental Retardation Authority and the Sergeant and Lieutenant from 

the Houston Police Departmentôs Mental Health Unit.  

 

 

CLIENT  (CONSUMER) PROFILE NARRATIVE  
 

The CCSI staff began with a list of 57 clients compiled from the Houston Police 

Departmentôs (HPD) data system. The list was based on two criteria: the number of HPD 

request for service calls and the number of emergency detention orders (EDOôs) filed on 

clients. The clients on this list had the highest number of each of the criteria noted above.  
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The list was provided to the CCSI staff and their first task was to attempt to locate and 

engage the 57 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 were also found 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 spreadsheet 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 thirty 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, incapable and not aware of available community services.  Nine clients (30%) are 

between forty-one and fifty years. Again, this is one third of the client population. The 

higher percentage in this age group could be attributed to the following: ostracized from 

family and support systems, alienated from various personal care homes due to behavior, 

and continued non-compliance with treatment.   

 

Thirteen of the thirty clients (43%) have a diagnosis of Schizophrenia. Eight (27%) have 

a diagnosis of Schizoaffective Disorder.  Seven (23%) have a diagnosis of Bipolar 

Disorder with Psychotic Features. Eleven of the thirty clients (37%) have substance abuse 

dependence. Surprisingly, six (20%) have a diagnosis of Mental Retardation.  

Additionally, fifteen (50%) have significant medical issues (i.e. diabetes, HTN, seizure 

disorder, and injuries resulting from trauma). Twelve (40%) are in need of dental 

treatment.   

 

The lack of consistent treatment generally cannot be attributed to a lack of benefits. 

Twenty four of the thirty clients (80%) receive SSI benefits. Six (20%) have a guardian 

and eight (27%) receive case management. Eighteen (60%) have family involvement that 

does not appear to benefit the client. This family involvement at times is for unknown 

secondary gain. The 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 personal care homes. The clients who reside in 

personal care homes are frequently placed in different homes based on their own 

behavior or an unwillingness of the personal care home to provide adequate care for the 

client. 
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CONTACTS AND LINKAGES  

 
The CCSI staff provided intensive case management for the clients in the program.  After 

initial contact was established there was daily contact to get the client into needed 

services. This included, but was not limited to, housing, household furnishings, adequate 

clothing, linkages to mental health/medical providers, food stamps, and other necessities 

for daily living. The average number of contacts per month was two hundred and fifty-

three. There were twelve average contacts per day. Each client received an average of 

nine contacts per month.   

 

One hundred and seventy (34%) contacts were made to facilitate inpatient mental health 

treatment for the clients. One hundred and fifty-three (31%) contacts were made to 

facilitate outpatient mental health services and counseling. Three hundred and twenty-

three (65%) of case manager contacts were an effort to obtain needed mental health 

treatment for these clients. One hundred and nineteen contacts (24%) were made to 

obtain primary healthcare. Twenty-three (5%) contacts were made to assist with 

substance abuse. Twenty-eight (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.  Eighty-one (15%) contacts assisted clients in navigating 

the legal system. Forty-seven (9%) of the contacts were made to help clients obtain 

available financial 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 the CCSI pilot, both the clients and the case managers encountered numerous 

barriers that interfered with the clientsô ability to get their needs met. These barriers have 

inhibited the clientsô ability to access adequate housing, primary health and dental care, 

as well as psychiatric treatment in the least restrictive environment. Availability and 

access to all of these resources is vital for an individual with mental illness to be 

successful, living in the community.  

 
 

Acceptance as a credible third party witness:     

In the initial months of the Program, the first challenge was to introduce the CCSI 

Program and staff to the clients, 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 less likely 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 to understand 

why Caseworkers would be so vested in assisting these clients and advocating for them to 

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 program staff who 

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 provided in-services for other MHMRA staff about the 

CCSI Program. 

 

Housing:  

Safe, adequate housing 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 difficult to locate at times. Many of these clients would 

benefit from a structured residential setting, staffed with mental health professionals 24 

hours/365 days a year. These facilities are not currently available within Harris County. 

