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PREFACE 

The policies of deinstitutionalization, first implemented over 

fifteen years ago and designed to transfer the care of the menta11y ill 

from hospita1s to local communities, have affected many public and 

private groups of society. Afew groups have found themselves with a 

disproportionate amount of additional responsibilities not always with a 

concomitant allocation of resources. law enforcement 1s one of these 

segmen ts. 

Indeed, it is fair to say that law enforcement has been burdened with 

inappropriate responsibilities for the mentally disabled. The virtual 

absence of community mental health emergency services has left police 

agencies~ by default, to answer the urgent and routine needs of the 

mentally ill. Their response to date has nut always been exemplary, but) 

ln fact. they hdve nut received any significant gUldance from the mental 

health profession on how to manage the mental1y ill. Rather. pollce 

agenciES have found themselves under attack for their hal',dling of the 

mentally disabled. local media, mental health professionals and 

judiciaries have stated that the police have failed in their attempts to 

manage these encounters and often exacerbate rather than mollify the 

problern~ Yet, while these groups are quick to criticize law enforcement, 

they have failed to provide the police with any guidelines for 

im[.lrovement .. 

Other groups, such as the American Bar Association, have attempted to 

provide guidance but have also fdllen short. Standards developed by the 



JIlnericao Bar Association rightfully have called for improved police 

training, policies, aod coordination with mental health facilities~ but 

without speci fying how these improvements can be real i zed. 

1e.ecial Care tak:es up where these other efforts leave off. It 

includes a comprehensive examination of the problems police agencies face 

and the factors causing the problems. Further. it examines current 

efforts of police agencies to address the problems and goes on to discuss 

characteristics of encounters from a law enforcement. legal, and mental 

health perspectlve~ But most importantly, Special Care provides specific 

guidelines for police departments to follow in Improving po~lcYt 

training, operations and liaison with the mental health community. 

Relationships they develop with their menta1 health colleagues ultimately 

may be the most important aspect of improved pol ice management. 

Because~ while the po11ce have a mandate for handling certain aspects 

of these encounters. they simply cannot provide the mentally ill dll the 

services they need. Community carel as envisioned, requires the efforts 

of a variety of community services, each bringing a special expertlse to 

the problem. Improving the police function 1s one step towards improved 

community care. The other elements of the community care function must 

now recognize and accept their responsibilities. 

Gary P. Hayes 
Executive Director 
Police Executive Research Forum 
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FOREWORD 

nThe police ought to do somethingn is a phrase familiar to 

every law enforcement administrator. Traditionally, police have been 

frequently called upon to cure~-or at least care for-~a large number of 

societyts problems. In recent years, one of the most vexing problems 

in urban areas 1s the task of dealing with the growing numbers of 

mentally disabled persons who have been discharged into the community. 

For many of the mentally ill and retarded. institutional release and 

return to the community setting has been a positive development. 

Others, however t have been removed from a sheltered environment only to 

wind up abandoned on the streets of our cities~ There they have become 

victims or witnesses of crimes or the subject of complaints about their 

sometimes erratic or disorderly behavior. 

For police, encounters with the mentally disabled can be 

particularly difficult. Indeed, officials testifying at National 

Institute of Justice hearings on law enforcement concerns reported that 

the police need special help in coping with 5uch persons. As a former 

police officer who later served on the board of directors of the 

Alameda County~ California. Board of Mental Health~ I have observed the 

police and mental health professionals attempt to deal with the 

problems of the mentally ill in the community. And I too can 

personally attest to needs in this area. 
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This report responds to these needs. It examines the issues 

from the perspective of both police and mental health professionals. 

and it illustrates the problems the mentally ill may face in the 

community. The report also provides practical knowledge to the police 

in understanding the special needs of the mentally disabled. By 

explaining the rationale and history of the community mental health 

movement. it enables police managers and supervisors to view in context 

the prohlems they and their officers face in caring for the mentally 

ill. 

Some communities have devised particularly effective methods 

for ensuring sensitive management of mentally disabled persons in the 

co~unity. Their efforts are described here so that other jurisdic­

tions can benefit from their insights and experience. 

It is our hope that the policy relevant information presented 

in this report will benefit police managers in developing procedures 

for dealing with the mentally ill. At the same time, the report offers 

valuable rcommendations for greater coordination hetween law enforce­

ment and mental health agencies to help ensure that those recovering 

from mental illness are not only protected under the law hut are given 

access to the services they need to hel p them The and function in 

their communities. 

James K~ Stewart 
01 rector 
National Institute of Justice 
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EXECUTIVE SUMMARY 

Overview 

For centuries society dealt with its mentally deranged by 

locking them away in what was euphemistically referred to as 

asylums. This approach effectively insu1ated law enfQrcement~ and 

citilens~ from the necessity of coping with the bizarre~ the messy 

and, on occasion, the dangerous behavior of the mentally ill. More 

recently, hOwever ~ a different approach has energed--one which 

attempts to maintain substantial portions of the mentally disturbed 

population in community settings. And with that new approach have 

come problems for police. 

To better understand these problems, and to aid law 

enforcement to better cope with them, the Po1ice Executive Research 

Forum undertoo\( a study of poHee handling of the mentally ill. 

This monograph is the result. Its focus is to aid 1 aw enforcement 

executives improve their department's handling of the mentally ill. 

It suggests ways in which police can reduce the time spent in 

processing mental health cases, cutback the number of repeat calls 

for service involving the mentally ill, and avoid unnecessary risk 

of injury when dealing with the mentally disturbed who also are 

violent. These same guidelines will facilitate more humane 

treatment of the mentally ill and reduce both inappropriate 

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

The three programs differ in the respective roles played by 

police and mental health services in the method by which 

inter.agency coordination is achieved~ and in the amount of 

resources invested in handling mentally ill cases~ These 

differences, in turn. are by-products of normal variations in 

communities l needs, resources and priorities. However. each also 

incorporates a number of elements which appear to be essential to 

the effectiveness of any program or involving the police in the 

handling of mentally disturbed persons: 

• 	 Each program maintains a 24~hour, on-site response
capability, so there is less uslippage" in resolving 
cases involving the mentally ;1'; 

• 	 Each progrMl maintains 24-hour access to the needed 
resources, which also forestalls delays in resolution; 

• 	 Each program either provides trained mental health 
professiona1s (police or civilian} or provides line 
officers with thorough and appropriate training. 
which is necessary for the expeditious and 
appropriate handling of cases; 

• 	 Each program clearly delineates the separation of 
duties and responsibilities among the key actors from 
different agencies; 

• 	 Each program has developM procedures that reduce the 
time officers need to spend handling mentally ill 
persons; and 

d 	 Each program includes close and regular liaison 
between the participating agencies to enSure that 
operational information is shared~ feedback is 
provided, and minor problems are addressed. 
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In Madison~ WI the Police Department has not set up its awn 

specialized unlt. Instead, every patrol officer receives 

comprehensive and in-depth training in managing the mentally ill. 

All officers are expected to reach a disposition by themselves. 

Neverthe1ess, in particularly difficult cases, round the clock 

assistance is available from the county mental health staff. The 

mental health staff also provide feedback to patrol officers 

regarding the outcome of their referrals_ A sworn officer with 

special training in handling of the mentally ill facilitates 

coordination of police and county mental health services, and serves 

as an in-house resource for the department. 

Birmingham, Al lacks a service comparab1e to the county 

mental health center in Madison~ The City does. however~ operate a 

24-hour program of emergency services for persons in difficulty and 

it is to this program which the Birmingham police turn for 

assistance~ Staffed by Community Service Officers with training in 

social work, the program provides the police with on-site assistance 

and takes responsibility for case disposition~ The program is 

reported to have reduced repeat calls, to have reduced the time 

patrol officers must stay on the scene. and has improved these 

officers~ understanding of mental illness and the role of mental 

health ser~ices. 
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G 	 The primary subject of most pollce written directives 
is the procedure for implementing an emergency mental 
health detention~ Over 50 percent of the directives 
failed to identify dispositions other than arrest or 
emergency detention. Only 12 percent discussed 
methods of interviewing mentally ill persons, and 
only six percent included techniques for recognizlng 
the mentally 111. 

• 	 Fewer than 28 percent of the 172 agencies responded 
to the operational procedures portion of the survey 
and} of those, fewer than 20 percent had designated a 
special unit or individual to manage encounters with 
the mentally ill. Nevertheless, close to 50 percent 
of those responding reported having arrangements 
whereby officers could consult with mental health 
professionals. 

Although the survey's findings suggest that the majority of 

the departments contacted 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. 

Three of these, inspected on-site, not only had devised relatively 

effective responses~ but had done so in ways which differed markedly 

from one another. In Galveston~ TX. for example. the Sheriff's 

Department created a special unit staffed 24 hours daily by peace 

officers who also are certified emergency medical technicians and 

mental health specialists. These mental health deputies will go to 

the scene of the incident if called by the responding deputy~ 

Otherwise. the responding deputy transports the subject to a central 

location for screening by the mental health deputy who assumes 

responsibility for the disposition. Since 1975 the unit had reduced 

jail admissions by 99 percent and reduced the rate of involuntary 

hospitalization admissions to the lowest in Texas and one of the 

lowest in the nation. 
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The Forum's Researc~ 

Tn assist 1aw enforcement deal more effectively with the 

problems created by treatment of the mentally ill in the community 

the Forum undertooK a four-part study~ First, we reviewed the 

literature to learn what prior research had found regarding the 

deinstitutionalization movement and its consequences for law 

enforcement~ Second, we reviewed the policies and training 

curricular of a sample of 172 police agencies to obtain an 

up-to-date picture of law enforcement1s handling of the mental1y 

ill. Third~ we visited Seven jurisdictions to study their 

operations at firsthand. And~ fourth, staff also met with mental 

health officials and attended conferences on the issue. 

CUrrent Police Response 

By and large, police departments are not properly preparing 

their officers to handle situations involving mental health cases. 

Recruit training is inadequate. written policies and procedures 

provide insufficient guidance, in-service training is virtually 

non-existent, and operational procedures are ill-defined or not 

defined at all. The survey~ for example, revealed the fo11owing: 

• 	 The average police recruit training curriculum in 
mental health is 4.3 hours (ranging from 1-1/2 to 22 
hours)--scant time to cover such topics as types of 
mental disorders? recognizing and handling the 
mentally ill, the exercise of discretion, state and 
local laws t departmental policy. lovoluntary 
commitment procedures~ rights of the mentally ill, 
and other issues. 
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agencies were not geared to handle persons who were violent. 

suicidal or otherwise dangerous to themselves or others, the 

delivery af services was often impeded by bureaucratic obstacles, 

and the mentally ill population itself resisted treatment. 

The result was that persons unable to manage for themselves 

had no choice but to make it on their own. With little in the way 

of effective support and care, however, many of the mentally ill 

were incapable of handling interactions with other citizens. With 

increasing frequency police found the1lselves called upon to I'do 

somethingll with persons whose offense, if any, was minor but whose 

aggravation value was major. In many instances the experienced 

officer would resort to an on-street disposition which had the 

virtue of reso1ving the immediate problem but did nothing to prevent 

the deranged individual from stumblin9 into other hassles 

subsequently. Should the officer, on the other hand, attempt to 

refer the subject to a mental health clinic or hospital he was 

likely to encounter time-consuming admlssion procedures~ Even 

worse, admission might be refused altogether~ Should the subject 

exhibited symptoms other than mental illness such as substance abuse 

for example~ or become violent or otherwlse indicate that he 

constituted a danger to himself or others the officer~ as a 

practical matter might have no choice other than to lock him up or 

return him to the street. 
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these guidelines will improve police protection of citizens from the 

unnerving, unseemly or criminal actions of the mentally il1~ 

Background 

The problems that the mentally ill pose for law enforcement 

agencies originated in the mid-1960s J when the preferred mental 

health treatment, lang-term hospitalization. was discarded in favor 

of treatment in the community. This new treatment practice was made 

possible by several factors. the most influential being the 

development of medications that controlled the non-functional 

behaviors of the mentally ill. Commonly referred to as 

"deinstitutionalization'l t the concept as originally conceived meant 

not only releasing hospitalized mentally ill patients to the care of 

family and friends or to special residential centers but also 

diverting patients to such facilities in lieu of placement in an 

institution. A crucial element of this approach was to be the 

establishment of networks of public and private agencies to provide 

mental health care and assistance in developing basic living skills. 

What really happened~ however, is that while large numbers of 

mentally ill persons were released or retained in the community, the 

networks of mental health and social services were slow to develop. 

Once developed l these services were frequently inadequate for the 

needs of the newly-released, many of whom could not live at harne, 

had few social skills, were difficult to treat l and had limited or 

no financial resources. Community-based mental health and social 



Developing a New Response 

Developing a police-mental health program to manage mentally 

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

essential~ 

The final two chapters and seven appendixes discuss how the 

new program can be developed aod include recommendations for 

developing the appropriate policies, procedures and training 

described above~ 
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I 

OVERVIEW 

The mentally ill have become an increasingly visible presence 

in the community. Huch of the increase can be attributed to the change 

in mental health treatment philosophies and practices that occurred in 

the mid-1960s. Referred to as the deinstitutionalization movement~ 

long-term hospitalization~ which had been the preferred mode of treat­

ment 1 was supplanted by placement in the least restrictive community 

setting wherein the mentally i1T could be treated and cared for through 

a network of both public and private health and social services. The 

intent was to enable the mentally ill to deve10p basic living skills in 

the communities of which they Were to be a part. Concurrent with dein­

stitutionaHzatioo_ mental health facilities tightened their criteria 

for accepting new clients for in~patient treabnent, in part a reflec­

tion of the new treatment philosophies and in part a reflection of new 

patient rights legislation that limited the conditions under whiCh a 

person could be kept in a state hospital. The overall result of these 

trends was that mentally ill 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 hospitalized mentally ill were being released from 

state institutions in great numbers and many of the newly ill were 

being declined admittance, the network of health and social services 
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that was essential to community-based treatment never fully 

materialized~ Many of the mentally ill were released into communities 

that were unwilling or unable to ~rovlde the medication, treatment, 

structured living arrangements, training, and other support mechanisms 

essential to their wel1-being* Moreover, even in those communities in 

Which service networks were establ ished t the del ivery of service was 

impeded by bureaucratic obstat:1es. Many mental health agencies, for 

examp1e, are designed to treat only a specific type of mental disorder~ 

Those persons with mixed symptoms, or whose illness is complicated by 

other factors, such as substance abuse, or who are considered dangerous 

are often unacceptable to these mental health facilities this9 •• 

despite one of the criterion for emergency ps,Y<:h1atric detention 

(!I!!angernus to himself or others n 
) set forth in most mentai health 

codes. 

Changes in mental health policies an!! shortcomings in their 

imp1ementation are not the only causes of the problem. The recession. 

lack of sufficient low-cost hOUSing, cutbacks in federal SUbsidies and 

entitlement programs, the greater proportion of young people in the 

population, drug addiction and alcoholism among the young, and a dra­

matic increase in the incidence of schizophrenia {primarily a disorder 

of the young} have all contributed to the 1ncreased number of people 

adrlft in the community. Many are adrift because of the lack of 

support services for the mentally ill, others develop a mental illness 

as a result of being adrift. stllT others are simp1y homeless, some by 

choice, most of necessity. Regardless of t~e particular cause, the 
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inevitable result has been an increasing number of calls for police 

assistance from family members no longer able to cope, from businesses 

being disrupted by street people loitering around their shops, from 

landlords of buildings in which mentally ill persons reside. and from 

members of the public who aTC alatmed by the shabby appearance or 

bizarre behavior of people they encounter in moving about the 

communitY5 Depending on the nature and seriousness of the call. the 

police may have to locate a mental health agency that will care for the 

person or, failing that. arrest the mentally disturbed person simply to 

remove him from the community. 

The official mandate of the police encompasses dea1ing with 

the menta11y ill from a 1aw enforcement, civil~ and social service 

perspective: law enforcement in that public order may have been 

disturbed or a crime committed; civil in that an emergency detention 

for examination may have to be initiated; and social service in that 

referral to a community service agency may be required. From a law 

enforcement perspective. the problem of managing the mentally ill has 

five interrelated aspects: 

• the persons Who request police action or service, 
D on-scene management~ 
• the mentally 111. 
• the disposition process, and 

G mental health resources. 


In regard to the first aspect, it is not so much the requests that 

are problematic as the reasons underlying them, as these guide the 
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publ ic in their demands on the pol ice. first, the general publ ic has a 

misperceptfon that the mentally ill are dangerous 1 violent 1 and even 

homicidal. These m1sperceptions stem from lack of information about 

the causes and effects of mental disorders and haw they can be treated. 

In addition, the public's tolerance for bizarre Qr deviant behaviors 

is quite limited, especially when exhibited by someone who appears to 

be mentally ill. And third, thE public dOES not have a clear under­

standing of thE role of the community in providing mental health treat­

ment and care .. 

The combination of these factors often results in the police 

being called when thE public is fearful or uncertain about the behavior 

of the mentally ill~ Although some cans are the result of crimina1 

activity. which is usually minor in nature. the majority of n::!<juests 

are for situations requiring an order-maintenance or service function, 

not a crime-control function. A problem arises, however, because the 

only means for addressing the problem is to treat it as crimina1 in 

nature. 

The second aspect of the problem involves on-scene management 

of the mentally il1. On-scene. officers are often uncertain of their 

objectives because they are inadequately prepared fol" managing this 

population. Recruit and in-service training for managing the menta1ly 

ill is lacking in many agencies, inadequate in others, and has yet to 

be required by several Police Officer Standards and Training (P.O.S.T.) 

BOilrdS. Written pol icy and procedures to guide officers are al so 



frequently inadequate Or lacking in many agencies. Moreover s law 

enforcement agencies have rarely attempted to work with local mental 

health agencies to develop lines of communication to improve the 

understanding of each system or to develop a coordinated system of 

management. 

The third aspect, closely allied with the second, that causes 

problems for officers is the variety of mental disorders that can be 

encountered~ The officer nat only has to determine if the person is 

mentally ill but also must try to ascertain the severity of the dis­

order and whether there are any complicating aspects, such as physical 

ailments or drug or alcohol abuse. Also, the officer must apply legal 

definitions of "mentally ill" and "dangerous". terms that are not well 

defined, to the behaviors in question. Further the officer must try to 

determine the person's mental health history. All of this must be 

accomplished quickly and usually without the assistance of mental 

health or 1egal experts. 

When gathering this information the officer is faced with the 

fourth aspect of the problem--determining the appropriate disposition. 

An informal disposition, such as providing referral information or just 

separating the individuals invo1ved 1 is the most frequent outcome. 

although not always the most appropriate. Although the most fami1iar 

and probably the quickest formal disposition l arrest ts often inap­

propriate as well) even when it is a last resort or an attempt to 

protect the person. The third possible disposition. a voluntary mental 
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health examination. ;s a desirable disposition in many cases but is 

also one that is difficult to achieve~ The fourth disposition. an 

involuntary mental exarnination 7 is often chosen simply because the 

problem is of a mental health nature~ The common element in this 

process is determining which disposition is the most appropriate given 

the condition of the mentally ill person. the context of the encounter 

{time, location. behavior exhibited~ relationship of the mentally ill 

person to the complainant) I and available mental health resources. 

If an involuntary examination is sought, the officer faces 

the fifth aspect of the problem--the mental health facility. lacting 

official guidance in many instances~ the officer undertakes what can be 

an epic journey in search of the appropriate mental health facility. 

If the appropriate facility is found and if it is open, obtaining a 

psychological examination for the subject is often a time-consuming 

process. It is quite possible that the mentally ill person will be 

refused an examination, in which case the officer must seek another 

disposition. It is also possible that even after an examination. the 

person will not be hospitalized because current commitment criteria are 

stringent. If the person is to be hospitalized, the officer frequently 

must then obtain the necessary legal documents from a judge or 

magistrate~ 

Mental health professionals complain that police mismanage 

the menta11y ill in the field and make inappropriate referrals. Their 

perception is that police only want their help in crisis situations and 

do nothing to develop a working relationship. 
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The police t for their part~ complain of admission procedures 

that are time-consuming~ unclear, and inconsistent, of being patronized 

by mental health professionals; and of being relied on to provide 

physical security at the facility~ Po1icies that lead to the person 

being quickly returned to the community are seen as making additional 

work for the police. Being tUrned a~ay at the admitting room and not 

receiving information about final dispositions are also common 

complaints. 

It is not surprising that many police officers develop a dis­

dain for handl ing calls that involve mentally ill persons~ Not being 

familiar with mental health treatment ~hilosophies and services~ offl~ 

eers are uncomfortable working in this setting. Responding to such 

calls is often considered not Ureal police worku~ and most law 

enforcement agencies provide few~ 1f any, rewards or incentives for 

successfu1ly hand1ing these calls. 

Current police procedures for managing the mentally ill lead 

to a number of problems that affect the pollce department as a 

whole: 

e 	 Duplication of effort by officers when the 

mentally ill are not initia1ly recognized 

and require additional pol ice action later. 


II 	 Escalation of encounters, including ;njuries~ 
when improper techniques for interviewing and 
handling the mentally ill are used. 

IJ 	 The waste of officer resourCeS when inappro­
priate dispositions are reached that must be 
corrected. e*g.~ mentally ill persons are taken 
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for psychological examinations when they do not 
meet the criteria for involuntary commitment. 

• 	 The waste of officer resourc.es due to cumbet­
some legal and mental health commitment procedures. 

o 	 loss of valuable information regarding the 
chronically mentally ill when law enfafcement 
and mental health agencies do not work together. 

Some police agencies have taken steps to improve their 

pol1cy. procedures, and training for dealing with the mentally ill. 

Same have developed formal working relationships with mental health 

agencies for the joint management of the mentally ill. Many, however, 

have been faul ted by mental heal th and legal groups for detaining 

persons who do not meet the criteria for commitment l for exacerbating 

the disorders affecting them, for inappropriately jailing them, and for 

failing to seek informal dispositions. 

Community pressures ha~e caused many agencies to develop new 

procedures without an understanding of the problem or of the e1ements 

necessary for improving the management of the mentally 111. Often the 

procedures are inadequate in that other community resources have not 

been included and specific guidance for the patrol officer does not 

i ncl ude menta1 health and 1ega1 perspectives. 

