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The New York Civil Liberties Union (NYCLU) appreciates this opportunity to submit the 
following testimony regarding both the B-HEARD (Behavioral Health Emergency Assistance 
Response Division) program as well as Int. 1019-2024 and Int. 0532-2024. 
 
The NYCLU, the New York State affiliate of the American Civil Liberties Union, is a not-for-
profit, nonpartisan organization with eight offices throughout the state and over 180,000 members 
and supporters. The NYCLU defends and promotes the fundamental principles and values 
embodied in the Bill of Rights, the U.S. Constitution, and the New York Constitution, including 
the right of every New Yorker to enjoy life, liberty, due process, and equal protection under law. 
This includes our work in pursuit of community safety, and our work to advance the rights of New 
Yorkers who experience mental health issues. The NYCLU has long been a coalition partner of 
both Correct Crisis Intervention Today – NYC (CCIT-NYC) and Communities United for Police 
Reform (CPR). 
 

***** 
 
We welcome the Council’s exercise of oversight of the B-HEARD program, a crisis-response 
program that has been operating with gross failures of transparency and public reporting since it 
was rolled out in 2021 by the City under the auspices of the Mayor’s Office of Community Mental 
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Health (MOCMH).1 Our comments will touch on the B-HEARD program, alternative models of 
mental health crisis response, Daniel’s Law and a proposed change in the role of MOCMH. We 
will also offer our comments on the two bills that are on this meeting’s agenda. 
 
B-HEARD “Pilot” Project 
 
In New York City, people who experience a physical/medical health emergency are dispatched 
health professionals who are specifically trained to provide medical services. By contrast and as 
we all too well are aware, people who experience a mental health emergency are almost always 
sent police officers as the first and primary responders—not health professionals. B-HEARD is a 
“pilot” project that currently deploys teams of health professionals - including two EMTs, or 
paramedics, and one mental health professional - to some, but not all, 911 mental health calls. B-
HEARD is not a true non-police response nor is it a true health- informed and trauma-informed 
mental health crisis response model.  
 
We firmly believe that the B-HEARD pilot program should be dismantled, and the Council should 
move to form a more appropriate peer-infused, community-based crisis response model. The B-
HEARD pilot largely continues to embed an NYPD response in NYC’s crisis response model. 911 
or 988 calls that involve a weapon, an imminent risk of violence or harm to self, or where NYPD 
or EMS call-takers know that an individual has an immediate need for a transport to a medical 
facility continue to receive a traditional 911 response—an ambulance and police officers.2  The B-
HEARD program provides no role for peers on teams or in leadership; solicits no community 
input and no needs assessment; does not offer trauma informed care; does not engage in culturally 
competent, gender competent or linguistically competent service provision; appears to engage in 
no outreach to, or have any working relationships with, trusted community providers or 
community-based organizations; appears to operate without any focus on key outcomes (housing, 
criminal legal involvement, stability) for a person and appears to provide no follow-up care or 
long-term assistance to individuals, or their family, loved ones and/or circle of support to avert the 
next crisis.  
 
According to the City, the goals of the B-HEARD pilot are to route 911 so-called “EDP” calls,3 or 
mental health crisis calls, to a B-HEARD response; the B-HEARD program is also intended to 

 
1 The B-HEARD pilot program reflects a voluntary interagency effort undertaken by the NYPD, FDNY/EMT, New 
York City H+H, the NYC Department of Health and Mental Hygiene in partnership with MOCMH.  MOCMH has no 
real authority to direct the budgetary lines of the participating agencies and cannot coordinate strategies across 
multiple city agencies. It has no authority to bring all the relevant stakeholders to the table and secure their 
cooperation to reform existing procedures and protocols and to coordinate and implement the strategies required for 
people with complex social, economic, and health needs. 
 
2 See https://mentalhealth.cityofnewyork.us/b-heard.  
 
3 “EDP” or Emotionally Disturbed Person is the highly pejorative nomenclature used by the NYPD with respect to 
people with mental health challenges. See e.g. NYPD Patrol Guide 221-13, 
https://www.nyc.gov/assets/nypd/downloads/pdf/public_information/public-pguide4.pdf.    

https://mentalhealth.cityofnewyork.us/b-heard
https://www.nyc.gov/assets/nypd/downloads/pdf/public_information/public-pguide4.pdf


3 
 

increase connection to community-based care, reduce unnecessary transports to hospitals, and 
reduce unnecessary use of police resources.4  
 
As the Council knows, NYPD controls the City’s 911 system and its trained personnel determine 
when, or if, incoming calls for mental health assistance are B-HEARD “eligible” calls.  The 911 
operator makes the first analysis on B-HEARD eligibility.5 If the call is deemed eligible, an 
FDNY/EMS algorithm6 also appears to be applied to a secondary determination that it is 
appropriate to activate a B-HEARD response team, if a team is available. B-HEARD operates only 
16 hours a day, in a select number of NYPD precincts across four boroughs and there are quite 
limited numbers of “teams” assigned on each 8 hour shift.7 No one knows what the B-HEARD 

 
 
4 See https://mentalhealth.cityofnewyork.us/b-heard.   
 
5 NYPD must respond to calls when there is increased risk of harm, including situations on subway tracks, situations 
involving weapons, imminent harm (as identified by 911 caller), crime in progress, or other (unknown to the public) 
circumstances requiring law enforcement assistance. See https://mentalhealth.cityofnewyork.us/b-heard. NYPD 
responds when the B-HEARD team is not available, i.e., from 1 a.m. to 9 a.m. and NYPD responds if the team is not 
available within a certain amount of time during its operational hours of 9 a.m. to 1 a.m. 
 
