
Appendix A:

Classroom Exercises

Videos:

Learn about the issues and facts related to police – mental health (1.18 minutes)

https://www.youtube.com/watch?v=5_1x7ApO5mk
Origins of Crisis Intervention Training 



(10.10 minutes)


https://www.youtube.com/watch?v=y99kODtyVhk

Texas Mental Health Crisis 





(8.45 minutes)

https://www.youtube.com/watch?v=47lggzhpb1g

What if we talked about physical health like we talk about mental health? (1.30 minutes) 
https://www.youtube.com/watch?v=Bor9xVnbIz8

Robin Williams on Depression In His Own Words 


(2.54 minutes)

https://www.youtube.com/watch?v=Fm0isCG1aBM

Depressive and Bipolar Disorders: Crash Course 


(9.59 minutes)

https://www.youtube.com/watch?v=ZwMlHkWKDwM

Understanding Psychosis





(4.59 minutes)


https://www.youtube.com/watch?v=GUEb7hPHf3M

Drug use problems and mental health: Comorbidity explained 
(2.25 minutes)

https://www.youtube.com/watch?v=5RbEotf0jqI

Experience of Alzheimer’s 





(8.03 minutes)


https://www.youtube.com/watch?v=LL_Gq7Shc-Y
How to Talk so Alzheimer’s Can Hear You 



(14.56 minutes) https://www.youtube.com/watch?v=X6UMQmi09Ms
Alzheimer’s Combative Behavior 




(11.37 minutes)  

https://www.youtube.com/watch?v=XMfItlc8hL0
Autism and First Responders 





(26:16 minutes)

 https://www.youtube.com/watch?v=TNBV66MLGXc 

More Alike than Different





(5:16 minutes)


https://www.youtube.com/watch?v=Jg2ZBPw2LyE
Your time in Iraq makes you a threat to society 


(9.01 minutes) https://www.youtube.com/watch?v=X6AYmzunPlQ&feature=youtu.be
Recognizing signs of PTSD and TBI 




(5.30 minutes) 

https://www.youtube.com/watch?v=mEVA0T7QR1E
Encountering a Veteran with Posttraumatic Stress Disorder

(7.13 minutes)


https://www.youtube.com/watch?v=giyLcnknD2o
Attempted Suicide by Cop 





(7.03 minutes)


https://www.youtube.com/watch?v=aObLNZWva4Y

The Kevin Hines Story 






(13.41 minutes)  

https://www.youtube.com/watch?v=loiGNZTfu6g
Suicide De-Escalation 






(2.03 minutes) 

https://www.youtube.com/watch?v=wjiqxJtsSsc
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(9.47 minutes)


https://www.youtube.com/watch?v=qEcPAIxKHGY&feature=youtu.be

Officer Needs Assistance Documentary Trailer 


(8.08 minutes)

https://www.youtube.com/watch?v=VkqFjvoa6iQ
LEAPS in Action 






(3.10 minutes)


https://www.youtube.com/watch?v=NPNtVmKAJUQ
Deinstitutionalization 






(6.28 minutes) 

https://www.youtube.com/watch?v=AiTy-fxukY4

Mental Health Impacts Law Enforcement 



(2.26 minutes) 

https://youtu.be/-KUhGZ3-Wxo?t=17

Mental Health Courts






(2.16 minutes)

http://www.myhighplains.com/news/potter-county-mental-health-court-off-to-good-start/327456745
Disability Weights Exercise

Purpose: To demonstrate the level of impact a mental illness can have upon a person’s life relative to other health conditions.

This exercise can be done by passing out the handout to each individual student, or it can be done in groups.  The table of disabilities is provided and the student(s) are told to rate the disabilities in order from 1 – 20 (least debilitating illness to most debilitating illness).  When the student(s) are done, the instructor provides the correct answers and follows up with the questions indicated in the exercise guide.

What is a “Disability Weight” number? 

“A disability weight is a weight factor that reflects the severity of the disease on a scale from 0 (perfect health) to 1 (equivalent to death);” or the magnitude of health loss associated with specific health conditions. 

Disability weights were derived through research wherein people were asked about their perception of how debilitating a health condition would be.

In other words: “If you're talking to two people, one with a small cut and another with multiple sclerosis, everyone present will agree that having multiple sclerosis is much worse. If you offered the two of them some magic option that would restore exactly one of them to full health, they would probably be able to agree on who should get it. But in general, how should we compare across people to figure out whose situation is worse, who would benefit more from treatment and who, everything else being equal, should be treated first? This example was easy because the difference was nice and large, but what do we do in harder cases? 

One is to ask people questions like "if there were a surgery that could restore you to full health (without improving your lifespan) but had a 20% chance of killing you, would you take it?" If they say "yes" then this indicates that this disability, for this person, is more than 20% as bad as being dead. Ask these "standard gamble" questions to a lot of people with a lot of disabilities, varying the percentages, and you could build up a list of how bad different ones are, all on a common scale” (Kaufman, J. 2014).

References:

Fullman, N. (et al). (2017, September 16). Measuring progress and projecting attainment on the basis of past trends of the health-related Sustainable Development Goals in 188 countries: an analysis from the Global Burden of Disease Study 2016. Retrieved from http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(17)32336-X/fulltext
Kaufman, J. (2014, September 14). Disability Weights. Retrieved January 05, 2018, from https://www.jefftk.com/p/disability-weights

1) Mild Anemia - feels slightly tired and weak at times, but this does not interfere with normal daily activities. (0.004)

2) Impotence - has difficulty in obtaining or maintaining an erection. (0.017)

3) Low Back Pain - has mild back pain, which causes some difficulty dressing, standing, and lifting things.  (0.020)

 


4) Controlled Asthma has wheezing and cough once a week, which causes some difficulty with daily activities. (0.036)  
 
5) Amputation of both lower limbs (w/treatment) - has lost part of both legs, leaving pain and tingling in the stumps.  The person has two comfortable artificial legs, which allow for movement. (0.088)

 
6) Asperger’s Syndrome - has difficulty interacting with other people, and is slow to understand or respond to questions. The person is often preoccupied with one thing and has some difficulty with basic daily activities. (0.104)

7) Moderate Anxiety Disorder - feels anxious and worried, which makes it difficult to concentrate, remember things, and sleep. The person tires easily and finds it difficult to perform daily activities. (0.133)

 
8) Uncontrolled Asthma - has wheezing, cough and shortness of breath more than twice a week, which causes difficulty with daily activities and sometimes wakes the person at night. (0.133)

9) Moderate Depression - feels persistent sadness and has lost interest in usual activities. The person sometimes sleeps badly, feels tired, or has trouble concentrating but still manages to function in daily life with extra effort. (0.145)

10) Severe Intellectual disability (IQ 35-49) - has very low intelligence and cannot speak more than a few words, needs constant supervision, and help with most daily activities, and can do only the simplest tasks. (0.16)

11) Blindness - is completely blind, which causes great difficulty in some daily activities, worry and anxiety, and great difficulty going outside the home without assistance. (0.187)

 
12) Profound Intellectual Disability (IQ less than 20) - has very low intelligence, has almost no language, and does not understand even the most basic requests or instructions. The person requires constant supervision and help for all activities. (0.2)

13) Autism - has severe problems interacting with others and difficulty understanding simple questions or directions. The person has great difficulty with basic daily activities and becomes distressed by any change in routine. (0.262)

14) Moderate Parkinson Disease – Has moderate tremors and moves slowly, which cases some difficulty in walking and daily activities. The person has some trouble swallowing, talking, sleeping, and remembering things. (0.267)

15) Dementia - has memory problems and confusion, feels disoriented, at times hears voices that are not real, and needs help with some daily activities. (0.377)

 
16) Migraine - has severe, throbbing head pain and nausea that cause great difficulty in daily activities and sometimes confine the person to bed. Moving around, light, and noise make it worse. (0.441)

 
17) Severe Epilepsy - has sudden seizures one or more times each month, with violent muscle contractions and stiffness, loss of consciousness, and loss of urine or bowel control. Between seizures the person has memory loss and difficulty concentrating. (0.552)

18) Severe Depressive Disorder - has overwhelming, constant sadness and cannot function in daily life. The person sometimes loses touch with reality and wants to harm or kill himself (or herself). (0.658)

19) Acute Schizophrenia - hears and sees things that are not real and is afraid, confused, and sometimes violent. The person has great difficulty with communication and daily activities, and sometimes wants to harm or kill himself (or herself). (0.778)

20) Severe Multiple Sclerosis - has slurred speech and difficulty swallowing. The person has weak arms and hands, very limited and stiff leg movement, has loss of vision in both eyes and cannot control urinating. (0.858)

Instructor questions: 

Does everyone understand the way the numbers are determined? 

Did any of the numbers surprise you once they were put in order? 

Which ones and why? 

Are there any that you disagree with? Why? 