Successful management of the mentally 111 is a goal that will 

be achieved only if community resources, in particular the 1aw enforce­

ment and mental hea1th agenc1es~ develop coordinated responses that 

meet the many needs of this population. Police agencies must first 

http:resourc.es
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look within themselves and examine the extent to which they need to 

improve thefr training. policies, and procedures in order to better 

prepare their officers for managing encounters with the mentally il1~ 

They must also reach out to the mental health agencies in the co~unity 

to coordinate procedures and develop 1 ines of comrrunication that wi n 

facilitate each other's efforts on behalf of the mentally ill. 

****** 

This monograph is the result of a year-long study into the ways 

in which the police and mental health agencies manage the mentally ill. 

lnformation for the study was drawn from literature reviews; surveys of 

law enforcement agencies' policies, procedures, and training; and 

interviews with police officers. managers, and chiefs~ as well as 

mental health professionals and other researchers. On-site visits were 

made to five law enforcement agencies and included observations of 

police encounters with the mentally ill and the interactions among 

mental health staff, law enforcement officers. and the mentally ill. 

Agency and mental health records concerning po1ice encounters wlth the 

mentally ill were also examined. 

The remainder of this monograph is divided into two parts. 

Part One, wh1ch consists of Chapters II through IV~ is largely descrip­

tive. Chapter II provides the mental health context for subsequent 

discussions of improving the po1ice response to the mentally ill. In 
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particular, the chapter examines the background of the de1nstitu­

tionalization movement and the network of community supports the move­

ment envisioned, the legal criteria for involuntary commitments, the 

types of mentallY ill persons found in the community, the particular 

~ight of the homeless mentally ill. and whether the mentally ill are 

more crime prone than the general population. 

Chapter III describes current practices in law enforcement 

agencies and the findings of other researth into the police response to 

the mentally ill, including whether that response has led to the 

criminalization of mentally ill persons. Chapter IV describes how 

three communities have successfully developed joint law enforcement­

mental health response systems. 

Part Two, which consists of Chapters V and VI, is a guide to 

planning. developing, and implementing a response strategy that 

reflects the needs of the local tommunity. Chapter V details. step by 

step, the process of working with mental health and other community 

resources to develop a coordinated response strategy. Chapter VI dis­

cusses the operational procedures that must be set in place to support 

implementation of the program. The chapter outlines procedures for 

managing encounters with the mentally ill from the time a request for 

service is received until a final disposition is reached~ Particular 

attention is given to how police officers can recognize and handle 

different types of mental disorders. The appendixes provide supple­

mentary materials to aid the process of developing a response strategy. 



PART ONE 


DESCRIPTIVE ELEMENTS Of POLICE 

ENCOUNTERS WITH THE MENTAlLY ILL 




II 

INTRODUCTION TO THE PROBLEM 

A. BACKGROUND OF MOVEMENT TO COMMUNITY-BASED CARE 

Four factors were the major contributors to the movement to 

community~based. rather than institutionalized. care for the mentally 

ill: 

• 	 development of psychotropic medications, 
• 	 research that identified the benefits of 


community care, 

• 	 patients i rights litigation. and 
• 	 cost-saving incentives. 

The development of psychotropic (mind-altering) medications 

was a primary facilitator of community treatment of the mentally ill. 

These drugs could effectively control. repress 1 mask, or reduce the 

dangerous and destructive impulses of the mentally ill without inducing 

any major side effects. In turn, with their erratic behavior under 

control, the mentally ill would be better able to function in the com­

munity~ According to lamb (198~:902), the new medications meant that 

the "'great majority of the chronic psychotic population was left in a 

state hospital environment that was now clearly unnecessary and even 

inappropriate for them.~ 

In 1961. the Joint Commission on Mental Illness and Hea1th in 

the United States published a report entitled Action for Mental_ Health. 

which documented five years of research that showed that persons 
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suffering from mental illnesses were not being effectively treated 

within institutions. The report suggested tbat the learning of social 

adaptive skills was the treatment most needed by this population and 

that the setting most conducive to this process was the community in 

which the skills would be put to usc. The report further suggested 

that every community should have a local emergency mental health pro­

gram to aid in this process. Additionally. in 1963. President Kennedy 

called for mental health treatment in the least restrictive setting~ 

increased research, and improvement in mental health facilities. These 

two calls for improvement led to the Mental Retardation Facilities and 

Mental Health Centers Construction Act of 1963, which began the process 

of making federal fUndS available for co~prehensive mental health 

services through community mental h€alth centers. 

The third factor, patients' rights litigation. did not come 

into play until several years after the original push for deinsti­

tutional1zation in the mid-sixties. yet it has contributed slgnifi­

cantly to perpetuating the movement to non-institutionalized mental 

health care. Specifical1Y~ three court decisions, Rouse v. Cameron 

(1966). Wyatt v. Stickney (1972), and O'Connor v. Donaldson (1975). 

held that a patient is entitled to release from a state hospital if the 

hospital fails to provide treatment. The Wyatt and OIConnor decisions 

held that nondangerous patients cannot be kept in an institution if 

they are not receiving treatment and 1f they can survive safely outside 

the hospital. In addition, O'Connor v. Donaldson, Rennie v. Klein 
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(1981), and Rocers v. Okin (1980) confirmed the right of the mentally 

ill to live within the community without treatment5 By 1977, legisla­

tion had heen passed in most states, beginning with Californla l s 

Lanterman-Petris-Short Act in 1969,. that imposed stringent criteria for 

involuntary commitment of the mentally ill. along with stringent time 

limitations on the duration of commitments. As a result of these 

changes in the law, many mentally ill persons have been released from 

mental health facilities while others who previous1y would have been 

institutionalized have been denTed in-patient status. Moreover. many 

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

seek1ng mental health assistance. 

The federal and. espeCially, state 90vernments were quick to 

see the economic benefits of community-based care and enthusiastically 

supported the movement for treatment in the least restrictive settin9~ 

The cutbacks in patients~ staff~ and services that followed deinsti­

tution.lization (Teplin 1984: 28) and the closin9 of some mental hospi­

tals rel feve<.! the federal and state governments of much of the 

staggering cost inherent 1n long-term hospitalizat1on~ 

In 1963 the federal government made Aid to the Disabled (ATO) 

availab1e to the mentally ill for the first time. Access to ATD funds 

made It possible for mentally ill persons to support themselves at home 

or in alternative living arrangements~ such as board-and-care homes. 

(ATD has been replaced by Supplemental Security Income~ which is 

administered by the Social Security Administration.) In addition~ the 
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introduction of the Medicare and Medicaid programs made ft easier for 

the mentally ill 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 ill so Tang as they were not in state 

institutions. (Far more information on the background of the community 

mental health movement see Lamb 1984. Kies1er 1982. Bachrach 1976. 

Stone 1975, Mechanic 1969.) 

B. COMlIUNITY-BASEO MENTAL HEALTH SYSTEMS 

The philosophy of community mental health is to provide 

quality, non-institutionalized, community-based services of prevention, 

referral, treatment. rehabilitation, and support for the mentally i11. 

Within this philosophy, community mental health stresses the interven­

tion of community resources so that the behavior of the mentally ill 

person is changed, and the impressions~ attitudes~ behavior. and toler­

ance of the community are also influenced. The intent is to develop a 

network of community resources that actively participate in the provi­

sion of mental health services and social living skills to enable an 

individua1 who has a menta1 disorder to live in his or her 

community .. 

Over BOO community mental health centers in the United States 

provide a variety of services to the mentally ill~ Some of the centers 

are located in hospitals; others operate as storefront centers; and 
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still others maintain a number of specialized units in different 

locations. 

Many of the centers were started with seed money from the 

1963 legislation that authorized $150 million over three years for the 

construction of the centers~ Many of the centers received additional 

federal support for operational costs between 1964 and 19BL Still 

others have developed and maintained services without federal assis­

tance. In these instances, local and state, as wen as private~ 

funding have provided the necessary resources. 

The services provided by the centers vary tremendously. This 

is due to state or local mental health priorities~ funding, and the 

organization and administration of the facility. The fonowing 

services are recognized as functions of cOTmlunity mental health care, 

although not all community mental health centers provide a'1 these 

services: 

• outpatient therapy 
• emergency services 
• residential treatment services 
• referral s 
• community education 
• alcohol and drug counseling 
• hospital screening 
• court evaluations 
• social support groups 
• medication maintenance 

• occupational skills and workshops 

• telephone hot1 fnes 
• mental retardation services. 
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The concept of community-based treatment in lieu of insti­

tutionalitation of the mentally ill has been criticized as ineffective 

social policy because the local support services originally envisioned 

for the mentally ill were never fully developed (Bachrach 1984, Lamb 

19B4. Teplin 1984). Community mental health centers were slow to 

develop and when they did they addressed only some of the complex needs 

of the mentally ill. The chronically mentally ill. those who were 

deinstitutionalized and who were to be treated in the community, were 

rarely provided the support services they were supposed to recefve. As 

Tepl in (1984: 18, 29) reports: 

Our public health system is comprised of a 
rather fragmented assortment of components ••• each 
sub-system designs its programs to fit a specific 
need ••• the narrow parameters of each of the varlous 
SUb-systems resul t in a number of persons who are 
unacceptable for treatment in any health care 
facility For example~ persons thought to be444 

Ildangerous" • H or those with numerous previous 
hospitalizations •• ~ are among the most unwanted 
clients of mentaj health agencies. Clearly~ many 
persons fall into the Ilcracks" of the system. 

Pepper and Ryglewicl {1983:389} point to another problem: 

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

State mental health budgets, for example, have continued to allocate 

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

community (Jaskulski 1983). 

Cesnlck, Pierce, and Puls (1976:179-80) point to a nlJJlJber of 

shortcomings in the way mental health services are delivered. 

• 	 SOffie agencies provide services only during 

regular working hours .. 


• 	 Hospital emergency roams, usually the only 
source of 24~hour service, are often unw;11~ 
;ng or unable to provide assistance, especially 
if the individual is uncooperative t angry, or 
threateni"g. 

• 	 Emergency room staff usually have only two 
options--hospitalize or release back. into the com­
munity. They are unable to provide any kind of 
outpatient treatment or support .. 

Cesn1ck and Stevenson (1979:188) provide a wider perspective on the 

problem: 

Working within the time restraints and the 
physical space of an emergency room, it is un­
likely that hospital staff will develop a com­
munity treatment and support network that would 
make hospitalization unnecessary. 

Snloo. (In Taft 1980:25) attributes some of the problem to 

the attitudes of his fellow professionals: "Menta1-health professionals 

are unwflling to come out on the street and offer mental health 

services wbere they are needed the most.-

Some communities have developed support services for the 

mentally ill. but to a degree inappropriate to the needs of tbe ment­

ally 111 in the community. Consequently, the services that exist have 
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been overtaxed and unable to provide an adequate level of care. An­

other problem regarding these services is that the mentally ill often 

have no desire to seek them out~ because of bad experiences with mental 

health agencies in the past, because of their inability to work their 

way through the bureaucracies of a fragmented system, because their 

disorder leads them to deny their illness or their need for services, 

or because of a need for eutonomYa 

Other factors s sue h as reduced federa 1 fund 1ng and invo 1 ve­

ment in mental health services since the mid-seventies, inadequate 

training for mental health professionals, and a lack of community 

education to enhance the acceptance of this population have contributed 

to a non-system of earn. Consequently, those most in need are often 

left to fend for themselves without treatment, a support networK, or 

social and vocational skills~ 

C. INVOLUNTARY COMMITMENT CRITERIA 

Many of the problems that develop between law enforcement and 

mental health agencies concern the criteria for involuntary commit­

ments. These triteria~ for the most part , are subjective, inadequately 

defined in the laws, and therefore vulnerable to differing interpreta­

tions. {See Appendix A for a complete listing of the criteria in each 

state1s involuntary commitment statutes5} 



-20-

Involuntary commitment statutes in most of the states include 

four major criteria: mental illness, dangerousness, gravE disahlement t 

and the need for treatment. Each of the criteria is discussed briefly 

below. 

Mental illness is the undis~uted first criterion necessary 

for an involuntary commitment. This criterion~ however, is often 

included in statutes without regard to the severity or degree of mental 

illness. Two states specify ~serious mental il1nessn as the criterion 

~ut do not explain the difference between serious mental illness and 

non·seriDU5 mental illness. In fact, none of the statutes does much to 

define mental illness. Most of the definitions state that mental 

i11ness is an emotional or mental condition that impairs judgrnent~ 

mental health, perceptions of reality, or daily functioning. Eight 

states go on to define mental i11ness as a condition requiring 

treatment or hospitalization and then include as a criterion for 

commitment, "in need of treatment or hospitalization~D 

Dangerousness is a legal standard that extends to oneself. 

others l and in three states. property. "Dangerous to sel f" and Uto 

others~ are often considered together, though they are quite different 

from the perspective of state interests~ "Dangerous to sel f" invokes 

the state1s parens patriae power as it allows the state to assume 

ultimate authority as guardian of the individual. IIDangerous to 

others" falls under the state's power to protect memners of 



-21­

society from harm by another. Oespite its importance as a social 

control instrument. there has been l1ttle examination of the meaning of 

dangerousness. 

Dangerousness has two important aspects: 

• 	 What acts, whether they have been cmmrftted or 
threatened, constitute a danger? 

• 	 What are the chances that dangerous behavior will 
occur in the future and can this be predicted? 

This first aspect, more so than the second~ pertains to the 

law enforcement officer. The officer on the scene must interpret 

in-defined laws and apply them to actual behaviors. In every state 

but two. dangerous behavior pertains to physical or bodily harm (Iowa's 

and Hawaii's statutes include emotional 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 

violence represents dangerous behavior but do not include aggressive. 

obnoxious~ or risk-taking behavior. 

Additionally; the interpretation of the officer on-scene 

might be quite different from that of a mental health worker or judge. 

Twenty-five of the statutes make this task easier by requiring a recent 

act or threat of an act of bodily harm as a conmitment criterion. 

Howevers the other state statutes rely only on the predictions of 

mental health workers. Consequently. law enforcement officers must 

also predict or at least bel ieve that dangerous behavior will occur. 

This brings into consideration the second aspect. 
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Dangerous behavior cannot be predicted (Steadman. Cocozza, 

and Melick 1978; Monahan 1973; Stone 1973; Whitmer 1980). While most 

lay persons associate dangerousness with mental illness, the American 

Ps~hiatric Association, and others, have shown that the mentally 111 

are no more dangerous than the general population (Stone~ 1973). Some 

trarlitional psychiatrfc approaches have correlated dangerousness with a 

specific personality type or mental disability, but they have fai1ed to 

address environmental factors that influence behavior~ Thus~ while a 

person may be dangerous or violent in one situation, other situations 

do not elicit this type of behavior. As a result, dangerousness cannot 

be generalized or predicted. 

In need of treatment, as a criterion. is often as vague and 

ambiguous as the term mental illness~ Usually it is included in 

statutes as an element of the definition for mental illness. Yet, 

there is a wide spectrum of mental i1lnesses, not all of which require 

hospitalization. Though most mental health workers speak of the 

benefit of care or treatment for a neurosis, for examp1e, rarely is 

in~patient care or treatment needed. Though five states specify 

hospitalization or in-patient care as the appropriate treatment, the 

other 22 statutes only confuse the issue by failing to specify What 

type of treatment is needed for what type of menta1 illness4 

Gravely disabled is perhaps the most specific and clearest 

criterion of all. It is individually listed in all but three state 

statutes, and those three include it in the definition of mental 
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illness. This criterion can be conceptualized in the same manner as 

the dangerous~to-self criterion~-both rely on the parens patriae 

print:iple; individuals who cannot care for their basic needs (Le. 

food, clothing, shelter) can be considered dangerous to their own 

welfare. 

D. WHO AND '!HERE ARE THE MENTALLY ILL? 

Lamb (1984:902) reports that the number of mentally ill 

patients in state hospitals today has dropped from 559.000 in 1955 to 

approximately 132,000 in 1980-81. In New York State alone 35,000 

patients Were released from state psychiatric centers between April 

1974 and March 1975 (Steadman, Cocozza. and Melick 1978:816). P.dded to 

the number of deinstitutionalized persons released to their communities 

are those who suffer from a major mental illness but have never been in 

a long-term psychiatric hospital due to non-institutionalization. This 

group of individuals has been affected by the corollaries of deinstitu­

tionalization: 1) admission diversion or treatment in the least 

restrictive setting and 2) short-stay hospitalization, i.e •• Keeping 

persons in a hospital only as long as is essential to stabilize the 

disorder and remOve the element of dangerousness (Pepper and Ryglewicz 

1983). These two groups make up the majority of the severely mentally 

ill in local communities. 

The lack of a comprehensive mental health data co11ection 

system makes it difficult to determine the number of mentally ill 

persons. Talbott (1980) and others have suggested that there are 



-24­

between 1 and 4 million chronically mentally ill persons in this 

country, with chronfc being defined as requiring hospitalization or the 

presence of a major psychosis for one or two years. Other figures 

indicate that approximately lout of 10 persons suffer from some type 

of mental illness. 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

lies; 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 soc i ali za ti on ski 115. The second and thi rd 

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. In 1979, only 23 percent of the deinstitutionalized 

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

Tod ay. the menta lly 111 1ive in a va ri ety of setti ngs • 

ranging from those still hospitalized to those who are homeless. They 

live with their families, by themselves in private residences. in 

bed-and-board homes. in jails and prisons. in halfway or group houses. 

in single-room occupancy hotels. or in nursing homes. 

In many instances these types of living arrangements do not 

include adequate support mechanisms for meeting the basic needs of the 
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mentally 1116 Most nursing home5~ for example, are not designed to 

provide mental health services. Though private hospitalization is 

possible and the care provided is somewhat better, the cost of this 

treatment is often prohibitive. Many boarding homes and single-room 

occupancy hotels have severe fire and other safety ha2ards. provide 

limited supervisions and lack links to mental health or social service 

programs. Jails and prisons often lack the mental health services and 

facilities necessary to aid mentally il' inmates and their restrictive 

environment frequently contributes to mental disorders* 

Some living arrangements j such as foster care, group homes, 

and halfway houses. provide at least adequate and often superior sup­

port services. Quite often the mentally ill receive supervision and 

companionship through the other members of the home. Outpatient ser­

vices {such as medication and counselor visits)~ rehabilitation, and 

socialization ski11s training are provided~ and the residents are 

encouraged to use social, recreational~ and occupational resources. 

Tile reasons for the inconsistency in the quality of living 

arrangements for the menta11y 111 are as numerous as the types of 

living arrangements available. Localized shortages of appropriate 

housing, prejudice against the mentally il1~ inadequate funding. and a 

non-system of mental health care all contribute to the shortage of 

adequate living arrangements. Lacking in most communities is a con­

tinuum of living arrangements that includes hospitals. nursing homes, 

group homes, foster homes, shared apartments. and independent living. 
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Lacking in many communities, too. are programs that address other needs 

of the mentally il': general psychiatric ser'lices (e~g., counseling 

and medication), round-the-clock crisis or emergency services, social 

and vocational training 1 and recreation. 

E. THE SPECIAL PROBLEM OF THE HOMELESS MENTALLY ILL 

The homeless mentally ill have arrived at their predicament 

for a variety of reasons. The recession, cutbacks in federal dis­

ability payments, and the lack of sufficient strUctured living arrange­

ments and other means of support in the community have caused many 

mentally i11 persons to become homeless.. Some lack the social or 

financial resources to secure a permanent l1ving arrangement. Others 

have been denled entrance or turned out of their living places, includ­

ing family homes} because of their bizarre or frightening bebavior~ 

Still others prefer the street life to any form of structured liv1ng 

arrangement and are highly resistant to traditional modes of treatment 

(Bachrach 1984b). For many others homelessness comes first and mental 

illness second, often as a result of being homeless. 

Just like other segments of the mentally ill population, the 

type and severity of mental disorders among the homeless mentally ill 

vary« Some are severely psychotic and others are only mildly 

disordered" 

The transient lifestyle of the homeless mentally ill involves 

their c1aiming a doorway. park bench. heating grate. or f100rspace of a 

public building as their home for a day. a night. and even weeks at a 
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time. Often they tend to congregate so they can look out for one 

another. Frequently, they are uns1~htly, they rummage through trash, 

and generally act bizarrely. 

Not all homeless persons are mentally ilL Nevertheless. 

they often elicit a law enforcement response and usual1y~ for the same 

reaSons as the mentally 111, they frighten other people or make them 

uneasy. 

The homeless (both those who are mentally ill and those who 

are not) are viewed by merchants as a threat to business and by resi­

dents as a threat to the security of their persons and their homes. 

Indeed, the closer they Come to one's home or business, the greater the 

threat. For this reason, pol ice officers are summoned to remove them 

and their belongings. 

When the pol ice are summoned they are expected to treat the 

incident as criminal 1n nature. yet being homeless is not a criminal 

act. Unless a crime has been committed or the person suffers from a 

ser ious mental disorder, there is li ttl e a p-o1ice 0 fficer can do except 

persuade the person to I'fmove along. It The end result is simply a trans­

fer of the problem from one location to another and. usual1y~ another 

request for pol fce action. 

Referral to a shelter is posslble but often not p-robable as 

the number of shelters in most tomrnunities fails to meet the needs of 

the homeless. Indeed~ 5 of the nation's 10 largest cities provide no 
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public shelters. When shelters do exist they are often overcrowded. 

d1rty, and more dangerous than living on the street. Lamb (19S4:ag9~ 

900) cautions that "for the chronically mentally i1ls homelessness is a 

complex pro!Jlem with multip1e causative factors; in our analysfs of 

this problem we need to guard against settling for simplistic explana­

tions and solutions .. " In particular, he notes that the current empha­

sis on increasing the number of emergency shelters for the homeless s 

while "a necessary stopgap, symptomatic measure does not address the 

basic causes of homelessness ~ •• and can only delay our coming to grips 

with the underlying prohl ems. 1f 

F. ARE THE MENTALLY III CRIME PRONE? 

Publfc conC8rn about the presence of mentally ill persons in 

the community stems largely from the perception that the mentally ill 

are dangerous and prone to commit crime. Numerous studies have 

attempted to determine whether the public·s perception is accurate or 

an unfair 5tereotype~ Monahan and Steadman (1984) report that their 

review of the literature reveals that every study conducted oefore 1965 

shows arrest rates among former mental patients to be lower than arrest 

rates among the general population but that more recent studies show 

them to be substantially higher (see also Teplin 1984). Steadman, 

Cocozza, and Melick {197S} attriouted this shift in arrest rates to the 

increase in the number of mental patients who had arrest records before 

they were hospitalized. SpecificallYf they found that only former 
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patients with two or more arrests prior to hospitalization had higher 

arrest rates than the general population subsequent to hospitl11ization. 

