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PREFACE

The pniicies of deinstitutienaliration, first fmplemented over
fifteen years ago and designed fo transfer the care of the mentally 1)
from hospitals to local communities, have affected many pudblic and
private groups of society, A few groups have found themselves with a
disproportionate amount of additional responsibilities not always with a
concomitant allocation of resources, Law enforcement is one of these

segments.

Indeed, it is fair Lo say that law enforcement has been burdened with
inappropriste responsibilities for the mentally disabled, The virtual
abzence of community mental health emergancy services hes Teft police
gyencies, by default, to answer the urgent aad routine needs of the
mentalty 111, Their response to date has not always been exemplary, but,
in fact, they have not received any significant guidance from the mental
health profession on how to manage the mentally 1171, Rather, police
dgencies have found themzelves dwader attack for their handling of the
mentally disabled, Llocal media, mental health professienals and
judfciaries have stated that the nolice have failed in their atiempts io
megnage these encounters and ofien sxacerbate rather than mollify the
problem, Yet, while these growups are guick to criticize law enforcement,
they have failed to srovide the police with any guidelines for

improvement,

Other groups, sech as the fmerican Bar Association, have attempted to

previde guidance but have also fallen short, Standards developed by the



Amsrican Bar Associatios rightfully have called for improved police
training, policies, and cosrdination with mental health facilfties, put

without specifying how these improvements can be realized,

Special Care takes up where these other efforts leave off, [t
includes a comprehansive sxamination of the problems police sgencies face
and the factars causing the problems. Further, it examines cuyrrent
efforts of pglice agencies g address the problems and goes on to discuss
characteristics of encousters from a Taw enforcemest, legal, and mental
health perspective, But most importantly, Special Care provides specific
guidelines for pelice departments to follow in fmproving policy,
training, operations and Vigison with the menta? health community.
Relationships they develop with their mental health colleagues ultimately

may be the most important aspect of improved police management.

Because, whiie the police have a mandate for handling certain aspects
of these encounters, they simply cannat provide the mentaily i11 all the
services they need, Community care, as envisiogned, requirgs the efforts
of & varisty of community services, each bringing 2 special expertise to
the problem. Improving the ppiice function s ose stsp towards improved
commanity cars, The other elements of the community care functipn must

now recognize and accept their responsibilities,

Gary P, Hayes
Exgeutive Directer
Palice Executive Ressarch Forum



FOREWORD

=The police cught te do something”™ T a phrase familisr to
every Taw enforcement administratoer. Tradftionally, police have hbeen
frequently called upon to cure--or at least care for--a large number of
society's problems. In recent years, one of the most vexing problems
in urban areas 1s the task of dealing with the growing numbers of
mentally digsabled persons whe have been discharged intg the community,
For many of the mentally 1T and refarded, institutional release and
return to the community setting has been a positive development.
Others, however, have been removed from a sheltered environment omly to
wind up abandoned on the streets of our cities. There they have become
victims or witnesses of crimes or the subhiect of complaints about their

sometfmes erratic or disorderly behavior.

For poiice, encounters with the mentally disabied can be
particularly difficutt. Indeed, officials testifying at Nationad
Institute of Justice hearings on law enforcement concerns reported that
the police need specizl help in coping with such persens, As a former
police officer who later served on the board of dirsctors of the
Alamedz County, California, Board of Hontal Health, I have observed the
police #nd menis] hesith professionals attempt to deal with the
prohlems of the mentally f11 in the community. And I too can

personally attest te needs in this area.

it



This report respends to these needs. It examinex the issues
from the perspective of both police and mental health professionals,
and 1t 11iustrates the problems the mentally 1Y may face in the
commynity, The report alse provides practica) knowledge to the police
in understandfng the spectal needs of the mentally disabled. By
sxplaining the rationale and history of the community mental health
movement, 1t enables pelice managers and supervisors fo visw in contexi
the problems they and their officers face in caring for the mestally

i,

Some communities have devised particularly effective methods
for ensuring sensitive management of mentally disabled persons in the
cormunity. Their efferts are described here so that ofher jurisdic-

tions cam benefit from their insights and experience.

It iz our hope that the pelicy relevant information pressnted
in this report will benefit police managers in develeping procedures
for dealing with the meatally i11. At the szame time, the report offers
valuabTe rcommendations for greater coordination between law enforce-
ment and mental health agencies to kelp ensure that those recovering
from mental 11lness are not only protected under the lzw hub are given
access te the services they asad to help them Tive and function in

their communities.

dJames K, Stewart
Director
Nationgl Institute of Justice
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EXECUTIVE SUMMARY

verview

For centuries society dealt with its mentally deranged by
tocking them away in what was euphemistically referred to as
asylums. This approack effectively insulated law enforcement, and
citizens, from the necessity of coping with the bizarre, the messy
antd, on ocgasion, the dangerous hehavior of the mentally il1l. More
recentiy, however, a different approach has emerged--ong which
attempts to maintain substantial porticns of the mentally disturbed
population in community settings. And with that new approach have

come preblems for police.

To better understand these problems, and to aid law
gnforcement to better cope with them, t{he Police Executive Research
Forum undertook a study of police handling of the mentaily 11,
This monograph s the resulf. Iis focus iz fo aid iaw enforcement
execolives improve their department's handling of the mentally 11,
1t suggests ways in which potice can reduce the time spent in
processing mental health cases, cuthack the sumber of vepeat calls
for service Involiving the mentaily 111, and aveid unnecessary risk
of iniury when dealing with the mentally disturbed who zlso are
violent. These same guidelines will fagilitate more humane
treatment of the mentally 111 and reduce both inappropriste

incarceration and unnseded hospitalization. Finally, reliance on
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Model Program Elements

The three programs differ fn the respective roles played by
police and mental health services in the method by which
inter-agency coprdinatian 1g achieved, and in the amount of
respurces invested in handling mentally 411 cases, These
differences, in turn, are by-preducts of nermael varistions in
communities' needs, resources and priorities. However, fach alsc
incorporates a number of elements which appear to be essential to
the effectiveness of any program or invplvise the police in the
hardling of mentally disturbed persons:

¢ Each program maintaing a 24-hour, on-site response

capability, so there is less "slippage" in resolving
cases involving the mantally i10;

e Fach pregram maintains 24-hour access to the needed
resources, wivich also forestallis delays in resolution;

% Each program either provides traised mental health
profassionals {police or civilian) or provides Tline
afficers with thorough and apprepriate training,
which s necessary for the expgditious and
appropriate handling of cases;

& Etach pragram ¢learly delineates the separation of
duties and responsibilities among the key actors from
different agencies;

& Each program has developed procedurss that reduce the
time officers need to spend handling mentally i11
persons; and

e Each program includes clese and regular iiaison
hetween the participating agencias to snsure that
operational information is shared, feedback is
provided, and minor problems are addressed.
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In Madison, ¥1 the Police Department has not set up its own
specialized unit. Instead, every patrol officer recsives
comprehensive and in-depth training in managing the mentally 11,
All officers are expected to reack g disposition by themselves,
Nevertheless, in particularly ¢ifficuit cases, round the clock
assistance is available from the county mental health staff. The
mental heaith staff also provide feedback to patrol officers
regarding the outcome of thelr referrals. A sworn officer with
special trafsing in handling of the mentally 111 facilitates
coprdination of police and county mental health serviges, and serves

as an in-house resource for the depariment.

Birmingham, AL lacks & service comparable to the county
mental kealth center in Madison. The £ity does, howaver, cperate a
2d-hour program of emergency services for persons in difficulty and
it is to this program which the Birmingham police turn for
asststance, Staffed by Commumity Service Officers with training in
social work, the progran provides the poliece with pn-3ite assistance
and takes responsibiiity for case disposition. 7The program is
reported to have reducad repeat calls, to have reduced the time
patral officers must stay on the scene, &nd has improved these
afficers’ understanding of mental i1Tness and the role of mental

health zeryices.
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e The primary subject of most police written directives
i the progedure for implementing an emergency mental
hezlth detention. Over 50 peecent of the directives
fatled to identify dispositions other than arrest or
emergency detention. Onty 12 percent discussed
methods of interyiewing mentaliy 111 persong, aed
only six percent included technigues for recognizing
the mentally 1771,

& Fewar thap 28 gercent of the 172 agencies responded
to the aperaticnal procedures portion of the survey
and, of those, fewer than 20 percent had designated a
special wait or individual to manage encounters with
the mentally ii7. MNevertheless, close to B0 percent
of those responding eeported having arrangements
whereby officers could cansult with mental heaith
profassicnals,

Although the survey's findings suggest that the majority of
the departments cortacted are in need of substantial improvement, it
also revealed that a smaller number had responded with some success
and ingenuity to the problems created by deinstitutionalization.
Fheee of these, inspected on-site, not only had devised relatively
gffective responses, but had done so in ways which differed markediy
from cne another, In Galveston, TX, for exampls, the Sheriff's
Bepartment created a special unit staffed 24 hours datly by peace
officers whe also are certified smergency medical tschniciansg and
mentz]l health specialists. These mental health deputies i1t go to
the scene of the incident if c¢alled by the responding deputy.
{therwise, the responding deputy transports the subject to a cemtral
location for screening by the mental health deputy who assumes
responsibility for the dizspesition. 3Rince 1975 the unit had reduced
1211 admissions by 99 percent and reduced the rate of involuntary
hospitalization odwissions to the lowest in Yexas and ong of the

lowest in the natiom,
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The Forum's Research

To assist Yaw enforcement deal more effectively with the
probiems created by treatment of the mentaliy 317 in the community
the Forum undertook z four-part study. First, we reviewed the
1iterasture to Izarn what prior research had found regarding the
deinstitytionalization movement and its censequences for law
enforcement. Second, we reviewed the policies and training
curricuiar of a sampie of 172 police agencies {o obtain an
up-to-gdate picture of law enforcement's handling of the mentally
117, Third, we visited seven jurisdictiong to study their
pperations at firsthand. And, fourth, sLaff alse met with mental

health gfficials and attended conferences s the issue.

Current Police Response

By and large, polics departments are not properiy mreparing
their officers to handle situations imvolving mental health cases.
Recruit traising is inadequate, writien policies and procedures
provide insufficient guidance, in-servige training is virtually
apn-gxistent, and operational procedures are i1l-defined or not
defined at all. The survey, for example, revealed the following:

# The average police regruit training curriculum in

mental health is 4.3 hours (ranging from 1-1/2 to 22
hours}-~scant time to cover such topics as {ypes of
mental disorders, recognizing and handiing the
mentalty 111, the exercise of disgretion, state and
iocal laws, deparimental policy, involuntary

commitment procedures, rights of the mentally ili,
and pther issugs.
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agencies were not geared to handle persons whe were violent,
suicidal er otherwise dangerous to themselves or cthers, the
delivery of services was ofien impeded by byreaucratic ohstacles,

and the mentally 111 population itself resisted trestment.

The rasult was that persans unable to manage for themselves
had no choice but to make it oe their own, With iittle in the way
‘uf effective support and care, however, many of the mentally 11
were incapable of hamdling interactions with other citizens. Hith
increasing freguency police found themselves called upon to “do
something® with persons whose offense, if any, was minor bui whose
aggravation value was major. Im many instances the experienced
gfficer would rescrt to an on-street disposition which had the
virtue of resolving the immediate problem but did mothing to prevent
the deranged individual from stumbling into other hassles
subsequently, Should the gfficer, on ths other hand, attempt €o
refer the subject to a mental health clini¢ or hospital he was
1ikely to encounter iime-consuming admission procedurss. Even
worse, admission might be rgfused altogether, Should the subject
exhibited symptoms other than mental illness such as substance abyse
for example, or become violisnt or otherwise indicate that he
constituted a dasger to himself or others the officer, as a
practical matter might have no choice other than tec fock him up or

returns him to the street.



these guidelines will improve police protection of citizens from the

unngrying, unseemly or criminal actions of the mentally 111.

Background

The probiems that the mentally 111 pose for taw enforcement
agencies originated in the mid-1960%, when the preferred mental
health treatmenst, long-term hospitalization, was discarded in favor
of treatment in the community. This new treatment practice was made
possible by several factors, the mest influsntial being the
development of medications that costroiled the non-fungtional
fshaviors of the mentally 111, Commenly reforred to as
"deinstitutionalization”, the concept as originally conceived meant
not only releasing hospitalized mentally 111 patients to the care of
fanily and friends or to special residential centers bul alse
diverting patients to such facilities in Tieu of placesest in an
institutien. A crucial element of this approach was to be the
establishment of networks of public and private agencies to orovide

mental health care and assistance in developing basic living skilis.

What really happened, however, is that while large numbers of
mentally 111 persons were released or retained in the comunity, the
notworks of mental health and social sarvices were slow to develsn.
Once deveioped, these services were freguently inadequate for the
needs of the newly-released, many of whom could not live &t home,
had few social skills, were diffizult to treat, and had Timited or

rnc Tinancial rescurces. Community-based meatal heglith and social

ix



Developing a New Response

Developing a police-mental health program to manage mentally
i11 persons requiring police attention should be a unique process
for each department. The planning and implementation of a
coordinated program must be consistent with the community's specific
needs and resources. Nonetheless, there is a general framework that
will guide police departments in revising their responses and which
will facilitate the inclusion of the key elements. Police
departments should join with mental health and other relevant
resources in their community to examine the current response, This
examination should identify the weaknesses of that response and then
move to the development of corrective measures. Existing and
additional resources essential to the new program should be
identified and organizational arrangements must be specified.
Implementation of the program requires the development of consistent
policies and the provision of training for officers who encounter

mentally i1l persons.

To support the implementation of the new program operational
procedures must be set in place. Procedures should exist for every
possible contingency from the time a request for service is received
until a final disposition js reached. Particular attention should
be given to how police officers can recognize different types of
mental disorders, and to how to handle persons with disorders.

Procedures should also specify how to talk to, approach, escort, and

Xy



subdue the mentally disabled. A discussion on the use of force is

essential.

The final two chapters and seven appesdixes discuss how the
new program can be developed and include recommendations for
developing the appropriate policies, procedures and training

described above.,
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1
CVERVIEW

Tre mentally 111 have hecome an incressingly visible presspce
in the community. Much of the increase can be atirfbuied to the change
in menta) health ireatment philosephies and practices that occurrsd in
the mid-1860s. HReferred to as the deinstitutionalizaiion movement,
tong~-term hospitalization, which had been the preferred mode of treat-
ment, was supplanted by placement in the least restrictive community
setting wherein the mentally 111 could be treated znd cared for through
a network of both public and private health and social services. The
intent wgs to snahle the mentally 111 top develsp basic Tiving skills in
the communities of which they were £0 be a part. Efoncurrent with dein-
stitutionalfzation, mental health facilities tightened their criteria
for accepting new clients for in-patient treatment, s part @ refiec-
tion of the mew treatment philosophies and in part a reflection of new
patient rights legistation that limited the conditiens under which a
person could be kept in a stete hospital., The overall resuit of these
trends was That mentaily 1) persons who previously would have been
cared for "out of sight and out of mind® were now out and about in the

community.

While the hespitalized meatally 11 were being released from
state institutions in great numbers and many of the newly 111 ware

being declined admittance, the network of health and socia) services
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that was essential to commusifty-based treatment never fuilly
materialized, Many of the mentally i1l were released into communities
that were unwiiling or unable to provide the medication, treatment,
structured Viving arrangements, training, and other support mechanisms
essential to their well-being., Moreover, even in those communities in
which service networks were established, the delivery of service was
impeded by bureaucratic pbstacles, Many mental health zgencies, for
example, are designed to treat only g specific type of mental disorder.
Thase persons with mixed symptoms, or whose T11ness is complicated by
vther factors, such as substance abuse, ¢r who are considered dangerous
arg often unacceptable te these mental health facilitfes ... this
despite one of the criterion for emergency psychiatric datention
{"dangerous to himself or others”) set forth in most mental Bealth

codas,

Changes in mental health pelicies and shortcomings in their
implementation are not the only causes of the problem. The recessien,
lack of sufficient low-cest housing, cutbacks in federal subsidies and
entitiement progeams, the greater proporiion of young pecpiz in the
population, drug addiction and alcoholism ameng the young, and a dra-
matic increase in the incidence of schizophrenia (primarily a disorder
of the young} have all contributed to the increased number of people
adriTt in the community. Many are adrift because of the lack of
support services for the mentally 1%, eothers develop a mental i1Tness
as a result of bheing adrift, sti11 others are simply homeless, some by

choice, most of necessity, Regardless of the particular cause, the
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ingyitable result has been an increzsing sumber of c£alls For poltice
assistance from family members no longer able to cope, from businesses
being disrupted by street penple Toitering around their shops, from
Tardlords of buildings in which mentally 111 persons reside, and from
members of the nubldc who ars alarmsd hy the shabby appesrance or
bizarre behavior of pesple they encounter 1n moving about the
community. Depending on the nature and seriousness of the ¢all, the
police may have to locate a mental health agency that will care for the
persan or, Tailing that, arrest the mentally disturbed person simply to

remove him frem the community.

The official mandate of the police encompasses dealing with
the mentally 111 from a law enforcement, civil, and social service
perspective; law enforcement is that public order may have been
disturbed or a ¢rime commitieds civil in that an emsrgency detention
for exgmipation may have %o be initiated; and social service im that
referral to a conmunity service agescy may be required. From a law
enforcement perspective, the problewm of managing the memtaily 111 hes
Five interrelated aspects:
the persons who regquest police sction or service,
on-scene management,
the mentally 111,

the disposition process, and
mental health resources.

[N - - ]

in regard to the Fiest aspect, it is not so much the requests that

are problematic as the reasons underiying them, as these guide the
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pubiic in their demands on the police. First, the general public has a
misperception that the mentally 117 are dangerous, violent, and &ven
homicidal, These misperceptions stem from lack of information about
the causes and effects of mentzl disorders and how they can be treated.
in addition, the public’s tolerance for bizarre or deviaat behaviors
is guite Yimited, especially when exhihited by spmeone who appears fo
be mentally 113, And third, the public does not have @ ¢lear under-
stznding of the role of the community in providing mental health treat-

ment and care.

The combination of these factors offen results in the police
being called when the public is fearful or uncertain about the hehavior
of the mentally 11, Althcugh some catis are the result of criminal
activity, which is usually mingr in nature, the majority of reguestis
are for situatiens requiring an order-maintenance or service functiesn,
net a crime-gontrol function. A prohlem arises, however, because the
only means for addressing the probliem is to trealt 1t as eriminal in

nature,

The second aspect of the problem involves on-scere management
of the mentally 111, Ou-scene, officers are often uncertnin of their
objectives becguse they are inadequately prepared for managing this
population, Recruft and in-service training for managing the mentally
111 is Yacking in many agencies, inadequate in others, and has yet to
52 required by several Police OFficer Standards and Training (P.0.5.7.}

Boards, Written policy and procedures to guide officers are also
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frequently inadequate or Tacking in many agemncies. Horeover, law
enforcenent agencies have ravely attempted to work with Tocal mental
health agencies to develop 1ines af communication fo ¥morove the
undersianding of each system or i develop a coordinated system af

management,

The third aspect, clesely alldied with the secand, thsi causes
problems for officers iz the variety of mental disorders that cam 3e
gncountered. The officer net only has to determine iF the persen is
mentally 11 but also must Lry to ascertain the ssyerity of the dis-
grder and whether there are any compiicating aspects, such as physical
ailments or drug or alcohol abuse, Aiso, the officer must apply legal
definitions of "mentally 111" and “dangercus”, teras thet are nct well
defined, to the behaviors in guestion. Further the officer must try to
determine the persen's mental health history. A1l of this must be
accomplished quickly and usually without the assistance of menta?

health or legal experts.

When gathering this information the officer is faced with the -
fourth gspect ¢f the problem--detarmining the approprizte disposition.
An infarmdl disposttion, such as providing referral information ar just
separating the individuals involved, is the most frequent cutcome,
although not aiways the most appropriate. Although the most familiar
and probably the guickest formal dispositien, arrest s often fnap-
propriete as well, even when it is a Tast resord er an attempt io

protect the person. The third possible dispasition, 2 voluntary mental
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health examination, s a desirable disposition in many cases but is
zglsg ene that is difficelt to achieve. The fourth disgesition, an
involuntary menta] examination, is pften chesen simply because the
problem 1s ¢f a mental health nature., The common element in this
gsrocess is determining which disposition is the most appropriate given
the conditien of the mentally 111 person, the context of the encounter
{time, location, behavior exhibited, relationship of the mentally i1}

gerson to the complaimant}, and available mental health resources.

IT an inveluntary examination is sought, the officer faces
the fifth aspect of the problem--the mental heaith facility. Lacking
official guldamce in many instancss, the officer undertakes what can he
an epic journey in search of the appropriate mental health facility.
If¥ the appropriate faciiity s found and iF it iy open, obtaining a
psychological examination fer the subject is often a time-consuming
process, It is quite possible that the mentally 3§11 persom will be
refusad an examingtion, in which case the officer must sesk ancther
dispositisn. Tt is also possibie that even after an examination, the
paraon will not be hospitalized because current commitment criteria are
stringent, If the person 1s to be hegpitalized, the officer frequentiy
must then obtain the necessary Tegal documents from a judge or

magistrate.

Mental health professionals complain that pelice mismanage
the mentally {11 fn the field and make inappropriate referrals., Thelr
perception is that police only want their help in crisis situations and

do nothing %o develop a working relationshin.
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The police, for their part, complain of admission srocedures
that are time-censuming, unclear, and inconsistenty of befng patronized
by mental health professionals; and of bheing relted on to provide
physical security at the facility. Policies that lead to the person
befrg quickly returned to the community are seen as meking additional
werk for the police. Being turned away at the admitting room and not
raceiving infermation abpul fing? dispositions are also common

comptaints.

It 35 rot surprising that many police officers develop 2 dis-
dain for handling calls that favelve menmtally 17 persons. Not being
familiar with mental health treatment philoscphies and services, offi.
cers are gncomfortable working is this setting. Responding to such
ralls iz often considered not Freal police work™, and mest law
enforcement agencies provide few, if any, rewards or incentives for

successfully handling these calls,

Zurrent police procedures for managing the mentally 110 isad
to 2 number of problems that affect the police department as a

whole:

s Duptication of sffart by officers when the
mentally 111 are not initfally recognized
and require additiosnzl police action later.

& Escalation of emcounters, including injuries,
when improper technigues for interviewing and
handitng the mentally 111 are used.

e The waste of officer rescurczes when inappro-
priate dispositions are resched that must be
corrected, e.g., mentally 171 persons are taken
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for psycholegical examinations when they do not
meet the criteriz for involuntary commitment.

o The waste of officer rescurces due fo cumber-
some legal and mental health commitment procedures.

a Loss of valuable $nformation regarding the
chronically mentally i3V when law enfarcement
and mental health agencies do net work together.
Some police agencies have taken steps to improve their
policy, procedures, and training for dealing with the mentally 111,
Some have developed forma) working relationships with mental health
agencies for the joint management of the mentally 111, Many, however,
have been fauited by mental health and Yegal groups for detaining
persons who do not meet the criteria for commiiment, for exacerbating
the disorders affecting them, for inappropriztely failisg them, and for

failing to seek informs) dispositions.

Community pressures have caused many agencies tc develgp new
procedures without an tnderstanding of the preblem ar of the elements
necessary for improving the maragement of the mpentally 111, (QFftens the
procedures are inedequate in that other community resources have not
haen included and specific guidance for the patrsl officer does mot

include mental health and Jegal perspectives,

Successful management of the mentally 117 i3 3 goal that will
be achieved enly if community resources, in particglar the law enforce-
ment and mental health agencies, develop coordipated responses that

meet the meny needs of this population. Police agencies must first
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topk within themselves and examine the extent tp which they need %o
improve thefr training, policies, and procedures in order to betier
prepare their officers Tor managisg encountsrs with the mentally 111,
They must also reach out to the mental health agencies inm the community
to coordinate procedurss and develop 1ines of communication that wil)

facilitate each other's efforts oan behalf of the mentaliy i11.

* k * ¥ kR

This monograph ¥s the result of @ year-long study inte the ways
in which the pelfce and mental health agencies manage the mentally 11.
Information for the study was deawn from Yiterature reviews; surveys of
law enforcement agencises' policies, procedures, and training; aad
interviews with peiice officers, managers, and chiefs, as well as
mental health professionals and other researchers, On-site vistts were
made to five law enforcemest agencies and included observations of
pelice encounters with the mentally 111 and the interactions among
mental health staff, law enforcement officers, and the mentally 11,
Agency and mental healih recerds concerning police encounters with the

gentally 111 were alszo examined,

the remainder of this monograph is divided into two parts.
Bart Dne, which consists of Chapters II through 1Y, is largely descrip-
tive. Chapter II provides the mental heslih context fur subsequent

discussions ¢f improving the police response te The mentally 111, In
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particular, the chapter examines the background of the delnstitu-
tipnatization movement and the network of community supports the move-
ment envisianed, the legal criteris for inveluntary commitments, the
types of mentally 111 persgns found in the community, the particulsr
plight of the hameless mentaity 111, and whether the mentally 111 are

sore crime prope than the general pepgulation.

Chapter 111 describes current practices in law enforcement
agencies and the findings of other raesearch into the pelice response te
the mentally {111, including whether that response has led to the
criminalization of mentally 1171 persens. Chapter IV describes how
three communities have successfully developed jeint law enforcement-

mental health response systems.

Part Two, which consists of Chapters ¥ and VI, ¥z g guide to
planning, developing, and implgmenting a response strategy thet
reflects the needs of the loca)l community, Chapter ¥ details, step by
step, the pracass of working with mental health gnd other community
resources to develop a coordinated response strategy. Chapter VI dis-
cusses the cperationa) precedures that must be set in place to suppert
impiementation of the program. The chapter outlines procedurgs for
managing encounters with the mentaily 111 from the time & request for
service 13 received until a final dispesition is resched, Particular
attention iz given to hew police afficers can recognize and handle
difesrent types of mentz} disorders. The appendixes provide supplee

mentary materials to aid ihe process of developing a response strategy.
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DESCRIPTIVE ELEMERTS OF POLICE
ENCOURTERS WITH THE MENTALLY Iff



II
INTRODUCTION TO THE PROBLEM

A, BACXGROUND OF MOVEMENT TC COMMUNEITY-BASED CARE

Four factors were the major contributers to ths movement to
comrunity-based, rather than institutionalized, care for the mentally
iT11:

s development of psychotropic medications,

8 resgarch that idestifisd the benefits of

community care,

e patients' rights litigation, and

s cost-saving incentives,

The development of psychatropic (mind-altering} medications
was a primary facilitator of community treatment of the mentally 711,
These drugs could effectively contral, repress, mask, or reduce the
dangerous and destructive impuises of the mentally 1711 without Tnducing
any major side effects, In turp, with their erratic behavior under
control, the mentally 111 would be betier able to fumction in the com-
munity, According to Lamb {1984:802), the new medications meant that
the "great mejority of the chronic ssychotic population was left in a
state hospital environment that was now clearly unnecessary and aven

inappropriate for them.”

In 1961, the Joint Commission on Mental 11lness and Mealth n

the United States published a report entitled Action for Hentsl Heslth,

which documented five years of research that showed that persons
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sufferisg from mental illnesses were not being effectively treatad
within institutions, The report suggested that the learaing of social
adaptive skills was the treatment most needed by this pepulatien and
that the setting most conducive to this process was the community din
which the skills wouid be put to use. The report further suggested
that every community should have a Tocal emergency mental health pro-
gram to aid in this process. Additicnally, in 1963, President Kennedy
called for mental health treatment in the Teast restrictive setting,
increased research, and fmprovement in mental health facilities, These
two calls for improvement led fe the Hantal Retardation Faciiities and
Mental Health Centers Construction Bci of 1863, which began the vrocess
of making federal funds ayailable for comprehensive mental health

services through community mental health centers.

The third factor, patiests' rights Yttigation, did not come
into play until several years afier the original push for deinsti-
tutionalization in the mid-sisties, yst it hes contributed sigpifi-
eantly to perpetuating the wovement to non-institetionalized mental
health care., Spacifically, three court decisions, Rouse v, Lameros

{1966}, dyatt v, Stickney {1972}, and 0'Connor v. Dpngldsen (1975},

held that 2 patient is entitled to release frop a state hospital iF the
hospital fatls to provide freatment. The Wyatt and §'Connor degisions
held that nendangerous patients cannot be kept Tn an instituiion if
they are not receiving treatment and 17 they can survive safely cutside

the kospital, In addition, 0'Connor v. Oonaldson, Remnte v, Klein
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(1881}, and Rogers v. Okin {1880} confirmed the right of the meatally
11 to Yive within the community without treatment. 8y 1577, Tegisla-
tion had been passed in mest states, begimning with Califoraia’s
Lanterman-Petris-Short Act in 1989, that imposed stringent criteriz for
involuntary commitment of the mentzlly 111, &long with siringent time
Timitaticns on the duration of commitments. #As a result of these
changes Tn the law, many mentally 917 persons have been released From
mental heaith facilities while others who previously would have been
ngtitutionalized have heen denfed Tn-patient status. Horeover, many

of the mentally 111 who now reside in the community do so without

seeking mental health assistance,

The federal and, espetially, state governments were quick to
see the economic berefits of community-based care and enthusfastically
supported the movement for treatment in the least restrictive setting,
The cutbacks in patients, staff, and services that followed deinsti-
tutionatization (Teplin 1584: 78) and the closing of some mental hospi-
815 relieved the Tederal and state governments of much of the

stzggering cost Tnhersnt in long-term hospitalization.

in 1063 the federal govermment made ATd to the Disabled {ATD)
available to the mentally 111 fer ths first time. Access to ATD funds
made it possible for mestally 117 persoms to support themselves at heme
or in alternative living arrangements, such as board-and-care homes.
{AYg has been replaced by Supplemental Security Income, which is
administered by the Social Security Admiristration.) In addition, the
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introduction of the Medicare and Medicaid programs made it gasfer for
the mentally 917 to afford care in nursing homes and group homes.

These programs relieved state governments of much of the financial
burden of caring for the mentally 111 sz long as they were not im state
institutfons. {(Far mere informatfon on the background of the conmunity
mental health movemeni see lamb 1884, Kiesler 1882, Bachrach 1978,
Stone 1975, Mechanic 1369.)

B, COMHUNITY-BASED MENTAL HEALTH SYSTEMS

The philosephy of community mental health 5 to provide
guality, non-institutionalized, community-based services of prevention,
referral, treatment, rahabilitation, and support for the mentaily jti.
githin this philosophy, community mental health stresses the interven.
tion of comminity resolrces so that the behavior of the mentally 111
person is changed, and the impressions, atfitudes, behavior, and foler.
ance of the community are alse influenced, The intent is to develap a2
network of commurity resources that actively participate in the provi-
sion of mental health services and spcial living skilis te enabis an
individual who has 2 mental disorder to live in his or her

community.

Over BOO community mental health centers in the United States
pravide a variety of services to the mentally i11. Scme of the centers

sre Jocated in hospitalsy others aperate as storefront centers; and
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stf11 others matniain a number of specialized units in different

locations.

Many af the ceniers were startsd with sead money from the
1963 legislation that suthorized 85150 million over thres years for the
construction of the centers. Many of the centers received additions}
federal support for operational costs between 1964 and 1881, STiTT
others have developed and maintzined services without federal agsis-
tance, In these astances, local and state, as well as private,

funding have provided ihe necessary respurces.

The services provided by the centers vary tresendously. This
is due to state or local ments? health priorities, funding, and the
prganization and adwiniztration of the facility., The following
services are recognized as functions of community mental heaith care,
iltheugh not all commsnity mental health centers provide all these

servites:

osutpatient therapy

emergency services

residential treatment services
referrals

compunity education

alcoho? and drug counseling
hospital screening

court evaluations

sor1al support groups
medication maintenance
occupational skitls and workshops
telephone hotlines

mental retardation services,

L B B R B BB B NEC R BN 3
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The concept of community-based treatment in lieu of insti-
tutionalization of tha mentally 111 has been eriticized 25 Ineffective
social policy because fhe Tocal support services originally envisioned
for the mentally 117 were never fully develeped {Bachrach 1984, Lamb
1584, Teplin 1884}, CLommunity mental health centers were slow to
develop and when they did they addressed only some of the complex needs
of the mentally 111, The chronfeally mentally 111, those who wers
deinstituticralized and who werg to be treated in the community, wers
rarely provided the suppert services they were supposed to recgive, As
Teplin (1984: 14, 29} repuris:

Qur public health system iz comprised of a
rather fragmented assortment of components ... each
sub-system desigas ¥ts programs to Fit a specific
need ,,, the marrow parameters of =ach of the various
sub-systems resylt in a number of persons who are
unacceptable far treatsent in any health care
facility ... For example, perspas thouwght to be
dangerous® ... or those with numerous previous
hospitalizations ... are among the most unwanted
ciients of mental health agencies. Clearly, many
persans fall into the "cracks" of the system.

Pepper and Ryglewicz [1583:389} point to another problem:

In the simplest iterms, the patisets from
our state hospitals have been discharged into
the community, but the dollars to support their
care have not followed,

State mgntal health budgets, for example, have continued to aliscate

up to BO percent of thefr mental health funds to institutional services
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even though the large majority of clients are being served in the

community (Jaskulski 18831,

Cesaick, Pierce, and Puls {1976:179-80} point to a number of
shortcomings n the way mental healith services are delivered,
& Some agencies provide services only during
regular working hours,
@ Hospital emergency rooms, usually the only
source of 24-hour service, are often unwill-
ing or unable to provide assistance, especially
if the individual is uncooperative, angry, or
threatening.
® Imergency room staff usually have enly two
options--hospitalize or release back into the come
muarity, They are unable o provide any kind of
sutpatient treatment or support.
Cesnick and Stevenson {1979:188) provide a wider perspective on the
problen:
Working within the time restraints and the
physicat space of an emergency room, it is un-
Tikely that hospital staff will develep a com-
munity treatment and support network that would
make hospitalization unmecessary.
Snibbe [Tn Taft 1980:25) attributes some of the problem ta
the attitudes of his fellow professionals: "Mental-health professionals

are unwilling to come out on the sirget and offer wental health

sgrvices where they are needed the mast,®

Some communities have developed support services for the
mentally 11, but fto a degree inappropriate to the needs of the ment-

ally 111 in the community. <{onsequently, the services that exist have
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heen overiaxed and unable to provide an &deguate level of care, An-
cther probism regarding these services 1g that the gentzlly {11 ofien
have no desire to seek them out, because of bad experiences with mental
health agenciss in the pasi, because of thefr inability to work their
way through the bureaucracies af a fragmented system, because thefr
disorder leads them fo deny their 1i1ness or their need for services,

or hecawse of & need for aviaonomy.

Other factors, such as reduced federal funding and fnvolve-
ment in mental health services since the mid-seventigs, inadsouaie
trafning for mental hszalth professionals, and a lack of community
educetion to enhance the acceptance of this population have contributed
to a non-system of care. Conseguently, those mest in need are oftes
left to fend for themselves witheat treatment, a support network, or

social and vorational skills.

C. INVOLUNTARY COMMITMENT CRITERIA

Many of the problems that develop between law enforcemest and
gental health agencies concern the criterts for involustary comfi-
ments, Thase criteria, for the most part, are subjective, inadequately
defined in the Taws, and therefore wulnerable o differing interpreta-
tions. (See Appendiz & far a complete listing of the ¢riterfa fn each

state's inyoluntary commitsent statutes.}
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Involuntary commitment statetes Tn most of the states include
four major criteria: mental i1Tsess, dangercusness, grave disahlement,
and the need for treatmest. Fach of the criteria {s discussed briefly

below.

Mental i1lness s the undisputed first criterion necessary
for an involuntary comsitment, This criterion, however, is nfien
included in statutes without regard to the severity or degree of mental
1lness, Two states specify "serious mental 111ness® az the criterion
but do not explain the difference between serifous mental illness and
non-serious meatal {¥iness. In fact, none of the statutes does miuch to
define mental illness. Most of the definitiens state that mental
illness is an emotional or mental condftion that impairs judgment,
mental heaith, perceptions of reality, or datly functifoning. Eight
states go on fo defline mental 111ness as & condition requiring
treatment or hospitalization and then include ax a ¢riterion for

comnitment, "in need of treatment or hospitalization.®

Dangerousress s & legal standard that extends to oneself,
ethers, and in three states, property. “Dangercus to se1f® anmd "io
others™ are often considered together, though they arg quite different
from the perspective of state interests, T"Dargerous fo self" invokes
the state's parens patrize power as 1t allews the state to gssume
gltimate autharity as guardian of the individual. '"Dangerous fo

others” falls under the state's police power to protect members of
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society from harm by another. Despite fis fmportance as a spoial
control instrumest, there has heen Mittle examination of the meaning of
daNgeroUsness.
Dangercusness has two impgriant aspects:
e Uhat acts, whether they have been committed or
threatened, constitule a danger?
#» What are the thances that dangerous behavior will
occur in the fulure and can this be predicied?
This first aspect, more so tharn the second, pertains to the
law enforcement officer. The officer on the scene must interpret
ii1-defined laws and apply them to actual behaviors. In every state
hut two, dangerous behavier pertaing to physical or bodily harm {Iowa's
and Hawall's statutes include emoiiomal injury as well). Yet, the
statutes do not define the types of acts or the degree of harm that
constitutes dangerousness. Some states emphasize that the use of
viclence represents dangersus behavior but do not include aggressive,

ohnogious, or risk-taking hehaviar.

Addttionally, the interpretation of the officer on-scens
might be quite different from that of a mental health worker or judge.
Twenty-five of the statutes make this task easf{er by reguiring 2 recent
act or threat of an act of bodily ham as a commitment criterien.
Howevar, the other state statutes rely only on the predictions of
mental healih workers. Consequently, Taw enforcement officers must
alse predict or at least believe thal dangerous behavicyr will occur,

This brings into consideraiion the second aspect.
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Dangerous hehavipr cannot be predicted (Steadman, [ocozza,

and Melick 15978; Monahan 1973; Stone 1973; Hhitmer 1980). HWhile most
Yay persons pssocfate dangevousness with mental 111ness, the Americasn
psychiatric Association, and others, have shown that the mentally i
arg no more dangercus than the general population (Stene, 1973). Some
traditicnal psychiateic approaches have correlated dangerousness with a
specific perspnality type or mental disability, but they have failed 1o
gddress enyironmenta) factors that influence hehavior. Thus, while &
person may be dangerous or vioYent 1n one situatien, other situations
de net elicit this type of behavior. As & resylt, dangerpusness cannot

e generalized or predicted.

In need of treatment, as a criterion, is pften a5 vague and

ambiguous as the term mental 11lness. Hsuslly 1t 15 included in
statutes as an element of the definition for mental liness, Yei,
there is a wids spectrum of mental iiinesses, not all of which require
hespitalization. Though most ments] health workers speak of the
benefit of care or treatment for s neurosis, for example, rarely is
in.patient care or treatment needed. Though five statss specify
haspitalization or Tn-patient care as the appropriate treatment, the
ather 22 statutes only confuse the issue by failing to specify what

type of treatment is needed for what type of mental iliness.

Gravely disabled is perhaps the most specific and clearest
criterion of 811, If is individualiy listed in all but three state

statutes, and thase three include 1t in the definitiom of mental
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i1lness, This criterion can be conceptualized in the same manner as
the dangerous-to-self criterion--hath rely on the parens patrige
principle; Tndividuals who cannot care for their basic needs {i.e,
food, tlothing, shelter) can be considered dangerous to thefr own

welfare,

. WHO AND WHERE ARE THE MERTALLY ILL?

Lamb (1984:902) reports that the number of mentally i1l
patients in state hospitals today has dropped from 558,000 in 1956 io
approximately 132,000 in 1980-Bi. In New York State alone 35,006
patients were released from state psychistric centers bhetween April
1974 and March 1978 [Steadman, Cocozza, and Melick 1978:816). Added to
the number of deinstitutionalized persons released to their communities
are those who suffer from a major mental i1lness but have never been fin

a long~term psychiatric hospital due to nen-institutionalization. This

group of individuals has been affected by the corellariss of deinstitu-
tignalizatfon: 1) admission diversion or treatment in the least
restrictive setting and 2} shert-stay hespitalizatien, i.e., keeping
persens ia a hospital only as long as is essential to stabilize the
disorder and remove the element of dangerscusness {Pepper and Ryglewic:z
1883)., These twn groups make up the majority of the severely mentally

111 1n local communities.

The lack of a comprehensive mental health data collection
sysism makes it difficylt to determine the number of wentally i1l

persons. Talbott {1980) and others have suggestad that there are
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between 1 and 4 million chronically mentally 111 persons in this
country, with chronic being defined as requiring hospitalization or the
presence of a major psychosis for one or two years. Other figures
indicate that approximately I out of 10 persons suffer from some type
of mental 111ness, Many of these people have never been
institutionalized and their disorders do not warrant in-patient

care.

When the first wave of deinstitutionalization began in the
mid-sixties, over 65 percent of the patients returned to their fami-
11es; the remainder either lived alone or were referred to nursing or
group homes, First to be released were the less severely disordered
and those who possessed socialization skills. The second and third
waves of discharged patients included individuals who had far fewer
social skills, were more difficult to treat, and generally caused more
problems than the first group, Consequently, many were not taken back
by their families and had trouble living on their own or in group
situations. 1In 1979, only 23 percent of the deinstitutionalized

patients had returned to their families (Talbott 1980:45).

Today, the mentally 111 live in a variety of settings,
ranging from those still hospitalized to those who are homeless., They
live with their families, by themselves in private residences, in
hed-and-board homes, in jails and prisens, in halfway or group houses,

in single-room accupancy hotels, or in nursing homes.

In many instances these types of living arrangements do not

incTude adequate suppoart mechanisms for meeting the hasic needs of the
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mentally 111, Most nursing homes, for sxample, are not designed to
provide mental health services. Though private hospitalization is
possible and the care provided i3 somewhat better, the cost of this
treatment is often prohibitive. Hany boarding homes and single-room
sccupancy hotels have severe fire and other safety hazards, provide
Timited supervision, and lack 1inks to mental health or social service
programs. dJatls and prisons often lack the mental health services and
facilities necessary to aid menially 111 inmates and their restriciive

anvironment freguently contributes to mental diserders.