	Mild Anemia - feels slightly tired and weak at times, but this does not interfere with normal daily activities
	Severe Autism - has severe problems interacting with others and difficulty understanding simple questions or directions. The person has great difficulty with basic daily activities and becomes distressed by any change in routine
	Moderate Parkinson Disease  Has moderate tremors and moves slowly, which cases some difficulty in walking and daily activities. The person has some trouble swallowing, talking, sleeping, and remembering things
	Profound Intellectual Disability (IQ less than 20) - has very low intelligence, has almost no language, and does not understand even the most basic requests or instructions. The person requires constant supervision and help for all activities
	Severe Multiple Sclerosis - has slurred speech and difficulty swallowing. The person has weak arms and hands, very limited and stiff leg movement, has loss of vision in both eyes and cannot control urinating
	Migraine - has severe, throbbing head pain and nausea that cause great difficulty in daily activities and sometimes confine the person to bed. Moving around, light, and noise make it worse
	Moderate Anxiety Disorder - feels anxious and worried, which makes it difficult to concentrate, remember things, and sleep. The person tires easily and finds it difficult to perform daily activities

	Amputation of both lower limbs (w/treatment) - has lost part of both legs, leaving pain and tingling in the stumps.  The person has two comfortable artificial legs, which allow for movement
	Severe Epilepsy - has sudden seizures one or more times each month, with violent muscle contractions and stiffness, loss of consciousness, and loss of urine or bowel control. Between seizures the person has memory loss and difficulty concentrating
	Acute Schizophrenia - hears and sees things that are not real and is afraid, confused, and sometimes violent. The person has great difficulty with communication and daily activities, and sometimes wants to harm or kill himself (or herself)
	Low Back Pain - has mild back pain, which causes some difficulty dressing, standing, and lifting things
	Severe Intellectual disability (IQ 35-49) - has very low intelligence and cannot speak more than a few words, needs constant supervision and help with most daily activities, and can do only the simplest tasks
	Dementia - has memory problems and confusion, feels disoriented, at times hears voices that are not real, and needs help with some daily activities
	Uncontrolled Asthma - has wheezing, cough and shortness of breath more than twice a week, which causes difficulty with daily activities and sometimes wakes the person at night

	Severe Depressive Disorder - has overwhelming, constant sadness and cannot function in daily life. The person sometimes loses touch with reality and wants to harm or kill himself (or herself)
	Blindness - is completely blind, which causes great difficulty in some daily activities, worry and anxiety, and great difficulty going outside the home without assistance
	Controlled Asthma has wheezing and cough once a week, which causes some difficulty with daily activities


	Impotence - has difficulty in obtaining or maintaining an erection
	Moderate Depression - feels persistent sadness and has lost interest in usual activities. The person sometimes sleeps badly, feels tired, or has trouble concentrating but still manages to function in daily life with extra effort
	Mild to Moderate Autism - has difficulty interacting with other people, and is slow to understand or respond to questions. The person is often preoccupied with one thing and has some difficulty with basic daily activities
	Blank


Roadside Intervention and Problem Solving Exercise:

Purpose: To highlight the often nuanced difficulty of crisis intervention situations. There are often no “right” answers or clear-cut options.  The outcomes will often be driven by the officer’s ability to think outside the box and consider a multitude of options, while also managing a complex situation with many variables.

This exercise is done with the class as a whole.  Video segments are shown, each followed by questions to the class to prompt students to consider how they would assess the situation as it evolves, and consider different options based on the information at hand.

Give credit to Troopers Marcus Gonzales and Steven Petrick for their authorization to use this video.

· Clip 1 (6.01 minutes)

· Questions posed to the class:

· What did you hear?

· What did you notice?

· What are your concerns?

· What would you do?

· Would you have done anything different to this point?

· Clip 2 (2.11 minutes)

· Questions posed to the class:

· Has your assessment changed?

· What are you noticing about the Trooper’s demeanor/questioning?

· What would you ask next?

· What do you think are some options at this point?

· Clip 3 (9.49 minutes)

· Questions posed to the class:

· What has the subject disclosed?

· Why do you think the Trooper asked those particular questions?

· What do you notice about the Trooper’s behavior/demeanor?

· Has your assessment of options changed? 

· What would you do next?

· Clip 4 (5:17)

· Questions posed to the class:

· Would you have done anything different to this point?

· What would you do next?

· Information to reiterate to students:

· In speaking with a mental health provider you are able to give them information but they may or may not be able/willing to provide information to you (constraints of doctor-patient confidentiality). However, they can make broad recommendations.

· Clip 5 (2:50 minutes)

· Questions posed to the class:

· What do you think about how things have shaped up so far?

· Do you agree or disagree with how these Troopers have handled this situation? Why?

· Notice the subject’s restricted emotional expressions, slow verbal response time, use of music as a soothing factor, difficulty with concentration – what do you think these symptoms might indicate?
· Clip 6 (.18 seconds)

· The purpose of this clip is to demonstrate to students that even when a subject is experiencing significant mental health issues (including psychosis), the subjects are often still capable of understanding in a broad sense what someone is doing to them and for them.

An interview was conducted with the two Troopers involved in this scenario. Here is some insight into their decision-making process:

· The Trooper who initially made contact, Trooper Gonzalez, reported he called the more senior Trooper Petrick for assistance.

· The Troopers acquired the subject’s name and DOB through Texas Law Enforcement Telecommunication System (TLETS).

· The Trooper was unfamiliar with other MHO’s within the area, which complicated the situation. In retrospect, he realizes he could have called communications and requested the contact information for another mental health officer.

· The Troopers noted they preferred to take the subject to a VA hospital, because they both believed he would have been better cared for considering his Veteran-specific issues, and both wished they had had more knowledge and contact with the local VA options. 
· The Trooper reported he seriously considered whether to allow the subject to retain his phone, due to officer safety concerns. However, the Trooper allowed the subject to keep his phone because it appeared to calm the subject and provided a “gentle distraction.”  The Trooper was concerned that if he took the subject’s phone the subject might have misinterpreted the Trooper’s actions and unnecessarily escalated the situation.  
Role-Play Exercises 
These role-play exercises have been adapted with the permission of Ozaukee County NAMI, and the Texas Veterans Commission.

The scenario-based training is a crucial component of the CIT curriculum. These exercises provide students with an in-vivo yet controlled exposure to the potential stressors, ambiguity, and challenges of successfully interacting with subjects experiencing a mental health crisis, while balancing the demands of officer safety, de-escalation, and problem solving.  These exercises enable students to operationalize the skills and knowledge they gained throughout the week, and will help the students identify personal areas of strengths and weakness they can continue to address throughout their peace officer training.  

CIT Scenario Based Training 
Law enforcement Officers are trained to quickly identify the nature of an encounter with an individual in terms of a threat potential. Once they have determined threat is not present or minimal, they next engage in the trained behavior to resolve the problem as quickly as possible. 

CIT scenario-based training works by structuring training to mirror how the job of dealing with a nonthreatening /nonviolent person with mentally illness should be performed. In all cases, the subject with mental illness (actor), will be prepared to act the part of a mentally ill person in crisis; however, at no time will the actor raise the threat potential to a level that provokes a threat overcoming response by the Officer. Yet, the actor will be instructed and trained to not to cooperate with the Officer unless and until the Officer demonstrates a level of empathy with the mentally ill subject-actor that the subject-actor will interpret as sincere. 

Each scenario is introduced via a realistic scenario that requires Officers to utilize a variety of skills learned in CIT training simultaneously, the goal being for the Officer(s) to deescalate the situation using the tools and skills discussed throughout the crisis intervention training. The scenarios will challenge the Officer’s to exercise the use of listening, empathizing, and novel problem solving approaches. The scenarios are all modeled after real situations that have taken place wherein Officers and subjects with mental illness have interacted. They are designed to engage an Officer and a subject with mental illness in mutually satisfying discourse that results in positive outcomes for each person. 

Logistics of the scenario-based training

The logistics of these exercises will vary based upon the size of the Academy class and the resources available.  In general, the concept is that the class will be broken into groups, which will rotate through each scenario, with new role-players each time, until each student has had the opportunity to role-play at least once.  Ideally, each student will have the opportunity to role-play the part of the Officer and the subject with mental illness. There will be at least one CIT facilitator per scenario.  The facilitators should be mental health professionals, mental health officers, CIT officers, or other identified officers with training and skills pertaining to interactions with individuals exhibiting signs of mental illness.  Students of the group who are not participating in the role-play for a rotation will silently observe the role-play and participate in the debriefing and discussion following the scenario’s end, led by the scenario facilitator. 

· Each scenario provides a description of the physical scenario (location), the number of actors necessary, and a brief description of the mental illness and its affects.

· The extent to which the surroundings can be made to conform to the scenario description will enhance the scenario’s authenticity.

· The Officer(s) should only be given the information provided in the dispatch section.

· The scenarios do not provide scripts. The actor playing the role of the subject in psychiatric distress will ad lib according to what the Officer says and does.
· The subjects should be instructed to vary their responses to the officer(s) based upon their perception of the officers’ use of de-escalation techniques, empathy, rapport, and ability to establish a sense of safety and security for the subject.

· If the subject actor perceives the officer(s) to be using de-escalation techniques successfully, the subject actor will reward the officer with increasing bits of information or compliance.  Reasons to reward officers can include:

1. You get a “real” moment from them in which they connect as a human being to your situation. 

2. They ask a sensitive question (like about an illness, or services you receive, or medications) in a way that is not stereotypical, humiliating or stigmatizing. 

3. If they calm you with limited, reasonable alternative choices in a critical situation. 

4. They give you time and space to determine a response to a difficult question or direction. 

5. If they demonstrate genuine interest in your history, family, supports or other ways in which you may be helped in this situation. 

6. They offer to arrange to come back another time to check on you, or follow-up with a problem resolution (assuming the situation is safe for the time being). 

7. After learning you are in treatment, if a phone contact with your doctor or therapist is offered. 

· Conversely, if the subject actor perceives the officer to be insincere, aggressive, or otherwise using communication tactics that are likely to escalate a situation the subject-actor will withhold information and/or compliance (i.e. refusing to give name/address, not speaking). Reasons to “sting” officers can include:

1. They threaten you, rush the situation, or try to control you. 

2. They state, “I know how you feel”. 

3. Minimizing your pain or situation. 

4. Making assumptions that you are diagnosed, treated, or on medications if you have not already offered that information. 

5. If they ask multiple questions or rapid fire information at you without an opportunity to respond. This is particularly true if you are portraying someone who is depressed or paranoid. 

6. If it’s clear they are embarrassed or shocked by your behavior. Let them know you noticed, but don’t be too hard on them, they are learning too. 

