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Agenda Item Name: Membership Committee Report

Desired Outcome: Inform CPAW of membership application status

Brief Summary: The Membership Committee met on Monday, July 21 to review
applicants, applications and develop a strategy to assist membership become
fully representative of the stakeholder community. The Membership Committee
interviewed Matt Wilson, and recommended to the Director his appointment to
CPAW. Four applications remain, and will be considered in upcoming meetings.

Background: The Membership Committee has analyzed the characteristics and
affiliations of current membership and prioritized those characteristics and
affiliations that will guide recruiting efforts and consideration of new applications
for membership.

First priority is current consumers of public community mental health, and family
members of children and transition age youth who are currently receiving
services from public community mental health.

Second priority is individuals who represent stakeholder groups who are not
represented on CPAW; i.e., persons identifying as Latino/a, a representative of
law enforcement, a representative of faith based organizations, a representative
of social services.

Third priority is individuals who represent stakeholder groups who are under-
represented on CPAW; i.e., persons identifying as African American, persons
identifying with the eastern or western regions of the county; persons
representing the current issues of military service members.

Specific Recommendation: CPAW members are encouraged to assist in
recruiting applications from individuals who can enable CPAW to be fully
representative of the stakeholder community; especially those individuals who
can well represent the interests of stakeholder groups in the above priorities.
Anticipated Time Needed on Agenda: 5 minutes (during committee reports)

Who will report on this item? Mariana Moore, Kathi McLaughlin
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Position Statement on Involuntary Commitment

Inpatient Commitment

The United States Supreme Court has termed involuntary civil
commitment to a psychiatric hospital "a massive curtailment of
H ul i m

||berty.. The court has also emphgsnz_ed that mvoluntary work to protect the rights of people
commitment to a mental hospital, like involuntary confinement with mental illnesses. We believe

of an individual for any reason, is a deprivation of liberty '\gmch that the vast majority of individuals with
the State cannot accomplish without due process of law. mental illnesses are better served by
Morgqver, the court has_found no Cpnstntutlonal basis for access to appropriate voluntary
confining such persons involuntarily if they are dangerous to no services in the community.

one and can live safely in freedom." "[TJhe mere presence of

Opposing unnecessary coercion is
a key focus of the Bazelon Center's

mental iliness,” the court held, "does not disqualify a person from preferring his home to the comforts of
an institution."*

The Bazelon Center opposes involuntary inpatient civil commitment except in response to an emergency,
and then only when based on a standard of imminent danger of significant physical harm to self or others
and when there is no less restrictive alternative. Civil commitment requires a meaningful judicial process
to protect the individual's rights.

Outpatient Commitment

The Bazelon Center also opposes all involuntary outpatient commitment® as an infringement of an
individual's constitutional rights. Outpatient commitment is especially problematic when based on:

= a prediction that an individual may become violent at an indefinite time in the future;

= supposed "lack of insight” on the part of the individual, which is often no more than disagreement
with the treating professional;

» the potential for deterioration in the individual's condition or mental status without treatment;

* an assessment that the individual is "gravely disabled."

The above criteria are not meaningful. They cannot be accurately assessed on an individual basis, and
are improperly rooted in speculation. Neither do they constitute imminent, significant physical harm to seif
or others— the only standard found constitutional by the Supreme Court. As a consequence, these are
not legally permissible measures of the need for involuntary civil commitment—whether inpatient or
outpatient—of any individual.

The Bazelon Center supports the right of each individual to fully participate in, and approve, a treatment
plan and to decide which services to accept. The Bazelon Center encourages the articulation of treatment
preferences in advance through the use of advance directives and/or a legally recognized health care
agent.

Outpatient commitment is a dangerous formalization of coercion within the community mental health
system. Such coercion undermines consumer confidence and causes many consumers to avoid contact
with the mental health system altogether. Furthermore:

= Qutpatient commitment is a simplistic response that cannot compensate for a lack of appropriate
and effective services in the community. In fact, the enforcement demands of outpatient
commitment will divert resources away from treatment.