Monahan and Steadman's later research (19S4) supported these findings 

and showed that when demographic characteristics are taken into account 

(l.e.~ age, race, sex~ social class, prior criminality) crime rates 

among the mentally ill do not exceed that of the general 

popul ation. 

Teplin (1004) points out that most research into the rela­

tionship between crime and mental disorders is based on analysis of 

official arrest rates and as such is subject to three basic problems. 

First, arrest statistics do not account for criminal incidents that did 

not resul t in the pol ice making an arrest_ Second, the decision to 

arrest may be based on factors other than the commission of a crime. 

Third, the charge type does not always reflect the true nature of the 

incident that led to the arrest. 

In order to overcome these potential biases. Tepl in based her 

analysis on data gathered at the scene of police-citizen encounters. 

Excluding traffic violations 1.072 encounters involving 2.122 citizens 

were observed in a large northern city. The data revealed the 

following: very few (85 people or 4 percent of the sample) exhibited 

signs of serious mental disorderj the mentally ill Were far less likely 

to be victims or complainants. but twice as likely as the non-mentally 

ill to be subjects of concern or objects of assistance. and somewhat 

more likely (35 percent versus 23 percent) to be suspects. The types 
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of violations involved did not differ significant1y between the 

menta11y ill and non-mentally ;11 subjects. 

Teplio (1984:56) concluded from her an,lysis that 'the 

stereotype of the mentally ill as dangerous is not substantiated by 

data from police-citizen encounters." She also noted that her data 

provide "indirect suppnrt" for the findings of Monahan and Steadman 

cited abtJve~ 

G. CONCLUSION 

Durin9 the past twenty ye.rs both the ment.lly nl and the 

treatment they receive have moved from long term hospitals and institu­

tions into the community. This change in locus has a1so been accompa­

nied by a change in just about every aspect associated with the treat­

ment process. Quite often these changes nave had a direct impact on 

the types and levels of police involvement with the mentally ill and 

the mental health system. In the next chapter t the ways in Which these 

changes have affected pol ice operations will be discussed. 



III 


THE POLICE RESPONSE 


This chapter discusses how the police respond to encounters 

with the mentally ill. Section A reports the results of a survey of 

the extent to which a national sample of law enforcement agencies 

prepare their off1cers to handle encounters with the mentally ill 

through specialized training courses and written policy and procedures. 

Section B draws on police and mental health literature and information 

gathered during visits to police agencies to document major aspects of 

the current police response to the mentally ill. These aspects include 

how the police become involved, the types of situations and subjects 

they encounter, officers I attitudes toward dealing with the mentally 

ill and the mental health agencies~ and the factors that bear on the 

use of discretion and the determination of a final disposition. This 

chapter prepares the way for the first step in improving an agency's 

management of the mentally ill--identifying the scope of the prob1em in 

the local community and the strengths and weaknesses of the police 

response. 

A. SURVEY OF POLICE PRACTICES 

Police training curriculums, policies, and procedures were 

surveyed during mid-1963. Information on training practices was 

collected from 38 police academies serving 172 law enforcement 
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agencies. Eleven of the 38 academies provide training On a regional 2 

county. or statewide basis, and the scope of the training provided 

reflected the desires of the agencies being served. Written informa­

tion on police practices was obtained from 51 law enforcement agencies 

and telephone contacts were made with those agencies when further 

information was needed. The base number of agenc1es reported in the 

discussion of various aspects of the survey will vary because not a1l 

agencies responded to all parts of the survey. 

Though not necessarily representative of all law enforcement 

agencies, the survey provides valuab1e infonnation an how a variety of 

police agencies prepare their officers to deal with incidents 1nvo1ving 

the mentally il1* The 51 agencies surveyed were all under the 

leadershlp of Forum members, are located in 22 states and serve 13 

percent of the U~S. I'OPlllation.. Five agencies are located in the 

Northeast; 20 in the South; 11 in the North~Central states; and 15 in 

the West. Six agencles serve populations of fewer than 100,000; 19 

serve between 100 1 000 and 250,000; 13 serve between 250.000 and 1 

million; 4 serve between 1 million and 3 million; and 2 serve 

populations in excess of 7 million* The officers in these agencies 

account for 16 percent of total law enforcement personne1. 

1. Police Officer Training 

Management of the mentally ill has a1ways been more than just 

a minor. seldom-encountered experience for police officers. Btttner 
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(1967:282). for example~ made the following observation almost two 

decades ago: 

Indeed~ officers of the uniformed patrol make 
[emergency apprehensions] about as often as 
they arrest persons for murder. all types of 
manslaughter, rape, robberys aggravated assault, 
and grand theft. taken together. 

Historically. training materials and police literatUre have 

included references to the handling of the mentally ill, but those 

references were usually lacking in substance. There was little expla­

nation of the mental health system~ the etiology of mental illness, the 

types of mental disorders, or techniques for effective interaction wi'th 

the mentally ill. Several studies, dating back to 1958, have led to 

recommendations for systematic training for pol ice in the types of 

mental inness, mental health philosophies, and tecJmiques for identi­

fying and handling the menta11y ill (see Holl ing,head and Redl ich 19S8; 

Matthews 1970; Patric~ 1978, Janus, et a1. 1979). Patrick (1978) 

found. for examp1e, that officers who had received training in how to 

manage the mentally ill were more accepting of the tenets guiding 

mental health professionals. Janus, et a1. (1979,28) found that 16 

hours of instruction in abnormal psychology and psychiatric 

descriptions and syndromes 1mproQed the attitudes of officers toward 

the mentally ill and the mental health system. More importantly, 

officers were better able to perceive" understand, and report psychotic 

behavior 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 wHh training were accepted 62 percent of the time in contrast 

with 14 percent for officers who had not received training. 

Despite such evidence of the benefits of mental heaHh train­

ing, the Forumls survey of training curriculums revealed that many 

police officers receive minimal training in basic mental health princi­

ples. The average length of time devoted to mental health training for 

recruits in the 38 pol ice academies responding to the survey was 4.27 

hours; the range was from a low of 90 minutes to a high of 22 hours. 

Two departments do not allot any time for training in this area. and 

eight departments allot between 14 and 22 hours. 

For the purpose of the surveys mental health training was 

defined as instruction that specifically focuses on recognizing and 

managing the mentally ill. Included in this definition were the 

following topics: 

• 	 types of mental disorders {abnormal behavior}
and disabilities 

• 	 types of mental i 11 ness 
• 	 recognizing the mentally ill 
• 	 handllng the mentally ill 
• 	 exercise of discretion and determination of 


dispositions 

• 	 state and local laws 
I 	 involuntary commitment procedures 
• 	 departmental policy 
• 	 medications 
• 	 the local mental health system 
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• ri ghts of the menta 11 y ill 
• suicidal behavior. 

Al though many academies provide instruction in bask human behavior 

and crisis intervention, those topics were not counted as mental health 

training unless there was speciffc reference to mental 

disorders. 

Mast of the above topics, with the exceptions of medications 

and rights of the mentally ill, were included in the surveyed curri­

colums, but the amount of time spent on each subject was minimal and 

the coverage cursory. Some of the more basic and important topic areas 

were not covered as much as might be expected. The most glaring 

omission was that the training programs for 17 of the 112 departments 

did not include instruction in the exercise of discretion and possible 

dispositions. Also, recruits from 17 of the 172 departments (not 

necessarily the same 17 departments) did not receive any instruction in 

the different types of mental illness. 

Regarding development of the curriculums, 112 {55 percent) of 

the departments used professi ana1 5 from local mental flealth agenc i es to 

assist in CUrriculum development. Mental health professionals also 

served as instructors for 11g (69 percent) of the departments. 

Lecture was the predominant method of providing instruction. 

Role-play. audio-visual materials. and reading materials were also used 

by many of the academies. 
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2. PoJ~~Y Directives 

The written pol feies and procedures used by the surveyed 

departments varied in form and substance. formal written directives 

were obtained from 43 law enforcement agencies; four other agencies 

indicated that they do not have any written directives concerning off1­

eer encounters with the mentally disordered. Those agencies without 

directives, however. are included in the base number (47) for all 

tabulations. 

The directives were analyzed for coverage of the following 13 

subject areas: 

• 	 policy statement an the mentally ill. 

• 	 recognizing the mentally ill. 

• 	 handling ttua mentally ill t 

• 	 relevant state law or CDTiIII1tment erHeria, 

• 	 use of discretion, 

• 	 possible dispositions other than arrest or 

emeJ1lency detention, 


• appropriate use of physical restraint or force, 

I procedures for an emergency detention for examination, 

• 	 a list of mental health facilities in the com­
munity and which ones accept referrals, 

I 	 necessary forms for obtaining an emergency examination, 

• 	 procedures for reaching a disposition when the 
mental disorder is compounded by other problems 
(e.g., injury, siCKness, hospital runaway, intoxi­
cation) • 
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• 	 legal rights of the mentally ill, and 

• 	 non-mental health social service referral agencies, 
(e.g., shelters, churches. crisis centers). 

The subject covered most frequently Was how to obtain an 

emergency detention for examination. forty-two of the 47 agency direc­

tives (89 ~ercent) provided instruction on procedures to be followed in 

effect1ng this disposit1on. Slightly fewer, Le.. 38 agency directives 

(SO percent), listed the state's criteria for initiating an emergency 

examination. The third most prevalent subject covered was the forms 

necessary for emergency detention; 37 agency directives (79 percent) 

listed or included examples of the necessary forms. Thirty-three (70 

percent) of the directives listed loca1 mental health facilities where 

an emergency examination could be conducted. The fifth most prevalent 

subject1 which was included in 24 directives (51 percent), was pro­

cedures for reaching a disposition when the suspected mental disorder 

is compounded by ather problems, such as intoxication. As noted in 

Chapter 111 many mental health ayencies will not accept persons ex­

hibiting mixed symptoms of mental illness or whose disorder is comp'i­

cated by substance abuse~ physical ailments. or violent behavior. 

The remaining eight subject areas, however, appeared in no 

more than IB directives. The agency's policy on the mentally ill, 

dispositions other than arrest or emergency 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 tOPlcs were seldom included. 

For example. how to recognize the mentally ill was treated in only 3 

directives. the legal rights of the mental1y ill in only 4, social 

service agencies (other than mental health) in 5. and how to handle the 

mentally ill in only 6. 

Analysis of the written directives and information obtained 

during telephone interviews with agency personnel and on-site observa­

tions reveals that law enforcement agencies are concerned most with 

emergency detention for examination when dealing with the mentally il'. 

Often, encounters with the mentally ill are viewed in polar terms: 

emergency detention or arrest. Relative1y scant attention is 9iven to 

al ternative dispositions that can be effected. It should not be sur­

prisin9 then, that~ lacking clear ilnd detailed procedural guidance~ 

officers tend to arrest or seek emergency detention in inappropriate 

Ifircumstances or to develop their own informal dispositions. 

There exist several possible reasons why 50 much attention is 

paid to only two dispositions: 

1) 	 Confl ict between the law enforcement 
and 	 social service roles of the police 
precludes any acknowledgment of disposi­
tions that do not involve arrest or com­
mitmenL 

2) 	 A lack of il\~areness on the part of patrol 
officers that alternative dispositions exist. 
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3) 	 A lack of awareness as to which social 

services can aid in the determination of 

alternative dispositions~ 


4) 	 The prevalence of a philosophy that states: 
when in douht, detain for examination and 
let the mental health Workers weed out 
inappropriate referrals, 

(See Part Two, Chapter 5, for a discussion of how these obstacles can 

be overcome~) i 
r 

3. 	 Operational Procedures 

The 	 survey of operational procedures focused on how 

encounters with the mentally ill are managed and what attempts were 

being made (proactively and reactively) to improve the management of 

these encounters. Data were collected from 48 agencies, either through 

telephone contacts or written directives. The following five questions 

were posed: 

1) 	 Does the agency have a special unit or person(s) 
responsib1e for managing encounters with the 
meotal1y i117 

2) 	 Does the agency require the presence of, or con­
SUltation with, a supervisor during the management 
of these encounters? 

3) 	 Does the agency have a designated individual who 
maintains 1iaison with local mental health agencies? 

4) 	 Does the agency have a separate system or make pro­
visions for routing, reviewing, and maintaining 
records concerning encounters with the mentally il11 

5) 	 Does the agency receive assistance from local mental 
health professionals in managing encounters with the 
meotal1y ill? 
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The results of this part of the survey are shown in Table 111.1. 

III.l~ Results of Survey of Operational Procedures 
For ManagIng Mentally 111 

(n=48) 

les 'lO 

QlJestion N % N % 

1. Special police unit or B 17 40 B3 
person? 

2. 	On-scene supervisory 

presence or consul ta­ g 19 39 Bl 
tinn? 

3. Designated liaison with 19 40 29 61 
menta 1 health agen­
cies? 

4. Separate record system? B 17 40 83 

5. 	Mental health assistance: 

Telephone consultation? 
 22 46 26 54 , 
00·51te assistance? 15 31 33 69 , 

,l\n affirmative respcHtSe to Question 1 indicates that the 

department has created a special unit or designated certain of its 

personnel to be responsible for managing encounters with the mentally 

ill. The lndividuals involved were always members of the department, 

either sworn or civilian, and not professionals from the local mental 

health services. Three types of special units were used. One type 

(used by four departments) responds on-scene to assist officers and 

assumes responsibility for the person, including initiating emergency 

detentions, when officers bel ieve they cannot easily effet:t the 

appropriate disposition or when the disposition will requi re an 

extended amount of time. These special units are also responsible for 

picking up and transporting individuals being served with mental health 
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warrants~ The special units~ then, are intended to handle only diffi~ 

cul t encounters. To avoid thei r be; ng requested unnecessaril y, patrol 

officers are provided with at least 15 hours of instruction on mental 

disorders and are guided by comprehensive pol icy and procedure, 

including use of the special unit. 

The second type of special unit (used in two departments) is 

responsible for initiating emergency detention once an officer has 

determined that to be an appropriate disposition and has transported 

the individual to a mental health facility. The special unit usually 

meets the offic er at the fae i1 Tty f co 11 ects all neceSSa ry data from the 

officer, and assumes responsibility for the individual. thus allowing 

the officer to return to patrol. As with the first type of special 

unit, responsibility for serving mental health warrants rests with 

these units. 

The third type of special unit {two departments) uses the 

resources of the department's emergency service for incidents involving 

mentally ill individuals who are vio1ent. The unit's purpose is only 

to restrain and subdue the person, at which point the responding offi 

cer assumes responsibility for initiating an emergency examination. 

Though these units are responsible for many functions other than 

encounters with the mentally ill and though they lack any special 

training for verbal interaction with the mentally ill~ they are 

included here because they respond on a regular basis~ In fact, in one 

department, the emergency service unit is dispatched whenever a patrol 
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unit is dispatched on a mental dfsorder call. In mOst cases. though, 

the responding officer, usually arriving on-scene first, indicates that 

their services arE! unnecessary and the unit is turned back befQre ever 

reaching the scene. 

Information gathered from the responses to Question 2 indi­

cates that supervisory direction occurs Tn one of two ways. In five of 

the nine departments that require consultation with a supervisor, the 

supervisor must go nn-scene for every mental disorder call to assist in 

a disposition. The other four i:Jepartments require an officer to con­

sult with a supervisor. usually by telephone, before initiating an 

emergency detention. 

Question 3 refers to a department1s designation of one person 

who maintains liaison ~lith local mental health agencies. Of the 19 

departments that responded affirmat1vely t() this question, 7 maintained 

regular contact (at least a monthly meeting or contact) 1 and 3 maintain 

almost daily contact. The remaining 9 departments make contact as 

needed. 

Eight departments maintain a separate record system {Question 

4}. Records of contacts with mentally ill persons that did not involve 

an arrest are maintained separately from arrest records. 

Responses to question 5 indicate that 22 departments have 

arrangements with a mental health agency whereby officers can confer by 

telephone with mental health professionals concern1ng appropriate dis­
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positions. Fifteen of those 22 departments can also request on~scene 

assistance from mental health professionals. As with special poHce 

units J the departments recormnend use of these services in only 

difficul t cases. 

Comparing the information on operational procedures that was 

gathered during telephone interviews with the available written direc­

tives revealed s however~ that the availability of menta'! health assisw 

tance was not reflected in over 40 percent of the directive-59 It may 

be that the survey question was inadequately worded and that more than 

40 percent of the directives do make these services known. It may also 

be that a significant number of directives do not sufficiently detail 

the procedures to be followed by officers during encounters with the 

menta 11y ill. 

B. MAJOR ELEMENTS OF ENCOUNTERS AND THE POLICE RESPONSE 

tlumerous specific factors determine how and why the police 

become involved with the mentally ill, how they manage such encounters. 

and what dispositions can be effected. This section~ based on a review 

of the literature and information gathered during site visits. identi­

fies these factors and how they interact. Teplin (1984:24), for 

example, conclUdes that po1ice decision making in regard to the men­

tally ill is "based less on the degree of symptomatology per se, than 

on the exigencies and constraints pertinent to each situation.ft 

http:situation.ft
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Reasons for Involvement 

One of the main reasons that police become involved with the 

mentally ill is that in most communities they usually have the only 

24-haur y 7-day-a-week, mobil e emergency community response capacity. 

Add to this the authority that police agencies have and the fact that 

they are a non-charging service and it becomes easy to understand the 

extent of their involvement in various community services. Without the 

extstence of 24-l1ou1" emergency mental health services, the public has 

but one option: can the police. Yetl even in corronun1ties where such 

mental health services exist, the public may be wary of using them in 

many situations. Callers may fear that contacting a mental hea1th 

emergency service may result in protracted discussions concerning the 

person's behavior, long waits until mental health professionals are 

available on-scene. and more involvement than the caller is willing to 

tak.e an~ 

Although Liberman (1969) has shown that low-income citizens 

use the police as a means to obtain mental health treatment more so 

than higher income citizens, the entire community, regardless of indi­

vidual socioeconomic status, views the police as the most accessible 

community resource~ A history of calling the police and of getting a 

quick response is a reinforcing behavior. Another factor affecting the 

,hoi,e of police service over menta1 heal th service may be changes in 

the law in the direction of more str1ngent commitment crfteria. 

8onovitz and Bonov1tz (1981). for example. have shown that a 1976 
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change in Pennsylvania state law regarding civil commitments and a sub­

sequent change in Philadelphia Police Department policy were responsi· 

ble for a ZOO percent increase in the number of mental illness-related 

incidents handled by the police. Because the new criteria for commit­

ment were restrictive and focused on dangerousness, the fami1ies of the 

mentally ill, unable to obtain help for the person through the mental 

health system, were forced to file a complaint with the police as a 

, ast resort. 

Police also become involved with the mentally ill through 

requests fly mental health agencies or through court orders. Requests 

from mental health agencies or professionals typically involve situa­

tions in Which a police presence is required for security reasons. 

Though such cases do not involve police initiative nar police decisions 

as to appropriate dispositions, a police presence is often considered 

to be necessary for the successful accomplishment of the mental health 

intervention. As Bittner (1967:256) states~ 

The very fact that the person who made the 
decision solicited help is an indication 
that he could probably not have prevailed 
by himself or at least not on that occasion~ 

The reasons why police are called are varied. There is, 

however! one characteristic that ties all the reasons together. The 

police, when summoned, are the one community agency that cannot say no. 

Mental health and other social agencies often employ strict response or 

admission criteria .. As Teplin (19B4:4) observes. however s "police 
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have become the streetcorner psychiatristsj moreover, their 'office' 

never closes." 

2. Characteristics of Encounters 

The situational characteristics of police encounters were 

examined along four lines: 

• the manner in which the encounter was initiated 

• the location of the encounter 

e the time of day the encounter took place 

• the behaviors encountered. 

a. Ilpes of Benavtors Encountered. Pol ice officers are faced 

with a variety of behaviors that must be assessed in determining an 

appropriate disposition. Some of these behaviors, such as an indi­

vidual's failing to take proper care of himself or herself {"OO!ission 

in care") and dangerous acts toward others~ are specifically identified 

in state commitment laws as criteria for emergency detention {see 

Appendix A). Other behaviors are not so readily identified as symptoms 

of mental disorders and it remains the officer's responsibility to 

determine initially What the behavior means and whether it qualifies as 

a criterion for commitment. 
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Sheridan and Teplin [1981:143) found that blzarre behavior 

was the predominant reason for an individual's receiving police atten­

tion and being taken to a mental health facility .. In their study of 

data from a mental health intake center, almost 27 percent of the indi­

viduals (0::::838) were taken to the facility for exhibiting bizarre 

behav1or~ The second most prevalent behavior in their study was 

attempted suicide [12 percent of the cases). This was followed by 

cases involving destructive, assaultive. or violent behavior {II 

percent) and disorderly behavior (6 percent) ~ 

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

subject was taken to a New York City mental health intake center, 14 

percent of the individuals were identified as violent~ (The reports 

were made available for this study.) Additionally, Jacobson§ Craven, 

and Kushner (1973;538) report that aggressive behavior was a factor in 

42 percent of the 4B cases po1ice brought to the psychiatriC unit of a 

California hospital. Other behaviors exhibited included shouting 

obscenities or expressions reflecting paranoid thoughts (19 percent) I 

indecent exposure (10 percent). attempted suicide (9 percent)f and 

public nuisance behavior (8 percent). 