Scenario 1 
Subject: 
Male or female 

Location: 
A conference room in an office building 

Diagnosis: 
Anxiety and Depression 

Appearance: 
Disheveled dress and appearance, obvious marks from cutting on arms where skin is exposed 

Props: 

Red ink or make-up to simulate blood; office supplies including scissors; picture 

Medication: 
None obvious 

DISPATCH CALL 

Dispatcher receives a call from a man who says his employee has been “acting crazy” and they can’t get him to calm down and get back to work. They have him in a conference room but can’t get him to talk about what’s going on. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS SUBDUED, QUIET, AND DELAYED IN PROCESSING.
· Behaviors may include: Anxious/fearful – cowering, and protective verbal lashing out is okay; Agitated – you may fidget or rock, even when not engaged by the officers; Hyper-vigilant – you will react strenuously (recoil) to physical touch.
· You are sitting in a chair at a table or desk. There are papers and pens scattered about and you are toying with a pair of scissors. [When asked by the officers to give them the scissors, you do so without struggle]. You have obvious blood on your arms and other exposed skin from cutting. You are holding a picture of a man or woman in one of your hands. 

· Several co-workers are milling about. One is worried and keeps offering to help in an annoying and distracting manner; one is frustrated that all of this commotion is preventing him from getting his work done (you called the police); and another keeps suggesting to the officers that professional help is needed and questions if they know what they are doing. [The officers will likely attempt to clear the room…some of you protest and resist mildly. If you do leave, you are likely to come back in at least one time each out of curiosity/helpfulness]. 

· You engage with the officers slowly and not in an animated way. You tell them that you are fine and that you do not need their assistance. You ask to be left alone. When they question you about the cuts, you say that you do not have any intention to kill yourself. This is just a way that you relieve stress and anxiety. 

· You have recently been left by your girlfriend/boyfriend of several years. This was an emotionally abusive relationship and you share with them that you have, in fact, spent several occasions living in a shelter during breakups. You have a history of other abusive and traumatic events, and your family does not support you and you are now concerned that you will lose your job. You are embarrassed that your co-workers now see you like this and you ask the officers to leave you with some dignity. Engage them in some negotiations in the process of how you will go with them when you get to that point. 

· When asked, you state that you have been diagnosed with an anxiety disorder and depression and that you had been taking medication at one time, but stopped because of unwanted sexual side effects. Relate this to loss of girlfriend/boyfriend and feeling of being a loser.
Scenario 2 
Subject: 
Male or Female 

Location: 
Darkened alleyway behind an apartment complex 

Diagnosis: 
Paranoid schizophrenia; Post-Traumatic Stress Disorder 

Appearance: 
Casual dress (jacket, appropriate to outdoors) 

Props: 

Chair, tablet and pen, US flag, cooler, med bottle, business card 

Medication: 
Anti-psychotic and anti-anxiety  

DISPATCH CALL 

A passerby reports a suspicious subject loitering in an alleyway. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS PARANOID & HYPERALERT 

· Behaviors may include negative symptoms of psychosis (i.e. slowed physical, mental, and emotional responses) or positive symptoms (i.e. agitation, hallucinations); hypervigilance to sound, light, movement; needing people to keep their distance  

· You are sitting in a lawn chair, intently writing in a tablet you have on your lap. You peer down the street frequently, then look all around, then write something else in the tablet. You are engaged in this activity when the officers arrive. 

· You are friendly to the officers and ask them if they are there to “check out this situation, too.” You state that you, too, are an officer and that you are working undercover to check out what been going on at an apartment down the alley. You tell the officers that their all people coming and going at all times, and that you have been recording their activities for a period of days. Offer them the notebook to look at, but then take it back quickly when you see something else that you must write down. 

· You encourage the officers to move on because they, in their uniforms, might blow your cover. You assure them that you have the situation under control, and that whenever you need to make a report, you call Chief Walsh at the Appleton Police Department. You produce one of his business cards from your shirt/jacket pocket as proof. 

· When asked, you admit to taking medication and pull the bottles out of your pocket. If asked, admit that you sometimes take the Xanax more frequently than directed because “being on stake out is stressful.” 

· If asked, you also tell the officers that you served in the US Army during the Viet Nam war, but that you don’t like to talk about it. You point out the flag draped over your chair as a symbol of your patriotism. 

· You eventually agree to leave with the officers and go talk to someone if they “connect” and are convincing. 
Scenario 3 
Subjects: 
2 Actors Male and female (married couple) 

Location: 
Their apartment, messy 

Diagnosis: 
Paranoid schizophrenia (both) 

Appearance: 
Disheveled dress and appearance, dirty clothes 

Props: 

Med bottles, clutter, food, TV 

Medication: 
antipsychotics 

DISPATCH CALL 

Neighbors have called reporting shouting from married couple next door…this is a frequent thing. This time, it is more loud and sustained than usual. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS AGITATED, ANGRY, PARANOID, FEARFUL
· Both the husband and wife are disheveled and upset. The wife meets the officers at the door and urges them to come in and help her husband, who has been yelling at the TV. The TV is on, volume loud. The husband is sitting very close to the TV and occasionally yells at it, saying things like, “I already know that!” or “Stop telling me that!” 

· When the officers begin talking to the husband, he is initially angry and defensive, and he resists having the volume on the TV turned down as he must receive the messages. He eventually agrees to shut the TV off for a few minutes. Once he calms down, he tells the officers that he is glad that they are there, because his wife has not been taking her medication for a while and he is afraid that she may hurt him or herself. He points out the clutter and mess of the apartment and her disheveled appearance as proof that she is not doing well. He denies that there is anything wrong with him, and that she must have called them because of her confusion. 

· Meanwhile, the wife is pacing and muttering to herself. Her clothing is dirty and disheveled, and when she pushes the sleeves of her shirt up past her wrists, smeared blood from numerous cuts/scratches is visible. The wife tells you that she is afraid of her husband, who has not been taking his medication properly, but she dismisses your concern about her bloody arms and continually pulls her shirt down. She states that the cuts are self-inflicted, though she frequently states that she fears her husband. Her agitation and anxiety grow visibly, and eventually she picks up a medication bottle and takes a pill. When asked, she is not sure what medication she just took, or even it if is hers. 

· Each believes the other is sick and needs the assistance of the officers. 

· Eventually, both will agree to go to the emergency room for treatment, believing that they are only going to support the other, who is the sick one.
Scenario 4 
Subject: 
Middle-aged adult male or female. 

Location: 
park area – picnic table or bench 

Diagnosis: 
Major Depression 

Appearance: 
Generally normal, perhaps a bit disheveled 

Props: 

None needed 

Medication: 
None 

DISPATCH CALL 

An observer called concerned about a person at the park crying and obviously distraught over something. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS DEPRESSED

· Behaviors may include slowed thought processes and speech; some irritability and verbal lashing out may be present, but no physical aggression

· Build a back story you can remember and be consistent to avoid confusing the officers. Generally, your world has just fallen apart. You may have lost your job, home, or love of your life (or a combination of these). You may have experienced depression off and on over the years, and this is just “more of the same.” Either way, you are experiencing depression that has both contributed to your current situation (lower productivity got you fired, loss of job lead to inability to pay mortgage, being “down” all the time drove your love away), and is interfering with your current ability to function. You feel helpless to improve your situation and hopeless that it will ever improve. 

· This scene is exclusively a communication exercise for the officer. Portray depression and let the officer work on communication.
Scenario 5 
Subject: 
Male or female and guest 

Location: 
Apartment, messy and cluttered 

Diagnosis: 
Bipolar Disorder - Manic phase, with grandiosity (narcissism)  

Appearance: 
Disheveled (outrageous hair style and clothing/jewelry if possible) 

Props: 

Empty beer cans, clothing and clutter, med bottle 

Medication: 
Mood stabilizer 

DISPATCH CALL 

Apartment manager calls to say that person is playing loud music and yelling. He has had complaints from other neighbors. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS LABILE – VASCILLATING BETWEEN EUPHORIA AND IRRITABILITY/ANGER, GRANDIOSITY

· Behaviors include significant psychomotor agitation, pacing, gesturing, inability to stay on topic, rapid speech, 

· You are pacing rapidly and shouting at your “guest” to leave. When the officers arrive, you immediately point to the other person and say “He/she’s the one you’re here for.” You tell the officers that you want him or her removed from your apartment immediately. 

· You are quite agitated and cannot keep to one topic of conversation for very long. Despite the officers’ attempts to keep you on topic, you change frequently, bringing up sexual issues, girlfriends/boyfriends (no need to discriminate actively), fights, etc. You constantly violate the officer’s boundaries by touching the patches on their uniforms and making comments about their personal appearance (not always positive). You use foul language throughout the scene. 

· You mention in conversation that you smoked some pot earlier in the day, and you are holding a beer can, so it’s obvious that you are drinking. You tell the officers that you are hosting a party later that day, so they will need to move along. If they successfully remove your “guest,” thank them profusely and congratulate them for having done their job. 

· If asked, you admit to taking medication, and you suddenly remember that you have not had any that day. You take a pill bottle out of your pocket and swallow a pill with a swig of “beer.” You admit that you often forget. If asked, you hand the bottle over to the officer. 

· If the officers ask about “your diagnoses,” you become insulted. You do not have “a diagnosis,” other than you are a really cool, fun guy/gal. You challenge them as to why they would ask that. 

· Eventually, you agree to go with the officers to the emergency room to be checked out because you acknowledge that drinking and taking pills together is not a good idea. However, you want them to promise to have you home in time for the party! 
Scenario 6

Subject:
Male or female

Location:
Convenience store

Diagnosis: 
Intellectual disability 

Appearance:
Basic attire, disheveled

Props:

Card with name and address

Medication:
None

DISPATCH CALL

The store manager called and reported a male in his mid-30s, sitting on the ground in the vacant lot next to his store. The man is crying, rocking back and forth and the manager believes he is drunk. Several complaints have been received in the past two weeks about men loitering at this location. The manager says he knows most of the local homeless people but this one is not familiar to him. The man is described as a white male, medium height, medium build wearing a somewhat soiled red polo shirt buttoned to the neck, tan pants, and sneakers. He looks as if he slept outside last night. 