Some Tiving arrangements, such as foster care, group homes,
and halfway houses, provide at least adeguate and often superior sup-
port services. (Quite often the mentally 711 receive supervision and
coppanionstip through the other members of the home. futpatient ser-
yvices (such as medication and counseler visits), rehabilitation, and
secialization skills training are provided, and the residents are

encouraged to use social, recreational, and occupational resources.

The reasons for the inconsistency in the quality of living
arrangenents for the mestally 117 are as numercus as ihe types of
1iving arrangements available. Localfzed shortages of appropriate
housing, prejudice against the mentally 1%, inadequate funding, and a
ron-system of mental health care 277 contribute to the shortage of
adequate 1iying arrangements. Lacking in most communities is a con-
tinuum of living arrangsments that incTudss hospitals, nersing homes,

group homes, foster hemes, shared apartments, and independent 1iving.
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tacking in many communities, too, are programs that address other needs
of the mentally 111: ganera) psyehiatric services {e.q., tounseling
and medication), round-the-clock ¢risis or smergency services, social

and vocational trainfng, and recregtion,

E. THE SPECTAL PROBLEM OF THE HOMELESS MENTALLY ILL

The homeless ment31ly 117 heve arrived at their predicament
for a variety of reasens. The recession, cuthbacks in federal dis-
ability payments, and the lack of sufficient structured living arrange-
ments and ciher means of support in the community have caused many
mentally $11 persons to beceme homeless. Some Tack the spoial or
financial resources to Secure 2 permanent Yivipg arrangement, Others
have been denied entrance or turned put of their living places, frctud-
ing family homes, because of their bizarre or frightening hehavior.
§t111 pthers prefer the street 1ife to any form of structured Tiving
arrangement and are highly resistant to traditicnal modes of treatment
{Bachrach 1984b). For many oihers homelessness comes first and meatal

t1iness second, often as & eesult of being homeless.

Just like other segwents of the wentally 1171 population, the
type and severity of mental disgrders among the homeless mentaily 111
vary. Some are severely psychotic and others are only miidly

dizordered.

The transient 1ifestyle of the homeless mentaTly 111 involves
their claiming & doorway, park besch, hReating orate, or Fiporspace of &

pubtic building s their home for a day, a night, and even weeks al a
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time. Often they tend to congregate so they can look out for one
ancther. Frenuently, they are unsighily, they rummage through trash,

and generally act blzarrely,

Mot 811 homeless persons are mentally 711, Nevertheless,
they eften elictt a law enforcement response and usually, Tor the same
rezsons as the mentally i17, they frighten other people or make them

UfiGESY.

The homeless {both those who are mentally i11 and those who
are not) are viewed by mwerchants as a threat to business and by resi-
dents as a threat to the security of their parsons and their homes.
Indeed, the closer they come to cne's home or business, the greater the
threat. For this reason, police officers are summonsd i remove them

gnd their belongings.

Khen the police are summengd they are expected to treat the
incident as ¢riminal in nature, yef being homeless ¥s not a crimiaal
act, Uniess a crime haz been committed or the persom suffers from a
serious mental disorder, there {s 1ittle a police officer can do except
persuade the person to "meve along." The end result s simpiy a trans-
fer of the problem from one Tocatics to ancther and, wsually, another

request for police action,

Refarral to a shelter iy possible byt often not prebable as
the number of shelters in most communities fails to mest the needs of

the homeless, Indeed, 5 af the natipn's 10 Targest cities provide mo
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public shelters, When shelters do exist they are oftenm overcrowded,
dirty, and more dangercus than 1iving on the street. lasmb {1984:809-
950) cautiens that "for the chronically mentally 111, homelessness is a
complex problem with muitiple causative fastors; In our anglysis of
this problem we need to gquard against settling for simplistic explana-
tions and sotutions.” In particular, he notes that the current emphia-
sTs on increasing the number of emergency shelters for the homeless,
while "a necessary S$iepgep, Symptomatic measure does not address the
basic causes of homelessness ... zad can only delay our coming to grips

with the underTying probiems.”

F. ARE THE MENTALLY ILL CRIME FRONE?

Fablic concern gbout the presence of mentally 117 persans in
the community stems largely from the perception that the mentally §11
are dangerous and prone to commit crime, Humerous studies have
attempted ts determine whether the public's perception is accurate or
an unfair stereotype. Monahan and Steadman {1984) report that their
review of the Titerature reveals that every study conducted before 1365
shaws arrgst rates ameng Tormer mental patisnts to be Tower than arrest
rates among the general pepulation but that more recent $tudies show
them to be substantially higher (see also Teplin 18984}, Steadman,
Cocozza, and Melick {1978} attributed this sWift in arrest rates to the
fncrease in the number of menta) patients who had arrest records before

they were hospitalized. Specifically, they found that only former
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pattents with twy or more arrests prior to hespitalization had higher
arrest rates than the geseral population subsequent o hospitalization.
Monahan and Steadmen's later research {1984) supporiad these findings
and showed that whes demographic characteristics are taken into account
{1.e., age, race, sex, social class, prior criminality) crime rates
among the mentally 111 do not exceed that of the general

population,

Teplin {1984) points out that most research intp the rela-
tionship between crime and mental diserders is based on analysis of
gfficial arrest rates and as such is subject to thres hasic probiems,
First, arrest statistics do not account for criminal fneidents that did
not resuit in the volice making am arrest, Second, the decision %o
arrest may be based on factors other than the commission of a crime.
Third, the charge typs does not alweys reflect the frue nature of the

incident that led to the arrest.

In order to overcome these potential biames, Teplin basad her
analysis on data gathered at the sceme of potice-citizen encounters.
Excluding traffic vioTatfons 1,072 encounters involving 2,127 citizens
were observed in a large northern ¢ity, The data vevealed the
following: very few [B% people or 4 perceni of the sample) exhibited
signs of serious mental disorder; the mentally 111 wers far less 1ikely
to be victims or complainanis, but twice as Tikely as the non-mentally
111 tn be subjects of concern or ohjects of assistance, and somewhat

more 1ikely {35 percent versus 23 percent) to be suspects, The types
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of violations involved did not differ significantly between the

gmentally 111 and non.mentslly 711 subjests.

Teplin {1984:568) concluded from her analysis that “the
stereptype of the mentally i11 as dangerous 7s not substantiated by
data from police-citizesn encounters."” She alsp noted that her data
provide "indirect support® for the findings of Monahan and Steadman

cited above.

B. CECRCLUSION

During the past twenty years both the mentally 111 and the
treatment they receive have moved from long term hospitals and institu-
tigns into the community, This change in lpcus has also been accompa-
nied by a change in Just about every espect associated with the treat-
ment process. Quite oftes these changes have had a direct impact om
the types and Tevels of police invelvement with the mentally #1311 and
the mental health system, In the next chapter, the ways in which these

changes have affected police operations will be discussed,
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THE POLICE RESPONSE

This chapter discusses how the palice respond te encounters
with the wentally ¥171. Section A reports the resulis of a survey of
the extent to which 4 national sample of law enforcement agencies
pregare their officers to handle enceunters with the mentally i1
through specialized training courses and written policy and procedures.
Section B draws on police and mental health literature and iaformation
gathered during visits to police agencies to document major aspecis of
the gurrent police response to the mentally i11. These aspects includs
how the palice become invoived, the types of gsituations and subjects
they encounier, officers' attitudes toward dealing with the mentally
111 and the mental health mgencies, and the factors that bear on the
use of discretion and the determination of a Timal disposition, This
chapter prepares the way for the First step in improving an agency’'s
management of the mentally i11--identifying the scope of the problem i
the local comnwunity and the strengths and weaknesses of the police

response,

A. SURVEY OF POLICE PRACTICES

PFelice traising curricutums, policies, and procedures were
surveyed during mid-1883. Information on training practices was

ecptiected from 38 police academies sepving 172 law enforcement



=32

agencies. Eleven of the 38 academies provide training om a2 regional,
coynty, or statewide basfs, and the scope of the training provided
reflected the desires of the agencies being served, Writies informa~
tion on palice practices was obtained from 51 Taw enforcement agencies
and telephene contacts were made with those agencies when further
information was needed. The base number of agencies reparted in the
diszussion of various aspects of the survey will vary because not all

agencies respanded to all parts of the survey.

Though not necessarily representative of al? law enforcement
agencies, the survey provides valuable information on how a variety of
police agencies prepare iheir officers to deal with incidents Involving
the mentally 11, The 51 agencies surveyed were all under the
1sadership of Forum members, are located in 22 states and serve 13
percent of the 4.5, population. Five agencies are located tn the
Northeast; 20 in the Spuths 11 in the North-Central states; and 18 in
the Hest, Six agencies serve populations of fewer than 100,000; 19
serve between 100,000 and 250,000 13 serve between 250,000 and 1
mi1iion; 4 serve hetween 1 million and 3 million; and 2 serve
populations in excess of 7 mitldion, The officers in these agencies

account for 18 percent of total law enforcement personnel,

1. Police Gfficer Tralning

Hanagement of the mentally 411 has always been more than just

a winor, seldom-encountered experience for police officers. Bittnsr



wdd-

{1967:282}, for oxample, made the following pbservation almost twe
decades ago:

Indeed, officers of the uniformed patrol make

{emergency apprehensions’ about as often as

they arrest persons for myrder, all iypes of

mansiaughter, rape, robbery, aggravated assault,

and grand thefi, taken together,

Bistorically, training materials and police literature have
included references to the handiing of the mentzily 111, but those
-rgferences were wsually Yacking in substance, There wis 1ittle expla~
nation of the mental health system, the etiglogy of mental i1Tness, the
types of mental disorders, or technicues for effective interaction with
the mentally 117, Several studies, deting back to 1958, have led to
recommendations for systematfc training for palice in the types of
mental f11ness, mental healih philtosophies, and technigues for identi-
fying and hand) fag the mentally 117 {sce Hollingshead aed Redlich 1988
Hatthews 1970; Patrick 1974; Janus, et al. 1979}, Pateick {1978}
found, for example, that officers who had received training in how to
manage the mentally 111 were more accepting of the tenets gquiding
mental health professienals. Janus, et al. (1979:28) found that 16
hours of instruction fn sbnormal psychology and psychiatric
descriptions and syndromes Improved the attitudes of officers toward
the mentally 317 and the mental heatth system. More importantly,
officers were better able to perceive, understand, and report psychotic

bohavior which, in turn, improved their ability to make appropriate
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referrals for treatment, In fact, an examination of police incident
reports presented to psychiatrists indicated that referrals from
officers with training were accepted 62 percent of the time in contrast

with 14 percent for officers who had not recetved training.

Despite such evidence of the benefits of mental health train-
ing, the Forum's survey of troining curricelims revesled that many
police officers receive minimal training in basic mental health pringi.
ples. The average length of time devoted o mental heslth training for
recruits in the 38 police academfes responding to the survey was 4.27
hours; the range was from a Tow of 30 minutes to a high of 22 hours,
Two departmenis do not atiot any time for training in this area, and

eight departments allot between 14 and 27 hours.

Fgr the pyrpgse of the survey, mental health training was
defined as instruction that specifically focuses on recognizing and
menaging the mentally i11. Included in this definition were the

following topics:

types of mental disorders {abnormal behavier)
ard disabilities

typas of mental! #17ness

recagnizing the mentally 111

handling the mentally 111

exercise of discretion and determination of
dispusitiony

state and Jocel Yaws

invgluntary commitment procedures
departmental policy

medications

the local meatal health system

s aw v
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o rights of the mentalliy i1l

s suicfdal behavior.
A though niany academies provide instruciion in basic human behavior
and erisis intervention, those topics were not counted as mental health
training onless there was specific reference to mental

disorders.

Mast of the shove topics, with the exceptions of medicatians
and rights of the mentally 171, were included in the surveyed currdw
culums, but the amount of time spent on each subject was minimal and
the coverage zursery. Seme of the more basic amd important ifnpic areas
vwere not coversed as much as might be expected. The most glaring
omission was that the training programs for 17 of the 172 departments
did not include instruction in the exercise of discretion and possibie
dispositions. Also, recruits from 17 of the 172 departments {not
necessarily the same 17 depariments}) did aot receive any instruction in

the different types of mental i1lness.

Regarding development of the cureiculsms, 112 (65 percent) of
the departments used professionals ¥rom Tocal mental health agemcies to
assist fn curriculum development. Menial health professianals also

served as instructors for 119 (69 percent) of the departeents.

Lecture was the pradominant method of providing instruction.
RoTe-play, audio-visual materials, and reading materfals wers alsg used

by many o¢f the academies.
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%, Policy birectives

The written policies and procedures used by the surveyed
departments varisd ip form apd substance, Formal written directives
were obtained From 43 Yaw enforcement agencies; four other agencies
indicated that they do not have any written directives concerning offi-
cer encounters with the mentally disordered, Those agencies without
directives, howsver, are inciuded in the hase numbsr (47} for all

tabulations,

The dirsctives were anglyzed for coverage of the foliewing 13

subjiect areas:

o policy statsment on the mentally 117,

@ recognizing the mentally 117,

# handiing the mentally 711,

8 relevant state law or commitment criteria,
o use of discretion,

a possible dispositions other than arrest or
emergency detention,

@ appropriate use of physical restraint or force,
8 procedures far an emergency detentien for exemination,

o 2 list of mental health facilities in the come
munity and which ones accept referrmals,

a pecessary forms for obtaining an emergency examinatien,

e procedures for reaching a disposition when the
gental disorder s compounded by other problems
{e.g9., injury, sickeess, hospital rumaway, intoxi-
cation},
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& iegal rights of the mentally i171, and
¢ non-mental health sogfal service referral agsagies,
{e.q., shelters, churches, ¢risis centers},

The swbject covered most frequently was how to obtain an
emergency detention for examination. Forty-two of the 47 agency direc-
tives {88 percent) provided instruction on procedures to be followed in
effecting this disposition. S8Yightly fewer, i.e., 38 agency directives
{80 percent}, listed the state's criteria for initiating an emergency
examinatien, The third most prevalent subjeci covered was the forms
necessary for emergency detention; 37 agency directives (79 percent)
Tisted or included examples of the necessary forms., Thirty-three {70
percent} of the directives listed Tocal mental health facilities where
an emergency examination could be conducted. The fifth mast prevalent
subject, which was included in 74 directives (51 percent}, was pro-
cedures for reaching & disposition wher the suspected mental diserder
is compounded by other problems, such as intexication., As noted in
thapter 13, many mental health agencies will not accept persong ex-
Ribiting mixed sympioms of mental §i1¥ness or whose disorder is compli-

cated by substance abuse, physical aflments, or violent behavier.

The remaining eight subject areas, however, appeared in no
more than 18 directives. The agency's policy on the mentally 11,

dispositions other than arrest or smergency detention, use of
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discretion, and use of physical restraint or force were covered in from
12 to 18 directives. Several Important topics were seldem included.
For example, how to recoynize the mentally 111 was treated in only 3
directives, the legal rights of the mentaliy 11 in only 4, social
seryice agencies (other tham mental health} in 5, and how o handle the

mentally i11 ia only &,

Analysis of the written directives and information uobiained
during telephone interviews with agency personngl and on-site observa-
tions reveals that law enforcement agencies are concerned most with
emergency detention for examination when dealing with the mentally 117,
Gften, encounters with the mentally 371 are viewed in polar terms:
emergency detention or arrest. Relatively scant attention is given te
alternative dispositions that can be effectsd., It shogld st be sur-
prising then, that, Tacking clesr and detalled procedural guidance,
officers tend to arrest or ssek emergency detention in inappropriate

circumstances or to develop their ows informal dispositions.

There exist several possible reasons why so much attention 45

paid to only two dispesitions:

1} fanflict between the law enforcement
and social service roles of the police
precTudes any acknowledgment of disposi-
tions that do not involve arrest or com-
mitment.

2) A lack of awarensss on the part of patrsl
afficers that alternative dispositions exist.



=38

3} A Tack of awareness as to which social
services can aid in the detarmination of
atternative dispositions.

4} The prevalence of a philesophy that states:
when in doubt, detain for sxamination and
tet the mental health workers wesd out
inappropriate referrals,
{Ses Part Twn, Chapter 5, for a discussion af how these chsiacles can

he overcome, }

3. Operatiomal Procedures

The survey of operational procedures focused on how
encounters with the mentally 117 are managed and what aitempls were
being made {proactively and reactively) to improve the management of
these gnrceunters. Data ware collected from 48 agencies, either through
telephone wontacts or written directives., The following five quastions
were posed:
1) Does the agancy have a special unit or person(s])
responsible for managing encounters with the
mentally 1117
2} Dopes the agemcy require the presence of, or con-
syltation with, a supervisor during the management

af these encounters?

3} Dboes the agency have & designated individual who
mafntains Yiaison with Tocal menizl health zgencies?

4} Goes the agency have a separate system or make pro-
visions for rosting, veviewing, and maintaining
records concerning encounters with the mentalily 1117

5} Does the agency receive assfstance from focal mental
health professionals in managing encounters with the
meptatly 112
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The resuits of this part of the survey arg shown in Table III.1.

111,31, Results of Survey of Operdtional Procadures
For Managing Mentally 11l

{n=48}

Yes LiC)
fuestion i 4 i %
1. Spectal poiice unii or a 17 4{ #3

person?
2. On-scene superviscry
presence or tonsylta- g i9 33 a1
tion?
3, Designated liaison with 15 40 29 61
mental health agen-
cies?
4, Separats record system? g 17 40 81
5. Mental health assistance:
Telephone conseltatlon? 22 46 26 1]
On-site assistance? 15 ki 33 £3

An affirmative response to Question 1 indicates that the
department kas created a special unit or designated certain of its
personnel to be responsible for managing encounters with the wentally
1%, The Tadividuals involved were aiways members of the department,
sither swern or ¢ivilian, and not prefessionals from the Tocal mental
kealth services. Three types of special units were used, One type
{used hy Fawr departments} respands on-scene te assist officers and
assumes responsibility for the person, including initisting emergency
detentions, when officers believe they canmel easily effect the
appropriate dispasition or when the disposition will require an
extended amount of time. These special units are alse responsible for

picking up and transporiing individuals being served with mental health
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warrants. The special units, then, dre intended to handle only 4iFfi-
cult encouvaters. To avoid their being reqguesied unnecessarily, patrol
officers are provided with at Teast 1% howrs of instruciion on mentel
disprders and are guided by comprehensive policy and procedere,

including use of the special enit.

The second type of special unit {used ip two departments) is
responsible for initiatisg emergency detention ence an officer has
determined that to be an appropriate disposificn and has transported
the individual to & mentdal health factiity. The special unit uwswally
meets the officer at the facility, collects all necessary data from the
afficer, and assumgs responsibiiity for the individual, thus allowing
the officer to return io patrol. As with the first type of special
unit, respensibility for serving mental healih warrants rests with

thesa unfts.

The third type of spectal unit {iwc departments} uses the
rescgurces of the department's emergency service for fncidents invelving
mentally 117 Tndividuals who are vislent. The unit's purpose is only
to restrain end subdue the person, at which peint the responding ofFi-
cer assumes responsihility for initiating an emergency examination.
Though these uniis are responsible for many functions cther than
encounters with the mentally 111 and though they Tack any special
training for yverbal interaction with the mentally 11, they are
included here because they respond on 2 regular basis. In fact, in one

departinent, the emergency service unit 45 dispatched whenever 2 patrol
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unit s dispatched on a mental discrder call. In most cases, though,
the responding officer, usually arriving on-scene first, indicates that
their services are unnecessary and the unit §s turned back before ever

reaching the scene,

Information gathered Trom the responses 1o Question 2 indi-
cates that supervisory direction occurs e one of tws ways. In five of
the nine depariments that require consuliatien with a supervisor, the
supervisor must go on-scene for every mental disorder call to assist in
a dispositipn, The other four departments require &n officer to con-
sult with 2 supervisor, usually by telephone, before initiating an

emergency detention,

Question 3 refers to a department's designation of one person
who maintains Yiafson with Tocal mental health agencies., OF the 19
departments that responded affirmatively to this question, 7 maintained
regular contact {at Yeast 2 menthly meeting or contact}, and 3 maintain
zlmost datly contact. The remaining 9§ departsents make contect as

needed,

Eight departments maintain a separate record system {fNuestion
4}, Records of contacts with mentally 111 persons that did not involve

an arrest arg maintained separately from arrest records,

Responses to guestion § indicate that 22 depariments have
arrangements with & mental health asgency whereby officers can gonfer by

telephgne with mental health professionals concerning appropriste dis-
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pusitigns, Fifteen of those 22 departments can alsc request an-scene
assistance from mental heatth professionels. As with special police
units, the departments recommend use of these services in only

difftcult cases.

Comparing the informaticn on operational procedures that was
gathered during telephone interviews with the available written diresc-
tives revealed, however, that the availability of menta)l health assis-
tance was not reflected in over 40 percent of the directives. It may
be that the survey question was ¥nadequateiy worded a2nd that more thae
40 percent of the directives do make these services known, It way also
be that a significant number of directives do not sufficiently detail
the procedures to be followed by officers during emcounters with the

mentally iil.

B. HAJOR ELEMENTS OF ENCOUNTERS ARD THE POLICE RESPONSE

Humerous specific factors determine how and why the police
become fnvolved with the mentally 911, hBow they manage such encounters,
and what dispositions can be effected. This section, based con a review
gf the literature #pd information gathered during site visits, identi-
fies these factors and how they interact, Teplin (1984:24}, for
example, concludes that police decision making in regard to the men~
taily 111 s "based less on the degree of symptomatolegy per se, than

an the exigencies and constraints pertinent to each situation,”
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1. Heasons for [nvolvement

Dne of the mais reascns that police hecome isvalved with the
mentally i) is that in most communities they usually have the cnly
24-hour, 7-day-z-week, mobile emsrgency community response capacity.
Add ta this the authority that police agencies have and the fact that
they are a nen-charging service and it becomes easy to understasd the
egxtent of their involvement in various community services. Without the
existence of 24-hour emergency mental healtih services, the public has
but one cptien: call the police. Yet, even in commynities where such
mental health services exist, the public may be wary of using them in
many situations, Callers may fear that contacting a mental health
emergency service may result in protracted discussions concersing the
persan’s behavior, long waits until mental health professionals are
availagble on-scene, and more fnvolvement than the caller 15 willing to

take of.

#though Liberman {10969) has shows that low-income citizens
gse the police as a means to obtais mental health treatwent more so
thar Righer income citizens, the entire commusity, regardless of fndi-
vidual socioeconomic status, viaws the police as the most accessible
comnunrity resource. A history of calling the police and of getting &
guick respoase s a refnforciang behavior. Another factor affecting the
choice of police service over mental heglth service may be changes in
the law in the direction of more stringent commitment ¢riterta,

Sonovitz and Tonovitz (1981}, for example, have shown that a 1976
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change in Pennsylvania state law regarding ¢ivil commitments and a sub-
secuyeni change Tn Philadelphia Police Department policy were respansi-
ble for a 2080 percent increase in the number of mental iliness-related
incfdents handled by the police. BRecause the new criteria for commit-
ment were restrictive and focused on dangerousness, the Families of the
mentaltiy 111, umable to obtain help for the person through the mental
health system, were forced to file a complaint with the police as a

last resart.

Police also become involved with the mentally 1! through
requests by mental heaith agencies sr theougsh court orders. Reguests
from mental health agenciss or professionals typically invelve situa-
tions in which a police pressace is required for securily reasons.
Though such cazes do not involve pplfee initiative nor police decisions
as to appropriate dispasitions, & police presence is often considerad
tc be necessary for the successful accomplishment of the mental health
intervention. As Bitiner {1967:256) states:

The very fact that the person who made the

decision solicited help is an indicetion

that he cogld probably nct have prevailed

by himself or at Teast not on that occasion.

The reasons why police are called agre varied., There is,
howaver, ope characteristic that ties all the reasons together. The
police, wheén summoned, are the one community agency that cannot zay nc.
Hental health and gther social agescies often employ strist response or

admission criteria. As Teplin (1984:4) observes, however, "police
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have become the strestcormer psychiatrists; moreover, their ‘affice’

never closes.®

2. Characteristics of Encounters

The situational characteristics of police encounters were

examined along four limes:

& the manner in which the emcounter was inittated
e the location of the encounter
8 the time of dzy the emcounter toek place

# the behaviors encountered.

a. Types of Behaviors Encountered., Tolice officers are faced

with a variety of behaviors that mest be assessed in determining an
appropriate disposftion, Some of these behaviors, such as an iadi-
vidual's falling o take proper care of himself or herself {"omission
in care") and dangerous acts toward others, are speci®ically identified
in state commitment laws a¢ criteria for emergency detention {see
Appendix A), Other behaviors are not so readily identified as symptoms
af mantal disorders and it remains the officer's responsibility to
determing initfally what the behavier means and whether 1% gqualifies as

z criterion for commitment,
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Sheridan and Teplin [1981:143) found that Bizarre behavier
was the predominant reasan for an Tndividual’s recefving police attep-
tion and being faken to a mental heaTth facility. In their study of
data from a mental health intake center, almest 27 percent of the indi-
viduals (n=B38) were taken to the facility for exhibiting bizarre
tehavior, The secomd most prevalest behavior in thefr study was
attempted suicide {17 percent of the cases), This wes followsd by
cases involving destructive, assaultive, or violent behavior {11

percent) and disorderly behavier {E percent),

In a sample of 90 officer reports on incidents in which the

subject was taken te a New York ity mental health fetake center, 14
percent of the individeals were identified as vialent, {The reports
were made available for this study.) Additionally, Jacobson, Craven,
and Kushner {1973:53B} report that aggressive behavior was a factor im
42 percent of the 4B cases police brought to the psychiatric unit of a
California hospital, Other behaviprs exhibited included shouting
obscanities or expressions reflecting parancid thoughts (19 percent),
{ndecent exposure {10 percent}, attempted suicide {9 percent), and

pubiic nuisance beshavior {8 percenmt}.

Schag {1977) found that 6% percent of 186 police refarrals to
a county mental health center invelved an overt act {f.g., act or
threat against self or others or omission of care). Thus, the behavior

encauntered in a wignificant number of cases did not present clear-cut
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evidence of dangersusness or mental disorder and ¢fficers relied on
other indicators {frequently acting bizarrely or creating a public
nuissnce) ifa deciding to detain for examimation. Table II1.2 shows the
fraquency with which certain hehaviors were mentioned by officers in
the incident reports examined by Schag.

Table 171.2. Types of Sehavior Encountered by Pelice
{n = 196 encounters)

GCategory Freguency Fercentarce
Emotional state 8 38.8
Bizarre behavigr 75 38.3
Pubtic nuisance 72 36.7
Acts against seif 70 35,7
Psychiatric history 46 3.7
Confused behavior 55 28.0
Uncooperative 48 24.5
Acts against others 42 1.3
Law violatien 28 14.3
Pestruction af property 23 11.7
Bmissien in care 16 5.0

Spuree: D.5. Schag, Predicting Dasgerousness - An Analysis of
Procedures in & Medical {enter and iwo Police Agencies. Asmn Arbor,
Wichigan: University Microfiims, 1977,

Similarly, fox, Erickson, and Salutin (1972}, in & one-year
study of police referrals fo three Toronto hospitals, examined officer
reports to fdentify the redsons and behaviors that officers cited for
bringing subjects in fgr examinations, Table III.3. presents their

findings.
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11,3 Behavioral ETements Attracting Police Attention

{n=337)

Behavioral Element Frequency Percentage
1. Priar mental illness 116 22.3
2. Aggressive behavior against others:

overt - actual or attempte 50 9.6
3. Transportation under warrant or
committal papers already signed
by a doctor 38 7.3
4. Bizarre, extremely unusua) behavior 38 7,3
5. Report of hallucinations and/for
detustons 34 6.5
6. Drug or alcohe)l intexication - apparent
or reporied 3z 6.2
7, In an emotfonal state {hysterical,
incgherent, agitated) 31 5.0
8. Unusual active behavier (amnoyance,
yelling, running arcund, bothering
people, disorderly} KH 5.8
8. Unusual passive behavior {disoriented,
disheveled, vagueness, unable to
account for self) 27 5.2
10. Aggressive bebavior against self -
pvert - actual or attempted 26 5.0
11. Aggressive behavicr sgainst §§}f -
potential - verbsl mention only Vet 4.8
12, Destruction or theft of property 23 4.4
13. Aggressive behavior against others -
potential -~ verbal mention only 15 2.8
14, ¥oluntary request for hospitalization
or assistance by patient 15 2.8
15. Bther fany residusl uncategorizable
information) 20 3.8
Totals 520 1000
Spurce: Richard 6. Fox, Patricia G. Erickson, and Lorpe ¥, Salutin,

Apparently Suffering from Mental Risorder.

Teronto, Lemtre of Criminoiogy, 1972, p. 893,

Canada:y

UBatfversity of
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b. Means of Initiation. Police enceunters with the mentally

i11 can arise from several sources and in diffepent ways. As noted
garlier, the Jnitiator can be & Tocal =ental health agency or a court
or magistrate, although the intidence ¢f such calls is relatively rare,
Dther calls for service come from the mentally 111 themselves., Teplin
{1984:52} found, for exsmple, that the mentally 117 perscon was the
victim/complainant 1n 13 of 85 (15 percent} police encounters with the
mentally 111, Often, however, calls from the mentally 111 occur on a
reqular basis and dnvelve 1ittle more than the officer's alleviating
the irrational fears of the person. The following example {Geitinger
1477:30}, though exireme from several perspectives, illustrates the
point.

Then there's Mrs. Y. She had 1ittle purple

people from Mars, She'd ¢all ws six, eight

times 4 might. They told us to do anything to

stop her from calling. Finally & sergeant went

nut there, 5he told him the purple people from

Hars had just landed. He asked where they were;

she 537d in the garage. So he went back, stood

in front of the garage and fired every bullet in

his gun into the side of it. Shot it slap up.

Then ke went in and told her there would be some-

body out the mext day to pick up the bodies,

She didn't call us again for six months. But

then she started wp again, And when she did call,

she asked for that sergeant by name.

In sther sncounters, the officer may be the imitiator or the

encounter may be the resylt of mutusl agreement, Hhen the officer is

the inftfator, it is becayse the perspn's behavior, be 1t bizarre or



“51-

§1iegal, attracts the efficer's attention. Hutually initiated
ancounters are prohably the rarest type and typically ofCur when the

officer and individual maintain requiar contact with each other,

A prevalent source 0f fnitiation is complaints from community
members, family members, or Triends about sither 11legal or bizarrs
bohavior. Jacobson, Craven, and Xushner {1877:538.33} explain that the
behavior exhibited by the sublect is correlated to the initiater of the
police sncounter. For example, the pubiic was most 1ikely to call the
police swhen the person was exhibiting confused behavior. Situations
involying shouting behavior or a person having paranoid thoughts were
alsn most frequently reported by citizens, in particular managers of
busTnasses. Sizty-thres percent of the cases Tnvolving aggressive

behavior wers initiated by a femily member.

Sheridan and Teplin {1981:143) report that police officers
are the single most prevalent initiator of encounters, although all
other initiators accounted for the majerity of reguests for police

service, The followlng tabulatfon summarizes their findings.

Initistor of Police Contact

% of cases
{n=838}
Palice 35.4
Setf 15,4
Family iz2.3
Hental health factifty 51
{e.9., halfway houss}
Hospital without psyhiatric E.9
facility
Hon-psychiateic facilities 8.7

{e.9,, Salvation Army,

nursing home}
Friend, lover 2.5
Other 12.7
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& shortcoming of the Sheridan and Teplin data, as with most of the data
presented in this sectien, is that they were collected at a mental
heatth fatzke center and cancern only cases fa which a =mental health
dispopsition was attempted, There is no way of knowing who inftiated
encounters that resulted in other dispositions in these studies. {The
exception is Teplin's data from on-scene observations of police-citizen

encountiars.}

Fox, Ericksen, and Salutin {1972:106) report that while the
palice initiate a number of encounters, they clearly are not the major
inttiators. Table I11.3 reports their findings on the initistion of
337 encounters. The encownters arg broken down by the itype of behavior
or incident and whether initiatien was proactive {the police) or
reactive {(all other scurses). Iacidents invalving transportation only
or a votuntary request for hospitalizetion have been omitied from the
tehle, As can he seen from Table J11.4, to the extent that police
inttiate eacounters, they most oftsn step in when “ynysual®,

"aggressive”, or "bizarre® behavior is presest,

t. Location of Encounter. Where encounters occur is another

vartable that csa affect the pelice response. First, Yocations cen be
class{fied as urban and noa-urban. Just as mere crime occurs in the
cities, all police services will be utilized fc a greater degree in

urban areas that have high concentrations of people. In his study of
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Table III.4. Initiators of Police Encounters
With the Mentally 111

(n=337}
Heans of Initiation Percentage
Behavioral Element Proactive Reactive nknown Base
H % F4

Unusual behavior
(a) passive 18.5 59.3 22.2 27
(b} active 20,0 60,0 20,0 K[i]
Aggressive behavior

against self
{a} overt 15.4 61.5 23.1 26
(b) potential 12.0 BB.0 - 25
Bizarre behavior 13.2 73.7 13,2 38
Reports of hallucina-

tions/delusions 11.8 79.4 8.8 34
In an emotional

state 9.7 74,2 16,2 31
Prior mental illness 9.5 7B.4 12.1 116
Intoxication drug/

alcohol 9.4 65.6 25.0 3z
Aggressive behavior

against others
(a} overt 8.0 82.0 10.0 50
(b) potential 6.7 B6.7 6.7 15
Property theft or

destruction 4.3 73.9 21.7 22
Other 20.0 65.0 15,0 20

Source: Richard 6. Fox, Patricia G. Erickson, and Lorne M, 5alutin.
Apparently Suffering from Mental Disorder. Canada: University of
Toronto, Centre of Criminology, 1972, p.l106.

Note: "Proactive" = police initiation; "reactive" = all other
initiators, Multiple elemerts were coded for some incidents
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police referrals to a county mwental health center, Tor example, Schag
(1977} found that the pelice department of the major city within the
county made 126 emergency apprehensions with a 25-officer force, while

the county force of 63 officers made BS emergency apprehensions,

The location of encounters can be broken down Further into
public and private sties, Sheridan and TepTin {1381:144) report that
nearly one~half of the police encounters they studied teok place at the
subject's residence (e.g9., home, halfway house, Salvation Army lodge).

They categorized the encounter locations as follows:

% of cases

{n=838}
Home 30.4
Strect 23.8
fublic place 12.4
Reforral~~gther hospital 11,1
Halfway house 4
Stationhouse 4.5
Salvation Army lodge 4.1
Other 4.7

Examination of 90 ofFicer reports on subjects taken to a Mew
York City mental health intake center provided additional evidence that
the home is the predominant location of encounters, OF the 90
ercounters, which eccurred over & 10-day perisd, the location was
unclear in six cases, 0Of the remaining B4 cases, the subject's home
was the location in 37, or 44 percent, of the cases. In one case the
encounter tgpk place in the subject's nursing home, In seven other
cases the person was remanded from the courts, but the original

location of the encounter was not included in the reports. It is
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gossible that as many as 54 percent of the encounters took place in the

suitject's residence. Tzbie 111.5 shows the breakdown of Iocatiens,

Tabie 111.5. location of Encounters

{n=80}

Location i %
Home 37 4.0
Street is 22.6
Court remanded 7 8.3
Referral-~other

hospital & 5.9
Rursing home 1 1.1
fithar 15 17.8
Unknown 6 7.1

FIncTudes Tedges, bridges, subways,
colleges, churches, shelters, and
stationhouses.

d. Time of dccurrence,

Little quantifiable informatics is available tomcerning the
time that encounters take place, However, interviews with mentsl
health professionals and police officers strongly suggest that the
mentally 11 are the most vulnerable in the evenings and during
weekends and holidays, times when the individual's usuwa?l support
systems ars not 1ikely to be available. WHithput somgone or some
service to turn to in times of stress, the mentally 317 come to the
attention of the police, gither diraectly or through another fnitiator.

An examination of the New York City sfficer reports referred to sariier
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tends to supmert this theory. OF 7% cases in which the time of the
arrival at the hospital was krown, 48 (61 percent) of the arrivals were

between the hours of 5:00 p.m. and 9:08 a.n,  The breskdown is as

falloss
i) z
9:0C a.m. - %:5% p.m, i 3%.3
5:00 puar. ~ 12159 pam. 35 44.3
1:00 z.2, - 8:59 a.m, 13 16.4
79 100.0

2. Characteristics of Subjects

Bitteer {1967:2808) has pointed out that most police
encounters with the mentally 917 fnvolve individuals who are in
retatively high states of agitation but with whom interaction is
nonetheless possible, The agitation stems from the person's disorder.
The inability to cope with stress or manage daily affairs, a dependency
on pthers, and conflict in interpersonal relationships are just a few
of the effects of a disorder that can contribute %o easly attained and

high levels Gf'agitatiﬂn.

As with characteristics of encounters, a bandful of reseavch
studies have gathered iﬁfﬁrméFfﬁq on the characteristics of the sube
jects of police encounters with the mentally 711, These studies have
identified zonmonalities in persons suffering from a mental i1iness who
have required ppiice attention. Bs with the characteristics of

encounters, the subjects® characteristics were gathered from written
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reports of police contacts in which an emergency detention for examina-
tion was the officer's disposition. The studies do not agdress the
characteristics of individuals suffering from a suspected mental
disorder why were arrested nr for whom an aliernate dispesition was

effected.

Five studies cited earlier also gresent information on demo-
araphic characteristics, A5 for the sex of the subjects, males were
detuined for examination mere frequently than females, The Ffox,
Erfickson, and Salutin (1979} study found that males sccounted for 62
percent of the group detained; Jacobson, Craven, and Kushner (1973}

found the Towest proportion of males, &1 percent,

Leoking at the subjects' ages, Schag (1977) found that the
average dage of a11 detainees was 3%5.7 years. In the HNew York City
incident reports, the average age for males was 30.7; and for females,
36.0. Sheridan and Teplin (1981) found that over 68 percest of the
detzinees were botween the ages of 15 and 34. JﬁﬁshSOﬂ, Craven, and
Kushrer found 48 percent of the subjects to be between the ages of 20
and 2% and over 50 percenit to be uynder the age of 30. A1) five studies
indicated that only a small percentage of tée detainges were more than

45 years old,

In the three Studiss that reported marital status {Sheridan
and Teplin; Schag; and Jacobsen, Lraven, and Kushrer), at least 47

percent of the subjects had never been warried. Sheridan and Teplin
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further indicated that their subjects were overrepresented as lacking

soctal support systems, especially family.

Libarman (1964) differentfated between persons who recelved
mental health treatment by way of police interyention and those who
received {reztment without police intervention, His findings indicated
that "police patients” were ysually difficult persons te manage because
of their inabiiity to recognize hoth their diserder and their need for

trestment.  Liberman characterized the itwo groups as follews:

Police Patients {(n=17)

047 denied thair mental iilness

178 realized their nesd for help

58% diagnosed as schizophrenic

Medical Patients {a=38}

29% denjed their mental illnsss

B0% realized their meed for help

26% diagnosed as schizophrenic

2RY diagnpsed a5 neurntic

23% diagnpsed as depressed

The other studies cited also indicate that schizophrenia is
a primary diagnesis. Sheridan and Teplin reperted that 49 percent of
the 838 subjecis detained for sxamination were diagnosed as schizo-
phrenic and over 62 percent were diagnosed as being psycheiic.  Fox,
Erickson, and Salutin reported a psychotic diagnesis in 56 percent of
the 679 cases, with schizophrenia befng the major psychesis in 38 per-

cont (259 cases). In both studies, meuresis, personality diserders,



-5

and substance abese {ineluding alecchelism) were the nett most freguent

dizgnoses, none of which accounted for more than 14 percent,

The subjects a1so tended te have a history of hogpitaliza-
tien. dJacohson, Craven, and Kushner reporiad that 75 percent of the 48
detainees studied had been hospitalized before, and Foz, Ericksen, and
5a%tutin found that over one-half of the 337 detainees had been

hospitalized in the previous three years,

Based on the above studies, a description of the “typicel™
mentaily 711 person detained by police for ezamimation would Inciude
the following characteristics:

2 The person is young, wsually arcand or below

the age of 30,

o The persen ig unattached and Tacking social
support systems, particufarly & sposse or family.

¢ the person is male.

¢ The person is diagnosed as psychetic and, mors
specificaily, schizophrenic.

¢ The person is also difficult to manage. He has
been TR apd out of hespitals, yet refuses to
acknowledge his disorder,
The above information presemts a profile of mentally i1}
persons encountered by the police, However, while certais tendencies
do exist, it is important to remember that the population of persons

saffering from mentsl 111ness fs diverse, and will vary with each

community.



3. Officer Attitudes

The nolice, nc Vess than the general publie, gensrally
maintain & varfety of attitudes toward the mentally 111. The most
prevalent of these 15 that there s z correlstion between mental
illness and dapgerous or viglent behavior. Matihews (1970} found that
palice hold two mejor stiitudes foward the mentally 111:

1} They are sick and should receive medical

attentios.
Z} Hental illness involves violence or highly
abnorma’l behavior.
Schag's (1977} analysis also supports this #finding. Such attitudes
peint to an obvicus shortcoming in the way palice agencies prepare

their officers to manage the mentally i11.

