Maryland General Assembly
Public Safety and Policing Workgroup

AGENDA

Thursday, July 23, 2015
4:00 p.m.
Joint Hearing Room
Legislative Services Building
Annapolis, Maryland

l. Call to Order
1. Introductions

1. Presentations

STATEWIDE ADVOCATES:

e Rev. Todd Yeary, Senior Pastor, Douglas Memorial Community Church; Legislative
Chair, Maryland State Conference of the NAACP

e David Rocah, ACLU

e Marion Gray Hopkins, survivor and leader of parents group in Prince George's County

e Garland Hopkins, university professor and specialist on training

e Michael Wood, Executive Director of LEAP

e Pastor Delman Coates, Mount Ennon Baptist Church

e Caryn Aslan, Job Opportunities Task Force

BALTIMORE PANEL:

e Ms. Inez Robb, Western District Community Relations Council

e Bishop Doug Miles, Koinonia Baptist Church; Co-Chair, Baltimoreans United in
Leadership

e Tawanda Jones

e Ana Marquez

¢ Billy Murphy, Murphy, Falcon, & Murphy

e Darlene Cain



EASTERN SHORE PANEL.:

Rev. Mark Thompson, Director of EWC Adopt-A-Block (representing Wicomico)

Dr. Kirkland J. Hall, Sr., Community Liaison to Law Enforcement for Somerset County
Rev. Dr. Lewis N. Watson, Pastor of First Baptist Church & Lewis N. Watson Funeral
Home (representing Wicomico)

Rev. Dr. William T. Wallace, Pastor of Union United Methodist Church (Dorchester
& Talbot Counties)

Ms. Thelma Washington, Citizen (representing Kent County)

Mary Ashanti, Wicomico County NAACP

ANNAPOLIS/ANNE ARUNDEL COUNTY PANEL.:

(AVA

V.

Reverend Stephen Tillett, Pastor, Asbury Broadneck United Methodist Church;
Anne Arundel County NAACP President

Archie Trader, Recreation and Facility Manager, Stanton Center

Steve Cornette, Chief Executive Officer, Boys & Girls Clubs of Annapolis &
Anne Arundel County

Lea Green, Maryland CURE

Discussion of Work Plans for Future Meetings

Adjournment
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Community Mediation Maryland is a nonprofit organization dedicated to advancing
collaborative conflict resolution in Maryland through educating the public  viding
training and quality assurance, conducting research, and creatively applyin;  diation to
social challenges. CMM has 18 member centers throughout Maryland wh.  >vide free
mediation to resolve a range of community conflicts. These centers work 1 local law
enforcement. In some counties, this relationship is strong and in other co 25, we hope
to strengthen the relationship.

Community mediation centers can improve policing and police communit  ediation in
two specific ways.

(1) Community mediation centers support resolution of disputes between  nmunity
members (neighbors, family, businesses), at the community level. When law enforcement
officers refer cases to community mediation, people involved can resolve | r conflicts in
a sustamable way that builds relationships. This enables law enforcement to connect
people with community resoutces and be early intervention “problem-solvers” rather than
just enforcers. Community mediation centers also offer training in communication and de-
escalation skills for law enforcement officers and community mediators can ride along with
officers, offering their skills on the spot in the middles of an escalated con

(2) Community mediation centers can and do mediate complaints against {  :e

officers. Unlike the traditional method of addressing allegations of police  :onduct, this
resident—police mediation allows for community members and officers t«  dd
understanding around what happened in the situation, creating bridges between law
enforcement and the community. Community mediation centers also offe;  alogue circles
with youth and police, to build broader understanding and offer a chance to change
behaviors in future interactions.

Both forms of mediation (intra—community and resident—police) reduce community
strife, increase mutual understanding, and prevent violence.

Below is 2 more in depth description of these approaches. CMM hopes to work with the
Task Force and local law enforcement agencies to identify ways to increase @ use of these
strategies. While these strategies alone will not resolve all of the current ¢t nges, they
are an important component of the broader reforms that we believe are necessary and
hope will be forthcoming.

Community Policing: Supporting Police as Problem-Solvers

Mediation for Community Conflicts:

Police can refer neighborhood, family, and business disputes to mediationy :n they
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respond to these calls for service. Mediation brings together all participants in a dispute
with two non-judgmental mediators. Mediators listen to everyone and support the
conversation to build understanding. In mediation, participants develop their own
solutions that meet the needs of everyone involved. Mediation services are free and
provided in locations throughout the service area.

Research has found that mediation decreases repeat calls for service, thus saving public
resources through resolution of the underlying issues of the disputel.

Conflict Management Skills and De-escalation Training:

Community Mediation Maryland provides training in Conflict Management and De-
escalation Skills for Law Enforcement. These skills support verbal efforts to de-escalate
situations and highlight the connection between de-escalation and officer safety. This
training is certified by the Maryland Police and Corrections Training Commission for 6
hours of in-service credit.

Mediators Ride-along with Police Officers:

Mediators can participate in ride-alongs with police officers. In this capacity, they can help
with making referrals to mediation or opening cases on the spot. They can also educate
officers about mediation and learn more about police experiences.

Engaging Police in Dialogue with Community Members
Dialogue Circles

Dialogue circles between community members (youth and/or adults) and police support
relationship building and humanize members of the circle to each other. The facilitated
circles give everyone a chance to speak about their experiences and allow everyone to hear
different perspectives on some divisive issues. The overall goal 1s to build a new
understanding. Sometimes specific suggestions come out of these circles.

Police Complaint Mediation

Voluntary mediation between police and residents can be used in place of the traditional
Internal Affairs investigation for complaints such as Harsh Language, Unprofessional
Behavior, or Disrespect. Mediation gives both the resident and the officer a voice in a
direct conversation where each can explain their experience of the situation. When
appropriate, they can develop agreements for their future interactions. Police complaint
mediation 1s available in some cities around the US and feedback is consistently positive
from both officers and residents. In Maryland, Calvert County has had success with such a
program, and Baltimore City is in the process of developing this program.

Facilitated Collaborative Policy Building

Community mediation programs can facilitate broader collaborative decision-making
between multiple stake-holders, such as law enforcement, residents, elected officials, civil
rights groups, and others. Through this dialogue, participants can identify specific
challenges and collaboratively develop both policy and programmatic solutions to those
challenges

! Charkoudian, Lorig. “Giving Police and Courts a Break: The Effect of Community Mediation on
Decreasing the Use of Police and Court Resources.” Conflict Resolution Quartetly, 2010, 28(2), 142-155.
Charkoudian, Lorig. “A Quantitative Analysis of the Effectiveness of Community Mediation in Decreasing
Repeat Police Calls for Service,” Conflict Resolution Quarterly, 2005, 23 (1), 87-98.



EQUITYMATTERS

July 213, 2015

To Whom it May Concern within The Honorable Maryland State Legislative
Committee and within the Larger Body Considering Matters of Police
Reform and issues of Equity around Jobs, Safety and Justice :

As one of 24 national WK Kellogg Foundation Community Leadership Network Fellow
in the Racial Equity and Healing Cohort ( one of 2 in Maryland, the only in Baltimore,
and one of a handful in the East Coast), I often find myself nationally defending our
great State of Maryland often at National Conferences and Think tank gatherings
around best and most promising practices.

In our defense of the state of Maryland, we at Equity Matters believe that we are ata
place in our lifetime that innovation and bipartisan boldness are essential for Maryland
to lead the nation in having challenging conversations regarding....law enforcement
reform, community engagement, and reducing the sentiments of anger, fear, and
hopeless in communities of color,

We at Equity Matters believe that as Texas has taken on the challenge to address the
effects of racism within their state by having state agency complete training in Undoing
Racism, we in Maryland can match and surpass the efforts needed to prevent the
questionable deaths of Maryland residents and reduce the sentiments of abuse and
brutality being raised against law enforecement officials.

We at Equity Matters believe that Maryland has the opportunity to lead in having hard
conversations regarding the relationships that communities of color have with law
enforcement and the important role and responsibility given to law enforcement to
protect and serve all communities. But we have not yet displayed that in evidence.

We at Equity Matters defend the ability for the great state of Maryland to work beyond
stark political beliefs on racism in Maryland to create communities that are beloved by
its current residents that are equitable for safety, employment, education, and well-
being.

Page | 1



Please Find attached some practices from Texas that I know we can meet and exceed
here in MD.

We look forward to serving the State of Maryland Legislature as it continues to serve the
citizens of the Great State of Maryland in “Promoting Equity-in-All Policy™

In Service,

Michael P. Scott
Chief Equity Officer, Founder
Equity Matters, Inc.

410.449.0378

Corporate Mail:
3613 Sequoia Avenue
Baltimore, MD 21215

Social Solutions/ Equity Lab:
mdlogix Building

Health Equity Decisions Incubator
1216 East Baltimore Street
Baltimore, MD 21202

Community Wealth Building and Tech Incubator:
Maryland Center for Entrepreneurship
Conscious Venture Lab

Howard County Maryland

9250 Bendix Road

Suite 635

Columbia, Maryland 21045
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THE INSTITUTE FOR URBAN
POLICY RESEARCH & ANALYSIS

THE UNIVERSITY OF TEXAS AT AUSTIN

THE CENTER FOR ELIMINATION OF
DISPROPORTIONALITY AND DISPARITIES:

Spearheading Texas’s Ongoing Fight Against Institutional Racism and Other Causes of Inequity
June 1, 2015

Victor Q. Obaseki, T
Renée Hatcher, JD

EXECUTIVE SUMMARY

Institutional racism, It is a word that means many different things to different people. However, there is
likely mainstream consensus on at least one thing concerning institutional racism: elimination. That is,
right-minded people want to eliminate it wherever it exists, whatever it is.

This brief examines the Center for Elimination of Disproportionality and Disparities (CEDD), the
institution that, over time, has become the primary mechanism for the elimination of institutional
racism in Texas state agencies that serve families and children. In addition to providing the long history
of CEDD and its predecessor institutions, this brief explores the meaning of institutional racism,
particularly as it relates to CEDD’s work to eliminate “disproportionality and disparities.” Crucially,
while assuming widespread goodwill amongst state agency employees, the brief uses various research
and data to conclude—as the state’s health equity efforts have, at least, strongly implied—that
institutional racism, properly defined, exists in Texas state agencies. However, the brief also recognizes
that institutional racism may not be the only cause of disproportionality or disparities,

Thus, this brief makes recommendations for CEDD to progress and succeed in its mission to eliminate
disproportionality and disparities, whether caused by institutional racism or some other factor,
Specifically, the recommendations call for Texas to 1) move CEDD from the Health and Human
Services Commission (HHSC) to the Office of the Governor, with specific mandates for relevant state
agencies to regularly report to CEDD and otherwise cooperate with CEDD; 2) pass legislation similar
to House Bill (HB) 2038 (2013) in order to empower and require CEDD to address disproportionality
across state systems; and 3) pass legislation to require CEDD and the Legislative Budget Board to
conduct a comprehensive economic analysis of the impact disproportionality and disparities have on the
state.
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HISTORY OF THE CENTER FOR ELIMINATION OF
DISPROPORTIONALITY AND DISPARITIES

Administratively established in 2010 and codified in 2011, CEDD aims to partner with health and
human services agencies, other state systems, external stakeholders and communities to identify and
eliminate disproportionality and disparities affecting children, families, and individuals (Center for
Elimination of Disproportionality and Disparities [CEDD], n.d.). The Texas Department of Family and
Protective Services (DFPS), within HHSC, defines “disproportionality” as the overrepresentation of a
particular group of people in a particular program or system, and “disparity” as the unequal or
inequitable treatment of one group as compared to another. CEDD has performed many training
sessions and presentations, formed key partnerships, and generally informed Texans and others about
combating disproportionality and disparities throughout this state and its governmental agencies. But
Texas’s official effort to fight against disproportionality and disparities affecting children and families
is far older than CEDD; indeed, the effort is more than two decades old.

National Effort Becomes State Effort

In 1985, U.S. Secretary of Health and Human Services Margaret Heckler released a landmark task
force report that called for the U.S. government and the public health community to address the
significant health disparities the report had found affecting ethnic and racial minorities (Heckler, 1985).
The report represented the first time the U.S. Department of Health and Human Services had
consolidated racial minority health issues into one report. The U.S. Congress responded the next year
by establishing the Office of Minority Health within the U.S. Department of Health and Human
Services. During the next 20 years, as various research detailed disparities in health and other social
service systems, 40 states followed the nation’s lead by establishing state offices intended to work to
eliminate health disparities affecting people of color (National Association of State Offices of Minority
Health [NASMOH], 20086).

Texas was one of those states, establishing its Office of Minority Health via legislation in 1993 (HB
1510, 1993). Eight years later, Representative Garnet Coleman authored a bill that established a Health
Disparities Task Force to help the state “eliminate health and health access disparities in Texas among
multicultural, disadvantaged, and regional populations” (HB 757, 2001). The legislation required the
task force to investigate and report on disparities issues, develop strategies to eliminate the disparities,
and reorganize state health programs as necessary to strive for that elimination. The legislature also
required the task force to consult with the renamed Office of Minority Health and Cultural Competency
and the women’s health office. The task force was required to report to the governor and legislative
leaders, first annually and later biennially.

Next, in 2003, Representative Arlene Wohlgemuth authored a bill that consolidated the state’s health
and human services system under the oversight of HHSC and its executive commissioner (HB 2292,
2003). The bill laid the groundwork for Representatives Dawnna Dukes and Garnet Coleman to further
the state’s health equity aims with 2007 legislation (HB 1396, 2007). The 2007 legislation officially
gave the Office of Minority Health a more apt statutory title: Office for the Elimination of Health
Disparities. However, the Office of Minority Health continued administratively and today serves within
CEDD as a grant-receiving information resource. The 2007 legislation moved the newly named office
from the Department of State Health Services to the parent HHSC agency, so that the office could carry
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Child Protective Services Disproportionality in the Midst of Crisis

Meanwhile and relatedly, the Texas Legislature
in 2005 took another key step to addressing
health and human services equity by passing
Senator Jane WNelson's Senate Bill (SB) 6
(2005), coauthored by Kyle Janek, the current
HHSC executive commissioner who was then a
state senator. The bill was a response to then-
Governor Rick Perry, who had sought systentic
reforms of the state’s troubled child and adult
protective services with executive orders and a
declaration of an emergency legislative item.
The governor’s actions came after several news
reports on injuries to and deaths of children
involved in Texas Child Protective Services
(CPS), overseen by DFPS (Mann, 2007).