= Data on outpatient commitment show it confers no additional benefit above access to effective
community services. (In one of only two controlled studies, individuals given the option of
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illnesses in prisons or jails as a condition of probation, supervision or parole, outpatient
commitment, and the use of guardianship or conservatorship laws.

In addition, people facing involuntary confinement have a right to substantial procedural
protections, including but not limited to the following:

¢ A judicial hearing and a right to jury trial at which at least one mental health professional
is required to testify;

o The right to be represented by competent counsel, including appointed counsel if
needed;

* Anindependent mental health evaluation;

¢ The right to appeal an adverse decision, including the appointment of appellate counsel
and waiver of appellate costs if needed;

¢ Short time limits on any commitment or procedures for regular review of continued
confine- ment, which are either automatic or readily accessible to persons with serious
mental illnesses confined in a hospital; and

* Involuntary commitment to a psychiatric facility should only be imposed if supported by
clear and convincing evidence.

Advance directives have proven to be useful instruments for maintaining and increasing the
autonomy of persons with mental ilinesses. These documents, prepared when the individuals
with mental ilinesses are not impaired, designate in writing the treatment they want when their
decisional capacity may be impaired at a later date. Unfortunately, these are unknown to many
people and not promoted by many programs/services. A model for use in California is available
through the California Protection and Advocacy program. Advance Directives should be
mandated as a component of each person’s treatment plan.

AB 1421 (“Laura’s Law”), enacted in 2002 and effective January 1, 2003, mandated Assisted
Outpatient Treatment (AOT) for people “gravely” disabled as a result of their mental illnesses.
The law stipulated each county had to approve implementation before it could be utilized in that
county. To date, only one out of 58 counties (Nevada County mandated it in 2008) have
approved AOT. Controversy continues regarding implementation of AOT. In San Francisco a
modified approach to Laura’s Law was developed in 2010, known as the Community
Independent Pilot Project (CIPP) which provides clients with both conservatorship and required
medication therapy. CIPP is a voluntary program with collaboration between the Office of
Conservatorship Services, The Department of Public Health Placement Team, the Offices of the
Public Defender and the District Attorney. This program places individuals, who are found to be
gravely disabled, in community programs (least restrictive environment) rather than in locked
facilities for treatment and stabilization. As of January 2013, seven people have participated in
the pilot program.
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Opposition to AB 1421

Homelessness and Violence

AB1421 does not address the homelessness issue in San Francisco. In fact,
the bill does not address homelessness, but instead involves law enforcement
to remove people from their home without their consent. It gives a family
member, friends, and neighbors the power to have a person removed by law
enforcement and forced into the judicial system.

AB1421 puts an increased burden on law
enforcement, emergency rooms and the court system with no additional
funding to address this burden.

The law does not decrease violent behavior or prevent mass shootings, there
is no methodology that predicts violent behavior.

According to the MacArthur Violence Assessment Risk Study, the prevalence
of violence among people who have bee discharged from a hospital and who
do not have symptoms of substance abuse is about the same as the
prevalence of violence among other people living in their communities who
do not have symptoms of substance abuse. In fact, people with mental health
conditions are more likely to be the victims of violence.

Violation of Civil Rights

e Forced treatment is a violation of our civil rights. People with mental
health conditions deserve the same protections under the law as
everyone else.

e Theright ofa person to determine his or her course of medical treatment
has long been recognized as a fundamental right by the courts in this
country.

e [t takes away control over all treatment decisions -- including what
medication regimes a person follows, what therapy sessions he or she
attends, and what other mental health programs he or she participates in.

e Allows incarceration without a crime having ever been committed.

e Allresearch on court-ordered mental health treatment demonstrates that
the two most salient factors in reducing recidivism and problematic
behavior among people with severe mental illness is access to enhanced
services and access to enhanced case management/monitoring services.

e There are no empirical data that shows the policy tradeoffs between
involuntary outpatient treatment and alternatives such as assisted
outpatient treatment. However, the question can be asked: "Does adding



Costs

a court order to the provision of intensive treatment significantly
improve outcomes over and above the intensive treatment itself?"

e African Americans are almost five times as likely as White people to be
the recipients of forced treatment orders. Hispanic people are two and a
half times as likely as non-Hispanic White people to be the recipients of
forced treatment. People with multiple psychiatric hospitalizations, but
no histories of hurting others, are the primary recipients of I0C orders.