SCMg (1977) found tbat 65 percent of 196 police referrals to 

a county menta1 health center involved an overt act (i.e., act or 

threat against self or others or omission of care). Thus, the behavior 

encountered in a significant number of cases did not present c1ear-cut 
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e~idence of dangerousness or mental disorder and officers relied on 

other indicators {frequently acting bizarrely or creating a public 

nuisance) in deciding to detain for examination. Table 11I.2 shows the 

frequency with which certain behaviors were mentioned by officers in 

the incident reports examined by Sehag. 

Table 111.2. Ty~es of Behavior Encountered by Po1ice 
(n • 196 encounters) 

Cat~.90ry Fr·eguency Percenta£"e 

Emotional state 78 39.8 

Bharre behavior 75 38.3 

Publ ic nuisance 72 36.7 

Acts against self 70 35.7 

Psychiatric history 66 33.7 

Confused behavior 55 28.0 

Uncooperative 48 24.5 

Acts against others 42 21.4 

Law violation 28 14.3 

Destruction of property 23 11.7 

Omission in care 10 5.0 

So u rc e : O~ S. Scha 9 I ~Ptr)ed~'~'c~t~i~n~D~.~n~.~r=ou~s~n[j.~s~s::-~A~ni£:l:A~na~l;",sJj~SnO~fkrIProcedures in a Medica en er an wo 0 lee gentles. nn rbor~ 
Michigan: Un1ve:rsity"Microfl1ms, 1977. 

Similarly, fox, Erick.son. and Salut1n (1972)~ in a one-year 

study of police referrals to three Toronto hospitals, examined officer 

reports to 'identify the reasons and behav10rs that officers cited for 

bringing subjects in for examinations. Table 111.3. presents their 

findings. 



rrl.3 Behavioral Elements Attracting Police Attention 
(n = 337) 

Behavioral El ement 	 Frequency Percentage 

1. Prior mental ill ness 	 116 22.3 

2. 	 Aggressive behavior against others: 

overt - actual or attempte~ 50 9.6 


3. 	 Transportation under warrant or 

committal papers a1 ready signed 

by a doctor 38 7.3 


4. Bizarre, extremely unusual behavior 38 7.3 

5. 	 Report of hallucinations and/or

delusions 34 6.5 


6. 	 Drug or alcohol intoxication - apparent 

or reported 32 6.2 


7. 	 In an emotional state (hysterical,

incoherent, agitated) 31 6.0 


8. 	 Unusual active behavior (annoyance. 

yelling, running around, bothering 

people, disorderly) 30 5.8 


9~ Unusual passive behavior {disoriented.

dbheveled. vagueness, unable to 

account for sel f) 27 5.2 


10. 	 Aggressive behavior against self ­
overt - actua1 or attempte~ 26 5.0 

11. 	 Aggressive behavior against self ­
potential - verbal mention""onTy 25 4.8 

12. Destruction or theft of property 23 4.4 

13. 	 Aggressive bebavior against otbers ­
potential - verbal mention~ 15 2.9 

14. 	 Voluntary request for nospitallzation 
or assistance by patient 15 2.9 

15. 	 Other (any residual uncategorizable 
information) 20 3.8 

520 100.0 

Source: Richard G. Fox .. Patricia G. Erickson, and Larne M. Salutin. 
Apparently SUfferin from Mental Disorder. Canada: University of 
TOronto, Centre of erimfnolo9Y, 1972, p. 93. 
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b. Means of Inttiation. Police encounters with the mentally 

ill can arise from several soUrces and in different ways. As noted 

earl fer. the initiator can be a local mental health agency or a court 

or magistrate, although the incidence of such calls is relatively rare. 

Other calls for service COme from the mentally 111 themselves. Teplin 

(1984:52} found, for example, that the mentally ill person was the 

v1ctim/complainant 1n 13 of 85 {15 percent} police encounters with the 

mentally ill. Often, however. calls from the mentally ill oceur on a 

regular basis and involve little more than the officer's alleviating 

the irrational fears of the person. The following example (Gettinger 

1977:30). though extreme from several perspectives~ illustrates the 

point. 

Then there's Mrs. I~. She had little purple 
people from Mars. She'd tall uS six, eight
times a nighL They told us to do anything to 
stop her from call ing.. Finally a sergeant went 
out there. She wld him the purple people from 
Mars had just landed. He asked where they were; 
she said in the garage. So he Went back, stood 
in front of the garage and fired every bullet in 
his gun into the side of ft. Shot it slap up. 
Then he went in and told her there WDuld be some­
body out the next day to pick up the bodies. 

She didn't call us again for six months. But 
then she started up again. And when she did call, 
she asked for that sergeant by Mme. 

In other encounters, the officer may be the initiator or the 

encounter may be the result of mutual agreement. When the officer is 

the initiator, It is because the person's behavior, be it bizarre or 
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illegal, attracts the officer's attention. Mutually initiated 

encounters are probably the rarest type and typically occur when the 

officer and individual maintain regular contact with each other. 

A prevalent source of initiation is comp1aints from community 

members, family member5~ or friends about either 111egal or bizarre 

behavior. Jacobson, Craven, and Kushner (1977:538-39) explain that the 

behavior exhibited by the subject is correlated to the initiator of the 

po1 ice encounter. For example, the publ ic Was most likely to call the 

police when the person was exhibiting confused behavior. SitUations 

involving shout1ng behavior or a person having paranoid thoughts were 

also most frequently reported by citizens s in particular managers of 

businesseSa Sixty~three percent of the cases involving aggressive 

behavior were initiated by a family member. 

Sheridan and Teplin (1981:144) report that police officers 

are the Single most prevalent initiator of encounters, although all 

other initiators accounted for the majority of requests for- pol ice 

service. The following tabulation summar-izes their findings. 

Initiator of Police Contact 

'-' 	 of cases 
(n"838) 

Police 35.4 
Self 15.4 
Family 12.3 
Mental health facllity 9.1 

(e.g .. halfway house) 
Hospital without psychiatric 6.9 

facil tty 
Non-psychiatric facilities 5.7 

(e"g., Salvation Army, 
nursing home) 

Fri end I lover- 2.5 
Other 12.7 
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A shortcoming of the Sheridan and Teplfn data, as with most of the data 

presented in this section, is that they were collected at a mental 

health intake center and concern only cases in which a mental health 

disposition was attempted~ There is no way of knowing who initiated 

encounters that resulted in other dispositions in these studies. (The 

exception is Teplin's data from on-scene observations of police-citizen 

encounters.} 

Fox. Erickson. and Salutin (1972:106) report that while the 

police initiate a number of encounters, they clearly are not the major 

initiators~ Table 111.4 reports their findings on the initlation of 

337 encounters The encounters are broken down by the type of behaviora 

or incident and whether initiation was proactive (the police) or 

reactive (all other sources). Incidents involving transportation only 

or a voluntary request for hospitalization have been omitted from the 

table. As can he seen from Table lII.4~ to the extent that police 

initiate encounters. they most often step in when "unusual", 

"aggressive", Or "bizarre" behavior is present. 

c. Location of Encounter. Where encounters occur is another 

variable that can affect the police response. First, locations can he 

classified as urban and non-urhan~ Just as more crime occurs in the 

cities, all police services will be utilized to a greater de9ree in 

urban areas that have high concentrations of people~ In his study of 
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Table 111.4. 	 Initiators of Police Encounters 
With the Mentally III 

(n=337) 

Means 0 nltlatlon Percentage 
Behavioral El ement Proactlve ReactlVe UnKnown Base 

% % % 

Unusual behavior 
(0) pass; ve 18.5 59.3 22.2 27 
(b) active 20.0 60.0 20.0 30 

Aggressive behavior 
against seT f 

(a) overt-­ 15.4 61. 5 23.1 26 
(b) potential 12.0 88.0 - 25 

Bizarre behavior 13.2 73.7 13.2 38 

Reports of hallucina­
ti ons/ del us; Dns ll.8 79.4 8.8 34 

In an emotional 
state 9.7 74.2 16.2 31 

Prior mental illness 9.5 78.4 12.1 ll6 

Intoxication drug/ 
alcohol 9.4 65.6 25.0 32 

Aggressive behavior 
against others 

(a) overt--­ 8.0 82.0 10.0 50 
(b) potential 6.7 86.7 6.7 15 

Pro perty the ft or 
destruction 4.3 73.9 21.7 22 

Other 20.0 65.0 15.0 20 

Source: Richard G. Fox. Patricia G. Erickson, and Larne M. Salutin. 
Apparently SUfferin from Mental Disorder. Canada: University of 
Toronto. Centre of erlmlnology, 1972. p.lOS. 

Note: "Proactive" ~ police initiation; nreactiveU = all other 
initiators. Mult1ple elements were coded for some incident.c:: 
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police referrals to a county mental health center, for examp1e. Schag 

(1977) found that the police 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 85 emergency apprehensions. 

The location of encounters can be broken down further into 

public and private sites. Sheridan and Teplin (1981:144) report that 

nearly one-half of the police encounters they studied took place at the 

subject's residence (e.9~, home, halfway house, Salvation Army lodge). 

They categorized the encounter locat1ons as follows: 

%of cases 
(n=B3B) 

Home 30.4 
Street 23.6 
Public place 12.4 
Referral--other hospital 11.1 
Halfway house 9.2 
Stationhouse 4.5 
Salvation Army lodge 4.1 
~h~ 4.7 

Examination of 90 officer reports on subjects taken to a New 

York City mental health intake center provided additional evidence that 

the home is the predomina"t location of encounters. Of the 90 

encounters J which occurred ove~ a IO-day period, the locat1on was 

unclear in six cases. Of the ~emaining 64 cases, the subject's home 

WaS the location in 37, or 44 percent, of the cases. In one case the 

encounter took 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 



possihle that as many as 54 percent of the encounters took place in the 

subject's residence. Table 111.5 shows the breakdown of locations. 

Tabl. Ill.S. 	 Location of Encounters 
(n=90) 

Locatlol1 N 

Home 37 

Street 19 

Court remanded 7 

Referra l--other 
hospital 5 

Nursing home 1 

Other* 15 

Unknown 6 

% 

44.0 

22.6 

8.3 

5.9 

1.1 

17.8 

7.1 

*lncludes ledges, bridges. suhways~ 
collegEs, churches. shelters. and 
stationhouses. 

d~ Time of Occurrence. 

Little quantifiahle information is available concerning the 

time that encounters take place. However. interviews with mental 

health professionals and pol ice officers strongly suggest that the 

mentally ill are the most vulnerable in the evenings and during 

weekends and holidays. times when the individual's usual support 

systems are not 1ikely to be available. Without someone or some 

service to tUrn to in times of stress, the mentally ill come to the 

attention of the police i either directly or through another initiator. 

An examination of the ~ew York City officer reports referred to ear1ier 
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tends to support this theory. Of 79 cases in which the time of the 

arrival at the hospital was known, 48 (61 percent) of the arrivals were 

between the hours of 5:00 p..m. and 9:00 a.m~ The breakdown h as 

foliews: 

N ! 
9:00 '.m. - 4:59 p.m. 	 II 39.3 
5:00 p.m. 12:59 p.m. 	 35 44.3 
1:00 	a.m. 8:59 a.m. 13 16.4 

79 100.0 

Bittner (1967:288) has pointed out that most police 

encounters with the mentally 111 involve indivlduals who are in 

relative1y 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 others, and conflict in interpersonal relationships are just a few 

of the effects of a disorder that can contrfbute to easily attained and 

high levels of agitation. 

As with characteristics of encounters~ a handful of research 

studies have gathered informatio~ on the characteristics of the sub­

jects of police encount~r~ with the mentally 111. These studies liave 

identified corrmonalities in persons suffering from a mental illness who 

have required po1 ice attention. As 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 officer1 s disposition. The studies do not address the 

characteristics of individuals suffering from a suspected mental 

disorder who were arrested or for whom an alternate disposition was 

effected. 

Five studies cited earlier also present information on demo­

graphic characteristics. As for the sex of the subjects s males were 

data ined for examination more frequently than females. The Fox~ 

Erickson~ and Salutio (l979) study found that males accounted for 62 

percent of the group 'detained; Jacobson, Craven. and Kushner (1973) 

found the lowest proportion of males, 51 percent. 

Looking at the subjects' .ges, Schag (1977) found th.t the 

average age of aTl detainees was 35.7 years. In the New 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 percent of the 

detainees were between the ages of 15 'and 34. Jacobson. Craven. and 

Kushner found 46 percent of the subjects to be between ~the ages of 20 

and 29 and over 50 percent to be under the age of 30. All five studies 

indicated that only a small percentage of the detainees were more than 

45 years old* 

In the three studies that reported marital status (Sheridan 

and Teplin; Schag, and Jacobson. Craven. and Kushner). at least 47 

percent of the subjects had never been marded. Sheridan and Tepl in 
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further indicated that their subjects were overrepresented as lacking 

social support systems, especially family. 

Liberman (l969) differentiated between persons who received 

mental health treatment by way of pol ice intervention and those who 

received treatment without pol ice intervention. His findings indicated 

that "police patients" were usually difficult persons to manage because 

of their inability to recognize both their disorder and their need for 

treatment. Liberman characterized the two groups as follows: 

Pollee Patients (n=17) 

9U denied their mental illness 

17% realized their need for help 

58% diagnosed as schizophrenic 


Medical Patients (o=l5) 

29% denied their menta1 illness 

ao~ realized their need for hel p 

26% diagnosed as schizophrenic 

29% diagnosed as neurotic 

23% diagnosed as depressed 


The other studies cited also indicate tbat schizophrenia is 

a primary diagnosis. Sheridan and Teplin reported that 49 percent of 

the 838 subjects detalned for examination were diagnosed as schizo­

phrenic and over 62 percent were diagnosed as being psychotic. Fox. 

Erick.son~ and Sa1utin reported a psychQtic diagnosis in 56 percent of 

the 679 cases~ with schizophrenia being: the major psychosis in 38 per~ 

cent (259 cases}. In both studies~ neurosis, personality disorders~ 
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and substance abuse (including alcoholism) were the next most frequent 

diagnoses, none of whict! accounted for more than 14 percent* 

The subjects also tended to have a history of hospitaliza­

tion. Jacobson. Craven. and Kushner reported that 75 percent of the 48 

detainees studied had been hospitalized before, and Fox, EriCKson. and 

Salutin 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 "typical" 

mentally ill person detained by police for examination would include 

the following characteristics: 

• 	 The person is young~ usually around or below 
the age of 30 .. 

" 	 The person is unattaChed and lac~ing social 
support systems, particularly a spouse or family~ 

• 	 The person is male. 

e 	 The person is diagnosed as psychotic and. more 
specifically, schizophrenic. 

II 	 The person 1s also difficult to manage. He has 
been in and out of hospitals, yet refuses to 
acknowledge his disorder. 

The above information presents a profile of mentally ill 

persons encountered by the police. However, while certain tendencies 

do exist, it is important to remember that the population of persons 

suffering from mental illness is diverSE, and will vary with each 

community. 
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3. 	 Officer Attitudes 

The policE 1 no less than the general publ1c~ generally 

maintain a variety of attitudes toward the mentally ill. The most 

prevalent of these is that there Is a correlation between mental 

i 11 ness and dangerous or vial cnt beha vi or. Matt hews (1970} found tha t 

·police hold two major attitudes toward the mentally ill; 

I} 	 They arE sick and should recehe medical 

attention. 


2} 	 ~ental illness involves violence or highly 
abnormal behavior. 

Schag 1 s (1977) analysis also supports this finding_ Such attitudes 

point to an obvious shortcoming in the way pol ice agencies prepare 

their officers to manage the mentally ill. 

Pol ice officers have repeatedly reported that they bel ieve 

that their encounters with the mentally ill are ao appropriate part 

of police work. Jacobson, Craven, and Kushner (1973:544) report that 

75 percent of a sample of officers they interviewed ho1d this belief. 

Officers cited as reasons for their belief that it is their duty to 

protect people and property and to serve the public. Ii Significant 

number also cited the reason: 'fno one else would do it. 11 Interviews 

by this author with officers in several cities upheld this general 

finding. Bittner (1967:281) reported that while officers acknowledged 

that dealing with the mentally ill -is an integral part of their work. 

they hold that it is not a proper task for them:' Officers also 
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maintain that encounters with the mentally ill are an undesirable 

aspect af police work_ (See Bittner 1967; U.S. Riot Comnission 1968; 

Jacohson, Craven, and Kushner 1973; Cesnick. Pierce, and PuIs 1916j 

Schag 1977; Cesnick and Stevenson 19]9; Fox, Erickson~ and Salutin. 

1979; Tep1in 1984.) Reasons most often cited for this are as 

follows: 

o 	 Uncertainty on the part of officers concern­
ing their role in civil or social service 
matter:-s. It is often unclear where law enforce~ 
rnent work ends and social service tasks begin. 
Officers also question the appropriateness of 
their involvement in civil matters. 

I 	 A lack of training in techniques for dealing 
with this population. Traditional police 
techniques are not re1evant to handling the 
mentally ill and often tend to exacerbate rather 
than alleviate the problem behavior. Thus. 
officers feel that they are responsible for 
situations in which they have no ex.pertise and 
few, if anYt fundamental techniques to use. 

• 	 A lack of written directives providing specific
information for managing this population. This 
includes information on possible dispositions, 
mental health laws, and procedures for contacting 
mental health services. 

• 	 Inappropriate attitudes toward. and a misunder~ 
standing of, mental health professionals and 
philosophies. Snibbe (1973:527) points out that 
some officers believe that mental health treatment 
is a wholly inadequate solution to the problem of 
the mentally ill. They wonder What goes on in 
mental health facilities when persons who were 
supposedly treated are involved in another incident 
within a few days. They are also bothered by the 
lack of security in mental health facilities. 

• 	 laCK of control over the situation and a feel fng of 
futility. Officers see their authority diminished 
when all they can do is transport the subject to 
the hospital and request admission~ They are also 
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frustrated when mental heal til facil Hies refuse to 
accept intoxicated, psychotic. and other difficult ­
to-handle sUbjects. 

a 	 Officers also have a difficult time separating 
personal from professional feelings when dealing 
with persons in social service encounters~ They 
tend to feel too much sympathy for the person and 
hi s or her fami 1y • 

• 	 Managing the mentally ill takes away from "reaP' 
police work. Often, the amount of time an officer 
must devote to these encounters and dispositions 
is vieWed as excessive. Moreover, handling the 
mentally ill is considered "not a good pinch. n 

Departmental policies seldom offer incentives or 
rewards for successfully managing this population 
and officers seldom receive any feedhack. on the 
results of thelr efforts. 

It 	appears that officers tend to make a distlnction between the two 

dominant police roles often e~pressed in the motto Kto protect and to 

serve~" Encounters with the mentally 111 are viewed as appropriate 

when public order is disrupted or when threats of, or actual. danger­

ous behavior has occurred. Officers have a dislike~ however, for the 

social service role, in large part because they believe it is often 

extended beyond what It should include. Tepl!n (1984:8). for example. 

dtes several studies that report that officers regard transporting the 

mentally ill as an inappraprlate pol ice function .. 

Officer attitudes toward mental health professionals and 

agencies are often born of misinformation. Considerab1e tension stems 

from a lack of awareness of the basic mental health philosophies, 

goals, and capabilities. While both groups are "helpingft agencies, 

each takes a different approach to the fu' fillment of this goal. 
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Police offlcers ure concerned with the community first and the indi­

vidual second. They are forced to make quick decisions and take 

action_ possibly using force. without consideration of the environ­

mental or historical factors involved. The officer must assume a 

take-charge approach to restoring order and coming to closure on an 

incident as quickly as possible. Mental health professionals! on the 

ather hand, are first concerned with the individual~ As such, they are 

unwilling to take a directive approach and make quick decisions. 

Rather. they ~ust consider the causes and contributing factors in 

persuading or allowing the person time to reach a decision. 

4. Discretion and Oispositions 

Reliance on informal guidelines and informal dispositions 

appears to be the hallmark of police decision making in managing 

encounters with the mentally ill {Bittner 1967i Schag 1977i Hanewicz~ 

Fransway~ and O'Neil 1982; Teplin 19B4}. Insufficient training and 

departmental guidance regarding alternative dispositions. the 

circumstances under which they should be invoked, and procedures for 

effecting them force officers to develop their own guidelines. Poorly 

defined legal crlteria for emergency hosp1talization and inconsistent 

and time-consuming procedUres at hospitals and mental hea1th facilities 

are also contributing factors. Reliance on informal guidelines. 

however~ can result in inappropriate dispositions because officers will 



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

have had success in effecting in the past~ 

As seen in earlier sections of this chapter, the following 

factors influence an officer1s decision regarding the appropriate 

disposition of encounters involving the mentally ill: 

• the type of incident or behavior involved; 


a the concerns of the complainant; 


o 	 characteristics of the subject, victims, com­
plainant 7 and bystanders; 

• 	 the relationship between complainant and sub~ 
ject (e.g., family, friend, employer. stranger); 

• 	 whetner there is evidence of a crimej 

• 	 legal criteria for emergency detention; 

• 	 police agency policy, organizational structure, 
and resources; 

• 	 awareness of community mental health and social 
service resources and their availabilitYi and 

• 	 the officer l s attitudes toward the mentally ill 
and this aspect of pol ite work.. 

As Bittner (1967; 92) noted: llThe external characteristics of 

cases are not irrelevant to the decisions 7 but their import is always 

mediated by practical considerations of what can and need be done 

alternatively.n The discussion that follows provides insight into just 

how the many variables that are a part af police encounters with the 

mentally 111 influence the dispositlon of the incident. 
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a. Informal Dispositions. Statistical e\'idence af the fre­

quency and types of toformal dispositions is not readily available, no 

doubt because police departments are not required to maintain records 

of incidents that do not evoke an official responsE!a Indeed, Rno 

paperwork" may be one of the attractions of informal dispositions. 

Available evidence indicates that from two-fifths to three­

fourths of police encounters with the mentally ill may be resolved 

informally (Tep1in 1984; Hanewicz 1 Fransway, and O'Neil 1982; Rock 

1960). 