 

 Most clients have rotated through many of the local Personal Care Homes and 

are not allowed back due to their behaviors.  

 Some clients do not like the rules imposed upon them by the Providers and 

prefer to live on the streets. 

 Some of the Personal Care Home staff were involved in illegal 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 from home after home.   

 

Guardianship:  

It is very difficult for CCSI staff to acquire a Physicianôs letter to initiate guardianship for 

a client. Physicians are reluctant to provide letters even though they state that they feel 

that the client would benefit from a 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 where clients 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 Operators, etc. 
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Attempts to Resolve: 

CCSI Managers are attempting to get definitive information regarding the requirements 

for requesting a guardianship in order to share this with Medical Directors. CCSI staff 

have also spoken with Harris County Guardianship Supervisors 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 Personal Care Homes, the family and/or providers call 

the police to manage the client. Typically, care home staff would not assist the client with 

compliance with physician appointments, with getting prescriptions filled or with 

monitoring to make sure they were compliant with the meds they had. Many families and 

private providers manage by crisis and wait until the clientôs behavior escalates or the 

client becomes out of control and they would call the police. In the past, they seldom 

called the clinic caseworker, 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 with the Personal 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 Manager as 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 with private physicians about 

the CCSI clients. They have also found it difficult to get physicians to communicate with 

each other. Many of these clients are hospitalized at various hospitals with different 

attending physicians and even when notified that another physician 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 information regarding the clientôs treatment history.  

 

Attempts to Resolve: 

CCSI Case managers continue to inform physicians of all other physicians involved in 

the clientôs care and request that they share information regarding the clientsô treatment 

plan.  

 

Access to Medical and Dental Services:    

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

benefits provided through Medicaid are extremely limited. Access to medical and dental 

services is further compromised due to clientsô behavior and willingness to participate in 

treatment. Many of these clients have not had access to, or refused access to primary 

healthcare, and 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 population and 

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 accompanying them to the 

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 to identify law enforcement agencies with which the case 

managers have the most interaction, and attempt to meet with their commanding officers 

to inform and educate them on the CCSI program.    

 

Clientôs History preceded them, preventing many hospitals, treatment programs, 

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 history of being 

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 advocate 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 the programs remain unwilling to accept the client, even with the support of the 

CCSI staff.  

 

Lack of Family Support and secondary gain for families: 

Several of the clients have families that are ñinvolvedò with them but are not considered 

ñsupportiveò. They have been resistant to 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 other needed 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 clients unwilling to consent to services, prior to 

them decompensating to the point of becoming dangerous:     

Currently, it is extremely difficult to access mental health treatment for clients until they 

become dangerous to self or others. Often, families and/or care providers know a client is 

non-compliant with treatment and is beginning to decompensate. They also have enough 

history with the client to predict the clientôs behavior as their mental health deteriorates. 

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 treatment.    

 

Attempts to Resolve:  

Continue to point this out as an issue and continue 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 probation, 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 Resolve: 

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 forth at the beginning 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 Orders (EDOôs) filed on them by Houston Police Department 

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 mental health 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 was to reduce the number of interactions 

between individuals diagnosed with serious and persistent mental illness and the 

Houston Police Department. The attached data indicates that this goal was achieved. The 

only way to measure any significant progress was to categorize calls for service, offense 

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 reports, calls for service, 

and EDOs within a six month period filed by Houston Police Officers prior to the start of 
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this pilot program and was compared to the same type of events during the 

implementation of the six month pilot program.   

 

It was determined that 30 consumers alone were responsible for 194 calls for service 

resulting in 194 offense reports and 165 EDOs from six of their most active months 

recorded in the HPD database. This is a total of 553 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 reports and 65 known calls for service were generated resulting in a 

67.3% decrease.  The end result revealed a total of 169 reported events with a 70% 

overall decrease observed within six months of the pilot. These numbers indicate that the 

CCSI pilot program significantly decreased the number of interactions between 

individuals diagnosed with serious and persistent mental illness and the Houston Police 

Department. This decrease in interactions with law enforcement may be due to families 

and care givers appropriately seeking assistance through the mental health system rather 

than through law enforcement as a result of education received from the CCSI staff.  