Based on Nevada County’s pilot of AB 1421 in 2008, a total of four clients
have been under court-ordered treatment; 15 others who met eligibility
criteria voluntarily engaged in treatment. There is no evidence that similar
results would not have been achieved absent court order or threat of court
order. Cost estimate per person: $40,000.

o Results since the 2008 implementation: Only 2 of 4 maintained housing

o Only 2 of 4 maintained contact with treatment system

o Social functioning remained poor

o One hospitalized for 10 months following court order (despite intensive
case management and County motive to avoid hospitalization)
None engaged in employment services or competitive employment
o Clients dissatisfied with services

O

Benefits of Voluntary Treatment

Arrests dropped by 45%, and the use of emergency services were reduced by
67% and employment increased by 25% as compared to those receiving
usual care. (Nicholas C. Pretris Center, "Evidence on the Effectiveness of Full
Services Partnership Programs in California's Public Mental Health System"
(May 2010).)

People with psychiatric disabilities are competent to make decisions about
their treatment, and often make full recoveries when they have control over
the choices in their recovery.
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Why California Communities Don’t Want “Laura’s Law”
By Eduardo Vega, MA

Mr. Vega is Executive Director of the Mental Health Association of San Francisco and
Director of the International Center for Dignity, Recovery and Empowerment.'

Created and passed by the California state legislature as AB1421 over ten years ago,
“Laura’s Law” has been a subject of significant attention in communities across
California in recent years, as its proponents have sought to create support for its
implementation at the county level. The controversial AB1421 process for involuntary
outpatient commitment (IOC) has not been widely supported by mental health providers,
professionals or advocates; and after ten years, in spite of pressure from a small group of
advocates and even significant editorial support in local news media, only one very small,
politically conservative county has fully implemented it.

Our democracy is based on communities coming together to decide on difficult issues
together. As in this case, communities’ mental health systems and issues, often need to be
served by an open discursive process. Whatever transpires in local discussions and
decision-making the controversial issues of involuntary outpatient commitment in
California need to be informed by educated and balanced public discourse.

Almost nowhere, however, has there been a thorough discussion of the problems with the
AB1421 program that would clarify for the general public why so many of those
Californians who usually only advocate in support of new mental health services are so
steadfastly opposed to AB1421. This article is an attempt to rectify that, to provide an
overview of those area of concern so that Californians can make good decisions, to create
balance against the Laura’s Law (1421) and other forced treatment advocates, and to
provide essential content understanding so that those who seek solutions based for people
in their community living with mental health conditions are able to serve their cause well.

AB1421 has some strong supporters among some individual family members, some but
not all local California NAMI chapters, and the right-wing national Treatment Advocacy
Center (TAC), which focuses its advocacy on promotion of coercive approaches to
people with mental illness generally and forced treatment in particular. On the national
level, Mental Health America, the Bazelon Center for Mental Health Law, and the
National Disability Rights Network, are among those are strongly opposed to institution
of involuntary outpatient programs on effectiveness, ethical and human rights grounds.

Less known is that the Mental Health Association of California, Disability Rights
California, the California Council for Community Mental Health Agencies (CCCMHA),
the California Psychological Association, California Association of Mental Health Peer-
Run Organizations (CAMHPRO), California Association of Social Rehabilitation
Agencies (CASRA), California Association of Patient Rights Advocates (CAMHPRA)
and related stakeholder organizations in local communities have opposed the
advancement of AB1421 “Laura’s Law” programs, including positions against the 2012
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AB1569 bill which extended its initial sunset period. Taken together this group represents
a significant majority of all of the California’s mental health service providers, mental
health and human rights advocates.