In relevant part, SB 6 required HHSC and
DFPS to analyze 2004 and 2005 data on child
removals and other child  protection
enforcement actions to determine whether such
actions, when accounting for all relevant
factors, were taken disproportionately against
any racial or ethnic group. If the agencies found
such disproportionate action, the legislation
required the agencies to 1) evaluate policies and
procedures on child protection enforcement
actions, 2) develop and implement a
remediation plan to prevent disproportionate
action based on race and ethnicity, and 3) report
back to the legislature,

Furthermore, the bill added a cultural awareness
section to the child welfare chapter of the Texas
Family Code, which applies to CPS. The
section—unamended since—requires DFPS to
1) develop and deliver cultural competency
training for service delivery staff; 2) target
recruitment efforts for appropriate foster and
adoptive families and diverse staff; and 3)
partner with community organizations “to
provide culturally competent services to
children and families of every race and
ethnicity.”

After conducting SB 6’s mandated analysis,
HHSC and DFPS did find disproportionate
child protection enforcement actions that
affected children of color, particularly Black or
African American and Native American
children (Texas Health and Human Services
Commission & Department of Family
Protective Services [HHSC & DFPS], 2006). In
the resulting 2006 remediation plan and report
to the legislature, HHSC and DFPS listed the
first major remedial achievement as staff
training, including “Undoing Racism™ training
for CPS management and later DFP$ staff. In
2007, with CPS still mired in controversy
because of more child deaths, Senator Nelson’s
SB 758 furthered the reform process of DFPS,
particularly CPS, by calling for an overall
improvement plan (Department of Family and
Protective Services [DFPS], 2007). The
December 2007 improvement plan report to the
legislature noted that DFPS was in the process
of establishing a statewide network of
disproportionality specialists to serve the
community and CPS staff. The report
mentioned that the legislature funded the
specialists network, in addition to “undoing
racism” training,

During the five years after SB &'s 2005
passage, several thousand Texas CPS staff,
other agencies’ staff and community members
throughout the state participated in undoing
racism and other cultural competency training,
as DFPS implemented its remediation and
improvement plans. Meanwhile, CPS slightly
reduced disproportionate child protective
actions while making the CPS$ staff more
racially diverse (DFPS, 2011).

In September 2010, then-HHSC Executive
Commissioner Tom Suechs administratively
created CEDD, appointing Joyce James to head
the institution (HHSC, 2010). James, who had
provided testimony regarding CPS
disproportionality during hearings on 2005's
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SB 6, worked in CPS as an assistant and deputy to make sure that every person is trested with
DFPS commissioner from 2004 till taking over respect and dignity. Joyce has been a pioneer in
CEDD. Part of the announcement of CEDD helping improve equity in our protective
quoted Suehs: “At the heart of all our programs services programs, and we want to put that
and services, we’re about people. And we want same focus on all our services.”

Cross-Systenis Elimination of Disproportionality and Disparities

With passage of Senator Royce West’s SB 501 (2011), the legislature made CEDD official in law
during its 201l regular legislative session. The bill officially replaced the Office for Elimination of
Health Disparities with CEDD, which now encompasses the state Office of Minority Health and Health
Equity, the Office of Border Affairs, and the statewide network of regional equity specialists first
established in CPS.

The legislation also created an Interagency Council for Addressing Disproportionality (IC) and
eliminated the decade-old Health Disparities Task Force statute. [n a move to a more cross-Systems
approach to the problem, the legislation required the IC to include agency and community
representatives from various education, health and human services, juvenile justice, and criminal justice
backgrounds. The bill named CEDD’s representative presiding officer of the IC. 8B 501 explained that
the IC was to examine, investigate, and then report to the legislature on any disproportionality or
disparities affecting racial or ethnic minorities in the state’s juvenile justice, child welfare, mental
health, education or health system,

Just ahead of the December 2012 deadling, the IC, led by James, released a 222-page report that found
that disproportionality and disparities affected racial and ethnic minorities in all of the systems
examined (Interagency Council for Addressing Disproportionality, Texas Health and Human Services
Commission, Center for Elimination of Disproportionality and Disparities, 2012), The report outlined
components of a “Texas model” for addressing the disproportionality and disparities. The model had
been used during the CPS disproportionality remediation and guided CEDD's work. In addition to a
focus on data-driven strategies, community engagement, and cross-systems collaboration, two elements
featured prominently in the model: 1) “anti-racist” training and principles and 2} “an understanding of
the history of institutional racism and the impact on poor communities and communities of color” to
“develop common analysis of racism and history that led to current outcomes.”

The report, in relevant part, recommended to the legislature that: 1) CEDD assist HHSC in developing
cross-systems performance measures based on the Texas model; 2) the state implement the Texas
mode! in all of the systems examined in the report; 3) the IC continue till December 2015 and submit a
status report on the implementation of the Texas model to the legislature in December 2014; and 4)
CEDD monitor and report to HHSC executive commissioner on implementation plans to address
disparities in health and human services agencies.

Center for Elimination of Disproportionality and Disparities; 2013 to Present

During the 2013 regular legislative session, Representative Dawnna Dukes authored HB 2038 (2013) to
implement the IC’s recommendations. The bill passed in the House with bipartisan support, but only
after it was amended to give the HHSC executive commissioner more control over CEDD’s contract-
based partnerships and the substance of the Texas mode!. The legislation died in the Senate, leaving the
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IC to officially expire in December 2013. HHSC Rider 87 of the state budget, however, contained some
key provisions from HB 2038, including a requirement that CEDD advise various state systems on
cultural competency training and partner with community to help deliver culturally competent services
to children and families (SB 1, 2013). The rider also called for CEDD and the IC to develop and
recommend to the HHSC executive commissioner policies for addressing disproportionality and
disparities across several state systems, and to report back to the legislature on implementation of those
policies (assuming the executive commissioner's approval).

Since the 2013 regular legislative session, at
least five key things have occurred in the story
of CEDD. First, leadership at CEDD changed
hands, with Sheila Sturgis Craig taking over
from James. Second, the IC officially dissolved
in December 2013. Third, on January 6, 2015,
HHSC and CEDD released to the Institute for
Urban Policy Research &
Analysis a report in
response to Rider 87 (R.
Patterson, personal
communication, January 8,
2015). The Rider 87 report
was 17 pages and contained
no information regarding
whether any of the state
systems examined by the
December 2012 report had
made any progress in  eliminating
disproportionality or disparities; instead, the
report highlighted that “only the Department of
Family and Protective [si¢c] has a formal
legislative mandate to address
disproportionality and disparities within their
agency.” Fourth, CEDD has altered the Texas
model, which was approved by the IC and
reported to the legistature in 2012. While the
Rider 87 report indicates that CEDD continues
to refine the Texas model, which includes
“[plromoting  anti-racist or race equity
principles ... ,” CEDD’s website explanation of

As legislation on CEDD
maoves away from a cross-
systems effort, the Center
seems to be moving away
from explicitly addressing

“institutional racism.”

the Texas model, as of the publication of this
brief, includes no mention of anti-racist work.
Furthermore, neither the Rider 87 report nor the
website uses the term “institutional racism.”
Fifth, HHSC Rider 64 of the new state budget
expected to be signed into law retreats from the
legislative effort of the two previous regular
sessions to carry out CEDD's
mission across systems (HB 1,
2015). Instead, Rider 64 limits
CEDD’s advice on culmral
competency  training  and
development of and
recommendation on policies to
health and human services
agencies, excluding  key
systems that 2013°s Rider §7
included. Also, Rider 64 makes
the first legislative mention of the “CEDD and
the HHS Statewide Coalition on Addressing
Disproportionality and Disparities.” CEDD
officials have said this coalition is intended to
replace the IC. However, the names of the two
groups tell the fundamental difference—the IC
or Interagency Council was a cross-systems
entity, while the “CEDD and the HHS
Statewide Coalition” is limited to health and
human services. As legislation on CEDD moves
away from a cross-systems effort, the Center
seems to be moving away from explicitly
addressing “institutional racism.”
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Institutional racism has been defined as those established laws, customs, and practices that
systernatically reflect and produce racial inequities in American society (Jones, 1972; see also Knowles
& Prewitt, 1970), While the practice of institutional racism has a long-standing history in the United
States, the term was ¢oined in 1967 by Kwame Ture and Charles Hamilton in the book Black Power:
The Politics of Liberation (Ture & Hamilton, 1967). Institutional racism is different from individual
racism, or the prejudice acts and attitudes of individuals against a member or members of an oppressed
minority (Sears, Henry, & Kosterman, 2000). Institutional racism is “less overt, more subtle, less
identifiable in terms of individuals committing the acts. But it is no less destructive to human life”
(Ture & Hamiiton, 1967).

INSTITUTIONAL RACISM

It is important to understand that institutional racism does not necessarily result from intent. It can
occur even when the institution or its agents—individuals—do not intend to make distinctions on the
basis of race. Often, institutional racism occurs without any awareness that it is happening (Schafer,
2000), Cultural bias in standardized testing is an example of unintentional institutional racism. The
results of such biases contribute to the “Black White test score gap” and have a wide-ranging effect on
the educational opportunities of African American children. (Hilliard, 1979; Jencks & Philips, 1998).

Institutional racism looks beyond the maliciously mativated model of individual racism. In doing so, it
stresses how past policies result in current inequalities and focuses on outcomes, as opposed to actions
(Lopez, 2014). For example, the infant mortality rate for African American mothers is more than twice
that of their White counterparts (Centers for Disease Control and Prevention, 2014). Maternal health,
nutrition, and access to prenatal care contribute to pregnancy and childbirth outcomes (Centsrs for
Disease Control and Prevention, 2014). African American women are more likely to live in a food
desert and receive lower quality medical care than their White counterparts (Trehaft & Karpyn, 2010;
[OM Unequal Treatment, 2002), Another example is the wealth gap. In 2013, the median wealth of
Black households was $11,000, compared to $141,000 of White households (and $13,000 for Hispanic
households) (Kochhar & Fry, 2014). Researchers have identified possible factors including,
intergenerational inheritance, differing unemployment rates, differing rates of and policies on
homeownership (including redlining, race covenants, and housing segregation), and college education
{Desilver, 2013).

The policies and practices of institutions operate in a way that produces systemic and ongoing
advantages and disadvantages based on race (Zatz & Mann, 1998). As a result, it creates and maintains
racial and socioeconomic inequalities in communities across the United States (Fong, Dettlaff, James,
& Rodriguez [Eds.], 2015, pp. 21-22). Institutional racism is reflective of the dominant group’s
cultural assumptions and leads to the systematic disadvantage of minorities (Anderson & Taylor, 2006;
Knowles & Prewitt, 1970). As a result, minorities face overrepresentation in adverse outcomes
(disproportionality) and unequal treatment or services as compared to the dominant group (disparity).
Disproportionality and disparities exist across systems, in every societal sector that individuals have
contact with, including health, education, criminal justice, and employment (Fong et. al. [Eds.], 2015).
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(James & Love, 2013). Hispanic children are twice as likely as their White counterparts to be expelled
from school, while African American children are three times as likely as White children to be expelled
(Governments Justice Center [CSGIC], 2011), Controlling for other variables, African American
students have been found to be 31% more likely to receive discretionary disciplinary action when
compared to otherwise identical White and Hispanic students (CSGJC, 2011). These systems are
interconnected and have many points of overlap (Nicholson-Crotty, Birchmeier, & Valentine, 2009).
Students suspended for a discretionary violation are nearly three times more likely to be in comtact with
the juvenile justice system (CSGIC, 2011). African American children are twice as likely to be
committed to a juvenile detention center in Texas (James & Love, 2013). This pattern of
disproportionate detention is carried throughout the larger criminal justice system in Texas. While
African Americans make up only 12% of the Texas population, they account for roughly 36% of the
prison population in Texas (Texas Department of Criminal Justice, 2012).

All of these statistics illustrate racial disproportionality and disparities that exist because of institutional
racism in Texas. Arguably, the most clear and comprehensive research implicating institutional racism
in this state came in 2011’s “Breaking Schools® Rules: A Statewide Study of How School Discipline
Relates to Student’s Success and Juvenile Justice Involvement,” The Council of State Governments
Justice Center and the Public Policy Research Institute at Texas A&M University produced the study.
Remarkably, the study followed all students in Texas public schools who began seventh grade in
academic years 2000, 2001, or 2002 (CSGIC, 2011). Of the nearly one million students whaese records
were reviewed, 14% were African American, 40% were Hispanic, and 43% were non-Hispanic White.

Generally, the study found mandatory discipline for serious violations was relatively rare and nearly
equal across racial groups during the secondary school years averall, However, when controlling for 83
factors—including sex, low-income status, special education status, at-risk status, attendance rate,
limited English proficiency, immigrant or migrant status, campus teacher racial demographics, and a
variety of academic performance factors—race was still a predictive factor for whether a student would
be disciplined, especially for discretionary disciplinary actions. African Americans suffered the most
from disproportionate discretionary disciplinary actions of school officials. In fact, in ninth grade,
African American students were 23% less /ikely than White students to commit serious offenses that
required mandatory discipline, yet school officials were 31% more likely to subject African American
ninth-graders to discretionary discipline when compared with their White counterparts. The authors
found this astounding dispropertionality even after factoring in all other measurable student and
campus attributes; race still dictated.