A range of actions fall within the category of informal 

dispositions: 

• ignoring the incident 
e warning the subject not to repeat the behavior 
• returning the subject to his or her home 
• listening and counseling 
• contacting a responsible person 
• referring or taking the suhject to a helping agency~ 

Teplin (1984:21ff) describes three types of mentally ill 

persons who are likely to he handled in one of the ahove ways: 1) 

nefghhorhood characters. i~e., tl me ntalsH who are not hospitalized 

hecause the police know them and how to "cool" the situation if an 

incident arises; 2) trouhlesome persons who may cause problems for the 

pol ice but who are too difficult to handle to warrant bringing them 

into the station or hospital; and 3) unobtrusive mentals who are "more 
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disordered th~n disorderly." The latter often just need "someone to 

ta.lkto." 

Persons who are handled informally, thus~ are frequently 

known to the police. They are often only mildly disordered and the 

pol ice have become tolerant of a certain level of deviant behavior from 

them. So long as they do not exceed that level of tolerance, the 

police do not formally intervene in their behavior. 

b. Emergency Detention. After informal dispositions, emer­

gency detention for psychiatric examination is perhaps the next most 

frequent disposit1on of incidents involving the mentally ill. 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 in large part to structural character­

istics of community-based mental health services (Schag 1977; Lamb and 

Grant 1982; Ce'nick, Pierce, and Pu', 1976). In particular, they cite 

the following problems: 

• 	 reduced number of psyt hi atric placements avai 1 ab1 e 
in hospitals and mental health facfltties since 
the 1960' l 

• 	 bureaucratic procedures; and 

• 	 stringent admittance criteria that render inadmis­
sible tbose who are dangerous, addicted to alcohol 
or drugs, phySically disabled~ or liable for criminal 
charges. 

The more procedural steps between the street and the 

hospital. for example, the less likely that police will seek emergency 
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hospitalization (Rock 1960). Fox, Eridson. and Salutin (1976) con­

firmed this relationship with their finding that institutfng a 

cooperative program between police and the local hospital increased 

police willingness to pursue this disrositl0n~ 

Police reluctance to seek emergency hospitalization also 

stems in part from uncertainty about the types of mentally ill persons 

who will be accepted for emergency hospitalization. Suicidal and 

severely -delusional persons will always be readily accepted (Teplin 

1984). Beyond that~ officers may be uncertain whether the behavior 

exhibited is indicative of mental ;11ness, whether it is serious enough 

to warrant hospitalization, and whether the mental health staff will 

accept their assessment of the person's behavior and need for 

treatment. Clearly, officers' decision making will be influenced by 

their calculation of the time required to seek hospitalization and of 

the likelihood that the subject will be admitted. 

Under what circumstances, then, do police seek to have men­

tally ill persons hospitalized? Sheridan and Teplin's (1981) analysis 

of 838 incidents in which the subject was referred by pol ice for 

hospitalization revealed that those referred were a source of fear and 

anxiety in the commuo1tYa Fifty percent of the referrals were for 

bizarre behavior (27 percent). attempted suicide (12 percent) I and 

destructive, assaultive, and violent behavior (12 percent) ~ In 

Jacobson. Craven_ and Kushner's {1973) study of 48 caseS of po1 ice 

referrals to a psychiatric unit, 20 (42 percent) Were referred for 
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aggressive behavior and 15 (31 percent) for confused behavior* Four 

cases (9 percent) involved suicide attempts. 

A history of treatment or hospitalization also leads police 

to seek emergency detention (Fox, EriCKson. and Solutio 1972; Jacobson, 

Craven, and Kushner 1973; Sheridan and Teplin 19B1). Schag (1977) 

suggests that knowing an individual has a psychiatric history leads to 

several perceptions that prompt a decision to hospitalize: 1) the 

person had a mental disturbance in the past and is still disturbed, 2) 

the basic problem 15 unresolved and likely to be manifested again in 

the future~ and 3) other alternatives have been tried and have 

obviously failed. 

As for the result of police referrals for hospitalization. 

the most comprehensive data are those of Schag (1911). Data were 

gathered from a community mental health center serving as a screening 

and in-patient faci1ity for a county with a population of 160)686. Of 

196 police referrals during a one-year period, 135 persons. or 69 

percent. were involuntarily admitted to the in-patient facility. There 

were no significant demographic differences between those admitted and 

those released. There were. however. differences in the behavioral 

characteristics of the two groups~ Positively related to involuntary 

admissions were confused thoughts and behavior~ bizarre thoughts, and 

psychiatric hi.tory. 

The strongest correlation existed between bizarre behavior 

and admissionj 93 percent of those acting bizarrely Were admitted. 
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Bizarre behavior was defined as highly unusual or ldiosyncratic 

conduct and did not require an overt act, but was often associated with 

the individual's being labeled a public nuisance. If the behavior was 

So bizarre as to warrant police attention, it was often perceived by 

police and mental health workers as indications of both mental illness 

dnd dangerousness. Extremely bizarre behavior was perceived by mental 

health professionals as requiring in-patient care 50 that the problern­

causing behavior could be treated. 

The scc()nd strongest correlation was that of psychiatric 

history. particularly hospitalization. in combination with an overt 

act. Individuals who had a previous psychiatric history and who also 

committed or threatened an overt act against themselves or others, or 

who experienced a significant omission in care, usually were admitted. 

Those who co~mitted or threatened overt acts but did not have a 

psychiatric history were usua11y released. 

In the Jacobson, Craven, and Kushner (1973) study referred to 

ubove~ all nude exposure and public nuisance cases resulted in the 

person's being hospitalized, as did 86 percent Of the cases involving 

the shouting of obscenities and 63 percent of the cases involving con­

fused behavior. Although no category of bizarre behavior wus identi­

fied as such, the above behaviors can be considered bi zarre. In cases 

involving aggressive behavior. 79 percent of the persons were 

hospital i,ed. 
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Ronahan, caldeira, and Friedlander {1979j found that 60 

percent of pollce-referred hospitalizations were a result of dangerous 

behavior toward both others and self. AdditionallYt all hospitalized 

persons had threatened to or had committed a physically assau1tive act 

to themselves or others within 24 hours and usually within one hour of 

coming to pol ke attention. 

Although dangerousness is an Often-used criterion for 

hospitalization. in some mental health facilities dangerous behavior, 

as noted earl fer, if it is perceived as too severe, is often a barrier 

even to an emergency examination. Mental health professionals in 

general hospitals prefer not. and often refuse, to examine 

police-referred subjects who arc considered dangerous (Teplin 19"84; 

FoX. Erickson, and Salutin 19"72)~ The most often-cited reason was a 

lack of security measures in the mental health facility. 

c. Arrest. Arrest appears to be the least frequent resolution 

of incidents involving the mentally ill. Teplln (1984). for example. 

reports that 14 {16.5 percent} of 85 encounters with mentally ill per­

sons ended in arrest. Thirty-four (8 percent) of 380 persons handled 

by Ga1veston County's Mental Health Oeputies Unit between September 

1975 and August 1977 (Gulf coast Regional MH/MR center, undated) were 

arrested. (See Chapter IV for a description of the Galveston program.) 

Similarly. about 163 subjects (10 percent) out of the 1.639 processed 

by a los Angeles County pol ice hospital squad in 1961-62 were arrested 

(Rock., Jacobson, and Janepaul 1968). A1so" during 1976-1982, New York 
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City Police arrested 504 (.8%) persons out of 56 , 039 encounters (New 

York City Police Department statistical summaries, 1983)~ 

A major concern of law enforcement and mental health agencies 

alike is whether arrest, no matter how infrequently invoked, is still 

over-used as a means of managing the mental1y ill. Evidence in the 

literature of the "criminalization" of the mentally ill is inconc1u~ 

sive. hO\,iever* 

Lamb and Grant {l9B2:21}, drawing on their own findings and 

those of Abramson (1972), SosowskY {ISle), and Steadman~ Vanderwyst, 

and Ribner (1978). conclude that it nseems possible that mental status 

as such is causally related" to higher arrest rates among the mentally 

ill than among the general population. Bonovitz and [3onovitz i s (1981) 

examination of police handling of 248 incidents involving the mentally 

ill in a Pennsylvania community, however, did not support the 

criminalizat10n hypothesis. In 1979. Monahan, Caldeira, and 

Friedlander interviewed 50 poli'Ce officers who had just sought 

involuntary civil commitments and 50 police officers who had just made 

an arrest. The conclusion of their study was that mentally ill persons 

were not being criminalized by placement in jail rather than a hospital 

and that serious lawbreakers were not being placed in hospitals rather 

than in jail. In 30 percent of the commitment cases, for example, 

pol ice could have made a legal arrest but chose to commit instead. 
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repl in {l984:30} cautions that much of the research to date 

"is so fraught with methodological problems as to preclude definitive 

nconclusions regarding the criminalization thesis. Her own study of 

844 police-citIzen encounters involving 1,798 citizens provided what 

she calls "preliminary evidence that the mentally ill are being 

crimi nal ized. II tn the 844 encounters studied I 506 suspects were 

identified s 3Q of whom were also identified as being mentally ill. 

Fourteen of the 30 mentally ill suspects (46.7 percent) were arrested I 

compared with 133 (27.9 percent) of the 476 suspects Who were not men­

tally ill. In other words~ the probability of arrest was 20 percent 

higher for the mentally ill suspects~ Because the data did not permit 

comparisons over time of relative arrest rates for mentally ill and 

non-mentally ill suspects l Teplin cautions that her findings ~cannot be 

interpreted as heing indicative of an overall trend to~ard 

criminal"lzationU (p. 40). 

While research results regarding the criminalization theory 

may be contradictory or inconclusive, such is not the case regarding 

the reasons why police arrest mentally ill persons. The numerous 

studies cited throughout this discussion of final dispositions are in 

agreement as to the factors that lead to arrest of the mentally ill 

when the seriousness of the incident, citizen demands, prevailing 

statutes, or pol ice pol icy do not dictate an arrest. Several of the 

reasons listed below are corollaries of the reaSons why police are 

reluctant to seek emergency detention of the mentally ill: 
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• 	 Arrest may be the officer!s only alternative 
in situations in which the person is unlikely 
to be accepted by the hospital or mental health 
facility but is too disturbed to be ignored. 

The conflict between mental health professionals 
and police ragarding the suitability of the 
person for admission (e.g •• intoxicated~ too 
dangerous} may 1ead officers 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 complaint when on-scene so 
that it wou1d be available should hospitali ­
zation be denied. 

• 	 Arrest may be the quicker and more famil iar disposi­
tion when judicial or mental health procedures for 
involuntary commitment are cumbersome and time­
consumingw In these situations. too, the court is 
left to determine whether institut1onalization by 
jailing or by hospitalizing is the appropriate 
response. 

" 	 The lack of mental heal til 0.1 ternatives to emergency 
detention may force officers to arrest when they 
recognize the individual is not seriously enough 
disturbed to be involuntarily committed but can­
not be left alone. 

According to a recent taSK force report issued 
by the Virginia Corrections Department and the 
Mental Health and Mental Retardation Department, 
!tat least I2.00!) mentally ill Virginians are 
jailed annual1y--many for such minor offenses 
as trespassing--because of inadequate community 
services for the people who have been released 
from institutions (}Iashington Post, 1985).H 

a 	 Officers may also arrest the mentally ill because 
they fail to recognize the Signs of mental disorder. 
The person may appear, for example. to be intoxicated or 
under the influence of drugs. Lamb and Grant (1982:20) 
offer two additional explanations: 
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Signs of mental illness may go unnoticed during 
a difficult encounter~ One policeman was quoted 
as saying: uHe didn't look anymorE! mentally 
disturbed than any other criminal." 

I 	 Offtcer attitudes may also influence the decision 
to arrest. 

-- Teplln (1984:36) posits that mentally 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 police 
see 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 fel t he should go 
to jail. n 

C. CONCLUSION 

This chapter has presented a variety of information on the 

police response to the mentally i1'. The results of a national survey 

have given an indication of what departments are doing, 

administratively and operationallYf to manage the mentally ill. A 

review of previous research and other 1iterature, as well as the 

resul ts of firsthand observations, have identified a variety of 

characteristics of pol ice encounter's with the mentally il1 and 

components of the mental health treatment system. The typical pol ice 

response has been identified. In the next chapter I three exemplary 

police responses will be discussed. 



IV 


MOOEL PROGRAliS 


Because a response strategy must be consistent with the needs 

and resourCES of the lo,aT 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 mentally il1~ The three 

communities are Madison, Wisconsin; Galveston County, Texas. and 

Birmingham, Alabama. 

The intent of this chapter is not to provide law enforcement 

agencies with programs to be emulated exactly. Rather, the intent is 

to provide models, key elements of which may be readfly transferable to 

the develorment of a response strategy appropriate to the needs and 

reSOUrCes of other communities. 

Though each agency's response strategy. to some extent. will 

vary from any other agency's, response systems can be classified into 

four general categories. The first model program discussed~ that of 

Madison, Wisconsin. uses the -generalist· approach, i.e., all police 

officers are responsible for calls involving the mentally i11. 

Galveston County, Texas. uses an «officer specialist n approach to the 

problem. and Birmingham, Alabama, uses a "civilian specialist" 

approach. The fourth category would be special units that comprise 
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civilians and officers~ No one approach is recommended over the 

other. each can fulfill the needs, and operate within the resources, of 

the community it serveS. 

For reasons of space, only three programs are described 

here.:I: The three chosen have been formally or informally recognized by 

professional groups or peers as successful. The inclusion of these 

programs, however. should not he construed as an invalidation of the 

success of other programs* 

A. l~ADlSON. WISCONSIN 

A comprehensive network af social service agencies supports 

the Madison Police Department in its efforts to effectively handle 

encounters with the menta11y ill. The crucial component of thls 

network is a 24~hour Crisis Intervention Service {CIS}, I'lhich has the 

capacity to respond anywhere in Dane County to assist officers in 

determining an appropriate disposition. Hhen en<:ountering a person who 

is actively psychotic, in some type of crisis. or otherwise in need of 

the services of mental health professionals, Madison Police Department 

officers~ all of whom handle such calls, can confer over the telephone 

with CIS staff or request on-scene assistance. The department IS Social 

Serv;'ces Coordinator is responsible for maintaining close and constant 

contact with the cor.rnunity's mental health agencies. 

*The program descriptions are based on on-site observations and 
written materials provided by the respective police departments~ 
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located on the outskirts of Madison is Mendota State 

I-'.ospital. f/hieh at one time housed over 1 .. 000 mentally disordered 

persons. With the onset of the deinstitutionalization movement, 

Y~disOfl became the community of residence for many of the chronically 

mentally ill persons who had been released from the state hospital. 

The strain that these persons placed on the community was felt most 

strongly by the pol ice. 

Over the next six years (1975-BO). the Dane County Mental 

Heal th Center (OCMHC) ueveloped one of the most comprehensive and 

innovative mental health programs in the country. The program has 

three basic components: 

B 	 Clinical Services - provides outpatient services, 

such as counseling, education, transitional skills 

development, support networks, medication 

maintenance) skill training, and treatment plans. 


8 	 Emergency Services - provides 24-hour emergency 

phone service. emergency counseling and referral 

for walk-in clients t and 24-hour mobile 

crisis intervention services. 


• 	 Mobile Community Treatment - provides a support 

system to help clients learn and maintain ski11s 

for community living and to reduce the frequency 

and duration of psychiatric hospital izations .. 


Through these primary services, as ~/el1 as numerous other programs. 

the non-profit, county-contracted center is able to provide mental 

health services for almost all of the chronically mentally ill in 

Madison. 
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The DCMHC has had great success with its program because it 

took the steps necessary to gua'rantee its acceptance by the community 

it serves. Social and public service organizations and the business 

and professional communities were involved 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 program, 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 pol ice 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 ill 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 utilize 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 



incorporated into its response the resources and expertise of the 

Mental Health Center. 

The Crisis Intervention Service, which came into being in May 

1975. focuses primarily on suicide attempts and threats, potential 

involuntary hospitalizations, family crisis situations, psychotic 

persons. and survivors of suicide victims. The service provides 

intervention, assessment I treatment p1an formulation and 

implementation, limited-term treatment in emergency situations~ and 

referral and follow-up for long-term treatment~ when necessary. Since 

its inception the program has received an average of 150 referrals a 

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

The process of developing the law enforcement-crisis service 

relationship was recognized as necessary by both professional groups 

and began early in the process. The mental health center, through its 

other programs, was aware of the importance of establishing a coopera­

tive working relationship with various community groups. Whereas the 

MObile COmmunity Treatment Program, for example~ established a 

relationship with the landlords of buildings in which the mentally dis­

nrdered lived , the Crisis Intervention Service worked closely with the 

police~ This relationship, however 1 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 

able to identify and locate clients in need of its help. The police, 

in turn, would receive help in determining an appropriate disposition, 
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would come to understand the plight of the mentally ill, and would 

eventually be able to manage that population with greater ease. 

The police department showed a keen interest in making this 

joint program work, not only because of the benefits to be gained but 

also because of its priorities. The department~ under Chief Couper. 

has made human and social services a priority. Numerous relationships 

with social service agencies have been developed, related recruit and 

in-service training has been increased greatly, and the position of 

Social Services Coordinator was establ ished. 8ecause the department 

was intereste.j in this crisis servite-law enforcement relationship, it 

committed the resources necessary for Success. 

The early planning processes focused on fostel"ing positive 

attitudes between the two groups, especially those of the police toward 

the mental health center~ Prior frustrations experienced by officets 

in attempting to determine an appropriate disposition for the mentally 

ill had to be overcome. The CIS had to show that this program would be 

different from the former system, which often left the officers to 

trave1 from hospital to hospital searching for an examination and a bed 

for the subject. Undet the new program, all pol ice referrals would be 

accepted until such time that officers could become familiar with 

appropriate referrals~ 

The ~anning process also revealed that appropriate respon­

siveness on the part of the CIS staff would requite five elements: 
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• 	 ready and continual availability. 

• 	 quick and in-person response on the scene. 

when requested, 


• 	 acceptance or sharing of responsibility for 

the disturbed person, 


• 	 formulation and initiation of alternative dispositions, and 

• 	 provision of feedback to the officers involved. 

These five elements) as well as the above-mentioned initial accep­

tance of any police referrals, were reflected in CIS pol icy and quickly 

became the foundation of the program. 

The next major step fo the process involved teaching the CIS 

staff how to make on-scene responses. Officers with extensive crisis 

intervention experience served as instructors The initia1 traininga 

experience involved CIS staff riding along with patrol officers. As 

with many elements of the program~ this experience resulted in mutual 

benefits. Crisis staff were introduced to the rigors of patrol work, 

as well as the attitudes and perspectives of the officers. The offi ­

cers. in turn, were able to get to know the crisis staff as fellow 

professionals attempting to du a job. 

The crisis intervention training provided by the department 

fucused un encounters invulving the introductiun of a third party into 

potentially volatile situations. Spectfically. the training covered 

familiarization with and respect for firearms s procedures for avoiding 

violence, entering the homes of subjects~ appropriate use of police in 
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1ife~threatening situations 1 and first aid. In addition, SWAT and 

other special-unit personnel discussed tactics and the role of CIS 

staff in dealing with person-with-a-gun situations~ 

Training for the officers at this stage of the program 

involved in-service instruction and exposure to the newly developed 

written policy that explained the purpose of thE!: program in detail. 

The priorities, 1imitations) and procedures of the program were foll y 

detailed and officers were strongly encouraged to llse the resources of 

the CIS. 

When first implemented, the program was often misused and 

inappropriate referrals were made frequently. With perseverance on the 

part of both groups, however, the problems lessened. Officers became 

more aware of the types of problems that cou1d be encountered and which 

ones should be referred to crs staff~ As recruits came through the 

academy, they were given approximately 20 hours of in-depth trafning in 

mer1tal health resources, the causes of encounters with the mental1y 

ill, response strategies. and particularly, the procedures used in 

working with the CIS. This training is presented by the Social 

Services Coordinator and professionals from the CIS and the Mobile 

Community Treatment Program a 

The CIS role in training and informing officers continues 

beyond the academy. Patrol officers are given profiles of mentally ill 

persons in their areat including information on behavior patterns, 



-B3­

dangerousness~ and medications. This information enables the officers 

to recognize and respond quickly to situations involving these 

persons. 

One of the most important factors in the success of this 

joint effort is the position of Social Services Coordinator. A sworn 

officer fills this position and is responsible for maintaining liaison 

with the DCMHC (and all other social service agencies), reviewing 

officer reports of encounters WIth the mentally ill and submitting 

selected ones to the DCMHC. aSSisting officers on-scene. if necessary .. 

and acting as a buffer between CIS staff and officers in the event of a 

misunderstanding. Because he is an officer, the coordinator is fully 

aware of the concerns and needs of fellow officers and can induce 

officers to relate their true feelings about the program, whereas they 

~ight 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 accept 

the comments more readily than they would if made directly by a 

non-officer. 

The Social Services Coordinator's importance cannot be over 

estimated. but the department's contribution to the program's success 

also includes the clear and concise policy that guides officers~ 

Guidelines have been developed for approaching and cotflTlunicating with 

the subject. Possible dispositions are outlined and the means to 

effect them are discussed. Officers are encouraged to reach a 

disposition by themselves, but they can easily consult a mental health 
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professional if necessarY4 (The directive is included in Appendix E.) 

When on·scene* the officer tries to ontaln as much 

information as possible to aid in a final d;sposit1on~ The wrltten 

directive of the department lists five basic dispositions that rangE in 

degree of restrictiveness according to the nature and severity of the 

incident: 

• release and referral ~ 
• rel ease to family or frf ends and referral, 
• voluntary examination, 
• involuntary examination, and 
• arrest. 

With the nrst two dispositions, the officer usually reaches 

a decision without consultation with CIS staff. According to the 

directive, these dispositions are appropriate only if the officer 

believes that the person's aberrations are not incapacitating and a 

recurrence is unlikely. If the officer belfeves release and referral 

are not appropriate, he or she should consult with the CIS staff. 

Initial consul tation is usually done by phone and is SOlllet1mes followed 

by further consultation on-scene, at the Mental Health Center) or at 

one of the local hospitals. If an examination is necessary. a 

voluntary examination is always preferred over an involuntary one. 