SCENARIO 

· OVERALL EMOTIONAL EXPRESSION IS FEARFUL

· Your name is Bobby, you are a 35-year-old male who is developmentally disabled. Although you are somewhat verbal, you are monosyllabic for the most part. You have the mental age of a 6 year old. You live in a group home approximately one mile away and have wandered off while in the park for a group outing yesterday evening. 

· As the officer approaches you, rock back and forth faster than you were before and appear fearful. The manager comes outside as the officers arrive shouting loudly that he wants Bobby removed because his customers are beginning to complain and are threatening to stop shopping there. 

· You do not know your address but remember you live in a yellow house with “lots of brothers and sisters.” You are scared of male police officers, having had a previous unpleasant experience with a male police officer. You respond well to women and when asked, you produce a card that has your name and address on it. If the officers take the appropriate steps in building rapport and identifying your needs for safety and security you eventually agree to accompany them back to your home.
Scenario 7

Subject:
Elderly Female  

Location:
Grocery Store

Diagnosis:
Dementia

Appearance:
Basic attire

Props: 

None

Medication:
Unknown

DISPATCH CALL

911 advises of a call about an elderly female who is walking in and out of the store talking to herself as if she was lost or looking for something. 

SCENARIO
· OVERALL EMOTIONAL EXPRESSION IS CONFUSED, DISORIENTED, POTENTIALLY RESISTANT OR FRIGHTENED 

· Officers arrive at the scene and notice you are walking around outside the store. You then try to go back into the store but turn around when you see the officers approaching. You are talking to yourself and seem confused. 

· The officers make contact with a store employee who advises the elderly female has been at that location for over an hour. The officers observe the female’s behavior, then approach to assist with her needs. 

· When approached by the officers, you are calm, are talking to yourself, and forgetful. Once the officers can get you to focus on their questions, you tell them you are trying to get to a neighboring city, but think that you are in Illinois. You keep trying to go into the store and are looking for unknown items, not sure of her location and are looking for your medicine (but you can’t remember what the medication is for). If the officer(s) are dismissive of your concerns and try to force you to come with them you may become more agitated, loud, flailing your arms, fearful, and resistant.

· When you feel the officer(s) have successfully established rapport you agree to go with the officer to get medication and take her home to a family member.
Appendix B:

Guest Speakers 

Suggestions for Finding and Requesting Guest Speakers
In procuring a guest speaker, it is important to acquire the speaker from a reputable organization that can properly vet and train the speaker, and ensure the speaker is capable of managing the stressors inherent to speaking to law enforcement officers.
It is recommended the students are instructed to prepare a few questions for the speakers, to facilitate class participation and engagement. 

· These are a few recommended resources to arrange for guest speakers:

· Visit the National Alliance for Mental Illness website @ www.NAMI.org 

· You can search for your local NAMI affiliate and contact them to arrange for free guest speakers.

· To arrange for a Veteran-specific speaker visit the www.milvetpeer.net website

· You can search for your local peer services coordinator who can either serve as your speaker, or can assist you in finding a speaker.

· To arrange for a speaker regarding Autism spectrum disorders visit the www.Autismspeaks.org website 

· You can search for your local chapter and discuss options for speakers

· Contact your local mental health authority to get the names of local mental health facilities where you may be able to make contact with an advocacy group willing to speak to your group.

· Contact a local or regional college/university psychology department to inquire about potential speakers appropriate for your needs.

Appendix C:

Officer Resources 

State Resources

Health and Human Services  

hhs.texas.gov/services/health/mental-health-substance-abuse

All kinds of resources for special needs around the state including Texas Veterans, Family Alliance, Postpartum Depression, and Children’s Mental Health. 

· Searches include “How to get help” - https://www.dshs.texas.gov/mhsa-mh-help/
· An alphabetical listing of crisis hotlines, their websites, and street addresses

http://www.dshs.texas.gov/mhsa-crisishotline/
· As well as a plug in search feature by County, city, or zip code - https://www.dshs.texas.gov/mhservices-search/

Mental Health Texas – Mentalhealthtx.org

The website provides information, resources and direction to Texas residents who have mental health needs or who want to support someone who does. 

· Dialing 211 connects you to mental health (and a myriad of Federal, State, local, and charitable organizations). 

· Or go to www.211texas.org

· Available 24/7

· Answered by a live operator, trained to help you access local resources. 

Military Veteran Peer Network

www.milvetpeer.net 

National Resources
Alzheimer’s Association 
 

· Contact Safe Return through the incident line at 1.800.572.1122.

· For assistance with a wandering incident, call: 1.800.572.1122

· For Safe Return sign-up and other services, call: 1.888.572.8566 or visit www.alz.org/safereturn
National Suicide Prevention Lifeline — suicidepreventionlifeline.org 
· Call 24/7 at 1-800-273-8255 (TALK)
· Chat from 2 p.m.-2 a.m. chat.suicidepreventionlifeline.org/gethelp/lifelinechat.aspx
· The National Suicide Prevention Hotline number for individuals who are deaf, hard of hearing, and for those with speech disabilities who use a TTY —  1-800-799-4TTY (4889)
Crisis Text Line — www.crisistextline.org
· Crisis Text Line gives free 24/7 support to anyone, anywhere in the USA, anytime, about any type of crisis.

· Text START to 741741.

I’m Alive — www.imalive.org
· IMAlive is a live online network that uses instant messaging to respond to people in crisis. People need a safe place to go during moments of crisis and intense emotional pain.

YouMatter — youmatter.suicidepreventionlifeline.org
· This is a resource through that National Suicide Prevention Lifeline that is geared towards young adults

· For a crisis, the phone number and chat link is the same as the above in the National Suicide Prevention Hotline information

Ayuda en Español — 1-888-628-9454
· Una persona capacitada le escuchará y hablará con usted. Si es necesario, podrá darle información sobre recursos o servicios existentes en su comunidad que podrán prestarle ayuda después de la llamada.

Veterans Crisis Line — www.veteranscrisisline.net

· This website is for U.S. military veterans and family members

· Call 24/7 at 1-800-273-8255 and Press 1
· Send a text message to 838255 to receive confidential support (available 24/7)

· Chat online by www.veteranscrisisline.net (available 24/7)

The Trevor Project — www.thetrevorproject.org
· This website offers help and information specifically geared towards the LGBTQ community.

· Call 24/7 at 1-866-488-7386
· Trevor chat by www.thetrevorproject.org/pages/get-help-now (Available 7 days a week 3:00 p.m. – 9:00 p.m. ET / 12:00 p.m. – 6:00 p.m. PT)

· Trevor Text: Available on Fridays (4:00 p.m. – 8:00 p.m. ET / 1:00 p.m. – 5:00 p.m. PT). Text the word “Trevor” to 1-202-304-1200. Standard text messaging rates apply.
Depression and Bipolar Support Alliance Hotline & Helpline — 1-800-784-2433
Kristin Brooks Hope Center: Hopeline — www.hopeline.com 
· The Kristin Brooks Hope Center was created to help those in crisis find help and hope immediately. The site and her story gives you a raw, personal glimpse into depression, and how it affects those around you. In addition, you will find the only clear, step-by-step path for you to follow out of the darkness.
· 1-877-Vet2Vet (1-877-838-2838) Veterans peer support line
· 1-800-SUICIDA (1-800-784-2432) Spanish speaking suicide hotline
· 1-877-YOUTHLINE (1-877-968-8454) teen to teen peer counseling hotline
· 1-800-GRADHLP (1-800-472-3457) Grad student hotline
· 1-800-PPD-MOMS (1-800-773-6667)  Post partum depression hotline
Suicide Prevention Resource Center — www.sprc.orgAmerican Foundation for Suicide Prevention — https://afsp.org
Smartphone Apps 
These apps are all free-of-charge
 ASK & prevent suicide — For more information or to download App https://itunes.apple.com/us/app/ask-prevent-suicide/id419595716?mt=8 or https://play.google.com/store/apps/details?id=com.mhatexas.askandprevent&hl=en
· Developed by Mental Health America of Texas, this App outlines information such as Warning Signs and advice for how to proceed in a crisis, as well as links to suicide prevention hotlines, for individuals and family/friends of people at risk of suicide.
Breathe2Relax  - For more information or to download https://itunes.apple.com./us/app/breath2relax/id425720246?mt= or http://play.google.com/store/apps/details?id=org.t2helath.breathe2relax&hl=en

· This is a portable stress management tool which provides detailed information on the effects of stress on the body and instructions and practice exercises to help users learn the stress management skill called diaphragmatic breathing. Breathing exercises have been documented to decrease the body’s ‘fight or flight’ stress response, and help with mood stabilization, anger control and anxiety management. 

My3 — For more information or to download the App:  my3app.org 
· This App allows users to plan ahead by listing 3 personal contacts who can be called in times of crisis, and creating their own safety plan where they can detail their own warning signs, coping strategies, and ideas to keep themselves safe. This app also provides easy link to National Suicide Prevention Lifeline phone number.
Operation Reach Out — For more information or to download the App militaryfamily.com/downloads/apps/military-suicide-prevention-operation-reach-out/ 
· Literally a lifesaving app, this free intervention tool helps people who are having suicidal thoughts to reassess their thinking and get help. Created by the military but useful for all.
ReachZ — For more information or to download
 https://play.google.com/store/apps/details?id=com.senithech.reachzcompanion (Android only)
· Another App that integrates safety plans with warning signs and easy links to find appropriate crisis resources.
SAM: Self-help Anxiety Management – for more information or to download the app

https://itunes.apple.com/us/app/self-help-for-anxiety-management/id666767947?mt=8 or

https://play.google.com/store/apps/details?id=com.uwe.myoxygen&hl=en
· Sam is an app developed by psychologists, computer scientists, and students that offers a range of self-help methods for people who are serious about learning to manage their anxiety. This is a closed social network of SAM users

Suicide Safer Home – for more information or to download the app

http://itunes.apple.com/us/app/suicide-safer-hom/id91153570?mt=8
http://play.google.com/store/apps/details?id=gov.hhs.samhsaapp.spa&hl=en
· This app offers practical tips for concerned parents and adult family caregivers for keeping families safer.