DISCUSSION

Nearly 22 years after Texas began formally striving for racial equity in its health and human services
system, the Rider 87 and December 2012 IC reports make absolutely clear that there is still much work
to do. Disproportionality and disparities in Texas, as throughout the country, are pervasive. They
profoundly affect not just the children and families served by Texas’s health or child welfare services
and systems, but also the state's education, mental health, and juvenile justice systems. Black or
Aftrican American children and families face particularly dire disproportionality and disparities, though
many other Texas residents of color also suffer from disproportionate outcomes or disparate service or
treatment, '
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Research shows that institutional racism—regardless of the intention of those working in the relevant
institutions—has caused and continues to cause disproportionality and disparities in this country and
this state. Understanding this fact requires that, amongst other things, one appreciates the differences
between institutional and individual racism. A recent book on addressing disproportionality and
disparities in human services quotes a White scholar in this regard: “I was taught to recognize racism
only in individual acts of meanness by members of my group, never in individual systems conferring
unsought racial dominance on my group from birth” (Fong et al. [Eds.], 2014, p. 251).

The main reason CEDD—and institutions like it-—must train, present, and discuss institutional racism
is not to place blame on any individuals within the relevant institutions; rather, it is because the
opportunity to eliminate something within an institution is obviously greater when all stakeholders have
a robust and common understanding of exactly what they seek to eliminate. That fact is why the Texas
model formerly referred to “an understanding of the history of institutional racism.” The former model
was used for years, with some success during the CP§ disproportionality remediation (Interagency
Council for Addressing Disproportionality, Texas Health and Human Services Commission, Center for
Elimination of Disproportionality and Disparities, 2012).

[t is important to recognize that disproportionality and disparities likely can exist without institutional
racism being the cause. Most researchers believe that the causes of disproportionality and disparities are
complex and multiple. Thus, the best way to approach an effort to eliminate disproportionality and
disparities is to appropriately address all causes to the fullest extent possible (Fong et al, (Eds)], 2014),
This brief focuses on institutional racism because it is ome widely misunderstood and profoundly
pervasive factor that causes immense disproportionality and disparities.

CONCLUSION & RECOMMENDATIONS

Texas has been fighting to eliminate disproportionality and disparities affecting children and families
for nearly a quarter-century, but they stubbornly persist across state systems. The state must make a
concerted, robust, cross-systems effort to eliminate or, at least, minimize institutional racism, because
research shows that it is a widespread cause of disproportionality and disparities. The Center for
Elimination of Disproportionality and Disparitiecs—an institution Texas should be applauded for
creating—is the state institution best positioned to do that as part of its effort to rid this diverse state of
inequity. Therefore, Texas should do three things to support and grow CEDD in the most efficient and
effective way:

Recommendation #1: Transfer the Center for the Elimination of Disproportionality and Disparities
from the Health and Human Services Commission to the Office of the Governor, while requiring
relevant agencies within state systems—including health, mental health, juvenile justice, education, and
child welfare—to regularly provide data to and otherwise cooperate with CEDD in identifying,
tracking, and eliminating disproportionality and disparities.

Rationale: Instead of having each system address disproportionality and disparities issues in its own
way, without a legislative mandate, CEDD can more comprehensively, efficiently, and consistently
work with these interconnected systems to carry out its mission wherever it is necessary. This cross-
systerns approach was the reason SB 501 (2011) established the Interagency Council for Addressing
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Disproportionality, in addition to codifying CEDD. It makes sense that an effort involving so many
different state agencies comes from the Office of the Governor.

- it -

Recommendation #2: Pass legislation similar to HB 2038 (2013) reestablishing a statutory, cross-
systems body similar to the IC and requiring each relevant agency to address disproportionality and
disparities together with CEDD. The legislation should establish new duties for CEDD regarding a)
officially adopting a Texas model to achieve equity and address disproportionality and disparities and
all of their causes, b) implementing the Texas model in HHSC and other relevant state systems, and c)
advising relevant state agencies regarding cultural competency training for staff and partnering with
community to deliver culturally competent services.

Rationale: The December 2012 legislative report produced by CEDD and the IC indicated that
significant disproportionality and disparities exist in every examined state system (Interagency Council
for Addressing Disproportionality, Texas Health and Human Services Commission, Center for
Elimination of Disproportionality and Disparities, 2012). The CEDD and IC report produced in
response to HHSC Rider 87 of 8B 1 (2013) gave no indication whatsoever as to whether any
improvement had been made in any of the state systems examined by the December 2012 report (R.
Patterson, personal communication, January 6, 2015). In fact, the report required by Rider 87 points out
that “only the Department of Family and Protective [sic] has a formal legislative mandate to address
disproportionality and disparities within their agency.” Presumably, the “mandate™ the report refers to
is Section 265.004 or Section 264.2041, Texas Family Code. Recommendation #2, together with
Recommendation #1, would ensure that all relevant agencies address disproportionality and disparities
with the guidance of CEDD.

Recommendation #3: Pass legislation to require CEDD and the Legislative Budget Board to
collaboratively produce an economic analysis on the cost of disproportionality and disparities to the
State of Texas.

Rationale: The issue of disproportionality and disparities is a moral issue concerning equity for the
future and foundation of the state—children and families; however, it is also an economic issue. For
example, research indicates that dropping out of the education system is linked to a greater likelihood
of involvement in the juvenile justice system, and, in turn, is linked to greater likelihood of involvement
in the criminal justice system, which, of course, costs Texas taxpayers dramatically (Texas Appleseed,
2007). Similarly, the impact of health disparities comes at a substantial cost to the State of Texas. The
years of potential life lost, time or days away from work, and additional costs to the health care system
all contribute to an excess cost or loss of economic value for Texans. A number of states have
developed a method of measurement for health disparities using one or more of these metrics (HCUP,
2011). In Texas, these costs will likely increase given the state’s growing population of color. It would
be hugely beneficial to understand just how economically impactful disproportionality and disparities
are to Texas.
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Executive Summary

Senate Bill (8.B.) 501, 82™ Legislature, Regular Session, 2011 was enacted in May 2011 to
address the disproportionality of certain groups in the juvenile justice, child welfare, health, and
mental health systems and the disproportionate delivery of certain services in the education
system. Disproportionality refers to a comparison between the percent of persons of a certain
race or ethnicity in a target population to the percentage of the same group in a reference (or
base) population.

8.B, 501 directed the Texas Health and Human Services Commission (HHSC) to establish the
Interagency Council for Addressing Disproportionality (Interagency Council) to review the
delivery of services to children who are members of a racial or ethnic minority group in the child
welfare, education, health, juvenile justice, and mental health systems for disproportionality;
examine best practices, training, and the availability of funding related to addressing
disproportionality; and to make recommendations on methods to improve the use of available
public and private funds to address disproportionality and the long-term elimination of
disproportionality.

Additionally, the legislation required the Interagency Council is to report on the implementation
plan to address health and health access disparities. Disparity is the comparison of the ratio of
one race or ethnic group in an event to the representation of another race or ethnic group who
experience the same event. A disparity exists when the ratios are not equal. The report is due
December 1, 2012,

Statewide Data Collection

Data collection for this legislative report took place from December 2011 through August 2012
and involved Fiscal Year 2010 quantitative data on racial or ethnic groups and qualitative
information on disproportionality funding and cultural competency training. The Interagency
Council representative on juvenile justice from the Governor's Office provided statewide data
from the Texas Juvenile Tustice Department (TIJD. The Department of Family and Protective
Services (DFP8), the Department of State Health Services (DSHS), the Texas Education Agency
(TEA), and the Department of Assistive and Rehabilitative Services (DARS) also provided
available statewide data for children who are members of a racial or ethnic minority group at
points of entry, decision points, and outcomes. Ages differ for these children and youth across
agencies. Thus comparisons within agencies, rather than across agencies, are used in this report.

A relative rate comparing racial and ethnic groups to one another was constructed from almost
all the data collected (see footmote 4). The resulting statewide data used in this report is used to
determine whether or not disproportionality and disparities exist within Texas systems, not how
or why they exist. Additionally, the statewide relative rate data are not compared to national
prevalence or incidence rates as this was beyond the scope of the report.
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Statewide Data Findings

Juvenile Justice

Disproportionality and disparities exist for Texas children and youth in juvenile justice, child
welfare, mental health and education systems at points of entry, decision points, and
outcomes.

When systems have an entry and exit point; and those entries are disparate and/or the exits
from those systemns are disparate, the result is more children and youth of racial and ethnic
minorities in the system.

At the juvenile justice point of entry, referrals are more disproportionate for African
American youth and somewhat less so for Hispanic youth. Following that, the groups are
equal until the next major decision point: the courts. At this decision point, the likelihood of
being confined as a juvenile or being tried as an adult is higher for African American youth
than Hispanic or Anglo youth, though Hispanic youth are confined at a higher rate than
Anglos,

Child Welfare

Child abuse and neglect reports of African American and Native American youth are higher
than Anglo or Hispanic youth. Once reported, however, there is no disparity with respect to
CPS initial investigation actions. African American and Native American children are more
likely to be placed into foster care and custody, and following that decision, African
American children are less likely to be reunified with their families. These two decision
points, placement and reunification, are related to a disproportionate number of African
American children in foster care.

Mental Health

The rate of referrals for children and youth of different races and ethnicities to DSHS
inpatient mental health services varies as do diagnostic categories. Once hospitalized, the
use of restraints is higher for African Americans than Hispanics or Anglos, Qutcomes arg
similar for all groups with “no change” reported for around 90 percent of inpatients,
African American children and youth are more likely to be newly admitted to DSHS mental
health outpatient services and served, while a lower rate of Hispanics are served, relative to
Anglos. Qutpatient diagnoses vary by race and ethnicity. Hispanic children and youth are
more likely, and African Americans less likely, to have completed outpatient services than
Anglo children and youth. Levels of functioning and problem severity scores at discharge
are sitnilar for all groups (over ong-third show improvement), and re-arrest rates are low for
all groups. Improvement in school is lowest for African American children and youth (60
percent), relative to other groups (approximately 70 percent).

Education

5. B. 501, 82™ Legislature, Regular Sesslan, 2011

African American and Hispanic children and youth are less likely than Anglo children and
youth to be in educational programs for the gifted. They are more likely to be considered at
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risk and economically disadvantaged. They are also more likely to drop out of school than
Anglo youth, In addition, the “Breaking Schools' Rules: A Statewide Study of How School
Discipline Relates to Students’ Success and Juvenile Justice Involvement™ report indicates
that, “African American students and those with particular educational disabilities were
disproportionately likely to be removed from the classroom for disciplinary reasons.”

Interagency Council Recommendations

Recommend that the Center for Elimination of Disproportionality and Disparities assume a
leadership role in identifying and reporting on the social determinants and health conditions
in most need of high impact response to address disproportionality and disparities across
health and human services agencies,

Recommend that the Center for Elimination of Disproportionality and Disparities assist the
Health and Human Services Commission in developing cross systems performance measures
aligned with the components of the Texas model for addressing disproportionality and
disparities.

Recommend that the Interagency Council continue through December 1, 2015,

Recommend that the Interagency Council prepare and submit by December 1, 2014 to the
lieutenant governor, the speaker of the house of representatives, and the legislature a report
on the status of implementation of the Texas model for addressing disproportionality and
disparities and the Interagency Council’s recommendation as to whether to continue the
Interagency Council.

Recommend that the Center for Elimination of Disproportionality and Disparities monitor
and report to the Executive Commissioner of HHSC on implementation plans to address
health disparities across HHS agencies.

Recommend implementation of the Texas model for addressing disproportionality and
disparities in the juvenile justice, child welfare, health, education, and mental health systems.

Implementation Plan to Address Disproportionality and Health and Health
Access Disparities

The Interagency Council adopted the Texas model for addressing disproportionality and
disparities as the implementation plan to address disproportionality and health and health access
disparities across HHS agencies.

Madel Components

5. B. 501, 82™ Legislature, Regular Session, 2011

Data driven strategies: All data collection, research, evaluation, and reporting includes a
breakdown by race and ethnicity, Data is compared to the racial and ethnic populations of a
defined area. Data is examined from a systemic and cross systems perspective and shared
transparently with systems and the communities affected by the data outcomes.

Leadership development: Develop both systems and community leaders grounded in training
defined by anti-racist principles and are willing to support internally and externally
individuals within the same leadership framework.
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o Culturally competent workforce: Develop workforce that reviews and examines its work
through an anti-racist and hurnanistic lens.

o  Community engagement. Recognize strengths of grass roots community, hear its ideas, and
include community throughout process.

s Cross systems collaborations; Share data, training, and dialogue with systems, institutions,
and agencies that serve the same vulnerable populations.

o Training defined by anti-racist principles: Train staff and partners in principles that ensure
work at culturally, linguistically, and institutionally appropriate levels.

»  An understanding of the history of institutional racism and the impact on poor communities
and communities of color: Develop common analysis of racism and history that led to
current outcomes.

The Four Stages of the Community Engagement Model
Stage 1: Comrmunity awareness and engagement.

This stage involves three discrate, but interdependent processes. The first of these includes
making the problem visible by sharing the data with communities and internal organizational
systems that serve families and youth. The facts about disproportionality are described.

The second process involves anecdotal stories told through the voices of constituents ~ alumni of
foster care, birth parents, kinship caregivers, and foster and adoptive parents — who know
firsthand what disproportionality is from their own experiences.

The third process involves engaging community leaders who are willing to be accountable with
systems to effect sustainable change through anti-racist strategies. This process involves
organizing efforts to develop informed advocates and allies who will become partners with
systems to identify community strengths and needs.

Stage 2: Community Leadership:

This stage involves key processes that build leadership in commumities for systems improvement
and result in community leaders who are empowered to hold systems accountable for sustainable
change.

A second related process relies on a shared leadership in which community leaders and members
make use of their knowledge of community strengths and resilience to address the problem.' As
implemented in the Texas child welfare system, community advisory committees provide
leadership in partnership with systems and organizations. Leadership development has been
achieved through cultural competency training focused on history, race, and culture and through
understanding the impact of systems on poor communities.