The department's written directive a1so details the 

circumstances under which arrest is an appropriate disposition: 

• if a felony has been committed, 
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• 	 if abnormal behavior is involved but it is 
minor in nature or unrelated to the incident 
(misdemeanor arrest)~ and 

., 	 if the person exhl bits behavior indicative of a 
mental disorder but does not meet the criteria 
for emergency temporary detention fOr 
examination and will not voluntarily admlt 
himself to a faeil ity for psychiatric 
examination. 

tn 	 situations involving arrest} a statutory rather than ordinance 

violation is cited because the former allows for court-ordered 

treatment and the latter does not. 

If the officer believes thBt emergency temporary detention is 

the appropriate disposition. the officer must obtain a Police Officer's 

Affadavit for Temporary Custody in accordance with his statutory 

authority. This initiates a process that may result in the involuntary 

commitment of the detained person. Madison's statutory requirements 

for 	such a process are as fo11ows: 

1) 	 The officer shall have observed or have 
1 earned from a reliable source of speCific 
violent or dangerous acts t or attempts or 
threats to perfonn specific violent, dangerous 
acts DY the individual. 

2) 	 The offfcer shall have reason to believe, based 
on .~. observations or on information provided by the 
mental health professional. that the behavior was the 
result of some mental abnorma1ity. 

3) 	 The person's conduct constitutes imminent danger 
of substantial phYSical barm to himself/herself 
or others ~ 
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State law allows the officer to commence procedures for temporary 

detention without consulting with or even against the advice of a CIS 

staff member. As a matter of policy, however, officers do consult with 

CIS staff and in practically every circumstance heed the advice of tbe 

mental health professional when deciding if temporary detention for 

examination is appropriate. 

If a mental health professiona1 concurs with the officer~ the 

temporary detention is maintained for up to 72 hours at the Mendota 

State Hospital in Madison. At that point a probable cause hearing is 

held and evidence must be presented to convince the court of the need 

for a 14-day hold at the institution~ During this stay. the subject is 

examined by two psychiatrists; medications can be administered if the 

subject consents or if specifically ordered by the court. If, at the 

end of this period, a community facility has not been identified that 

can treat the person, or the medications have not facilitated a recov­

ery, or if botn doctors find evidence of dangerousness, a commitment 

trial is held. 

Indicative of the cooperative relationship between the police 

department and the OCMHC is the review and follow-up of officers' 

reports. Whenever an officer encounters a mentally ill person, he com­

pletes an incident report, a copy of which is forwarded to the Social 

Services Coordinator. The coordinator then reviews the report for 

adherence to the department's policy and procedure. Because of the 

coordinator's familiarity with the mental health center and individual 
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clients. he can also examine the report from a mental health perspec­

tive to identify problem areas. Selected reports are then forwarded to 

the DCI~HC for review. If an individual is identified as having numer­

ous or severe encounters with Taw enforcement personnel) a change in 

the client's treatment plan is considered to prevent further en­

counters, Also. in the case of referrals~ the CIS staff can contact 

the soc1a1 service agency and the client to determine if contact 

between the two was made. 

Feedback from the Dct~HC is gi\fen to the referring officer and 

his immediate supervisor on all referrals, mostly through brief 

letters. This procedure is of tremendous value in that it advises the 

officer of the result of his intervention and the inmediate treatment 

p-lan for the client. It also recognizes the officer for providing a 

needed service to the client& On occasions when the officer extends 

himse1f to a degree that exceeds the usual demands of service, letters 

of commendation are sent to both the officer and his or her 

superiors. 

like the police-CIS re1ationshipt the overall criminal 

justice and mental hea1th systems in Madison are characterized hy 

coordinated and unlform procedures. In the district dttorney's office, 

for example. four full-time attorneys are responsible for probable 

cause hearings and commitment trials. The Dijne County jail has two 

full-time mental hedlth p-rofessionals on staff to screen and counsel 

inmates. 
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The Madison Police Department and the Dane County Mental 

Health Center have developed, implemented, and maintained a successful 

program for handling the mentally disordered. The interaction of the 

two agencies has enabled the police to improve their management of this 

population. Officers know how to identify and interact with the 

mentally disordered and how to seek emergency detentions; they have 

also become familiar with the mental health center~ its phi1osophie5~ 

and referral agencies. The mental health center, for its part. has 

achieved its goal of beIng able to identffy~ locate~ and monitor the 

mentally disordered. Between them~ the two agencies have also reduced 

inappropriate hospitalizations and incarcerations. 

8. GALVESTON COUNTY, TEXAS 

In contrast to Madison' 5 generalist approach. Galveston 

County uses law enforcement specialists in its response strategy. five 

deputy sheriffs certified as Texas peace officers. emergency medical 

technicians. and mental health specialists staff the Mental Bealth 

Deputies Unit) a 24-l1our response program for managing law enforcement 

encounters with the mentally ill. The deputies are 1aw enforcement 

officers first; but as mental health paraprofessionals. their goal is 

to intervene in crisis situations and determine the appropriate pre-· 

1 irninary disposition. A major concern is to avoid inappropriate 

institutionalization or incarceration. 
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Galveston's program became operational on September 1. 1975. 

under the auspices of the County Commissioner's Court, the Galveston 

County Sheriff's Department. and the Gulf Coast Regional Mental 

Health/Mental Retardation (MHjMR) Center* Two factors provided the 

major impetus for developing the mental health deputy program. First, 

during the late 19605 and ear1y 1970s~ there was a substantial and 

consistent increase in the number of mentally ill persons entering 

the criminal justice system and being housed in the county jail. The 

management of this population within the jai1 had become a major 

problem for the sheriff and his deputies. Ps in many other in5titu~ 

tiens across the nation. suicides by the mentally ill in the jail were 

a clear indication of the management problem~ 

Second. the sheriff's deputies assigned to patrol duties were 

also experiencing problems with this population and 1n implementing the 

Texas Mental Health Code. According to the code, if an officer learns 

from a -cre<lible source that an individual is believed to be mentally 

111 and likely to harm himself or others, the officer must obtain a 

warrant from a magistrate. take the person into custody, and transport 

him to a psychiatric facility for evaluation. Because this was a 

time-consuming task~ and because they were unfamiliar with the mentally 

111 and the mental health system. officers were reluctant to become 

involved in such cases. 

As a first step in alleviating the problem~ the sheriff1s 

department initiated a series of discussions with the MH/MR Center to 
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determine ways to improve the management of the mentally ill. The 

initial exchanges Quickly grew into a total community effort to address 

needs. resources. possible solutions, goals. objectives~ and pro­

cedures. Tbe County Commissioner's Court. particularly the committing 

judges, and the senior county psychiatrist were also concerned about 

need1ess incarcerations and quickly involved themselves in developing 

the solution. The University of Texas r~edical Branch and the Moody 

Foundation. both in Galveston County. as well as numerous social 

service agencies also became involved. The interaction among these 

groups and their commitment of the resources at their disposal contri­

buted to a solution with clearly defined goals, objectives~ and pro­

cedures. 

The first goal of the new program was to improve conmunica­

tion among the various professions involved. The second Was to estab­

lish a special operations unit to deal with the mentally ill through 

crfsis intervention, special screening~ and diversion recommendations. 

all in compliance with state law and while also protecting the rights 

of the mentally ill and the community. The third goal of the program 

was to reduce the incarceration and institutionalization of the 

mentally ill and provide alternative dispositions. As will be seen 

below, the goals and objectives of the program have been achieved with 

great success~ 

Galveston County1s Mental Health Oeputies Unit is a diverse 

group of carefully screened and highly trained law enforcement 



-91­

officers. The unit began operating in September 1975 with two depu­

ties. Today the unit has five deputies, including one woman and a 

member of each of the major ethnic groups in Galveston County. 

Twenty-four hour coverage is provided through eight-hour t split-shift 

tours. Between 8;00 a.m. and 8:00 p.m. at least two officers are on 

tour~ and one officer is available between 8;00 p.m. and 8:00 a.m~ 

Each officer puts in an average of 70 hours a week (some of this time 

is on-call duty), The unit handles, on average, between 12 and 20 

calls in a 24-hour period. Not all of these calls require a strict 

mental health response; some involve family or spousal disturbances and 

other problems of a social service nature. 

The unit works out of the administrative offices of the Gulf 

Coast P~gional MH/MR Center. All officers wort in plainc10thes and are 

provided radio-equipped, unmarked cars~ The unit's duties also include 

investigating suicides and suicide attempts~ intervening in domestic 

disturbances, and handling situations involving barricaded or hostage­

holding individuals. The officers are empowered to fUnction as an 

investigatory arm of the probate court and to determine which indi­

viduals need psychiatric evaluation. They are also responsible for 

carrying Gut all probate court orders requiring investigation of 

candidates for civil commitment. 

Prior to achieving mental health deputy status, all officers 

are required to complete a demanding and multi-faceted training pro­

gram~ Recruits must first be certified as Texas Law Enforcement 
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Officers by completing the Galveston County Sheriff's Department 

requirement of 420 hours of train1ng, an amount that exceeds the Texas 

P.O.S~T. requirement by 60 hours. Of this total, 16 hours are devoted 

to the management of the mentally ill. The officers are then assigned 

to patrol duties for at least the six-month probationary period~ It is 

after these requirements have been met that officers are recruited to 

be mental bealth deputies. 

Potentia1 mental health deputies are selected by the unit'$; 

director. Numerous factors come into play during the screening 

process, but the primary determinants are an individual's past experi~ 

ence and education in a mental health or soctal service capacity, 

favorable or non-cynical attitudes toward law enforcement ro1es and 

mental health philosophies and practices, and an abil ity to work in 

accordance with the goals and resources of not only the unit but also 

the network of community diversion services~ 

After being selected as candidates for the unit, officers 

begin their training as emergency medical technicians. This training 7 

which requires 300 hours, qua1 Hies them to provide emergency medical 

care in the event of an on-scene injury. This training also aids in 

the identification of medica1 prob1ems that could cause a person to 

exhibit behavior similar to that of one who is menta1ly i11~ In this 

way, the appropriate treatment can be obtained without undue 

delay. 
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Upon successful completion of the medical training program. 

the officers then begin a nine-month mental health paraprofessional 

training program. While intensive, the program is highly flexible so 

as to meet the needs of each officer, depending on past work experi­

ences and education. In this way a cand1date t s strengths are rein­

fOfced while deficiencies are overCOme. The bulk of the program 

consists of on¥the-job training with the mental health deputies and 

mental health professionals at the r~H/MR Center and the University of 

Texas Medical Branch. Because the unit deals with psychological eruer­

genclEs, training is concentr~ted on the emergency aspects of identifi­

cation, screening, and stabilization rather than the clinical 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 60 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. family or friends. emergency medical services. and out­

patient resident programs6 In some instances a mental health deputy 

goes to the scene of the disturbance; in other situations, usua11y 

those involving patrol officer contacts, the subject is taken to a 

centralized location for screening by a deputy. Calls from patrol 

deputies and other patrol officers involve cases in which the deputy is 

unsure of an appropriate disposition or cases which will require an 
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extended period of time. In cases in which an emergency examination is 

necessary~ the mental health deputy assumes responsibility for the 

individlJal. 

After a r.~ntal hea1th deputy bas screened an individual 

brought to his or her attention, the deputy has two options. If tbere 

is no urgent need for a mental health evaluation, the deputy can 

arrange for outpatient services, elective hospitalization! assistance 

from other human services agencies. or take no further action. If a 

mental hea1th examination 1s indlcated y the deputy must obtain a 

mag1strate 1 s warrant to transport the individual to an approved facil­

ity for an emergency psycliiatric evaluation. 

In about 50 percent of the cases the deputies request psychi­

atric evaluation. Of those examined t about half are hospitalized. 

'Hospitaiization is usually voluntary, short~termf and done locally at 

the University of Texas r~ed;cal Branch facH ity. I~hen the client is 

released from the hospital. the H'H/MF! Center helps him or her make use 

of community support programs. 

1n the event of an involuntary hospitalization, all civil 

commitment hearings are conducted by a designated, full-time Probate 

Court judge.. Duties of cOlll1litment for involuntary hospital ization rest 

with the district attorney's office. Three aSSistant district 

attorneys handle this procedure on a month-long rotation schedule. 
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This ensures tbat 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 

files for five years. All mental hea1th unit files are maintained 

separately from other law enforcement files to protect their confi~ 

dentiality and to avoid confusion with arrest records. 

Along with responding to calls in the community, the deputies 

screen jail inmates who have been identified by correctional deputies 

as possibly needing mental health attention. nle58 are inmates Who 

did not exhibit any mental disorder when admitted but appear to have 

developed problems in confinement. The inmates are then further 

screened for psychiatric examinations by psychiatrists from the 

University of Texas Medical Branch~ A one-hour c1 inic is held in the 

jail twice weekly~ at Which time the screened individuals are examined. 

These examinations are therapeutic evaluations, not forensic 

evaluations to determine competence to stand trial~ If tne evaluation 

indicates a need for therapy, a decision is reached as to the most 

appropriate treatment and the facility best suited to provide the 

treatment~ The cost of the jail clinic, which is independent of the 

number of patients seen, is borne by the MH/MR Center. 

The Galveston County Mental Health Deputies Unit nas had an 

extraordinary impact on the law enforcement, mental hea1th, and 
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judicial communitiesw Since 1975, jail admissions of mentally ill 

persons have been reduced by 99 percent. COlJntless hours and dollars 

have been saved because patrol officers can remain on the street. 

relieved of responsibility for dealing with unfamiliar mental health 

agencies. The careful monitoring of persons in the mental health and 

legal systems and the network of available services have reduced the 

involuntary hospita1ization fate such that this area has the lowest 

rate in the State of Texas and One of the lowest in the nation. In 

1980, the American Psychiatric Association presented its Gold Award to 

the center fOr its innovative work in establishing a network of 

services for the mentally ill. 

c. BIRmnGHAM, ALABAMA 

Professional social workers. working s;de~by-side with the 

Birmingham Police Department. have relieved police officers of the need 

to respond to repeat social service callS or calls in which police 

action is not necessary. Birminghamls Community Service Officers 

(CSOs), working out of a central location~ are called to the scene of 

an incident to assist and often relieve an offfcer in determining an 

appropriate disposition. The large majority of their responsibilities 

involve mental health emergencies that include suicide attempts, 

a1though they are also trained to manage family disturbance. spousa1 

abUSE, and homeless calls. Acting as liaison between the poi ice 

department and the subject t as well as between the subject and social 
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service agencies, a CSO is often able to determine and implement a 

disposition with less difficulty than an officer would face. Because 

the eso is recognized by mental health and social service professiona1s 

as a peer. he or she can more easily gain access to the necessary 

services .. 

The CSOs arc civilian 5Qchl workers who have received exten~ 

sive trafning in crisis intervention and community referral procedures. 

Once an officer has arrived at the scene of a disturbance and has 

assessed the incident as being within the eso's responsibilities, the 

officer can call a eso for assistance and relief. These are cases of a 

social service nature that require contacts with local social service 

and mental health agencies or cases that require extended amounts of 

time to resolve~ The immediate role of the CSO is one of mediator, 

cQunselor J and screener. Once the immediate crisis has been calmed and 

the presence of a sworn officer is no longer necessary, the officer can 

leave the scene and return to patrol. The eso then determines the most 

appropriate disposition for the subject. The esos, because they are 

not police officers and do not come with the trappings of that 

authority, can often gain the confidence of the subject with less 

difficulty than an officer would face. 

Since its inception. the Community Service Officers program 

has been subject to numerous political and economic pressures. None­

theless~ the unit has been ab1e to persevere and make a significant 

contribution to the management of the mentally ill. Birmingham is 
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included here as a community with a model program because of its unique 

approach and also because of the obstacles 1t has had to overcome. 

Both Madison and Galveston County have had strong support from com­

munity agencies and much of their success can he attributed to this. 

Birmingham. however. does not have the comprehensive mental health 

services often fbund in other communities~ yet it has developed a 

system for improving police management of the mentally ill. 

The idea af the police-social worker team in Birmingham had 

its origins in the Master of Sodal ~lork program at thE! University of 

Alabama. In 1976, several social work graduate students were assigned 

to the east precinct. One of four in the city. The students ro~e with 

patrol officers and assisted them On-scene with .ca11 s of a psycho-socio 

nature. In this early arrangement. the students never accepted total 

responsibil ity but rather offete~ a~vice as to an appropriate disposi­

tion~ The initial results were qUlte positive. Not only was the need 

for their servlces demonstrated by the number and types of calls in 

which they were able to provlde assistance~ but the officers expressed 

a strong acceptance of the program and the students. Within a year the 

program had been extended to the three other precincts. Amid all of 

the success there existed one crucial problem, ~wever. A student's 

tour 1 asted only one semester. Thus I every four months the officers 

would have to break-in a new group of social work students. The trust 

and cooperation needed for the program to work al so had to be reestab­

1 ished with each new group of students. 
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In t~e fa1T of 1977, the university and the city finance 

department were able to secure eight full-time esa positions through 

the federally funded Comprehensive Employment Training Act {CErA) Title 

II Program. Each precinct was assigned two CSOs. who between them 

provided coverage seven days a week from 1:00 p.m. to 11:00 p.m. Each 

day a esa held roll-call to discuss cases, social services within the 

city, and ways to improve the delivery of services. Once a week a 

psychiatrist from One of the three community mental health centers 

attended the roll-ca11 in an advisory capacity. During this phase of 

the program, the CSOs would respond to calls at the request of an 

officer. Once on-scene, the esa would either assist the officer or 

relieve him of responsibility, especially if there was nO threat of 

violence or no further need for law enforcement authority. 

In 1979, the program underwent a major change. A civilian 

CSO ~/as aSSigned to each precinct and worked a 7:00 a~m~ to 3:00 p.m. 

day shift, responding to calls on request. At 3:00 p.m. each preCinct 

was then staffed by a two-member crisis management team. which worked 

until 11:00 p.m~ Each precinct 1 s team had u different combination of 

civilian eso! sworn eso, or patrol officer, but each team had at least 

one SWorn member. The intent was to determine the most effective 

staffing so that it would serve as the prototype for permanent crisis 

management teams. This scheme~ however. did not work. The first 

problem was the inappropriate use of the team. The team's car soon 

became the utility car for the precinct and the team answered many 
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calls that were unrelated to fts mission. Second. the CETA funds were 

cut repeatedly and with each reduction in funding a csa position was 

el imina ted. 

Recognizing the strong need by both the public and the police 

for this service, the Birmingham City Council unanimously voted to fund 

six permanent CSO positions in July 1979. The program. however. soon 

suffered another sethack. To meet the expiration dates of a Law 

Enforcement Assistance program that required the city to provide two 

sochl workers for the jan, the city was forced to transfer two 

civilian CSOs to the jail or lose funding. By October 1979, the 

program reverted to its original civilian structure following the 

transfer of two civilian CSOs and reassignment of sworn CSOs back to 

patrol duty~ At this point the remaining CSOS were brought under 

central administrative control to better serve the city as a whole. 

TheIr schedules were staggered so that 12-hour coverage, from 6:00 a.m. 

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

Currently, two CSOs provide coverage from 8:00 a.m. to 

6:00 p.m., five days a week. In addition, two social workers are 

assigned full time to the jail" The demands that a city of 300~OOO 

people place on the two CSOs can be overwhelming. Consequently, 

through an informal agreement patrol officers usuallY request the 

services of a GSa only when the situation involves a mentally 111 

person. 
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For the police, much af the problem of managing the mentally 

111 stems from a local mental health system that is ill-prepared to 

deal with psychiatric emergencies. Though the city has over 80 board­

ing homes for the mentally il1~ three regional mental health centers. 

and three hospitals willing to provide their facilities for involuntary 

examinations, these mental health components have nat been able to 

develop a coordinated system of emergency services. The procedures 

for emergency evaluations are lengthy and cumbersome and generally dis­

courage officers from seeking aid for the mentally ill. Basically, 

when an officer seeks an emergency evaluation he must go to one of 

three hospitals, two of which do not have psychiatric professionals 

in-house for examinations and must "borrow" a psychiatrist from the 

third hospital a Arrival at the ~osp;tal is followed by a medical 

admission, a record check. a medical examination 7 officer consultation 

with the psychiatrist~ the psychiatrist's review of records, and fin­

ally the psychiatric examination* Even if the psychiatrist determines 

that a temporary emergency admission is warranted~ the subject1s finan­

cial status must also be evaluated. If the subject is indigent, he is 

unlikely to be admitted~ Along with this financial constraint, the 

university hospital receives citYl county, and state funding to main­

tain only five beds for the entire Jefferson County area. 

From a law enforcement perspective, the success of the eso 

program rests in its ability to free patrol officers from having to 

seek emergency examinations, a process that can take anywhere from two 
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to eight hours. Once at the hospital the CSO contacts the various 

parties necessary to the process. The CSO, being familiar wHh the 

hospital 1 s staff and procedures, is able to facilitate the examination. 

In addit1on~ the CSO is able to recount the incident, behavior of the 

subject. and other influential factors in the terminology of mental 

health professionals. which further facilitates the process. In situa­

tions in which all beds for the indigent are filled and an indigent 

person requires hospitalization, the CSO, often familiar with the 

person and his or twr medical history, is able to work with the Probate 

Court and mental health services to obtain a temporary holding order 

pending transfer to a state or other hospital. Similarly} in situa~ 

ti cns in wh; r:. h tbe person has a family t the CSO can wor1>:. with the 

family, the mental health services, and the Probate Court to reach an 

appropriate disposition. 

The CSOs, due to their experience and liaison with the three 

systems~~police, mental health, and legal~-are often the decisive ele­

ment in securing the necessary services for the mentally ill. In addi­

tion~ the CSOS also reduce the number of repeat calls for po1ice 

service that this popu1ation generates~ The savings in money and offi­

cer time. as well as the improvement in officer!s attitudes, are adtH­

tiona1 benefits of this program. 