Police officers have repeatediy repgrted that they believe
that their eaccunters with the mentally 1711 are an appropriate part
of police work, \Jacobson, Craven, and Xushner [1973:544) report that
75 percent of 3 sample of officers they interviswed hoid this belief,
8fficers cited as reaseas for their belief that 7t is theie duty to
grotect peoplie and property and %o serve the public. A significanat
nuzber siso cited the reason: "np one else would do t." Interviews
by this author with officers in severa] cities upheld this general
finding., Hittner (1967:281) reported that whils officers acknowledgad
that dealing with the mentally 111 “is an integral part af their work,

they hold that it is net & proper task for them." OFffcers alsc
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maintain that encounters with the mentally 11 are an undesirable
aspect of police work, (See Bittner 1987; U.5, Riot Commission 1968;
Jacobson, Craven, and Kushrer 1973; Cesnick, Fierce, and Puls 14974,
Sthag 19775 Cesnick and Stevenson 1979; Fox, Erickson, and Salutia,
15795 Teptin 1984.) Hezsons most often ¢ited for this are as

follows:

s Uncertainty on the part of offigers concern-
trg their role is civil or socisl service
matters. It is often upclear where law enforce-
ment work ends and social service tasks begin.
Officers also gquestion the apprapriatensss of
their invalvement in civil matters,

8 A& Tack of training in techniques far dealing
with this populatifon. Traditional police
technigues asre not relevant to handiing the
mentaliy 111 and often tend to exacerbate rather
than alleviate the problam behavisr. Thus,
gfficers feel that they are responsible for
situatians in which they have no expertise and
few, if any, fundamenial technigues to use.

¢ Alack of written directives providing specific
information for managing this population, This
irziudes information on possible dispesitions,
mental health laws, and procedures for contacting
mental health services,

o Inappropriate attitudes toward, znd 2 misunder-
standing of, mental health professicnals and
philosephies, Snibbe (1973:527) points sut that
some officers believe that mental health trestment
iz a wholly inadequate selution io the prohiem of
the mentally i11. They wonder what goes on in
mental health facilitiez when persons who were
supposedly treated are involved in another incident
within 3 Few days., They are alsg bothered by the
Yack of security in mental health facilities.

o Lack of control over the situation and a feeling of
Futility., Officers see their authority diminished
when all they car do 18 transpert the subject to
the haospital and recmiest admissien. They are alss
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frustrated when mental health faciiities refuse to

accept intoxicated, psychetic, and other difficuylt-

to~handle subjects,

8 Officers aiso have a difficult time separating

personal from professional feelings when dealing

with persons in social service encoupters, They

tend to feel too much sympathy for the person and

his or her family,.

¢ Managing the mantally 111 takes away from ®real®

police work, Often, the amount of time an officer

must devete to these enceunters and dispositions

is vigwed a5 excessive, HMoreover, handling the

mentally 111 is considered "not a good pinch,”

Deparimentalt policies seldom offer incentives ar

rawards for successTully managing this population

and officers seldom receive any feedback on the

results of their efforts.
it appears that officers tend fp make a distinction between the twe
dominant police roles sfien expressed in the motto “to protect and te
sarye.” Encounters with the mentally §11 are viewsd as appropriate
when public order is disrupted or whan threats of, or actual, danger-
ous behavior has occurred. Officers have & 4istike, however, for the
social service role, in large parl becauss thay believe it 15 often
extended beyond what 1% should include. Teplin {1984:8), for exampie,
cites several studies that report that officers regaerd transporting the

mentally %11 a8 an inapgropriate police function,

Officer attitudes toward mental hgalth professicmals and
agencies are often horn of misinformation. Considerable tension stems
from 2 lack of awareness of the basic mental health philosophies,
goals, and capabilities. While both greups are "helping® agencies,

each takes a different approach fa the ful fillment of this goal,
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Police officers are concerned with the community first and the indi-
vidual second, They are forced %o make quick dectsfons and take
action, possibly using force, without consideration of the enviran-
mental or historical factors invalved. The officer must assume &
take-charge approach to restoring order and coming to clesura on an
incideat as nuickly as possidble. Mental health professionals, on the
agther hand, are first concerned with the individual. As suph, they are
unwilling to take o directive approach and make suick decisions.
Rather, they must consider the causes and contributing factors ia

persvading or aliowing the person time to reach a decision.

4, Discretion amd Dispositions

Retiance on inforpal guidelines and informa) dispositions
appears to be the hailmark of police decision making in managing
encounters with the mentally 111 {Bittner 1%7; Schag 1977; Hanewicz,
Fransway, 4nd 0'Neil 1982; Teplin 1984}, Insufficlent training and
departmental quidance regarding alternative dispositiens, the
circumstances under which they should be isvoked, and procedures for
effecting them force officers to develop their own guidelines. Poorly
defingd legal criteria for emergency hospitalization and inconsistent
and time-consuming procedures at hospitals and mental health faciiities
are also contributing factors, ReTlance on Informal guidelines,

however, can result in inappropriate dispositions because pfficers will



6hn

tend to rely on those dispositions with which they are familiar and

have had success in effecting in the past,

Az szen in earlier seciions of this chapter, the follewing
factors influence an officer's decisien regarding the appropriate

disposition of encounters invalving the mentally i31:

s the type of incidsnt or behavior involvedy
& the concerns of the complaiaant;

o characteristics of the subject, victims, com-
plainant, and bystanders;

n the relationship between complainant and sub-
ject {e.q., family, friend, employer, stranger);

¢ whether thers iz evidence of & erime;
¢ Tegy) criteria for emergency detentiong

a police agency pulicy, arganizational structure,
and resources;

® awareness of community mental healith anéd sacial
service resources and their availghility; and

9 the officer's attitudes toward the mentally 11

and this aspect of police work,

As Bittner (1967: 32) noted; "The exiernal characteristics of
cases are mot Trrelevant ta the decisions, but their import 5 always
mediuted by prectical considerations of what can and need be done
aiternatively.” The discussion that follows provides Tnsight into just
how the many variables that dre a part of police encounters with the

mentatty 111 influence the disposition af the incident.
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a. Infoemal Dispesitions., Statistical svidence of the fre-

quency and types of informal dispesitians is not readily available, no
doubt hecause police departments are not resuired to mzintain records
of incidents that do not evoke an official respesse. Indesd, "no

paperwork” may be one ef the attractions of fnformal dispositions.

Byatlable evidence indicates that from two-fifths fo thrse-
fourths of police encounters with the mentally 311 may be resolved
informally (Teplin 15B4; BRanewlicz, Fransway, and 0'Heil 15825 Rock
1960},

A range of actions fall within the category of informal

dispositions:

tgrering the incident

warning the subject not to repest the behavior
returning the subject to his or her home

I1istening and counseling

contacting a responsibie person

referring or faking the subject to a helping agenoy.

YT YRR

Tegiin (1984:21FF) describss three types of mentally i1
persons who are Tikely to be handlied in one of the above ways: 1)
ngighborhood characters, t.2,, "mentals® who are not hospitalized
because the pglice know them and how to "cool® the situyation if an
incident arises; 2} troublesome persens who may cause preblems for the
palice but who are tos difficult to handle %5 warrant brisging them

into the station or hospital; and 3) unobtrusive mentals who ars "more
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disorderad than disorderly.” The latter often just need "someone to

talk to.*

Persons who are handled informally, thus, are freguently
known to the police, They are often anly mildly disordered and the
police have become inlerant of 3 certain level of deviant behavior from
them. S0 long as they do nol excesd that level of iclerance, the

potice do not formaily intervene in their behavicr.

b. Emergency Detention, After informal dispositions, emer-

gency deteation for psychiatric examination is perhaps the next most
frequent disposition of incidents invelving the mentally 111. Bittner
{1967) and Teplin {19B4), however, have pointed out that police are
nonetheless reluctant to initiate emergency detentions, and Teplin and
others attribute that reluctance Tn large part to structural character-
{stics of community~-based meatal health services {Schag 1977; Lamb and
Brant 1982; Cesnick, Pisrce, and Puls 1978). In particular, they cite
the following probiems:
¢ reduced mumber of psychiatrie placements available
in hospitals and mental health facilities since
the 1960%;
o hureaucratic procedures; and
¢ siringent admittance criteriz that render fpadwis-
sible those who are dangerous, addicied %o alcoho!l
or drugs, physically disabled, or Tiable for criminal
charges,

The more pracedursl steps between the strest and the

hospftal, for example, the Tess Tikely that police will seek smergency
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hospitalization {Rock 1GB0). Fox, Erickson, and Salutin {1978) cop-
firmed this relationship with their finding that instituting a
cooperalive program hetween police and the Tocal hospital increased

poltice witiiagness te purswe this disposition,

Police reluctance to seek emergency hospitalizatisn also
stems in part from uncertalnly about the types of mentaily 111 persons
who will be accepted for emergency hospitaiization., Sulcida? and
severely delusfonal persons will always be readily accepted (Teplin
1984), Heyond thét, afficers may be uncertain whether the behavier
sxhibited ¥s indicative of menta? i1iness, whether it is serious enough
to warrant hospitalizatisn, and whether the mental heaith staff will
accept thefr assessment of the person's behavidgr and need for
treatment. Clearly, officers' dacision making will be influenced by
their caleylation af the time reqeired to seek hpspitziization and of

the 1ikelihood that the subject will he admitted,

Under what circumstances, then, do pelice seek to have men-
tally 111 persons hospitalized? Sheridan and Teplin's {1981) analysis
of B3B incidents in which the subject was referred by pelice for
hospitalization revealed that those referrsd were a saUrce of fear and
angiety in the communiiy. FIfiy percent of the referrals were for
bizarre hehavior (27 percent), attempted suicide (12 percent), and
destructive, assaultive, and violent bhehavior {17 percent}, In
Jacobson, Craven, and Kushner's {1973} study of 48 cases of police

referrals te a psychiatric unit, 20 (42 percent) were referred for
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aggressive behavior and 15 {31 percent} for confused behavior. Four

cases (0 percent) involved suicide attempts.

A Bistory of treatment or hospitalization also leads poiize
to seek emergency detention [Fox, Erickson, and Salutin 1972; Jdacobson,
Craven, and Kushner 1973; Sheridan and Teplin 1981}. Schag (1977}
suggests that Xnowing an individual has a psychiatric history leads fe
several perceptions that prompt & decision %o hpspitalize: 1) the
person had & mental digturbance in the past armd ¥5 $£711 disturbed, 2)
the basi¢ problem is unresolved and 1ikely to be mapifested again in
the future, and 3} other alternatives have been tried and have

obyipusly falled,

As for the result of police referrals for hospitalization,
the most comprehensive data are those of Schag {1577). lata were
gathered from a community mental health center serving as a screening
and in-patient facility for a county with & pepulation of 160,686, OF
186 police referrals during a ons-yesr period, 138 persons, or B9
percent, were inveluntarily admitted to the in-patient facility. There
were ne significant demegraphic differences botwsen those admifted and
those relezsed. There were, however, differences in the behavioral
characteristics of the two groups. Positively related to involuntary
admissions were confused thoughts and behavior, bizarre thoughts, amd

psychiatric mistory,

The strongest correlation existed between bizarre behavior

and admissisn; 93 percent of those gcting bizarpely were admitted,
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Bizarre behavior was defined as highly unusual or idissyncratic

conduct and did not reguire an overt act, but was often associated with
the individual®s befnyg Yabeled a public nuisance. If the behavior was
so bizarre as to warrant police sttention, it was often perceived by
paifce and mental hezith workers as indications of both mental illness
and dangerousness. Extremely hizarre behaviar was perceived by mental
health prefesstonals a5 requiring in-patient care so that the problem-

causing behavior cpuld he tfreated.

The second strangest corrglation was that of ssychiatric
history, particularly hospitalizaticn, in comhination with an overt
act, Indi¢idusls who had a previous psychiairic history and who alsc
comsitted or threatensd an overt act againgt themselves or others, or
swha experienced a sigeificant omissios In ecare, usually were admitied.
Those who committed or threatened overt acts but did not have 2

psychiatric history were usually released.

In the Jacohsan, Craven, and Kushner {1973} study referred io
ghove, all pude exposure and publifc nuisance cases resulted in the
person's being hospitalized, as did 86 percent uf the cases involving
the shouting of obscenities and 83 percent of the cases involving con-
fused behavior. Although no category of bizarre behavior was {denti-
fled as such, the above behaviors cam be considered bizarre, In cases
invelving aggrassive behavior, 79 percent of the persons were

hospitalized,
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Honahan, Caldeira, and Friedlander {1979) found that 60
percent of police-referred hospitalizetions were a result of dangerous
behavior toward both others and self, Additionally, all hospitalized
persons had threatensd e or had committed 2 physToally assaultive act
ts themselves or others within 24 hours and usually within one hour of

coming to pollce attention.

Although dangerousness 1s an oftem-used criterion for
hospitalization, 1n some mental health facilities dangercus behavior,
as noted eartier, it it is perceived as teo severe, is often a barrier
even to ar emgrgency examination, HMental health prafessionals in
gereral hospitals prefer nct, and often refuse, to examing
palice-referred syhjects who are considered dangerous {Teptin 1984;
Fox, Erickson, and 3&lutin 1372}, The most often-cited reason was &

tack of security measures in the wental health facility.

€. Arrest. Arrest appears to be the least freguent resolution
of incidents iavolving the mentally 111, Teplin {1g84), for example,
reports that 14 {16.5 percent} of B5 encounters with mentally 111 per-
sons ended 1n arrest, Thirty-four (8 percent) of 3B0 persons hapdled
by Galveston County's Mental Healith Oesputies Ynit between September
1875 and August 1977 (Gulf Coast Regional MH/MB {enter, undated) wers
arrested. {See Chapter IY¥ for a descripticn of the Galvesten program.)
Simitarly, about 163 subjscts (10 percent) out of the 1,638 processed
by a Los Angeles County police hospital squad in 1961-62 were arrested
{Rock, Jacobsan, and Janepaul 1968}, Also, during 1976-1982, Hew York
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£ity Police arrested 504 (.83} persons out of B6.039 encounters {New
Yark City Police Department statistical summaries, 1983).

A major concera of law enforcement and mental health agencies
alfke iz whether arrest, no matter how infrequently fnvoked, 45 still
gver-used as a means of managing the mentaliy 111, Evidence In the
1iterature of the "criminalization” of the mentally 111 is inconclu-

sive, however.

Lamb and Grant {1982:21}, drawing on their own findings and
those of Abramson {1972}, Sosowsky {1978), and Steadman, Vanderwyst,
and Ribner [1078), conclude that it "seems possible that mental status
as such 7s causally related” to higher arrest rates among the mentally
111 than ameng the general population. Bowgvitz and Boravitz’s {1381)
eramination of police handling of Z48 incidents invplving the mentally
i11 ir a Pennsylvania community, however, did not support the
criminalizatisn hypothesis. In 1578, Monahan, €aldeira, and
Friedlander interviewsd 50 police officers who had just sought
invoTuntary ¢ivil commitments and 50 police u¥ficers who had jusi made
an arrest, The conclusion of thefr study was that mentally 1171 persoms
werg not being criminalized by placement in jail rather than & hospital
and that serious lawbreakers were not being pvlaced in hospitals rather
than in jatt., In 30 percent of the commitmsnt cases, for exasple,

police could have made a lega) arrest but chose to commit instead.
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Teplin {1984:30) cautions that much of the resgarch to date
"is su fraught with methodological problems as to precluds definitive
cgnclusions regarding the crimingtization thesis.” Her cwn study of
844 police-citizen encounters involying 1,798 gitizens provided what
she calls "preliminary evidance that the mentzlly 111 are being
criminalized,® In the 844 encounters studied, 506 suspects were
identified, 30 of whom were also Tdentified as being gentally 311,
Fourtesn of the 30 mentally 1) suspects [45.7 percent] were arrested,
compared with 133 {27.9 percent} of the 476 suspects who were not men-
tally i11. 1n other words, the probability of arrest was 20 percent
higher for the mentally {17 suspects. Because the data #id not permit
comparisons over time of relative arrest rates for mentally 117 and
non-mentalily 111 suspects, Teplin cautions that her fisdirgs “cannot be
interpreted as heing Tadicative of an ovarall trend toward

criminalization" (p. 40}.

While research results rtegarding the criminaiization theory
may be contradictary or inconclusive, such is not the tase regardiag
the reasons why police arrest mentzlly 117 persons. The sumerous
studies cited throughout this discussion of final dispositions are is
agreement as to the factors that lead to arrest of the mentedly 17
when the sericusness of the incident, ¢itizen demands, prevailing
statutes, or solice policy do net dictate an arrest, Several of the
reasons Tisted below are corollaries of the reasons why police are

relectant to seek emergency detention of the mentally Tii:
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8 Arrest may he the officeris gnly alternative
in sTtuations in which the person s unlikely
to be accepted by the hospifal or sental health
facilfty but is too disturbed to be ignored,

-- The conflict between menial health professionals
and police ragarding the suitability of the
person for admissien {e.g.. intoxicated, too
dangerous) may iead afficers to use arrest as
a means to commitment. IF the court orders a
civil commitment, the charges are then dropped,

-~ Teplin {1984:16, 37} found that officers would
obtain a signed complafnt when on-scens so
that it would be available should hespitali-
zation be denied,

2 Arrest may be the quicker and more Ffamiliar disposi-
tion when judicial or menta] health procedures for
involuntary comsitment are cumbersome and {ime-
consuming. In these situations, ioo, the court is
eft to determine whether institutionalization by
faiting or by hospitalizing is the approprizte
response.

& The lack of mental health olternatives to emergency
detention may force officers to arrest when thay
recognize the individug) is not seriously encugh
disturbed to be involuntarily committed but can-
mot be teft atoae.

-~ Bccording to 2 recent task force report issusd
by the Virginis {orrections Department and the
Mental Health and Mental Retardation Department,
®at least 12,800 mentally 111 Virginians are
Jatled amnuglly--meny for such minor offenses
as trespassing--hecause of inadeguate community
services for the people who have hesn releassd
from institutions (Mashington Post, 1985)."

o Dfficers may also arrest the sentally 111 because
they fail fo recognize the signs of mental disorder,
The person may appear, for etample, to be intoxicated or
under the influsnce of drugs. Lamb and Grant {1982:20)
offer two additional explanations:
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-= Signs of mental i1lness may go unnoticed during
a difficult encounter. One policeman was quoted
as saying: "He didn’t Took anymore mentslly
disturbed than any other criminzi.”

4 OFfftcer attitudes may alsp influence the decisien
to drrest.

w« Teplin {1984:26) posits that mentalily 111 persons
may respond to officers In ways that are seen as
disrespectful and that this causes punitive
action by the officer.

-- Lamb and Grant {(1982:21) remind us that selice
ses their primary responsibility as protecting
society., One policeman told the authors: "He
seemed crazy, but he knew right from wrong in

regard to this offense and we felt he shewld go
to jaii.®

C. COMCiusion

This chapter has presented & variety of informstisn on the
patice resporse to the mentally 911, The results of a national sureey
have given an fndication of what departments are doing,
administratively and operationaliy, io manage the mentally 111, A
reyiew of previous research and other literaturg, as well as the
resplts of firsthand observations, have jdentified a varjety of
characteristics of police encounters with the mentally 17171 and
components of the mental health treatment system., The typical police
response has bean identified. In fhe next chapter, three exemplary

potice responses will be discussed.
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MOBEL PROGRAMS

Becasse a response Strategy must be consistent with the needs
and resources of the Iocal community, the types of programs possible
are as numerous and varied as the communities they serve. This chapter
describes three community programs, each of which uses a different
approach to responding to the needs of the mestally 111, The three
communities are Madisen, Wisconsin: Galveston County, Texasy and

Birmingham, Alabama.

The intent of this chapter is not te provide law enforcement
agencies with programs to be emulated exactly. Rather, the intent is
to provide models, key slements of which may be readily transferabie io
the development of a response strategy appropriate to the needs and

respurces of sther communities.

Though each agency's response strategy, fo some extent, will
vary from any other agency's, response systems can be classified inte
four genersl categories. The first mode! program discussed, that of
Madison, @isconsin, uses the "genmeralist® spproach, t.e., a1l police
officers are responsibie for cails involving the mentally 11,
galveston County, Texas, uses an “pfficer specialist™ approach to ihe
grohlem, and Birmingham, Alabama, uses a "civilian specialist®

approach, The fourth category would be special units that comprise
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civilians and officers. Mo one approach is recommended sver the
ather; each can feifill the needs, znd operste within the resources, of

the community it serves.

For reasons of space, only three programs are described
here.* The three chesen have bean formally or informeily recognized by
professional groups or peers as successful, The inclusion of these
pragrams, however, should not be construed as an invalidation of the

success of other programs.

K. MADLSGH, WISCONSIN

& comprehensive network of so¢ial service agencies supporis
the Hadison Police Depsrtment in its afforts to effectively handie
encounters withk the mentally i11. The crucial component of this
network is & Mehour Crisis Intervention Seryice (LIS}, which has the
capacity to respond anywhere ip Dane County fo assist afficers in
determining an approgriate disposition. When encounteriag a person who
is actively psychotic, in some type of crisis, or ptherwise in peed of
the services of mental health professionals, Madison Police Department
afficers, atl of whom handle such calls, can confer over the telephone
with 0I5 staff or reguest on-scene assistance, The department's Social
Services Loordimator 18 responsibie for maintaining close and constant

tontact with the communiiy's mental health agencies.

*The program descriptions are hased on on-s5ite chservations and
written materials provided by the respective police depariments.
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Located on the outskirts of Madison is Mendota State
Hospital, which at one time housed over 1,000 mentally disordared
persons., Hith the onset of the deinstituticnalization movement,
¥adison became the community of residence for many of the chronically
mentally 111 persons whe had been released from the stats hospitsl.
The strain that these persons placed on the community was feit most

strangly by the police.

Over the next six years {1975~B0}, the Dane County Mental
Health Center [DUMHC) developzd onme of the most comprehensive and
innpvative =enial health progrems in the country. The progras has
three basic components:
s (linical Services - provides outpatient services,
such g5 counseling, education, transitional skills

develgpment, sypport networks, medication
maintenance, skill training, and treatment plans.

¢ Emergency Services - provides 24-hour smergency
phone service, gmergency counseling and referral
for walk-in clients, and Z4-hgur mobile
crisis intervention services.

¢ Mobile Community Treatment - provides a support
system Lo help clients Jearn and maintain skills
for community living amd to reduce the freguency
and duration of psychiatieic hospitalizations.

Through these primary services, as well as numerous other programs,
the mon-profit, county-contracted ceater is 2ble io provide mental
health services for almost a1l of the chronically mentally 111 in

Madison.
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The DCMHC has had great success with its program because it
took the steps necessary to guarantee its acceptance by the community
it serves. Social and public service organizations and the business
and professional communities were fnvelved at the planning stages so
that potential problems could be identified and resolved prior to the
initiation of services, This process improved the community's support
for the pregram, because the community was made to feel that it was an
essential element of success. A major benefit of developing a
community approach has been that all elements of the program have
gained an understanding of the mental health system and its

capabilities.

The police department was no exception to this process,
particularly in regard to emergency services. Because police officers
spend a considerable amount of time handling social and personal crisis
situations, they are in a key case-finder role. They often have the
initial contact with the mentally i11 and are in a position to identify
those persons and make appropriate referrals or take other actions
necessary to reach a disposition in the best interests of the client
and community. In order to utiTize the police as a resource for client
identification and to foster positive relationships between the two
professions, the DCMHC extensively involved the Madison Police
Department in the planning process and paid close attention to the

viewpoints of patrol officers. Conversely, the police department has
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incorporated inte its response the resources and expertise of the

¥ental Healih Center,

The Orisis Intervention Service, which came Tnto being in May
1975, focuses primarily on suicide attempts and threats, potential
involuntary hospitalizations, family crisis situations, psychotic
persons, and survivers of sufcide victims. The serviece provides
intervention, assessment, treatment plan formulation and
implementation, timited-term treaiment 1n emergency situations, and
referral and follew-up for long-term treatment, whem necessary., Since
its inception the prograzm has received an average of 130 referrals a

month, one-third of which eriginate with law enforcement agencies.

The process of developing ihe law enforcement-crisis service
retationship was recognized as necessary by beth professipnal grouss
and began early in the process. The mental health center, through its
other programs, was aware of the importance of establishing a coocpera-
tive working relationship with vartous community groups. Whereas the
Mobite Community Treatment Program, for example, established z
retationship with the landlords of buildings in which the mentaliy dis-
arderved 1ived, the Crisis Intervention Service worked clasely with the
patice. This relationship, however, was not one-way. Rather, both
systems realized that the development of this type of program would
make the tasks of each system more manageable, The CIS would be better
gble to identify and locate clients in need of fts help., The police,

in turn, would receive bels in determining an appropriate dispssition,
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would come te wnderstand the plight of the mentally i11, and would

eventually be able to manage thét populatien with greater ease.

The police depariment showed 2 keen interest in making this
joint program work, not only because of the benefits ie be gained but
also becguse of ity priorities. The deparimesnt, under Chisf Couper,
has made human and social services a priority. Rumergus relationships
with social service agencies have been developed, related recruit and
ip-service training has been increased grestly, and the position of
Sacial Services Coordinator was established. Because the department
wis interested in this crisis service-law enforcement relatiagnship, it

committed the resgurces necessary fer success.

The early planning processes focused on fastering positive
attitudes betwegen the {wo groups, especialiy those of the police toward
the mentel health center. Prior frustratioens experienced by offigers
in attempting to determine an appropriate disposition for the mentally
i1t had to be overcome. The £I$ had to show that this program would be
different fram the former system, which often left the officers to
travel from hospital to hospital searching for an examination and a bed
for the subject. Under the new program, 217 palice referrals would be
accepted until such time that officers could become familiar with

appropriate referrals.

The planning process alsg revealed that appropriate respon-

sfveness on the part of the 1§ staff would regquire five ¢lements:



-81-

¢ ready and continual availability,

e quick and in-person response on the scene,
when requested,

® acceptance or sharing of responsihility for
the distyrbed person,

@ formulation and initfation of alternative dispositions, and

e provisicen of feedback to the officers invelved,

These five elements, as well as the above-mentioned initial accepe
tance of any pelice referrals, were reflected in CIS policy and guickly

became the foundstion of the program,

The next major step fn the process invelived teaching the $Is
staff how te make on-scene responsgs. DFficers with extansive crisis
interventian experience served as instructers. The initial tratfning
experience involved {15 staff riding along with patrol officers, As
with many elements of the program, this experience resulted in mutual
benefits. Crisis staff were introduced to tha rigors of patrel work,
ag well as the attitydes and perspectives of the officers. The offi-
cers, in turn, were able to get to know the crisis staff as fellow

professionals attempting to do a iab.

The crisis intervention training provided by the department
focused on encounters invelving the introduction of a third party into
potentially volatile situations, Specifically, the training covered
familiarization with and respect for fieearms, procedures for aveiding

violence, entering the homes of subjects, appropriate use of pelice in
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1ife~-threatening situations, and first aid. In sddition, SHAT and
other special-unit persomnel discussed tactics and the rele of CIS

st2fF in dealing with person-with-a-gun situations.

Training for the officers at this stage of the program
tavelved In-service instruction and exposure to the newly developed
written policy that explained the purpose of the program in detail.
The priorities, Timitations, and procedures of the program werg fully
datailed and officers were strongly encouraged to use the resources of

the CIS,

When first implemented, the program was often misused and
ingppropriate referrals were mpde frequently, ¥ith perseverance on the
part of both groups, howsver, the problems lessenad. Officsrs became
more avare of the types of problems that could be encountered and which
ones should be referred to CIS staff., As recruiis came through the
academy, thay were given approximately 20 hours of in-depth trafning in
mental health resources, the causes of encounters with the mentally
i11, responss strategies, and particularly, the procedures used in
vorking with the CIS. This training is presented by the Sscial
Services Coordinator and professionals from the CIS and the Mobile

Community Treatment Pragram.

The C£I5 role in training and informing officers continues
beyond the academy. Patrel officers are given profiles of mentally #11

persens In their area, including informastfon on behavier pztlerns,
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dangerousness, and medicatiens, This information enables the officers
te recognize and respond quickly to situations involving these

parsans.

One of the most important factors in the success of this
Joint effart is the position of Social Services Coordinator. A sworn
pfficer f111s this position and is responsible for maintatning Tiaisen
with the BCHHC {and 2371 other social service agencies), reviewing
afficer reports of encounters with the mentaliy i1t and submitting
selected ones to the BOHHL, assisting officers on-Scene, 1T necessary,
and acting as a buffer between CIS staff and officers in the event of a
wisunderstanding, Because he is an g¥ficer, the coordinagtor is fully
aware of the concerns apd needs of fellow officers and can induce
offfcers to relate thelr true feelings abput the program, whereas they
might be reluctant to do so with a CIS staff member. He can, in turn,
couch criticisms by the CIS staff In such a manner that officers sccept
the corments more readily than they would if made directly by a

non-officer,

The Social Rervices Coordinater's ifmportance cammpi be over
estimated, but the departmenti's contribution to the program’s success
also includes the clear and concise policy that guides afficers.
guidel ines have been developed for approachisg and comwnicating with
the subject. Possible dispesitions are ocutlined and the means to
effect them are discussed, Officers are encouraged to reath a

disposition by themselves, byt they can easily consult a mental health
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professional if necessary. {The directive is included in Appendix E,}

When on-scene, the officer tries to obtain as much
infarmation as possible to aid in & final dispesitioa, The written
directive of the depariment Yists five hasic dispositions that range in
degree of restrictivensss agcording fo the nature and severity of the
incident:
release and referral,
retease to family or friends and referral,
vatuntary examination,

tavoluntary examination, and
arrest,

am o e e

With the first two dispositions, the sfficer usually reaches
a decision without consuitation with CI5 staff. According fo the
directive, these dispssitions are appropriate enly if the afficer
believes that the person's aberrations are net incapacttating and a
recurrence iz mlfkely. If the officer belisves release apd referral
are not appropriate, he or she should consult with the CIS staff,
Inftia) consultation 1s usually dome by phone and J5 sometimes followed
By further consultation on-svene, at the Mentzl Health Center, or &t
pne of the lacel hospitais. If an examination 75 necessary, @

vojuntary examination is always preferred aver an involantary one,

The department's written dirsctive also details the

¢ircumstances under which arrest is an appropriate disposition:

o if a felony has been commitied,
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g {f abnormal bebavior is involved but 1t is
minar in nature or uneelated te the incident
{misdempanor arrest}, and

& If the persan exhibits behavier indicative of a
mental diseeder but does not meet the ¢riferia
for emergenty temporary detention for
examination and will not volumtarily admit
himself to & facility for psychistric
examination.

In situations involving arrsst, a statutery rather than ordinance

viplation is cited becawse the farmer allows for court-ordered

treatment and the Yatier does not.

If the officer believes that emergency temporary detention is
the appropriste disposition, the officer must obtain 3 Police Officer's
Affadavit for Temporary fusiody 1n accordance wtth his statutory
authority. This ipitiates a precess that may result in the fnvoluntary
commitment of the detained persen. Madison's statuiory requirements

far such a process erg as follows:

1} The officer skall have observed or have
Tearned from a reliable souree of specific
violent or dangerous acts, or attempts or
threats to perform specific viaslent, dangerous
acts by the individual.

£} The gfffcer shall have redson to belisve, based
en ... observations or on information provided by the
mental health professicnal, that the bebavior was the
result of some mental abnormality.

3) The person's conduct constitutes imminent danger
of substantial physical harm to himself/hersels
or others,
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State Tew 2llows the officer te commence procedures for temporary
detention without consulting with or even against the advice of a CIS
sta ff mamber. #s a matter of policy, however, officers do consult with
CIS staff and in practically every circumstance heed the advice of the
menkal health professiongd when deciding iF temporary deteption for

examination is appropriste,

IT a mental haatth professional concurs with the officer, the
temporary detention is maintained for up tp 72 hours at the Mendota
State Hospital in Madison. At that peint z probable cause hearing is
held and evidence must he presented to convinge the court of the nepd
for a l3-day hold at the fnstitutien. During this stay, the subject is
examined by two psychiateists; medications can be administered if the
subject consents or if specifically ordered by the court. [, at the
end of this peripd, a commupnity facility has not been identified that
tan treat the person, or the medications have not facilitated a recov-
ery, or 1f both doctors find evidence of dangerousness, a commitment

irial 15 held.

Indicative of the cooperative relationship heiween the police
department and the DUMHT is the review and follow-up of officers’
reports. Whenever an officer encounters a mentally i1t person, he com-
pletes an incident report, a copy of which is forwarded fo the Social
Services Coprdinator. The coordfpator then reviews the report for
adherence to the department’s policy and prouedure. Because of the

coordinator's famfldiarity with the mentsl health center apd individual
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ciients, ke can alss examing the repert From z mental health perspec-
tive to identify problem asreas. Selecisd reports are then forwarded to
the DCMHC for review, If an fndividual i3 fdenmtified as having numer-
ous or severe encounters with Yaw enforcement persannel, a change in
the client’s treatment plar is considered tg preveat further en-
counters, A&lso, in the case of referrals, tha CIS staff can contact
the sgcial service agesacy and the cliest to determine if coatact

between the two was made,

reedhack from the DCHHa iz given to the referring officer and
his dmmediate superviser on 811 referrals, mostly through brief
Tetters. This procedure is of tremendous value in that it advises the
of ficer of the result of his intervention and the immedizte treatment
plan faor the client. It also recognizes the officer for providing a
negded service to the client. (n occasieons when the officer exiends
himself to a degree that exceeds the usuzl demands of service, Tetters
of commendation are sent tg both the offieer and his or her

superiors,

Like the police~{15 relationship, the gverall criminal
justice znd mental health systems in Madison are characterized by
coordinated amd uniform procedures. In the district attorney's office,
for example, four full-tims attoraeys are responsible for probable
cayse hearings and commitment trials, The Dane County jall hay two
fult-time mental health professisnals on staff to screen and counsel

inmates,
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The Madison Pplice Depariment and the Dane County Hental
Health Center have developed, implemented, and maintained a successful
program far handling the mentally disgordered. The interaction of the
two agencies has enabled the police to jmprove their manzgement of this
papulation, OfFcers inow how to identify and interact with the
mentally disordered and how to sesk emergenty detentions; they have
alsp bhecome famiiiar with the mentzl health center, its philosophies,
and referral agencies, The mental health center, for its part, has
achleved its goal af being shle to identi{fy, Tocete, and monitor the
mentally disordered. Between them, the tws agencies have also reduced

inapprapriate hospitalizations and incarcerations.

B, GALVESTON COUNTY, TEXAS

In coatrast to Madisen's generalist approach, Baiveston
County uses law enforcement specialists in its response strategy, Five
deputy sheriffs certified as Texas peace officers, emergency madical
technicians, and mental health specialists staff the Menial Health
Deputies Unit, a 24-hpur response program for managing law enforcemgnt
gncounters with the mentally i1, The deputies are law enforcement
officers first, but as mental heaith paraprofaessisnals, their goal is
to intervene in crisis situetions and determine the appropriate pre-.
Timingry dispasition., A major concern is to avoid inappropriate

institutionmalization or incarceration.
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Galveston's program became operational on September 1, 1975,
under the auspices of the County Commissipner's Court, the Salveston
County Sheri-ff's Department, and the GUIT Coast Regional Mental
Health/Mental Retardation {KN/MR) Center. Two factors provided the
major impetus for developing the mental health deputy program. Firsi,
during the tate 14960 and early 19705, there was z substantial and
cangistent increese in the number of mentally 111 persons ertering
the ¢riminal justice system and being housed in the counaty jail. The
management of {his population within the jail had become a major
probiem Ffor the sheriff and his deputies. Bs in mary other iastitu-
tiens across the nation, suicides by the mentally 11 in the fail were

g ¢lear indication of the management problem.

Second, the sheriff's deputies assfoned to patrol duties wers
atso experiencing problems with this population and in implementing the
Texas Mental Health Code. According to the code, if an officer learns
frem a credible source that an imdividual is believed to be mentally
111 and Yikely to harm himseif or gthers, the officer must opbtain a
varrant from a magistrate, take the person into custody, and transport
Bim to & pychiatric facility for svatyation, Because this was a
time-consuming task, and bacause they were unfamiliar with the mentally
111 and the mental health system, p¥FFicers were reluctant to become

involved in such cases.

Ay a first step in alleviating the problem, the sheriff's

department fnitiated a series of discussions with the BH/MR Center i
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determine ways to improve the management of the mentally 111. The
inftial exchanges quickly grew into a intal compunity effort fo address
needs, ressurces, possible solutians, goals, ohjectives, and pro-
cedures. The County Commissioner's Courd, particularly the committing
Jjudges, and the senmior county psyohiatrist were alse rencerned about
neediess Incarcerations znd guickly invelved thamselves in developing
the sotution. The Untversity of Texas Medical Branch and the Moody
Foundation, both in Galveston County, as well as numerous social
service agencies also became invelved. The interaction amang these
groups aad their commitment of the respurces at their disposal contri-
butad te a solution with clearly defined qoals, objeciives, and pro-

cedures,

The first goal of the now program was to improve communica-
tion among the vartous professions involved. The second was to estab-
11sh a special sperations unlt to deal with ithe mentally 111 thraugh
crisis intervention, special screening, and diversion recommendations,
alt in compliance with state Yow and while alsc protecting the rights
of the mentally 111 and the community. The third goal of the program
was to reduce the incarceration and institutionalization of the
mentally i1 and provide @)ternative dispositions. fs will be seen
below, the gonls and objectives of the program have been achieved with

greal SUCCess.

Galveston County's Mental Health Oeputies Unit is a diverse

group of rarefylly screensd and highly trained law enforcement
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officers. The unit hagan operating in September 1975 with two depu-
tigs, Today the unit has five deputies, including onme woman and a
member of each of the majer ethnic groups in Galveston founty,
Twenty-four hour coverage is provided through eight-keur, split-shift
tours. BRetween B:00 a.m, and B:84 p.m. at least two officers are on
tour, and gne afficer Ts available between 8:00 p.m. and B:G0 a.m.

Each officer puts in an avarage of 70 hours a week {some of this time
is on-call duty}, The unit handles, cn average, betwsen 12 and 20
calls in a 24-hour period. Hot a1l of these calls require & strict
mental health response; some invelve Ffamily or spausal disturbances and

ogther problems of a spcial service mature.

The unit works out of the administrative offices of the Gulf
Loast Regional MH/MR Center, A1Y officers work in plainclothes znd are
provided radio-equipped, unmarked cars. The unit's duties also include
investigating sulcides and suicide attempis, intervening in domestic
disturbances, and handiing situations involving barricaded or hostage-
holding fadividuals, The officers are empowered to fumction as an
investigatory arm of the probate court and to determine which indi-
viduals need psychiatric evaluation. They are also responsibie for
carrying out all probate caurt srders requiring investigatien of

candidates for civil commiiment.

Frior to schiesving mental health deputy status, all officers
are reqeired to complete 2 demanding and multf-faceted training pro-

gram, fecruits must First be certiTied as Texas Law Enforcement
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Officers by compieting the Balveston County Sheriff's Depariment
reguiregment of 420 hours of traiming, anm amount that exceeds the Texas
P.8,5.T. requirement by 60 hours, OF this teotal, 16 hours are devoted
0 the managemeat of the mentally 111. The offizers are then assigned
to patrol duties for at least the six-month probationery peried. It is
after these requiremenis have been met that officers are recruited to

be mental health deputies.

Fotential mental health deputies are selected by the unit's
director., HMumerous factors come into slay duripng the screeming
process, hut the primary determinants are an individual's past expari-
ence and education in & mental health or social service capacity,
fayorabte or none-cynical attitudes toward law enforcement roles and
mental health phiiosophies and practices, and anm ability to work in
accordance with the geals and resources of not only the unit but alse

the network of community diversien services,

After being selected as candidates for the umit, officers
begin their training as emergency medical technicians, This training,
which requires 300 hours, gualifies them to provide emergency medical
care in the svent of an on-scene injury. This training alse aids in
the jdentification of medical preblems that could causs a persos to
exhThit bghavior similar to that of ope who is mentally 111, In g&his
wiy, the approprizte treatment can be obtalmed without undue

delay.
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poen successful completion of the medical training program,
the officers then begin a nine-manth mental health paraprofessianal
training program. While intensive, the program is highly flexible so
as to mest the needs of each officer, depending on past work experi-
ences and sducation. In this way a candidate's strengths are reip-
forced while deficiencies are overcome. The bulk of the program
coasists of on-the-job training with the menial health deputies and
mental health professionals at the MH/MR Center and the University of
Texas Medical franch, Because the unit deals with psychological emer-
gencies, training is concentrated on the emergency aspects of identifi-
cation, screening, and stahitization rather than the ¢linical aspect of
treatment. Thus, when a deputy is called to the scene of a distur-
bance, he or she can screen the subject and determine a preliminary

disposition appropriate for the subject and community,

Between B0 and 70 percent of the calls the unit receives come
from either patrol deputies or, on occasion, from the sheriff's dis-
patch center. The remainder of the calls for service come from the
Probate Court, Tamily or friends, emergency medical services, and out-
patient regident programs. In some instances @ menial health deputy
agpes to the scene of the disturbance; in other situstions, usualiy
those involving patrol officer contacts, the sebject is taken to a
ceptralized location for screening by a deputy. Calis from patrol
deputies and other patrsl offtcers involve cases in which the deputy is

unsure ef an appropriate disposttian or cases which will reguire an
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extended period of time, In cases in which ap smergency examination is
ngcessary, the mental health deputy assumes responsibility for the

individual,

After @ mental health deputy has screened an ipdiyidual
hrought te his or her attentfun, the deputy has two options. I thers
is no urgent need for a mental health evaluation, the deputy can
arrange for outpatient services, elective hospitalizaticn, assistance
from ather human services agencies, ar take no further actien, If a
mental health examination 15 indicated, the deputy must obtain a
magistrate’s warrant to transport the individual to an approved facil-

ity for an emergency psychiatric evaluation.

In zhout 50 percent of ihe cases the deputies reguest psychi-
atric evaluation., OF those examined, about hal¥ are hospitalized.
Hospitatization is uswally voluntary, shari-term, and dene locally at
the University of Texas Medical Bransch facility. When the ¢lient is
relgased from the hospital, the HH/ME (enter Belps him or her make usz

uf community support programs,

In the event of an involuntary hospitalization, all civil
commitwent hearings are conducted by a designated, full-time Probate
taurt judge. Duties of commitment for involuatary hospitalization raest
with the district atterney's office. Three assistant district

attorneys handle this procedure on 8 month-long rotation schedule.
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This ensures that channels of communication are always open and that

the roles of each component are clearly established.