6 The City casually has announced in its recent update to the B-HEARD website that “FDNY EMS developed, 
refined, and automated an algorithm for call takers use when they collect information on whether the individual has 
already been assessed by a mental health clinician. This algorithm helps inform the type of emergency response that is 
dispatched.” See https://mentalhealth.cityofnewyork.us/b-heard. This is an astonishing disclosure that there may not 
even be a “human in the loop” when it comes to FDNY EMS dispatch on the NYPD 911 handoff relating to B-
HEARD calls.  
 
The FDNY has long bragged about its algorithmically driven dispatch system. See FDNY Foundation, FDNY Pro 
EMS 4th/2017, FDNY’s Computerized Triage Software, https://www.fdnypro.org/fdny-computerized-triage- 
software/. But there has been no public-facing discussion of the circumstances under which a mental health call could 
appropriately be incorporated into the FDNY dispatch system. Int.1019-2024, a subject of today’s hearing addressing 
data collection and disclosure, does not even begin to address this particular technical issue. 
 
7  Under the Adams administration, B-HEARD has expanded to 31 police precincts across Manhattan, Queens, 
Brooklyn and the Bronx. But the Administration has imposed significant city budget cuts and B-HEARD appears to 
be experiencing staffing difficulties so further expansion of this program is questionable. The B-HEARD data page 
claims that the City has now “switched from using police precincts within the existing pilot area to flexible ones that 
are more aligned with how EMS units are dispatched.” The City claims that this modification “allows existing teams 
to be more adaptable in their ability to respond to nearby calls outside a precinct boundary once they have completed a 
call, which will increase their ability to respond to more calls.” These statements are perplexing and suggest that the 
B-HEARD teams may respond outside the precincts in which they operate. Yet the City has been quite insistent that 
B-HEARD teams cannot operate in precincts to which they have not been expanded. See, e.g., Reuven Blau and Yoav 
Gonen, Family of Win Rozario, 19-Year-Old Killed by Cops, Demands Body Cam Footage Release, The City, May 2, 
2024, https://www.thecity.nyc/2024/05/02/win-rozario-nypd-bodycam-demand/.  
 
The City has been entirely silent as to whether the City has any further plans to develop more “drop off” alternative 
centers which provide short-term services to stabilize people who need immediate attention for mental health or 
substance use concerns but do not require hospital-level care. These “drop off” centers were first proposed under the 
DeBlasio Administration and were significantly delayed in becoming operational. There are only two such “Support 
and Connection Centers”  in East Harlem and the Bronx which can serve no more than 25 people at a time, for stays 
no longer than 10 days. See Maya Kaufman, Mental health crisis response pilot expands, despite ongoing struggles, 
Politico Pro, April 13, 2023, https://subscriber.politicopro.com/article/2023/04/mental-health-crisis-response-pilot-
expands-despite-ongoing-struggles-00091858?source=email.  

https://mentalhealth.cityofnewyork.us/b-heard
https://mentalhealth.cityofnewyork.us/b-heard
https://mentalhealth.cityofnewyork.us/b-heard
https://www.fdnypro.org/fdny-computerized-triage-%20software/
https://www.fdnypro.org/fdny-computerized-triage-%20software/
https://www.thecity.nyc/2024/05/02/win-rozario-nypd-bodycam-demand/
https://subscriber.politicopro.com/article/2023/04/mental-health-crisis-response-pilot-expands-despite-ongoing-struggles-00091858?source=email
https://subscriber.politicopro.com/article/2023/04/mental-health-crisis-response-pilot-expands-despite-ongoing-struggles-00091858?source=email
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teams’ average response time is because the City stopped reporting that metric after the first year 
of B-HEARD’s operation in the 2021-2022 fiscal year.8 No one knows what kind of locations the 
B-HEARD teams are responding to, i.e. are they responding to a person in their home, a person on 
or near a subway or MTA train or in a subway or MTA train station, a person on the street, or to a 
person’s school.9  We also no longer know how many actual “EDP” or mental health crisis calls 
are directed to the 911, 988 and 311 systems because the City has ceased making that data 
available.10 
 
Most importantly, there is extraordinarily limited public data by which the program can be 
assessed by the Council and by City residents in the impacted precincts and by NYC taxpayers 
across the five boroughs. Until the City’s data dump on Friday, September 20, 2024,11 the City 
had not updated any of the public-facing data on the B-HEARD website since the 4th quarter of 
2023, i.e. June 2023.12  What does appear from this data dump is that the NYPD absolutely remain 
the default responder to mental health crisis calls - receiving some 70% of mental health calls in 
the B-HEARD pilot precincts and, obviously, 100% of the mental health calls in the rest of the 
City where B-HEARD does not operate.13 

 
 
8 The average response time then was reported by the City at some 16 minutes on average, twice the then-response 
time for traditional health-related EMS response. See https://mentalhealth.cityofnewyork.us/wp-
content/uploads/2022/10/FINAL-DATA-BRIEF-B-HEARD-FY22-TOTAL.pdf.  
 
9 The B-HEARD FAQs note that “B-HEARD is an option for ages 6+ and B-HEARD responds to 911 calls from 
schools.” 
 
10 The City can easily generate this sort of data but no longer does leaving members of the public to navigate the NYC 
Open Data portal. We discuss the challenges of obtaining useful data from the Open Data portal, below, in our 
comments concerning Int. 1019-2024 which is on today’s hearing agenda.   
 