Texas Veterans – for more information or to download the app

https://itunes.apple.com/us/app/texas-veterans-app/id838440993?mt=8
https://play.google.com/store/apps/details?id=come.hhsc.texasveteransmobile&hl=en
· The app is designed to provide U.S. veterans easy access to Texas Veterans hotline, the Texas Veteran Portal, the Veteran Crisis Hotline, and the Hotline for Women Veterans

Treatment Advocacy Center App — For more information or to download m.appcreatorpro.com/m/treatmentadvocacycenter/5d0583d4d7/5d0583d4d7.html
· State-specific standards for emergency hospitalization and for who can initiate treatment; inpatient and outpatient commitment criteria by state; tips on navigating the Health Insurance Portability and Accountability Act (HIPAA); and information on responding to specific kinds of psychiatric emergencies such as suicide or assault danger.
Social Media Resources

Facebook — Contact by https://www.facebook.com/help/contact/?id=305410456169423 

· Anonymously report someone as suicidal on Facebook and a member of the Facebook’s Safety Team will send the user an e-mail with the Lifeline number and possibly a link to chat with a Lifeline Counselor

Twitter — Contact by https://support.twitter.com/forms/general 

· Select “Self-Harm” to send an e-mail to Twitter reporting a suicidal user. Twitter will send the user a direct message with the Lifeline number

YouTube
· To report suicidal content, click on the flag icon under a video and select “harmful Dangerous Acts” and then “Suicide or Self-Injury.” YouTube will then review the video and may send a message to the user with the Lifeline Number.

Tumblr —  Contact by https://tumblr.zendesk.com/hc/en-us 

· Write an e-mail to Tumblr about a suicidal user with as much information as possible including the URL of the Tumblr blog. A member of Tumblr’s Safety Team will send the user an e-mail with the Lifeline Number



Appendix D:

First Responder 

Mental Health Resources 

First Responder Mental Health Resources

CopLine - Officer’s Lifeline - 800 267-5463 http://www.copline.org/
COPLINE is operational 24 hours a day / 7 day a week. Calls will be answered by a Peer Support Counselor. All calls and emails are strictly 100% CONFIDENTIAL. 

COPLINE is the first national law enforcement officers’ hotline in the country that is manned by retired law enforcement officers. Retired law enforcement officers are trained in active listening and bring the knowledge and understanding of the many psychosocial stressors that officers go through both and off the job. Active officers and or their families can call 24 hours and day 7 days a week and be assured that there is a trained retired officer on the other end of the line whether the caller is calling while on the duty or off. The line is strictly confidential and there is no fear of punitive repercussions from making the call.

Safe Call Now - 206-459-3020 24-hour crisis referral. Safe Call Now is a resource for public safety employees to speak confidentially with officers, former law enforcement officers, public safety professionals and/or mental healthcare providers who are familiar with your line of work. Interaction may also be done through email. Although the service is based out of Washington State, first responders from all over the U.S. can utilize their services. Confidentiality is legislatively mandated. They also support other state hotlines (such as Serve & Protect.org Hotline in TN)

https://www.safecallnow.org/get-help-1.html
The Disaster Distress Helpline 800-985-5990, is a 24/7/365, national hotline dedicated to providing immediate crisis counseling for people who are experiencing emotional distress related to any natural or human-caused disaster. This toll-free, multilingual, and confidential crisis support service is available to all residents in the United States and its territories. Stress, anxiety, and depression are common reactions after a disaster. Call 1-800-985-5990 or text TalkWithUs to 66746 to connect with a trained crisis counselor. https://www.samhsa.gov/find-help/disaster-distress-helpline
Critical Incident Stress Management Teams and Peers – Most large police departments, Sheriff’s Offices, Fire, and EMS Agencies have Peer Support Teams and CISM teams that are available for critical incidents and disasters. In Texas, we have teams coordinated by region that are also available. Texas Department of State Health Services - https://www.dshs.texas.gov/mhsa-disaster/cism/




DSHS CISM Network has a listing of local CISM Teams. They are currently in the process of updating them with contact emails and phone numbers. These are dedicated, volunteer teams consisting of Police, Fire, EMS Peers, Chaplains and Mental Health Professionals that will respond to your agency and provide services like educational programs, debriefings, defusings, and referrals. https://www.dshs.texas.gov/mhsa-disaster/cism/teams/
CODE 9 - Making Mental Health a Priority for all First Responders and their Families. Our mission is to provide education, support and viable self-help tools to all Public Safety Personnel and their families for the purpose of managing and reducing the compressive stress effects, such as PTSD and suicide. Code 9 produced a movie called “Code 9 – Officer Needs Assistance,” and provides information and training nationally. http://code9project.org/physical-health-and-wellness.html
NAMI (National Alliance on Mental Illness) has a great informational page with information on providing support to an officer experiencing distress or other difficulties at: https://www.nami.org/Law-Enforcement-and-Mental-Health/Strengthening-Officer-Resilience
Badge of Life – Psychological Survival for Law Enforcement – The cornerstone of Badge of Life program is an entirely new approach to suicide prevention, called the "Emotional Self-Care Program" (ESC) http://www.badgeoflife.com/prescription-police-mental-health/
Cops Alive -  is run by the Law Enforcement Survival Institute (LESI) where works to assemble strategies, tactics and best practices to help anyone working in this profession successfully survive their career.  LESI and CopsAlive.com work with agencies and families to create environments that support healthy, happy and effective law enforcement professionals both on the job and at home. http://www.copsalive.com/about-this-blog/

Appendix E:

Considerations for a

Suicidal Subject 

CONSIDERATIONS FOR A SUICIDAL SUBJECT
1. 
Has a member of the person’s family ever attempted suicide?


 No
 Yes

2. 
Has the person ever been treated for mental illness?



 No
 Yes

3. 
Does the person have a chronic debilitating illness?



 No
 Yes

4. 
Does the person have a history of self-destructive behavior?

(Such as self-mutilation, substance abuse, consistent

recklessness, or being accident prone)





 No
 Yes

5. 
Has the person attempted suicide?





 No
 Yes

6. 
Has the person sustained a recent loss? (last 3 months)

(Such as a job, friend, money, home, loved-one, status)



 No
 Yes

7. 
Is the person socially isolated? (without friends/support)


 No
 Yes

8. 
Is the person currently in a psychotic state?

(Unable to differentiate reality from hallucinations)



 No
 Yes

9. 
Is the person clinically depressed?

(Duration, severity, level of dysfunction)





 No
 Yes

10.
Does the person say he/she wishes to die?




 No
 Yes

11.
Has the person experienced a recent elevation in mood?


 No
 Yes

12.
Is the person regretful that a prior attempt was unsuccessful?


 No
 Yes

13.
Does the person plan to try suicide again?




 No
 Yes

14.
Does the person view suicide as the only way to solve a particular 

problem or get relief?







 No
 Yes

15.
Does the person have command hallucinations instructing


them to kill themselves?






 No
 Yes

16. 
Has the person made a current decision to kill themselves?


 No
 Yes

17. 
Does the person have a lethal plan?





 No
 Yes

18. 
Are the means available to carry out that plan?




 No
 Yes

This form is intended to assist an officer to remember to ask pertinent questions, determine the seriousness of a suicide threat, and to add to the articulable information that needs to be listed on a POEC, if an emergency detention is deemed necessary. This is NOT a diagnostic tool, and does not meet the requirements for a psychological evaluation. 

Appendix F:

TX Emergency 

Detention Order  & 
TX Health and Safety Code

STATE OF TEXAS 




  


COUNTY OF _____           _ ____________________
In the matter of the condition of: 
___________________

Residential Address:


__________________
Date of Birth:



__________________ 

Other identifying information: 

__________________

Statement of Emergency Detention by a Law Enforcement Officer

Agency:



__________________

Officer:



__________________
I am a law enforcement officer and have reason to believe, and do believe that:

__________________, is mentally ill and, by reason of that mental illness, evidences behavior with a substantial risk of serious harm to self or to others unless the person is immediately restrained; Otherwise set forth in the Texas Health and Safety Code 573.001

My belief is based on specific and recent behavior; (acts, attempts, threats or omissions) evidence of severe emotional distress and/or deterioration in mental condition. This behavior was observed by me or reliably reported to me as stated below:

When:

__________________________________________________________
Where: 

__________________________________________________________
Description:
__________________________________________________________



__________________________________________________________


__________________________________________________________
Witnesses to the behavior deemed dangerous (including officers)

	Name
	Relation
	Address
	Phone

	
	
	
	

	
	
	
	

	
	
	
	


The individual,___________________was detained at (name of facility),__________________ on (date)____ at (time)____________

	Signature of Officer
	Agency

	Printed name
	Telephone

	Signature of receiving agent
	Facility address

	Printed name
	Telephone


HEALTH AND SAFETY CODE

TITLE 7. MENTAL HEALTH AND INTELLECTUAL DISABILITY

SUBTITLE C. TEXAS MENTAL HEALTH CODE

CHAPTER 573. EMERGENCY DETENTION

SUBCHAPTER A. APPREHENSION BY PEACE OFFICER OR TRANSPORTATION FOR EMERGENCY DETENTION BY GUARDIAN

This section was amended by the 85th Legislature. Pending publication of the current statutes, see S.B. 344, 85th Legislature, Regular Session, for amendments affecting this section.

Sec. 573.001.  APPREHENSION BY PEACE OFFICER WITHOUT WARRANT.  (a)  A peace officer, without a warrant, may take a person into custody if the officer:

(1)  has reason to believe and does believe that:

(A)  the person is a person with mental illness; and

(B)  because of that mental illness there is a substantial risk of serious harm to the person or to others unless the person is immediately restrained; and

(2)  believes that there is not sufficient time to obtain a warrant before taking the person into custody.