The unit maintains an active record of each contact it makes
for six months. After that, the records are maintained in the inactive
fites for five years. A1Y mental health unit Files are maintained
separately from other Yaw enforcement filss to protect their confi-

dentiality and to avoid confusiaon with arrest records.

Along with responding to calls in the community, the deputies
sergen jail inmates who have been identified by correctional deputies
a4s possidly neading mental health attention. These are inmates who
did not exhibit any mental disorder when admitted but appear 0 have
develpped problems in confinement, The inpates are then Further
screened for psychiniric edaminations by psychistrists from the
Bniversity of Texas Medical Branch. A one-hour clinic is held in the
Jail twice weekly, at which time the screened individuals are examined,
These examinations are therapsutic evaluations, not forensic
svaluations to determine competence to stand trial., If the evaluatian
indicates a need fpor tharapy, & decision is reached as to the most
gpprepriate treatment and the facility best suited fo provide the
treatment. The cost of the jatl ¢linic, which 15 independent of the

number of patients ssen, is borne by the MH/MB Center.

The Galveston County Mental Health Deputtes Unit hds had an

extraordinary fmpact on the Taw enforcement, mental health, and
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Judicial commynities, Since 1875, jail admissions of mentally 111
sersons have been reduced by 99 percent. Clountless hours and dellars
have been saved because patrol officers can remaln on the strest,

rel feved of responsibility for dealfng with unfamiliar mental health
agencies, The careful monftoring of persons in the mental health and
Tegal systems and the network of available services have reduced the
Invgluntary hospitalization rate such that this area has the lowest
rate in the State of Texas and one of the Towest in the nation. In
1980, the American Psychiatric Association gresented Tis Gold Award to
the center for its inppvative work in establishing 3 network of

seryices for the mentally {11,

C. BIRMINGHAM, ALABAMA

Professipnal social workers, working side-by-side with the
Birmingham Police Department, have relieved police officers of the need
to respond to repeat social service calls or calls is which police
aotion is nmot mecessary. Birmingham's Community Service (ff€icers
{650s), working out of & contral Tocation, are called o the scene of
an incident to assist amd often relfeve an offfcer in determining an
appropriate disposition. The large majority of their responsibilities
invelve mental health emergencies that include suicide attempts,
although they are also frained o manage family disturbance, spousal
abuse, and homeless calis., Acting as liaison betwsen the police

department and the subject, as well as hetween the subject and social
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service agencies, a £50 is often ahle to determine and implement a
disposition with less difficulty than an officer would face. Because
the €30 is recognized by mental health and social service professionals
a5 a peer, he or she can more easily gain access ito the necessary

services.

The £50s are civitian sacial workers who have received exten-
sive trafaing in crisis interveniion snd community referval procedures,
Unce an officer haz arrived st the scene of 2 disturbance and has
assessed the incident as befag within the £S0's responsibilities, the
afficer can call a 50 for assistance apd relief. These are cases of a
soctal service nature that reguire contacts with Tocal social service
and mental health agencies or cases that require extended amounts of
time to resplve. The immediate role of the €50 is one of mediatar,
counselor, and screener., Once the fmmediate crisis has been calmed and
the presence of a sworn officer is no longer necessary, the officer tan
teave the scene and refurn to patrol. The C50 then determines the most
apprapriate disposition for the subject, The (50s, because they are
not police officers and do not come with the frappings af that
autherity, can often gain the confidence of the subject with less

difficulty than an officer would facs.

Since Tts inception. the Lommunity Service Officers program
has been subiect to numerous poliifca) and economic pressures, Hone-
theless, the unit has been sblie to persevere and make a significant

contribution ts the management of the mentally i11. Birmingham is
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tneiuded here as a community with a model program because pf fts unique
approach and also bersuss of the obstacles 7t has had i overcopme,

Both Hadison and Golveston County Bave had strong support from com-
munity agencies and guch of their success can be attributed fp this.
Birmingham, however, does net heve the comprehiensive mental health
seryices often found in other communities, yet it has developed a

system for improving police management af the mentally {11,

The idea of the police-social worker team in Birmingham had
its origins in the Master of Social Work program at the University of
Alabama. In 1976, several spcial work graduate students were assigned
to the gast precinet, one of four in the city. The students rode with
patrol officers and assisted them on-scene with calls of a psycho-socio
nature, In this early avrangement, the students never accepted totsl
responsibil ity but rather offered advice as to an appropriete disposi-
tion., The initial results were guite positive. HNot only was the need
for their services demonsirated by the number and types of callg in
which they were able to provide assistance, but the officers sapressed
a strong acceptance of the program and the siydents, Within a year the
program had been extended to the three other precincts, Avid 811 of
the suscess thers exizted one crucial problem, hewever. A student's
tour lastad only one semester. Thus, every Tour months the officers
would have to break-in & new group of social werk students, The trust
and conperation needed for the program te work also had to be reestab-

1ished with each new groug ef students.
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In the fall of 1977, the university and the city finance
department were able o secure eight full.time CSO positiens threugh
the federally funded Comprehensive Empluyment Training Act {CETA) Tiile
1I Pragram. FEach precinet wis assigned two (505, who between them
provided coverage seven days a week from 1:00 p.m. to I1:CGO p.w. Each
day a C50 held roll-call to discuss cases, social services within the
¢ity, and ways to improve the delivery of services. Once & week a
psychiatrist from one of the thrze community mental health centers
attended the ro11-call ia an advisery capacity. Ouring this phase ¢f
the program, the CSO0s would respond to calls at the request of an
afficer, Once on-scene, the £50 would efther assist the officer or
reTieve him of responsibitity, especially if there was no threat of

vigtence or no further need for lsw enforcement authority.

In 1%79, the pregram underwent & major change. A civilian
{50 was assigned to each precinct and worked a 7:08 a.m. to 3:00 p.s.
day shift, responding to calls on reguest. A% 3:00 p.m. gach precinct
wWas then staffed by a two-member ¢risis management team, which wurked
uyntil 11:00 pom, Each precinct's team had @& different combination of
civilian £5, sworn £5G, or patrel officer, but each team had ot least
pne sworn member. The intent was to determine the most effective
staffing $o that it would serve as the prototype for permanent crisis
management teams. This scheme, however, did not work, The first
prohiem was the inappropriate use of the team, The team’s car Scon

became the atility car for the precinct and the team answered many
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calis that were unrelated to fts mission. Second, the CETA funds were
cut repeatediy and with each reduction in funding & £SO position was

gliminated.

Recognizing the strong need by both ths public and the police
for this ssrvice, the Birmingham £7ty Council zpanimously voted o fund
six permanent G50 positions in July 1878, The program, however, soon
siffered another sethack., 7o mest the expiration dates of a Law
Enforcement Assistance program that required the city to provide two
soctal workers for the jail, the city was forced to fransfer two
civilian €885 to the jail or lose funding. By October 1979, the
pragram reverted to %5 original civilian structure follewing the
transfer of fwo civitian £50s and veassignment of swoen CS0s back to
patral duty. At this point the remaining 505 were brought under
central administrative control %o hefter serve the city as a whole,
Their schedules were staggered so that 12-hour coverage, from 6:00 &.m.

ts 6:00 p.m., would be possible.

Curreatly, two (505 provide coverage From 5:00 a.m. to
£:00 pun., Tive days a week., In addition, two social workers are
assigned full time to the jail, The demands that a city of 300,600
peopie place on the two CS0s can be overwhelming, Conseguently,
through an informal agreement patrol officers usually reguest the
services of a B50 only when the situation ineoTvés a mentally 111

parson,
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For the mlice, much of the problem of managing the mentally
111 stems from 2 local mental health system that is i17-prepared fo
deal with psychiatric emergencies. Though the ¢¥ty has over 806 btard-
ing homes for the mentally 171, three regional mental health centers,
and three hospitals willing to provide their facilities for involuntary
examinatians, these mental health components have not been able to
develop @ coordinated system of emergency services. The procedures
for emergency eveiuvations are lengthy zad cumbersome and generally dis-
courage officers from sssking ald for the mentally 111, 8§sica2§y"
when &n officer seeks an emergency svaluation he must go to one of
thres hospitals, two of which 4o nat have psychiatric professionals
in-house for examinations dnd must “"borrow" a psychiatrist from the
third hospital. Arrival at the hospital is followed by & medical
admission, a recard check, a medical examination, officer consultation
with the psychiatrist, the psychiatrist's review of records, and fin-
ally the psychiatric examinmation. Even If the psychiatrist determines
that a temporary emergency admission is warranted, the subject’s Finan-
cial status must also he evaluated, 1Ff the subject is indlgent, he is
untikely to be admitted, Alang with this finamcial constraint, the
university hospital receifves ¢ity, county, and state funding to main-

tain only Five beds for the entire Jeffergon {ounty area.

From a law enforcement perspective, the success of the LS0
program rests in Jts abiiity to free patrol officers from having to

seek emergency examinations, a process that can take anywhere from twa
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to eight hours., Once 3i the hospital the €SO contacts the varfous
pariies necessary te the process. The €50, being famiiiar with the
hospital's staff and procedures, is able to facilitate the examination.
In addition, the €50 is able to recount the incident, behavior of the
subject, and other ¥nfigential factors in the terminology of mental
health professionals, which further facilitates the precess. In sitya-
tions in which all beds for the indigent are Tilled and an indigent
person reguires hospitalization, the C50, often familiar with the
person and his or her medical histery, s able to work with the Probate
Court and mental health services to obtain a temporary helding order
pending transfer to a state or other hospital. Simtlarly, in situs-
tigns in which the person has a family, the {30 can work with the
Family, the mental health services, and the Probate Tourt to reach an

appropriate dispositian,

The {505, due to their experience and Viaison with the three
systems--police, mental health, &nd legal--are often the decisive els.
ment in securing the necessary services for the mentally 111, In addi-
tion, the CS0s alsoe reduce the number of repeat calls for police
service that this pepulation generates, The savings in money and offi.
cer time, as well as the improvesment in officer's attitudes, are addi-

tional benefits of this program.

The €50 program has proven io bg a valuable resaurce for the
Sirmingham Police Oepartment and the entire community. The program has

overcome maay of the barrisrs associated with civilian personnel
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working with sworn officers, especially those providing secial service
assistance. The officers have come fo appreciate the program for the
valuahle assistance 1t provides them, yet there 15 a clear understand-
ing of the ligttations of the progrem. Because the L5805 are wnder-
staffed and kept constantly busy with mantal health emergency calis,
the patrol officers have maintained responsibility for other secial
service calls, Both coppenents bring gualittes to this team that the
other is lacking., The patrol officers contribute their criminal
justice knowledge, experience, and mest importantiy their autherity.
The CS0s bring their clinical skills and knowledge of Tocal social
service resources, Togethsr, the two groups have developed a relation-
ship that has improved the community's ability to care for the menta¥ly
i,

0. COMCLUSION

The three programs Jjust described vary in their organizatios
and respansibility, due in Targe part o the compositiarn of locally
available resources. HRegardless of the type of program, law enforce-
ment pfficers 1p the three communities have a better understanding of
the mentally 111 and greater acceptance of menta) health workers and
procedures,  This enables them to interact with the wentally 111 in a
confident and professional manner and to make informed on-scene deci-
sions as to proper disposition. Countless dollars and officer hours

have been saved efther through the use of special unmits or the fielding
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of wall-informed and prepared patrol ¢fficers. Repeat calls involving
mentally 117 persons have been reduced. Job satisfaction regarding
this often frustrating asd unfamiiiar police function has alsg been

igiproved,

Relatianships between pelize and mental health professionais
in the three communities can now be characterized az amicabie rather
than antagonistic. Local Jails, to a great extent, have been relieved
cf serious management problems through the slimination of unnecessary
%ﬁaarceratiaﬂs* The mentally 111 have benefited by not being subject
to unnecessary incarcerations and hespitalizations, and they have zlso
besefited from more humane and appropriate ireaitment by police
officers. Mental health agencies have heen better able to identify
persons in nzed of treatment and reduce many regeat calls for molice
seryice, Additionally, these agencies have been relfeved of many
irappropriate referrals and dissatisfaciion on the part aof police

officers and other community groups,
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DEVELOPING A RESPONSE STRATEGY

The aim of this chapter is to help the police manager develop
ard put Tnto action a strategy for responding to encounters with the
mentally 111, The intent is not to specify what swh 2 program should
Yook tike but instead to discuss the process by which improved police
services for the mentally 11 cam be devised and brought into

action.

The Bk of the discussion deals with the various prepara-
tipas invelved: getting the planning process under way, identifying
those features of the current rasponse system [not Timited io the
police) that require reform, plotting the dimensions of that new pro-
gram, specifying existing as well as additional resources that will be
required to carry put the new program, deviging the organizatiognatl
arrangements and role definftions by which o successfully manage the
program's aperation, and se forth., Also examined are the processes
invelved in getting the new program staried, V.e., ihe processes that
bridge the glanning and implementation phases. And, Tastly, the dis-
cussion turns to implementation, that is, the carrying forward into
fuil gperation the preparations undertaken during pianaing anmd

start-up,

Tup caveats. First, the discussion that follows presumes &
seguence of events or stages. This presumption helps to organize the

material and facilitate its communication. In real life, however, no
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such orderliness can be expected. The process of program building is
inherently dynamic as well as complex, its various components fnter-
aeting in compticated, often surprising ways. The challenge for the
manager of such 2 process is tn be aware of the major issues involved,
of the options for dealing with them that are Tikely, in ane form or
gnother, ta be avatisble, and of the stages in the process af which

those issues most probably will be among the prevaiting cancerns,

Second, although this chapter is designed to help the police
manager meet this challenge, the guidance offered is neither definitive
nor grounded in substantial experience, The reasen is three-fold,
First, the police have besn actively Tnvo'lved 1n setting up new ways of
handling the mentally {11 in only a handful of communities. Second,
even 1F one were prepared iy brosden the base of relevani experience io
include other examples of mlice leadership in devising Tnnpvative ways
of coping with problem populations, one would sti1) be hard pressed fo
find useful examplies. By and large, law enforcement has relied on
traditiona] police methods, or variations thereon, 0 meet social
problems. It bas not, for the most pari, sought to develop new
gpproaches either on itz own or in cooperation with other commuaiiy
institutions, Thus, the base of experience from which to draw lessong
that police agencies can follow in constructing nev strategies for

thair community’s mentally 111 iz narrow,

And third, the problem of how to enable the mentally 11 fo

Tive in the community umder circumstances that take intoe account both
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their rights and interests as well as these of sontfety is dauntingly
difficult, This is the message of the Ffirst three chapters. It is
regeated here %0 point ogut that it Js unrealisiic, in light of the
giready substantial fnvestment of respurces both private and public and
at every level of government, to sxpect an autheritative directive for
2 police-led campeign 2o refoem the handling of the mentally {11 in the

commEnity.

The suggestions that follow, then, should be viewed a5 3
guide to meeting the challenge of creating a4 betier pelice response to
the mentally 111, They are not & Blueprint o be followed

mechanically.

A. PLANNING

1, Organizing the Planning Process: Pre-planning

Some menagers, particularly those who prize fmprovisation and
an intuftive approach to administration, may be inciined to postpone or
even omit what sametimes is referred to 45 pre-planning. Nonetheless,
there is merit in giving preliminary attention to the issums iikaly fo
be encountered once the process of designing an improved response to

the mentally 4171 is under way.

fne place to start s with a review of your understanding of
the problem. Do you have a Tull grasp of the significance of the

obstacles to be overcome ar do you need other information? s the
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prablem posed by the mentally §11, for exsmple, part of @ larger issue,
such as ap overcrowded jail, infiazmed race relalions, er excessive
nunbers of citizen-police assauits? Is it 3 chronic condition, one
that has gone on for perhaps some time, gradually worsening, as might
ke the case in complaimts about the residents of a group home? Or, has
g particular incident pracipitated a crisis of some kind, such as an
accidental homicide while a deranged suspect was being taken inte
cuystady? And 7T so, does that incident psint to 2 previously unrecog~
nized problem, such as unsclear policy or procedure, inadeguate train-
fng, or the absence of specialized back-up services? Doss the informa-
tion presently available tend more to obscure than to clarify the real
issur? fFor example, have the news media distorted the public's percep-
tion of the “mepace"” presented by the mentaily 1117 Are the circum-
stances such that “something™ must be dome zuickly or is there time to
act with relTative deliberation to effect basic improvemeats in the

agency's response?

Malting over guestions 17ke these can be helpful in opening
up the rasge of issues te be dealt with, the Timitations of your inowl-
edge and information, and the complicatipns to be faced in devising and
implementing corrective action. Sometimes referred io a&s "scanning”,
this kind of review may suggest that additional information, although
sti11 preliminary, is needed before going further with the planning
process, For example, you may wish to review your agency's policy

regarding emergency detention for c¢larity, completeness, and currency
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in Tight of recent changes in thz law. Your agency's own personnel,
particularly those with first~hand experience in coping with the men-
tetiy 111 and the community's mental heatth services, may be helpful
not only in what they report but also in how they report it., A quick
conversation with several officers who have handled emorgency deten-
tigns, for example, may reveal seme confusion as %o how departmentsl
pracedures are to be applied, frustration at the large smeunt of
"downtime" required toc process a mentally i11 person through the mental
health center, or perhaps irritation at the interruption in theilr
“real® police work caused by having to deal with "mentals". BAlthough
fragmentary, such opinions will Tncresse one's awarensss of the

problem’s dimensions,

gther valuable spurces of background faformation will be
found outside the agency. There may be, for example, an gdvocacy
croanizaticn that represents the zentslly 117 population, or some
segment of it, that can be tapped for its perception of the problem,
Initiating econtact with the group's leadership may generate usefuyl
information and recommendations while also establishing the petential

for a working relationship in the future.

A major aspect of the new response strategy will be coordi.
nated with the mental health agencies within the community. It is
jmportant, therefore, io learn how they are structured, who their key
gfficials arve, znd the differences between their various services and

godls. If no one within the depariment has this kind of informatien,
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it may be possible to ebtain it through an informed fatermediary. This
may be a governpent official, for example the ¢ity manager, or a knowi-
pdgeable and trusted acguaintance, such as a physician. The head of
the state or local chapter of the American Psychological Association
aiso would be able te provide this information as well as insights into
whe in the community were particularly concerned about the problems of

the mentaily i11,

A potentially valuable source of ready advice and insight on
how to get started are those Jaw enforcement agencies whose model
programs were described in Chapter IV, A telephone conversation with
the afficer in charge could elicit additienal details on the program.
Assuming that such an individual had participated in the program's
genesis, he or she would be uniguely suited to describing the develop-
mental process and how best to handle 1%, Alsp worth explering is the
existence of other pregrams, particularly those in areas clese enough
to be visfted, And fimally, of course, you may wish to supplement the
infarmation contained is this manual with other readings. A starting
point would be the publications cited in the appended

bib1isgraphy.

Tut additional thresheld preparations remain to be accom-
slished. One is to enlist those officials and other Tadividuals whose
active cooperation will be needed if the envisioned reforms are to he
succassfully plarned and implemented, An integral element of this
process will be the creation of 8 structure by which their participa-

tion can be effectively organized and directed. The other preparatory
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step will he to mohilize the resources within your ows agency that will
be needed during ptanning and to beqin the process of building an
agency~-wide acceptance of the need for Improvement in the police
response 5 the mentally 113.  These two preparations may be made wmore
or less simyltanspusly or Tn seguence. For the purpsses of this dis-
cussion, the salicitation of other agencies’ cooperatfon is considered

first,

In considering the strategy to follow in approaching other
agencies, keep 1n mind that gaining the collaboration of the mental
health services will be an important element. Horsover, these services
that are commurity-based almost certainly will he the most critical.

In many large-and medium-5ized cities, for example, there are a variety
of noninstitutional services, each addressing a d1fferent aspect of
assimiiating the mentally 711 ints the cemmunity. They could inciude
sutpatient pswchotherapy, inforpation and referval, administration of
medication, mobile community treatwent, housing lecater services, amd
emergency services. Seme varlatfon in emargency services can be
expected, hut 1n some communities they will inglude 24-hour telephone
service, watk-in services, and 2A-hour crisis interventicn services
that dispateh mental health professionzls to the scene of mental heaith
emgrgencies, From a law enforcement poifot of view, particularly the
socfal service and order-maintenance functions of policing, emergency

services are the most important element of community care. HNot only
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because these services can assist law enforcement in managing the men~
tally 111 but because they are a successfy] means of isitiating treat-
ment services for this population, (See Chapter II for @ discussion of

compunity-based mental health care.)

Assuming that your earlier scanping has disclosed that the
directer af the community mentdl health center is Tikely to be recep-
tive to Taw snforcement gvertures, a direct approach may be the mest
sensible one to take. That s, you would meet with this officisl
explain what you have in mind, to offer your sgency's ressurces in
support of the effort, and to seiicit a similar commitment on the part
of the mental health center and its staff. Assuming this {nitisl
session goes well, other meetings should be arranged at which
mid-management and operaticns staff of the two agencies can become
familiar with one ansther's perceptions of the problem, gain a better
understanding of their respective philosophies, and begin to establish
a working relationship., Quite often communication can be enhanced
theough the distribution of written materials describing each agency's
aperations, as well as the relevant law, current policy statements,

procedural directives, and similar documents of wmutual interest,

It is not intended to suggest that these sesgigas be pursued
to the point that a complete program is developed and then presented to
other community groups, Rather, these first few meetings should be
devoted to gatning ae understanding of the two systems sgo that the

fundamentals of a joint program can be discussed and their feasibility



-114-

determined. In the process, morgaver, a foundation of common concern
and commitment will be established epon which a larger cgalition of

ather agencies may be built to the extent requived.

These early meetings may be useful In other ways., For
gxample, preliminary agreement can be reached as o which other
agencies should be asked to participate and how the participatfon of
&11 should be structured, With respect to the latter issue, several

pessibilfties exist,

One glanning-group arrangsment, particularly useful when the
sumber of participants threatens %o become unwieldy, 75 to establish
both & membership committee and a smaller execuiive committes, each of
which comprises the top officials in the participating organizations.
Most of the work is done by the executive committee members [with the
assistance of their respective agency's staff}, but the commitment af
the general membership is maintained by giving it ultimate decisione
making powsrs. Another arrengement is fo provide the membership group
with a staff composed of mid-level personnel temporarily detailed
{either on a part-time or full-time basis) from some or a1l of the
participating agencles, In this case the entirs consortium exercises

beth policy~making and executive funcitoms,

& stightly different arrangement is io create two distinct
arganizatiens, ane composed of agency heads or their personal repre-

sentatives, and the other made up of mid-management perscanel, The
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former group establishes policy and exercises overall executive direc-

tion while the latter performs the necessary staff services.

The preliminary meetings of law enforcement and community
mental health personnel can be used tou review these and other crgani.
zztional zrrangements., An additioma) function will be to Tdentify
sther agencies to be inwited to participate in the planning provess.
The possible array of organtzations whose operations impact the mes-
taily 111 and who, therefore, might be considered for inclusion in the
coalition is Targe. In addition to mental health services and law

enfarcement, in most communities it inciudes the following:

8 the courts, civil as well as cpiminal
8  the prosecutor's office

¢ the public defender‘s office

& the jail

¢ hospital emergency seryices

e public welfare

g private community services agencies (or an
gmbrella organization, such as United Way}

¢ the city or county planning office

e services for the elderly

¢ private groups servipg as advocates for the
mentally 117 or thelr families (e.g., the
Matipnal Al17ance for the Mentally 111 and the
Association for Retarded Cltizens)

e ‘local colleges or universities, particularily
any that have teaching hospitals or programs
in the mental health field

e the news media.
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In selecting participants, you may wish to tap the growing
awareness within private industry of the importance of Tnvolving 1ine
personnel in decisfons which affect their jobs and working conditions.
Az applied fhere, this would consist of including Jower level staff,
such as patrpl officers, mental health counselors, and their countar-
parts from other seryice agencies, in policy-making and staff-support

groups, together with representatives of top- and mid-management.

In many communities the potential Tist ef participants will
be entarged because the target area im which the new program 15 to be
estabitshed consists of contiguous jurisdictions [thereby requiring,
for example, the partfcipation of both city and county agencies) or by
an overlay of state services in addition to lacally provided atd.
Although it is desirable, even esseatial, to include agencies whase
gltimate participation in carrying cut the new program can be furesessn,
there are off-setting considerations: too Targe a group erodes the
participants® sense of invelvement and thus becomes self-defeating; and
larger groups tend to be more difficult to manage than do smaller unes,

pther facters being equal.

The question of cealition size may not arise a3 g practicsl
satter. It will be recalled, for example, that the three model pro-
grams discussed in Chapter IV¥ sach invoived only a small number of

ggencies other than law enforcement, However, it is concelvable that
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other officials er organizations {a city council member, for example,
or an adyecacy group fur the mentaily 117} may seek to address issues
that include, but go well beyond, the police responze, A more compre-
hensive program of thiz sort would call for the inclusion of & greater
portign of the full spectrum of organizations concernsd with the men-
tally 11, In this svent, you may well be cosmpelled to confront the

possibttity of an unmanageably large planning consortiom,

One organizational structure that iz relatively well-suited
to larger groups uses a huilding-Block approach to the problem. Under
this spproach the problem i¢ first broken down into its component ele-
ments, which are then dealt with one after another. (Only those agesn-
cies whose participation is required to deal with that phase of the
overall probiem being addressed at any given time are attually
favalved. Thus, for example, poTice membership fn the planning group
wuld terminate when preparations far the new police response had been
conciuded., Similarly, other organizations would be fnvoTved onlty to

the extent that their participation was vitally needed.

The sther matter of major imporiance toc e considered during
the pre-planning phase Is the organization of the agemcy's own
resources. Obviously, the chief executfve's active participation and
support are essentfal., In additfon, however, ressarch suggests that
the invelvement of middle management personnel 1n the planming of
change contributes tmportantly both to the quality of the planning

process and to the successful implementation of the new program.
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(fNei1Y (1882) has shown, for example, that an officer's decision te
take advantage of & mobile crisis uat® 15 greatly affected by the
support a supervisor shows for the wnit. TIe the majority of cases, the
officers’ first contact with the unit was prompted by a supervisor's
suggestion. In some agencies managers go $Ti11% Further 1o involve
selected 1ine personnel not only in the staff work required to develep
the information upon which new policy is founded but, as has been
mentioned, also In the making of tha pelicy. M w{th middle~-manager
tnvelvement, this approach can bring Tnto play perceptions, Insights,
and informatien that otherwise might be overlpoked, It also helps to
give Yine staff g stake In the new program, thereby encouraging

commitment to its success.

2. Problem Definftion and Analysis

Once the preliminary preparations have been concluded, the
actual planning process can get under way. The membership and organf-
zationad structure of the planning group will have been decided at this

point and the first meeting will have been commenced,

One of the first activities of the planning group will be to
achieve a thorgugh understanding of the naturs of the problem posed by
the mentaliy 111 in the community and how the mejor involved agencies
currentiy respond to that problem. This component of the planning

process will determine the responss sirateqy to be implemented,
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£ach of the major isvolved agencies should be directed o
identify the specific dimensiens of the probiem from their perspeciive
and to documeni their current response, including the laws and agency
polfcies that underlie that response. This information should be pre-
sented to the planning group, both orally and in weiting, for their
revigw and amalysis., it may be well to ask ihe participating agencies
to undertake this study prier to the Ffirst meeting of the planniag
greup sv that the group does nof have to lose any time in getting down

te business pnce it begins to meet.

Dutiined below is a problem-oriented approach to identifying
the presdlem from the perspective of the law enforcement agemcy. This
approach was used by Madison, Wisconsin, and Galveston County, Yexas,
in setting ep their programs {see Chapter IV}, though Tn somewhal
different forms. The approach sutlined here and the specific guestions
o be answered, as contatned in Appendix D, were taken from the works
of Goldstein and Susmilch (I1981), which were instrumental in the

develoment of Madison's program.

a, Identifying the Problen. The earlier "scanning” of the

problem was aimed at obtaining a general understanding of the problems
and the issues involved. This examination of the problem seeks
specific answers to questions about how the potice become fnvolved

with the wentally 11, the freguency of such sncountars, the character-

istics of the individuals and the incidents, how the police hamdis the
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incidents, and why thety vespond in the manner they ds. The answers ¥o
these questisns will be found ia departmental records, police reports,
and officers’ verbal accounts of their encousters with the mentally

{11,

Appendix D containg a Vist of detailed questions that will
guide the department in its examination of the problem. The First
group of guestions is aimed &t quantifying varieus aspects of the
problem and denti{fying the characteristics of the encaunters: What
parcentage of police business involves dealing with the mentally §17%
How many calls for assistance are received from the mentally 117 them-
selves? From third partiest What type of behavior is invelved? Where

de the incidents occur?

The second group of questions in Appendix B foeuses attention
on the basis of police authsrity in dealing with the mentally 111,
These guesticas prompt a review of the leaws and statutes that provide
the foundation for police decisions fo arrest, detain for sxamination,
or otherwise handle a mentally 111 person who is the subject of polize

assistance.

b, Assess the Current Respense, The third group of questions

in Appendix D leads te a2 thorough assessment of the current police
response, In developing solutions %o a probiem, & natural tendency is
to forget the current response and te develop @ new one, The current

response should be exsmined for two reasens, however, First, certain
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plements of the current responss may be both effective and appropriate
and should be retainsd. Second, those elsments that have been inappro-
priate can be Tdentified so that they dre not incTuded fn the new
response. Moreover, the identification and documentation of inappro-
priate responses will prove helpful in convincing both the community
and the department’s ofFicers pf the nged for an improved response.
Examining the current response will enabie the depariment o accomplish
the folloewing:
e Establish more precisely the relationship
hetween what the police are doing and the
substantive problem that triggers a police
response {e.y,, Tqroring cases lszads to
repeat calls},
¢ Identify factors that 1imit the effectivensss
of the current respoase {e.yg., incompiete pro-
cedurest,
& Detect any negative or upanticipated conse-
gquences of the current respense {e.g., response
by uniformed personnel elicits violence).

@ Discover responses that are effective (e.g.,
Bf ficer Smith's nondirective approachi.

s Identify activities that are useless (e.g.,
sending a SWAT team on every €all involviag &
mentally 111 person).
¢ Provide a basis for evaluating police and com-
munfty poifcies (e.g., identify shortcomings},
Assessing the current response requires moving away from the
datails of individual Incidents, which 1s the focus of the first group

of questions, and focusing instead on the broad, genersi, and abstract

nature of botk the problem and the responss. Lock at the reasons for
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the problem response from the solice perspective. Such facters as a
lack of community care or a lack of shelters for the homeless may
dictate certain aspecis of the polics response. Another reason may be
that the polize have the zommunity's only Z4-hour response capability.
Examinisg the broad and general nature of the response helps to surface
defictencies which otherwise might net be spotted. Such a review, for
example, might reveal that aithough police services are generally
setisTactory, nothing is bsing done te educate retail businessmen in
areas Trequented hy the mentally 111 about alternatives fo calling the

poiice when they noed assisiance.

The examinatipn of the current response should also include
an assessment of the costs of that response, Determining the costs of
police operations in managing the meatally 117 may be one ef the most
inflyential factors in gainioy public and governmental support for an
impreved respesse system. Costs are most often described as financial,
and this is the type of cost that many communiiies srve most concerned
with, 8alveston County and Birmingham (see Chapter IV) for sxamplie,
bave carefully documented the savings realized through their new
response systems, Yelt, the expenditure of tax dellars 1s only one cost
to be considerad. Costs incurred by the mentally 111, such as denial
of treatment, stigmatization, and in some cases death or ztiempted
sufcide due %o improper management, are difficult o quamstify but must
ba zonsidered, S0, too, should the nonfinancial costs to ihe depari-

ment and 1ts officers, such as the frustratien and waste of iime
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resulting when an entire shift is spent tryfng to lotale & service
agency willing to assist, and the dissatisfaction that results from
rarely receiving feedback regarding & fieal disposition, Mhen taken
tegether, the various types of costs, though sometimes minor by them-
selyes, cap demonstrate the need for and even the design of, & new

system for managing the mentally ili.

The fourth group of guestions In Appendix D will alse hels to
identify shortcomings in the curremt response amd possible remedial
actions. From this analysis, you can begin to devise alternative
strategies for handiing the mentally 111 that can be presented to the

ptanning group for consideration,

A final word of caution. Use all relevant sources of infor-
mation in examining the police response. This will not only provide a
comprehensive understanding of the response but will alsc eliminate the
tesdency to place too much emphasis on oré source. In reviewlng offi-
cer reporis, for examplie, remember that the reports are used for a
number of reasoes amd may not zecurately reflect the actual managemeni
of the incident. WHrittem procedures amd training materials reflect
official guidance, but offical procedures are ofien circumvented by
yrofficial actions. Thus, sources of information should be augmented
by interviewing offizers and by gn-scese ghservatlons, if posgible,
Observations and interviews will yield information on the variety of
responses passible at the incident level, The ways in which officers

handle situations can b2 as numerous as the number of officers
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involved, Conversely, respsnses can often become highly routinized

regardiess of the specific factors zttending each incident.

Whether the police respanse 1s uniforg or varied, 1t s glso
helpful to idestify the factors that influeace the response, These
factors might include pressures Trom superiors, miscorcepiions about
how tp treat the mentally 1171, red tape or delays at a hospital emer-
gercy room, a ltack of recagattion--officialiy snd unofficially--for
gffertively handling this population, and poor working relationships

with the examining doctors and mental health professionals,

3. Explore and Choose Alternatives

If the previous steps in this process have heen carried out
thoroughly and imaginatively, selecting the appropriate response
sirategy could be a relatively easy matter. Gaining an understanding
of other community agencies, etamiaing programs 2t work in sther com-
munities, identifying the problem, and assessing the current response
from community-wide perspectives should have idestified the major com-
ponents recessary to the solution. The process of developing a new
response system, then, wuld entail systematically arranging previously
identified composents into alternative configurations and evaluating

the results,

Once possidle splutions have been identified, critsria for

choosing the most efficient and effective one must be delineated,
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Agreement on the criteria is nzcessary as is their clear articulaiion.
These criteria will vary with the community 2nd the mature of the
probtem it faces and, a5 a resuelt, thera s no single formula for
chopsing a sctution, A successful effogrt at making a choice, however,
requires that all involved parties have a c¢iear understanding of why
cne solution 15 chosen over another. Answering the following guestions
should prove helpful in determining the relative pricrities to be given

toc possible scTutions:

¢ What impact w111 the new response have on re-
ducing injury or death (e.g., elimfnating in-
Jurias due to improper handling}?

8 What potential does the response have for raducing
the tatal problem (e.g. reducing inappropriste
incarcerations, hospitalizations, and repeat calls;
increasing use of infermal disposiifensy increasing
support seryizas}?

¢ What potestial does the response have for im-
proving the handling of incidents {e.y,, removing
the persos fram the scene without attracting a
large crowd)?

¢ To what extent will community concerns about the
mentally 711 be reduced?

@ Top what extent is the program prevestive in nature
{e.q., identifying a person with twe or thres recent
paifce contacts so that appropriate action can pre-
vent the need for further contacts)?

s Hhat effect will the response have on individual
freedom (e.9., bizarre behavior zione does not re-
guire incarceration or hospitalization)?

8 What will be the financial cost gf the respense
(e.g., sending three cars and a SHAT truck would not
save monev:?

e To what extent are the pelice provided both the authority
and respurces necessary for Tull impiementation (e.g.,
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tdentifying situations in which temporary detzn-
tion for examination is allowable)?

8 Hith what esse ¢an the sclution be implemented?

The Tast question sesks to determine whather the response
system can accomplish iis goals. The following factors are
involved:
o the people who must implement the systes (e.g.,
their support amd appropriate usels
e the leve) of impact or change the system requires
{e.g., changes in law, involvement of community
resources, langth of time ¢v implement); and
o the physical or techrical nature of the systew
fe.g., access to facilities, transportation, new
forms ).
Of these factors, perhaps the oneg that deserves the most attention s
the people throughowt ithe community who must implement the system.
Hithout their support, the system can easily fail through inappropriate
use or lack of use. This potential problem, however, can be avertad by
jreiuding representatives of the major involved agencies in the planning

phase,

The secend factor that contributes $0 the ezse of implementa-
tion and that might alsp cause the planninsg group to alter aspects of
the new system 15 the level of dmpact, An overly ambitious solution
might prove top d4ifficult to implement either because it requires
radical changes in the coperations of community agencies or becauss it

would reguire years for full fmplementatien fo be achieved. 1n this
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instance, it may be necessary to phase in the pew response system,
beginning with these compenents that address the mest critical

needs.

The third factor, physical and technical changes, must also
be considered, A new system might, on paper, appear gquite effective.
Yet, in reality, officers might quickly become upset with the system
because it requires transporting a subject te a distant fagiiity or an

gxtensive amount of paperwork.

4, BRescurce Mohilization

Having chosen the new response strategy, the planning group
mst next mobiifze the resources nesded to implement fhat strategy.
Fach of the involved agescies will have to evaluate what resources at
its disposal can be used to support its part of the progrem, what, if
any, additional respurces will be reguired, and what other rescurces
£ can contribute fo the overall program. If the now program reguires
agnly that the agency develop or fmprove policy, procedures, and ifrzin-
ing, the agency can 1ikaly do so withis the context of it$ regular
department budget. The establishment of a I0-sfficer special unit, how-
gver, would require the allpcation of significant additional resources
for salaries, training, and physical facilities. Hetween these twp
pxtremes there may well exist a number of options, at leasti some of
whick cen be implemented through the reasstgmment of existing

resolrses,
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Goordinated actions by the invalved agencies should Tead to
more gffective use of existing reseurces, for example, than if the
various groups operate separately. Streamiining the procedures in a
psychiatric emergency room i1l save time For both the hospital staff
and officers who bring in subjects for an examination. Even i1 new
- money is necessary, the savings acorued through increased efficiency

can help to offset those costs,

If additiopal funding will be required to implement the new
program, the planning group may want to subsit a coordinated budget to
the local funding authority {a city council, for example) rather than
seek piscemeal funding through individual agency appropriations.
Preseating & comprehensive plan and budget fo the funding authority
will enhance that body®s understanding of haw the indiefdual agency

requests fit into the overall plan.

B. START-uP

The last step hefore the new program can he implenented is to
get in place the policy and procedures that will guide the operation of
the program and to train the involved staff in thele use, Much of the
start-up preparation will have to be done individually by sach of the
agencies directly invelved in the new response system, but the planning
group should be kept advised of progress in this regard and should be

given the opportunity to review sach agency's policy statements and
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procedural directives, The plarning group will also be instrumental in

arranging Tor a sharing of interageacy training resources.

This section describes how the police department should
appreach transforming the conceptualization of the new response
strategy into written policy and procedures and a training plan.
Chapter V1 suggests what the content of the procedural directives
should be and Appendix E contains several samplie directives on
procedures for handiing the mentally i11. The discussion in Chapter

V1 car also be used to guide the develappent of a training curriculum.

¥, Presaration of Policy and Procedures

RedutTng policy and procedures to writing is mare of a
mechanical tham an abstract process. [f the problem has been identi-
Fied and broken down istoc Tts basic elements and a solution has beep
doaveToped, policies will be natural outcomes of those processes, Hhat
remains for the law enfarcement agency is the process of articulating

this information in a masner ihat is essily comprehended,

lepending on the scope of the new police response, policy may
have o be writisn for both patrol personsel and for personnel within s
special unit, In any event, the pplicy must be explicit and practical

and the process of its development must be flexible,

Hritten policy statements direct agency personnel toward

uniform geals and objectives. They must be clear, must accurately
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present the agency's position in a positive manner, and must reflect
the agency's commitment to the program., Yet, the agency must ensure
that the policy does not overly restrict an officer's discretion in
reaching a disposition., Policy is different from procedure in that it
should be a broad, general statement of the values and principles that

guide officers toward the achievement of agency objectives.

Policy statements are beneficial not only because they quide
officers, but also because they aid in the supervision and evaluation
of officers and serve as training aids for instructors. In some agen-
cies, policy statements have been compiled into a single document. In
others, policy statements are included with written procedures, usually
in one of two ways. First, a clear and concise policy statement can be
a preamble to the procedure, providing the context within which the
officer is to follow the procedure. Second, the intent of the policy
can be incorporated into the procedures. I[f the policy is to be
included with procedural directives, it should be glearly set apart so

there is no room for misinterpretation.

Written procedure should provide officers with specific
quidance for dealing with mentally 111 persons and mental health agen-
cies, The directives should not prescribe strict, unalterable proce-
dures that do not allow for generalization in different types of
encounters. Rather, because each encounter is different, the direc-
tives should provide officers with enough information and guidance to

determine an appropriate disposition. Thus, careful attentfon should
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be paid to allowing officers the opportunity to exercise discretion.
This discretion, however, must remain in a context appropriate for
incidents involving the mentally i11. In other words, officers should
be provided & number of dispositions, all of which are deemed
appropriate for encounters with the mentally i11 in general. The
officer then has the responsibility for determining a disposition
appropriate to the specific incident. For example, the following
alternatives are possible:

¢ counsel, release, and refer the client;
counsel, release to family, friends, or community
house, and refer;
consult with a mental health professional;
obtain agreement to voluntary examinatian;

detain for inveluntary examination; and
arrest.

Along with T1isting appropriate dispositions, the directives
must also explain the circumstances that determine whether a particular
dispasition is appropriate. For instance, a person who is exhibiting
minor aberrations and who is under the care of a doctor or specific
treatment program fs not a candidate for an involuntary examination,
Similarly, an extremely excited and agitated person who has just com-
mitted a felony and who does not meet the criteria for an emergency
temporary detention should be arrested. (See Chapter VI for a further

discussion of dispositions.)