The California public remains confused about this issue, because there has not been
comprehensive or balanced coverage or an understanding of its implications outside the
mental health community. Given California is a generally liberal and progressive state in
regards to mental health, Californians have supported legislative and ballot initiatives
such as Proposition 63, the Mental Health Services Act (the MHSA) to provide more
mental health resources, with some consistency over the years." When local
professionals, MHA organizations, consumer groups and other mental health
stakeholders, come together to counter a push for 1421, community members are often
very surprised — as these communities would usually only ever advocate for rather than
against mental health services.

California’s public officials, troubled family members, individuals and lawmakers have
also been disserved by advocates of 1421, as the issue has been represented to them as a
common-sense community service option, a ‘no-brainer’ that should be an easy sell at the
local Board of Supervisors which is required by statute to authorize implementation in a
given county. In some communities, major local news media has been suborned, by TAC
and others, into the same agenda, and pushed with strong editorial stances, sustained
attacks on public officials and distinctively unbalancing framing of the content and focus
in their coverage as well. In one disturbing turn, the brutal beating death of a mental
health client in Orange County by police, was used as an argument for this forced
treatment approach—notwithstanding the fact, that, as someone already engaged with OC
services, he would not have qualified for a 1421 court order.

Despite all this, Laura’s Law has not been fully implemented in California, it has not
proved value for California, and it has not created results that merit its extension. What
has resulted instead is tension, anger, struggles between those who should be allies,
stigmatization, personal and political attacks on consumer advocates and progressive
mental health service organizations, divisiveness and destructive wrangling at the level of
local government. In turn, this has led to conflict between mental health providers and
advocates, public mental health agencies and county administrations, and, worst of all,
the deepening of mistrust between people with mental health conditions, mental health
consumer and patient advocates and service providers, and those family advocates
convinced by the forced treatment lobby that passage of 1421 in their county is a laudable
end in itself, that will provide a ‘magic bullet’ that will make a difference for their
disabled, difficult and unengaged family members.

The reasons for the controversy over 1421, the same reasons that drive resistance to its
broad implementation, are not well understood. Under-informed, biased and unbalanced
treatment of the issue, in particular, lack of legal analysis of its provisions, has had the
result that the arguments against 1421 are not being well examined until the requisite
deliberative process at local boards of supervisors is underway. This is unfair to both the
members of the pubic and supervisors and other public officials who need good
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information in their deliberations. In particular there is little understanding of why the
majority of mental health services advocates and providers across the state have opposed
rather than supported this program, and why, a decade later, it is still not viewed as good
for the treatment or well-being of communities and people affected by serious mental
illnesses.

“Laura’s Law” History and Context

Devised after the death of a mental health worked in Nevada County, Laura Wilcox, and
based on New York State’s Kendra’s Law, California’s AB1421 statutory language
cleared the way in 2002 for involuntary outpatient civil commitment of people with
mental illnesses in our state, under a ten year sunset provision. Programs designed under
the term of ‘assisted outpatient treatment’ (AOT) could, under the new code, utilize a
court order process to compel individuals referred by providers, family members or
neighbors to accept the terms of an outpatient treatment plan and comply with its
provisions. Failure to comply with the AOT treatment plan, would constitute violation of
the Involuntary Outpatient Commitment (IOC) court order, triggering an enforcement
protocol requiring individuals to be transported to an appropriate facility for psychiatric
evaluation for short-term involuntary commitment to an inpatient ward under California
WIC statute known as the Lanterman-Petrus-Short (LPS) Act, sections 5150"™. AB1421
did not provide or mandate funding for either the services of the process involved in these
programs and stipulated that, approval for implementation of the program necessitates
budgetary findings that it would not reduce or replace funding for voluntary services.