(b)  A substantial risk of serious harm to the person or others under Subsection (a)(1)(B) may be demonstrated by:

(1)  the person's behavior;  or

(2)  evidence of severe emotional distress and deterioration in the person's mental condition to the extent that the person cannot remain at liberty.

(c)  The peace officer may form the belief that the person meets the criteria for apprehension:

(1)  from a representation of a credible person;  or

(2)  on the basis of the conduct of the apprehended person or the circumstances under which the apprehended person is found.

(d)  A peace officer who takes a person into custody under Subsection (a) shall immediately transport the apprehended person to:

(1)  the nearest appropriate inpatient mental health facility;  or

(2)  a mental health facility deemed suitable by the local mental health authority, if an appropriate inpatient mental health facility is not available.

(e)  A jail or similar detention facility may not be deemed suitable except in an extreme emergency.

(f)  A person detained in a jail or a nonmedical facility shall be kept separate from any person who is charged with or convicted of a crime.

(g)  A peace officer who takes a person into custody under Subsection (a) shall immediately inform the person orally in simple, nontechnical terms:

(1)  of the reason for the detention; and

(2)  that a staff member of the facility will inform the person of the person's rights within 24 hours after the time the person is admitted to a facility, as provided by Section 573.025(b).

(h)  A peace officer who takes a person into custody under Subsection (a) may immediately seize any firearm found in possession of the person.  After seizing a firearm under this subsection, the peace officer shall comply with the requirements of Article 18.191, Code of Criminal Procedure.

Added by Acts 1991, 72nd Leg., ch. 76, Sec. 1, eff. Sept. 1, 1991.  Amended by Acts 2001, 77th Leg., ch. 367, Sec. 5, eff. Sept. 1, 2001.

Amended by: 

Acts 2013, 83rd Leg., R.S., Ch. 318 (H.B. 1738), Sec. 1, eff. September 1, 2013.

Acts 2013, 83rd Leg., R.S., Ch. 776 (S.B. 1189), Sec. 1, eff. September 1, 2013.

Acts 2015, 84th Leg., R.S., Ch. 1 (S.B. 219), Sec. 3.1366, eff. April 2, 2015.

Acts 2015, 84th Leg., R.S., Ch. 1236 (S.B. 1296), Sec. 21.001(33), eff. September 1, 2015.

This section was amended by the 85th Legislature. Pending publication of the current statutes, see S.B. 344, 85th Legislature, Regular Session, for amendments affecting this section.

Sec. 573.002.  PEACE OFFICER'S NOTIFICATION OF DETENTION.  (a)  A peace officer shall immediately file with a facility a notification of detention after transporting a person to that facility in accordance with Section 573.001.

(b)  The notification of detention must contain:

(1)  a statement that the officer has reason to believe and does believe that the person evidences mental illness;

(2)  a statement that the officer has reason to believe and does believe that the person evidences a substantial risk of serious harm to the person or others;

(3)  a specific description of the risk of harm;

(4)  a statement that the officer has reason to believe and does believe that the risk of harm is imminent unless the person is immediately restrained;

(5)  a statement that the officer's beliefs are derived from specific recent behavior, overt acts, attempts, or threats that were observed by or reliably reported to the officer;

(6)  a detailed description of the specific behavior, acts, attempts, or threats; and

(7)  the name and relationship to the apprehended person of any person who reported or observed the behavior, acts, attempts, or threats.

(c)  The facility where the person is detained shall include in the detained person's clinical file the notification of detention described by this section.

(d)  The peace officer shall give the notification of detention on the following form:

Notification--Emergency Detention        
NO. ____________________ DATE:_______________ TIME:_______________

THE STATE OF TEXAS

FOR THE BEST INTEREST AND PROTECTION OF:

______________________________________

NOTIFICATION OF EMERGENCY DETENTION

Now comes _____________________________, a peace officer with (name of agency) _____________________________, of the State of Texas, and states as follows:

1.  I have reason to believe and do believe that (name of person to be detained) __________________________ evidences mental illness.

2.  I have reason to believe and do believe that the above-named person evidences a substantial risk of serious harm to himself/herself or others based upon the following:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.  I have reason to believe and do believe that the above risk of harm is imminent unless the above-named person is immediately restrained.

4.  My beliefs are based upon the following recent behavior, overt acts, attempts, statements, or threats observed by me or reliably reported to me:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.  The names, addresses, and relationship to the above-named person of those persons who reported or observed recent behavior, acts, attempts, statements, or threats of the above-named person are (if applicable):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

For the above reasons, I present this notification to seek temporary admission to the (name of facility) _________________________ inpatient mental health facility or hospital facility for the detention of (name of person to be detained) __________________________ on an emergency basis.

6.  Was the person restrained in any way? Yes □ No □

_________________________           BADGE NO. _____________________

PEACE OFFICER'S SIGNATURE

Address: _________________________ Zip Code: ____________________

Telephone: ______________________

A mental health facility or hospital emergency department may not require a peace officer to execute any form other than this form as a predicate to accepting for temporary admission a person detained under Section 573.001, Texas Health and Safety Code.

(e)  A mental health facility or hospital emergency department may not require a peace officer to execute any form other than the form provided by Subsection (d) as a predicate to accepting for temporary admission a person detained under Section 573.001.

Added by Acts 1991, 72nd Leg., ch. 76, Sec. 1, eff. Sept. 1, 1991.

Amended by: 

Acts 2013, 83rd Leg., R.S., Ch. 318 (H.B. 1738), Sec. 2, eff. September 1, 2013.

Sec. 573.003.  TRANSPORTATION FOR EMERGENCY DETENTION BY GUARDIAN.  (a)  A guardian of the person of a ward who is 18 years of age or older, without the assistance of a peace officer, may transport the ward to an inpatient mental health facility for a preliminary examination in accordance with Section 573.021 if the guardian has reason to believe and does believe that:

(1)  the ward is a person with mental illness; and

(2)  because of that mental illness there is a substantial risk of serious harm to the ward or to others unless the ward is immediately restrained.

(b)  A substantial risk of serious harm to the ward or others under Subsection (a)(2) may be demonstrated by:

(1)  the ward's behavior;  or

(2)  evidence of severe emotional distress and deterioration in the ward's mental condition to the extent that the ward cannot remain at liberty.

Added by Acts 2003, 78th Leg., ch. 692, Sec. 6, eff. Sept. 1, 2003.

Amended by: 

Acts 2015, 84th Leg., R.S., Ch. 1 (S.B. 219), Sec. 3.1367, eff. April 2, 2015.

Sec. 573.004.  GUARDIAN'S APPLICATION FOR EMERGENCY DETENTION.  (a)   After transporting a ward to a facility under Section 573.003, a guardian shall immediately file an application for detention with the facility.

(b)  The application for detention must contain:

(1)  a statement that the guardian has reason to believe and does believe that the ward evidences mental illness;

(2)  a statement that the guardian has reason to believe and does believe that the ward evidences a substantial risk of serious harm to the ward or others;

(3)  a specific description of the risk of harm;

(4)  a statement that the guardian has reason to believe and does believe that the risk of harm is imminent unless the ward is immediately restrained;

(5)  a statement that the guardian's beliefs are derived from specific recent behavior, overt acts, attempts, or threats that were observed by the guardian; and

(6)  a detailed description of the specific behavior, acts, attempts, or threats.

(c)  The guardian shall immediately provide written notice of the filing of an application under this section to the court that granted the guardianship.

Added by Acts 2003, 78th Leg., ch. 692, Sec. 6, eff. Sept. 1, 2003.
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AUTHOR'S / SPONSOR'S STATEMENT OF INTENT

The events leading up to Sandra Bland's unnecessary jailing and tragic death sparked a statewide and national discussion regarding criminal justice reform. S.B. 1849 aims to improve and correct Texas' criminal justice system to make it better for both law enforcement and the public and prevent future tragedies like Sandra Bland's.

S.B. 1849 addresses a variety of criminal justice topics including bail reform, jail diversion, jail safety, officer training, racial profiling, data collection, officer discipline, and behavioral health.

Currently, too many people are being brought to jail and remain there unnecessarily. Improving Texas' bail system by increasing the proper use of personal recognizance bonds, preventing arrests for fine-only offenses, and diverting people with behavioral health issues to treatment under S.B. 1849 will help alleviate the strain on our jails.

S.B. 1849 also works to make our jails safer by improving training for jailers, requires jails to have access to health and mental health professionals, either in person or through tele-health, automated electronic sensors to ensure accurate cell checks, and an independent ombudsman office to oversee county jails. S.B. 1849 also creates a grant program to ensure that all county jails will be able to afford these necessary changes.

To make both officers and the public safer, S.B. 1849 increases officer training in general de-escalation and mental health de-escalation tactics. The use of de-escalation tactics helps ensure that both law enforcement and the public are able to go home safe.

Currently there appears to be racial disparities in how the Texas Department of Public Safety searches blacks when compared to whites after they have been pulled over for a traffic violation. Additionally, data collection and presentation could be improved. S.B. 1849 address these concerns by strengthening Texas' racial profiling law, as well as ensuring that the data Texas collects is robust, clear, and accurate. S.B. 1849 also creates a more uniform and transparent system to ensure officer discipline is more transparent. (Original Author’s/Sponsor’s Statement of Intent)

S.B. 1849 amends current law relating to interactions between law enforcement and individuals detained or arrested on suspicion of the commission of criminal offenses, to the confinement, conviction, or release of those individuals, and to grants supporting populations that are more likely to interact frequently with law enforcement.

RULEMAKING AUTHORITY

Rulemaking authority is expressly granted to the Texas Commission on Jail Standards in SECTION 3.05 (Section 511.009, Government Code), SECTION 3.06 (Section 511.009, Government Code), SECTION 3.07 (Sections 511.019 and 511.021, Government Code), and SECTION 4.01 (Section 511.00905, Government Code) of this bill.