Stage 3! Community Organization;

This stage involves a process that elevates the importance of collaborative efforts where
community and systems leaders guide the work. The role of community members in this process

5. B. 501, 82™ Legizlature, Regular Session, 2011 7
Legislative Report on Addressing Disproportionality and Disparities



must be legitimized and the value of their contributions applied in the selection and analysis of
strategies for sustainable change.

This process is guided by anti-racist principles (The People’s Institute for Survival and Beyond,
2011) that are defined by learning from and understanding the history of racism; understanding
its manifestations in our systems; understanding, sharing, and celebrating our cultures;
networking; maintaining accountability; developing new leadership; reshaping gate keeping; and
making a commitment to undoing racism and internalized racial oppression. The overall process
provides a foundation that positions community leaders to gain a sense of their own power. It
results in holding systems 1o a higher level of accountability while remaining accountable to their
community constituents.

Stage 4: Community Accountability:

This stage involves mutual and reciprocal accountability, and a full investment by community
and systems leaders in identifying, developing, and achieving desired and measurable outcomes.

The processes that define this stage are ensuring transparency in community and systems
partnership; the belief that communities are the owners of their solution; and realizing these
solutions require building genuine relationships between communities and systems that lead to
achieving safety, permanency, and well-being for children and families. The constant referencing
back to the data and feedback from constituents provide a context to evaluate desired outcomes.

The success of this stage is the realization that communities are their own best resource, they
hold systems accountable; and they advocate with systems leaders for equitable access to
resources, supports, and programs that bring about transformational change.

The four stages in practice outline the importance and role of community in the development of
strategies to bring about true systemic change. The stages convey the belief that improved
outcomes are possible and disproportionality can be eliminated.

The stages support the importance of conveying a transparent message that is key to developing
trust between communities and systems. This message is delivered and reinforced by state and
regional level management to communities, constituents, and front line staff by sharing data
online and in unit and regional meetings. It is also presented to community groups and at
community and town hall meetings.

Finally, evaluation reports are provided and presentations via power point are made at local,
statewide, and national conferences.
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Interagency Council Findings and Recommendations
Background

The HHSC established the Interagency Council pursuant to 8,B, 501, The purpose of the
Interagency Council is to “examine issues and make recommendations relating to the
disproportionality of children who are members of a racial or ethnic minority group in the
juvenile justice, child welfare, health, and mental health systems and the disproportionality of the
delivery of certain services in the education system.”

Consistent with the requirements of 8.B, 501, Interagency Council membership is composed of
appointed representatives from:

s the Texas Education Agency (TEA),

¢ the Center for Elimination of Disproportionality and Disparities (Center) within the HHSC
(see Appendix A for the mission and vision of the Center);

the DARS;

the DSHS;

the DFPS;

the DADS;

the TIID (formerly the Texas Youth Commission and the Texas Juvenile Probation
Commission);

the HHSC;

the Office of Court Administration (OCA) of the Texas Judicial Systemn;

the Office of the Attorney General (OAG);

the Supreme Court Permanent Judicial Commission for Children, Youth and Families;

the crimninal justice division of the Governor's Office;

one representative of a community-based organization that works with child welfare, juvenile
justice, education, or children's mental health issues;

one representative of a faith-based community organization; and

one person who is a former foster care youth; and two representatives of the medical
community (see Appendix B for a list of Interagency Council representatives).

The faith-based comnmunity organization representative and one representative of the medical
community appointed to the Interagency Council were former members of the statewide
disproportionality task force that was administratively created by DFPS and the statutorily
mandated Health Disparities Task Force (HDTF) repeaied under S.B. 501, respectively. These
appointments reflect the HHSC commitment to ensuring the historical context of previous efforts
to address disproportionality and disparities.

Additionally, the Interagency Council is charged with the preparation and submission of a report
by December 1, 2012; to the lisutenant governor, the speaker of the House of Representatives,
and the legislature containing the findings and recommendations, including a recommendation as
to whether to continue the Interagency Council.
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The Interagency Council conducted its first meeting on November 30, 2011. Subsequent
quarterly meetings took place on February 28, 2012, May 31, 2012; August 30, 2012; and
October B, 2012 (see Appendix C for Interagency Council meeting minutes).

Methodology

Pursuant to 8.B. 501, the Interagency Council’s charge is to:

+ Review the delivery of public and private child welfare, juvenile justice, and mental health
services to evaluate the rates of disproportionality. These are to include: (1) points of entry,
(2) treatment decisions, and (3) outcomes.

* Review the public education services to identify disproportionality in the delivery of services
Review federal, state, and local funds appropriated to address the disproportionate use of
children’s services

« Examine the qualifications and training of children’s services providers
Review information concemning identified unmet children service needs

* Review information on issues related to health and health disparities

The Interagency Council representative on juvenile justice from the Governor's Office provided
statewide data from the Texas Juvenile Justice Department (TJJD). The Department of Family
and Protective Services (DFPS), the Department of State Health Services (DSHS), the Texas
Education Agency (TEA), and the Department of Assistive and Rehabilitative Services (DARS)
also provided available statewide data for children who are members of a racial or ethnic
minority group at points of entry, decision points, and outcomes. To help address the health and
health access disparities requirements of S.B. 501; additional contacts within the DSHS were
identified along with contacts in the DARS. Once these contacts were made, two types of
information from Fiscal Year 2010 were provided by the above agencies.'

The quantitative data provided represent population data on racial or ethnic groups to address the
requirements of 8.B. 501. Data are provided on children of a racial or ethnic minority group in
the juvenile justice, child welfare, mental health, and educational systems in a comparative
context (see Appendix D for figures).” One way of doing this is to use data from these systems
in comparison to data from the general or specific population of children of a similar age and
racial or ethnic group. This involves comparing data between those at different points as a single
rate.” This way the likelihood of a particular racial or ethnic group experiencing an event such as
a referral can be compared to another group, In the present report relevant “base rate’
comparisons will be to Anglos. To both represent comparative difference between groups, and to

" Thig year was chosen because (1) at the time the data were obtained, not all agencies had 2011 data available and (2) consistoncy of years was
congidered desirable. Not all of the data from 2010 waa available so there are a few variations in he years, Additionally, not all data from
privale seryices were dvailable 1o be analyzed,

¥ When this ig not done, percentages or averages for ¢ach recial or ethnic group will he provided. In almost all cases, the racial and ethiic
citegories are African American, Hispanic, Anglo and Othet (Agians, Native American and mixed races).

! Rates can Involve a comparigon between those in the population, thoge within a system, or both,
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be able to more directly estimate the magnitude of the differences between rates, a relative rate
index is provided®.

Furthermore, the population data analyzed for this report represent whether or not
disproportionality and disparities exist and, if possible, their location in the system. The
population data did not indicate how disproportionality and disparities operate or why they exist.
It is expected that disproportionality and disparities found in the report will be addressed by
more in-depth multivariate analyses by agencies to answer questions related to how they operate
and why they exist, Additionally, the statewide relative rate data are not compared to national
prevalence or incidence rates as this was beyond the scope of the report,

The second was qualitative information on funding and cultural competency training that is also
required by 5.B. 501 to address disproportionality and disparities. This was addressed by having
the agency contacts fill out and return an electronic template concerning these issues. Though
some data has been gathered thus far, this task requires further data collection. Additionally,
information needed to address unmet needs will also require further data collection and analysis.

The Interagency Council also reviewed information from the former HHSC HDTF related to the
elimination of health and health access disparities in Texas among multicultural, disadvantaged,
and regional populations.

Initial Findings: Juvenile Justice, Child Welfare, Children’s Mental Health and Education
Juvenile Justice

Although their arrest rates are low, African American youth are more than two and one half
tirnes (2,78) as likely and Hispanic youth slightly over one and one half times (1.56) as likely to
be referred to juvenile justice as Anglo youths. African American youth are less likely to be
assigned to detention. All groups are about equally as likely to receive probation. However,
African American youth are more likely than Anglo youth to experience confinement (1.29
times) and be transferred to an adult court (1.89 times). Hispanic youth are also more likely to
be transferred to an adult court (1,21 times)® (see Appendix E for an earlier report on juvenile
justice in Texas),

*‘I'ie actual calculation is the rate of the racial or sthoic group of interest on a given measute divided by their ratc in a particular popwation
whose division {quotient) ia then divided by the Anglo rate of imterest divided by thelr tate in a particular population (in this case, youth 10te 16
{(inclusive). This formula is typically raferred to ag a meesure of disparity and is one preferted metrie for essessing differences batween racial and
ethnic groups (Myers, 2010}

* Referrala can happen seperately from acrests (¢.g., 8 refertal from a schoal)
® The bagerte for arreats is the gencral population, for events early in the gystem (e.g, datention) it is & refetral, The baserate comparison for
probatien, confinement nnd being transfered to an adult court ie filing a petition.
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Child Welfare

Similar to the juvenile justice system, the child protective system has cases flowing in and out of
it and important decisions are made along the way. Some of these decisions affect entry into the
system and some affect whether children and youth of different races and ethnicities remain in
the system of care. Child abuse and neglect reporting differences by race and ethnicity
contribute to African Americans, Hispanics (slightly), Native Americans, and members of other
races and ethnicities being more likely to be reported to the DFPS system; relative to Anglos.
African Americans and Native Americans are about two times more likely be reported to DFPS
as are Anglos.7 Once they are reported, however, children of all races and ethnicities are
assigned to an investigation and identified as an alleged or confirmed victim at rates similar to
Anglos.

CPS can remove a child and seek legal custody from an investigation or from family
preservation. African American and Native American children are more likely than Anglo
children to be removed both from an investigation and from family preservation while Hispanic
and other children are less likely than Anglos to be removed. ®

Somewhat more complicated is the three way choice following investigation to close the case,
open the case for services, or place the child into care. Two studies have considered this, and in
both cases, the odds of a placement for African American children are greater than providing
family preservation services in lieu of a removal, with the risk of future maltreatment statistically
controlled (DFPS March 2010 and August 2011). Both the risk of future maltreatment and actual
repeated maltreatment by families of African American children is lower than that of Anglo and
Hispanic families. The 2010 risk of future maltreatment as rated by the investigator on an
average of the sum of seven scales (1 to 5 point scales) is lower for African American families
(24.2 points) than all groups but Asian families (a low of 23.6 points).

Once placed into care, there are a number of decisions made. Among these are decisions to
attempt reunification with the family, have a relative take legal custody as a permanent managing
conservator, or to permanently place the child in an adoptive home with either a relative or non-
relative. Failing these outcomes, the child remains in the care of the state (though there are
public and private providers) and emancipates or ages out of care. In 2010, as compared to
Anglo children, African American children were less likely to reunify while Hispanic children
were more likely to reunify and other children were equally likely to reunify. For those children
who do not reunify, African American and Hispanic children are slightly less likely to have a
relative become a permanent managing conservator but more likely to be adopted (either by a

T The base rata (denominator) for reports is the child population, the hase rate (dominator) for screening is children in reports, the base rae
(denominator) for alleged vietins is children invastigation and the base rate (denominator) for confirmed vietims is alleged vigtims.

" The base rate (dominator) for sll children removed is children in investigation and some children romaved from FPS may net have & 2010
investigation, the base rate (denorminator) for children removed from investigation 1s alleged victims, and the bese rate (denominator) for children
removed from Family Preservation is children in att open Family Prazervation case in 2010,
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relative or non-relative).” When combined with the data on the removals of African American
children, the reunification data show why more African American children in 2010 {(and
historically) are in the care of DFPS than Anglo children. As compared to Anglos, other children
who do not reunify are more likely to have a relative take permanent managing conservatorship
or be adopted and are much less likely to age out (see Appendix F for a link to the DFPS 2010
Report).

Children’s Mental Health'’
Children's Inpatient Mental Health

Referrals to the DSHS state hospitals serving eight regions vary for children of different racial
and ethnic groups. Although the highest number of referrais for all groups comes from the
courts/law enforcement, ¢linic referrals have a higher rate for African American children and
youth (1.4 times) than Hispanic and Anglo children and youth, Hispanic children and youth,
relative to African American children and youth, are more likely to be referred from mental
health centers (2.2 times) and Anglo children and youth are more likely than the other groups to
be referred by physicians (5 times more than Hispanics and 1.5 times more than African
Americans).

The most commen admission single diagnosis'' among all groups is affective disorder, though;
this diagnosis has a higher relative rate among Hispanic children and youth, Developmental and
behavioral disorders have a higher relative rate for African American youth than Anglo youth,
and Hispanic youth are less likely to be diagnosed with this disorder than other groups.
Factitious personality and impulse disorders are relatively less likely to be diagnosed for both
African American and Hispanic children and youth, relative to Anglo children and youth (see
Appendix G for DSHS Diagnosite Groupings). No comparisons are made to statewide or
national rates. There are three types of restraints that can be used by state hospital staff;
personal, mechanical, and seclusion. The rate at which each type of restraint is used is higher for
inpatient African American children and youth than Anglo children and youth, Seclusion has the
highest rate, followed by personal and mechanical. Individuals of other races and ethnicities
have a high rate of mechanical restraints,

The outcome measure provided by DSHS for inpatients is change on the Global Assessment
Functioning Scale. This scale is used on Axis V of the Diagnostic and Statistical Manual
(DSMIVR) as a measure of functioning. The vast majority of individuals’ outcome scores on
this measure (over 85 percent) do not change from initial measurement to discharge.

*The base rate {denotninator) for all exits is the children In conservatorship; the base rate for reunification is all exits, The base rate (denominator)
for placement with relatives, adoption, agitg out and other are exits other then reunification. Individual level data were not available to conduct
cohort analyses which are needed to determine those who #xit and remain in eare over Gme.

"0 Ag indicated at the outset of this report, only DSHS inpatient and outpatient data were included.

"' Dual diugnose are not ineluded, Additionally, the comparative raciel and cthnic baserate used for the relativa rates indicea for the dlagnoses are
the inpatient or eutpatient population sdmitted (respectively). These groups are unlikely to be representative of the ganeral population, Thus,
statewide or natonal prevelence and/or incidence rates do not apply.
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Furthermore, the slight change that does occur from initial measurement to discharge is negative
with little difference between children and youth of different racial and ethnic groups.