To further assist officers, procedures should include

criteria for emergency detention (as contained in state statutes) and
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an exptanation of the eriterta. The telephone numbers, addresses, and
hours of gperatfan of mental health centers and other social service
agencies should alse be included, along with the names of contact
persens within =ach agency, if appropriste. A&dditfomally, any pro-
cedures reguiring unitform or specific steps, such as obtaining mental

health warrants, should be clearly outlined.

Hisintersreted or igmorsd directives gre often worse than no
directives at all, Hence, in developing policy and procedure, three

guidelines should be kept in miad:

o Include the perspectives of persens outside the
cantrol of the agency that impact on the management
of the mentally 117 {e.0., the legislature,
the courts, mental health agencies).

8 Inclede the perspectives of agency personnel who are
familiar with or who must manage the mentally 111
{e.g., middla management, patrot officers, and
special operations team persennei),

¢ Include Tilustrative siivations, solutions,
contingencies, and infermation related to
the management of the mentally 11
{e.g., use of force, crisisz-unit procedures,
social service referrsl agenciss, and procedures
for trassporting s§§§§¢ts§

%

following these three guidelinss will graatly facilitate the
tmplementation of the new directives. The first guideline Is Tmportant
in that putside actors greatly influence what an agency can do. Staise
law regarding commitment procedures amd the officer's role in this
process must be clearly undersiond and should be fncluded in the

procediares.  The court and the prosecutor's office can provide
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assistance in Tnterpreting new or unfemiliar laws. Through either a
formal or informal process, any comminity agency that was directly
involved in developing the response strategy should review and comment
on written directives. Ultimate responsibility for drafting police
directives rests with the chief executive. These groups, however, can
be heipful in providing the agepcy with guidance in areasx in which they
have more sxpertise. Hental health professignals, for exampie, could
review the procedurss o ensure thair completeness and suitability fur
the type of incideni'at hand, Also, the department’s legal advisor

should review all drafts of policy.

Although the actual drafiing should be done by the depart-
ment's planning officer or other specialist, it is recommended that the
input of mid-management and 1ine perspnnel alsy be obtained, Agency
personnel in middle management and supervisory positions will greatly
influence whether the new system will be successfully implemented.
Inctyding them in the directive-development process will increase the
chances that they will support the implementation of the program.
Patrol and other personnel who must carry out the progriom and who are
ex;ar1enced in managing the mertally i1} should sTso be included in the
reviow process. Their krowliedge regarding on-sceng minagemgnt of

encounters involving the mentally 11 can be helpful in eliminating any

impractical procedures ihat might otherwise go undetected.

2. Training

Training the individuals responsible for fmplementing the new

response system is the next step, As with policy and procedure, the
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types of training programs fo be developed will be determined by the
scope af the new system, In any event, the agency should first examine
existing recruit and in-service trafning curriculums to determine where
changes are neaded. More specific and intensive training programs may
have to be developed for an officer fi11ing the position of mental

health lfaison and for officers in & specialized response unit.

Maong with dmproving 1ts own training program, the law
enforcesment agency should be prepared to provide orientation training
for mental health staft who will work with the police departmeni. DBoth
agencies should devote a portion of their training to the philosophies
and procedures af the sther agency, and the twp professions should

combine and share resources in this regard.

{ross-tratning sessions between law enfurcement and mental health
personnel often provide a basis for forming positive working relation-
ships. 1t ¢ important that the persons who will be most invelved in
the response system are aiso favolved in the training. This could
include mental health crisis staff, the officer responsible for mental
health 1{aison, and the officer who will command a special unit.
Cross-training gives each agency the opportunity to receive information
consistent with the palicy and procedures to be implemented and to
become familiar with the expectations of the individuais responsibie for

the ather zgercy's involvement., This reduges the chances of officers®
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heariag cne thiag in the classroom and ancther 1n the figld. Another
nenefit & this method is that it facilitates the development of amigaw
hle relationships among personnel frem each azgency. For example, other
factors being equal, a patrol afficer is Tikely to be more willing to

cantart 3 grisis unlt 1F he knows the individual who will respoad.

The value of recruit, in-service, snd cross-training experi-
ences in mental health matiaes cannet be overestimgted., Humerous
studies, sspecially those of Patrick {187R}, Levinson and Distefano
{1874}, Janus, Bess, fadden, and Greenwald {1978}, and Teesa amd Van
WYormer {1975}, have demonstrated the positive effects of mental health
training fer police afficers., Tesse and VYan Wormer found, for example,
that officers, after mental heaith training, view the mental heaith
system and its peofessionals in 2 more positive light. The mental
health system came to be se=n ds 2 resource capable af assisting in the
management of the mentally 311, Additienally, the sfficers were far
less suspicigus of mental health professienals and were witling fo con-
sult with them. Janus, et al. {1879}, alsc found that police o¥ficers
developed respect for mental health professionals and felt less appre-
hensive about expressing themselves when discussing mental health
issues, Perhaps most impartantly, officers’ attitudes toward the men-
tally 111 themselves were changed. Prejudice toward the mentally {11,
burn of fear and ignorance, was minimized. Anxiety in dealing with
mental health problems was reduced and ofFicers proved to ke guite

empathetic aboust the problsms of the mentatiy 111,
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As seen above, the attitudes and behaviors of officers can be
changed when they are provided with a comprehensive program 9f instrec-
tion. Obviously, attitudes of officers will alsg be fnflusnced by
departmental policy and the effectiveness of the new response systew.
fut the First step must be made in training., The deparitment must cone
vey to nfficers that calls tnvolving the mestally 133, though often
difficult to mamage, are not a nuisance or an exercise in futility,
Officers must reaiize that the department is committed to managing this
poputation in the most effective manner possible, Information presented
must Be relevant to the probiems officers enceunter and must be pra-
sented fn a ¢lear and {ateresting way. Squeezing a curriculus of this
type into a halfeday session will not suffice. For officers io receive
agdequate iastruckion in this arega, 2 minioum of 1B, or more, probably 28

hours, will be necessary,

Tratning curricuTums for recruit and in-service classes should
gover several important, diverse, yet closely related topic areas.
Listed below s a basic outline that includes topic aress most

beneficial to improviag an officer's response to the mentally 117,

1. HWNature of the Probles

k. Types of calls being handled hy police
B, Citizen attitudes towsrd mentally i1

11, Understanding the Mental Health System

A. Lurrent perspectives on treating the menteily 111
£, Community care
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Iv.

V.

L.
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Services of lozal community mental health
center and other agencies and institutions
that deal with mentally 117

Understanding Mental Disorders

A,

Bt

£,
D.

tfferences betwsen mental iliness and
other aberrant bekavior, including cauges
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Within this outline, therg are numercus possibilities for
varying the way the inforpaticn is presented. For some fopics, mebthods
other than lecture are often belter suited to conveying information,
Instructors can use videotapes or movies, reading materiais, role-plays,
guest lecturers, panel discussiens, and site visits., As soted above,
the use of mental health grofessionals and the department'’s liaison
gfficer or specialized-unit commander is essential, 3Some of the classes
should be held in the community mental health center, if possible, This
would enable the officers to become familiar with the physical setting
and to observe the center's gperations. For a detailed listing of

recommended readings and audig-visuel resourcss, see Appendix G.

Officers should finish the training sessions with an
increased grasp of the mature of the problem, legal concerns, types of
mental disorders, ways of recognizing and handiing the mentally 111,
zad procedurss for interacting with mental health professionals. The
jntent should not be te turn patral officers into mental health
paraprofessfonals, but rather to provide them with knowledge and skills
for managing the mentally i17 in @ manner beneficial for the subject,
the complainant, the officer, and the mental health agemcy. As such,
the officer must have & tlear understanding of the fellowling

principles:

e Mental illness is not a ceime,

o The police department it an essential companent
in the network of community services for the
mentaliy 11,
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The manner in which officers deal with the
mentally 711 will impact the condition of the
subject and the department's future involvement
with mentally 711 persons.

Training for the agency's liaison officer, in addition to the
topic areas outlined above, should address the tasks specific to
11aison. Specifically, this individual must have a thorough knowledge
of the operations of the mental health agency. In some instances this
would include knowledge of the case histories of individuals who have
had repeated contacts with law enforcement officers. This will enable

the Tiaison officer to review reports of later incidents 1n the Tight of

earlier decisions as to appropriate treatment for the individual.

The 1iatson officer must also have an awareness of how to
mediate potential disputes between officers and mental health workers.
The liaison officer must be abhle to comprehend and present the perspec-
tives of mental health professionals as well as those of police offi-
cers. While some formal training will help to prepare the officer for
this role, the majority of the required skills are best obtained
through hands-on training. Spending time at the mental health agency,
going on mental health crisis calls, sitting in on Interviews, and
becoming familiar with case management $kills will all contribute to

the 1{aison officer's understanding of the mental health system.

Training for a special law enforcement unit must be com-
mensurate with the duties of that unit. If the unit is to assume

formal mental health tasks, then the training should be of a more
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forpal nature than that provided te the liaison officer. Tasks such as
intake evalugtions, residential visits in a mental health rather than a
law enforcesent capacity, counseling, and diggnosis will require
extensive training in 4 mental health setting, Before a department
undertakes such 2 project, it should be certain that the Tocal mental

healtk zystem is commitisd to providing this training,

Tratning for mental heaith professionals by the police
department is also recommended. If mental health staff are to work
with officers and appreciate the concerns and pressurss that guids
afficers' actions, they must have First-hand knowledge of police work.
fide-alongs would emable them ito learn about the duties and perspec-
tives of patrol officers. Crisis staff should aiso be instructed fn
how to intervene in damgerous sVtuations, This training will facili-
tate understanding by mental health staff and aiso help fo clarify
thetr role and responsibiities when they are on-scene with police

officers.

G, IMPLEMENTATION

The required staff and other rescurces should now be in
slace, and the new program can be implemented, Depending on the scope
af the program and the availabiiity of zome of the required resources,
the implementstfon may be phased or full scale, As the program moves
Tnto full operation, attention to several cansiderations will help to

keep it on track.
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1. Tolerance

An important element that can contribute to the success of a
new program in which several groups are combining resources to address
a problem s tolerance. One aspect of tolerance is attitudinal--
realizing that kinks in the system will be inevitable during the
initial stages. A second aspeet is procedural., For gxample, the
potice department should realize that feedback to officers regarding a
final disposition might take longer than originally anticipated. Also,
the mental health agency must realize that officers will probably make
some Inappropriate referrals during the initial stages of implementa-
tion, Other areas that might Inftially reguire high tolerance Jevels
inglude the following:

¢ response time by mental health crisis staff

to the scene;
& waiting pericds in the mental health center;

¢ encounters ia which on-scene assistancs is
requested bul just not possible; and

e situations fn which the mental health agency
Just dees not have 4n answer.
An initial period nf high tolerance, however, should not become an
excuse for unresponsiveness. When wmistakes happen or problems arise,

remedig) action should be taken immediately.

. HMopitor Program

Although mistakes are fnevitable, especially at the beginning,

they should not be permitted to go undetected or uncorrected. For this
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reason it is recommended that al) contacts between pelice and the men-
tally 1171 as well as contacts between the police and mental health
agencies be monitored. In the police agency, this will require that a
desfgnated individual veview and maintain records regarding officer
contacts with the mentally 31i. The mentz? health 1daison officer oy
the Bead of a specialized unit is 2 legies? chotce, In an agency using
the generatist approsch, as in Madison, #11 petro? officer contacis with
the mentally 117 should be recorded on an incident report and forwarded
to the Tiaison afficer, BReviewing and cataloging these incident records
will enable the liaison officer io monitor the types of incidents
encountered, the ways in which officers respond, and any deficiencies in
the training progream or written directives, In additiagn it will enable
the 1iaison efficer to identify persons who have had repeated contacts
with the palice. The Viaison officer or head of the specialized unit
can then work with the mental health staff to devise a strategy for
cbtaining proper treatment For those individuals. The pelice agency
should maintain 2 copy of these reports for its own files and Forward
copies to the mental health center, as appropriate, for inclusion in the

subject’s file.

Fach of the agencies involved in the program (e.g., police,
mental health, prosecutar, and courts) should take steps to ensure the
confidentiality of the subject's records. With communfty-based treat.

ment, many agencies are involved in providing the services previously
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provided by a single institution. Often the provision of servicas
requires access to case historifes, buf the histories are not always
available because the confidentiality rules of one agency prohibit
dissemination to another agency. In the intersst of community freat-
ment, the relevant community agencies should develop procedures to

guide the dissemination af personal records,

3, Lliaisyn, Feedback, and Recpgnitign

The sstabliskment and contTnuation of vardous 1iaison efforts
w111 be essential to the success of the program. Withisn this broad

term, four specific tasks are reguired:

¢ at least monthly meetings of the planming group;

& frequent, irformal, yet substantive contacts
between the Tiaison officer and mental health
professionals regarding case mansgement;

e feedbhack fo patrol officers about the final dis-
pesition of encounters they handle; and

& recognition and reward for officers who esxcead the
gxpectations of the program and provide the men-
tally i1l sxemplary tars.

Hhile the program fs in the sarly implementation stages, the
planning group should maet reguiarly to discuss policy concerns, These
meatings should be a forum in which persfstent prablems involving
agency interactions cam be addressed. They should also he psed as a
mechanism for evaluaties and change, {f necessary. Thess mestings will

anable each group to remain aware af the concerns of the other agencies
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and of the course on which the program is headed. When prablems are
identified, however, it 1s best that they be resolved on the operz-
tignal level, If this is not feasible, then changes on the palicy

level might be necessary.

Frequent, usually daily, contacts beiween the Tiaison officer
and mental health professionals will snhance efforts to maintain a pasi-
tive relationship. Contacts such as these would usually center on
encounters between the police and the mentally 111 and interactions
between the police and the mental health staff. This will enable liai-
son personnel to discuss procedures, individeal subjects, and the per-
formance of mental heaith staff and police officers. The necessary

alterations can then be made to keep the pregram running smoothly.

A& system of feedback for patrol officers, and thefr immedizte
superyisors, who refer subjects fo or request assistance from mental
kealth staff must not be overlocked. Within 72 hours of the referral or
reguest for assistance, the officer should be infarmed of the Finsz}
disposition gr treatment plan for the subject. This is a valuable
reinforcement mechanism for officers, who, as a result of their actions,
have alded a subject. It also enables the officer to understand the
reasons for the way the case was handled, especially ip situations in
which the officer re-encounters the subject. Hot knowing why the
subject is being re-encountered can cause the officer to conclude that

Els or her previgus efferts were fulile, Xnowing why the subject was
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released and what 15 belng dose to avoid future encouniers, ps the giher
hand, will Belp the offizer tg deal with the subject in a positive
manner, Feedback is best accomplished through brief Tefters or

memorandums that can be given to officers by the 1iaisgn officer,

Firally, an official system of recogniticn and reward for
officers whe bandle clients with skill and sensitivity is alsc
recommended, There exists s variety of means for accompiishing this,

such as the following:

8 letters fo superiors commending officers,

¢ dstters of commendation for incTusion in the
officer's perspnnel File,

& zelection of these officers for specialized
tratning in this ares,

s publicizing the officer’s efforis through news-
Tetters,

e presentation of an annual award Tor the officer
making the greatest contributicn to the management
of the mentally {11,
Few police agencies have a reward system for officers who provide
exemplary service to citizens. & system of this type would alleviate

this discrapancy and alse articulate the agency's commitment to menaging

the mentally 111 in an effective manner.
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. CORCLUSION

This chapter has discussed mechanisms by which a law enforce-
ment agency can change the community’s management of the mentally 411,
in most communities, thfs will require the re-channeling of existing
resources or possibly the expenditurs of new resources, The benefits of
this effort wil? be shortly realized if the agency's approach to change

kas encompassed the steps outiined ¥n this chapler.

1t is {mportant that the police and the community as & whole
recognize that the problem of managing the mentally 111 is & continuing
ope, Pplice inttiative in this regard can only prave bengficial.
First, the agency will benefit by having a clear policy, training pro-
grams that will fncrease officers' understanding of the preblem, and
expiicit procedures that will coniribute to effective management and
the prevention of encounters thet get out of control, Ssecond, police
initiative will show the sgency's service area that it i committed %o
impraving the community's response to social problems. The example the
agency sets can spur other community groups te assist in the mangement

of the mentalliy i11.
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OPERATIONAL PROCEDURES

HManaging an encounter with a mentally disabled person can be a
frustrating, unfamiiiar, and sometimes frightening experience for a
pelice pfficer, Attempting te communicate with a person exhibiting
Bizarre behavior and reaching anm appropriats disposition fan be a
difficult task., Ong or two bad experiences with deranged individuals
or a mental health agency can cause officers o develop negative
attitudes toward the mentally 711 and mental health professionals.
Mditionatly, officers may develop a disdain for this type of call,
which in turn, can contribute fa the improper management of thess
sncounters, An Ynadeguate respense by pfficers, sugh as displacing the
problem, ignoring the incident, or effecting an easy but fnappropriate
dispasition can only worsen the problem for the complainant, the
subject, and the department. Repsated calls for assistance Tnvelving
the same subject are often the result., Insufficient training and
procedural guidance will force officers fo devise their own ways of
handling eacounters. The resultfiny response will be inapproprizte, at

vorst, and Tnconsisient, at best.

This chapter describes procedures to be used by police offi-
cers in handiing ap enccunter with the mentally i11. The purpese of
the chapter is twofold: First, the information provided will guide the
development of the pelicy and procedure that must be set in place

before a new response strategy can be implemented. By addressing each
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af the topics inciuded in this chapter when daveloping writien
directives, # department will be taking a major step in ensuring the
successful impismentation af its response strategy. Sevand, the
chapter provides a guide tp tha types of tnformation that should be
inciuded in recruit and in-service training programs to prepare offi.
ters for execuiing deparimental procedures. {See Appendiz £ for
exsmplary directives prepared by the Dmaha, Hebraska, Police Divisiong
the Madison, Wiscopsin, Police Deperiment; and the Fairfax County,

Yirginia, Police Department.)

The discussion of procedures has been divided into twe
aspects: the imtervention process and dispositien process, The inter-
vertion process begins with dispatch procedures dand ends with tech-
niques for handling the mentally 11, The dispesition process focuses
un how an officer, either alone or with the assistance of superiors or

mental health professiomals, can arrive al an appropriate disposition.

A. THE INTERVENTIDN PROCESS

i, BReceiving and Dispatching the fall

Police operators recedve a variety of calls concerning the
merntally {11, and each type of £al? can require its pwn response, In
many instances, the ¢aller, whether 11 is a complainzgnt or 2 person in
need of mental bealth care, is only trying fo Tgcate an agency that can
provide nom-gmergency services, In other ipstances, the caller ds

requesting a police response becagss an Individual {s acting bizarrely,
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disturking public order, or committing a crime. The caller may or may
not know whether the iandividui) involved has a mental disorder. Stil1
cther calls might invoive & mentally 111 person who is filing a com~
piaint about & preblem that, in reality, dogs not exisi, To the ment-
alty 111 complainant, however, the problem iz guite real--often
frightening-~and should be treated accordingly. For example, a call
from a woman who complains of taser rays from outer space or from & man
who insists that he is being followed by an assassin with a gun should

not be ignsred.

Bepartments should make certain that written guidelines are
available to aid police telephong operators in handiing calls invelving
the mentally 711. 1a general an operator has four options:
handTe the preblem over the phone
make a referral

forward for routine dispatch
forward for priority response,

In cases involving hallucinating callers, the operator may be able to
alleyiate the problem over the phone, especialiy if the compiainant i3
a chronic caller. Hemaining awarz of the frightening event that ths
caller is experfencing, the operator shouid not deny the problem but
rather concentrate on downplaying its frightening aspecis. If this
appreach is not quickiy swccessful, then 2 patrol unit should be dis-
patched if the cemplainant reguests one. In any situation involving
yiglence, threats of visclence, threats of sui¢ide, or weapons, a patrol

rFesponse 15 mECessary.
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If it is obyious that the caller's needs do not require aa
on-scene police response and can be handled by available wental health
ar social services, then the appropriate referral should be made. Yo
aid operators in this effert, an up-to-date 1ist of referral agencies,
erisis hotiines, and suigide prevestion services should be readily
available and should include such fnformation as contact persons,
addresses, telephone numbers, hours of operation, services offersd, and

whu is eligible for assistance.

To assist operators in deteemining 7F a palice response to a
cali s necessary, an assessment ¥nstrument shouid alse be avaflable,
The sampie questiomnaire included zs Appendix F is a good starting
point for developing an assessment instrement that reflgcts the local
problem and local statutes regarding treatment of the mentally 111. A
grofessional from 2 Total mental health center coulsd be asked to review
the questienmaire for completeness. Remember that the longer the
guestionnaire is, the less Tikely that it will be an effective

tonl.

The dispatcher, upon receiving the necessary information from
the operater, should either dispatch the call or assign it 4 priority
for dispatch, In siteations invelving violence, the theeat of vio-
lence, the threat pf weapons use, or the threat of suicide, a high

priority should be assigned to the call,

Depariments should consider the extent to which information

te guide opsratoers and dispatchers can be computerized. Contact
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information for making referrals fo community agencfes could easily be
maintained on a computer system, as could records of 811 ¢alls in-
volving mentally i1l persons. Profiles of mentally 111 persons who
have come to palice attention or whose disorders are of the type that
may iead them to come to police attenticn could 2lse by maintained
on-Tipe. The prefites, developed in conjunction with mental hezlth
professionats, should include a description of the person’s disorders,
contacts with police or mental health agencies, treatment hiztory, and

recommendations as te how the person should be handled.

Z. Officer Receipt of the {ail

When an officer receives z call from an official source (dis-
patcher or & caurt order fto pick up or transport), when a citizen
alerts an officer’s attention to a potential problem, or when the offi-
cer notices an individual behaving in an unusual way, the officer
should evaluate the situation before taking action. The dispatcher
should provide the officer with 371 available isformation. Because
many calls iavolving the mentally 111 are repeat calls, the officer may
ba familiazr with the individual and may be able ko incorporate experi-
ances from previous encounters into the current response. The more
information an offfcer has, the more appropriste the response will be,
The officer should also consider Wiz or har basie gozls in managing the
encountar and how the specifics of the incident wiltl influence the

attainment of those goals.
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Writien procedures should detail the officer’s responsibilis
ties in handiing an encounter with the mentally 111, Basic responsi-
Bitities are as Follows:

a Betermine whether the person is mentally 11 or

dangerous.

o Determine if 2 violation of the law has ocourred.

¥ betermine the appropriate dispesition in accordance
with the specifics of the incident.

¢ Initiate action to effect the disposition,
s  Accomplish the above tasks while emsuring that no

harm comes tc the subject, any bystenders, or the
pfficer.

3. HArrival at the Scene

When itraveling io the scene, an officer should net use emer-
gency lights and siren unless there is an imdicatios that a weapon or
viplence s involved. Tp avoid exascerbating what could be o highly
charged incident with numercus bystanders, the officer should turn off
tights and siren, if used, within a block of the incident., If, on
arpival, it is apparent that viclence or 2 weapon is involved, the
pfficer should request a backup. [If the incident involves a hostage, a
barricade situation, a potential suicide, or other sttuation with which
the officer is not equipped to deal, the officer should contact the
appropriate superior or special unit and wait for assistance, if

possible. In suicide-threatening sitvations, however, the officer
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should establish and maintain communtcation until additional resources

arrive.

While on-scene, the officer shogld present a calm,
take-charge image. The person who susmoned the police may he panicky
or distraught, The fact that hs or she requested 2 police officer

indicates an inability %fo deal with ths situation.

Before trying to assist the mentally 11 person, the officer
must bring other pecple onr-scens under control to keep the emcounter
manageable. Any bystandsrs who are not witnesses, including disruptive
Ffamily members, should be asked ig Yeave the scene; they can only con-
tribute to a deterioration of the incident, Provocations frem by-
standers might only encpurage the person to do something dangerous. [%
is important that these and any other measures that will calm the
person and keep the incident discrest and absent of attention be
empioyed. This will enable the officer to keep the incident 25 manage-
ahle as possible and reduce the ppportunity for onlopksrs io stigmatize
the mantally 711 person. Witnessas and helpful family members, how-
aver, should be identified and advised to remain close by. This is

especially true when the situation involves a potential suicide.

The first concern of the officer should ke the halting of or
the prevention of a crime. Onze this is accomplished the officer can
then begin to sert out the factors on-scene that may influence the

dispogition. The offfcer should ohserve the scene for indicatipns of
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bizarre behavier ar for resulits of bizarre behavier, For example, z
tollection of personal belomgings piled in 2 driveway may have come
from an open window, HNot enly wiTl this observation alert the officer
to potential danger but it may also help the officer gain a better
understanding of the parson apd the incident. Family members or
witnesses should be interviewsd to obtain pertinent information. The
officer should also determine if a crime has already heen committed as
this will affect the range of possible dispositions, If the person is
exhibiting bizarre behavior, the officer should try to get specific

detaiis concerning the behavior, its causes, and its effects,

The procedures develpped for officers to follow on-scene
should include the use of a checklist 1ike the one recommended for
police telephons operators [see sample in Appendix F}. Clrcumstances
may not always permit actual use of the guestionmaire, but the officser
shoyld bg aware of the types of guestions to ask witnesses, family

members, and the mentaily 111 person.

The information collectsd by an officer on-scene will also be
beneficial to obtaining a psychiatric examination for the subject, ¥
needed. Quite often the individual’s behavior on-scene meeis the
criteria for an involuniary ezeminaiion, yel, once at the exemination
facility the Individual is calm and the officer's concerm appears
unfounded. The uze of an assessment instrument can help an officer

present valtd evidence of the need for an examinatton,
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&, Recognizing Mental Disarders

From the officer's perspective, Tt 15 not esseniial that he
or she be able to identify specific types of mental disorders. Bather,
the officer must be able tn recognize geneval indicators of mental 11-
ness sc that appropriate preliminary action cae be taken, Depending on
the severity of the disorder, the mentally 1171 can be difficult to
distinguish from perscas nol having & mental disorder, Hental {ilness
is not a form of mental retardation, although a number of perscns are
affected by both mental i1iness and mental retardation. Hence, the
mentally 11 can be intelligent, perceptive, and articulate. They can
e employed and maintain famil1ial relationships., With the onset of
their disorder, however, they hecome unable to deal rvealistically with
the world, Their thoughts and actions are not based on reality, and
their ability to think clearly is impaired. This Tevel of impairment
can vary tremendously not only from persen to persaon but zlso over time
with esach person, For this reason, the officer should carefully recerd
any signs of mental 111ness. As noted, this will be quite helpful in
reporting symptoms of mental illness in a person who hes since

stabitized and mow appesrs "sormal.”

Three gensral characteristics are syupiomatic of 3 mental
disorder:
¢ The behavior and mood of the person are Tnappro-
priate tg the setting,
e The behavipr of the person tends to be inflexible.

¢ The behavior of the person tends to be impuisive.
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Hithin these three general charscteristics fTY numerous specific

symptams of mental illness.

As npted above, the ofFicer on-scene is not expected io bhe &
diagnostician. Rather, he gr she s expected to be able to assess the
sttuation and make 3 yes-or-no determination as tg whether there is
reason to believe the subject has a mental diserder. Hritten pro-
cedures should remind officers of the more common signs of mental dis-
orders. Recruit and in-seryice frdaining programs sheuld have provided
the context for interpreting these sigas by iastructing of Ficers in the

types and symptoms of mental disarders.

Uritten procedures should Tnstruct officers to look for the
following types of indicators of mental 111ness when assessing the

scene and interviewing the subject, family members, or witnesses:

¢ Sudden thanges in lifesiyle

--cap be hoth 2 cause and indicator of mental disgrder

--invaives an {nability or unwiliingaess to fuifill one's
expected role and responsibilities

o Major changss in hehavier

--bshavior may have undergone sudden and drastic change
--behavior may be marked by exapgerated mood swings

~-Berson may show lack of judgment regarding family, job,
money. or properiy

--persen may dress flamboyantly, exhibit inappropriate
sexual hehavior, or go without steeping or sating
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Extreme anxiety, panic, or fright

~-gnxiety is intense and unfounded
--peErson iz in a state of panic or Fright

«wperson may be hailucinating or in & state of delusion
{see balTow}

--person may Bave trembiing handg, dry mouth, or sweaty
oalms

Believes pthers are plotting against bin

~-person has an unreal fear of being watched, talked about,
foligwed, persecuted, or harmed

wwperson cannol separate reality and imagination
Hallucinations

--person experiences evants that have ne objective source
but that are nometheless real to him or her

--tan invelve any of the senses but most commen experiences
are seeing or hearing things

-~can also be {nduced by drug or alcohol abuse
Belusions
--personal beliefs that are not based on reality

--tdn cause person to view the world from unique or peculiar
perspective

-~often focus on persecution or grandeur

Depression

--accomparisgs many mental disorders in varying degress
-~pfien characterized by a persistent, general malaise

~-g&rious depressicn zan involve withdrawal from family,
job, and sorial ipvoTvement
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# Dbsessions

~-~rpcurrent thoughts, ideas, or images that serson cannot
dismigs from mind

—-usyally nyoive behavior that persen finds unacceptable
--gan cause tension and high level of anxiety

o Unexplained lgsses of memory

-~persgn cannot remember the day, ysar, where he is5, etc.

--1igt to be confased with loss of memory that often
sccompaniss aging

a Confusien
~~inabiiity to focus on particular topic or interactions
~-might be an indication that persce has an obsession
--a150 caused by stroke, diabetic coma, intoxicatien,
senility.

Persans who are mentally 117 must often lake medication to
counteract a chemical imbalance that may be causing the mental
iiiness, HMany medications, however, cam causs side effects that are
often uncomfortable ar annoying. Ualike hallucinations, these are
radl. But, Yike hallucinations, the person has no control over them,
Moreover, the person may not realize anything is happening. As with
ather symptoms, the side effects are not exclusive to medication for
the mentally 911 asd @ determination of mental 111ness should not be
rmade solely on the basis of their existence, Some of the major,
noticeable side effects are listed below:

@ minor stiffness; a rigid, shuffling gait;

@ an at rest, hand jerk;
"

acute muscle spasms, tilted head:
& constant, fine, fast tremor;
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e blurry vision;

e a rhythmic motion of the jaw or Tips, a clucking of the
tongue, smacking of lips or--in severe cases--facial
distortion.

(The material in this section was drawn from Matthews and Roland
[1979: 3-7] and Russell and Biegel [1976: 59-65]. See Appendix B for
a more clinical description of major mental diserders and Appendix C
for a discussion of four conditions that can accompany or be confused

with mental i1lness--personality disorders, crises behavior, suicidal

tendencies, and mental retardation.)

5. Handling the Mentally 111

Though for the purposes of this chapter procedures for
recognizing and handling the mentally 17 are discussed separately, in
reality the two efforts are often intertwined. In order to determine
whether a person is mentally 111, the officer will usually have to
interact with the perspn. This is especially true in situations in
which others are not available to provide informatfon about the

subject.

Training in varicus techniques for communicating with and
hand1ing the mentally 111 will put the officer in the best position to

manage the situation successfully. As noted azbove, the officer should
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failow these guidelines before inieracting with the person on-
scene,
9 Gather as much information as possible befors
arriying on-scene.
4 Be discreet and avoid attracting atteniion.

s Pe calm, avoid excitement, and portray a take-charge
attitude,

o Remove as many distractions gr upsetting influences
from the scene as possible--this ingludes bystanders
and disruptive friends or family members.
¢ Gather as smuch information as possibie from helpful
witnesses, family members, and friends.
By first getiing the situation under control, the offizer will be in
@ pasition to interact with the person and effect a disppsition with a

minimum of distractions.

When first approaching the person, the officer Should be
aware of the potential for viclence. Though involvement with 2 men-
tally 1% person 1s not usually dangersus asd the likelihpod of
viglence is ng greater than with anyone else, the officer must remain
aware of the potential. Accordingly, the officer should position
himself in reYetion to the person So that the passibility of being
struck or Bit by flying objects is minimized. He should not rush or
sttempt to overpower the person unless someone's safety is heing
threatened, If the person is acting dangerousty, but not directly
threatening any other person or himself, the person should be given
time to calm down, Time i5 the officer's ally. Violent outbursts are

psually of short
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duration. It is betler that the officer spend 15 er 20 minutes walting
and talking than to spend § minustes struggling te subdue the person,
Communication, rather than intimidation or forve, is the most sffec-

tive tool.

White, or immediately afier positioning himself, the officsr
should begin the process of interaction. Reliance on the technigue of
firm gentleness 15 recommendad. Though seemingly a paradox, this tech.
nigue 15 quite effective. The person should be treated gently and with
care., Firpness consists of assuning 4 take-charge and insistent atti-

tude, but without intimidation.

The next step should be for the officer to introduce himself
and the reasan for his presesce. For zxample, the officer should tell
the person that he {s there to determine what the problem is and how it
can be solved withoult harming or inconveniencing anypome. I is esssp-
tia) that a fone of he'lping be established if the officer is te hasdle
the sttuation effectively, Taking a tough guy or adversarial appreach
will only exacerbate the situation, #s wil) threatening or abusing,
either physically er verbally. Tough methads will usually frighten the
persen and cause him or her to rezct in 2 defensive and possibly
violent manney, Himmelsbach {in Goldstein 197%:70-71) makes a useful
analogy between a mentally 117 person and a Prightened animal im nsed
of help., ®¥ou would not attempt to rushk in and grab the animal while

yelling and screaming at t. Instead, you would make stow cautious
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moves, talking to the animal in a guiet, calming vaice, a1l the while

easily approaching 1t."

Once initial communication has been establ{shed, the officer
shoutd build on this helping and non-threatening foundation., IFf the
person is in an open pubiic space or other area where attention s
pasily attracted, the officer should trv and relocate both the person
and himself to anm area more conducive to calm conversation, Mvglding
excitement and sttention will often help the person to relax and will
sase the process of deitermining a dispositton. If the person iz
reluctant to move elsewhere, the officer should not rush him. Rather,
the officer should talk about the idea some more and remember that
gfving the persom a Yitile time can ofien allow him to change his mind.
If the officer does approach the person, he or she should remember io
maintain 8 comforiabie personal space. As with aggressive or
threatening tactics, crowding the individual's personal space may causse
fright and provoke 3 defensive reaction. Alse, the officer should be
awWare that the treppings of his wniform--gun, handcuffs, and
nightstick-~-may frighten the person. The officer should explain that
they are necessary to hiz Job and are nol intended to hurt the persen.
Indeed, explaining how these iastruments will keep away the persom’s

enemies may neutralize their otherwise Intimidating nature.

The subject should not be cross-examined with a flurry of
close-ended questions {1.e., "yes® and "no® questiocns). Instead, the

person should be asked questions that allow him to explain the preblems
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that are bothering him, For example, it is betfer to ask: "What types
of fears do you have?" gnd "What is causing those fears?® rather than:
*0o you have any fears?™ A sintere and open-ended approsch will often

help the person to refax and pravide specific infarmation that will

assist the officer fr reaching 2 dispositiesn.

When the person talks about specific problems or complaints
that concern him, the officer should Tisten attentively but avoid
commenting on them. Insiead, he should concentrate on Jdentifying the
persanfs underlying preblem, For example, the persgn may claim that
the waitress servinmg him is poiscming his food and that the vendor
outside 1s weiting to ki1l him. The officer should not dispute these
complaints but should offer a comment such as: "You believe that other
people dre trying to ki11 you.” This spproach avoids debates and
arguments about the possibility of these evenis and shows the person
that the officer understands the problem he 45 experiencing. OCisputing
the person’s claims is5 fruitless. Offen, thete complainis are a result
of delusions or hallucirations, alhhough to the wentally 111 person the
problem is real. Thus, any attempts to invalidate pr offer advice will
not benefit the officer ig attempting to reach a disposition, By
conveying to the persen his impression of the person's feelings, the
officer does not agree or disagree with any stalements but only
tegitimizes the person's feelings. This is the best approach to

communicating with the mentally 11,
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Gecasionally, an exception to this approach may be warranted,
but the exception should only invelve situstions in which the mentally
i11 person is the complainent. For example, the chronic caller whe
complains about death rays from ampther planet may best be handled by
pretending to make an interplanstary communication over the cruiser
radfo, Generzlly speaking though, it 15 best to avoid specific

statements and focus on general problems.

The thrust of the discussios above can be summarized into
seven hasic guidelines, If these are adhered to, the Tikelihood of
successful interaction hetween the individual and the officer will he
greatly enhanced. And 7¥ communication is possible, the chances of
Tnappropriate action can be reduced. Thus, the officer should always

Ltry to interact with the person while keeping the following in mind:

¢ Avgid excitement, comfusion, or spseiting
circumstances, These may frighten the person,
inhibit communication, and increase the risk of
physical injury to the subject and other persons
at the scene, This incliudes abstaining from
using words such as *psycho” or "nut house,”

¢ Do not abuse, belittie, or threaten. Such actions
may cause the person te become alarmed and dis-
trustful. A firm, all-business approach is besi.

¢ Do not lie or deceive the person. This cae also
cause the person to be distrustful, It mey also
Ttmit any chanves for successful treatment and
make any future management of the person by offi-
cers more difficult.
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& Do not rush the person or crowd his personal

space, Any attempt to force am issue may quickly
backfirg in the form of violence.

& o not let the person upset you or trick you

inte am argument. lgnote any attacks on your
character, physical appearance, or professisn

a5 these will undermine your ability to communi-
cate and will also provide the person with
ammunition for future attacks.

¢ FRemember the principle of firm gentleness., Hith
g take~chzrge attitude and &n insiztence gon your
prders being followed, gently indicate that your
only intention is to heip the person.

o Remain professional in your contacts. You can
empathize and lend an ear without hecoming too
familiar with the person. {Sse Matthews and Roland
197%+8-11 and Himmelsbach, in Goldstein 1579:72-73.)

The guidelines above ombody one common sTement: communica~
tien, Communication 31lows the officer fo gain valuable informatien
regarding the problem, It ziso enables the afficer and the subject o
understand each other and, ir turn, reduces the tension that accom-
panies these encounters. If there is any “key® to working with men-
tally diserdered psrsons, it s befng able to 1isten to their com-
glaints and thelr fregquent tirades withput becoming defensive and
threatened. Allowing the subject fo get his message across to another
serson who then says, 1 understang™, s the vehicie that allows the
mentally disturbed person to he helped (Himmelsbach, in Soldstein

1979:73).

In addition to providing general guidelines, written pro-
cedures should include spec?fic ways for handling situations officers

are likely to encounter., Himmelshach has identified six sTiuations
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that are most eften encountered by police and the best way for
addressing them. The faliowing situatfons have been excerpted from his

work in Goldstein {1979:73.77).

# Subject is Cempulsive Talker - Persons engaged in
compulsive falking produde a stresm of sometimes
meaningless chatter at a rapid, aimesi non-stop rate.
These are understandable communications, but bear 1iitle
or no relation to the preblem at hand, This Bshavior
indicates high levels of anxiety. If your requests to
siow down are not effgctive, you can interrupt the
compulsive speech pattern by asking the Tndividesl
specific conerete questtons, For example, ask his birth
date pr address; ask his o glve the 11 name of his
children or his parenis; or ask him where he works or goss
te school. Your goal fs to ietarrupt the speech is order
to break i%s spttern and bring 11 somewhat under
control.

¢ Delusional Siatements - Delusions are unigue ways of
vigwing the world, and delusipnal statements fragquently
come intp zonflict with the views of others., There are
three possible responses fo delusions:

--agree with them
--dispute them
~-gefer the issue,

1f you agrge with the mentally disturbed person's deltusion,
you put yourself in a posftion of being ineffective in your
attempis to provide the person with help. The individuatl
could legitimately ask, "Why do you want wme to go to the
khospital, since you agree that what I say is trae?®  Such
agreement £an aiso have the effsct of incressing the
spbject's upset state, since the delusion is oaly a means for
him to reduce his anxiety. To have ethers begin to believe
in "his worid® may he mere frightening than helpful,

Tha next option, disputieg the delusions, s equally
inzffective. A dirsci confrontation with the subject over
his disorderad thinking may well resylt in his withdrawing
from the person making the attzck. He will becoms
inaccessible, or arguments may ensue. This might result in
the individual's acting out aggressively due to the threat he
sxperiences.
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This leaves the third option, deferring the issue. In this
responsg, you do not agree with or dispute the person's
statement; rather, you acknowledge the person's yiew of the
wprld, indicete that it is not your own, and follow with a
statement of how you understand the person's feelings., An
example of this type of respanse would be:

Subject: There are many peaple who want me dead.
There is ar arganizatiss on 1.Y, which
had my name on T.V.

Gfficer: I can see you're worried about someone
harming you., 7 don't know of anyone who
wants ta hurt you, but I really would 1ike
to assist you in any way I can %o halp you
feel safer.

By this response, you neither confirm nor dispute the
person's view of the world. Rather, you give the person a
message of the availability of help.

Subject exhibits sarangid tendencies - Parancia oftien
involves very severe delusions. vou must be very sensitive
{both verbally and physically} when you respond %o such
individuals. Paranoid persons are marked hy their extreme
suspiciousness and tession. They can appear to be very
frightening to others.

Yau mest be acutely aware of any ingications that the para-
noid persgn is feeling threatened by you. If you detect
this fear, you should become as non-threatening as possible,
giving the person a feeling that he is 1in zontrol of the
situation. You should neither pick up on any verbal
challenge, nor agree that you know anything more about the
subject than he tells you. Many paranoid people may say
things 1ike, "You know what has besn happening to me.” Or,
*You're a police officer, you have those serrel records on
me." You must not confirm that you have any special
knowledge ahout the persen.

w¥hen you're moving into or around a rosm in which & paranoid
person is prasent, it is good practice to anpounce your
actions before initisting them. Telling the subject that
you are moving acress the room to sit in & chair reduces the
probability that he will thiak ypu are about %o attack him.
This telegraphing of your actions assumes that your goal is
aot te subdue the individual physically. Except in
situations In which the person must be physically detained,
avoid any physical centact with the person.
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e Subject is conscious but non-responsive ~ This happens in
£as6s5 in which the person may he catalonic er seversly
depressed, You should never assume that because a person is
net responding to your statement, he is not hearing what you
say. In these situations, there {s the temptation to begin
acting snd talking as if the subject were not present, This
is & mistake. Mental 11Tness does not render 2 person deaf,
Therefore, you should make every gffort to obtain & response
from the individual. 7his can be done by quietly askiag
guestions and being sensitive to any types of reply, such as
a head nod.