11 The City re-populated the data on the B-HEARD website on the Friday before this Monday oversight hearing. The 
data reporting metrics deviate significantly from past data reported on the B-HEARD website and does not lend itself 
to easy analysis. For example, the FY 24 data is reported on a quarterly basis on bar charts that show “Total 911 
Mental Health Calls in the Pilot Area during Pilot Hours,” “Calls Eligible for a B-HEARD Response,” “Calls that 
Received a B-HEARD Response.”  No specific numbers or percentage are presented on the bar charts, unlike the 
“Historical Data” that has been presented for previous fiscal years/quarters back to the “1 Month Snapshot” presented 
for June-July 2021. Rather there is an incidental graphic showing “Fiscal year 2024 Program Data.”  Moreover, the 
data does not even reflect “the number of times B-HEARD teams responded to requests from agency partners in the 
field, including NYPD and EMS.” 
 
12 The B-HEARD “News” page is equally stale and has largely not been updated since 2023. 
 
13 The data seems to show that B-HEARD may have responded to 15,000 calls during the last fiscal year. 
If that is the case, B-HEARD teams appears to have tried to respond to only about 29 percent of the mental health-
related 911 calls in the areas where it operates – that is, of course, reported by the City to be up from the 21 percent 
response rate it asserted during the 2022-2023 fiscal year. 
 
But a graphic on the B-HEARD data page asserts that there were 51,329 total mental health calls in the pilot area 
during the limited hours of operation window that a B-HEARD team is on duty. From the jump a full 60% of those 
calls were ruled out for a B-HEARD response/were simply deemed ineligible for a B-HEARD response. Of the then 
remaining 20,451 “eligible” calls, B-HEARD responded only to 14,951 calls and only made patient contact with 
respect to 7417 “patients” or 14% of the total number of calls made for a mental health response in the B-HEARD 

https://mentalhealth.cityofnewyork.us/wp-content/uploads/2022/10/FINAL-DATA-BRIEF-B-HEARD-FY22-TOTAL.pdf
https://mentalhealth.cityofnewyork.us/wp-content/uploads/2022/10/FINAL-DATA-BRIEF-B-HEARD-FY22-TOTAL.pdf
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More accurate and timely reporting on the totality of the B-HEARD program is critical as this 
program is actually functional and is touching people’s lives in unimaginable, damaging, ways. 
But more reporting will not solve the fundamental problem confronting New Yorkers. We have 
said it before and we will say it again, the entirety of New York City’s public mental health 
services, such as they are, is simply dysfunctional – from policies to procedures to programs to 
facilities – and the system’s negative impact on the City’s Black, Brown, AMEMSA, AAPI and 
Indigenous community members is quite deeply entrenched. New York City’s public mental 
health services must be reimagined. 
 
Alternative Models for Mental Health Crisis Response and the Need for a Well-Funded 
Continuum of Care  
 
The B-HEARD program is yet another example of NYC’s dysfunctional, and inappropriate, 
response to New Yorkers experiencing a mental health, substance abuse or other type of emotional 
crisis. Mental health crises are health issues not criminal ones, and New York City has a duty to 
respond to them as such. New Yorkers in crisis deserve the care and support of trained, 
community-based, culturally competent health professionals. New Yorkers deserve a well-funded 
system of respite care centers, mental health urgent care centers, drop-in centers for those with 
mental health concerns and safe havens for people with mental health concerns. These services 
must be easy to access, open to the public 24/7, and prioritize serving those neighborhoods that 
struggle most with crises.  A service delivery system of this sort would provide people with mental 
health conditions resources and support that can stop crisis situations from emerging.  
Development, and investment, in community-based organizations that improve overall quality of 
life will subsequently improve Citywide mental health, and must be prioritized.   
 
Continuing to vest the response to mental health and addiction crises in the hands of the NYPD, as 
the B-HEARD “pilot” program does, is not the right response.14 

 
catchment area. And for that 14% of patients contacted, 3691 “received a mental health assessment” – which 
represents only 7% of the people for whom mental health calls had been made in the first instance in the B-HEARD 
catchment area. Of these 3691 people, 2107, or 57%, were transported away to a hospital. The City claims that the 
remaining 1584 people were “served in the community” without any indication as to what services in the community 
the person was connected to. The new dataset also provides no information concerning the 3,800 people who are 
claimed to have interacted with a B-HEARD team but did not get a behavioral health assessment. 
 
14 The City’s delegation of authority to the NYPD to respond to mental health crisis calls may also very well be illegal 
in violation of anti-discrimination laws, including the Americans with Disabilities Act (the “ADA”). The Council 
should consider this issue as it engages in today’s oversight hearing concerning B-HEARD. 
 
The Council, no doubt, is aware that federal courts in Oregon and D.C. have recently recognized that emergency 
response systems that operate in the ways New York City’s do violate the ADA.  See e.g. Disability Rights Oregon v. 
Washington County, 24-cv-235-SB (D. Oregon Aug. 30, 2024), Dkt.40 at 4- 3-44 (U.S. Magistrate Judge report and 
recommendations concerning denial of the defendants’ motion to dismiss finding that the 911 dispatch system is 
meant to provide consistent access to medical services, including stabilizing services for all; drawing reasonable 
inferences in Plaintiffs’ favor, as the Court must, Plaintiffs allege that the primary safety issue (or one of the primary 
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The Council knows that the NYCLU has long advocated for a fundamental transformation of the 
role of policing in this City, and indeed across our state15 – a critically important area is ending 
our over-reliance on police as first responders in every crisis. When our friends, neighbors, or 
community members are experiencing a mental health crisis, they deserve to be treated with 
compassion, care, and understanding – not cops and the threat of jail. In no other medical 
emergency do we expect the person in crisis, and their family and loved ones, to have to 
communicate with, work with, and navigate help from a person carrying a gun. 
 