The CSO program has proven to be a valuable resource for the 

Birmingham Police Oepartment and the entire community_ The program has 

overcome many of the barriers associated with civilian personnel 
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working with sworn officers, especially those providing social service 

assistance. ThE!: officers have come to appreciate the program for the 

valuable assistance it provides them. yet there is a clear understand­

ing of the limitations of the program. Because the CSOs are under­

staffed and kept constantly busy with mental health emergency calls, 

the patrol officers have maintained responsibility for other social 

service calls. Both components bring qualities to this team that the 

other is lacking. The patrol officers contribute their criminal 

justice knowledge. experience, and most importantly their authority~ 

The CSOs bring their clinical skills and knowledge of local social 

serv1ce resources. Together, the tWo groups have developed a relation~ 

ship that has improved the community's ability to care for the mentally 

111. 

D. COtlCLUS IOfl 

The three programs just described vary in their organi zation 

and responsfbility, due in large part to the composition of locally 

available- resources. Regardless of the type of program, law enforce­

ment officers in the- three communities have a better understanding of 

the mentally ill and greater acceptance of mental healtb workers and 

procedures. This enables them to interact with the mentally ill 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 either through the use of special units or the fielding 
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of well-informed and prepared patrol officers. Repeat calls invoiving 

mentally ill persons have been reduced. Job satisfaction regarding 

this often frustrating and unfamiliar police fUnction has also been 

improved~ 

Relationships between police and mental health professionals 

in the three communities can now be characterized as amicable rather 

than antagonistic. Local jails. to a great extent, have been relieved 

of serious management prOblems through the elimination of unnecessary 

incarcerations. The mentally ill have benefited by not being subject 

to unnecessary incarcerations and hospitalizations~ and they have also 

benefited from more humane and appropriate treatment by police 

officers. Mental health agencies have been better able to identify 

persons in need of treatment and reduce many repeat calls for police 

service. Additionally, these agencies have been relieved of many 

inappropriate referrals and dissatisfaction on the part of police 

officers and other community groups, 



PART TIIO 


A PLANNING GUIDE FOR 

POLICE MANAGERS 




y 

DEVELOPING A RESPONSE STRATEGY 

The aim of this chapter is to help the police manager develop 

and put into action a strategy for responding to encounters with the 

mentally ill. The intent is not to specify what such a program should 

look like but instead to discuss the process by which improved police 

services for the mentally ill can be dev1sed and brought into 

action. 

The bu1k of the discussion deals with the various prepara­

tions involved: getting the planning process under way, identifying 

those features of the current response system (not limited to the 

police) that require reform. plotting the dimensions of that new pro­

gram, specifying existin9 as well as additional resources that will be 

required to carry out the new program 7 devising the organizational 

arrangements and role definitions by which to successfully manage the 

program's operation. and so forth~ Also examined are the processes 

involved in getting the new program started, i.e.~ the processes that 

bridge the planning and implementation phases. And 1 lastly, the dis­

cussion turns to implementation, that is. the carrying forward into 

full operation the preparations undertaken during planning and 

start-up. 

Two caveats. First. the dlscussfon that follows presumes a 

sequence of events or stages. This presumption helps to organize the 

material and facil1tate its communicat1on* In real lifes however, no 
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such orderliness can be expected. The process of program building ;s 

inherently dynamic as well as complexJ its various components inter­

acting in complicated, often surprising ways~ The challenge for the 

manager of such a process is to be aware of the major issues involved, 

of the options for dealing with them that are likeTYl in one form or 

another~ to be available, and of the stages in the process at Which 

those issues most probably will be among the prevailing concerns. 

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 reason is three-fold. 

First, the police have been actively involved in setting up new ways of 

handling the mentally ill in only a handful of commun1ties~ Second, 

even if one were prepared to broaden the base of relevant experience to 

include other examples of police leadership in devising innovative ways 

of coping with problem populations~ one would still be hard pressed to 

find usefUl examples. By and large. law enforcement has relied on 

traditional police methods, or variat10ns thereon, to meet social 

problems. It has not, for the most part~ sought to develop new 

approaches either on its own or in cooperation with other community 

institutions. Thus. the base of experience from which to draw lessons 

that police agencies can fo11ow in constructing new strategies for 

their community's mentally ill is narrow. 

And third, the problem of how to enable the mentally ill to 

live in the community under circumstances that take into account both 
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their rights and interests as well as those of society is dauntingly 

difficult. This is the message of the first three chapters. It is 

repeated here to point out that it ;s unrealistic, in light of the 

already substantial investment of resources both private and public and 

at every level of 90veroment~ to expect an authoritative directive for 

a police-led campaign to reform the handling of the mentally ill in the 

community. 

The suggestions that fol1ow~ then, should be viewed as a 

guide to meeting the challenge of creating a better police response to 

the mentally ill. They are not a b1ueprint to be followed 

mechanically. 

A. PLANNING 

1. .QIganizing the Planning Protess: Pre-planning 

Some managers) particularly those who prize improvisation and 

an intuitive approach to administration, may be inclined to postpone or 

even omit what sometimes is referred to as pre-planning6 Nonetheless, 

there is merit in giving preliminary attention to the issues likely to 

be encountered once the process of designing an 1mproved response to 

the mentally ill is under way. 

One place to start is with a review of your understanding of 

the problem. Do you have a full grasp of the significance of the 

obstacl es to be overcome or do you need other information? Is the 
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problem posed by the mentally ill, for example. part of a larger issue, 

such as an overcrowded jail. inflamed race relation5~ or excessive 

numbers of citiz.en-police: assaults? Is it a chronic condition. one 

that has gone on for perhaps some time. gradually worsening. as mi9ht 

he the case in complaints about the residents of a 9rouP home? Or. has 

a particular incident precipitated a crisis of some kind, such as an 

accidental homicide while a deranged suspect was being taken into 

custody? And if so, does that incident point to a previously unrecog~ 

nized problem. such as unclear policy or procedure, inadequate train~ 

ing. or the absence of specialized back-up services? Does the informa­

tion presently available tend more to obscure than to clarify the real 

issue? For example. have the news media distorted the public's percep­

tion of the "menace" presented by the mentally ill? Are the circum­

stances such that Usomething" must be done quickly or is there time to 

act with relative de1iberation to effect basic improvements in the 

agency's response? 

Mulling over questions like these can be helpful in opening 

up the range of issues to be dealt with, the limitations of your knowl­

edge and information, and the complications to be faced in devising and 

implementing corrective action. Sometimes referred to as "scanning ll 
, 

this kind of review may suggest that additional information. although 

still 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 clarity, completeness, and currency 
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in light of recent changes in the 1aw. Your agency's own personnel ~ 

particularly those with first-hand experience in coping with the men­

tally ill and the community's mental health 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 emergency deten­

tions, for example~ may reveal some confusion as to how departmental 

procedures are to he applied, frustration at the large amount of 

"dow-otimen required to process a mentally in person through the mental 

health center, or perhaps irritation at the interruption in their 

tlreal" police work. caused by having to deal with Ifmentals rl • Although 

fragmentary, such opinions will increase one's awareness of the 

prob1em's dimensions. 

Other valuable sources of background information will be 

found outside the agency. There may be~ for example, an advocacy 

organization that represents the mentally ill population~ or some 

segment of it, that can be tapped for its perception of the problem. 

Initiating contact with the group's leadership may generate useful 

information and recommendations while also establishing the potentia1 

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 

important~ therefore, to learn how they are structured, who their key 

officials arc. and the differences between their various services and 

goal s~ If no one within the department has this kind of infonnation" 
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it may be possible to obtain it through an informed intermediary. This 

may be a government official, for example the city manager, or a knowl­

edgeable and trusted acquaintance, such as a physic;an~ The head of 

the state or local chapter of the American Psychological Association 

also would be able to provide this information as well as insights into 

who in the community were particu1arly concerned about the problems of 

the mentally ill. 

A potent1ally valuable source of ready advice and insight on 

how to get started are thos~ law enforcement agencies whose model 

programs Were described in Chapter IV. A telephone conversation with 

the officer in charge could elicit additional details on the program. 

Assuming that such an individual had participated in the program's 

genesis, he or she would be unfQuely suited to describing the develop­

menta1 process and how best to handle it. Also worth exploring is the 

existence of other programs. particularly those in areas close enough 

to be visited. And finally, of course. yOU may wish to supplement the 

information contained in this manual with other readings6 A starting 

point would be the publications cited in the appended 

bibliography. 

Two additional threshold preparations remain to be accom­

plished. One is to enlist those officials and other individuals whose 

active cooperation will be needed if the envisioned reforms are to be 

successfully planned and implemented. An integral element of this 

process will be the creation of a structure by which their participa­

tion can be effectively organized and directed. The other preparatory 
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step will be to ~obil1ze the resources within your own agency that will 

be needed during planning and to begin the process of building an 

agency-wide acceptance of the need for improvement in the police 

response to tbe mentally ille These two preparations may be made more 

or less Simultaneously or in sequence. For the purposes of this dis­

cussion, the solicitation of other agencies' cooperation is considered 

first. 

In considering the strategy to follow in approaching other 

agencies. keep in mind that gaining the collaboration of the mental 

health services will be an important element~ Moreover. these services 

that are community-based almost certainly will be the most criticale 

In many large~and medium-sized cities, for example. there are a variety 

of noninstitutional services, each addressing a different aspect of 

aSSimilating the mentally ill into the community. They could include 

outpatient psychotherapy. information and referral. administration of 

medication, mobile community treatments housing locator services s and 

emergency services. Some variation in emergency services can be 

expected, hut in some communities they will include 24-hour telephone 

service, walk-in services, and 24-hour crisis intervention services 

that dispatch mental health professionals to t~e scene of mental health 

emergencies. From a law enforcement point of view, particularly the 

social service and order-maintenance functions of policing) emergency 

services are the most important element of community care. Not only 
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because these services can assist law enforcement in managing the men­

tally ill but because they are a successful means of initiating treat­

ment services for this population. {See Chapter II for a ~i5cuss1on of 

community-based mental health care.} 

Assuming: that your earlier scanning has disclosed that the 

director of the community mental health center is likely to be recep­

tive to law enforcement overtures, a direct approach may be the most 

sensible one to take. That is, you would meet with this official to 

explain what you have in mind, to offer your agency1s resources in 

support of the effort, and to solicit a Similar commitment on the part 

of the mental health center and its staff~ Assuming this initial 

session goes wells other meetings shOUld be arranged at which 

mid-management and operations staff of the two agencies can become 

famil1dr with one another's perceptions of the problem, gain a hetter 

understanding of their respective philosophies~ and begin to estab1ish 

a working relationship. Quite often communication Cdn be enhanced 

through the distribution of written materials describing each agency's 

operations, as well as the relevant law, current policy statements, 

procedural directives, and similar documents of mutual interest. 

It is not intended to suggest that these sessions be pursued 

to the pOlnt that a complete program 1S developed and then presented to 

other community groups~ Rather, these first few meetings should be 

devoted to gaining an understanding of the two systems so that the 

fundamentals of a joint program Can be discussed and their feasibility 
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determined. In the process, moreover, it foundation of COlTD'llon concerll 

and commitment will be established upon which a larger coalition of 

other agencies may be built to the extent required. 

These early meetings may be useful in other ways. For 

examp18, preliminary agreement can be reached 85 to which other 

agencies should be asked to participate and how the participation of 

all should be structured. With respect to the latter issue, several 

possioil ities exist~ 

One planning-group arrangement. particularly useful when the 

number of participants threatens to become unwieldy, is to establish 

both a membership committee and a smaller executive committee, each of 

which comprises the tap 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 of 

the general membership is maintained by giving it ultimate decision­

making powers. Another arrangement is to 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 all of the 

partiCipating agencies. In this case the entire consortium exercises 

both po licy-ma king and eXei:ut 1ve funct1 ons. 

A slight1y different arrangement is to create tw{) distinct 

organizations, one composed of agency heads or their personal repre­

sentatives. and the other made up of mid-management personnel. 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 meet1ngs of law enforcement and community 

mental health personnel Can he used to review these and other organl~ 

latiooa1 arrangements. An additionaJ function will be to identify 

other agencies to be invited to participate in the planning process. 

The possible array of organizations whose operations impact the men­

tally 111 and who, therefore~ might be considered for inclusion in the 

coalition is large. In addition to mental health services and law 

enforcement y in most communities it 1ncludes the following: 

• 	 the courts, civil as well as criminal 

• 	 the prosecutorls office 

• 	 the public defender's office 

• 	 the jail 

• 	 hospital emergency services 

o public welfare 


e private community services agencies (or an 

umbrella organization. such as United Way) 


Q the city or county planning office 


Q services for tne elder1y 


• 	 private groups serving as advocates for the 
mentally ill or their families (e.g •• the 
National Alliance for the Mentally III and the 
Association for ~etarded Citizen,) 

• 	 local colleges or univers1t1es f particularly 
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 involving line 

personnel in decisions which affect their' jobs and working conditions. 

As applied here, this would consist of including lower" level staff, 

such as patrol officers. mental health counselors. and their counter­

parts from other service agencies, in policy-mak.ing and staff-support 

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

In many communities the potential list of participants will 

be enlarged because the target area in which the new progr'am is to be 

established consists of contiguous jurisdictions (thereby requiring. 

for example, the participation of both city and county agencies) or' by 

an overlay of state services in addition to locally prOVided aid. 

Although it is desirable, even essential. to include agencies whose 

ultimate participation in carrying out the new program can be foreseen. 

there are off-setting considerations: too large a group erodes the 

participants I sense of involvement and thus becomes self-defeating; aod 

larger groups tend to be more difficult to manage than do smaller ones. 

other factors being equal. 

The question of coalition size may not arise as a practical 

matter. It will be recalled, for example. that the three model pro­

grams discussed in Chapter IV each involved only a small number of 

agencies other than law enforcement~ However, it is conceivable that 
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other officials or organizations (a city council member. for example, 

or an advocacy group for the mentally ill) may seek to address issues 

that include, but go well beyond, the police response. Amore compre­

hensive program of this sort would call for the inclusion of a greater 

portion of the full spectrum of organizations concerned wlth the men­

tally ill. In this event. you may well be compelled to confront the 

possibility of an unmanageably large planning consortium. 

One organizational structure that is relatively well-suited 

to larger groups uses a building-block approach to the problem. Under 

this approach the problem is first broken down into its component ele­

ments, which are then dealt with one after another. Only those agen­

cies whose participation is required to deal with that phase of the 

overall problem being addressed at any given time are actually 

involved~ Thus, for example. police membership in the planning group 

WDuld termfnate when preparations for the new police response had been 

concluded. Similarly~ other organizations would be involved only to 

the extent that their participation was vitally needed~ 

The other matter of major importance to be considered during 

the pre-planning phase is the organization of the agency's own 

resources~ ObviouslYl the chief executive's active participation and 

support are essential. In additions however. research suggests that 

the involvement of middle management personnel in the planning of 

change contributes importantly both to the quality of the plann1ng 

process and to the successfu1 implementation of the new program. 
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O'Neill (1982) has shown, for example. that an officef 1 s dec1sion to 

take advantage of a mohile crisis unit is greatly affected by the 

support a supervisor shows for the unit. In the majority of cases, the 

officers' first contact with the unit was pfompted by a supervisor's 

suggestion. In some agencies managers go st111 further to involve 

selected line personnel not only in the staff work required to develop 

the information upon which new policy is founded but, as has been 

mentioned, a1so in the making of that policy. As with middle-manager 

involvement, this approach can bring into play perceptions, insights, 

and information that otherwise might be overlooked. It also helps to 

give 1 i ne sta ff a sta ke in the new program s thereby encouragi ng 

commitment to its success. 

2. Problem Definition and Analysls 

Once the preliminary preparations have been concluded, the 

actual planning process can get under way. The membership and organ1,.. 

zat10nal 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 wilT be to 

achieve a thorough understanding of the nature of the problem posed by 

the mentally ill in the community and how the major involved agencies 

currently respond to that problem. This component of the p1anning 

process wil1 determine the response strategy to be implemented. 
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Each of the major involved agencies should be directed to 

identify the specific dimensions of the problem from their perspective 

and to document their current response, including the laws and agency 

policies that underlie that response. This information should be pre­

sented to the planning group. both orally and in writing, for their 

review and analysis. It may be well to as~ the participating agencies 

to undertake this study prior to the first meeting of the planning 

group SD that the group does not have to lose any time in getting down 

to business once it begins to meet~ 

Outlined below is a problem-oriented approach to identifying 

the problem from the perspective of the law enforcement agency. This 

approach was used by Madison. Wisconsin, and Galveston County, Texas. 

in setting up their programs (see Chapter IV}~ though in somewhat 

different forms. The approach outlined here and the specific questions 

to be answered I as contained in Appendix D. were taken from the works 

of Goldstein and Susmilch (l9Bl)) which were instrumental in the 

development of Madison'S program. 

a. Identifying the Problem. The earlier ftscanningl. 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 police become involved 

with the mentally ill. the frequency of such encounterss the character­

istics of the individuals and the incidents~ how the police handle the 
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incidents, and why they respond in the manner they do. The anSWers to 

these questions will be found in departmental records. police reports. 

and officers' verbal accounts of their encounters with the mentally 

ill. 

Appendix D contains a list of detailed Questions that will 

guide the department in its examination of the problem. The first 

group of questions is aimed at quantifying various aspects of the 

problem and identifying the characteristics of the encounters: What 

percentage of police business involves dealing with the mentally ill? 

How many calls for assistance are received from the mentally ill them­

selves? From third parties? What type of behavior is involved? Where 

do the incidents occur? 

The second group of questions in Appendix D focuses attention 

on the basis of ~olice authority in dealing with the mentally ill. 

These questions prompt a review of the laws and statutes that provide 

the foundation for police decisions to arrest. detain for examination. 

or otherwise handle a mentally ill person who is the subject of police 

assistance. 

b. Assess the Current Response~ Tne third group of questions 

in Appendix D leads to a thorough asses~ent of the current police 

response. In developing solutions to a problem, a natural tendency is 

to forget the current response and to develop a new one. The current 

response should be examined for two reasons, however. First. certa1n 
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elements of the current response may be both effective and appropriate 

and should be retained. Second. those elements that have been inappro­

priate can be identified so that they are not included in 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 of the need for an lmproved response. 

Examining the current response will enable the department to accomplish 

the fo11owing: 

D 	 Establish more precisely the relationship 

between what the police are doing and the 

substantive problem that triggers a police 

response {e.g. t ignoring cases leads to 

repeat ca11s}. 


• 	 Identify factors that 1imit the effectiveness 
of the current response (e.g., incomplete prG~ 
cedures). 

• 	 Detect any negative or unanticipated conse­
quences of the current response (e.g. 1 response 
by uniformed persGnnel elicits violence). 

I 	 Discover responses that are effective (e.g., 
Officer Smith's nondirective approach). 

• 	 Identify activities that are useless (e.g., 
sending a SWAT team on every call involving a 
mentally ill person). 

• 	 Provide a basis fGr evaluating police and com­
munity policies (e.g., identify shortcomings). 

AsseSSing the current response requires moving away from the 

details of individual incidents, which is the focus of the first group 

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

nature of both the problem and the response. Look at the reasons for 



-122­

the problem response from the police perspective~ Such factors as a 

lack of community care or a lack of shelters for the homeless may 

dictate certain aspects of the police response. Another reason may be 

that the police have the community's only 24-hour response capability .. 

Examining the broad and general nature of the response helps to surface 

oefictencies which otherwise might not be spotted. Such a review. for 

example, might reveal that although police services are generally 

satisfactorY1 nothing is being done to educate retail businessmen in 

areas frequented by the mentally ill about alternatives to calling the 

police when they need assistance. 

The examination of the current response should also include 

an assessment of the costs of that response. Determining the costs of 

police operations in managing the mentally ill may be one of the most 

influential factors in gaining publ ic and governmental support for an 

improved response system. Costs are most often described as financial, 

and this is the type of cost that many communities are most concerned 

with~ Galveston County and Birmingham (see Chapter IV) for example~ 

have carefully documented the savings realized through their new 

response systems. Yet, the expenditure of tax dollars is only one cost 

to be considered. Costs incurred by the mentally ill ~ such as denial 

of treatment. stigmatization, and in some cases death or attempted 

suicide due to improper management, are difficult to quantify but must 

be considered. So. too, should the nonfinancial costs to the depart­

ment and its officers. suc.h as the frustration and waste of time 
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resulting when an entire shift is spent trying to locate a service 

agency willing to assist. and the dissatisfaction that results from 

rarely receiving feedback regarding a final dispos1tion~ When taken 

together, the various types of costs~ though sometimes minor by them­

selves , can demonstrate the need for and even the design of, a new 

system for managing the mentally ill. 

The fourth group of questions 1n Appendix 0 will also help to 

identify shortcomings in the current response and possible remedial 

actions, From this analysis, you can begin to devise alternative 

strategies for handling the mentally 111 that can be presented to the 

planning group for consideration9 

A final word of caution. Use all relevant sources of infor­

mation in examining the police response. This will not only provide a 

comprehensi~e understanding ~f the response but wi1l also eliminate the 

tendency to place t~o much emphasls on one source. In reviewing offi­

cer reports. for example, remember that the reports are used for a 

number of rEasons and may not accurately reflect the actual management 

of the incident~ Written procedures and training materials reflect 

official guidance. but offical procedures are often circumvented by 

unofficial actions. Thus, sources of information should be augmented 

by interviewing officers and by on-scene observations ~ jf possible. 

Observations and interviews will yield information on the variety of 

responses possible at the incident level. The ways in which officers 

handle situations can be as numerous as the number Qf officers 
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involved. Conversely, responses can often become highly routinized 

regardless of the specific factors attending each incident. 

Whether the police response is uniform or varied, it is also 

helpful to identify the factors that inflUence the response. These 

factors might include pressures from superiors I misconceptions about 

how to treat the mentally ill. red tape or delays at a hospital emer­

gency room~ a lack of recognition--offic1al1y and unofficially--for 

effectively handling this population, and poor working re1ationships 

with the examining doctors and mental health professionals. 