If this is not successTul, you shouwld attempt to understand
the person’s thoughts or feelings and cosmunicate that
understanding to him. These "gussses" can be based on the
information which you acquire at the scene, as well as on
the body pusture and emotion the Tndividual may be
displaying, By making this effort, you communicate to the
subject that you wish to understand his siteaticn., The
subject may then feel less threatened about discussing his
difficulties with you.

s Subject is hallucinatery - Halluginations are very
frightening for the person who 7z experiencing them.
M F¥icuities smerge when the person Is actively
Bellucinating in the presence of the afficer. The first
response you must give s to validate the hallucinatory
experience for the individual, but, st the same time,
indicate that the hallucination does not {shisctively)
exist. If an individual is seeing or hearing things, you
must Indicate £aat you understand that those experiences are
real and frightening for the subject, but that they do not
exist in reality. Second, you must firmly and
empathetically indicate that those sensations are due to the
extrene emotional stress that the person is experiencing,
gnd that once the stress is Tessensd, the hallucinations
wiil disappear. You may have to regeat this reassuring
message many times before the individual can begin fo
respand to {t.

e Subject is psychetic #nd aggressive - This is probably the
mest troublesome situsticn Tor any pelice officer to respond
to effectively. If the subject is in the act of attacking
you or ancther individual, there is no question that you
should respond with your police contrgl skills. Howsver, in
many instances, the sebject will not be acting out, but will
be threatening somecne. He may be waving his fists, or a
knife, or yelling. If the situation s secure, and if no
one can be accidentally Barmed by the individual, you should
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adopt a non-threatening, non-confrontative stance with

the subject. You may potnt out that you do not Tike o get
injured or heaten up, that there is no need for the
Tndividual to threaten you becauvse you are going to "listen"
to #im, that getting inte a2 pitched battle with you may
cause more prablems than it will sgive,

You should thes begin talking to the subject as outlinsd
eariier, allowing the individual f& vent same of his
hastility, Yeu can also indicate this Tow-ithreat,
Yow-offensive style by sitting down, remgving your hat, or
aotherwise trying to put the person at ease. 5it a
eomfortable distance from the subject, move the chair 50
that 1ts back faces the swbject, and straddle it. This
permits you to use it as a profective hlock ff the persan
suddenly charges you, It's essential that you appear
relaxed and-non-thregtening, but you must alsa be on your
guard.

. Physical Farce

in situations ia which physical resiraint or force iz needed,
the officer should npt hesitate ip fake the necessary actian, As noted
ashove, however, excessively emgtional ar even violent autbursts by the
mentaily 111 are often of short duration., ¥t is better to Tet the put-
burst dissipate rather than wrestle with a person who is under extreme
emotional stress, Bizarre hehayigr alone 15 npt reason for physical

force,

Only when the person is so dangerous or violent that himse) ¥
ar another is 11kaly fo be harmed should force be used. As fn ald
situations, using the least amount of force necsssary to accomplish the
task #s the prescribed method for siopping the outburst. Stories about

the mentally 11 having super-humas strength mey semetimes be overly
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dramatized, but in most cases, they are not far from the truth.
Increased adreanlin and @n Insensitivity to pain often create g situa-
tion {n which at Teast twn officers are needed to restrain the person,
The presence of several officers wight also allevizte the need for
physical restraint, Guite often, a show of foree will allow the person

& face-Saving way cui of physical restraint.

IT, however, the officers do have to restrain the person i%
shauld be accomplished quickly, The officers should #irst agitempt to
mansuver the person into a spot where he can b2 overpowered with the
Teast risk of injury to anyone. They should be wary of any objects the
persan could use as weapons. The person should be resirained by
grahbing him by the arms and wrapping him is a blanket, sheet, or coat.
It these methods do not work, only then should handcuffs be used.
Insensitivity o pain can cause the person to cut or bruise his wrists
er to fall and injure himself, Hapdeuffs, if used, should be douhle

iocked to Tessen the chance of wrist injuries,

Several types of gadgels or devices are desigped to immobi-
1ize or {ncapacitate snraged persons. Some of these ars quite elabo-
rate and produce electrical charges, spray water or mace, or hurl
missiles or beanbags at the person. Others gre much Simpler and
include nets, long poles, and Tassos. These instrumenis can serve a
useful purpese tn extreme situations and have probably prevented injury
or death on cceasfon. However, they should be reserved for only the

mpst extreme encounters. What works best and what 15 mast beneficial
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to the well being of the disturbed person ard the image of the
department is patience and communication, neither of whick these

devices encourage,

B. THE DISPOSITION PROCESS

The officer should constantly evaluate the behavior of men.
tally disordered perseas, their background, their support network
within the community, their possible fnvolvement fn a crime, and the
seriousness of the crime, refraining from making & disposition until as
much information as pessible can be gathered fhrough the preliminary
Tavestigation., 1Ff the law enforcement agency has develeped &
relationship with a local mental health agency whereby Jjoint efforts
are used to defermine a 4isposition, the offizer's job can he
considerably easier. If such a relationship dees not exist, the
gfficer on-scene, perhaps under the direction of a supsryisor, will
have full respensibility for reaching the appropriate initial

disposition.

An officer's gisposition for any situation involving the

mentally disabled will depend on twe factors:

@ the nature of the situation, ang

¢ the behayforal aberration of the individual
invalved in the situation.

Within these two facters, the offfcer must choose among six possible

dizpositions.

1} counsel, relsase, and refer the individual
to a mental health center;
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2} counsel, release tc famfly, friends, or some
other support network, and refer;
3} consult with a menta} heslth professional;

4} ohtain the person's agreement o sesk voluntary
examinatiang

%} detain for involuntary sxamination; and

6) arrest.

As with sttyations invelving persons who are fiot mentally 111, the
officer must exercise his or her discretion in accordance with logal
statutes and departmental policy. These should be identified and

fracTuded in the department's procedural directives,

1. Counsel, Release and Refer

If the iscident is of a miner nature, the persen's mental
disorder does not appsar incapacifating, and the person does not meet
the lagal defin{tion of dangerousness, "cownsel, relesse, and refer” is
usually an appropriate response, The officer should explain to the
person why he or she attracted the attention af the Taw enforcement
agency, whether the attention was warranted, and ways Tn which the
preblem can be avpided in the fuiure. For example, the officer can
tell the person that his conversation with the alfen upsets paople and
capses them to call the polies to investigste. Though ng viplation has

been committed f{except perhaps leoitering} other pecple do not
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understand why the person talks %o aliens and the perspn should try to

keep his conversations low-key.

Before releasing the individeal, the officer should be
reasonahly certain the situatics will not recur and that the persan can
be left on his or her own, If the person is extremely excited, he or
she should not be released, If circumstances permit, the afficer may
want to transpart the person away from the scene if the perspn agrees,
Before reieasing the person, the gfficer should alsg refer the person
to an sppropriate spcial or mental health agency. The pfficer should
tell the person that he will be giving the referral agsucy the person’s
figme, phone sumber, and address, and that a contact by the agency
shayld be expected within a day er two (iF an arrangement such as this

exists with the mental health agencyl.

2, Counsel, Release to Family, and Refer

If the incident is minor and the person is not severely dis.
prderad, but releasing the person sn his or her own would be unsafe,
the officer shoyld release the person to family, friends, or a support
network, such as a group home, This action s also appropriate if the
ingident that reguired police atitention is Tikely to recur if the
person ig 1eft on his ar her own, The officer should recount the inci-
dent to the caretaker, make ar appropriate referral and, in furn, cone
tzct the rgferral agency, Heleasfng the person to & carstaker may

require the officer to transport the subject. Other means include
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sending the person in a cab or having the carstaker meet the officer at

the scane or a half-way point for pick up.

3., Consult with a Meptal Health Professional

Being able to consult a3 mental health professional in deter-
mining a dispesition will make the gfficer's job much sasier through
the sharing of responsibility and the insight gained through such
interactions. Consultation with i mental health professiomal 15 often
necessary when dealing with the mentally il11, particularly while
officers become Tamiliar with managing this pepulation, Because many
ancounters with the mentally 111 fall inte the vast gray areas between
relrase and refer and arrest or {nvoluntary examipation, professionz}
assistance i3 needed. This assistance can take one of three
forms:

g telephone coasulitation

8 oa-3cene consultation

s rvonsultation at a central Jocation.

Consultatfon will enable the officer in receive advice on a disposi-
tion and may even resyit in a disposition, For example, the mental
health professional has the axpertise and respurses to relieve the
officer of his responsibility for reaching a fiznal disposition while
usuzally guaranteeing that the incident will not dimmediately recur once
the officer leaves the scens. It must be stressed, however, that

simply dropping off a persen at the Tocal mental health center,
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hospital, or other central location dogs mot qualify as consultation

nor as a Finmal dispesition,

4, Yoluntary Examiastion

In situations in which ihe person is mentally 711 to s degree
that the officer believes the persom is ipcapable of caring for him-
self and has no one who can provide that care, voluniary examination 73
an appropriate dispesition, The officer should make every attempt to
convince the person that an examination is in his or ker best interest.
A voluntary examination can be effected even whan the person doss not
meet the criteris for involuntary examination but is seripusly mentally
i11. Moreover, even if the criteria for involuntary sxamination do
exist, the offigcer should stil? try to comvince the person of the

benefit of & voluntary rather than an inveluntary examination.

Seme persons realize thelir filness and wnderstand the nesd

for an examination, If they do not, the use of coercion czam ofien work
to the officer’s advantage, This doees not include deception or intimi-
dation but the presentation of the facis of the matter. For example,
the officer can offer arrest as an alternative te 2 voluntary examina-
tion if the person has violated the iaw, Alsp, refusal of a voluntary
gxamination could quickly resuli in an involuntery examination brought
on by a distraught family member pr asighbor. The officer can alsp
explain to the person that a voluntary examination 15 not an admission

of mental {1Tness and does not necessarily result in hospitalization.
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By keeping it voluntary, the person mafntains more control over the

fizal ogutcome than if it 15 inyoluntary.

5. Invotuntary Examination

An involuntary examination s appropriate when the person is
suffering from a serious mental 11imess, is dangerous to self or
others, 15 unzbie to care for his or her basic physical needs, or is sg
impaired that he or she does not understand the need for ireatment.
This is merely 8 general categorizationg specific criteria must be
dsternined from state lew. It is imperative that officers know the
criteria for tnvoluntary examination and &re given sufficient guidance
in interpreting their avthority, The statutory reguirements for
involuntary examinations are analagous to probable cause for arrest
without a2 warrant and as such the procedurs should not be initiated if
the requirements are not present. Though an involuntary examination is
sot the same as involumisry hospitalization or commitment, Tt is the
first step 1n those processes and holds serious consequences for the
mentally 111 person, The departmest should be certain that all offi-
cers gre aware of the rights of the detained wentaliy #11 and that

officers advise the person of those rights.

This disposition is certsinly an apprepriate onz in many
cases, The law enforcement agency, however, should take a3l precay-
tions to guaré against the liberal applicatiea of the criterfa. The

argument has been made that when tn doubt the officer should seek
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involuntary hospitalization. The Togic accompanying this arqument s
that mentz} health professionals will weed oul anyone who does not need
hespitalization. To some degree, this is true, Yet, the possible
stigmatization and mistreatment of the Individual and the potential
waste of agency and wental health resources are only two of the reasons
why this srgument must be tempered by carefu) assessment of the

sttuation.

Before proceeding to the intzke factVity, the affiger should
contact the facility, if circumstances permit, so it can prepare for
the arrival of the officer and subject. In this way, too, the Ffacility
can glert the officer if it has no one pn duty who cam sxamine the
person or 1f it has no more beds available, and an aiternative

dispesitian can be discussed,

6. Arrest

Errest is always appropriate when a felony has been com-
mitted., Arrest is alsp appropriate n cases in which the officer would
srormally make an arrest if the persop were not mentally 111, and if the
current signs of mental i11ness are minor or npt refated to the vipla-
tisn, BArrest may be appropriate, too, if there was a mingr viclatien
of a statute yet 1} the cfficer {is not comfortablis asbout releasing the
persen on his or her own; 2) the officer cannot locate a caretaker) 3)
the person wil} not agree to a volumntary examination; and 4} the person
does not wmeet the criterfa for an Tavoluntary examinatipn, As a Tast

resort, arrest for a minop infractfon 1s appropriate 77 the arrest will
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provide the person with basic physical needs that would not otherwise
Be fulfilled. This 13 only appropriste if a violatien has occurred and
i inappropriate if the person is mentally 117 but has not committed a

violation.

It shuu1q 41so be noted that arrest s sometimes recommended
by mental health professionals when it would Be heneficial to the
subject’s treatment plan. In others words, making the subject more
accountable for his actions cen be accomplished through arrest and
confinement., However, this action requires careful momitering by a
mental health professional and shoold not be azttempted without such
guidance. On the other hand, arvest should mot be effected mergly io
take a "problem® client off the hands of the mental healith

professionais.

Hhen arresting the person, the officer should advige the person
of Bis ar har rights. In azddition, before the ocfficer procesds to

Frigk the subject, he should make his intentions known,

The officer sheuld also advise custodial personnel at the
jatl or detention center of any Tndicetions of mental diserder regard-
Tess of whether they are sti11 evident. Mzntal health professionals
should then be notified. The officer should also record these signs on
the incident report as they may bear on issues of competency, insanity,
and future dispositions. Finally, the officer should make known to the

prosecutor and the court any signs of mental illness,
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A1l reports cencerning an officer’'s interactien with the
mentally disordered persan shoeld be forwarded to the agency's designse
for Tiafson with mental health services, Both arrest and incident
reports, as well as any other routine agency reports, should be
included in this category, The liaison individual should then review
these reports from three perspectives. Firsi, from a Taw enforcement
perspective to ascertain whether policy and procedure were adhered to
and whether the dispssition effected was appropriate. Second, from a
mental health perspective in that an individual having several contacts
with the police within o short time period should be called to the
attention of a mental health agency as pessibly being in need of treat-
gent gr care, Third, the individual should examine the reports from a
tiaison perspective. This imvelves review of the manner in which the
afficer and mental healih professionals interacted. As abeve, the pur-
pose s to Tdentify problem areas sp they can be corrected, The
iiaison persen should maintain a copy of the reports for the agency's
mental health files and, as appropriate, forward a copy to the mental

health agency,
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ALRDAHA YES YES YES * *
ALASKA YES YES YES YES YES
ARLZOHA YES YES YES YES
ARKANSAS YES YES YES " YES YES
_CALTFORKIA YES YES YES YES YES YES
COLORADD YES YES YES YES YES+
COHNECTIEUT YES YES YES YES YES+
DELAVARE YES YES YES YES+~ YES
T oF YES VES YES
FLORIDA YES YES YES * > YES . YES YES
GEORGIA YES YES YES K » YES
HEWALT YES YES VES * - YES YES YES YES
[DAHD YES YES ¥ES K . TES YES+
TLLIROTS YES ¥ES YES YES
NOLANA YES VES YES YES ¥ES
T0HA YES YES YES YES YES+ ¥ES
KANSAS YES YES YES YES YES+ YES
RENTHEKY YES VES YES YES
LOUISIANA ¥ES VES YES YES YEST
MATHE YES YES ES * hd YES
HARYLARD YES (] ¥ES VESH
FRSSACHISETTS YES TES YES g G YES
ATCHIGAN ¥ES YES TES - g YES YEG+
"[WznnesoTa YES YES YES - ~ YES+
MIE5T551PP] YES YES YES YES
KISSOUR] YES YES VES
HOHTANA YES YES YES YES [ YES
NEBRASKA I YES YES B * YES
KEVADA 155 YES ¥ES VES
HEW HAMPSHLRE YES YES YES
NEW JENSEY YIS Y3 YES YES YES
HEW HEXICD YES YES YES - - YES+ YES YES
HEW YORK VES YES YES - - YES YES-
"HORTH CAROLITA YES ES YES 3 * YES
NOATI DAZOTA YES YES YES - - YES+ ¥ES
410 ES YES ¥ES * * YES YES-
GRLAHDMA ¥ES YES YES * * YES YES-
DREADH YES YES YES YES
FENRGYLVANTA YES YES YES - ¥ YES YES
RHOUE ISLAND VES [{33 Vs ¥ES YES
SOUTH CARDLIHA YES YES YES YES YES
SOUTH GARGTA YES YES YES YES
TENRESSEE YES YES YES - - ¥ES VES
TEXAS YES VES VES ¥ES YES-
UTAH VES ¥ES YES YES YES
VERMONT YES YES VES g - YES VES
VIRGENTA YES YES YES YES YES YES
HASHINGTON YES YES [ - - YES TE5*
HEST VIRGINIA VES V5 ¥ES - g YES
WISCOHS TR TS [E3 VES * g VES Vis YES
WYCATHG VES VES VES YES YES

! tdapted Trom Edward 0. Deis, “Involuntary Civi) Commitment Statutes," Mestal Disgbility
Law fienorter, 7{July-Auqust, 19A7): 350-69.

* A threat of danqer as a criterfon {s not specifically listed Lut 1s Implied by a recent
act of dangerousness.

+ The eriteripn |5 not Jisted separately but is included in the definitlon of mental 1Tness.

- Specifies hospitalization as the treatment mecessary.

Preceding page blank







APPERDIX B
URDERSTANBING MENTAL DISABILITIES

c

Preceding page Blank






Preceg

UHDERSTANDING WENTAL DISABILITIES

Folice encounters with the mentally disabled can take many
forms and can occur in a variety of settings. Handling these indi-
viduals is often 2 difficult task due to the pature of their dis-
abiiity, HWorking with mental heaith agencies is pften e frustrating
and possibly intimidating sxperience for the upinitisted. Clearly,
these factors ofTien cduse officers o avoid calls isvoiving the men-
tally disabled or to handle the calls in an inappropriate manner. By
gaining an understanding of mental illness and retardation, an agency
and ¥ndividugl officers are in a better position to improve the

management of this population,

This appendix provides information that can be used in train-
irig classes that prepare officers to manage eacounters with persons who
are suspeted of being or are known to be mentally 111 or mentally
retarded, - The intent of this appendix 1s not to provide law enforce-
ment officers with diagmostic skills, but rather to help them identify
tndicaters of mentel 1ilness and mental retardation and fo provide 2

basis for understanding those disabilitiss.

A.  MENTAL ILLNESS

Mental 1iiness is in most cases a temporary disorder during

which an fndividual hes difficuity coping with 1ife’s stresses and

®

g ssgga blank
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problems, The diserders can fluctuate in seriousness, can uswally be
reversed or alleviated, and can strike a person at any time. The
gtinlogy, or causes, of mental 11nesges are often unkpown, and differe
ent parsuns suffering from the ssme menta) illness can often show

different symptoms and be aFfecitsd in different ways.

Perhaps the best way o describe mental 1llnesses js to focus
an their erratic and confusing nature, In fact, many individuals and
organizatians believe the term mental f1lness is misTeading in that 1t
fmplies a similarity to physical {iiness and the correspondent roles of
patiest and physician, {See Shah 1975, Hoff 1984, and American
Psychiatric Association 1BB0.} Szasz [1984: iz} in his book, The Myth
of Mental Illness, states the following:

Stricly speaking, then, disease or iliness can

affect anly the body. Hence there can be no

such thing as mental #1iness. The term “"mental

i1lness” is a metaphor.

HWhereas physical ilinesses are characterized by specific
symptoms that fpllow g cleariy defined progressioen, specific causes
that can be identifisd, and 8 reasonably certafn gutcome, the identifi-
catfon and treatment of ments? i1lpess, in comparison, are charac-
terized by uncertainty and ambigefiy. In any parifcular mental 17171-
ness, there can exist any number of varying symptom$, $o that persons
suffering from the same mental i1lness can exhibit different symptoms

and persens suffering from different T17nesses can exhibit the same

symptoms. Alsp, the symptoms do not progress s & ¢learly defined
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manngr, nor is their prescnce constant. For exasmple, 2 person may be
irratfonal, violent, and suffering from MTlucinatfons, but within an
hour may appear totally unaffected,

As with symptoms, the causes of mental 11lness are not specific
and uniform. The general causes may include the person’s environment,
such as family and upbringing, and a2daptabllity %o stress, or the {11
ness may be the resiIt of a chemicel imbalance within the person.
Because the causes and symptoms of mental 111pess are rarely specific
and not easily Tdentified, the outcoms of the disorder is often uncer-
tafn. Though, as nmoted, mental iT¥ness is in most cases a temporary
condition, there is np time Vimit to the definition of temporary. The
disorder may jast for a few days or it may Tast for years. Alsp, the
disorder may e of 8 recurring nature in thet the person may be nquite

well for menths at 2 time and then the disorder emerges again.

Hental T17ness may be understood best by viewing it in the
context of mental health, In dealing with the stresses, and uncer-
tainties of Yife, each perspn develops mechanisms that enzble him or
her to function effectively despite those distractions, The pressures
caused hy thesevdistractions are reteased through a variety of
behavicrs or are rechanneled so that they are used in a positive
manner. At times, the pressures may impair one's ability fo fulfill
his or her responsibilities and to function in an ineffective manner.
This condition is ususlly dealt with guickly by the persen s¢ that

effectiveness is soon restered, It is when the person’s mechanisms fer
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dealing with these pressures fail that one beging to experience a
disorder in functioning. The person's perception of reality becomes
distorted and his or her abitlity to understand, accept, and deal with
reality 1s impaired. The ability to tolerate these pressures Jiffars
with sach person so that fdentical pressures may cause one person to
expertence a disorder while another person rematns uspaffected. Also,
the types and levels of dissrders are such that the person's grasp of
reality may be omly slightiy impaired or it may be extremely

impatrad.

Bagically, there are two broad categories of mental

i11nesses: neurcses and psychoses,
1. HKeuroses

A neurasis s a mentsl diserder that I8 cauzed by an event or
thought s painful that it permanently scars the person's personality
and acts as & hidden cause of the diserder. In an attempt to alleviale
the paln of the event or thought, the person develops a defense
machanism that could be considered extreme or overreactive. ¥hen an
gvent simitar o the original one sccurs, the persen employs this ‘
defense mechanism., Thoughk ¥t helps the person deal with the anxiety of
the event, the defense mechanism, because 1t 1s extreme, also causes
the person to hehave in & manner that others consider odd., Therapy,
which uswally does not include hospitalization, is quite effective in

reducing the recurrent nature of neurpses.
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Neurotic disorders are neither accompanied by gross

distortion of reality nor severe personality disorganization. Although

normal functioning js impaired, the neurotic person recognizes a

discrepancy between his feelings and behavior and those considered

appropriate to the circumstances. He is aware of his peculiar

behavior, expresses discomfort about it, but disavows the ability to

change the distressing state of affairs. Under the broad term of

neuroses there are six specific categories.

Anxjety neurosis - This is characterized by chronic and diffuse

anxiety not restricted to particular objects or sttuations. During
stressful situations, the person displays a level of anxiety that is
constant and out of proportion to the importance of the situation.
The person is often irritable and may experience nausea, insomnia,

loss of appetite, increased heartbeat, and sweating.

Phobic neurosis - This is an unreasonable fear of a specific

object or situation that the person consciously acknowledges as
presenting no serious danger (e.g., fear of heights, of being in

¢losed or narrow spaces, etc).

Dissociative neurosis - This type of neurosis includes multiple

personalities, amnesia, and fugue. All three are characteristic of
alterations in consciousness or identity. Multiple personalities
involve the existence of two or more personalities, which are often

discrepant, and each of which is dominant at a particular time.
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Transition from one persopality to another is sudden and associated
with pyscho-social stress. Amnesia caused by neurasis 15 not the
same as amnesia due to an organic cause, Monetheless, the essential
feature s an inabflity to recall impertant perscnal information.
The amnesia begins suddenly and usually follows a threat of physical
injury or severe stress. Fugue is characierfzed by suddesn,
gnexpectad, though purposefyl, travel awsy from home ar customary
work locale with the assumption of a new identity and an ipability
to recall one's previous identity. {American Psychological

Azspciation 1980 9-11.)

Depressive neurpsis - The person suffering from this experigmces

chronic sadness or apathy that is not justified by the clircum-
stances, UYsual activities and pastimes no longer are of interest or
pleasurable to the person, Depressive neurosis is quite Yike a
majar or psychotic depressive epispde {see pp. B-10 and B-11} with
the exception that 4t lacks the severity, duration, delusions, and

hatlucinatigns that accompany the latter.

Obsessive-compulsive neurosis - An obsession is a constant and

repeated set of unwelcome thoughis, fdeas, images, or fmpulsss that
are experienced ss Senseless, inconvenient, or repugmant, For
sxample, & persun why is chsessed with sexual behavior may believe
that every individual encountered i$ attempting to seduce him or

her. Cempulsions are repetitive and seemingly purpnseful acts that
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are performed according to certain rules. The act is not pleasure-
able although 1% may serve to relisve tension. For example, washing

one's hand after svery handshake s compulszive behavior,

e Conversion neurosis - This itype of neurosis Tnvolves an

involuntary loss or alteration of physical functionizg that suggests
a2 physical disprder but is actually an expression of & psychological
confiict or need. The symptom usually develops in a setting ef
extreme stress, appears suddenly, and is usually of short duratien.

Examplies include blindmess, paralysis, sefzures, and vomiting.

Although neurcses may appear guite serious and frightening,
they are considered serious mental itinesses only in exireme cases or
when compounded by other mental disorders., This is true from both 2
mental health and legal perspective. PRarely will an officer encounter
a person soffering from & neurosis whe is in need of hospitalization.
There are occasiens though, wher an emergency examinatiern is necessary
becayse the person s s¢ gverceme hy anxiety that he meets the Tegal
criteria for an emergency evatuation, In most situations involving
persens suffering from a neuresis, the apslication of crifteria for an
emergency examination will not be applicable, and the most an officer

can do is try and calm the situation and make a referral.

2. Psychoses

A psychosis is a severe emptional disorder i1 which the

affected person suffers g significant loss of contact with reality.
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Psychotic behavior has also been classified as socially deviant becayse
interpersonal behavior and social propriety do not meet minimum levels
of acceptance. ITlegizal thought processes, incoherent speech, social
withdrawal, negiect of familial and otcupatisnal obligations, and
hallucinations ar delusions cause the person %o he labaled deviant and,
in turn, causes otheprs fo regquest pelice assistance. A third
characteristic of a psychosis {5 that the behaviar of the parsaon
appears to be bayand his or her control, From 2 law enforcement
perspectivea, this characteristic is parhaps the wost important of the
three,

The first two characteristics--loss of contact with reality and
deviance--are usually quite obvicus and require wariness on the part ef
the officer when dealing with the persen. A psychotic person may mani-
fest an almost infinite combination of the above-mentioned deviani-type
behaviors. These hehaviors often prevent the person from maintsining a
harmonious existence with his environment either because the perscn is
percelived as being, or is actually, dangercus to himself or others is
dnable to care for himself or fs iacapable of functioning within the
Timfted tolerated by soglely., His behavior constitutes z nuisance, a
burden, or a danger. Because psychotic behavior wsvally renders the
person soctally incapagitated, the public feels threatened by the

person's behavior.
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Officers must handle psychotic persons carefully. A show of
force or fatimidation or actions intended to “teach this person 2
Tessen™ or to "strafghten him cut®™ will not prove useful and will often
exacerbate the situation that erigimally led te the palice heing

calied,

Psychotic behavier, though, is usually not a permanent situa-
tien. An Individual way suffer a psychotic episede for days, weeks, or
even months at a tine, bul the episods will eventually end. It is alse
possible that one may suffer from ens isolated episode and never
experience dnother episode. Acute pyschotic aepisedes are behavisral
reactions te sxtreme and often 1dentifiabie situatienal stress, The
epfsodes usuaily have a rapid onsel and constitute a marked departure
from the person's previous functioning, The episodes may nclude
intense anxiety, extreme mood fluctuation, cognitive confusion, dis-
orientation, incoherent speech, withdrawal, or hallucinations and dis-
arientation, Other persens suffer from Tong-term psychotic disarders

that affect thelr personalities and Tifestyles.

Thaugh persons suffer miner psychotic symptoms, they fusctieon
reasonably well most of the time, They may be roforred 1o as weivd or
eccentric, but they are capable of maintaining a level of behavior that
does not interfere with their own or others' routines. Under stress,
however, they may have more severe psycholic episodes of short

duration. The Tength of the psychetic cycles varies with each person.
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peychutic episodes may be moniths or years apart, eor they may he 39
frequent 85 o roquire continuous care by sental health professienals.
Psxhotropic drugs are used to assist the person to come oul of an
epfsode and to prevent future episedes. Quite often the discom-

tinuation ef these medications causes the onsel eof episodes.

Psychnses are divided drte twe major types, organic and
functional, and within each type there are specific classifications of
disorders. Organic psychoses are serious disorders caused by a major
injury to the brain, a disease, the use of a toxic agent or withdrawal
from this substance, or a combination of any of these. Examples of
thess types of disgrders include senility, delirium, intoxicatlion,

withdrawal, dementia, or subsiance abuse, especizily PLP.

Functienal psychoses, on the sther hand, are discorders in
which the brain gppears to be normal, bul the person experiences a
major impairment nenetheless, Funciional psychoses can be growped inte
three general categories of disorders: affective, schizophrenic, and

paranoid.

Affective [menic-depressive} disorders are characterized by 2
disturbance in mood--either elgtion or depression--thet does not appear
to be caused by an external event. A manic episode 15 one in which the
person is in an elevated, expansive, or irritahle mood. These moods
are characterized by hyperactivity, talkativeness, inflated self-

esteem, decreased need for slzep, distractibility, or excessive
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involvesent Ta activities having a high potential for painful conse-
guences that are not recognized {e.g., buying sprees, foolish fnvest-
merts, sexual indiscretion). & depressive gpisode involves a loss of
interest or pleasure in usual activities and pastimes. This distur-
Sance s prominegnt and persistent and s aiso associated with physical
symptoms . such a3 sleepiessness, loss of appetite, change in welght,
and motor retardation. Hallucinations or delusions may be present and
will be consistent with the moed. {American Psychologizal Assoctation
19680 263-58)

Schizephreniz is the most common of the funciional psychoses,
It can be viewsd as a deterigration in one's persanality sp that feel-
ings, thoughts, and behavior are not coherent. Schizephrenia alse
invotves a deterioration from a previcus Tevel of fumctioning in areas
such as work, self-care, and spcial interaction. This deterigration is
often sccompanied by hellucinations, rapid shift of subject areas while
speaking, inspherence, moods inapprapriate to the situation, confusion
abput one's identity, ambivalence, withdrawal, and unusual posturing,
Behavior is often bizarrs, meaningless, and inappropriate. Personal
hygiene and nutriticns] needs may be ignored, Additipnally, the person

may suffer delusions of grasdsur or persecation.

Paranoid psychosis is characierized by delusiens of persece-
tian or jealousy focused on 2 single theme or 2 series of connectied
themes, for example, the person may belisve others are conspiring
against him and as such are trying te cheat, spy on, folliow, haress,

drug, or poisen him. The persan s often resentful, angry, and
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suspicious of others, The true paranoid is different feom the schizg-
phranic in that daily functioning 15 not impaired and intellectual or
oreupational functioning remafns intact while spcial functioning is

tmpaired. The person behaves quite normally except in areas relesvant

to the delusion.

B, MENTAL RETARDATION

Mental retardation, Tike mental i1lness, is a complex
phenomencn caused by diverse etiological factors that may be biologi-
cal, snvironmental, or a combination of hoth., ¢Ff the 30D possikle
causes, only about 25 percent invalyve known hiological abnermalities,
such as chromosomal and metabolle disorders, The rematning causes are
rot associated with known biological abnprmalities and as such there is
uncertainty as to the underlying cause. {American Psycological Bssoci-
ation 1980: 36-38.) Some of the binlogfcal causes are associated with
prenatal factors of the mother such as infaction, excessive drinking,
or malagteition. Injury to the brais of the child during birth or
during the development period is another biological cause. Environ-
mental factors, such as deprivation of social, linguistic, or intel-
Tectual stimylation, are usvally identified as causes when known

binlogicat causes are not present.

Mental retardation, unlike mental ITiness, fs permanent,
although 8 lessening of the degree of retardation s possible,
Retardation i3 diagnosed when the following three criteris are

meb:
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p significant subaverage general intellectual
functioning;

s reselting in, or associated with, deficits or
impairments in adaptive behavior;

g with onset hefore the age of 1B.

general intellectszal functioning is defined as an intelldi-
gence quotfent {10} whfch is cbtained by assessment with one or more
tndividually administered intelligence tests, Significantly suhaverage
inteilectual functtoning is defined as an 10 below 70, plus or winus

five points, on an intetldigence test.

Adaptive behavior refers toc the effectiveness with which an
individual meets the standards of personal independence and social
responsibiiity expected of his or her age and cultural group. Scales
have begn designed to messure adaptive behavior but none s considered
setentifically valid or reliable. Thus, the measurement of this
eriterior g dependent o clinigal judgment, Adaptive behavier
includes basic social skills, such as personal interactisn, proper
dress, approprizte manners, and the develepment of values and ideals.
Adaptive behavior also involves a recognition of the censequences of
oba's hehavior and the ability to generalize from one sttuation %o

anather.

Hhen the ahove clinical conditions emerge before age 18, ihe
person is cansidered pentally retarded., I the conditions develops

after age 1B, the diagnosis is a dementia, a type of organic psychosis.
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For a diagnosis of retardatfon, all three criteria must be met. For
pxample, an individual who bas an 10 near but below 70, but whoge
agaptive behavior is appropriate to his or her age, would not he

diagnosed as retarded.

Within the gensral category of mental retardation, there
exist four levels which are reflective of Intellectual develomment and

adaptive behaviors: mitd, moderats, severe, and profound.

Hiid mental retardgtion 78 by far the most common lsvel,
geouring im about BO percent of retaeded individuals, Generally, these
individuals possess an If betwepn 52 and 6%, Such individuals can
deveiop social and communication skills during the pre-schee? perind
and have minfmal sensorimotor impairment. GOften, as children, these
individuals are not distinguishable from normal children until & later
age when difficulties with schoolwork begin to become apparent. With
adeguate training mildly retardad persons cap sequire spcial and
vocational skills adequate for minimal self-support, though guidance or
assistance is often necesary during periods ef unusual social or

economitc siress,

Moderate mental retardation is ndicated by a gensgral If
range of 36~54, depending on the type of intslligence tesi. OQuring the
school period youngsters im this category can lzarn to comsunicate but
they have a poor awareness of socfal conventioms. Traiming in social

gnd pecupationsl ski1ls s beneficial apd often allows these persons o
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contribute to thair opwn support ir aduit 14fe. They can learn to
travel by themsslves and they are usually able fto perform unskilled or
sami-skiiled work in either a compstitive atmosphere or a sheltersed
workshop. Supervisien and guidance are necessary during periods of
wild zocfal or sconomis stress. ﬁpprox%m&fe1y 1?2 percent of all

retavded persons fall into this category.

Severely retarded persons constitute about 7 percent of ald
retarded persons, Their gensrg? I0Q is between 28 and 38, They exhib{t
poor motor and speech develspment during the pre-school peried., They
may dzvelop the ability to talk and matntain basic hygiene during the
schogl-age perigd. A adults they may be able to perform simple work

tasks, but only under close supervsish.

Profound retardation 15 characterized by & general I} of 24
and bhelow, These individuals have minimal sensorimotor functioning
during the prescheol period and sTight improvement fs possible ip later
years, Minimal self-care skills may also be developed but the
individual vsuaily renuiras a highly strustured envirvomment and
constant supervisfen, Less than 1 percent of all retarded persons are

in this category.

From this description of the four categories of retardation,
it is apparent that there exists a tremendeus variety in the skili
levels of the mentally retarded, Bescause most of the & milifen

retarded persons in the tnited States are only mildly retarded, they
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have the capability to Yive in the community and maintain enplowment.
ks such, they are not much different from anyone else. Although they
might have difficulty funttloning fr society, they remain in touch with
reality, Thus, they are subject ts the same influences as others and
their emotional reactions cover a wide spectrum. Becazse of this, the
retarded, Tike anyone else, can be affected by # mental i1lness., Their
retardation, however, should not be construed as a susceptibility to
mental illness and should aot be confused with mental iliness. The
chart on the next page should help to differestizte hetween mental

iT1iness and mental retardation {Hoffman 1879:13).
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RECOGNIZING AND RANDLING
HUMAK BEHAYIORS AND COMDITIONS
OFTEN CONFUSED WITH CHRONIC WERNTAL ILLKESS

Police officers will encounter three types of human behavior
that are gften confused with chronic mental illness: personality
disordars, crisis behavior, and sueicidal hehavior or tendencies.
Although these behaviors often reguire mentel health counseling if they
are to be alieviated or st least controlled, they are quite different
from serious mental iT1ness in hoth a lega?l and mental health sense,
and police officers should he alert to the 4i¥ferences, In addition,
cfficers must be able to distinguish mental retardation from mental

i1lness if they are fto reselve citizen encounters effectivaly,

A, PERSONALITY DISORDERS

The two types of personality disorders police officers are
most Tikely Lo encounter are sociopathic and psychapathic disorders.
These disorders are characterized by personality traits that are
inflexible or maladaptive and cause either signfficant impairment in
socfal or occupational functioniag or subjective disteess. Personality
disorders ars generally recognizable by adolescence or earlier amd con-
tinue thronghout most of adult 1ife, although they often become less

obvious daring middle or 01d age.

Individuals with a persenality diserder are often dissatis-

fied with the impact of thefr behavior on others. Such psrsons
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grperience disturbances Tn mopd and are affected by depressien or
anxiety, They often appear odd or eccentric, dramatic, emoticnal or
grratic, and anxious or fearful. They may be jealous, suspicious,
devious, or self-centered. Often these persons are generally
characterized as lacking self-control; they do mot learn from past
experiences; they lack good judgment: and they provoke treuble
{Emerican Psychistric Association 1980:306; Matthews and Roland
1879:25). These characteristics often cause this type of person to
obtain what he wantg, when he wants ft, and without consideration of
others--thay vioiate the law. These persons, however, are mot
seriously mentally i1%; they remain in touch with reaiity and do net

have delustons or hallucinations.

&, CRISIS BEHAYIOR

Police officers ofien dea? with persons whe are experiencisg
a crisis of some sori, This ¢an range from being Tocked out of the
house te being the victim of a serious crime, A crisis for one person
may not ke a crisis for anrcther; crises vary with time, place, and

indiyiduals.

When & person's material, personal, and social resources and
probiem-solving devices are not avaiiable or breakdown, a persen can
become temporarily upable to cepe with the resulting stress., (%iean, a
gerson in ¢risis seeks help from gthers to compensate for the iemporary
inabkility to cope. By seeking help From others they demonstrate that

they understand that they are in crisis and remain in touch with
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reality, which distinguishes them from the mentaily 111. Pesple in
erisis, them, suffer from g temporary breakdown of coping skills that
include perceptian, decision-making ability, and problem-solving
ability. People in crisis aften fear they ars going ¢razy and may say
se {"I must be losing my miad®). This distorted perceptional process
shouTd not be confused with mental i1lness, in which a persen’s usual
pattern of thinking is disturbed, When a person iz in crisis, the
disturbance arises from and is part of the crisis experience, but there
is 3 rapid return to normal perception ence the crisis s resslved

(Hoff 16R4:81).

€. SUILIDAL BEHAVIOR AND TENBENCIES

A common myth regarding suicide is that psople who commit or
attempt to commit suicide are mentally #11. Although pecple whe are
syfctdal are usually in emotional turmeil and although suicide 1s often
preceded by periods of depressfon, thesg conditions do not necessarily
indicate mental #1lness. The mentally 11 may attempt and commit suj-

cide, but mot all whe attempt suicide are mentally 411,

Sujcide in the tnited States {s the tenth leading cause of
death smong adults and the second among adolescents. For eyery suicide
thare are B to 1o attempts, or about 300,000 attempis annuaily.

Suicide knows no boundaries, It cuts across race, class, age, and sex,
though its Treguency varies with different groups. It is not an

il1pess or an Tehgrited disease as Is sometimes believed but s usualiy
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& response to & 11fe crists which the personm sees no other way of
allsyiating. Though many persons who commit suicide are 1n 3 temporary
state of acute crisfs, some are chronically self-destructive and

continualiy atiempt suicide.

Police officers wsually have the first contzct with suicidal
persons, and the attention given to the subject here is indicative of
the imporiance departments should attach te preparing their officers to
handie encounters with such persons, Officers must be aware of the
signs of suicide and how to handle suicidal individuals in the event
circumstances do not permit calling a special police or mental health

worker,

Wheress persens who have persenality diserders or are fisn
crisis may have io be referved te professional counseling, suicidal
persons must receive professiona) counseling. Making & referral or
Teaving & telephone number s not an adesuate response: an officer or
angther responsible professional should remain with the individual
until & mental health counselor is aveilable, Under no circumstances
should a suicidal person be Tncarcerated for attempting swicide. Also,
pfficers should be alert o the signs of suicide in persons who are
under arrest. Recognition of these signs prior %0 a person’s being
iacarcerated can often prevent g suicide. The person can be XKept under
observation and provided mental health counseling during incar-

neration.
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Counseling should rot be confused with fnyoluntary hospitali-
zation. Though hospitalization may be apprepriate in some circum-
stances, 1t should be initiated for suicidal persors only when natural
social netvork resources are not available. The decision to commit 2
person must be based on a thorough psychiatric sssessment and the
sutcidal person 1s no exception. Also, even 1T the person 75 found o
be & serious risk for suicide, inveluntary hospitalization may not be
the best solution because the isclation of a hospital can contribute fo

the contemplation of suicide [Ho¥f 1984:81).