Children s Qutpatient Mental Health

There were 44,916 children and youth served as outpatients. African American children and
youth are more likely than Anglos (1.95 times) to be newly admitted to outpatient services while
Hispanics (1.25 times) and other (1.14 times) races and ethnicities are very similar to Anglos.
When children and youth of these groups actually served in 2010 are compared against the base
rate of the groups admitted in a full service package, the pattern changes slightly: a higher rate
of African American children and youth are served than Anglo youth (1.42 times) while the
comparative rate is slightly lower for Hispanic children and youth (.91 times) and those of other
races and ethnicities (.97 times).

Developmental disorders are diagnosed more than half the time (58 percent) for children and
youth of all racial and ethnic groups, though the rate of this diagnosis among those admitted is
higher for African American children and youth than Anglos (1.78 times), Hispanics and others.
Both affective and adjustment disorders have higher rates of diagnosis for African Americans
than Anglo children and youth (1.22 and 1.27 times higher). Hispanic children and youth also
have slightly higher rates of adjustment disorders (1.17 times). All groups, especially Hispanic
children and youth (.46 percent lower), have lower rates of the diagnosis of bipolar disorder than
Anglo children and youth, Major depression is less likely for African American children and
youth (.74 percent) and slightly higher for Hispanic children and youth (1.12 percent) than Anglo
children and youth.

African American children and youth have a higher rate of discharge from services, relative to
Anglo children and youth (1,36 times).'* Hispanic children and youth of other races and
ethnicities are discharged at a slightly lower rate than Anglo children and youth. African
American children and youth are less likely to have completed services (.92 times), mostly due
to changing providers (.86 times). Hispanic children and youth are more likely to have
completed services than Anglos (1.25 times) and are also more likely than Anglos to change
providflzrs (.78 times), Children of other races and ethnicities have the lowest completion rate (.60
times).

There are four categories of outcomes available for children and youth who are served on an
outpatient basis: (1) change in level of functioning on the Global Assessment of Functioning
Scale, (2) change in problem severity, (3) re-arrests, and (4) school improvement. Results
indicate a fairly similar pattern for all groups on the first two measures. Only 37 percent of
children and youth of all races and ethnicities improve at ac¢eptable levels of functioning and
problem severity, 45-50 percent experience no change in functioning or severity and 13 to 17
percent worsen. African American and Hispanic children and youth have slightly lower

' The base rate {denominator) is 2010 admissiona
' The base rate is the mee snd athnicity distribution of the populetion of Texas children and youth adrmiued in 2019, Discharges are those in
2010 and niot unigue clienta,
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improvement and acceptable levels of functioning and problem solving than Anglo children and
youth. Re-arrest rates are both low and similar for all groups (8.1 percent overall).

Over three fourths of all outpatients improve in school (66 percent} or remain the same (25
percent). However, the percentage of improvement for African American children and youth is
lower than other groups (60 percent versus approximately 70 percent),

Children and Youth Self-Reported Mental Health and Substance Abuse Problems, Treatment and
Cutcomes

African American youth tend to have higher rates of self-reported problems that could be
considered mental health problems.'* They are approximately three times more likely than
Anglo or Hispanic youth to report feeling sad or hopeless and to consider attempting or planning
suicide. They are over five times more likely to attempt suicide.

Data indicate that 62 percent of all youth improve following treatment, When this is added to the
18 percent whose scores are acceptable, 80 percent of all children and youth appear to have
benefited from treatment. The noticeable areas where there are slight differences by race and
ethnicity are that African American youth have slightly lower percentages of acceptable change
(15 percent), slightly higher percentages of improvement (64 percent), a lower percent of change
that is regarded as worse than the other groups (9 percent versus 11 percent) and a higher
percentage of no change (12 percent versus 9 to 10 percent).

Initial Findings: The TEA angd DARS
Education (1)

Fach year data on student characteristics by race and ethnicity are provided to DFPS that
compares characteristics of children in DFPS care to the general population of school children of
the same age in Texas, TEA supplied that same information to the Interagency Council broken
down by race and ethnicity.

African American youth are around two times, and Hispanic youth are slightly over two times,
more likely to be considered at risk'® by school officials than Anglo students and less likely to be
identified as gifted. More striking are the economic data for these two groups: Both African
American and Hispanic children are more than two and Y4 times as likely as Anglo children to be
identified as economically disadvantaged. African American youth are slightly more likely to be

* The data from the Texas Youth Risk Bohaviora) Surveillance System survay ig adminigtered to students in Taxas and converted to relative rates
for this report. The data are ysed in planning by both DEHE and TEA, The beae yats ig the popalation of Texas youth in school of the same age az
thogo responding to the gurvey,

Y The tarm ‘at-rigk” refera to a school-aged individual who ig at-rigk of academic failure, has a drug ot alechol problets, I8 preghant or is a parent,
has come into contact with the juvenile justice gyetem in the past, iz at leagt ona yaar behind the expectad grade level for the age of the individual,
has limited English proficiency, i3 a gang member, hag dropped out of gehaol in the past, or hag a high sbsentesism rate at schoal,
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in special educational classes'®. Furthermore, Hispanic youth are far more likely than African
American or Anglo children and youth to be of immigrant status and have limited English
proficiency. They are also more likely to drop out of school than Anglo youth.

TEA also records dropout and graduation rates both annually and longitudinally.!” Longitudinal
dropout rates for Anglo youth are 3.5 percent, while African American youth are 11.8 percent,
and Hispanic youth, 9.5 percent. Relative rates are for the class of 2010 beginning longitudinally
in Grade 9. African American youth are approximately three and one half times more likely to
drop out of school, and Hispanic youth two and one half times more likely than Anglo youth
when compared to the base rate of youth in school.

In addition, the “Breaking Schools' Rules; A Statewide Study of How School Discipline Relates
to Students’ Success and Juvenile Justice Involvement” report indicates that, “African-American
students and those with particular educational disabilities were disproportionately likely to be
removed from the classroom for discretionary [as opposed to mandatory] disciplinary reasons.”

The “Breaking Schools’ Rules” data also indicates that:

» Eighty-three (83) percent of African American male students had at least one discretionary
violation (83 percent), compared to 74 percent for Hispanic male students, and 59 percent for
white male students.

» Seventy (70) percent of African American female students had at least one discretionary
violation, compared to 58 percent of Hispanic female students and 37 percent of white
female students (see Appendix H for a report on school disciplinary actions).

Education (2)

The DARS provides early intervention services to children from birth to three years old. Data
from Early Childhood Intervention indicate that the percentage of African American children
receiving services is 11 percent, Hispanic children 52 percent, Anglo children 31 percent and
other racial and ethnic groups 3 percent. These numbers are consistent with the statewide child
population rates.

Interapency Council Recommendations

« Recommend that the Center for Elimination of Disproportionality and Disparities assume a
leadership role in identifying and reporting on the social determinants and health conditions
in most need of high impact response to address disproportionality and disparities across
health and human services agencies.

'® This category covers children identified by school officials ez having any onc or mere of a aumber of disabilifies that inciude emational
disturbances, intallectual disabilities and learning disabilitles. It might be noted that the Texas Department of Rehabilitative Services offers Early
Intervention Setvices to children through age 3, that include filty two percent Hispanic, thirty five percent Anglo, eleven percent African
American, and three percent Asian children.

' The annual rates can be located at hitpo/ritter ea. slate b ws/acolresAlrop atnunl/09 1 0/seate_demo.html, and the longitudinal rates at

bl fivicter tea state. by yefgcclies/eomplelion/ 30 | B/gtae_dens.html, Both are for 2010,
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o Recommend that the Center for Elimination of Disproportionality and Disparities assist the
Health and Human Services Commission in developing cross systems performance measures
aligned with the components of the Texas model for addressing disproportionality and
disparities.

Recommend that the Interagency Council ¢ontinue through December 1, 2015.
Recommend that the Interagency Council prepare and submit by December 1, 2014 to the
lieutenant governor, the speaker of the house of representatives, and the legislature a report
on the status of implementation of the Texas model for addressing disproportionality and
disparities and the Interagency Council’s recommendation as to whether to continue the
Interagency Coungil,

* Recommend that the Center for Elimination of Disproportionality and Disparities monitor
and report to the executive commissioner of HHSC on implementation plans to address
health disparities across HHSC agencies.

¢ Recommend implementation of the Texas model for addressing disproportionality and
disparities in the juvenile justice, child welfare, health, education, and mental health systems.

With respect to the Interagency Council recommendations on training, the availability of funding
to address disproportionality, and identified unmet children's service needs; the Interagency
Council gathered preliminary information concerning these issues, However, additional data
collection and analysis is necessary prior to the development of recommendations. Information
needed to address unmet needs will also require further data collection and analysis.
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Implementation Plan to Address Disproportionality and Mental Health and Heal
Disparities

Background

The legislative charge to the Interagency Council includes reporting on an implementation plan
to address disproportionality and mental health and health access disparities. The plan adopted
for use across the HHS agencies is the Texas model that was developed in response to
disproportionality in child welfare.

In 2004, a state-level child welfare workgroup was formed in response to high-profile child death
incidents and media attention that emphasized the need for the examination of CPS policies and
practices, which resulted in 8 B. 6., 79" Legislature, Regular Session, 2005.

The legisiative analysis of 5.B. 6 said that 5.B. 6 strengthened the state's ability to protect
society's most vulnerable citizens including abused and neglected children. The bill responded to
the Governor's executive orders calling for the systeratic reforms of CPS. These orders came in
response to numerous cases in which childten and elderly persons were left in states of abuse or
neglect, despite agency involvement, resulting in severe harm or even death.

Provisions of 8.B. 6 included requirements to:
» Develop and deliver cultural competency training to all service delivery staff;

o Increase targeted recruitment efforts for foster and adoptive families who can meet the needs
of children and youth who are waiting for permanent homes;

e Target recruitment efforts to ensure diversity among department staff; and

» Develop collaborative partnerships with community groups, agencies, faith-based
organizations, and other community organizations to provide culturally competent services to
children and families of every race and ethnicity.

5.B. 6 also required the HHSC and DFPS to analyze data regarding child removals and other
enforcement actions taken by the department during state fiscal years 2004 and 2005; and based
on that analysis, determine whether enforcement actions were disproportionately initiated against
any racial or ethnic group, in any area of the state, taking into account other relevant factors,
including poverty, single-parent families, young-parent families, and any additional factor
determined by other research to be statistically comrelated with child abuse or child neglect. Then
not later than January 1, 2006, the HHSC was to report the results of the analysis to the
lieutenant governor, the speaker of the House of Representatives, the presiding officer of each
house and senate standing committee having jurisdiction over child protective services, and the
Parental Advisory Committee created under Section 40.073, Human Resources Code.

If the results of the analysis indicated that CPS enforcement actions were initiated
disproportionately against any racial or ethni¢ group, S.B. 6 directed the HHSC to:
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» Evaluate the policies and procedures the department uses in deciding to take enforcement
actions to determine why racial or ethnic disparities exist; and

» Develop and impilement a remediation plan to prevent racial or ethnic disparities not justified
by other external factors from affecting the decision to initiate enforcement actions.

8.B. 6 also provided CPS with resources to address disproportionality in Texas. An initial and
follow up report (HHSC and DFPS January, 2006; DFPS July 2006) found that high rates of
African American child placements into care, in lieu of services to prevent such placements,
combined with a lower likelihood of exiting care generally and through reunification, relative
care and adoption. This left more of these children to remain in the care of the state until they
were of age to leave care.'”

S.B. 758, 80" Legislature, Regular Session, 2007; expanded the Texas model to address
disproportionality and disparities and its seven core principles statewide. In 2010, a report on the
effectiveness of the model indicated it was effective in reducing disparate African American
entries into care, improving exits from care generally, and specifically to reunification and
relative care. The latter was also true of Hispanic children. This reduction in disproportionality
was shown statewide and in the four of the five DFPS regions of the state where the Texas model
was fully implemented. Additionally, the diversity of the DFPS workforce increased, kinship
care placements for children in care increased from 26 percent to 30 percent, and Family Group
Conferences were found to improve not only exits from care for African American and Hispanic
children but for all children as well. The report and resulting journal articles also documented
some of the causes of disproportionality (Baumann, et. al,, 2010, Rivaux et. al,, 2008; Dettlaff,
et, al.,, 2011).

In May 2011, 5.B. 501 established the Center in statute and created the Interagency Council.
The Center’s mission is to partner with HHSC agencies and external stakeholders; other systems
and comrnunities to identify and eliminate disproportionality and disparities impacting children,
families, and vulnerable citizens. The Center also serves as a leader in addressing the systemic
factors and identifying practice improvements that address the disproportionate representation
and disparate outcomes for children, their families, and other vulnerable citizens within Texas
Health and Human Services systems.

The duties of the Interagency Council include the responsibilifies of the former HDTF that was
abolished by S.B. 501 (see Appendix I for the Health Disparities Task Force Strategic Plan).
Regional committees administratively created by DFPS that previously focused on expansion of
work to address disproportionality and disparities continue to partner with the Center.
Disproportionality and Disparities Specialists across the state serve as the liaison between the
Center and regional committees to ensure the timely and effective communication which informs
the Center’s work.

'* Hispanic children were also less likely to be permanently placed with relatives ar to be adopted, thaugh nat less
likely to be placed into care or exit from care.
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Model Components

e Data driven strategies: All data collection, research, evaluation, and reporting includes a
breakdown by race and ethnicity. Data is compared to the racial and ethnic populations of a
defined area. Data is examined from a systemic and cross-systems perspective and shared
transparently with systems and the communities affected by the data outcomes.

s Leadership development: Develop both systems and community leaders grounded in training
defined by anti-racist principles and are willing to support intemally and externally
individuals within the same leadership framework.

o Culturally competent workforce: Develop workforce that reviews and examines its work
through an anti-racist and humanistic lens.

o Community engagement. Recognize strengths of grass roots community, hear its ideas, and
include it throughout process.

s Cross systems collaborations: Share data, training, and dialogue with systems, institutions,
and agencies that serve same vulnerable populations.