It is important to note that AB1421 statutory language contains two distinct
elements: 1) an intensive service treatment plan for Assisted Outpatient Treatment
(AOT) based on mental health programs historically called Assertive Community
Treatment Teams, and substantially the same as what in California has become
known as the Full Service Partnership (FSP) model," and 2) a court order process
for civil commitment on an outpatient basis (Involuntary Qutpatient Commitment
or IOC) requiring an individual to comply with that treatment plan or face
enforcement actions.

Some family advocates, but not all, anguished and reasonably frustrated by the seeming
inability of public health systems to serve their family members, have been convinced by
proponents of “forced treatment” that implementation of 1421 is the fix that systems need
in order to get people ‘into services’. For these individuals, approval at the local level for
1421 is the goal in itself-- if not a magic bullet, at least some added value by bringing the
power of the courts and services/treatment together.

Ten years later, in 2012, only one California county, Nevada County, a community of just
under 100,000 people in which the tragedy associated with Laura Wilcox occurred, had
implemented “Laura’s Law”." The report on Laura’s Law required by the California
Department of Mental Health was finally released that year as well and showed a mixture
of outcomes for the six (6) people treated under the Nevada county 1421 program.
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AL

e

Despite this exceptionally poor showing for a controversial program, the legislature in
2012 voted, through passage of AB1569, to extend the sunset until 2017. In 2013, Yolo
county, through expansion of contracts with the mental health provider serving 1421
clients in Nevada County, became the second county in California to implement 1421.

To clarify then, after twelve years ‘on the books’ in the state with largest population in
the nation, over 38 million people, the only county to have implemented the program to
the point it could show is Nevada County, with a population of 98,200." By accounts in
the DMH 2012 report on that program and personal testimony of the mental health
director of Nevada County, Michael Haggerty, in fact very few of those individuals
‘threatened’ with Laura’s Law court orders have received them to date. ™

The reasons that emerge against 1421 can be summarized broadly into the following:

» Lack of evidence of efficacy

» Undermining of the treatment relationship/retraumatization
» Processes, not services/ Public agency costs

» Civil Rights and Due Process concerns

» Police/public safety costs, and enforcement concerns

* Racial disparities, discrimination and racial profiling

* Underfunding/replacement of proven community services

Evidence gap/lack of efficacy proofs for Involuntary Qutpatient Commitment

To date there has been no substantive evidence that IOC in California has produced
significant findings for the court order process provided in Laura’s Law. Outcomes that
have been produced by Nevada County, for example, demonstrated only what was
already known—that intensive services based on the Full Service Partnership model do
work for people. Nevada county and others have represented outcomes from the entirety
of their contract FSP programs as evidence of efficacy for clients under the court order --
substantial reductions in hospitalization and incarceration were found for the entire
cohort of clients and then disaggregated for AOT clients based on prior years
hospitalization etc. However no comparison group condition that would substantiate
value for AOT process as opposed to those in the voluntary condition was shown—i.e. no
proof was presented that would meet standards of research evidence to support the notion
that AOT/IOC committed clients showed better outcomes than those who were not under
the court order.™

Proponents of Laura’s Law point to the extensive Duke University study of Kendra’s law
for good quantitative outcomes for reduction of hospitalization and incarceration. The
outcomes mislead people however since because what they show is significant benefit for
people getting services, which were funded and provided after Kendra’s law was passed,

Why California Communities Don’t Want “Laura’s Law” E. Vega, final 7/1/2014



AL

e

il

versus not getting services before, at a time when New York’s mental health budget and
systems were grossly under-resourced.

Put another way, the Duke study compares apples and oranges, or perhaps apples and
apple pie. It does not compare people receiving the same services on voluntary versus an
involuntary basis. In fact no evidence has been found in any case that a court order
creates values for service outcomes beyond the treatment in and of itself.