Sutcide attempts can be understood best when seen as a resyit
of poor communication. A swuicide atiempl is a person's way of trying
to tell uws one of two things. First, the swicide may be & final
gesture in a Teng 1ine of prier c¢alis for help that have been ifgnored
aor gone unnoticed. Fer example, the boy who skipped schopl at age 11,
experimented with drugs st age 12, ran away from home at #ge 13, and
jolred & geny of delfnguents at 14, may atiempt his Tirst suicide at
15, Second, the attempt may indicate that the person has repressed his
or her feelings for years and is no longer able to cope with the pras-
sares of 1ife. For oxample, the mother of five children whe fulfills
all their needs and those of her husband without any complainis may one

day suddenly attempt suicide without any appareni warning.

Suicidal behavior can be viewed as & continuum or & path that
a person travels, with ssicide being the final destination, This aut-

come, however, s not inevitable. While traveling this path the person
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glives ¢lues to his or her distress, although they may not be as obvious
in the case of the teenage boy. This sulcide continuum, hewever, can
be interrupted at any point 1F the clues are recognized; it is never
too lste to help a despairing person change his or her mind {Hoff
1984:179). In fect, by focusing on the ambivalence that usvally accom-
panies suicidal tendencies, an officer will be more Tikely to be able
to intarrupt the continuwm. Suicidat peopie usually struggle with twe
desires: the desire to live and the desire to die. B8y concentratiing
g the will to Yive and providing the person with realistic hope and
alternatives, the officer may be able to prevent the suicide, Only
threugh comsunication, though, can an officer recogeize clues and

prevent suicide.

Listed below are seme of the major signs of suicidal
behayior {Hoff 1884:185--93). A suicide cas still accur without these
signs heing present, however. At the same time an officer should not
hesitate to consider the person suicidal 1F only one or two signs are
apparent. It {5 impossible %o predict suicide in any absolute sense,
but fnclusions of these signs in guidelines for officers will remove
much of the guesswork associated with suicide assessment. As with the
indicators of mental {iiness, recruit and in-service training on the
subject of suicide shouid provide the context in which these sigas are
interprated:

e Suicide plan - Many persons who attempt or commit

suicide do 5o by desigs. The plan begins with the
idea of suicide; suicidal people do mot act on
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impulse but welgh the facters involved. The plan
also involves tha method of suicide and its
Tethality. A plan invelving a gun w11 have more
Mkelthood of being effactive thapn will a plan
iovolving tranquilizers. Another element that
contributes to & well thought-oui olan is
availability of the means. For example, {f the
person threatens to use a2 qun and he is a hupter,
the means is clearly available, The final element
of a plan is its specificity--time, place,
cfrcumstances, If a person Tndicates he will
commit suicide within two days at a spexific
tocation and he has availahle the lethal mezns, he
is & higher sulcide risk than gne withgut a plan,
The more specific the plan, the higher the risk,

History of past attempts - The majority of neople
whg commit suicide have made previous sttempis,
the officer shpuld, thereforeg, try to determine if
the person has ever attempted syfcide,

The perspn’s respurces - Twe types of resources,
internal and external, sheuld be assessed by the
officer. If the persen feels 1ife is worthiess
and that 1ittle hope for improvement exists, he
pr she ¥5 iacking internal resources and should
be considersd a high risk., Lack of external
resources, such a5 family or friends, or an
inabiTity to communicate with those persons is
also an indication of high risk.

Recent loss - Any recent personal loss or the
threat of losing a Spouse, pareat, status, money,
or job ingreases the person's risk of suicide,

Phystcal illness - Having a serious illness,
especially one that is terminal, that threatens
one's values or status, or that §s or 1ikely to
dramatically affect one's self-image increases
the risk of suicide,

Drinking and other substance abuse - Alcohs! or
arug abuse is ofien a sign of other problems,
especially 1 the abuse s recent, and should be
incTuded in a suicide assessment. Alse, IF
someone 1s assessed as a potential risk, use of
alcohol or drugs sften increases this risk by
caysing 2 loss of contrel or an increazse in
fmpulsive behaviser, Alcohol also increases the
lethality of 2 drug overdose.
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o Physical isplation ~ The risk of suicide
incrsases wnen a person is both physicaily and
emptionatly isnlated. Isolatien can cause people
to feel they do not belong to a family or socfety
and can increase feelings of worthlessness and
ether negative self-images. Even temporary
isolation may be an impetus for swicide. For
exampie, the adolescent whose parents leave for a
twowweek vacation may fegl isplated and this may
serye a5 an impetus for swicidal tendencies.

¢ Dramatic changes - A sudden, dramatic, or
unexplainable change in 1ifestyle or behavior may
he a ¢ive to suicide contemplation. Change in
one's social network and enviromment, such as
relocation or retirement, can he very upseiting.
Also, unexplained changes in behavior are often 3
symptom of a larger problem, which may in ture
Increase the risk of suicide,

¢ Mental 1llness - Persons who hear volces

directing them to commit suicide are certainly
in a high-risk situation., However, the tumber
of persons who fall into this category is quite
small, But 1f the person indicates that other
peaple or voices are centrolling his or her
behayior, those signs shoyld not be

Tgnored.

In zttempting to determine the existence of any of thess
stgng, the officer must communicate with the persan in & calm, direct,
and matier-gf-Ffact way. He should talk about the finality of the act
and use the teras “sufcide,” “death,” and "kill yowrself.® That talk~
ing sbout s¢icide will only prompt the person to commit the act is &
myth., The Hest way an gfficer can help the person is te discuss the
person’s problems, the sufcide plan, and realistic alternatives,
Communication with the person not only enables the officer to gather

information regarding the risk, but it is alse helpful for the suicidal
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person, Often the suicidal perspn has been lacking communication and
the afficer’s efforts tell him or her that someone 1s interested ang

corcerned about Finding an alternative solution,

Prevention-pf-suicide quidelines should direct the officer to
specific action, Recruits at the Madison, Wisconsin Police Bepartment,
for example, are instructed s follow the seven steps listed
helow:

& Obtain necessary personal daty immediately - This

inctudes ihe person’s name, age, telephose number,

address, place of work, and the names and the phone
numbers of close friends and Tamily.

¢ Bring the subject of syicide iato the gsen - Dis-
cuss the problemss, reasons, or thoughts That are
causing the gpersenm to contemplate suicide. This
should inciude the person’s lifestyle, relation-
ships with others, job, or any recent crises.
Also ask such specific questions as:

& Are you thinking of killing yourself?

¢ How are you gofng to Ki1Y yourself?

a2 [lo you have the means for killing
yoursel §7

@ When are you going to kil yoursel#?

4 UWhat time of cay are you going to kill
yolirself?

By gathering specific informetion, you will be
hetter able to assess the person's fntest to
commit suicide. Yeu sheuld also talk about how
the sufcide will affect the person’s close
friends or family.

Alsp discuss with the person how the feellngs af
depression and seicidal tendencfes are temporary
and will subside with time and that 1t is
inappropriate to make such a permanent decisien
when one is in 2 crisis state, Alternatives to
spicide are always possible, though they may not
he ohvious to the persan at the time.
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¢ Hemoye the means - Insist that the person put
away or get rid of any Firearms, medications, ar
sharp ohjects. It is important that you convinge
the person to put mway or give up the means and
not take the means from the persan., A show of
force, rather than trest and rapport, can oftes
trigger the sujcide.

& Notify and meet with slgnificant others - Hith the
person's rrowledge and spprova:i, you should talk
with ciose friends and family te gain further
insight into the problem. Family and friends may
alsg identify fopics that should not be discussed
with the person. Remember, however, that certain
friends or family members may want the person to
commit suicide and might grovide false information
or encourage the suicide if given the
oppertunity,

¢ 0ffer realistic hope - Providing false hope,
stretching the truth, or denying the sericusness
of the problem wilY not bemefit the person in any
wiy. Rather, you should present the serson with a
realistic view of how the problem can be overcoms.
Emphasize the temporary natere of the feelings the
person is experiencing and how the proper network
of support can help the person fo overcome those
ferlings amd eventually break the suicide
contingum,

v Esteblish a specific plan of actlon - IF the
person dees not meet the criferia for an emergency
mental health detention {and many will not}, you
must see that the person recelves emsrgency help,
First, try to get the persen to tz1k with a menta}
health professiona) so that a specific zppointment
for counseifng can be made. Again, ¥t is important
that the person actively seek help., Haking the
appointment for the person or leaving the scene
before the person has coatacted the appropriate
helping agency is npt engugh, On the ether hand,
do not threaten the person or use a pover play teo
get the person to make the call., Buf by explaining
how mental health professienals gan help find
splutipns to the probliem, you zan often get the
person to seek assistance of Wis or her own accord.
If this is npt possibie, then you should rontact
the appropriate agency e.9., & suicide or crisis
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hot1ine, a community mental health agency, or a
mobiie crisis unit. Professionals with these
agencies can then talk with the person. Do not
contact a nen-professional to provide counseling,
except as & last resort. This includes friemds,
family, clergy, or cther community members. These
persons 4o not have the training necessary to deal
with a crisis of this nature and may only
exacarbate the persons prohlems.

Cealing with a suicidal person requires a calm, matter-pf.
fact, but genuine concern for the person and is accomplished through
comuunication. It requires an insistence, but not threats, on
gbtafning some type of mental health help, The officer must be
actively invelved in seeking information about the person's problems
and in intervening in the person's 1ife. And Ffinally, the officer must
pay ¢lose attention to the ambivalence that accompaniss suicidal
tendencies. The will to YTive and solutions %o the person's problems

should be stressed,

B, HMENTAL RETAROATIGH

The majority of the mentally retarded are classified as
mildly retarded and thus the majority of potice contacts with the
mentally retarded will be with persons included in this growp, Such
retardation i3 not easily detected through casua? contact, however.
The only way to determine with certaisty that a person is mentally
retarded 1s through the administration of comprehensive examinations
which 15 uswally done by a psychologist, {The informatiocs in this
section is drawn From Kennedy, et al., 19823 FRo¥fman 197%; and

Santameur and West 1979. Alsc see Appendix A& for a more techrical
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dfscussion of mental retardation that may be helpful in preparing

training meterials.)

The retarded are usually aware of their differences and may
hecome adept, intentionally or net, at camoufiaging those differences
to the casual observer. Determining whether a person is mentally
retarded, therefore, wi11 generally require more interaction with the
person than if the officer were trying to determine mental {1lness. An
officer should remember that retarded persons are more Tike the officer
than unlike him, They dre subject fo the same influences as the
nonretarded. They are sensitive fc other's speech and actions and will
vespond in the manner in which they are treated. They should sot he
beltttied and should be approached in a positive and direct

NERNET .

The Tirst reaction of any officer should be to stop or
prevent a crime. The officer should then gather as such information
about the incident or problem as possible. This may include
interviewing witnesses and suspects or if may involve caly an
sbservation of the specifics of the ¢rime. Whal may appear to be
eriminal Tnvolvement might actually prove otherwise., For example, the
retarded person may be reported as a child molester Decasse of his or

hep tendency to observe children at play.

While gathering basic information abaut the suspect or

troublemeker, such as name, address, and background, the officer may
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notice the first indicators of retardation. Further contacts with
witnesses, family, friends, or neighbors may provide additional indi-
cators and, more importantly, possible coeurses of action. 1f it is
suickly and eastly determfned that the person s retarded, the officer
should notify as soon as possible the person’s parents, Tegal
guardians, ar those who provide care for the person. If this is not
pessible, the officer should attempt tp contact a mental retardation

agency for assistance.

If other persons are not available, the officer will have to
interview the person te determine retardation., The officer should
first arrange for a quiet and private setting, This will help the
person relax, enable the officer tp interview ihe person, and reduce
gny embarrassment the person might feel im & more public sefting. When
speaking o the person the afficer should avoid zny rapid-fire gues-
tions or attempis to Intimidate or uanerve the person, This may only
cause him or her to become frighiened and refuse to answer. Yhis does
not mean the officer should not be Firm and purposeful. The officer
should speak siowly, gse simple language, repeat iT necessary, be
patient, and avoid questions that require only 2 yes or no response.
Allowing the person to talk freely is the best way to gatn an under-
stending of whether he oe she is retarded, Alsp, the use of any visual
atds, pictures or diagrams, if avallable, may help the person under-
stand the questions. The officer must recognize that the existence of

one or two indicators s not conclusive evidence of mental retardation,
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Rather, the officer mugt consider as many indicators as possible,

Basically, the officer should fecus on four general indicators:

communication and interaction skills
task performance abilities

personat histories

physical appearance.

o oD oW

Hhen talking with or interviewing a person whe s in
gifficuity, the afficer should lock for the followisng communicatian
problems;

s an inability tn commynicate at the lavel

of nthers in same age group,

o difficulty in understanding questions,

e difficulity in answering guestions, e.g9.,

averrelfance on "parroted® responsas or

offering standard responses,

e speech defects or impadiments, including poor
promunciation,

e an inability to wse abstract ressoning, and

& & limited vocabulary and Timited grammatical skills.,

The officer should always try to assess the person's ability to
interact with others and the behaviors used when communicating or
ipteracting., The following clues might be indicators af mental
retardation:
s @& preference by the person to asspciate with
persons wunger than himself or herself,

o an excessive desire fo please pihers,
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¢ reliance gn a special person whe provides
help in certain situations gr incidents
{this person may not be present, but may be
referenced),

o behavior that is noticeably on 8 level below the
person's age,

@ crowding personal space when interacting with
cthers, and

¢ & tendency to be easily persuaded or Tnfluenced

by opthers.

While interyiewing the persen, the officer should be aware of
the person's reactlons to the guestions. BNonverhs) behavior or body
language oftens provides as much information as the answer itself, The
efficer should also Tisten carefully to the content oFf the answer.
Avoiding gquestions regarding his or her background, such as special
schopling or vocational training, large gaps in answers, or even
silence may atl be an indication of retardation, HRephrasing the cgues-
tion once or fwfoe might help get am answer. Obvious reluctance to
discuss what might appesr to be a sTmple matter, such a8 sducation, Is
a valuable clue in 115¢1f and should not regquire & constant attempt to
gain 3 satisfactory answer, Badgering the person might again result in
uncooperative hehavior. The officer shkould be patient, firm, non-
threatening, and watchful for cvercompliiance, excessive agreeableness,
or other attempts to please. As with lack of content, answers that
seem to provide just the right infermation or too much information

should alert the officer tu a petential disability.
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The ability to perform certain simple tasks may be lacking in
& mentally retarded person, 8By asking the persen to perform some of
the tasks Tisted below, an officer may be zble to determine 1 mental
retardation is present. The officer should remember that the mentally
retarded know they are different from other people, Thus, when asking
somenne to perform these tasks, the intent ts to ascertain their
cognitive skills aad not to embarrass them. The officer should also
try to keep the performance of the tasks within the context of the
situatisn, not make 1t obvious that the persen is being tested. For
gxample, the officer can present the person with a kaad®ul of change
and instruct the person 1o take encugh to make a phone call to hig or
her guardian, I¥ the person displays great qifficulty in performing
one or two itasks, however, centinuing the exercise way easily cause
harm te the person either by embarrassment or through a loss of
selferegpect, Some oFf ithe fasks thal can be used are as follows:
identifying oneself by name
reading or writing
Jdentifying money and making change
telling time
using the telephone
finding one’s number in the telaphone book
giving directions ta one's home, school, or work

describing the appearance of 3 known persos
using pubiic transportation.

2ot deoe

Detaitls about the persosn's history can also be helpful inm
determining iT mental retardatien is present. Delermining the ¢lient's
hstory will wsually require interaction between the officer and the

individual, The best way to determine the person's educational ar
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vorational history, for exasmple, fs to ask simple, straightfarward
guestions that provide clues to the person’s intellectwal functioning
and souial adaptive skilis. Any imdication that the person's education
was or 5 of a special nature can be a ciue to mental retardation:
s Determine if the person attends or has ever
attended 2 special school or & School with
special educatien classes or classes for slow

learners.,

¥ [Determine 1T the person atfends or has ever
attended a vocatienal education center.

o Determine if the person attends or has ever

attended & sheltersd workshop,

Mast mentally retarded persons do not Took any different from
anyone else, Nelther de they a1l Yook the same, as suggested by
certain myths., There i3 as much variety in the physical character
istics of the mentally retarded as in the geners] population. Relying
on physical appearence 7z not & good way to try to determineg if a
persan is mentally retarded. Some of the mentally retaprded, howsver,
can be distinguished due to physical handicaps or poor metor

coordination,

If it appsars that a crims has been committed, the officer
should pay close attention to the Circumstances surrounding the inci-
dent, fn particular, the suspected inyolvement of the person, As moted
above, the mentally retarded are easily influenced by others and will
pften do things to please or gain the attention of others. Because the

mentally retarded may not fully understand the sigeificance of their
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actions, they may unknowingly involve thewselves in criminal activity,
Thus, officers should zonsider the following uestions:
& Noes it appear that the person foak part in the
crime to gaim acceptance or to please others?

e Is the person neticeably younger than the gther
individuals involved?

¢ Did the person remain at the scene while others
ran or did the person seem confusad about whether
something i11ggal had cccurred?

¢ MWaz the persen a follgwer rather than a lesader
in the crime?

o Did the person readily confess to the crime he
wzs charged with?
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DIFFERENCES BETHEER RENTAL RETARDATION
ARD MERTAL ILLNESS

MERTAL RETARDATION differs from

€.

c.

G.

MENTAL IL1HESS

Retardation referg fo sub- &, PMental i1iness has noth-

average intellsctusl func- thing to do with Q. A

tioning., person who s mentally
111 may be a genius or
may be subaverage intel-
Tectually.,

Retardation refers te impair- B, A mentally i11 persen

ment in spcial adaptation, may be very competent
sacTally but may have a
character disorder or
ether sherration.

Retardation usually is pressnt L. Mestal i1lness may

at birth or eccurs during the strike at any time,

period of development,

In mental retardatien, the B. Mental 1lness is often

inteVectusl impairment is temporary and in most

permanant but can be cases 15 reversible. It

compensated through is not a developmental

deyeloppent of the person's disabiiity.

potential.

A retarded persos can wsually £, A mentally 111 persen

be expectsd to baehave may vacillate between

rationatly at his operatignal narmal and trrational

level, behaviar,

A retarded person will mot be Fo A& mentally i1} person

viglent excapt in these may be erratic or even

situations that cause violence violent,

in mon-reiarded persons.

A mentally retarded person has G. A mentetly 711 person

& learwing disabitity and could
use the services af educators,
pscyhologists, and vacational
therapists.,

coyld utilize the ser-
vices of psychistrists,
psychotherapists, or
psychologists.




APPENDIX D

A GUIOE TO DEVELDPING A
RESPORSE 10 THE MERTALLY fLL#

* Reprinted with the permission of the Madison, Hisconsin Police
Depariment .
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Madison Seminear on

Problem #2 Froblem-Oriented Policing
THE MENTALLY I1L July 30 - August 1, 1979

Defining the Problem

How mich of police business involves dealing with the mentally
1117 Are the number of cases in which mental 1llness is the
central problem readily identifiable as such?

0f the total Dumber of such cases, what percentage are cases

in which a complaint is filed about the conduct of the mentally
111 person, and whaf percentage are cases in which the mentally
ill person summons the police?

What is rhe nature of the incidents requiring police atrention
in which mentally i1l persons are imvolved? (e.g., trespass,
assault, domestic disturbance, ammoylnog or bilzarre conduet,
requests by the mentally 111 for assistance)

Is it possible to subdivide the problems police confront inm
dealing with the mentally 111 by categorizing individuals om
the basis of the behavior they display to the police? Would
this be desirable? )

How often do the mentally 11l with whom the police have contact
engage in conduct that is dangerous to themselves (the mentally
111} or others? What do we know about these incidents? Were
the individuals invelved previously in contact with the police?
What was the nature of these contacts?

Are-problems relating to the mentally 11l concentrated in
specific areas of the ciry? If so, why?

0f those mentally i1l individuals who themselves summen the
police, how many call repeatedly? What is the nature of their
problems?
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Most states, in thelr treatment of the mentally ill, have
recently adopted a policy of deinstitutionalizarcion--attempt=
ing to keep mentally ill persons in the community and helping
them to live as close to a normal life as their condition
makes possible, This includes the expectation that they will
learn to live within the boundaries of acceptable conduct
commonly enforced by the police.

a. What implications has this recent change in policy had
for this community?

b. What 1s an =zpproximate estimate of the number of individuals
now in treatment in the commnity who, several years ago,
would have been institutionalized?

¢. What services are avallable to these individuals?
d. What kinds of problems do they present?

e. Do the pelice know when they are dealing with such an
individual, as distinct from a person who has never had
contact with the mental healcth system?

£. Are such individuals, when they violate the law, to be
processed through the criminal justice system? How does
this square with the now well-established practice of
avolding the criminal justice system in dealing with
those who appear to be mentally 1117

Established Authority

What authority do the police have for dealing with the mentally
i11, short of criminal prosecurion and use of emergency commit-
ment proceedings? (If, for example, they are disturbing others
by their conduet or simply frightening some individuals, can
they be ordered out of a restaurant? a welfare office? the
vestlbule of an apartment house?)

What 1s the authorlty of the police to make an emergency commic-
ment? What criteria must be met? Whar procedurs must be
followed?

Are the police acting properly 1f they arrest and jaill am
individual who commits a minor offemse, but who is obviously
mentally 1117 What about the opposite? Are the poliece acting
properly 1f they do not make the arrest? Are there speecific
factors that would justify taking one course or the other?
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Pulice Practices and Their Effecciveness

What appesar to be the chiectives of the department in respond-
ing to the problenm of the mentally 1117

- identifving and dealing with potentially dangsrous conduct?

= eliminatring conflicts that arise in the relatiouship betwsen
the mentally ill pezson and the rest of the commmity?

« providing direct assistance and help to the mentally £117

-~ referring rhose who zppear o be wmenrally 1411 to agencies
that can be of help zo them?

Whar is the relative importance of these objectives?

What prispity does the deparvment give to calls from mentally
111 persons and to complaints received from others gbout their

conducr?

How are telephone calls from wmencally 111 persons handled?
wnat determines if a police nfficer {s disparched?

Whar guidance 1s provided to officers in deciding what to do
in handling a case involving a meatally ill person?

What resources, 1f any, are available to an officer in helping
the officer to make a judgment on what tg do?

In choosing from available forms of acrion, what cholces does
cthe officer assume that he has?

Individual police officers frequently develop their owm very
special kind of response for mencally 11l persons with whom
they have fredquent contact, What do we know abour such
responses? Are they proper? Are they effective? Do some
cfficers consistently handle the mentally i1l more effectively
thar others? What ls it about their style of response thar
makes them more effectlve?

What effort is made, if any, to waintain a record of contacr
with mentally i1l people so that officers having subsequent
contact will kmow the nature of previous complaines and will
know how officers respended to them?
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Do the police ewver take the initiative o trying to arrange
consultations for ea individual who freguently turms to them
for helpewor who is the source of frequent compizints--and
who a2ppears to bs mentally i11? Should they?

What has been the experlepnce of the police in utilizing
emergency comnitment proceedings?

What experlence, if eny, have officers had in responding to
thae urging of mental healrh workers that persons heing
treated in the commmity be dealr with as the officer would
deal with ¢he average citizen?

- Hag this resulted in an increase in arrests?
- What has been the experience in jailing such individuals?

- Is there a willingness on the part of the rest of the
system to prosecute, or does a "taste of jail" become the
final step in this procedura?

Are there cases that seem to fall "between the cracks'--with
mental health workers wnwilling ro comemit end police concarned
about the danger that the person poses for himself or nrhers?
What is the specific nature ©f such cases?

what is the capacity of psychiatrists to predict dangerousness?
Is there kmowledge that should be conveyed to the police which
they would have the capacity to use and apply in judgiog the
potential for dangerous conduct?
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Analvsis

What {3 the proper role of the police in relzting to the
meatally 1117 Should it be limited to inecidents in which
there 1z & peotential of danger and to iocidents which invalve
conduct {such as disordsrliness) that is offensive to others?
Or should the police go beyond and assume a responsibilicy
fgr directing those whoc appear to be mentally ill on how they
can obtain help, for aidinz in the care of chose who have
obzained help, and for conetribusing te their integration inte
the commmity?

Is there need to provide police with the services of those
trained in dealing wich the mentzlly 111 so that more profes-
sional judgmentcs can be made in deciding how best to respond
to the cases the police are called on to handle!?

Is there any need to recuest lsgislation to provide special
limited authority for the police to deal with the mentally
ill in ways that do net reguire invoking either che crimingl
or the mental health svsrems? (e.p., authoriry to comvey
home gimilar to that now provided io mapny jurigdictions as
an alvernative for handling a person intoxicated by aloohal)

¥hat additional training should be provided to police personnel?

Should the police be pressing the community to provide addie
tional mencal health services to meet the needs of thoss who
are in treatment in the community and who spend much of their
time on the srreats or in public £acilities? Wnart is the
specific nature of these needs?

What spacific guidance can be provided to police officers for
choosing from among the alternatives available to thew?
Specifically, what guidance should be provided in the use of
emergency commitment powers?

Wnat can be done to advise citizens of the rights of the
mencally 311, the limivacions on police authority, and the
rationale behiud commmity treatment so that fewer demands
will be made for the police to deal with incidencs that
neither require norjustify pelice intervention?

Are there more effective ways in which poliee can handle
thelr talephone contacts with cirizens who are mentally £112
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HANDLING MENTALLY 1LL PERSONS

E&ENEBAL:

It 5 nioy unusual for the Police O¥ficer 1o coms into tontact with 3 person who apparently seffers
from what s commonly called "Mental [Hness”. When such conacts sre made, the following
procichure shall prevail,

The Ormabs Police Division policy in regard to the mentally i consists of three {3} pringiples:

1. Swnding alpne, mentl iliness signifies nothing and permits no special police
responges. A mentally 11 person has a right o be leh alone so long as he does not
viclate any laws.

2, No person iz o be wken lrvohmtarily into poiice custedy. by reasen of meom!
illness alone, bt rather is to be teken into custody oniv if such persan hag aiso
committed an arrestsble offense, or hes demonyreted by acts, obeerved by police
officer or reliable others, that he threatens the lives or safety of himself and/or
others,

3. Nponels o be wreated a5 being mensally il unless a compeliing necemsity exiss.

The interese which the first two prineiples protect iz the basic right to be left stane until
othars are thresrened with harm or one’s own life is In danger. A man's peculiarity dess not
make him a second class ¢itizen; and, contrary 1o what was thought far many years, mengally
il parsons o% @ closs are no more dongerous to others then mentally “kestthy ™ peaple,

The third principie recognizes that the label of “mentaliy #" carriss with it o stigma which is
equal 0 or greater than a wigma of 3 griménal conviction, Thus, the police officer must
exervise pxtremne ¢are in determining that 4 person is mentally il

GUIDELINES AND PROCEDURES:

A, HECOGNIZING MENTAL ILLNESS:

1t is sxsential 1o make clear thet the Rind of mental imbalanee that is the subjecs of this
section, i ng legs than a fundamental derangement of the mind, in medical terminaloyy,
s persar who suffers from this condition is called “psychotic”. Although often guch
mental ilness is guite sasily recognized, there will he times when for tha purpase of the
progadures and guidelings which folinw, there will be doubt whether the condition is
present. To help the police officer in a particuiar case, ke should keep in mind that thers
are two things o fook for. Together they form an “Index of Suspicion” of mental Hiness,

1. Thatin respanise to questions or sonversations, the perscr doesn't rmake sense;
2.5, his conversation is cenfusetl, disjointed, e, and

2. that the parsan does not know his neme, the date, where ha fives, and whare he
is 37 the momsent.

OHARA POLECE QIVISION ~ BRAHA, HEIHASKA New77
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HANDLING MENTALLY ILL PERSONS - continued;

Nov-77

1f in addition to other suspicions that 3 person may be mentally i, the offiver pbuserves
that the persor: “dossn't make sense’™, ang that he is unaware of who he is, where he &,
ete., he may conchude for the purpose of his duties 23 o police officer that the person iz in
fact mermalty ik

B. CGENERAL APPROACH:

Whenever in conmet with 8 persen whom he recognizes t be mentaity i, a police officer
is 1o follow this guideline 10 avoid unnecessary i will or ditficuities

1.  Be honest and never iy to decsive of ick the person,

2. Dor't burry., The more tirne spent with the person to achieve the officer’s
purpose, the better.

3. Be polite and respeerful, Do not shauss,

4, Qverail, try to gstablish, even If for the short time period irwvotved, a refation-
ship of concern ang enderstanding,

Through this approach, the offizer gan muore easily maks an svaluation by observation
ang incuiry, ard on the basis of that evakuation make 2 further decision 23 1o the appro-
priate action 1o take.

C. STEPSSHORT OF TARING THE PERSDN INTO CUSTODY?

1. VOLUNTARY REFERAAL:

Sisustions where conmet is made with people that are mentally ilf are
endiessly varied, Parhaps the contact moy arise out of g norwdily
unaventful incident on the mreet or during a family dispute call. In most
of these situations, no spegisl $teps are required other than to be exira
patient angd calm. Howewer, where the officer is convinged that the persén
Is guite sericusty disturbed s ig in possible danger 1o himsel! or others,
he is to wmoetfuliy inform B person that the Douglas Toanty Hospil &
equipped 1o bandie his probiems and thas, ¥ the person wishes, a potice
convayance can be utilized to wansport him to the hogpital,

2, WHEN THE PERSON REFUSES TO COOPERATE:

if the person refuses o coopenste snd if, because of bis menta! ness, the
officer k& concernaed for bis snd others’ welfare, gnd if sduit members of
tha perton’s family or the person’s guardian are knpwn @ him, the ofticer
may wish to contact them grid suggest that they try 1o influence tha
persan o seak care.

TMAHA POLIGE OIVISION « OMAH A, NEBRASKA
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HANDLING MENTALLY ILL PERSONS - gontinued;

D, TAKING THE MENTALLY iLL PERSON INTD INVOLUNTARY CUSTODY:

1f, however, the mentally il person refuses to obtain trestment voluntarily,
procedurss have been established for thelr INVOLUNTARY CUSTODY and
treatment,

CALTION:
The crucial worg in the sbove i3 “CUSTODY™,

The officer should take noete of this word end, before subiecting anyone
o INVOLUNTARY CUSTODLY, make very sure of the grounds for the
action.

The subject wha is taken into INVOLUNTARY CUSTODY for treatment
has rights the same 65 3 SubjecT whio i5 arrested, the main differenge being
the place of confingment.

If all of a subject’s legal rights are not ohserved, the officer subjecs
himself 1o tha Hability of bwsuit arst to criminal presecution,

831001 provides ther say person may apply for VOLUNTARY ADMISSION for
rreamnant of mental llines. The officer would be concerred with these persons
cniy ingidensally where wansportation was being furnished as an sccommadstion
or i the svent of indigent persons

INVOLUNTARY COMMITMENT:

YMENTALLY [LL DANGERQUS PERSON™ shall mean any menualiy il
person who presents:

it} A substantial fisk of serivus harm 1o another person ar persons
within the near fusure, as mnifested by evidence of recent violent
acts or thrests of vislence or by placing others in reasonabls fear
of such harmi; or

{21 A substantist risk of ssricus harm to himseif within the near future;
as mgnifested by svidence of recent attempis a1, of threats of, suickls
or serious bodily harm, or evidensa of insbility 1o provide for his
basic human needs, inciuding food, cicthing, sheltsr, essentiad
medical cere, or personal safety.

83-1020 provides that “Whenever any pegce officer believes that any individual
is a mentally ilt dangerous persan pngd that the harm deseribed [in either of the
definitions above] i likely 1 otgur befors menial board procesdings undsr
this ast may be fnvoked 1o obtain custudy of the individual, such peace officer
sy mmedistely take such individual into custady, causa him or her o be
taken into custody. .

OMAMA POLICE GIVISION — DMBHA, HERRAEKA Jan-79
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HANOLING MENTALLY ILL PERSONS - continued;

The police officer in determining whether 1o ke the subjett into custody or
not 10 do 5o dthe ingdividoat officer MUSY make this decision} should consider
all of, but pot limited 1o, the following;

{11 Dues the subiect meet the definition of a menatiy il! person above?

[2} Would this subject come 1o harm or tause tanm 1o others i aliowed
to reprain free wrsil a menast warrang sould be injiawd?

{3} Could the symptoms be caused by something wther than rmental
iilmess, e.g. drugs, diabetes, p1e 7

The fact that a subiest has threstaned @ harm himsif or another may be
considered but is not to be the only detgrmining factor in the decision to taks a
subject img IKVOLUNTARY CUSTODY,

Remember: The facts that the officer congiders must aisa be considered by:
{11 A mentat professional; and
{2} A menml heaith bosrd; and
{3 Perhiaps by 3 court of law.

When the decision iz made to ke the subjest into involumtary custady, the
offiger shel! contact the Lisutensnt of the Hniform Parrol Beciem. The
Liuteriant shall mest with the officer, either at the originai place of
confingment or st the hospital. The Lisutenant shall conter with the officer
and meke 8 decision on the signing in of the menily il perspes 1o the hospital.

As with ali mensl commitmens, the fina! responsibility for the signing in of
mengsl patients under the iavoluntary sdmittance process is the responsibility
uf the officer 2t the scene whio has personal knowlzdye of the shwation.

Hawever, nt: perseey shall be sipned in a5 & menzal case withous stearanee and
consuaitation of the Lisutenant of the Patrol Section.

in all coses of subjerts taken .ito inveiuntary custody, the offiger must
sompizte 3 Dasualty Repont form PO 187 [Crime Against Persont and a written
certificete, PO 78, which shadl aliege that such officer believes that the subject
in custody s

{3} A menmily ill dengarous persos; snd
{2} That the harm described in the sbove definition is likely to oeour

before mental hesith procaedings under this ot may be invoked ©
obtain custody of this subject;

Jar-73 OMAHMA PUHLICE DIVIRION — OMAHA, NERRASKA
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HANDLING MENTALLY ILL PERSONS - continuerd;

And a summary of the subject’s behavior supporting such allegstions must be
detatied in the certificata.

When the extreme measure of INVOLUNTARY CUSTODY must be =ken, the
subject shall be taken 1© & hospitsl where & medical profesional and a locked
custodial ward 1y available for the care of the remaily # at all times.

AN mentalby il dangerous persons shell be taken o
{1} County Hospissl, or
{2) Nebraska Psychiatric Insiiture, if Douglas County Hospital is full,

There have been ocuations when s Fisld Officer, while talking with the
Communications Operator, has alarmed the mentai patient by referring 1o the
madical faciity by nams

Ta svoid suddenly alarsing the merzzl patient, the £ielg Officer shafl denote
wansporting 8 mensal patient to a medies! facility within the City af Omaha by
contacting the Communications Operator and using “Signal AAY, The Fleld
{fficer shusuld give the Communications Operasor the losation of origin ang
the location of the medical facility withaur ngming the medical facility.

An example commaunication would be:
“imrict 304, Signal A-Adar, A-Adam {using the ietrer ang pronouncing
the letter phonetically), Z20th eref 5t Mery: Avenue o 42nd and
Waolworth Avenuz,”
The Communications Dperator shall irgnedistely t=lzphons:
County Hospitsl Emerpency G44-FTT?
B3-1023 Provides that a imentally 3 subject admitted by certificste must be
" .evaluated by a mental health professiona! as 500N as ressonabiy possible but

aet Jater than thirty-six {381 hours after his sdmission,

A mentsl hazith professional” 1§ defined for purposes. of this sextion as ™3
practicing physfcran Heensed to practice medicing in this ...

MENTAL WARRANTS:

it a private citizen belleves that 2 subject is s MENTALLY ILL DANGEROUS
PERSON ha may go ¢ the County Attorriey, i the County Attormey conours
in the citizen's belie!, there is # procedure set out in Section 83 of the Smte
Statutes for petitioning the courts and for the serving of process.

OMAMA FOLICE DIVISIDN » ONAHA, RESRASHA May-81
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HANDLING MENTALLY ILL PEASCNS « cotinued,;

May-B

Fherefore, i the officer & In couly 2t 10 the nesd for immedizte custady, he
should advise the complalnant 1o $2¢ the County Atrarncy for the Bsuance of 2
Mental Warrant, The County Sheriff will then serve the process.

RECORDS:

Reeords of mental iTinestes shall be ausessible only to:
{1} the subject,
{2} _the subject’s pounsel,

(3] the subject’s parents or gusrdian if the subject is a minor or legal
ncompetent,

{4} the mental heaith board having jurisdicdon aver the subject,
{5} persons suthorized by an order of 2 judoe or court, of

{61  persons autharized by written perimission of the subject,

BUT BE AWARE:

~ Ay parsen who willfuliy

(1) files, or causes to be filed, & certificate or petition unger this act,
knowing any of the sllegatiors thereof w be {alse,

{3} deprives z mubject of any of the rights granted the subjest by this act,
or

{3} breaches the confidentiality of records requirad...[above] ...

shall be guiity of a misdemesnor and shall, upon conviction thereof, be
punished by a fine of not more than ong thousand dollars 1$1,000.000, or by
imprisonment in the eounty joll for not more than six (6} months, or iy both
such fine and imprisanment, in addizion o any civil liabilisy which be ‘may
incur for such ars.”

Parsons who are confingd in a mental facility 3¢ mensal petients gre towally the
responsibility of the sta#f of thar mesw! facliiey. Police Ofigers should not
assist or ke responsibility for the contral of such patignts if 3 reguest 1S made
to do sa.

‘This is not to be confused with sitations where o Police Officer is on guoard duty
involving an errested fefon whe is ungergoing medical treatment at the mental
faciiiny.

DIARA POLICE CIVISION « DRAMA, NEBRASKA
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HANDLING MENTALLY ILLPERSONS - continusd;

The Oficar is to prevent the escape of such feion but is not to interfere or
cumment o the medical trestment of the felon in oustody, He is soting strictly
as a Derention Offiter 1o prevent escape,

PROCEDURE FOR MENTAL PATIENTS TAKEN TO NEBRASKA PSYCHIATRIC (NSTITUTE:

The following proeedure will be followed’ when officers teke menwi patients © Nebraska
Psychiagrric Institute:

1. Upon aerivol, the Officer will go to the informartion desk lopated inside the main entrance.

2. While at the information desk, the Officer will remove and unlead his/her wespon and
lnek Tt in 8 metal cabiner peovided and ke the key with him/dher,

3. lUpor completion of assignment, the Officer will e to the information desk, unlock
the metat cabinegr gnd pick up his/her weapon,

Note: Exceptions to the above procedures where an Officer will retain hisfher
weapon pricr o going into a mentsf petient area:

1. Officeris answeeing cad! of crime In progress.

2.  Prisoner brought into the hospital who is wnder Polise guard,

DMAMA POLICE DIVISION ~ DAMANA, NERRASKA Aug-§1
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DEALING WI'TH BLHSONS WHO LEXUIBLT AONQEMAL BEHAVIOR -- HENTALLY
ILL RERSOHS

General Folicy

The Depariment rscognizes that policve are snet gualified to solive
the underlying problems of people who sxhibit abnorma) behavior.
Officers can learn £o recognize abnormal behavior when they
gfcounter it, Their response te a gituation that involees abpormal
behavior should reflect a sensitivity to the needs of the peoople
invplved, and a concern for the safety of themselves and others

at the scens as well as 4 goncern to alleviate the situation dn a
reasonahle manner and leagth of time. Wherever possible and
appropriate, an offiger should direct a person ezhibiting abnormal
pehavior be those agencies and perseons that can provide professional
help. This shoulid be dons in a manner that is the least disruptive
to the lives of the individual invelved znd of their family, but
whiezh is m€ill calculated to meet ihe needs of the individual and
the depariment.

Genera}l Considerations

Bacause of the varied types of malls ehey receive and ehelr mobilicy
withis the community, bhe police officezr is often esxpocted to respend
to & situaztion involving persons exhibiting behavioral abnermalities.
The afficer's vourse of ackion at this fiest sncounter can Lotk caim
the existing sitpation and increase the chance that if subseguent
treatment is needed for the individunl it will be more cffective.

The following progedures will he helpful in this regard.

Take time to look the situation over, arnd to gather and zecord as
mich information as possibla. The oflicer should make note of gll
signg of abnormal behavior that is observed, the cirpumstances under
which they are observed, and any other pertinent information about
the individual they can learn. This information should 211 be
incliuded in the officer's report of the incident,

Call for assistance and information relating b possilile missing
persong or eifpee reports from the dizpateher. If possibple, contact
the Dane Lounty Mental Healeh Centcor for background information they
may have on the individsal and foz general advice.

bo not abuse or threaten. Project yourself as o friend who is both
concerned and anrious Do help. A badly frightensc or disturhed
individunl will become wore difficult o handle if hosshe sens the
police officer as an enemy.

Avoid sxcitement. Do not let crowds gather. Remove the disturbed

individual From the scene of gxcitement and fo a guiet stmosphere.

If there ave Eamily or friendy present who have a galming gffect on
the indieidual, thoy should be kept with himfhor.

Do not decedive the irdividusl. Deception can create a lack of
trust towards the officer and reduce the effectiveness oy later
troaiment,

HADISOM, WISCOMSTH POLICE DEPARTMENT
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IF physical restrainks becowme necessary, everyY effort shauld be
made to avoid injury to the isdlvidval, ko he pfficers, or to
hystanders. If pessible, the perszon should be restrained by
holding his/her arms ox by wrapping him/her in a blanket or a coat.
A ambulance should be called to transport the individval.
Ordinary handouffs san cause severe injury to violently disturbed
individualas, and should be avuided where possinle.