Studies show that up to one-half of people who become victims of police violence have a 
disability – and overwhelmingly, a mental health disability.16 Tragically, for many New Yorkers, 
911 is the only option for people seeking help in a mental health crisis. And police often arrive at 
the scene armed with deadly weapons, a lack of mental health training, and an inability to 

 
safety issues) for mental health crises is the subject’s health, and that the safety issue is not significantly different from 
a physical health crisis”); Bread for the City v. District of Columbia, 23cv1945 (D. D.C. Sept. 10, 2024) Minute 
Order. Proceedings held before Judge Ana C. Reyes, denying Motion to Dismiss (denying defendants’ motions to 
dismiss plaintiffs’ claims that dispatching police as first responders to mental health emergencies violates the 
disabilities laws). Both these cases have been brought by the NYCLU’s ACLU disability rights colleagues. See case 
descriptions and pertinent legal pleadings at https://www.aclu.org/cases/disability-rights-oregon-v-washington-
county-oregon and https://www.aclu.org/cases/bread-for-the-city-v-district-of-columbia.  
 
Moreover, the U.S. Department of Justice (“DOJ”) and the Department of Health & Human Services (“HHS”) has 
recently issued comprehensive and specific guidance concerning non-law enforcement emergency response to people 
with behavioral health or other disabilities. See DOJ and HHS, Guidance for Emergency Responses to People with 
Behavioral Health or Other Disabilities, (2023), https://www.justice.gov/d9/2023-05/Sec.%2014%28a%29%20-
%20DOJ%20and%20HHS%20Guidance%20on%20Emergency%20Responses%20to%20Individuals%20with%20Be
havioral%20Health%20or%20Other%20Disabilities_FINAL.pdf.  
 
This Guidance is informed by an extensive analysis of the American with Disabilities Act and builds on the extensive 
work previously conducted by HHS’ Substance Abuse and Mental Health Services Administration (SAMHSA). See  
National Guidelines for Behavioral Health Crisis Care—A Best Practice Toolkit. In its guidance, SAMHSA has 
emphasized the importance of a coherent system to deal with mental health crises. “With non-existent or inadequate 
crisis care,” SAMHSA stated, “costs escalate due to an overdependence on restrictive, longer-term hospital stays, 
hospital readmissions, overuse of law enforcement and human tragedies that result from a lack of access to care.”  
 
15 We, with other advocates around the state, have drafted legislation and secured sponsors  –  “Daniel’s Law” (S.2398 
(Brouk) / A.2210 (Bronson) – intended to afford our NYS legislature an opportunity to pass a transformative law that 
will prioritize community safety in removing police as the default solution to address mental health needs. Daniel’s 
Law would establish state and regional councils and regional response units for mental health emergencies and amend 
certain provisions of state law altering the powers of peace officers and police officers when engaged in response to 
mental health emergencies.  The NYCLU, with a diverse, statewide coalition has been pursuing this legislative 
enactment for the past  four years. 
 
16 Abigail Abrams, Black, Disabled, and at Risk: The Overlooked Problem of Police Violence Against Americans with 
Disabilities, TIME, June 25, 2020, available at https://time.com/5857438/police-violenceblack-disabled/. Ryan W. 
Miller and Grace Hauck, It’s working in Eugene, Olympia, Denver: More cities are sending civilian responders, not 
police, on mental health calls, USA TODAY, April 5, 2021, available at https://www.usatoday.com/in-
depth/news/nation/2021/04/05/george-floyd-daniel-prude-911-mentalhealth-response/6819744002/. 
 

https://www.aclu.org/cases/disability-rights-oregon-v-washington-county-oregon
https://www.aclu.org/cases/disability-rights-oregon-v-washington-county-oregon
https://www.aclu.org/cases/bread-for-the-city-v-district-of-columbia
https://www.justice.gov/d9/2023-05/Sec.%2014%28a%29%20-%20DOJ%20and%20HHS%20Guidance%20on%20Emergency%20Responses%20to%20Individuals%20with%20Behavioral%20Health%20or%20Other%20Disabilities_FINAL.pdf
https://www.justice.gov/d9/2023-05/Sec.%2014%28a%29%20-%20DOJ%20and%20HHS%20Guidance%20on%20Emergency%20Responses%20to%20Individuals%20with%20Behavioral%20Health%20or%20Other%20Disabilities_FINAL.pdf
https://www.justice.gov/d9/2023-05/Sec.%2014%28a%29%20-%20DOJ%20and%20HHS%20Guidance%20on%20Emergency%20Responses%20to%20Individuals%20with%20Behavioral%20Health%20or%20Other%20Disabilities_FINAL.pdf
https://www.usatoday.com/in-depth/news/nation/2021/04/05/george-floyd-daniel-prude-911-mentalhealth-response/6819744002/
https://www.usatoday.com/in-depth/news/nation/2021/04/05/george-floyd-daniel-prude-911-mentalhealth-response/6819744002/
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deescalate the personal crisis. In our society today, people with mental disabilities are among the 
most stigmatized and often feared.  
 