As a Rand corporation meta-analysis of outcomes in eight states and existing services
research concluded, “There is no evidence that a court order is necessary to achieve
compliance and good outcomes, or that a court order, in and of itself, has any
independent effect on outcomes.” (RAND corporation, 2001)"*

More recently, in March 2013, The Lancet reported on a randomized controlled study
that found, “In well coordinated mental health services the imposition of compulsory
supervision does not reduce the rate of readmission of psychotic patients. We found no
support in terms of any reduction in overall hospital admission to justify the significant
curtailment of patients’ personal liberty.”

Undermining of the treatment relationship/re-traumatization

Treatment works when it is grounded in trusting relationships. Over decades mental
health service recipients and providers’ personal experience and the vast preponderance
of all treatment services research point to the relationship between the provider and the
client as the crucial element for treatment success. All other things aside, when the
relationship between the client and therapist is grounded in trust between them, progress
can occur that can have powerful positive effects. When poor therapeutic relationships
exist, personal hope and motivation for recovery are diminished, engagement with
services fails and there little chance for success. Involuntary commitment works directly
against the therapeutic relationship, magnifies power differentials and reduces the sense
of personal dignity and self-efficacy that is so important to recovery.

Perhaps this is the reason that the director of the only agency that provides treatment to
Laura’s Law clients in Nevada County said definitively that he did not support the
expansion of involuntary approach. ™

People in extreme states, including psychosis and acute psychological distress may not
appear rational in many ways. But one of the things that is often noted by providers,
police, medical staff etc. is how so many collect themselves at a hearing or on evaluation
in such way as to avoid involuntary inpatient commitment. The thing we service
providers know well is that even people experiencing those states, like most of us, are
very aware when their freedom is threatened.

Similarly the use of a threat of 5150 and inpatient hospitalization as the enforcement
mechanism for non-compliance with a court order carries with it the disturbing
connotation that mental health services are a form of punishment. For far too long
inpatient hospitalization has been experienced as such by some, and the stigma of this
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association diminishes the value that mental health service providers, psychiatrists and
others bring to their communities.

When evaluation and treatment are tied to enforcement as the mechanism of coercion, the
productive engagement and collaboration that are core to therapeutic alliance is critically
undermined. Those of us who have been on either or both sides of psychiatric treatment
are deeply aware of how trauma and fear of punishment in the treatment milieu pushes
clients away from help and deters many of those in need from connecting to it in any
case.

This most significant impact for people exposed to trauma and historically
disenfranchised communities such as people of color or gender or sexual minorities is
hard to underestimate. For people who have experienced force and trauma in institutional
settings, child or domestic abuse, or through interaction with street violence, law
enforcement or others, and those exposed to the impacts historical trauma including
racism and genocide, including many people with psychiatric disabilities, the
recapitulation of such trauma can breach the possibility of any positive engagement with
mental health services forever, leading to long-term despair, homelessness and
incarceration. That is the very real possibility exists that coercion in the context of mental
health treatment in fact, by virtue fostering fear and augmenting trauma, leads to more of
the precise problems AB1421 and 10C in general would propose to reduce.

Processes, not services; public agency costs

Like most Californians, mental health advocates and providers do not believe that new
bureaucratic processes are the same as new solutions. Certainly few providers or
advocates believe that simply putting someone before judge represents treatment for
people with serious mental health conditions.

AB1421 mandates a process that compels the court system to work with the mental health
system to get people into services against their will, in the hopes that this process in itself
will make a difference. 1421 language in statute identifies a range of intensive mental
health services to be provided as “assisted outpatient treatment” (AOT). These services
for this same population already exist throughout California, principally funded by the
Mental Health Services Act (MHSA). 1421 does not provide for or identify new funding
or new structures for funding the services it mandates. What it does create is a new
process for compelling people to receive them, even if those are same services have not
worked for them before.

Mental health services funding, including MHSA dollars, cannot pay for the court order
process, attorney/patient rights advocate or the police, sheriff or marshals involved in due
process, detainment, transportation, or other costs incurred through enforcement of 1421
when individuals do not comply. In addition the actual process for outpatient civil
commitment, the many new processes and procedures across an integral array of agencies
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represent significant time and resources lost to red tape. The actual costs of developing
and maintaining a new complex internal process in a large county, for example, including
new government positions or redirection of staff from other county agencies, has not been
adequately accounted or projected for.