» Training defined by anti-racist principles: Train staff and partners in principles that ensure
work at culturally, linguistically, and institutionally appropriate levels.

s An understanding of the history of institutional racism and the impact on poor communities
and communities of color: Develop common analysis of racism and history that led to
current outcomes.

The Four Stages of the Community Engagement Model
Stage 1: Community awareness and engagement:

This stage involves three discrete, but interdependent processes. The first of these includes
making the problem visible by sharing the data with communities and internal organizational
systerns that serve families and youth, The facts about disproportionality are described.

The second process involves anecdotal stories told through the voices of constituents — alumni of
foster care, birth parents, kinship caregivers, and foster and adoptive parents — who know
firsthand what disproportionality is from their own experiences.

The third process involves engaging community leaders who are willing to be accountable with
systems to effect sustainable change through anti-racist strategies. This process involves
organizing efforts to develop informed advocates and allies who will become partners with
systems to identify community strengths and needs.

Stage 2: Community Leadership:
This stage involves key processes that build leadership in communities for systems improvement

and result in community leaders who are empowered to hold systems accountable for sustainable
change.
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A second related process relies on a shared leadership in which community leaders and members
make use of their knowledge of community strengths and resilience to address the problem.! As
implemented in the Texas child welfare system, community advisory committees provide
leadership in partnership with systerns and organizations. Leadership development has been
achieved through cultural competency training focused on history, race and culture and through
understanding the impact of systems on poor communities.

Stage 3: Community Organization:

This stage involves a process that elevates the importance of collaborative efforts where
community and systems leaders guide the work, The role of community members in this process
must be legitimized and the value of thejr contributions applied in the selection and analysis of
strategies for sustainable change.

This process is guided by anti-racist principles (The People’s Institute for Survival and Beyond,
2011) that are defined by learning from and understanding the history of racism; understanding
its manifestations in our systems; understanding, sharing and celebrating our cultures,
networking; maintaining accountability; developing new leadership; reshaping gate keeping; and
making a commitment to undoing racism and internalized racial oppression. The overall process
provides a foundation that positions community leaders to gain a sense of their own power. It
results in holding systems to a higher level of accountability while remaining accountable to their
community constituents,

Stage 4: Community Accountability:

This stage involves mutual and reciprocal accountability, and a full investment by community
and systems leaders in identifying, development and achieving desired and measurable
outcomes.

The processes that define this stage are ensuring transparency in the community/systerns
partnership; the belief that communities are the owners of their solutions; and, reslizing these
solutions require building genuine relationships between communities and systems that lead to
achieving safety, permanency and well-being for children and families, The constant referencing
back to the data and feedback from constituent stories provide a context to evaluate desired
outcomes.

The success of this stage is the realization that communities are their own best resource, they
hold systems accountable and they advocate with systems leaders for equitable access to
resources, supports and programs that bring about transformational change,

The Four Stages in Practice:

The stages outline the importance and role of community in the development of strategies to
bring about true systemic change. The stages convey the belief that irnproved outcomes are
possible and that disproportionality can be eliminated. The stages support the importance of
conveying a transparent message that is key to developing trust between communities and
systems. This message is delivered and reinforced by state and regional level management to
communities and front line staff by sharing data on-line and in unit and regional meetings. Itis
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also presented at advisory group and town hall meetings. Finally, evaluation reports are
provided and presentations via power point are made at local, statewide, and national
conferences.
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Conclusion

The findings related to the cross systems data gathered for this report shows that African
American children experience the worst outcomes in Texas’ child welfare, education, juvenile
justice, and mental health systems. Numerous studies and nearly all available statistical evidence
documents this fact, but the reasons behind the statistics are much more complex,

The Interagency Council’s cross systems data collection did not include information or analysis
of the specific reasons for the racial disparities. However, there is consensus among the
members that identifying the root causes of racial disproportionality and disparities will require a
deeper analysis and understanding of the role of race in the delivery of services since the
outcomes in every one of the systems examined reflect poor outcomes for the same population of
children.

In at least one of the reports reviewed by the Interagency Council, the “Breaking Schools' Rules:
A Statewide Study of How School Discipline Relates to Students’ Success and Juvenile Justice
Involvement” report; it is clear that when other factors are held constant, race is a determinate
factor in the disproportionate number of disciplinary referrals received by African American
youth.

HHSC and the Interagency Council are committed to examining opportunities to review all
policies and procedures that may affect disproportionality and disparities, to develop
remediation plans to address the problems identified in this report, and to support systems efforts
to implement the Texas model, For example, in its forthcoming report, the HHSC Council on
Children and Families has moved to support the implementation of the Texas model in
coordination with the Interagency Council.

If the Interagency Council continues beyond 2013, a follow-up legislative report will be provided
in December 2014 on the steps the Interagency Council has taken to use the Texas model to
reduce disproportionality and disparities in systems whose data is reflected in this report,

With the submission of this report, much of the initial charge is complete. The Interagency
Council’s work in 2013 will include efforts to gather additional data on the availability of
¢ulturally competent training and funding to address disproportionality and disparities and to
identify unmet needs of children served by the agencies named in 8B 501. The Interagency
Council will seek to implement strategies that promote positive systemic change that is
sustainable and has the potential to ultimately eliminate racial disproportionality and disparities
and to improve outcomes for all children,
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INSTITUTHONAL RACISM

Institutional racism has been defined as those established laws, customs, and practices that
systematically reflect and produce racial inequities in American society (Jones, 1972; see also Knowles
& Prewitt, 1970), While the practice of institutional racism has a long-standing history in the United
States, the term was coined in 1967 by Kwame Ture and Charles Hamilton in the book Black Power:
The Politics of Liberation (Ture & Hamilton, 1967). Institutional racism is different from individual
racism, or the prejudice acts and attitudes of individuals against a member or members of an oppressed
minority (Sears, Henry, & Kosterman, 2000). Institutional racism is “less overt, more subtle, less
identifiable in terms of individuals committing the acts. But it is no less destructive to human life”
(Ture & Hamilton, 1967).

It is important to understand that institutional racism does not necessarily result from intent. It can
occur even when the institution or its agents—individuals—do not intend to make distinctions on the
basis of race. Often, institutional racism oceurs without any awareness that it is happening (Schafer,
2000). Cultural bias in standardized testing is an example of unintentional institutional racism. The
results of such biases contribute to the “Black White test score gap™ and have a wide-ranging effect on
the educational opportunities of Aftican American children. (Hilliard, 1979; Jencks & Philips, 1598).

Institutional racism looks beyond the maliciously motivated model of individual racism. In doing so, it
stresses how past policies result in current inequalities and focuses on outcomes, as opposed to actions
(Lopez, 2014). For example, the infant mortality rate for African American mothers is more than twice
that of their White counterparts (Centers for Disease Control and Prevention, 2014). Maternal health,
nutrition, and access to prenatal care contribute to pregnancy and childbirth outcomes (Centers for
Disease Conirol and Prevention, 2014). African American women are more likely to live in a food
desert and receive lower quality medical care than their White counterparts (Trehaft & Karpyn, 2010;
IOM Unequal Treatment, 2002). Another example is the wealth gap. In 2013, the median wealth of
Black households was $11,000, compared to $141,000 of White households (and $13,000 for Hispanic
households) (Kochhar & Fry, 2014). Researchers have identified possible factors including,
intergenerational inheritance, differing unemployment rates, differing rates of and policies on
homeownership (including redlining, race covenants, and housing segregation), and college education
(Desilver, 2013).

The policies and practices of institutions operate in a way that produces systemic and ongoing
advantages and disadvantages based on race (Zatz & Mann, 1998). As a result, it creates and maintains
racial and sociceconomic inequalities in communities across the United States (Fong, Dettlaff, James,
& Rodriguez [Eds.], 2015, pp. 21-22). Institutional racism is reflective of the dominant group’s
cultural assumptions and leads to the systematic disadvantage of minorities (Anderson & Taylor, 2006;
Knowles & Prewitt, 1970). As a result, minorities face overrepresentation in adverse outcomes
(disproportionality) and unequal treatment or services as compared to the dominant group (disparity).
Disproportionality and disparities exist across systems, in every societal sector that individuals have
contact with, including health, education, criminal justice, and employment (Fong et. al. [Eds.], 2015).
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Research shows that institutional racism—regardless of the intention of those working in the relevant
institutions—has caused and continues to cause disproportionality and disparities in this country and
this state. Understanding this fact requires that, amongst other things, one appreciates the differences
between institutional and individual racism. A recent book on addressing disproportionality and
disparities in hurman services quotes a White scholar in this regard: “I was taught to recognize racism
only in individual acts of meanness by members of my group, never in individual systems conferring
unsought racial dominance on my group from birth” (Fong et al. [Eds.], 2014, p. 251).

The main reason CEDD—and institutions like it—must train, present, and discuss institutional racism
is not to place blame on any individuals within the relevant institutions; rather, it is becanse the
opportunity to eliminate something within an institution is obviously greater when all stakeholders have
a robust and common understanding of exactly what they seek to eliminate. That fact is why the Texas
model formerly referred to “an understanding of the history of institutional racism.” The former model
was used for years, with some success during the CPS disproportionality remediation (Interagency
Council for Addressing Disproportionality, Texas Health and Human Services Commission, Center for
Elimination of Digproportionality and Disparities, 2012).

It is important to recognize that disproportionality and disparities likely can exist without institutional
racism being the cause. Most researchers believe that the causes of disproportionality and disparities are
complex and multiple. Thus, the best way to approach an effort to eliminate disproportionality and
disparities is to appropriately address all causes to the fullest extent possible (Fong et al. [Eds.], 2014).
This brief focuses on institutional racism because it is one widely misunderstood and profoundly
pervasive factor that causes immense disproportionality and disparities.

CONCLUSION & RECOMMENDATIONS

Texas has been fighting to eliminate disproportionality and disparities affecting chiidren and families
for nearly a quarter-century, but they stubbornly persist across state systerns. The state must make a
concerted, robust, cross-systems effort to eliminate or, at least, minimize institutional racism, because
research shows that it is a widespread cause of disproportionality and disparities. The Center for
Elimination of Disproportionality and Disparities—an institution Texas should be applauded for
creating—is the state institution best positioned to do that as part of its effort to rid this diverse state of
inequity. Therefore, Texas should do three things to support and grow CEDD in the most efficient and
effective way:

Recommenduation #1; Transfer the Center for the Elimination of Disproportionality and Disparities
from the Health and Human Services Commission to the Office of the Governor, while requiring
relevant agencies within state systems—including health, mental health, juvenile justice, education, and
child welfare—to regularly provide data to and otherwise cooperate with CEDD in identifying,
tracking, and eliminating disproportionality and disparities.

Rationale; Instead of having each system address disproportionality and disparities issues in its own
way, without a legislative mandate, CEDD can more comprehensively, efficiently, and consistently
work with these interconnected systems to carry out its mission wherever it is necessary. This cross-
systems approach was the reason 3B 501 (2011} established the Interagency Council for Addressing
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with mental illnesses can be managed and resolved in a humane and effective manner depending on the
service system design, as well as preparation and training.

Maryland has taken steps over the last decade to address law enforcements response to people experiencing a
behavioral health crisis through Crisis Intervention Team (CIT) programs. CIT programs should not be
mistaken for mobile crisis response teams, which are teams made up of behavioral health professionals.
There are some mobile crisis response teams that do not have a law enforcement component. NAMI
Maryland has been involved in numerous efforts to expand CIT programs across the state, as well as enhance
the programs that have been established. Our members that have lived experience, either as an individual
with a mental illness or a family member of an individual with a mental illness, participate in CIT trainings
across the state to deliver their personal experience with law enforcement and their response to mental
illness. NAMI Maryland has also been actively involved in developing training curriculum for law
enforcement, dispatch and corrections. Qur National organization, NAMI, has a CIT Center dedicated 1o
expanding CIT programs nationwide and is a noted expert in this area.

Many people who have come into contact with a CIT trained officer have a history of ¢cycling through
emergency rooms, homeless shelters and jails. This cycle of crisis is very expensive. CIT programs are
intended to address the cycle of crisis and improve the outcome of police interactions with individuals with
mental illness. The successes of CIT programs are well documented and have several significant and valuable
outcomes associated, such as:

* reduction of the use of lethal force when law enforcement, corrections, and parole and probation respond to a
mental health crisis;
reduction of hospital emergency department visits and costs;
reduction of unnecessary arrests and costly incarceration;
increased linkages to effective mental health services in the community, and in correctional settings;
decreased exposure to legal liability; and
reduction of stigmatizing attitudes within communities.

There are several essential elernents that enhanee the success of the program (for more information on the
essential elements see the Improving Reponses to People with Mental Hinesses: The Essential Elements
af a Specialized Law Enforcement-Based Program attachment). One component of a best-practice
designed CIT program includes 40-hours of training for law enforcement on how to better respond to people
experiencing a mental health crisis. These trainings include educational information about mental illness,
de-escalation skills, how to decrease use of force and information on how to link mental health consumers to
behavioral health scrvices. Ideally, 20% or more of a police force would have CIT trained officers that arc
not only able to respond to crisis calls from dispatch, but will use these skills in a variety of situations that
arise in their day-to-day patrol work. Unfortunately, in Maryland, the training provided to law enforcement
personnel in local jurisdictions, as well as the critical response protocols and crucial partnerships with local
behavioral health care providers, are uneven at best and totally absent in many areas of the state.