 

Although not a stated goal of the pilot, another significant impact of the CCSI program 

was a decrease in the number of admissions to the local mental health emergency room, 

Psychiatric Emergency Services (PES), and in the number of admissions to Harris 

County Psychiatric Hospital (HCPC) during this six month period. Fourteen of the thirty 

clients (45%), had a decrease in admissions to the PES, while only eight (26%) had an 

increased number of visits to the PES. Six clients (20%) had a decrease in admissions to 

HCPC, while four (13%), had an increase in admissions. Overall, admissions to the PES 

decreased by 21%, while admissions to HCPC decreased by 51%. The total number of 

admissions to both PES and HCPC for all CCSI clients decreased a total of 28%. 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 picked up 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 was to identify unmet needs and barriers in the community 

that contribute to an individualôs inability to engage and remain in mental health 

treatment. Over the six month pilot, the CCSI staff identified approximately eleven 

barriers that contributed to these clientsô inability 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 staff was able to positively impact existing barriers, through education and strong 

advocacy. The first challenge was to educate the clients, the community and service 

providers about the staffôs roles and the purpose of the CCSI pilot. Initially, they were 

viewed with suspicion, with everyone questioning 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 hard to educate 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, while others 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 continued to work within the community to eliminate existing barriers. Other 

barriers involve systems issues and/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. Finally, 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 to Link and coordinate individuals with mental health 

treatment and other social needs. In order for the CCSI staff to engage the clients and 

establish a rapport with them, they had to meet the client ñwhere they areò. Some of the 

clients were receiving mental health treatment from 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 eventually agreed and still others continued 

to refuse and were excluded from the pilot. Over the six months, staff members worked 

diligently to link and engage the clients with mental health treatment, primary health and 

dental care, and substance abuse treatment, when 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 needs and the 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 continues to work toward the 

goal that the client would eventually 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 admissions 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 goal of the pilot was to provide support and education to individuals and 

family members to minimize contact with law enforcement resulting from 

noncompliance with mental health treatment. The CCSI staff has worked tirelessly to 

educate the clients, their care providers, 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. While several 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 involvement. Once out of the hospital, the family would not follow up 

with having prescriptions filled, monitoring their family memberôs compliance with 
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taking the medication and assisting them in getting to their clinic appointments and they 

would decompensate 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 sole support for their 

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 clients had no 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 during this 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. As with 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 the client 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 activities. 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 compliant 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 instead of 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 or 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.  

 

In summary, the CCSI staff has initiated services that are more suited to the clientsô 

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 regularly and 

consistently to monitor their progress and make sure they have access to services. CCSI 

staff members know that they may not change the clientôs illness; however, they can 

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 and care providers. 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 benefit. Finally, The CCSI pilot has highlighted 

and contributed to the positive and collaborative relationship between the Houston Police 

Department and MHMRA of Harris County. The pilot has 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 by the police department. 

Based on the impact of the program during the pilot phase and 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 CCSI program:  

 

 One Full-time Police Officer. The degree of successfulness 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 

adequately fulfill this role. The CCSI program will require someone who can 

research numerous calls for service, identify areas that have a high concentration 

of CIT calls, identify chronic consumers, provide informational support to the 

case workers, assist case managers with law enforcement issues, and assign new 

chronic consumer cases. The officer can also accompany the team to a clientôs 

home when safety is a concern. 

 

 Two additional Case Managers.  It is strongly recommended that the CCSI 

team be expanded to include 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 larger number of chronic consumers who need 

the intervention that is vital to their stabilization. This would involve increasing 

the budget to pay for salaries, fringe benefits, travel, equipment, office supplies, 

client supplies, and some limited funds for housing assistance.  

 

 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  

 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

After the six month pilot phase of intense engagement and interaction between the two 

case managers and the listed consumers, there was a 70% DECREASE in overall events 

reported by the police department. This represents a significant reduction of police 

contacts. Calls for service decreased by 67.3%, emergency detention orders (EDO) 

decreased by 76.4%, and offense reports also decreased by 67.3%. 
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PES & HCPC 

ADMISSION DATA  
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