In related system costs, enforcement of the court order requires public safety/police or
ambulance transportation to designated facilities when clients of Laura’s Law program
are found in violation. In rural communities transportation time can be hours in itself.
These facilities, often impacted by urgent evaluation needs, need to expand psychiatry,
nursing and other high cost services to respond to increased demands for evaluation.
Pressures on hospital emergency departments and costs increases there are to be expected
as well, as these serve in most California jurisdictions as the principle access point for
5150 evaluation.

Civil rights and due process

In America we take freedom, autonomy and civil rights seriously. Any process that limits
those, or prevents an individual from exercising them, rightly requires significant debate
and, where implemented, effective due process to ensure it is not abused. California like
all states has an established process for holding and evaluating people whose psychiatric

condition is such that they represent a danger to themselves or others, or who are gravely
disabled.

1421 lowers the bar for abridging civil rights and self-determination, it allows for a
family member, neighbor or anyone living with an individual to initiate that process,
rather than a public safety official or licensed mental health practitioner. It does not
provide protections against potential abuse of this process, where for instance, a partner
in a domestic squabble might have someone forcibly removed for ‘evaluation’, as
happens with frightening frequency in jurisdictions across the country.

All Americans with psychiatric disabilities are entitled to protections of their civil rights
under the Americans with Disabilities Act and the federal Protection and Advocacy Act.
Involuntary outpatient commitment has not been challenged on constitutional rights
grounds in California as yet. Complaints have been filed and investigations are under
way, however, in many states that do utilize similar processes nationwide.

Police/public safety costs, and enforcement concerns

AB1421 civil commitment is a court ordered process, meaning that law enforcement
must serve individuals with summons, warrants and other due process notifications.
Public safety must be involved then, at the outset of the process and as enforcers.
Additionally new due process protections and the need for expansion of patient
advocates, public defenders etc. to effect the commitment orders would substantially
expand.

Ultimately law enforcement may be required, as in the Nevada county program, to ‘bring
people in’ to LPS designated facilities for psychiatric evaluation if they fail to comply
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with the IOC court order. The real burden on the judicial and public safety systems in
municipalities is potentially extreme in any community with limited resources there.

Adding detail to public safety officials’ workload is a significant concern on the public
administration side. Much more concerning however, is the need for police or sheriffs to
go to people’s residences to arrest and transport them to an LPS designated facility for
evaluation for a 5150 involuntary hold and inpatient admission. This enforcement action
is the central recourse and presumed compliance mechanism under 1421, whether or not
there is presenting urgency or amy reason to suspect the individual is a danger to
themselves or others.

The enforcement action is required if the client does not show up for an appointment, for
instance, or misses days at a program. By mandate officers are sent to “bring an
individual in” for evaluation, a process that create public shame for the person and their
family as well as many hours or required process between public safety, hospital
emergency rooms etc. Communities in states where IOC is used have had significant
problems with this as well where for instance the police are sent to detain and transport a
person who was scheduled, by the service provider itself for an appointment outside a
court-ordered time window. (i.e. the enforcement mechanism was triggered and police
detailed to enforce it, based on provider errors rather than actual non-compliance).

In high population areas, as well as smaller communities with limited public safety
officers, the real costs associated with police or sheriffs serving as transportation could be
substantial-- not just in terms of wage hours but in the ‘opportunity cost’ of loss of time
on real public safety issues. As illustrated here- “The RAND team’s research could not
provide an answer to the question of whether an involuntary treatment system in
California is worth the additional costs to mental health... the courts and law
enforcement. Nor are there cost effectiveness studies that compare the relative
return on investment ...”™"

Any incident in which law enforcement are expected to remove people from their
locations without their consent involves the possibility of real harm, to the individuals as
well as the officers. Although it is feasible that AB1421 ‘clients’ throughout California
would always go willingly along with these enforcement actions, it is not reasonable to
presume such interactions. Most particularly this is problematic for communities that
have been affected by histories of violence, racial profiling or abuse and other concerns
related to law enforcement excessive force.