Despite research that clearly shows the mental health benefits of treatment, support, and housing, 
our federal, state, and local governments have not prioritized funding these resources. We have 
done far too little to fund and provide access to resources that can help reduce the incidence and 
severity of psychiatric disabilities. As a result, millions of people with psychiatric disabilities live 
in the U.S. without receiving necessary treatment and support. When an individual’s symptoms 
become severe, or circumstances precipitate a crisis, they face few options. In most cities, police 
are the first to respond to the scene of someone in a mental health crisis, and many transport 
individuals to an emergency room, jail, or psychiatric hospital. The results are devastating – use of 
force, trauma, death, involuntary psychiatric institutionalization and/or involuntary treatment and 
sometimes repeat contact with the criminal justice system and/or incarceration.   
 
Police are not – and should not be – mental health counselors or social workers; they lack the 
comprehensive training and skills needed to provide the safe and appropriate response to those in 
distress.17 Moreover, the presence of armed police officers too frequently escalates crisis 
situations. In worst-case scenarios, officers use force in response to a person in crisis, resulting in 
unnecessary and unjust serious bodily injury and death to those who simply need the care and 
support of trained health professionals (e.g. social workers and psychologists).18 In fact, people 
with untreated mental illness are 16 times more likely to be killed during a police encounter than 
others approached or stopped by an officer.19 The Washington Post’s database of fatal police 
shootings found that 20-25% of fatal police shootings killed a person with mental illness, and that 
approximately 92% of people killed by police while holding some sort of weapon (ranging from a 
toy weapon to a knife or a gun) were people with mental illness. Approximately 28% of those 
people with mental illness killed by police were Black or Latinx. However, those numbers 
apparently only represent those individuals “perceived to be mentally ill at the time of the 
shooting.” So, the real numbers and percentages may be much higher.20 One study found close to 

 
17 Police have limited options, all grounded in traditional policing models of command, control and coercion 
principles, when responding to a person in crisis. They may arrest the individual; refer the person to mental health 
services or transport the person for an involuntary psychiatric evaluation; resolve the situation informally, for 
example, asking the individual to leave the scene; or if the individual is a crime victim, take a report and perhaps 
provide assistance. 
 
18 People with intellectual and developmental disabilities and people with substance abuse challenges face similar 
risks. 
 
19 See. e.g. Policing and the Mentally Ill, Chappell, D. (referenced in Treatment Advocacy Center's Overlooked in the 
Undercounted, https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf. 
 
20 Although half of the people shot and killed by police are White, Black Americans are shot at a disproportionate rate. 
They account for roughly 14 percent of the U.S. population and are killed by police at more than twice the rate of 
White Americans. Hispanic Americans are also killed by police at a disproportionate rate.  See Washington Post Fatal 
Force Database, updated as of September 9, 2024,  https://www.washingtonpost.com/graphics/investigations/police-
shootings-database/.  

https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf
https://www.washingtonpost.com/graphics/investigations/police-shootings-database/
https://www.washingtonpost.com/graphics/investigations/police-shootings-database/
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one-third of those killed by police were people with disabilities,21 and individual jurisdictions and 
other studies have reported numbers as high as 57%22 and 81%.23 
 
New Yorkers, and people across this nation, want a true reimagining of what constitutes public 
safety and the role of law enforcement in promoting safety – particularly with respect to people in 
a health crisis. To that end, other cities and states have begun to create systems that treat mental 
health crises as a public health concern rather than an inherent problem for the criminal justice 
system to solve. Programs replacing police with social workers, mental health counselors, and 
medical staff have been in operation for at least a year in Toronto, Ontario24; Austin, Texas; 
Eugene, Oregon; Olympia, Washington; Denver, Colorado; and Edmonton, Canada.25 These 
programs all focus on providing more appropriate services and reducing government spending. 
Other cities have recently begun or approved crisis response programs of their own – each 
calibrated to the needs and resources of those locales and shaped fundamentally by people living 
with mental health challenges and the impacted communities in which they live. 
 
  

 
 
21 David M. Perry and Lawrence Carter-Long, The Ruderman White Paper on Media Coverage of Law Enforcement 
Use of Force and Disability, Ruderman Family Foundation (March 2016); see also Kate Mather and James Queally, 
“More than a third of people shot by L.A. police last year were mentally ill, LAPD report finds,” Los Angeles Times, 
March 1, 2016, http://www.latimes.com/local/lanow/la-me-lnlapd-use-of-force-report-20160301-story.html.  
 
22  Alex Emslie and Rachael Bale: Half of those Killed by SFPD are Mentally Ill, KQED, Sept. 30, 2014, available at: 
https://www.kqed.org/news/147854/half-of-those-killed-by-san-francisco-police-arementally-ill 8 See The Ruderman 
White Paper On Media Coverage Of Law Enforcement Use of Force and Disability, March 2016, 
https://rudermanfoundation.org/wp-content/uploads/2017/08/MediaStudyPoliceDisability_final-final.pdf. 
 
23  Studies range from 27% (a low number focusing only on mental illness) to 81% (a high number lumping together 
mental illness and substance abuse). 
 
24 The Gerstein Center in Toronto has actually been successfully operational for more than 30 years and is an excellent 
model of what a fully scaled up crisis services program can accomplish and what challenges that model continues to 
encounter. https://gersteincentre.org/.  
 
25 See, e.g., NYLPI and Human Rights Watch Draft List of Diverse Non-Police Mental Health Crisis Response 
Models,  January 8, 2024, https://www.nylpi.org/nylpi-and-human-rights-watch-draft-list-of-diverse-non-police-
mental-health-crisis-response-models/.  
 