It is important to keep in mind that CIT is not just a fraining program. While one outcome of creating a
CIT program is training for law enforcement, training is not the only goal. If implemented properly, CIT
programs serve as a springboard for broader collaboration and partnerships between local law enforcement
agencies and behavioral health providers, as well as ensuring community participation to map out the
problems and solutions, The International Chiefs of Police (TACP), the Bureau of Justice Assistance (BJA),
and the Substance Abuse and Mental Health Services Administration (SAMHSA) released a publication that
outlines the scopc ofthe problem, identifies factors that have contributed to cuwrrent challenges and describes
innovative policies, programs and practices that have emerged in recent years to provide a foundation from
which to begin these conversations and programs (for more information see the Building Safer
Communities: Improving Police Response to Persons with Mental Iliness document).



We wanted to point out that law enforcement’s response to mental illness is a national issue and it is finally
receiving the attention it deserves. There are several nationwide initiatives happening that are geared to assist
states address these issues. One such initiative is SteppingUp, a national initiative to divert people with
mental illness from jails and into treatment. The campaign brings together a powerful coalition of national
organizations, including NAMI, the Council of State Governments, the National Association of Counties, the
American Psychiatric Foundation and numerous law enforcement associations, mental health organizations,
and substance abuse organizations. The initiative will challenge counties and local communities to work
together to find solutions that work for the local community. The campaign will also support local leaders by
providing examples of effective reforms and connecting them with other communities that are successfully
reducing the number of people with mental illness in jails.

Finally, we would be remiss if NAMI Maryland did not acknowledge that solutions to divert individuals with
mental illnesses from the criminal justice system should not rest solely on law enforcement, courts,
corrections or parole and probation, The need for mental health care services in Maryland continues to grow,
state resources have diminished and the criminal justice system has become the “default” system responsible
for individuals with mental illnesses and their families. This is unacceptable.

While all jurisdictions in Maryland have some type of mobile crists response system, they are all missing
vital elements of a full continuum of crisis services that can help prevent unnecessary involvement with the
criminal justice system or unnecessary hospitalization, But, even with a full continuum of crisis services the
only way to ensure these individuals do not cycle in and out of crisis, is to ensure there are corresponding
support services in the community. Ideally, Maryland’s behavioral health system would be comprehensive,
focused on wellness and recovery, and centered around people living with mental illnesses and their families.
It would be inclusive, reaching underserved areas and neglected communities, and fully integrated into the
broader health care system. This however, cannot be done without sufficient funding. If all systems that an
individual with a mental illness may interface with continue to work in silos, mental health providers will
continue to be unprepared to meet the growing needs of Marylanders who need access too timely and
effective mental health care services. There must be greater, long-term and sustainable investments in
behavioral health services and supports.

NAMI Maryland believes that the strength of CIT is in the local and state partnerships between the ¢riminal
justice system, behavioral health system and communities. And like CIT programs, we believe that the spirit
of the Public Safely and Policing Workgroup is the same, to ensure safer communities and strengthen
communication between the public and law enforcement. We are confident that Maryland will build
effective strategies for diverting people needing treatment from jail, reducing officer injuries and saving
taxpayer money. By supporting CIT, Marylanders can build safer and more compassionate communities, We
thank you for your tireless efforts to address these difficult and complex issues.

Sincerely,
| Clogi il
| 4{( N\
ik
Kate 8. Farinholt, J.D. Jessica L. Honke, MSW
Executive Director Policy and Advocacy Director
NAMI Maryland NAMI Maryland
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Introductior

Law enforcement officers throughout the country
regularly respond to calls for service that involve
people with mental illnesses—often without
needed supports, resources, or specialized train-
ing,? These encounters can have significant conse-
quences for the officers, people with mental
illnesses and their loved ones, the community, and
the criminal justice system.® Although these
encounters may constitute a relatively small num-
ber of an agency's total calls for service, they are
among the most complex and time-consuming calls
officers must address.* At these scenes, front-line
officers must stabilize a potentially volatile situa-
tion, determine whether the person poses a danger
to him- or herself or others, and effect an appropri-
ate disposition that may require a wide range of
comrunity supports.

In the interests of safety and justice, officers
typically take approximately 30 percent of people
with mental illnesses they encounter into custody—
for transport to either an emergency room, a men-
tal health facility, or jail.® Officers resolve the
remaining incidents informally, often only able to

2. Fur the purposes of this document, "officer” refers to any law
enforcerent personnel with direct contact with the community;
thig includes sheriffy’ deputies, state troopers, and other individuals
with arrest powers.

3. The natior's prisons and jails hold unprecedented mumbers of peo-
ple with mental ilinesses—many of whom came inte contact with
law enforcement as a result of behaviors related to their illness. Por
example, in 1999 the Los Angeles County Jail and New York's Rik-
ers Island jail each held more pegple with mental illnesses than
any psychiatric inpatient facility in the United States. The most
recent data from the Burean of Justice Statistics, U.S. Department
of Justice, reveals that more than half of all prizon and jail inmates
reported that they had any one of a number of tental health symp-
toms, E. Puller Torvey, "Reinventing Mental Health Care," City four.
nal 9 (1999):4; Doris [, [ames and Laura E Glaze, Mental Health
Problems of Prison and fail Inmates, U5, Department of Justice,
Bureau of Justice Statistics, NC)-212600 (Washington, I.C.: Bureau
of Justice Statistics, 2006).

4. Recent data indicate that behaviors that appear to be the result of 3
mental illness are a factor in approximately 3-7 percent of all law
enforcement calls for serviee, See Martha W. Deane, Henry . Stead-
mar, Randy Borum, Bonita M. Veysey, and Joseph P. Momissey,
"Emerging Partnerships between Mental Health and Law Enforce.
ment," Psychiatric Services 50 (1) (1999): 99-101; Lodestar, Los Angeles
Police Departiment Consent Decree Mental ness Project Final Report
(Los Angeles: Lodestar, 2003); Jennifer L.5, Teller, Mark E. Munetz,
Karen M. Gil, and Christian Ritter, *Ciisis Intervention Team Train-
ing for Police Officers Responding te Mental Disturbance Calls,”

provide a shortterm solution to a persor’s long-
term needs. As a consequence, many law enforce-
ment personnel respond to the same group of
people with mental illnesses and the same locations
repeatedly, straining limited resources and foster-
ing a collective sense of frustration at the inability to
prevent future encounters.®

In response, jurisdictions across the country are
exploring strategies to improve the outcomes of
these encounters and to provide a compassionate
response that prioritizes treatment over incarcera-
tion when appropriate, These efforts took root in the
late 1980s, when the crisis intervention tearn (CIT)
and law enforcement-mental health co-response
models, described in more detail below, first
emerged. Since that time, hundreds of communities
have implemented these programs; some have repli-
cated the models, and others have adapted features
to meet their jurisdiction’s unique needs. Although
this number represents only a small fraction of all
U.5. communities, there are many indications that
the level of interest in criminal justice~mental
health collaborative initiatives is surging.’

Prpchiatric Services 57 (2006); 232-37; William Terrill and Stephen
Mastrofekd, “Situational and Officer-Based Determinants of Police
Coercion,” fustice Quarterly 19 (2002): 21548,

5. Linda Teplin, “Managing Disorder: Police Handling of the Mentally
NL" In Mental Health and the Criminal fustive System, ed. Linda
Teplin. (Beverly Hills, CA: Sage Publications, 1984); Thomas M.
Green, “Palice as Frontline Mental Health Workers: The Deedsion
to Artest or Refer to Mental Health Agencies,” International Journal
of Law and Prpchiatry 20 (1997): 469-86; Jennifer LS. Teller, Mark
R, Muneiz, Keren M. Gil, and Christian Ritter, “Crisis [ntervention
Teamn Training for Police Officers Responding to Mental Distur-
bance Calls,” Pspehiatrle Senvices 57 (2008): 232-37.

6. Thornas M. Green, “Police as Frontline Mental Health Workers: The
Decision o Arvest or Refer te Mental Health Apendes,” Interma-
fional Jowmal of Law and Psychiatry 20 (1997): 469-86; Gary Cordner,
“People with Mental Hlness,” Problem-Oriented Guides for Pelice Prob-
lern-Bpecific Guides Series, 40, U5, Department of Jusdce (Washirg-
tan, D.C.; Office of Community Oriented Policing Services, 2006).

7, Federal interest in criminal justice—mental health initiatives is pet-
haps best illustrated by the broad bipartisan support for the Men-
tally 11l Offender Treatment and Crme Reduction Adt of 2004
(MIOTCRA) and its subsequent appropriations. MIOTCRA fadili-
tates collaboration among the critninal justice, juvenile justice,
mental health treatment, and substance abuse systems in diverting
individuals to treatment when appropriate, Among its allowable
uges, MIQTCRA funds can support law enforcement training. For
marg information on MIQTCRA, see www.consensusproject.org/
resources/government-affairs ffed-leg-MIQTCRA,
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Specialized Law Enforcement-
Based Response Programs

This document focuses on specialized law enforce-
ment-based response programs that meet three cri-
teria: (1) they enhance traditional law enforcement
roles to provide a new set of response options for
frontline personnel that are tailored to the needs of
people with mental illnesses; (2) when appropriate,
they establish a link for these individuals to services
in the community;, and (3) they are based in law
enforcement agencies with strong collaborative ties
to mental health partners, other criminal justice
agencies, and community members.®

Spedialized law enforcement-based response
programs include both the CIT and law enforcement—
mental health co-responder models.

or provide other effective and effident responses.
They identified limitations on officers’ time and
lack of awareness about both community mental
health resources and the characteristics of indi-
viduals who need access to those services as
major obstacles. They then developed an
approach that pairs specially trained officers with
mental health professionals to provide a joint sec-
ondary response to the scene.

About the Elements

As the growing number of interested communities
grapple with implementing specialized law enforce-
ment-based programs at the local level, there is a
commensurate demand for more information on the

key elements of promising programs. Several com-

- The CIT model originated in the Memphis

(Tenn.) Police Department and is therefore often
called the Memphis Model. Tt was developed in
response to a tragic incident in which a law
enforcement officer used lethal force against a
person with a mental illness. This model is
designed to de-escalate tensions at the scene and
to reduce the need for use of force during these
types of encounters. To improve the likelihood of
a safe and effective outcome, the CIT model
includes training and deployment of self-
selected officers to provide a first-response to the
majority of incidents involving people with men-
tal illnesses,

The co-responder model was developed in Los
Angeles County and implemented soon after in
San Diego (Calif), Leaders in those jurisdictions
were concerned that they were unable to link peo-
ple with mental illnesses to appropriate services

8. Many cormunities alse have developed teams of community mental
health professionals, such as mabile crisis or assertive cormmunity
treatent teams, to assist officers at the seene. While theze models
are undoubtedly 3 valuable resource for many communities and
departinents, they are not law enforcement-based and thus are not
within the scope of this document. For further discusgion of how law
enforcemnent have collaborated with mental health mobile crizis
teams, per www.uc.edu/enminaljustice/ProjectReports/ MCT_
Report.pdf. For more ort how mental health agencies have tailored
asserive community beatment teams to work with 3 justice-
involved population, see www.gainscentersamhsa.gov/textfebp/
Papers/ExtendingACTPaper.asp.
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munities have tried to identify critical program ele-
ments, particularly for CIT initiatives, to promote
consistency and quality’ Until this BJA-supported
effort, however, there had been limited debate or
agreement at the national level about which elements
were essential to successfully implement any special-
ized law enforcement-based response program—
regardless of the specific model.

This report articulates 10 essential elements for
any specialized law enforcement-based response
progran. The elements are derived from recommen-
dations made by a broad range of practitioners and
other related experts to ensure they are practical and
valuable (see the “Document Development” section,
p- ix). They provide practitioners and policymakers
with a common framework for program design and
implementation that will promote positive outcomes
while being sensitive to every jurisdictior’s distinct
needs and resources. Each element contains a short

9. Most rnotably, promoters of the CIT model have recently formed a
national group, the CIT National Organization (www.cit.memphis.
edu/cnohtml), wo provide leadership and guidance to jurisdictions
implementing CIT programs. Several members of the CIT National
Organization also setve on the advisory board that has guided the
development af this publication, to ensure complernentary products,
The National CIT Crganization's guide describes critical elements of
the CI'T model using three categories: operatonal, ongeing, and
sustaining elements. A draft of the guide is available at www.cit,
mermphis.edu f—cjus/dw phprid=cjuscitdw0l, In contrast, this docu-
ment provides a frarmework for developing or enhancing elements
of a specialized law enforeement-based response of any type.
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statement (in italics) describing criteria that special-
ized law enforcement-based response programs
should meet to be effective, followed by several para-
graphs explaining the element's importance and how
its principles can be achieved.

The document reflects two key assumptions:
First, each element depends on meaningful collab-
oration among professionals in the criminal justice
and mental health systems. Although achieving the
requisite level of collaboration is often difficult—
particularly when faced with long-standing system
barriers—successful parinerships are needed to
carty out any of the elements. Second, law enforce-
ment represents only the first of several criminal jus-
tice agencies with which people with mental illnesses
may come in contact. Addressing problems raised by
the large numbers of people with mental illnesses in
the criminal justice system requires a comprehen-
give community- and systemwide strategy in which
the law enforcement-based program plays only one
part. The impact of a specialized law enforcement-
based response program on jails, courts, the commu-
nity-based mental health system, and the larger com-
munity must therefore be considered when planning
and implementing the program,

The elements are meant to help guide individu-
als in communities that are interested in developing
a law enforcement-based program or improving the
organization and functons of an existing program.
This document can be used as a practical planning
tool for a specialized response at each stage of the
process (e.g., designing the program, developing or
enhancing policies and procedures, monitoring
practices, and conducting evaluations). This report
is meant to be a “living, breathing document” and
thus will be updated or supplemented as specialized
law enforcment-based programs mature, and to
address new research studies that can provide a
stronger base of knowledge about how these pro-
grams can best operate, their impact on the commu-
nity and various affected systemns, and the relative
importance of the elements that form them.'?