Rulemaking authority previously granted to the Texas Department of Public Safety (DPS) is modified in SECTION 5.04 (Article 2.137, Code of Criminal Procedure) of this bill. Rulemaking authority previously granted to DPS is rescinded in SECTION 5.06 (Section 2.135, Code of Criminal Procedure) of this bill.

SECTION BY SECTION ANALYSIS

ARTICLE 1. SHORT TITLE

SECTION 1.01. SHORT TITLE. Requires that this Act be known as the Sandra Bland Act, in memory of Sandra Bland.

ARTICLE 2. IDENTIFICATION AND DIVERSION OF AND SERVICES FOR PERSONS SUSPECTED OF HAVING MENTAL ILLNESS, AN INTELLECTUAL DISABILITY, OR A SUBSTANCE ABUSE ISSUE

SECTION 2.01. Amends Article 16.22, Code of Criminal Procedure, as follows:

Art. 16.22. New heading: EARLY IDENTIFICATION OF DEFENDANT SUSPECTED OF HAVING MENTAL ILLNESS OR INTELLECTUAL DISABILITY. (a) Requires the sheriff, not later than 12 hours, rather than 72 hours, after receiving credible information that may establish reasonable cause to believe that a defendant committed to the sheriff's custody has a mental illness or is a person with an intellectual disability, including observation of the defendant's behavior immediately before, during, and after the defendant's arrest and the results of any previous assessment of the defendant, to provide written or electronic notice of the information to the magistrate. Changes references to mental retardation to intellectual disability or intellectual and developmental disability, and changes references to the Department of Aging and Disability Services (DADS) to the Health and Human Services Commission (HHSC).

(b) and (c) Makes conforming changes.

(d) Provides that this article does not prevent the applicable court from, at certain times, releasing a defendant who has a mental illness or is a person with an intellectual disability, rather than releasing a mentally ill or mentally retarded defendant, from custody on personal or surety bond.

SECTION 2.02. Amends Chapter 16, Code of Criminal Procedure, by adding Article 16.23, as follows:

Art. 16.23. DIVERSION OF PERSONS SUFFERING MENTAL HEALTH CRISIS OR SUBSTANCE ABUSE ISSUE. (a) Requires each law enforcement agency to make a good faith effort to divert a person suffering a mental health crisis or suffering from the effects of substance abuse to a proper treatment center in the agency's jurisdiction if:

(1) there is an available and appropriate treatment center in the agency's jurisdiction to which the agency is authorized to divert the person;

(2) it is reasonable to divert the person;

(3) the offense that the person is accused of is a misdemeanor, other than a misdemeanor involving violence; and

(4) the mental health crisis or substance abuse issue is suspected to be the reason the person committed the alleged offense.

(b) Provides that Subsection (a) does not apply to a person who is accused of a certain offense.

SECTION 2.03. Amends Article 539.002, Government Code, as follows:

Sec. 539.002. GRANTS FOR ESTABLISHMENT AND EXPANSION OF COMMUNITY COLLABORATIVES. (a) Requires the Department of State Health Services (DSHS), to the extent funds are appropriated to DSHS for that purpose, to make grants to certain entities to establish or expand community collaboratives that bring the public and private sectors together to provide services to certain persons. Requires DSHS, in awarding grants, to give special consideration to certain entities. Deletes existing text authorizing DSHS to make a maximum of five grants, which are required to be made in the most populous municipalities in this state that are located in counties with a population of more than one million.

(b) Requires DSHS to require each entity awarded a grant under this section to leverage additional funding from private sources in an amount that is at least equal to the amount of the grant awarded under this section; provide evidence of significant coordination and collaboration between the entity, local mental health authorities, municipalities, local law enforcement agencies, and other community stakeholders in establishing or expanding a community collaborative funded by a grant awarded under this section; and provide evidence of a local law enforcement policy to divert appropriate persons from jails or other detention facilities to an entity affiliated with a community collaborative for the purpose of providing services to those persons.

SECTION 2.04. Amends Chapter 539, Government Code, by adding Article 539.0051, as follows:

Sec. 539.0051. PLAN REQUIRED FOR CERTAIN COMMUNITY COLLABORATIVES. (a) Requires the governing body of a county to develop and make public a plan detailing certain information.

(b) Provides that the governing body of a county in which an entity that received a grant under Section 539.002 before September 1, 2017, is located is not required to develop a plan under Subsection (a).

(c) Authorizes two or more counties, each with a population of less than 100,000, to form a joint plan under Subsection (a).

ARTICLE 3. BAIL, PRETRIAL RELEASE, AND COUNTY JAIL STANDARDS

SECTION 3.01. Amends the heading to Article 17.032, Code of Criminal Procedure, to read as follows:

Art. 17.032. RELEASE ON PERSONAL BOND OF CERTAIN DEFENDANTS WITH MENTAL ILLNESS OR INTELLECTUAL DISABILITY.

SECTION 3.02. Amends Articles 17.032(b) and (c), Code of Criminal Procedure, as follows:

(b) Requires a magistrate to release a defendant on personal bond unless good cause is shown otherwise if the defendant is examined by the local mental health or intellectual and developmental disability authority or a certain other mental health expert and an applicable expert, in a certain written assessment concludes that the defendant has a mental illness or is a person with an intellectual disability and is nonetheless competent to stand trial, and recommends mental health treatment or intellectual disability treatment for the defendant, as applicable. Changes references to mental retardation to intellectual disability or intellectual and developmental disability, changes a reference to the Texas Department of Mental Health and Mental Retardation (TXMHMR) to DSHS, and makes conforming changes.

(c) Makes conforming changes.

SECTION 3.03. Amends Article 25.03, Code of Criminal Procedure, as follows:

Art. 25.03. IF ON BAIL IN FELONY. Requires the clerk, at the earliest possible time, when the accused, in case of felony, is on bail at the time the indictment is presented, to deliver a copy of the indictment to the accused or the accused's counsel. Deletes existing text providing that it is not necessary to serve him with a copy of the indictment, or requiring delivery of a copy of the same on request to the accused or his counsel.

SECTION 3.04. Amends Article 25.04, Code of Criminal Procedure, as follows:

Art. 25.04. IN MISDEMEANOR. Requires the clerk, in misdemeanors, to deliver a copy of the indictment or information to the accused or the accused's counsel at the earliest possible time before trial. Deletes existing text providing that, in misdemeanors, it is not necessary before trial to furnish the accused with a copy of the indictment or information, but that he or his counsel is authorized to demand a copy which is then required to be given as early as possible.

SECTION 3.05. Reenacts Section 511.009(a), Government Code, as amended by Chapters 281 (H.B. 875), 648 (H.B. 549), and 688 (H.B. 634), Acts of the 84th Legislature, Regular Session, 2015, and amends it, as follows:

(a) Requires the Texas Commission on Jail Standards (TCJS) to:

(1) through (18) makes no changes to these subdivisions;

(19) and (20) makes nonsubstantive changes;

(21) redesignates existing text of Subdivision (20) as Subdivision (21) and makes a nonsubstantive change;

(22) redesignates existing text of Subdivision (20) as Subdivision (22) and makes a nonsubstantive change; and

(23) adopt reasonable rules and procedures to ensure the safety of prisoners, including rules and procedures that establish certain requirements for a county jail.

SECTION 3.06. Amends Section 511.009, Government Code, by adding Subsection (d), as follows:

(d) Requires TCJS to adopt reasonable rules and procedures establishing minimum standards regarding the continuity of prescription medications for the care and treatment of prisoners. Requires that the rules and procedures require a qualified medical professional to review, as soon as possible, any prescription medication a prisoner is taking when the prisoner is taken into custody.

SECTION 3.07. Amends Chapter 511, Government Code, by adding Sections 511.019, 511.020, and 511.021, as follows:

Sec. 511.019. PRISONER SAFETY FUND. (a) Provides that the prisoner safety fund (fund) is a dedicated account in the general revenue fund.

(b) Provides that the fund consists of appropriations of money to the fund by the legislature and gifts, grants, including grants from the federal government, and other donations received for the fund.

(c) Authorizes money in the fund to be appropriated only to TCJS to pay for capital improvements that are required under section 511.009(a)(23).

(d) Requires TCJS, by rule, to establish a grant program to provide grants to counties to fund capital improvements described by Subsection (c). Authorizes TCJS to only provide a grant to a county for capital improvements to a county jail with a capacity of not more than 96 prisoners.

Sec. 511.020. SERIOUS INCIDENTS REPORT. (a) Requires the sheriff of each county to report to TCJS, on or before the fifth day of each month, regarding the concurrence during the preceding month of certain events.

(b) Requires TCJS to prescribe a form for the report required by Subsection (a).

(c) Prohibits the information required to be reported under Subsection (a)(8) (relating to the incident of any use of force resulting in bodily injury) from including the name or other identifying information of a county jailer or jail employee.

(d) Provides that information reported under Subsection (a) is public information subject to an open records request under Chapter 552 (Public Information).

Sec. 511.021. INDEPENDENT INVESTIGATION OF DEATH OCCURRING IN COUNTY JAIL. (a) Requires TCJS, on the death of a prisoner in a county jail, to appoint a law enforcement agency, other than the local law enforcement agency that operates the county jail, to investigate the death as soon as possible.

(b) Requires TCJS to adopt any rules necessary relating to the appointment of a law enforcement agency under Subsection (a), including rules relating to cooperation between law enforcement agencies and to procedures for handling evidence.

SECTION 3.08. Makes application of Article 17.032, Code of Criminal Procedure, as amended by this article, prospective.

SECTION 3.09. Requires TCJS, not later than January 1, 2018, to adopt the rules and procedures required by Section 511.009(d), Government Code, as added by this article, the rules required by Section 511.021(b), Government Code, as added by this article, and prescribe the form required by Section 511.020(b), Government Code, as added by this article.