The Council should be aware that in 2023 the State Legislature passed a law creating the “Daniel’s Law Task Force.” 
The Daniel’s Law Task Force, under the leadership of the New York State Office for Mental Health (OMH) and the 
Office of Addiction Services and Supports (OASAS), is working to identify programs throughout the country that 
could serve as a model for building effective systems to respond to people experiencing mental health and substance 
use crises. The Task Force is also charged with identifying potential funding sources for expanding crisis response 
services. See Daniel’s Law Task Force landing page at https://omh.ny.gov/omhweb/daniels-law-task-force/.  
 

http://www.latimes.com/local/lanow/la-me-lnlapd-use-of-force-report-20160301-story.html
https://rudermanfoundation.org/wp-content/uploads/2017/08/MediaStudyPoliceDisability_final-final.pdf
https://gersteincentre.org/
https://www.nylpi.org/nylpi-and-human-rights-watch-draft-list-of-diverse-non-police-mental-health-crisis-response-models/
https://www.nylpi.org/nylpi-and-human-rights-watch-draft-list-of-diverse-non-police-mental-health-crisis-response-models/
https://omh.ny.gov/omhweb/daniels-law-task-force/
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Daniel’s Law as a Driver of Local Emergency Response Plans Setting Forth Comprehensive 
Policies For Responses to Mental Health and Substance Use Crises 
  
Legislation currently under consideration at the state level – Daniel’s Law (S.2398/A.2210) – 
provides a model that New York City should look to in crafting its approach to crisis response. 
Under Daniel’s Law, health experts working in the community and peers will make up a state 
council that advises and approves local emergency response plans setting forth comprehensive 
policies for responses to mental health and substance use crises. Each member of the council must 
be dedicated to the goals of operating through the lens of de-escalation practices, providing 
trauma-informed and culturally-competent care, and avoiding contact with the criminal system. 
Half of the council’s members must also have direct or peer lived experience with mental health, 
disability, or drug addiction.  
 
Current New York state law allows police to intervene any time someone poses any “mental 
health risk” to themselves – even when there is no public safety risk.26 Daniel’s Law removes this 
presumptive public safety lens, so that emergency response plans will only be approved and 
funded where mental health experts and peers control the response to a health emergency, rather 
than police. Under Daniel’s Law, the state will only fund emergency response plans where the role 
of law enforcement is limited to situations where there’s an actual public safety risk so that police 
are no longer the default first responders to health emergencies. 
 
Daniel’s Law requires the statewide council to work with the OMH and OASAS commissioners to 
approve emergency response plans submitted by local governments. In order to receive approval 
and state funding, these plans must be driven and created by those with direct lived experience in 
mental health and must center a health-based response to a health crisis instead of police. Once 
approved, local plans will formalize a peer-led process of licensing and training local mental 
health response units that can be dispatched instead of – not just alongside – police. The local 
plans that will emerge from the process mandated by Daniel’s Law must be fully integrated into 
existing 911, 988, and other emergency dispatch services, existing EMT response, local mental 
health and substance use facilities and providers, and local police response. Daniel’s Law is a first 
step – it will fix state law so we can build a meaningful mental health response system outside of 
the police. 
 
We cannot emphasize enough, however, that law enforcement officers’ mission, and training, is 
fundamentally incompatible with a public health response to people in crisis. Unless and until the 
law enforcement establishment, and those who support this structure, alter their perception that 
people in mental health crisis are a public safety “disorder” to be controlled and eliminated from 
the public domain and view a mental health crisis as a health/medical event that requires a public 
health, not a public safety response, barriers will continue to be erected to accomplishing the goals 
of Daniel’s Law.   

 
26 N.Y. Mental Hygiene Law §  9.41. 
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Moreover, community support is critical to accomplishing the goals of Daniel’s Law. Daniel’s 
Law creates a system for those already practicing trauma-informed mental health work in their 
communities to serve as local responders. Local mental health response units must be trained and 
designed to respond to people in crisis, deescalate these situations, and connect people with the 
care they need. And these mobile teams must respond without law enforcement accompaniment 
unless the crisis team determines that special circumstances require law enforcement assistance. It 
is critical to note that no crisis intervention approach will work without financial investment in 
community-based services and care. New Yorkers in crisis deserve the care and support of trained, 
community-based, culturally competent and gender competent health professionals.  
 
New York City, as well as New York State and other government funders must support the 
ultimate goal of ensuring that we have a well-funded continuum of care system. We urge the 
Council to support statewide efforts to pass Daniel’s Law and welcome the opportunity to work 
with the Council to apply its vision at the local level.  
 
Comments Concerning MOCMH 
 
MOCMH, the Mayor’s Office of Community Mental Health, and the interagency Mental Health 
Council established first by Executive Order 68 and then by Local Law 155 (2021), offered New 
Yorkers the promise and opportunity to develop a truly comprehensive mental health system in 
NYC – one that is based on prevention, one that includes an appropriate and comprehensive 
strategy for responding to people experiencing mental health crises, one that actually does not 
embed and perpetuate the NYPD’s involvement as responders, and one that uses a racial equity 
framework to inform its design and performance.  
 