When recently questioned by an Alameda County Supervisor as to whether the
enforcement actions that had taken place in Nevada county when a client was removed
from his home had resulted in peaceful interactions with the dispatched officers, the
Nevada county mental health director could only say “I do not know... I do not know if
he went quietly”.

Racial disparities, discrimination and racial profiling
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In the United States the history of discriminatory practices and disparities in mental
health services associated with race is sadly well-documented. People of color have less
access to, and poorer quality of care in many health domains. In mental health the
impacts of these disparities can be extreme in services as well, where, for instance,
African-Americans receive statistically poorer prognosis, diagnosis of more severe
conditions, lower quality and more sedating drug prescriptions, and higher levels of long-
term institutionalization than Anglo peers. California data reveals similar findings where
cultural and ethnic communities are under-served in most mental health settings.

Review of studies on AOT programs have revealed that court orders are placed in
discriminatory patterns on people of color. In particular the Duke university survey of
Kendra’s law showed disturbing disparities relating the use of court order to race and
ethnicity, where significantly more African-American and Latino clients received court
orders than the prevailing demographics and much more than Anglo-Caucasians in
general.
“Outpatient commitment indices for six New York counties and the state show that
when considered for the total population, outpatient commitment affects African
Americans three to eight times more frequently than it affects whites, about five
times more frequently, on average, statewide... Put simply, a black New Yorker
chosen at random from the community would have about a five times greater

chance of being placed in outpatient commitment than a white New Yorker chosen
at random.”™"

While small homogenous communities may not be affected by such concerns, urban
areas that have histories of discrimination, racial tension or historical trauma due to these
should be concerned with the subjective nature of AOT commitment. In particular,
implicit racism has been shown definitively to result in disparately harsh and lower
quality treatment of people of color in both mental health services and the criminal justice
system. People of color may perceived as more justifiable targets of court ordered ‘hard’
approaches while others are referred to voluntary approaches. The cultural competence of
AOT has never been reviewed.

Underfunded services and supports / Conclusion

Treatment success and recovery for people with serious psychiatric conditions is not
easy, it is not simple. What has been shown to work is genuine compassion, trusting
relationships that support personal dignity and patient persistent engagement to make
those happen. AB1421 programs prescribe an involuntary process that undermines the
critical ingredients to treatment success.

In an attempt to shortcut the process “AOT” programs expect law enforcement and court
orders to replace the effective engagement that trained mental health specialists provide.
Rather than build or create new service programs focused on housing or other need areas
that ‘meet people where they are’;ie. ‘carrots’ that are seen as valuable to people with
psychiatric conditions, involuntary outpatient commitment brings a stick to bear against
people who have been failed by our limited systems and underfunded services.
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As mental health professionals across the world will attest, treatment succeeds when it is
thoughtfully designed, adequately funded and based on supportive human relationships
grounded in trust. This truth is no different for people with the most severe kinds of
mental illnesses than any others. The difference we’ve seen in communities across
America over dozens of years of community services is not in the lack of a judge or the
legal authority to threaten or mandate treatment, the difference is in the determination,
the resources and effort made to positively connect with people in support of their

dignity.

California communities know that ‘black robes’ aren’t good public policy and don’t
constitute good programs— we should do what works and what is shown to help. From
the perspective of the many communities, providers and advocates who oppose Laura’s
Law and AOT in general, what is needed is not more processes— it is more modern
services, better community supports and adequate funding. A genuine public will to do
what it takes to eradicate disparities that unduly impact underserved minorities, reduce
social determinants of mental illness such as trauma, develop and resource truly effective
outreach and housing programs, and to finally address the systematic and historic
underfunding of mental health services, will make a difference for people with mental
illness and their families. Laura’s Law will not.
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