10. Updates to this document will be aveilable at www.consensuz
pruject.orgfissue-areas/law-enforcement.

11, Throughout this document, the term “stakeholders” is used
to describe the diverse group of individuals affected by law
enforcement encounters with people with mental {llnesses, such

Document Development and
Related Materials

The essential elements are based on information
from a variety of sources, including interviews with
law enforcement executives and officers, mental
health professionals, advocates, and mental health
consumers who have been engaged in these pro-
grams for many years, as well as a review of the
scholarly literature. A panel of national experts
guided early drafts of this document. It was then
posted on a Web-based discussion forum through
which hundreds of stakeholders reviewed it and
provided feedback." An advisory group of leading
executives, practitioners, researchers, and other
experts subsequently reviewed and discussed the
comments and suggested revisions.

The Bureau of Justice Assistance (BJA), U.S.
Department of Justice, is developing a series of
resources for law enforcement practiioners and
their community partners as part of BJA's Law
Enforcement/Mental Health Partnership Program.
This report serves as the centerpiece of this series.
The Improving Responses to People with Mental Ili-
nesses series includes a collection of resources that
will complement the essential elements: a practical
handbook on implementing effective training
strategies; a monograph on tailoring law enforce-
ment responses to the unique needs of the jurisdic-
tion, which will include specific examples from the
field: and Web-based information on statewide
efforts to coordinate these law enforcement
responses. Also available is an online database, the
Criminal Justice/Mental Health Information Net-
work, which includes profiles of local law enforce-
ment responses to people with mental illnesses,
This project is coordinated by the Council of State
Governments Justice Center in partmergship with
the Police Executive Research Forum.

28 criminal justice and mental health professionals; myiad ather
service providers, including substance abuse counselors and hous-
ing professlonals; people with mental illnesses (sometimes
referved to as “consumers”) and their loved ones; oime vicims;
and other community representatives,
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Program Design

The planning committee designs a specialized faw enforcement-based program to address the
roat causes of the problems that are impeding improved responses to people with mental ilinesses
and makes the most of avoilabie resources.

As a critical first step in the design process, the plan-
ning comrnittee should develop a detailed under-
standing of the problems in its jurisdiction and
identify all contributing factors. In this analysis, it is
important to understand the driving force(s) behind
current efforts to improve the law enforcement
response. In some jurisdictions, law enforcement
executives may become aware of the problem
because of a tragic incident. In others, executives
may realize there are operational challenges pre-
sented by particularly complex field encounters, such
as the inordinate amount of time officers spend wait-
ing for medical clearance in emergency rooms or the
frequency with which officers repeatedly come in
contact with the same individuals without an effec-
tive resolution.

The committee must examine the reasons why
these incidents occur and other aspects of the prob-
lem that may not have been raised by the single high-
profile incident. Tt should look at law enforcement
data on calls for service, beat boundaries, feedback
from officers, community survey data, and other
sources of information. To enhance their under-
standing of root causes and available resources, com-
mittee members also should examine factors such as
the community’s inpatient and outpatient treatment
options, crisis response services, ancillary services
such as housing and substance abuse treatment,
population, and geography. They also may want to
talk to people in other jurisdictions who have grap-
pled with limited community resources to see what
alternatives are available to increase the reach of
existing services.

The analysis of the problemns and assessment of
available and potential resources to address them
should drive the short- and long-term goals of the
program. For example, if the analysis reveals that a
significant barrier to improving the law enforcement
response is that officers lack the training to safely
de-escalate situations involving people with mental
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illnesses, one program goal would be to correct this
deficiency. If officers cannot efficiently link people to
mental health treatments, another goal may be to
revise and streamline processes for conmecting to
these services.

Once the programt's purpose is defined, the com-
mittee must address personnel assignments and
related considerations. The planning committee must
decide whether some or all officers should be trained
to stabilize and de-escalate situations involving people
with mental illnesses in immediate response to the
call for service. Should all officers receive some base-
line training and others receive more extensive train-
ing? Should a subset of officers be trained to respond
with a mental health professional? When considering
the answers to questions like these, the committee
should explore the practical implications of different
staffing options and present them to the chief law
enforcement executive or his or her designee on the
committee. The committee also must help interpret
the criteria for emergency mental health evaluation
and decide how officers will access that service. These
decisions will help the committee determine which
additional skills and information the identified group
of responders should receive in training,

If committee members, induding representa-
tives from policing, conclude that a subset of officers
will respond to incidents involving people with men-
tal illnesses, they should help the law enforcement
executive determine how many officers are needed to
cover all shifts and geographic districts. The commit-
tee also should develop personnel selection criteria
and a process for identifying officers best suited for
the challenges of this new role. In particular, plan-
ners should consider officers’ ability to reorient from
the more traditional method of gaining control by
uging an authoritative approach during a field con-
tact to a nonadversarial, crisis-intervention style. To
the extent possible, the selection process should be
voluntary, yet selective.









Stabilization, Observation, and Disposition

Specidlized low enforcement responders de-escalate and observe the noture of incidents in
which mental illness may be a factor using tactics focused on safety. Drawing on their
understanding and knowiedge of relevant laws and available resources, officers then

determine the appropriate dispasition.

Specialized law enforcement-based response pro-
grams are designed to resolve officers’ encounters
with people with mental illnesses safely and, when
approprate, link these individuals to mental health
supports and services that reduce the chances for
future interactions with the eriminal justice system.
The success of these programs is contingent on offi-
cers’ using tactics that safely de-escalate situations
involving someone who is behaving erratically or is
in crisis. The high prevalence of trauma histories in
this population requires the use of trauma-
informed responses. In addition to de-escalating
the incident, responding officers should assess
whether a crime has been committed and observe
the persom's behavior within the given drcum-
stances to determine if mental illness may be a fac-
tor. Officers should draw upon expertise acquired in
specialized training and from their experiences to
identify signs and symptoms of mental illness. Offi-
cers must ascertain whether the person appears to
present a danger to him- or herself or others. To
assist in this determination, officers may gather
information from knowledgeable individuals at the
scene, including mental health co-responders.
Officers must make disposition decisions
based on their observations, information they
gather at the scene, and their knowledge of commu-
nity services and legal mandates. To assist officers
in their decigion making, the planning committee
should develop clear guidelines that are consistent
with the program's goals and governing authorities,
For example, such programs might promote alter-
natives to incarceration for eligible individuals, If a
person has come to the attention of law enforce-
ment because of behaviors that appear to result
from a mental illness and no serious crime has
been committed, guidelines and protocols consis-
tent with existing law should enable officers to

divert the individual to mental health supports and
services. When a serious crime has been commit-
ted, the person should be arrested.

To make these decisions, officers must be farnil-
jar with available community resources—particu-
larly any 24-hour center that can receive individuals
in mental health crises. Officers also must under-
stand their state's criteria for involuntary emergency
evaluation to make appropriate decisions regarding
whether to detain and transport the person to a facil-
ity where he or she can undergo an emergency men-
tal health evaluation. Officers must take into
consideration both the individual's treatment needs
and civil liberties and should pursue voluntary com-
pliance with treattnent whenever possible.

Tn the rare case when an incident involves bar-
ricaded individuals or de-escalation fails, responding
officers will require additional support. Some agen-
cles may equip officers who most frequently
encounter people with mental illnesses with less-
lethal weapons, so as to minimize injuries that could
occur if there is a threat to safety and some use of
force becomes necessary. Agencies should provide
officers with additional training on the safe and
appropriate deployment of these weapons and
should establish protocols to guide officers in their
decisions to use them. The planning commitiee also
should develop protocols to make certain there is
effective coordination during such incidents among
specialized law enforcement responders, SWAT
teams, and mental health professionals, Although
agencies often are under pressure to resolve these
situations quickly, it may be best, when there is no
imminent threat of danger, to allow time for mental
health personnel with expertise in crisis negotiation
and law enforcement operations to communicate
with the individual.
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Information Exchange and Confidentiality

Law enforcement and mental health personnel have a well-designed procedure governing the
refease and exchange of information to facilitate necessary and appropriate communication
while protecting the confidentiality of community members.

Law enforcement and mental health professionals
should exchange information about people with men-
tal illnesses who frequently come in contact with the
justice system for many reasons: foremost among
them, information sharing is essential to achieve
desired outcomes by helping responders be more sen-
gitive to individual needs, reduce injury, and enhance
their ability to determine next steps. To facilitate an
appropriate disposition decigion, law enforcement
officers should collaborate with mental health profes-
sionals to better understand the individual's mental
health needs. Similarly, mental health providers work-
ing at receiving facilities can conduct a more effective
mental health evaluation if law enforcement officers
share their observations regarding the person's behav-
ior at the scene. In addition to improving the out-
comes of specific incidents, sharing information
across systems will help program planners as they
develop the program and its outcome measures.

The prograni's planning committee should care-
fully consider the type of information needed and
existing barriers to its exchange and then develop pro-
cedures {and in some cases MOUs) to ensure that
essential information is shared in an appropriate man-
ner. These protocols should be reviewed during cross-
training sessions, which will provide law enforcement
and mental health professionals an opportunity to
develop relationships with their counterparts and
learn why they need certain information. Agency lead-
ers alzo can explore the possibility of linking informa-
tion systems to share certain information either on an
ongoing or a one-time basis.'

Information should be shared in a way that pro-
tects individuals' confidentiality rights as mental
health consumers and constitutional rights as poten-
tial defendants. The plauning committee should

15. The Bureau of Justice Assistance has supported groundbreaking
advances that facilitate the electronic exchange of information
between agencies. To learn mare about efforts invalving the devel.
opment of national policies, practices, and technalogy capabilities
that support effective and cffident information sharing, see
www.it.ojp.gov.

16. For mote information, see John Petrily, "Dispelling the Myths about
Information Shaving between the Mental Health and Criminal

determine which personnel have the authority to
request and provide information about an individual's
mental health and criminal history. In general, mental
health records should be maintained by mental health
professionals. Information exchanges should be lim-
ited strictly to what is needed to inform an appropriate
incident response or disposition, and officers should
focus on documenting observable behaviors only. All
communications must, of course, comply with state
and federal laws requiring the confidentiality of men-
tal health records, such as the Health Insurance Porta-
bility and Accountability Act.'® Cross-traning should
ensure that program staff understand relevant state
and federal regulations about isgues guch as how med-
ical inforrmation is released, secured, and retained.

Individuals with mental illnesses who have been
in contact with a mental health agency should be
offered an opportunity to provide consent in advance
for mental health providers to share specified infor-
mation with law enforcement authorities if an inci-
dent occurs {sometimes called an advance directive).!”
Individuals should be asked if an advance directive
exists, and if so what the instructions are and who
should be contacted to verify this information,

Officers can play an important role in exchanging
information with family members and aime victims
by providing explanations about criminal proceedings
or diversion programs. They may inform the person
with a mental illness and his or her family members
about mental health treatment linkages and how to
access other services or support groups, such as those
related to substance use disorders. Law enforcement
officers alzo can assist victims of crimes committed by
people with mental illnesses by providing information
about protective orders, victim support groups, and
other services.

Justice Systerns,” National GAINS Center for Systeniic Chaige for
Justice-Involved People with Mental lliness (Feliruary 2007),

17. For more infonmation on psychiatric advance directives, see the
National Resource Center on Peychiatric Advanee Directives (NRC-
PAD), at www.nre-pad.org, NRC-PAD provides an overview, forms to
complete peychiatric advance directives, links o state statutes, educa-
tional Web casts and discussion farums, and other tesources.
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Conclusion

Many law enforcement agencies around the nation
struggle to respond effectively to people with mental
illnesses. Officers encounter these individuals when
dtizens call them to “do something” about the man
exhibiting unusual behavior in front of their busi-
ness, the woman sleeping on a park bench, or some-
one who is clearly in need of mental health
services—whether or not a crime has been commit-
ted. Law enforcement professionals in many juris-
dictions have lacked community-based support,
guidance, and a clear framework for crafting a pro-
gram to improve their response to people with men-
tal illnesses.

But innovative solutions are at hand. Increas-
ingly, law enforcement agencies of all sizes are imple-
menting creative approaches despite scarce
resources. The range of approaches in communities
across the country reflects the realization that strate-
gies must be tailored to each jurisdiction’s unique
needs. These agencies are engaged in problem solv-
ing with a range of partners from diverse disciplines

and have access to a growing pool of programs and
knowledge about promising practices. This publica-
tion outlines the essential elements of successful spe-
cialized law enforcement-based efforts that reflect
this expanded knowledge base and experience to bet-
ter guide practitioners initiating or enhancing their
OWI programes.

The tone of the elements may suggest that these
changes are easy to make, They are not, There are
many challenges to these efforts, including politics,
turf battles, competition for limited funding, lack of
legal foundations for officers’ actions, and scarce law
enforcement and community mental health
resources. Leaders in jurisdictions that have imple-
mented a specialized response acknowledge that it
takes commitment to overcome these obstacles, but
agree that the costs—in dollars and human lives—
are too high to sanction continuing with only more
traditional law enforcement responses to people with
mental illnesses. Their efforts have resulted in
increased public safety and improved public health.
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The Bureau of Justice Assistance, Office of Justice Programs,
U.S. Department of Justice, provides leadership training, techni-
cal assistance, and infermation to local criminal justice agencies
to make America's communities safer. Read more at
www.ojp.usdoj.gov/BJA/.

The Council of State Governments (C5GC) Justice Center is a
national nonprofit organization serving policyrmakers at the
local, state, and federal levels from all branches of government.,
The C5G Justice Center provides practical, nonpartisan advice
and consensus-driven strategies, informed by available evidence,
to increase public safety and strengthen communities. Read
more at www.justicecenter.csg.org.

The C5G Justice Center also coordinates the Criminal
Justice/Mental Health Consensus Froject. This project is an
unprecedented national effort to improve responses to people
with mental ilinesses who become involved in, or are at risk of
involvement in, the criminal justice system. Read more at
WWW.CONSENSUSProject.org.

The Police Executive Resgarch Forum (PERF) is a national
merrbership organization of progressive police executives from
the largest city, county, and state law enforcement agencies.
PERF is dedicated to improving policing and advancing profes-
sionalism through research and involverment in public policy
debate. Read more at www.policeforum.org.
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