Dispositions

An officer's dispusition in a given situation will depend on tws
factors: {1} the nature of the situation and {2} thas behavioral
aberration of the isdividual inmvolved in the situatiosn. The
follnwing is a list of dlspositions which should be considered
in tarn:

1. Relesse of the individual with a preferral made to a mental
health agency.

2. ¥lacing the individual in the custody of his/sher family or
friends.

3. Consuliabion withk o mentsl Bealth professional.

4. Arrest for a statute or an ordinance vislation or emergency
temporary detention.

Release amd Referzal

If the situation that the officer encounters 45 of a2 minor nature and
the persoents behavioral aberrations do not appear ingepacitating, re-
lease and referral may be the appropriate respoase. Before the officer
raleases an individual s/he shozid be reasonably cosfident that the
situation will not recccur, and that the peérson who axhibited the
abnormal bebavior cén be safely left on his/her own. The officer should
not relesse persons who remaln extremely excited or who are in a
generally helpless state. ‘The individual should be transported away
from the scene of the incident if ghis ean be done voluntarily, and

if the officer fesls this will help alleviare the situation. Before
the officer relgases the individual &/he should refer the individeal

to an agensy that might provide grofessionsl help to the individual.
However, the offizer should not refuse to release him hcr morely
becauze it appears thes referral will be iynored. Wher 2 referral has
been made, the officsy should notify the agoncy and give ihe agency

as much information about the situation asd the individual as she/he
can. %This will he done by furwarding a copy of the officer's report

ta the agency. 7The individual shauld be told that the officer is
wmaking & referral and thai the individunl can expect & contact within

a day or so by a mental heaslkh professicsnal.

Release of the Individual to the Custody of Family or Friends

1f the situstion that the offiger croounters is of & minor nature,

but the behavior of the persos involved appears severe enoush io

make release nf the individual on his/her own wnsafe, she/he should, Lf
possible, be placed ln the custody of someone who can care for liissher
Generally, this will be the individual's family or friends. She/He
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should also be placed in the custody =f his/her family or friends if
the wificer concludes that the mituation will reoagour iY the indivie
dual d& left on his/her own. This alternative should be followad when
the person involved appaars to be severely retarded, senils, amo-
tionally upset or confused so A4S to be unabie to care for his/her own
safety. The officer should give a complets account of the situation
to the person in whose custody she/be leaves the individusl who exhibitz
abnormal behavior. The officer should refar the family to one of

the agencies on the referral list and notify the agency of the referral
by forwarding a copy ©F the nffiger's report to Ehe agency. The
individuz) and famsily should be told vhat the afficer is making a
referral and that they can expent a pontact by a mental health pro-
fessional within a day ov so.

Conmsltation with Mental Hzalth Professional

TE the situvation szists where you do not feel comfortable simply
releasing and refarring the individuoal, you should seck consultaiion
from a mental heaalth professional. This is done by contacting the
Dane County Mental Heslth Center's Crisis Intervention Staff, either
in persen ak 31 South Henry Stroet bebweeen & am and 5 pm Monday
through Friday, or by phone at 251-04ii, 24 hours a #dsy. The Crisis
Scaff have the capability ko respond in person to the scene if
necessary. At this time, the mental health professional will consult
with the officer and the individual ta advise the officer bmfoze the
officer decides on a Final dispesivion. Do net sisply drop & pezson
pff at the Dane County Mental Haalth Centsr. Contact someons willing
o teke responsibilicy for the individual and provide that mental
healih professional with a3l information you have regarding the person
and the mircumstances surrcunding his/her behavior. The officuer shouwld
keep the safety of the montal Bealth peofimsional in mind In determin-
ing whether s/he will leave the individual in gquestion in the custody
of the mental health profossional,

hrrest for a Statwteory Yiolatien

Artast, of course, is always the appropriate disposition whesn o
felony has been commifibed., Arrest is slsc appropriaie if the situa-
tion is one in which the officer woumld nommally make ah arrest LF
thera were no signg of abnormal behavier, and the officer concludes
that the sigss of abnormal behavior observed are minor or unrelated
to the wiclation. In addition, arrest may be the most appropriate
dispositian if the individual exhibits signs of zhnormal bohavier
irom which the afficer concludes that the person cannot be safely
geleased on hisZher own, and the following factors are prescat: (1)
the axriginal incident involves some wvislations of a statute by the
individual; {2} no one can be located who can safaly toke custody of
the individual: (3) the individeal will not voluntarily admit himselffharsalf
to a medieal facllity; {4) the criteria for emergency temporary
detention as laid out in the next secktion, do not exist., Ordinance
vioclatiens do not allow the oosrt to erder btreatment, thercfors,

in those instances, statutory violation should be used.
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Emgrgency Temporary Deteption

Emergency Temporary Detentisn Pursuant to a Police Officeris
ftatutory Aubhority

The Police Officer’s Affidavit for Temporary Custody is a form to

be used in conjunstion with an officor's statutory authority, granted
under Wiseenzin Statutes Sectien %1.15{1), to place inte temporary
cugtndy, persons who are violent or who throatan violence apd who
appear irzesponaible aed dangercus. When an offlcer uses this
authority, they are initiating a process that may result in the
dutained person being involuntarily committed to a mental institution.
The statutory requiraments for the use of this authority are analeogouw
to the reguirement that thers bs probable cause Lo make an arrest
without a warrant, If these statutory requirements as judiclally
interpreted do not exist, an officer has no authority te use the
procedurs.

Blank Palice OEficer Affidavit forms are available in the wffice

af the Lisutenant of Batrel, ab the Dane Sounty Mental Hsalth Conter,
at the emergency room of each hospital in the Madisor area, and at
the Bsyohiatrie Intervention Clinie ab Ueiversity Hespital., RAddi-
tioral forms may be abhiaimed at County Couxt Branch 1.

1. Conditions for Use

The Police Officer’s Affidavit will be uszed only when the
follswing conditions exist:

a, The statubtory reguirements as isterpreted and listed
below exints

{1] The afficer shall have obhserved or have isarnod
from a reiiable source of specific wviolent aor
danyeraus acks, or attemphs or threats to perform
speeifiv violent dangerous acty by the individual.

{3} The offiger shall have reason to believe, b.sed
ot their own observations or on information pro-
vided by the mental health professional, that the
behavior was the result of some mental abnoroaliiy.

{3} The person's conduct consbitutes an imminent danger
of substantial physical barm o himself/herscif or athers.

b, The cfficer datermings that none of the eariier listed
dispositions ix appropriate.

c. The mental health professional concurs with the officer
that the bebavior observed was the result of a swental

abpormalite.

2. Procedures for fse

Whep it i5 anbleipated tha® temporary debestion will be iniziasted
purssant to an officer's sperific statutory anthoricy, the
officer should follow the procedure ocublined below.



G,

-237-
4-1700.

The dispatcher and OIC should be notified that the offiger
will be seekisy mental health consultation reference the
individual in question.

(all Dane County Mental Health Cenker's Crisis Intervention
Survice, ZEFg., for consultation. AL this point, a
determination will be made whether Crizis personpel will
respand to the goenw, or whether the subdect should be cops
veyed o the Mentael Health Canter, for further evaluvation.

The investigating wfficer should give to the mental heaith
professianal all the pertinent Information relating to the
individual for whom smergency detention L5 conkemplated.
this information should include the nature of the priginal
situatiosn, all signs ofF abnormality thar the officer has
ohserved, the specific acts, attempis or threats of vinlence
made by the individual and the circumstances under which they
oocurred, background information about the individual, and
the peasems that epmergency dedention iy being soaght.

If the mental health preofessional asgrees that the conduct
in guestion wag the result of a meninl abnormality, the

officer should complete five (%) copies of the Poiice Offigar's

nEfidavit for Temporary Cusitody. Copisy may be mads on a
copying machine, ©One popy of the Affidavit will be given

to fhe individual. The offiver will read the Congtitutianal
Rights attached to the Affidavit, along with giving the
individual e written copy of these pights.

If the wental health professiznal does not agree that deten-
tion iz appropriate, the officer should procesd witdh the
wommitment osly after after gettfing concurzrence from the
LEIC.

Mepdota Mental Heaith Institute, the detention Facility,
should be notified by phone that a patient will be transported
therg to the Administration Building at Mendota and taken

Lo the Admissions OFffice. At this time, Mendota should

also be adyisad as fo whetber sacurify personnel are nesded
to assist in admission. The patignt should be turned gver
to the hospital persennel alony with a copy of the Affidavit.
The officer should endorss on each additionsl copy of the
Affidavit the date and time the patient was reczived by
Mendota Bospdtal, IF necessary, the officer shouwld remain
with the patient until the admission is completa.

The original affidavit shall iswediately be rsturned to
the office of County Court Branch I, If the office is
cloged, slide the oviginal Affidawvit undsr the doorp. The
afficer will also cosmplete an officer's repurt on the
incident, attaching the ramainimg Affidavits to the report.
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Referral List - Mental Illness & Abnormal Behavior

The Ffollowing iz 2 list of aggncies to which an afficer might wish to
refer an individual exhibiting abaorpal behavior.

1.

Dane County Mental Healbth Qenter
31 South Henry Strest
phong: 291-2341

Fruvides the mest complets prange of cub-parient Ireatment and
counseling avallabile in Dane County. Coopdinates all of Dane
veunty's mental heolth facilities and san make further reterrals.
Treats mental illness, aicohollizw, drug depondency and other
emztional problems. Emergency Mentai Health Service by phong
dvailable te the gongral public ae J51-2345,

Liwitabtions ~ dogs nob peovide any in-patlient services,

Fees - hased on abllity to pay.

Catholic Social Servicos
28 Sourh Hangock
phone: 2%6-2358

trovides counsciing by psychologists and sesilal workers in areas

of mental illinesy, aleoholism, drug doependency and Family-relatod

trroblems .

Limivations — no is-patient services. Have 4 pagt-tipe staff
psychiatrist.

Fres - based on sbilivy to pay,

Private Clinics and Private Practitionars

The Madizon area bas many privaze psychiatrie and psycholegical

clinics asd private pracvitioners. Alithoagh the individuat

clinics may have soms specialgy, among them the full rangs of

counseling and treatment for all mesntal disorders’is available.

Limitations -~ The clinigs cannot actually provide hospitalizatics

but they wan arrange for hospitalization.

Epeg - The fees o patient mest pay vary consliderably from clinic
tw clinie, Psychiagbrists ape listed in thy Madison phone
Baok yeliow pages umder “Thysicians and Surgeons®,
Psychologists are llsted under “Psychologists®.

Hospitals

The following hospitals provide emergency psychlatric care
through the fmspital emErgency room.

4. Madison General Uospital
202 Zouth eark Strest
Phopes  267-G206
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Matrhodist Hospltal
308 wWpst Washington Avenue
Phomey  251-2371

HL. Mary's Hospital
07 South Mills Street
Phona:  258-6000

University of Wingoenuin Hospital
808 Highland Avenug
Phong: J62-2398

Veteran's Administration Heospital (For veterfans only)
2500 Cveriook Torrace
Phons: Z56-1901
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POLIC

g

Pulice encounters with persons £isplaving symproms of
mental diserder reguire the exetrcise of extreme caution
and adhersnce to established guidalines in order ta sro-
tect *he rights of individuals and insure public safety.
It is the policy of the Department that nON-arrest reso~
lutions of menzal cases will be attempted whenever posgi-
Rle, ldeallw, contacts with mentally disturbed persons
will result in 2 referral to apprpgriste facilities on

2 vgluntary basis. When public safety demands otherwise,
involuntary detentions must be restrted to; however, the
piacing of criminal chazges for the porpose of taking
sych persons Anio custesy is to be avoided (f possible,
The gffective ané humane dispositisn 2f mental distur~
barice culls reguires adherence to the proagedures set
forth in this General Order. A coordingted effort be-
*waen the police, courts, and mentsal hezxlth agenties is
essential te the achievement of & professional approach
& the problen.

ETATE LAW

The Cede of Virginia, Section 37.1-87.1, sevs forth the
procedurss to be followsd vegarding She inveluntary de-
tention of mentzlly disturbed persons. fThere is no au-
thority for a police officer to rake a mentally disturbed
porson lnto custady without a warrant or detention erder.
Persons who appesy mentally ill may be arredsted for the
commisslon of & specific offense. but the placing of
chargss such as Discorderly Conduct is approgpriate only as
a4 last resart.

PROCEDURES
&) woluntary admissions to mental health facilities

1} Persons who appear to be in need of mental health
treatment, and do not pose an imminent danger to
themselves or ctherws, sheusld be referred to a
mental health facility. A family wmesmber or other
responsible person is often mvallable &o assist

A My TR BT MR E Y T
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the disturbed person in seeking such treaiment.
Emergency elinies are opersted at the Woodburn
Center and ths Mount Vernon Center for Community
Mental Health., HNorthern Virginiaz Menzal Health

ngwizute L85 2 publis inepatient faellity for
Nosehnery Virginia.

2) Persons who have hegn or are under the cazre of
& private physician should be referred to tha
phvsicien, if possibls.

B) Inwvoluntary Adrmissions

1} If no esmergency exists, a relative or any respon-
sible person may petition a judge of the Pairiax
Generzl bissrics Court to order the datention and
a hearing for a person who is believed to be in
nzed of pental health treatment. This procedurs
rruiies during hours when the <onrt is in session.

2] During hours.when the cours is not in session,
mergons mEy sesk the issuance.of a mentdl deben-
tion prier. from the megistrate on daty at the
AUL, Groveiton, or Masun,

3} pPolice officers should refrain £rom indtiating
involuntary admissions unless there is no relaw
ive or other responsible person available and/
or tha suspect mentally i1l person appears to be
dangerous to himself ar sthers.

C) Mgbile Crisgis Unit

1} The Woodhurn Center operates a Mobile Orisis Unit
during the bours of 18030 o 2400 seven days a
waeek. The Uniz is somprised of three mental
heglth professicnals: a psychiatric nurse, a
wsvehelogist, and a psychiatrie socdal worker.
Twe of the abpvas persons will be working as a
team during the stated hours,

21 The mission of the ¥obile Crisig Unit is twoe
fold.

FAMRPAX COUNTY POLICY DEPARTKENT
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al To respond to calls from Judges, Special
Justices, and Special Macistrates f£or the
purpeses of evaluating persons to determine
whether detenticn is warranted, or in afe
fgcting feasible altersnatives to involuntary
detentios,

b} To respond to Police Department regquests
for assistance in cages involving mertal
health problems where ¢ounselling is of
potentiel benefit. Assistance may be proe
vided by telephons consultation or by
regponse to the seene where appropriate,

3} If the person in need of mental health trestment
iz ap ilmminent danger to himself or others or in
need of medical trsatment and immediate involun-
tary detention i3 appoopriate, the procedures
outlined under III. D} below shall be followed
ir lien of contacting the Mobile Crisis Unit.

If a family member ls svailable, that person
should be the petitioner.

4} If the persoen zppears willing to talk with a
mental health professiconal, but is wowilling or
unable to come to & mental health facility, con-
tact the Mobile Crisis Dnit for telephsas cone
sulration o2 o arrange for o field wigit L£
approprizte. The HMobile Crisis Unilt may be con-
tacted as follows:

560~0224 - Unpuhilshed, for police
and ocourd use onlyr or

573~%679 - Mobile Crisis Unit public
line,

5} TIf the Mobile Crisis Unit responds to 2 scene to
azeist the Department, police cfficers shall
remein at the scene until the Hokile Crisis Unit
arrives and the safety of all persons Lls assured..

§) In cases where the Mobile Crisis Unit responds

FAIREAL COUNTY PRLICE DRPARTMENT
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to a scens, but detarmines that inveluntary de-
sontion is unavoidabls, a family member or a
police offirer shall be the petitioner. ‘The
procedures outliined in IXI. D} below apply whers
2 police cfficer is the pevitionawr. Members oI
the Mobile Crisis Unic do noi have the authority
ta durain a person suspected of being mentally
iil.

Where the Mghile Crisis Unit makes a $ield conw
tacs at the regquest of the court, a Specizl
Magistrate may be designated to reguest sisml-
tansous assistance from the Police Depariment.
Upon s0ch reguest, appropriate police manpower
Wwill be dispatehsd to the scene o meet with the
Mobile Czisis Unit and provide ssourity assisie
ance until there is a reasonable sestainty that
no imminent danger fo the persons invelved aexists,
and that inmediate detention is no%t appropriate,
I irmsssdiate derantdon is appropriats, wiilize
the procedures putlined in ITIv D} of this Ordsr.

THe Mobile Umit is unable to provide transporta—
tion. In some voluntary cases the pelice may be
reguested to transport afiter voluntary treatment
has baen arranged. Whenever possible, z member
of the Hobile Cxisis Unit will be ragussted to
accompany such cases in the polics vehicle.

Il Emergency Admissiong Imdtiated by Police Officers

1)

During Court Eours,

a} Contact p jbdge of the Fairfaw General Dis—-
trict Court and explain the circumsiancas
which indicate the nesd for immediate Sew
bantion.

b} The “udge will ascertain the availability
of detention facilities and issue instrucw
tions cancesping custody of the lndividual.

©) The hearing time, dake, and location will
be estaklished by dudicial suthority and

FAIRPAX CDUNTY POLIGE DEPARTHERT
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the police officer will be reguired to
attend unless the detainee agrees to
veluntary dmissien and waives the righe
e & hearing.

2 buring howrs whesn court is not in sessicn

al fontact b mepoiserate s: TFaipfaw or
Groveton and relate the circumstances
which warrant lmmediate detention.

b} The magistrate will deiermine the avail-
sbility of detention facilities and then
cantabt a Special Jostice or & judge for
the suthority to detain,” if necessary, zs
oatlinad helow,

e} Hagistrate must have advice Irom = person
skilled in the dipgnosies znd treatment of
mental illness prior to issuing an order
on their own authority: otherwise they
miist recgive avthorization Irom = judge
oy Speawiasl Justice.

d) Upon receipt of verbal asthority to detain,
the officer will take the person into cus-
tody and proceed to the facility designated
for detention. Ancther officer will secure
the written detention order and deliver it
to the designated facility. The detention
order must be presented to the designated
facility prior to admisgion of the detainee,

B} custoedy and Transpartation of Mentally Disturbed
Persons

1) Proper restraining devices will be used if
necassary o prevent injury to the individual
or the eificer. Ths decision to use handouffs
will be bagaed on the toiality of circumstances
and the potential for violence exhibited by the
detainse.

2} Persons taken into custody shall be tramsported
in a cruiser sguipped with a safety shield.

FAIRFAX COUNTY POLICE CEFARTMENT
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1¥ possible, twe officers should haadfle the
custody and transpory of mentalily disturbed
persong, Extremely vielent persons may raw-
cuire specizl resyraints and transportation
by ambulsnce to the detention faglilisy. II
ambelanes bransportation is used, ong sfficer
will aczompany the ambulance crew during
trenspart 15 Fegaest ted by thaem,

3}  Persoens taken intn custody whe sre im apparent
need of medical treatment indspendent of thelr
mental dissrder must ba taken te the Fairfax
Bospital prior to heing taken o the detentlon
facilit

4)  Tarsons tzken into vustody will remain the
rasponsibility of the police officer until
custody i5 sssuwsed by receiving parsonnel at
the detention faeility. I the affiger has
the pergser debention ozder ubon grrival at
tihe &&Slﬂﬂat&d fawility, thezre should ba
franimal delay in rm*mev%nq the gf ficar of
custosiil responsiBilitvi. In the case of an
escapas, the arresting officer shall transport
the subject to the nearest specisl magistrats,
who will either £ind bed space for the subject,
or make arrangaments to transfisr custody £ the
Sherifs's Degsrtment. Until placement is
determined by the maglst*ﬁtﬁ, the arresting

officar is respongible fozr smstody of the
gsEapee,

§) I¥ an officer ip guarding a meptal pat;ent at
the Paivfax Eospitsl and for reasons of personal
safety feels that physical restraints are
negessary £or the patmmnt, due fo the indi-
widual's omndect, the officer should contact
the hémini&trﬁtiva Mursing Supervisor. Ths
Administrative Nursing Sg?a*viscr should be
reguested to vbserve the patient’s actions
er conduct and to contact the approprizate
physician, if restrainks are ragtuired. Nothing
in this section shall preclude opfficers Erom
restraining individnals withous prior approval
in an emersency situatieon.

FAIAFAX CGUENTY POLICE DEFARTMEHT
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3] fficers shall caooperate fully with and assgist
peizstnnel at the detention facility. This
ineludes compliance with any detention Zacility
regulations concerning the securing of police
WEAPONS .

7Y If an efficer is reguired to guard & nental
patient at Fairfax Hospital, the officer may
contast the Administretive Nursing Supssvisor
o reguest that the person be gplaced on another
ward, if the ofiicer feels that giving up his
revslver represents a threat ©o his/her safecy.
Space availability will be a fachor,

B} The officer transporting the detaiose shall
advise the Imergency Operations Canter of
his destination and estimated time of arrival
s that a telephone call van be made alerting
the receiving facllity that a sentally Sis-
turked person is en route.

£} Hegrings Following Inveluntary Betention.

1}  The officer executing the detention opdey is
nut required to attend the hearing unless he
ig named as the peiitiomer. 7his should only
osour in cases where lsmediste detention is
necessary and there is no relative or other
responsible person available to request
detention,

2y A preiliminary hesring will be held within 24
hours of detenticn, normially at 0830 hours
on the morning following detention. I the
cEfficer is the pstiticper, he must be present
st the preliminsry hearing. The detainee may
walve his right o a final hearing and agree
to voluntary sédmission during the preliminary
hearing.

3} A fipeal hearing will be held within 48 hours

FAIRFAX COUNYY POLICE PEFARTHENT
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uf detention wnless waivad Ly the datainea.
The pfficer's presence is necessary at this
heazing if he is the petitioner.

Sgrvice of Mental Detention OrdersfWarvants, Zscape
Warrants

3} EQC personnel who recsjve a recuesi fpr the
sarvice 6f a warrant/order shall Tecord the
nooessary information for the dispatch of an
offjcer. The werrant desk shall be notified
af the warrent/urder and such warrant/order
shall b# entered into the Depariment's active
wayrant file,

2} The officer receiving the warrantforder shall
irmediately verify that it has Leen properly
completed and signed. Hpeedlal instructions,
a2z to the time of service or place of detention,
shall be noted,

3} X% the warrant/erder cannst be served within
e same shift zs receivesd, oz at the time
desigoated, the issuing authprity shall be
notified and the Ceason service cannot be
made shall be provided. The issuing authority
shall determine whether another attempt at
sgrvice shoold be made later ur whether the
warrant/esder ghould be yeturned to the court
or detention faedility.

41 Persons served wiih mental petitions for
detention a¥ the Northersn Virginia Mentsl
Egalth Institute durdng the periods between
1708 apd 08G0 hours on regwlar weekdayvs, on
weekends and State (not Countyl holidavs, nast
Eirst be taken to the Woodburn Center far Oom—
menity Mental Health, where thay will be
examined v a physician. The officer(s) must
remain at Woodburm dering this time. 2t the
conclusion of the examination, the officeris)
will then take the person to the NHorthern
Virginia Mental Health Institute for detention.

FAIRPAR COURTY POLICE DEPARTHENT

A
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K} Repurting Procedures

i} A cummplete investigation repozrt shall be syl
mitted by the agsigned officer, detajling the
circumstances of the incident. Ll0-9% clearances
of such casegs are not apceptadle. The assigned
afficer shall contacd the Warrans Desk whenpyer
the warrant/order is served or returnsd foc ths
issuer. The warrani eont-ol procedurs shall be
in aceordance with General Opder 681, Arrest

rocedures, IV) Bb.

2} The sustody of persons for the reason »f alleged
mental illness or escape Zrom invelantary com-
mitment shall not be recorded tn any Depariment
arrest dorument, either summons or LORE. ALl
faprs and circumstances shall be inelnded in the
investigaticon repors.

3} Any pyoblems which arise concerning court pro-
cedures, contact wiih Specizl Magistrates, or
personnel at the rzoceiving Zacilisy sghall ba
forwarcted by mesmprandum o the appropriate
bureasu commander.

This General Order bhecomss sffective December 1, 1282, andg
reguinds all pravious rules and ragulations pertaining to the
subjent.
ISSUED BY: APPROVED BY:

F’ el

Chief cf Poizce STy EXetutive

FAIRFAX COMHTY POLICE DEFARTRERT

B
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DFFICER REFERRBAL CRRDS

Hontgomery County, Pennsyivania

MONTEOMERY COUNTY MH/MB EMERGENCY SERVILE

IMPOIRTANT INFORMATVICN

Hoer fo use 1he
MOSTGOMERY CGUHTY
MHisE EMERGERLY SERVICE
Fog
DAUG{ALCCHOL/ PSYCHIATAIC CAZES
Hiildling 18, Nerrmtown Siata Hasglrp
Horeratewn, Pa. 13481

For asastance «ith REAL arg (MMEOIATE LIFE.
THREATENING ntuattons whgh dealing with 3 persan
whitae BiEnavar 13 gut of contrgl and who appoare 1o be
memady #f CALL:

telephone 273-6100
G0I8-5{Z suaydaa}

MOHDAY THROUGH FRIDAY — 9 pm, ta % pan,
Voivniary Exartindllanng Gty

AFEA Mesigomery County Mantal Hasith {aeian
461  Lom TV Toun i St
1310 High S, Formstown | Bagg
ALY Penn Feundahon for Manig! Meghh
BUY taws Aae, Sallargilie SEGER
483 LOFE Proiribniis
E ngiah Viltgoe Proll Conees
Sume FOS - Moerth dples 19462
“B4  Atengion Hosooos RN Center
L Yuse Ro., Saomgtun 19001
£BE  Uentral MOniptmery MR/ Junrer
1100 Nowatt 51, Rernsiown THE5Y
AGE  Lower Menan Caunielbng S6fvce
24 frrsnnoue P, aramods 10003

FHIRNER

BELHEE

HADERIT
5% rE53%
T¥I-Adn

EER-ERR

THy Wenigoamiry Ssfly Emsgandy Servce gegls wEA
HIBAN Lruds At ta and PSvERBInG TRVES wiEe st
HETRI¥OELICH MG 1%k Lo Enest ant,o sifiers.,

ORI B s naag O snrmistson ano 1 sfasing o smehie
t man g Voiimasy Admatcn $20%E the Menzas redith Sl
[ d2s fur 20| y T ni (IS8T

T#ls heand ihad 13 Sobe gicers cEen pErsanal obisrg.
fion of Londuil (ar ACHEATes & Drrtas Yeoves & omar and
PEOFEM) GRNRET IO TEH/0INes anst S SoverEly WIBNTaH Y daptiventt
BET A3 IS PEnieT (0 BUsDNG 18, or 2] A CRyLICan, reldve,
Friens OF uuner (838 rIiE PA+Ey CaN MaHE 35 BUSILSEAN Tar
ATETGERCY ARIFUNALINN, e Ling forth lacls thaf g geesen g
thvirimty Mertatly Qisguiee,™
Trw Evatialing Prysitian arierdunes whether 4 302 Sdmistian
B ApRropiita,

Proganutt 10 1olige:

Vi Biag 16 18 1ne designaled faciity for Inveduntary Bmer.
gtary Exgmunaiions in Monrgomery Coultly-24 Hours/day,
SEVER C2YSimatk,

# Fo+ volunttew Examlinglioni only, Mesoay thrguye Fric
By, FAM 18 5P £2ll the Renip Heans Dorlr i yoar
Laichment Ao Hsidd on fne DAk 0f 18 €510,

Fi AL10r 5 8., Be weskCays an0 on wRelEnGs, £51§ dirmg? g

R ?ic‘\;. £6 Y04 Womunjary Esamanztp - BTR-E5I00,

} For aovice 3 Emrcigasncy b ) »

27 sty lime, ¥ SRIFRIRBI08
for

DRUG/ALCOHDL/PSYCHIATRIC CRISES
CALL:

278-6100

E4 bours 2 day, 7 avs § vepek

w  CRISIS INTERVENTION SERVICE

e
o Ry

TELEPHUNE NUMBERS

51 Sozh Henry St
oo W SE03
5128

Errernancy humner
FOr 456 Dy dzirerdr o
2512345

ot
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APPENDIX F

ASSESSMERT QUESTIOKWAIRE FOR
POLICE OPERATORS, DISPATCHERS
RRO PATROL OFFICERS
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JUESTIONS FOR ASSESSING MENTAL HEALTH PROBLEHMS

Te ald operators, dispatchers, and offigers, the follgwing questions
should be asked of a caller whoe 4s mentally disabied or who is
complaining about a mentally disabled persom {MDF}.

1. Is the MDP using ar threatening viglence?
HO YES, specifically

2. Is the MDP threatening suicide?
K0 YES, specifically

3. Is the HpP acting dangerously towards himself or others?
K0 YES, specifically

4, Has the MDP been neglecting personal care or bodily functions?
Ho ¥ES

a, Has the MDP mutilatad himself? HNO YES
k. Has the MDP neglected bathing within
the past few days? HO ¥ES
¢, Has the MDP meglected eating within the past few
days? HO YES
d. Has the MOP peglected takimg prescribed medications? NO  YES
e, Has the MDP been sleeping irregularly? HD YES

The above guestions pertain to state law ertierfa for involuntary
commitment., If the answers to these are positive thes an emergency
axists which requires a patrol responss,

5. Has the MOP recently suffered a traumatic experience?
NG YES, specifically

5. Does the MDP have a history of mental iliness?
ND YES IT1ness
Doctor

CHEC
Hospital

Preceding page blank
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7. Does the MDP feel that his behavior is controlled or influenced by
putside forges?
NOD YES, specifically

8. Does the MDP ever receive messages from strangers, radic, or
teteyisian?
H0 YES, specifically

%, Does the MDP haar voices when pthers do not?
N YES, specifically

10. Does the MDP ses things when gthers dp not?
b YES, specifically

11. Does the MDP indicate that others are plotting against him or are
after him?
NO YES, specificaliy

12, Does the MDP claim that others can read hiz thoughts?
NO YES, specifically

13, Does the MOP ¢laim that ke can read other's thoughts?
NG YES, specifically

14, 1s the HDP overly concerned with religion or death?
KO YES, specifically

15. Is the MDP oriented to his enviromment, 1.2., time, place, and
person’?
YES KG, specifically




i6.

iz,

iB.
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Did the mood of the MNP drastically change during the course of
the conversation or interview?
L H YES, specifically

Has the mood of the HDP appropriate for the pature of the zall?
YES X0, specifically

Does it appear that the MOP ¥s under the influence of alcohel ar
illegal drugs?
NO ¥ES, specifically
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APPENGIX 61
TRATKING FILMS

The Lry for Help--Produced by the United States Public Health

Servics, 1963, 33 minutes, B5¥, 16 MM optical sound. fental fee of $25
for three days; purchase price $200, Order from Mational Audiovisual
Center, Government Services Administration, Order Section/RA,

HWzshington, D.C. 20409; 301/763-1896.

A trainisg film for police officers and law enforcesent
agencies, designed %o develep a feeling of comeern and understanding in
handling the seictdal person. Presents some of the major causes of
suicide and probless of handling. Teaches law enforcement officers to

recognize their "¢ry for help”

Handling Suigide Threats--A Harper and fow Oriminal Justice

Hedia program produced by Bay State Film Productions with Dr., Morton
Bard zerving a5 consulitant, 2% minvtes. One week rental fee of $75 for
film or video; purchase Tee of 3450 for the film and $400 for the
video, Order from MTI, Teleprograms, Isc,, 3710 Commercial Avenue,
Horthbropk, IL &0062; phone toll free 1-B800-323-5343: in IL, AK, and HI
wall eollect 312/291-9400,

Discusses and demonstrates strategies that begin with the
initial call=in and dispatcher's response and follew-through to the
tactical and psychological technigues mecessary to develop interface
between the responding officer{s) and the person attempting suictde.

Case histories illustrate both what to do and what to avefd doing.

ing page blank
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Topics covered include: the importance of officer attitude in
this type of crisis intervention, motivating factors behind suicide
attempts, methads for ensuring the safety of bystanders and officers,
and specific technigues for dissuading a person attempting

suicide.

The Mask--Produced by the United States Public Health Services,
1965, 33 minutes, B&W, 16 MM optical sound. Rental fee aof %25 for
three days; purchase price $205. Order from National Audiovisual
Center, Government Services Administration, Order Section/RA,

Washington, D.C. 20409; 301/763-1896.

Inferms the police that alcchol may mask symptoms of both
physical and mental discrders and suggests a system of observation that
begins when a person is first seen by the police. It emphasizes the
significance of alcoholism as a problem and stresses the increasingly

humanitarian role of the police.

Mental Disorders--Produced by Pelice Science Services. Eighty
color slides and carcusel tray with narration cassette, instructor's
guide, 25 questions and answers, and 25 student handouts. Rental fee
$125, Order from: Police Science Services, Unfted Learning, 6633 West

Howard Street, Niles, IL 60648; B00/323-9468.

When a person suffers a severe mental attack at home or in a
public place, a police officer is usually the first responsible person
to reach the scene, Topics include behavior expectations, crowd
control, stabilizing actions, securing professional help, mental

derangement 1n ordinary offenses, and securing and transporting

subjects.
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Mental [T1¥ness-~Published by Harper and Row, Isc., 20 minutes,
i6 MM color. Available for rental and purchase, Order from MTI
Yeleprograms, [nc., 3710 Commercial Avenue, Northbrook, IL 600623
phone toll free 1-B00-323.5343; in IL, AK, and BI, call collect
312/291-9400.

Oiscusses how ments? 1l7ness can affect anyone, Explains how
gany behaviors fall intoe 3 norme} range. However, 1F the hehavior is
imappropriate for the setting, then mental fi1iness should be cone
sidered, (ffers guidelinss for sfficers to follow in dentifying and
interacting with the mentally 11 and identifies specific reactions by

pfficers that should be avoided.

One Step Ahead Series

Hased on practices developed by mental hea'lth comrsultants Peter
Moriarity and Martin S. Samuels under the auspices of 5t. Francis
General Hospital, Pittsborgh. Guides accompany =ach film. Each
production can be rentad for one week at $7%, Tilm or video: purchase
prices for sach preduction are $475 for the tilm and 5430 for the
videp, Ordar from MT] Teleprograms, Inc., 3710 Cormercial Avense,
Horthbrook, L 60082; phone toll free 1-A00-323-5343, in [L, AK, and
HI vall collect 312/291-94040.

Dne Step Ahead [w-Produced for ¥TI By Awerican Image Films,

Ltd,., 28 minutes, Explores the various types of emotionmal ¢risis
sTtuations and oresents viable solutions based on the degree of

violence involved. Shot in actual patient-care facilities, 1t presents
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three main goals of crists control: tp deal humenely with the
disturbed person withoet causing emofional trauma; to avold causing
injury or physical pain; and to control the crisis by always belng “ane
siep zhead™ of any situatien, Included are the verbal control
response, the simple physical "basket-hei4" foem of restraint, and the
"hasket-hold and ltakedown” melhod for controiiing extremely violent

patients,

One Step dhead I1I: Verbal Techpigues--Preduced by Producer

Services Center, 20 minutes. Focuses on proper intervention technigues
which can de-sscalats a yolatile sitvation and calm 2 potentially
aggressive patient. Shows several verhal techniques in action and
stresses their use in responding to the client needs while avoiding

physical confrontation.

Sutcide--Produced by Police $cience Services. Eighty colar
glides and carousel tray with narratien cassetis, instructor’s guide,
25 questions and answers, and 25 student handouts. fental fee £125,
Order from Police Science Services, United Learning, 65633 Hest Howard

Strest, Niles, IL B0B4B; 500/373-948%,

Syicide attempts preseni émergency problems that are not epasy to
solve on the spur of the moment. This set of materials wil) help both
the officer on the scens and the dispatcher to stabilize the situation

until a psychiatrist or trained soccial worker arrives.

What Would You Do?--Available to rent or purchase, 15 minutes,

VER, ecolor. Order from MTI Teleprograms, Inc., 371D Commercial Avenue,
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Nerthbrogk, IL 800623 phone toll free I-RO(-323-5344; in 1L, A¥, and
HI call collect 312/791-9200,

Presents six two- or three-minute scenarins invplying the
mentally 111 and retarded, After establishing the siteation, the
rarrator poses guestions for the viewers regarding the possible actions
an officer could take, BGroup discussiens of appropriate actions should

then follow.



APPENDIX G2
SUGGESTED READINGS

The Police Role

Bittner, Egon. "Police Discretion in Emergency Apprehension of

Mentally 111 Persons.” Social Problems, Vol. 14, 1967.

One of the original and certainly one of the most comprehensive
discussions of the police role regarding the mentally i11. The primary
concern of this plece is on the rules and considerations underlying the
exercise of discretton in emergency apprehensions. Organizational and
attitudinal factors are examined as are conditions surrounding
emergency apprehensions and non-official ways of dealing with mentally
i1l persons., The author concludes that the tasks of managing the
mentally i11 are a legitimate part of police work and of what the

public expects of officers.

Matthews, Arthur A. "Observations on Police Policy and Procedures for

Emergency Detention of the Mentally I11." The Jourpal of Criminal Law,

Criminology and Police Science, Vol. 61{2}. June, 1970.

Discusses the issue of police handling of the mentally 111 from legal

and medical perspectives and how these perspectives affect Taw
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enforcement policy asd procedures. Both formal and informal procedures
used by afficers are discussed as well as procedurss established by
local mental health agencies. Additionally, there iz a2 discussion of
appropriate police roles and responsibilities for managing the mentally

111,

Snibbe, Johs R., and Homa M. Snibhe. The Urban Policeman in

Transition, Springfield, Itlinsfs: Charies £. Thomas, 1973.

A collection of essays and articles dealing with the changing roles in
police work, Works by Bodin, Jacobson, Snibbe, and Sokel discuss the
roteg of police officers in relation to the mentally 111, relationships
hetween police and mental health agencies, and an examination of police

referrals and emergency detentions for examination.

The Police and Commumnity Mental Health

fesnik, Berpard I., Hancy Plerce, and Michae! Puls. “Law Enforcement
and Crisis Intervention Services: A Critical Relationship.” S3uicide

and Life Threatening Behayior, ¥ol. 7{4), Winter, 1977.

Explains how the police department and community mental health center
work together ip provide officers with 24-hour mental health
assistance. Discusses the plamning, training, implementation, and

maintenance phases of the relatisaship-building process, Particelar
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emphasis 15 given to the importance of mutugt olanning, cress-trainiog
and Freguent 1iaison between the two professions. A key element in the
success of this relationship is the identification of a sworm offiger

to coordinate the depariment's policy, procedure, training, recerds and

tiatson regarding encounters with the mentally §11.

Hanewicz, Wayne B. Lynn M. Fransway, and Michael W, 0'Neill.
“Improving the Linkages Between Community Mental Health and the

foTize.™ Jdeurnal of Police Science and Administration, Vol, 10. 1982,

Pescribes in detail the process utflized to establish law
enforcement-community services interfacing policies and corresponding
methods to promote interorganizational growth and communication.
Specific steps are recogmized as aiding in the identification of the
particular probliem, the development of policy and procedure, the use of
pnlicy and operational teams to develop and impiement changes, and
continual evzluation of the policies and procedures. An evelving,
flexible precess allows for internal and external changes in both the
taw enforcement and menial health agenciss as well as 1n the

coordination of services.

Monzhan, Jobm, ed. Community Mental Mealth dnd the Crimiral Justiece

System, Elmsford, New York: Pergamon Press. 1876.
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A callection of essays and articles desling with interaction between
these two systems. Topics include interactlon among police, jails,
prosecutors, the judiciary, and mental health agencies; changes in
mental health law; differences between the two systems; principles of
mental health practices; and the benefiis of coordination. Noted
authors Tnclude 3aleem Shah, Philip Hsnn, Allan Beigel, and Marc

Abramson,

Managing Escounters

Russel), Harold E., and Allas Biegel. Understanding Human Behavior for

Effective Police Work. New York: Basic Beoks, Inc., 14978,

Describes the origing and compiexities of human behavior, explaining
the development and functioning of the normal persenality and the
conflicts that may lead %o abnormal behaviaor. OGeiding principles for
ynderstanding mental i1Iness are presented as is a virteal cataTeg of
the kinds of deviant behavigr an officer is Vikely to encounter. Case
histories {1ustrate typical crisis sftuations and suggestions are
provided for fdentifying and managing the mentally disabled, A final
section Tooks at the solice officer as a person, discussing his needs
and expectations, and the normal Stresses and dissatisfactions his jeb

is likely to create,
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Goldstedn, Arnold P,, et al., Police Crixis Intervention., CElmsford,

Kew York: Pergamon Press, 1979.

A detailed guide outlining a four-step action plan for dealing with
virtually any crisis call. Five contributing authors address family
disputes, mantal disturbence, drug and alcehol Intoxication, rape, and
suicide by providing specific recommendations for managing each of
these crises, Also discussed is the effectivensss of crisis
intervention training from both & contextual and precedural perspective
and includes an outling and recosmendation for SEructured Learning

Training, a four-procedure, active training technique,

Matthews Robert A., and lLoyd W. Rowland, How to Recognize and Handle

Abnormal People, Arlingtan, Virginia: Mental Health Association,
1975,

A four-part manua) designed to aid in the management ¢f the mentally
disabled, drug addicts, ssx offenders, and &lcchelfcs, Part One is
concerned with recognizing and handling individuals bhelleved to be
mentally disabled. Pari Two describes special mentdl cenditions that
might be encauntered by officers. Abnormal group behavigr is disgussed
in Part Three, and Part Four addresses personal problems an officer can

experience as a result of his ar her work,
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Kennedy, Margaret, et al. Mentally Retarded Offender: A Handbook for

Criminal Justice Personpel. Cleveland: Federation for Community

Flanning, 1882,

Provides a basis for identifying mentally retarded peesons in the
criminal justice system and for ddeguately handling menially retarded
persons. Topics inciude defining mental retardation; describing,
identifying, and interviewing mentally retarded persons; assessing
court cases; determining the disposition of @ court cade; and
sgpervising and habilitating mentally retarded offenders. Includes a

gloszsary and bibliography.
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