But MOCMH and the Mental Health Council have, to date, failed entirely to advance these goals 
and achieve these outcomes.  MOCMH has never taken the necessary steps to ensure a diverse 
oversight body that includes peers, providers, and community members – the people who are 
generally never invited to the table and allowed to take part in the conversations and planning that 
too often are conducted about them without them. We urge the Council to examine whether and 
how MOCMH can fulfil its mandates, including whether the Council must revisit whether  
MOCMH should be converted to a mayoral-level agency, rather than a mayoral office.27   
 
As noted above, MOCMH is not empowered to coordinate the strategies required for people with 
complex social, economic, and health needs.  Because proper care and support is not available 
when and where it’s needed, people with mental illness cycle through myriad public systems, 

 
27 Although Local Law 155 amends the City Charter to create MOCMH, MOCMH may be “established within the 
executive office of the mayor or as a separate office or within any other agency or office headed by a mayoral 
appointee as the mayor may determine.” MOCMH’s director is either be “appointed  by  the  mayor or by the head of 
such other agency or office.” 
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sometimes for decades, including the courts, jails, certified CPEPs or Comprehensive Psychiatric 
Emergency programs, hospital emergency departments and inpatient units, shelters, and many 
offices within the Department of Social Services.   
 
Even if an individual is connected to mental health services, the mental health care that is 
currently delivered, especially for people reliant on the public mental health system, is routinely 
second-rate, dismissive of choice or convenience, difficult to obtain in many neighborhoods and 
rarely linguistically competent, culturally competent, gender competent, or, in any way, person-
centered.  Preventive care will keep people healthy and well through the provision of social 
supports, starting with economic security, safe affordable housing, available employment, 
meaningful social connections, and the ability to access beneficial services in one’s own 
community.  
 
MOCMH simply does not have meaningful power. As noted above, MOCMH should be 
coordinating strategies across multiple city agencies and must have the authority to bring all the 
relevant stakeholders to the table and secure their cooperation to reform existing procedures and 
protocols. The Mental Health Council is missing in action. Planning also appears to continue to 
originate in a top down fashion conducted entirely by city employees who are not likely to have 
any meaningful connection to the impacted neighborhoods and the people most in need.  The 
communities disproportionately impacted by mental health concerns are integral to the 
development of an action plan that focuses both on the systems at work, together with the 
underlying social determinants of health which undermine mental health care: lack of accessible 
services, limited housing options, virtually non-existent social supports, high unemployment and 
underemployment, racism, and police violence. Notably, those with the highest needs, including 
people who are homeless or recently incarcerated, have the least access to care.   
 
MOCMH and the Mental Health Council are also charged, among other things, with identifying 
critical gaps in care that are preventing New Yorkers with mental health needs from accessing and 
staying connected to care, incubating innovative strategies to close these gaps in care, maximizing 
the promotion of mental health within and across City agencies by developing citywide policies 
and practices, including coordinating agencies to effectively and equitably maximize mental health 
crisis prevention, intervention and stabilization practices; promoting mental health screening; 
increasing referrals to care; offering relevant training; implementing other strategies that promote 
mental health; and eliminating barriers to care through engagement with under-served populations.   
 
Initiatives of this nature must be evidence-based, person-centered, and community-driven.   The 
Mental Health Council should meaningfully include peers, community members, and subject 
experts in a policy-making role as the Mental Health Council cannot be permitted to operate 
without any consultation with subject experts, community-based providers, and, most critically, 
New Yorkers who have had firsthand experience with the mental health system and encounters 
with crisis responders.  
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In this regard, we also urge the City Council to continue to keep intense focus on the investment of 
resources and connection of people with consensual care – proven approaches to help people in 
the long term.  And we urge the City Council to push back against what appears to be the Mayor’s 
(and Governor’s) intent to recraft a mental health system to permit easier removal and forced 
treatment of people without addressing systematic dysfunctionality – the lack of supportive 
housing and culturally appropriate supports and services. Short-term forced treatment and 
criminalization are demonstrably ineffective approaches to meaningful change. 

Accordingly, we urge the Council to amend Local Law 155 to make MOCMH truly a mayoral-
level agency and to replace the current advisory body composed entirely of government agency 
heads with a diverse oversight body that includes peers, providers, and community members, such 
as was recommended as far back as 2018 by the Mayor's Task Force on Crisis Prevention and 
Response. 

Comments Concerning Int. 1019-2024: A Local Law to amend the Administrative Code of the City 
of New York, in relation to the reporting and publication of mental health emergency response 
data. 

Int. 1019-2024 is intended to ensure that there is meaningful data provided by the City about the 
operations of the B-HEARD pilot program. The bill would require the MOCMH, in coordination 
and consultation with other relevant agencies, to report to the Mayor and Speaker of the Council 
and online regarding each 911 call that is identified as involving a mental health emergency, on a 
quarterly basis. Additionally, the bill would require the NYPD and FDNY to include the unique 
identifiers generated by their respective computer-aided dispatch systems in their 911 call data 
publication on the NYC Open Data Portal. Importantly, the NYPD and FDNY would also be 
required to indicate whether a B-HEARD team was dispatched and able to respond in their 911 
call data publication on the NYC Open Data Portal. 

The City used to easily generate and publicize this sort of data but no longer does which leaves all 
of us left trying to navigate the NYC Open Data Portal to obtain NYC agency data. While the 
Open Data portal datasets should provide a resource to enable the systematic study of NYC-
policing and better inform related policies, they also present a challenge because the data is 
generated and recorded with operations rather than analytics in mind. And, because the B-HEARD 
“pilot” program is a voluntary project with a number of agency auspices touched by the pilot 
program, there is no central data set available on Open Data relating to the B-HEARD program. 
Open Data currently can generate data sets based on “Calls for Service” to NYPD's 911 system, 
both on an alleged “Year to Date” basis and on an “Historical” basis. The datasets document 
entries into the NYPD 911 system, ICAD. The data is collected from the ICAD system which call 
takers and dispatchers use to communicate with callers and the NYPD. The data includes entries 
generated by members of the public as well as self-initiated entries by NYPD Members of Service. 
But these NYPD data sets do not document 311 Service Requests to the City that are referred over 
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to NYPD and Open Data does not offer a separate 988 data set at all. There is also an apparent two 
month lag time on NYPD updating the data to Open Data.  