SECTION 3.10. Requires TCJS, not later than September 1, 2018, to adopt the rules and procedures required by Section 511.009(a)(23), Government Code, as added by this article. Requires a county jail, on and after September 1, 2020, to comply with any rule or procedure adopted by TCJS under Section 511.009(a)(23), Government Code, as added by this article.

SECTION 3.11. Provides that, to the extent of any conflict, this Act prevails over another Act of the 85th Legislature, Regular Section, 2017, relating to non-substantive additions to and corrections in enacted codes.

ARTICLE 4. PEACE OFFICER AND COUNTY JAILER TRAINING

SECTION 4.01. Amends Chapter 511, Government Code, by adding Section 511.00905, as follows:

Sec. 511.00905. JAIL ADMINISTRATOR POSITION; EXAMINATION REQUIRED. (a) Requires the Texas Commission on Law Enforcement (TCOLE) to develop and TCJS to approve an examination for a person assigned to the jail administrator position overseeing a county jail.

(b) Requires TCJS to adopt rules requiring a person, other than a sheriff, assigned to the jail administrator position overseeing a county jail to pass the examination not later than the 180th day after the date the person is assigned to that position. Requires that the rules provide that a person who fails the examination is authorized to be immediately removed from the position and is prohibited from being reinstated until the person passes the examination.

(c) Requires the sheriff of a county to perform the duties of the jail administrator position at any time there is not a person available who satisfies the examination requirements of this section.

(d) Prohibits a person other than a sheriff from serving in the jail administrator position of a county jail unless the person satisfies the examination requirement of this section.

SECTION 4.02. Amends Section 1701.253, Occupations Code, by amending Subsection (j) and adding Subsection (n), as follows:

(j) Requires TCOLE, as part of the minimum curriculum requirements, to require an officer to complete a 40-hour statewide education and training program on de-escalation and crisis intervention techniques to facilitate interaction with persons with mental impairments. Makes a non-substantive change.

(n) Requires TCOLE, as part of the minimum curriculum requirements, to require an officer to complete a statewide education and training program on de-escalation techniques to facilitate interaction with members of the public, including techniques for limiting the use of force resulting in bodily injury.

SECTION 4.03. Amends Section 1701.310(a), Occupations Code, as follows:

(a) Prohibits a person, except as provided by Subsection (e) (relating to the training and certification requirements of a certain person serving as a part-time county jailer), from being appointed as a county jailer, except on a temporary basis, unless the person has satisfactorily completed a preparatory training program, as required by TCOLE, in the operation of a county jail at a school operated or licensed by TCOLE. Requires that the program consist of at least eight hours of mental health training approved by TCOLE and TCJS.

SECTION 4.04. Amends Section 1701.352(b), Occupations Code, as follows:

(b) Requires TCOLE to require a state, county, special district, or municipal agency that appoints or employs peace officers to provide each peace officer with a training program at least once every 48 months that is approved by TCOLE and consists of, for an officer holding only a basic proficiency certificate, not more than 20 hours of education and training that contain curricula incorporating the learning objectives developed by TCOLE regarding de-escalation techniques to facilitate interaction with members of the public, including techniques for limiting the use of force resulting in bodily injury. Redesignates existing Paragraph (C) as Paragraph (D). Makes a non-substantive change.

SECTION 4.05. Amends Section 1701.402, Occupations Code, by adding Subsection (n), to require an officer, as a requirement for an intermediate proficiency certificate or an advanced proficiency certificate, to complete the education and training program regarding de-escalation techniques to facilitate interaction with members of the public established by TCOLE under Section 1701.253(n).

SECTION 4.06. Requires TCOLE, not later than March 1, 2018, to develop and TCJS to approve the examination required by Section 511.00905, Government Code, as added by this article.

SECTION 4.07. (a) Requires TCOLE, not later than March 1, 2018, to establish or modify training programs as necessary to comply with Section 1701.253, Occupations Code, as amended by this article.

(b) Provides that the minimum curriculum requirements under Section 1701.253(j), Occupations Code, as amended by this article, apply only to a peace officer who first begins to satisfy those requirements on or after April 1, 2018.

SECTION 4.08. (a) Provides that Section 1701.310, Occupations Code, as amended by this article, takes effect January 1, 2018.

(b) Requires a person in the position of a county jailer on September 1, 2017, to comply with Section 1701.310(a), Occupations Code, as amended by this article, not later than August 31, 2021.

ARTICLE 5. MOTOR VEHICLE STOPS, RACIAL PROFILING, AND ISSUANCE OF CITATIONS

SECTION 5.01. Amends Article 2.132, Code of Criminal Procedure, by amending Subsections (b) and (d) and adding Subsection (h), as follows:

(b) Requires each law enforcement agency's written policy on racial profiling to:

(1) through (3) makes no changes to these subdivisions;

(4) provide public education relating to the agency's compliment and complaint process, including providing the telephone number, mailing address, and e-mail address to make a compliment or complaint with respect to each ticket, citation, or warning issued by a peace officer, rather than provide public education relating to the agency's complaint process;

(5) makes no changes to this subdivision;

(6) require collection of information relating to motor vehicle stops in which a ticket, citation, or warning is issued and to arrests made as a result of those stops, including certain information; and

(7) makes no changes to this subdivision.

(d) Requires the agency to also examine the feasibility of equipping each peace officer who regularly detains or stops motor vehicles with a body worn camera, as that term is defined by Section 1701.651 (Definitions), Occupations Code. Requires that the policy adopted by the agency under Subsection (b), if a law enforcement agency installs video or audio equipment or equips peace officers with body worn cameras, include standards for reviewing video and audio documentation.

(h) Requires a law enforcement agency to review data collected under Subsection (b)(6) to identify any improvements the agency could make in its practices and policies regarding motor vehicle stops.

SECTION 5.02. Amends Article 2.133, Code of Criminal Procedure, by amending Subsection (b) and adding Subsection (c), as follows:

(b) Requires a peace officer who stops a motor vehicle for an alleged violation of a law or ordinance to report to the law enforcement agency that employs the officer certain information relating to the stop, including whether the officer issued a verbal or written warning or a ticket or citation as a result of the stop, rather than issued a written warning or a citation as a result of the stop; and whether the officer used physical force that resulted in bodily injury as that term is defined by Section 1.07 (Definitions), Penal Code, during the stop. Makes a non-substantive change.

(c) Provides that the chief administrator of a law enforcement agency, regardless of whether the administrator is elected, employed, or appointed, is responsible for auditing reports under Subsection (b) to ensure that the race or ethnicity of the person operating the motor vehicle is being reported.

SECTION 5.03. Amends Article 2.134(c), Code of Criminal Procedure, as follows:

(c) Requires that a certain report be submitted by the chief administrator of the law enforcement agency, regardless of whether the administrator is elected, employed, or appointed, and requires that the report include certain information, including a comparative analysis of the information compiled under Article 2.133 (Reports Required for Motor Vehicle Stops), to evaluate and compare the number of searches resulting from motor vehicle stops within the applicable jurisdiction and whether certain evidence was discovered in the course of those searches. Makes a non-substantive change.

SECTION 5.04. Amends Article 2.137, Code of Criminal Procedure, as follows:

Art. 2.137. PROVISION OF FUNDING OR EQUIPMENT. (a) Requires DPS to adopt rules for providing funds or video and audio equipment to law enforcement agencies for the purpose of installing video and audio equipment in law enforcement motor vehicles and motorcycles or equipping peace officers with body worn cameras. Deletes existing text referencing Article 2.135(a)(1)(A) (relating to the requirement that each law enforcement motor vehicle be equipped with video camera and transmitter-activated equipment).

(b) Requires DPS to collaborate with an institution of higher education to identify law enforcement agencies that need funds or video and audio equipment for the purpose of installing video and audio equipment in law enforcement motor vehicles and motorcycles or equipping peace officers with body worn cameras. Deletes existing text referencing Article 2.135(a)(1)(A).

(c) Requires the governing body of a county or municipality, in conjunction with the law enforcement agency serving the county or municipality, to receive funds or video and audio equipment from the state for the purpose of installing video and audio equipment in law enforcement motor vehicles and motorcycles or equipping peace officers with body worn cameras, to certify to DPS that the law enforcement agency needs funds or video and audio equipment for that purpose. Deletes existing text referencing Article 2.135(a)(1)(A).

(d) Requires the governing body of a county or municipality, in conjunction with the law enforcement agency serving the county or municipality, on receipt of funds or video and audio equipment from the state for the purpose of installing video and audio equipment in law enforcement motor vehicles and motorcycles or equipping peace officers with body worn cameras, to certify to DPS that the law enforcement agency has taken the necessary actions to use and is using video and audio equipment and body worn cameras for those purposes, rather than the agency has installed video and audio equipment as described by Article 2.135(a)(1)(A) and is using the equipment as required by Article 2.135(a)(1). Makes a conforming change.

SECTION 5.05. Amends Article 2.1385(a), Code of Criminal Procedure, to increase the civil penalty the local law enforcement agency is liable for if the chief administrator of a local law enforcement agency intentionally fails to submit the required incident-based data from the amount of $1,000 to an amount not to exceed $5,000 for each violation.

SECTION 5.06. Repealer: Article 2.135 (Partial Exemption for Agencies Using Video and Audio Equipment), Code of Criminal Procedure.

SECTION 5.07. Provides that Articles 2.132 and 2.134, Code of Criminal Procedure, as amended by this article, apply only to a report covering a calendar year beginning on or after January 1, 2018.

SECTION 5.08. Requires TCOLE, not later than September 1, 2018, to evaluate and change the guidelines for compiling and reporting information required under Article 2.134, Code of Criminal Procedure, as amended by this article, to enable the guidelines to better withstand academic scrutiny and to make accessible online certain information.

SECTION 6.01. Effective date, except as otherwise provided by this Act: September 1, 2017.
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