Even with respect to what data is uploaded by the NYPD to Open Data, to generate useable data 
sets with respect to the NYPD data, a user needs to know the “Radio Call” code and which of the 
475 “Typ-Des” codes to query for. The “Typ-Des” codes include diverse coding such as 
“Ambulance Case: Inside/EDP,” “Ambulance Case: EDP/Outside,“ Dispute: Family,” “Dispute: 
Inside,” “Investigate/Possible Crime: Calls For Help/Outside,” and “Investigate/Possible Crime: 
Susp Person/Transit.” These “Radio Call” and “Typ-Des” codes do not permit disaggregation on 
the basis of founded/unfounded mental health encounters. A list of all the pertinent codes are also 
not easily publicly available.28  

It is also difficult to actually track whether inappropriate use of force is deployed against people in 
mental health crisis.The NYPD “Use of Force” data sets are based on information captured on the 
NYPD’s “Threat, Resistance, or Injury,” or TRI, Reports. But NYPD reports use of force only in 
connection with “Persons in Crisis” without indicating whether the “Person is Crisis” is a mental 
health, or EDP, or other crisis call.29 

Obviously, we support Int. 1019-2024 insofar as it is intended to at least mandate MOCMH to 
obtain reporting from NYPD and EDNY on the numbers of mental health calls coming into the 
911 system and further mandate NYPD and FDNY to establish a B-HEARD data reporting stream 
in the NYPD and FDNY CADs, or computer-aided dispatch systems, for upload to the Open Data 
portal.  

It remains to be seen, however, that this effort to work a modification of existing NYPD and 
FDNY CAD reporting streams into the Open Data portal will ultimately provide useful 
information. 

28 While FDNY logs similar CAD reporting streams into the Open Data portal, the codes do not match across the 
NYPD datasets. For example, the FDNY/EMS datasets have codes that classify the types of calls including “EDP 
Transport Requested,” “Psychiatric Patient NYC Well,” “Psychiatric Patient Violent/Weapons,” and “Psych Patient 
Non-Violent.”  These are not codes that sync with the NYPD datasets and cannot be cross-referenced. 

29 See NYPD Use of Force Incidents, NYC Open Data, https://data.cityofnewyork.us/Public-Safety/NYPD-Use-of-
Force-Incidents/f4tj-796d/about_data.  

https://data.cityofnewyork.us/Public-Safety/NYPD-Use-of-Force-Incidents/f4tj-796d/about_data
https://data.cityofnewyork.us/Public-Safety/NYPD-Use-of-Force-Incidents/f4tj-796d/about_data
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Comments Concerning Int. 0532-2024: A Local Law to amend the Administrative Code of the City 
of New York, in relation to reimbursing small nonpublic schools for the cost of security guard 
services.30 

Local Law 2, 2016 is a violation of the constitutional separation of church and state. This intro is 
the latest effort to extend that bad policy choice made by the City in 2016 in enacting Local Law 
2. This intro will now provide funding to “small” private religious schools for the cost of security
guard services and increase an already hefty spending cap on the siphoning of tax dollars to
religious schools, as well as to schools that serve the one percent, to $ 39,300,000.31

Prior iterations of this measure have been incredibly unpopular and are identified as incredibly 
expensive, and not ever having made it to public hearing before. It is incredibly difficult to 
understand why this Int. was shoehorned for hearing before these committees today. Funding 
security guards for small non-public schools has nothing to do whatsoever to the B-HEARD 
mental health crisis response pilot program that is the subject of today’s oversight hearing. These 
Committees should not be considering this bill and, certainly, greater public notice should be 
afforded to various stakeholders, including City taxpayers, should the Council find it appropriate 
to even consider this bill. 

Conclusion 

The NYCLU thanks the Committee for the opportunity to provide testimony.  We stand 
ready to work with the members of these Committees, and all appropriate partners, to advance 
meaningful policy changes that will improve the lives of New Yorkers confronting mental health 
and or substance use challenges. 

30 See e.g. Yoav Gonen, Public funding of private-school security in New York City grows by millions, Chalkbeat/The 
City, April 12, 2019, https://www.chalkbeat.org/newyork/2019/4/12/21107912/public-funding-of-private-school-
security-in-new-york-city-grows-by-millions/.  

31 See Int. 0065-2014, which was enacted as Local Law 2, 2016, see 
https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=1672726&GUID=04BB4A3A-3782-49F9-84E9-
9B88AED78713&Options=&Search=.  

https://www.chalkbeat.org/newyork/2019/4/12/21107912/public-funding-of-private-school-security-in-new-york-city-grows-by-millions/
https://www.chalkbeat.org/newyork/2019/4/12/21107912/public-funding-of-private-school-security-in-new-york-city-grows-by-millions/
https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=1672726&GUID=04BB4A3A-3782-49F9-84E9-9B88AED78713&Options=&Search=
https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=1672726&GUID=04BB4A3A-3782-49F9-84E9-9B88AED78713&Options=&Search=
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