3,. Explore and Cho.~se A1ternatives 

If the previous steps in this process have been carried out 

thoroughly and imaginatively, selecting the appropriate response 

strategy could be a relatively easy matter. Gaining an understanding 

of other community agencies, examining programs at work. in other COm­

munities. identifying the problem, and assessing the current response 

from community-wide perspectives should have identified the major com­

ponents necessary to the solution. The process of developing a new 

response system, then. would entail systematically arranging previously 

identified components into alternative configUrations and evaluating 

the resul ts~ 

Once possible solutions have been identified t criteria for 

choosing the most efficient and effective one must be delineated. 
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Agreement on the criteria is necessary as is their clear articulation. 

These criteria will vary with the co~unity and the nature of the 

proble~ it faces and, as a resultJ there is no single formula for 

choosing a solution. A successful effort at making a choice} however s 

requires that aTl involved parties have a clear understanding of why 

one solution is chosen over another. Answering the following questions 

should prove helpful in determining the relative priorities to be given 

to 	possible solutions: 

• 	 What impact will the new response have on re­
ducing injury or death (e.g*~ eliminating in­
juries due to improper handling}? 

• 	 What potential does the response have for reducing 
the total probl em (e.g. reducing inappropriate 
incarcerations) hospitalizations. and repeat calls; 
increasing use of informal dispositions; increasing 
support services)? 

e 	 What potential does the response have for im­
proving the handling of incidents (e.g., removing
the person from the scene without attracting a 
large crowd)? 

• 	 To what extent will community concerns about the 
mentally ill be reduced? 

• 	 To what extent is the program preventive in nature 
(e.g •• identifying a person with two or three recent 
police contacts so that appropriate action can pre­
vent the need for further contacts)? 

It 	 yJhat effect will the response have an individual 
freedom (e.g.) bizarre behavior alone does not re­
quire incarceration or hospitalization)? 

• 	 What will be the financial cost of the response 
(e.g~, sending three cars and a SUAT truck would not 
save money)? 

11 	 To what extent are the pol ice provided both the authority
and resources necessary for full implementation (e.g., 
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identifying situations in which temporary deten­
tion for eXaMination is allowable)? 

, 	 With what ease can the solution be implemented? 

The last question seeks to determine whether the response 

system can accompl ish its goals. The following factors are 

involved: 

• 	 the people who must implement the system (e.g •• 
their support and appropriate use); 

• 	 the level of impact or change the system requires 
(e.g., changes in law, involvement of community 
resources, length of time to implement}j and 

• 	 the physical or technical nature of the system 
(e"g •• access to faenities, transportation. new 
forms) • 

Of these factors, perhaps the one that deserves the most attention is 

the people throughout the community who must implement the system~ 

Without theit support~ the system can easily fail through inapptopriate 

use or lack of USe~ This potential problem, however~ can be avetted by 

in~luding representatives of the major involved agen~ies in the planning 

phase~ 

The second factor that contributes to the ease of implementa­

tion and that might also cause the planning group to alter aspects of 

the new system is the level of impact. An overly ambitious solution 

might prove too difficult to impiement either because it requires 

radical changes in the operations of community agencies or hecause it 

would require years for full implementation to be achieved. In this 
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instance, it may be necessary to phase in the new response system, 

beginning with those components that address the most critical 

needs. 

The third factor, physical and technical changes. must also 

be considered. A new system might, on paper, appear quite effective. 

Yet, in reality, officers might quickly become upset with the system 

because it requires transporting a subject to a distant facility or an 

extensive amount of paperwork. 

4. Resource Mobilization 

Having chosen the new response strategy. the planning group 

must next mobilize the resources needed to implement that strategy. 

Each of the involved agencies will have to evaluate what resources at 

its disposal can be used to support its part of the program. What, if 

any. additional resources will be required, and what other resources 

it can contribute to the overall program. If the new program requires 

only that the agency develop or improve policy, procedures, and train­

ing~ the agency can likely do so within the context of its regular 

department budget. The establishment of a IO-officer special unit, how­

ever, would require the allocation of Significant additional resources 

for salaries, training, and physical facilities. Between these tWo 

extremes there may well exist a number of options, at least some of 

which can be implemented through the reassignment of existing 

resources, 
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Coordinated actions by the involved agencies should lead to 

more effective use of existing resources, for example, than if the 

various groups operate separately. Streamlining the procedures in a 

psychiatric emergency room will save time for both the hospital staff 

and officers who bring in subjects for an examination. Even if new 

money is necessary~ the savings accrued through increased efficiency 

can help to offset those costs. 

If additional funding will be required to implement the new 

program, the planning group may want to submit a coordinated budget to 

the local funding authority (3 city council~ for example) rather than 

seek piecemeal funding through individual agency appropriations. 

Present1ng a co~prehens1ve p1an and budget to the fund1ng authority 

will enhance that body's understanding of haw the indiv1dual agency 

requests fit into the overall plan. 

B. START-UP 

The last step before the new program can be implemented is to 

set in place the policy and procedures that will guide the operation of 

the program and to train the invol~ed staff in their USe~ Much of the 

start-up preparation will have to be done 1ndividually by each of the 

agenctes directly involved 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 each agenty's policy statements and 
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procedural directives. The planning group will also be instrumental in 

arranging for a sharing of interagency training resources. 

This section describes how the police department should 

approach transforming the conceptualization of the new response 

strategy into written policy and procedures and a training plan. 

Chapter VI suggests what the content of the procedural directives 

should be and Appendix E contains several sample directives on 

procedures for handling the mentally ill. The discussion in Chapter 

VI can also be used to guide the development of a training curriculum. 

1. Preparation of Policy and Procedures 

RedUCing policy and procedures to writing is more of a 

mechanical than an abstract process. If the problem has been identi­

fied and broken down into its basic elements and a solution has been 

developed, policies will be natural outcomes of those processes. Yhat 

remains for the law enforcement agency is the process of articulating 

this information in a manner that is easily comprehended. 

Depending on the scope of the new police response. policy may 

have to be written for both patroi personnel and for personnel within a 

special unit. In any event, tile policy must be explicit and practical 

and the process of its development must be f1exible~ 

Written policy statements direct agency personnel toward 

uniform goals 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' 5 commitment to the program. Yet I the agency must ensure 

that the policy does not overly restrict an officer's discretion in 

reaching a dfsposition. 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 guide 

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 pol icy 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. If the policy is to be 

included with procedural directives, it should be clearly set apart so 

there is no room for misinterpretation. 

Written procedure should provide officers with specific 

guidance for dealing with mentally 111 persons and mental health agen~ 

des. 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 attention should 
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be 	 paid to allowing officers the opportunity to exercise discretion. 

This discretions however s must remain in a context appropriate for 

incidents involving the mentally ill. In other words, officers should 

be provided a number of dispositions, all of which are deemed 

appropriate for encounters with the mentally ill in general. The 

officer then has the responsibility for determining a disposition 

appropriate to the specific incident. For examples the fo1lowing 

alternatives are possible: 

• 	 counsel. release, and refer the cl ient; 
• 	 counsel, release to family. friends, or community 

house, and refer; 
• consult with a mental health professional;

• obtain agreement to voluntary examination; 

• 	 detain for involuntary examination; and 
• 	 arrest. 

Along with listing appropriate dispositions, the directives 

must also explain the circumstances that determine whether a particular 

disposition is appropriate. For instance, a person who is exhibiting 

minor aberrations and who is under the care of a doctor or specific 

treatment program is 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 explanation of the criteria. The telephone numbers, addresses. and 

hours of operation of mental health centers and other social service 

agencies shoul!! also be included, aiong with the names of contact 

persons wit hin eac h agency, if appropriate. Add itiona11 YI any pro­

cedures requiring unifonn or spec; fic steps. such as obtaining mental 

health warrants s should be clearly outlined. 

Misinterpreted or 19nored directives are often worse than no 

directives at all. Hence, in developing policy and procedure, three 

guidelines should be kept in mind: 

• 	 Include the perspectives of persons outside the 
contro1 of the agency that impact on the management 
of the mentally ill (e.g .. the legislature, 
the courts. mental health agencies). 

• 	 Include the perspectives of agency personnel who are 
familiar with or who must manage the mentally 111 
(e.g., middle management t patrol officers, and 
special operations team personnel). 

, 	 Include illustrative situations, solutions. 

contingencies, and information related to 

the management of the mentally i1l 

(e.g. ~ use of force. crisis-unit procedures, 
social service referral agenCies, and procedures 
for transporting subjects). 

Fol1ow1ng these three guidelines will greatly facilitate the 

implementation of the new directlves. The first guideline is important 

in that outside ai:tors greatly influence What an agency can do. State 

law regarding i:ommitment procedures and the officer's role if! this 

process must be clearly understood and should be included in the 

procedures. The court and the prosecutor1s office can provide 
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assistance in interpreting new or unfamiliar laws. Through either a 

formal or informal process. any community 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 helpful in providing the agency with guidance in areaS in which they 

have more expertise. Mental healtb professionals, for example, CQuld 

review the procedures to ensure their completeness and suitabi1ity for 

the typ~ of incident'at hand. Also~ the department's legal advisor 

should review all drafts of policy. 

Although the actual drafting should be done by the depart­

mentis planning officer or other specialist, it is recommended that the 

input of mid-management and line personnel also be obtained. Agency 

personnel in middle management and supervisory pOSitions will greatly 

influence whether the neW system wi1l be successfully imp1emented. 

Including them in the directive-development process will increase the 

chances that they will support the implementation of the program. 

Patrol and other personne1 who must carry out the program and who are 

experienced in managing the mentally ill should also be inclUded in the 

review process. Their knowledge regarding on-scene management of 

encounters involving the mentally ill can be he1pfu1 in eliminating any 

impractical procedures that might otherwise go undetected. 

Training the individuals responsible for implementing the new 

response system is the next step. As with po1icy and procedure~ the 
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types of training programs to be developed will be determined by the 

scope of the new system. In any event, the agency should first examine 

existing recruit and in~service training curriculums to determine where 

changes are nceded. MOre specific and intensive training programs may 

have to be developed for an officer filling the position of mental 

health liaison and for officers in a specialized response unit. 

Along with improving its own training program, the law 

enforcement agency should be prepared to provide orientation training 

for mental health staff who will work with the police department. Doth 

agencies should devote a portion of their training to the philosophies 

and procedures of the other agency, and the two professions should 

combine and share resources in this regard. 

Cross-training sessions between law enforcement and mental health 

personnel often provide a basis for formin9 positive workin9 relation­

ships. It is important that the persons who will be most involved in 

the response system are also involved in the training. This could 

include mental health crisis staff, the officer responsible for mental 

health liaison. and the officer who will command a special unit. 

Cross-training gives each agency the opportunity to receive information 

consistent with the policy and procedures to be implemented and to 

become familiar with the expectations of the individuals responsible for 

the other agencyrs involvement. This reduces the chances of officers' 
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hearing one thing in the classroom and another in the field. Another 

benefit of this method is that it facilitates the development of amica­

ble relationships among personnel from each agency. For example, other 

factors being equal~ a patrol officer is likely to be more willing to 

contact a crisis unit if he knows the individual who will respond. 

The valUe of recruit. in-service, and cross-training experi­

ences in mental health matters cannot be overestimated. Numerous 

studies, especially those of Patrick ilg78). Levinson and Distefano 

(1979). Janus, Bess. Cadden, and Greenwald (1979}, and Teese and Van 

Wormer (1975)~ have demonstrated the positive effects of menta1 hea1th 

training for pol ice officers. Teese and Van Wormer found~ for example, 

that officers. after mental health training~ view the mental health 

system and its profeSSionals in a more positive light. The mental 

health system came to be seen as a resource capable of assisting in the 

management of the mentally ill. Additionally. the officers were far 

less suspicious of mental health professionals and were w11ling to con­

sult with them. Janus, et al. (l979). also found that police officers 

developed respect for mental health professionals and felt less appre­

hensive about expressing themselves when discussing mental health 

issues~ Perhaps most importantly. officers' attitudes toward the men­

ta11y ill themselves were changed. Prejudice toward the mentally ill, 

born of fear and ignorance. was minimized. Anxiety in deal 1ng with 

mental health problems was reduced and officers proved to be quite 

empathetic about the problems of the mentally ill. 
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As seen above, the attitudes and behdviors of officers can be 

changed when they are provided with a comprehensive program of instruc­

ticn. ObYiously~ attitudes of officers will also be influenced by 

departmental policy and the effectiveness of the new response system. 

But the first step must be made in training. The department must (on­

vey to officers that calls involving the mentally ill. though often 

difficult to manage, are not a nuisance or an exercise in futility, 

Officers must realize that the department is committed to managing this 

population in the most effective manner possible. Information presented 

must be relevant to the prob1ems officers encounter and must be pre­

sented in a clear and interesting way. Squeezing a curriculum of this 

type into il half-day session will not sufficlO.. For officers to receive 

adequate Instruction in this area, a minimum of 16 t or morel probablJ 20 

hours, will be necessary. 

Training curriculums for recruit and in-service classes should 

cover several important, diverse, yet closely related topic areas. 

Listed below is a basic outline that includes topic areas most 

beneficial to improving an officer's response to the mentally ill. 

1. Nature of the Probl em 

A. Types of calls being handled by police 
B. Citizen attitudes toward mentally i11 

II. Understanding the Mental Health System 

A. Current perspectives on treating the mentally ill 
S. Community care 
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c~ 	 Services of local community mental health 
center and other agencies and institutions 
that deal with mentally ill 

III. Understand1ng Mental Disor<!ers 

A. 	 Differences between mental illness and 
other aberrant behav;or~ including causes 

B. 	 Types of mental illnesses, particularly 
those likely to come to the attention 
of the pol ice 

C. 	 Effects of metiicatitJns and illegal drugs 
O. 	 Reasons why the mentally ill attract police

attention 

IV. Legal Implications 

A. 	 Legal definitions of menta1 disorders 
B. 	 Criteria for temporary detentions and civil 

commitments 
C. 	 Procedures for initiating temporary deten~ 

tions and civil commitments 

V. 	 Procedures for Officers 

A. 	 Departmental policy and procedures 
B. How to recognize and handle the menta11y 111 
C~ Homicidal and suicidal risk assessment 
O~ Use of d1scretion 
E. 	 Reports 
F. 	 Follow-up 

Vlw Referral Agencies 

A. 	 Mental health agencies 

1. 	 services provided 
2. 	 hours of operation 
3. 	 staff to contact 
4. 	 procedures to assist officers 

B. 	 Soc 1 a 1 Agenci es 

1-	 services provided 
2. 	 hours of operation 
3. 	 staff to contact 
4. 	 procedures to assist officers 
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Within this outline. there are numerous possibilities for 

varying the way the information is presented. For SOme topics. methods 

other than letture are often better suited to conveying information. 

lnstructors can use videotapes or movies, reading materia1s, role-plays. 

guest lecturers. panel discussions, and site visits. As noted above, 

the use of mental health professionals and the department's liaison 

officer or specialized-unit commander is essentialw Some of the classes 

should be held in the community mental health center. if possible. This 

would enable the off1<:ers to become familiar with the physical setting 

and to observe the center's operations. For a detailed 1istlng of 

recommended readings and audio-visual resources, see Appendix G~ 

Officers should finish the training sessions with an 

increased grasp of the nature of the problem'l legal concerns, types of 

mental disorders~ ways of recognizing and handling the mentally ill~ 

and procedures for interacting with mental health professionals. The 

intent should not be to turn patrol officers into mental health 

paraprofessionals, but rather to provide them with k.nowledge and skills 

for managing the mentally ill in a manner beneficial for the subject. 

the complainant, the officer, and the mental health agency. As such, 

the officer must have a clear understanding of the following 

principles: 

• 	 Menta1 illness lS not a crime. 

• 	 The police department is an essential component 
in the network. of community services for the 
mentally ill. 
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The manner in which officers deal with the 
mentally ill will impact the condition of the 
subject and the department's future involvement 
with mentally ;11 persons. 

Training for the agency's liaison officer. in addition to the 

topic areas outl ined above, should address the tasks specific to 

liaison. Specffically. 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 liaison officer to review reports of later incidents fn the light of 

earlier decisions as to appropriate treatment for the individual. 

The liaison officer must also have an awareness of how to 

mediate potential disputes between officers and mental health workers. 

The liaison officer must be able to comprehend and present the perspec­

tives of mental health professionals as well as those of pol ice 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 fnterviews, and 

becoming familiar with case management skills will all contribute to 

the liaison 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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formal nature than that provided to the liaison officer. Tasks such as 

intake evaluations, I"'€sidential VJsits in a mental health rather than a 

law enforcement capacity, counseling, and diagnosis will require 

extensive training in a mental health setting. Before a department 

undertakes such a project. it should be certain that the local mental 

health system is committed to providing this training. 

Training for mental health professionals by the police 

department is also recommended. If mental health staff are to work 

with officers and appreciate the concerns and pressures that guide 

officers! actions, they must have firstMhand knowledge of police work. 

Ride·alongs would enable them to learn about the duties and perspec­

tives of patrol officers. Crisis staff should also be instructed in 

how to intervene in dangerous sftuations. This training will facili­

tate understanding by mental health staff and also help to clarify 

their role and responsibilties when they are on-scene with police 

officers. 

C. IMPLEMENTATION 

The required staff and other resOUrces should now be in 

place. and the new program can be impiemented. Depending on the scope 

of the program and the availability of some of the required resourt:es~ 

the implementation may be phased or full scale. As the program moves 

into full operation. attention to several considerations will help to 

keep it on track. 
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1. 

An important element that can contribute to the success of a 

new program in which several groups are combining resources to address 

a problem is tolerance. One aspect of tolerance 1S attitudinal-­

realizing that kinks in the system will be lnevitable during the 

initial stages. A second aspect is procedural. For example. the 

pol ice department should real i ze 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 initially require high tolerance levels 

include the following~ 

• 	 response time by mental health crisis staff 

to the scene; 


• 	 waiting periods in the mental health center; 

G 	 encounters in which on-scene assistance is 

requested but just not possible; and 


• 	 situations in which the mental health agency 
just does not have an answer. 

An initial period of high tolerance. however, should not become an 

excuse for unresponsiveness. IoJhen mistakes h!lppen or problems arise, 

remedial action should be ta~en immediately. 

2* Monitor Program 

Although mistakes are inevitable. 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 all contacts between police and the men­

tally ill as well as contacts between the police and mental health 

agencies be monitored. In the police agency, this will require that a 

designated individual review and maintain records regarding officer 

contacts with the mentally ill. The mental health liaison officer or 

the head of a specialized unit is a logical choicc* In an agency using 

the generalist approach, as in Madison. all patrol officer contacts with 

the mentally ill should be recorded on an incident report and forwarded 

to the 11aison officer. Reviewing and cataloging these incident records 

will enable the liaison officer to monitor the types of incidents 

encountered, the ways in which officers respond, and any deficiencies in 

the training program or written directives. In addition it will enable 

the liaison officer to identify persons who have had repeated contacts 

with the police. The liaison officer or head of the specialized unit 

can then work with the mental health staff to devise a strotegy for 

obtaining proper treatment for those individuals. The police agency 

should maintain a copy of these reports for its own files and forward 

copies to the menta1 health center~ as appropriate, for inclusion in the 

subject's file~ 

Each of the agencies involved in the program (e.g., police, 

mental health, prosecutor, and courts) should take steps to ensure the 

confidentiality of the subject's records~ With community-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 services 

requires access to case histories. but the histories are not always 

available because the confidentiality rules of one agency prohibit 

dissemination to another agency. In the interest of community treat~ 

maot, the relevant community agencies should develop procedures to 

guide the dissemination of personal records~ 

3. Liaison, Feedback, and Recognition 

The establishment and continuation of various liaison efforts 

will be essential to the success of the program. Within this broad 

term, four specific tasks are required: 

• 	 at least monthly meetings of the planning group; 

• 	 frequent, informal, yet substantive contacts 
between the liaison officer a~d mental health 
professionals regarding case management; 

It 	 feedback to patro1 officers about the final dis­
position of encounters they handle; and 

e 	 recognition and reward for officers who exceed the 
expectations of the program and provide the men­
tally ill exemplary care. 

While the program is in the early implementation stages, the 

planning group should meet regularly to discuss policy concerns. These 

meetings should be a forum i~ which persistent problems involving 

agency interactions can be addressed. They should also be used as a 

mechanism for evalUation and change. if necessary. These meetings will 

enable each group to remain aware of the concerns of the other agencies 
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and of the course On which the program is headed. When problems are 

identified. however, it is best that they be resol¥ed on the opera­

tional leveL If this is not feasible, then changes on the policy 

level might be necessary~ 

Frequent, usually daily. contacts between the liaison officer 

and mental health professionals will enhance efforts to maintain a posi­

tive relationship~ Contacts such as these would usually center On 

encounters between the police and the mentally ill and interactions 

between the police and the mental health stafL This will enab1e liai­

son personnel to discuss procedures, individual subjects. and the per­

formance of mental health staff and police off1cers~ The necessary 

alterations can then he made to keep the program runn1nq smoothly. 

A system of feedback for patrol officers. and their immediate 

supervisors} who refer subjects to or request ass1stance from mental 

health staff must not be overlooked~ Within 72 hours of the referral or 

request for assistance. the officer should be informed of the final 

dispos1tion or treatment plan for the subject. This is a valuable 

reinforcement mechanism for officers. who, as a result of their actions. 

have aided a subjeeL It al so enab1es the officer to understand the 

reasons for the way the case was handled. especially in situations in 

which the officer re-encounters the subject. Not knowing why the 

subject is being re-encountered can cause the officer to conclude that 

his or her previous efforts were futile. Knowing why the subject WaS 
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released and what is being done to avoid future encounters, on the other 

hand, will help the officer to deal with the subject in a positive 

manner. Feedback is best accomplished through brief letters or 

memorandums that can be given to officers by the liaison officer. 

Finally~ an official system of recognition and reward for 

officers who handle clients with skill and sensitivity is also 

recommended~ There exists a variety of means for accomplishing this, 

such as the following: 

• 	 letters to superiors commending officers l 

• 	 letters of commendation fOl" inclusion in the 

Officer's personnel file, 


• 	 selection of these officers for specialized

training in this area, 


• 	 publicizing the officer's efforts through news­
letters. 

• 	 presentation of an annual award for the officer 
making the greatest contribution to the management 
of the mentally ill. 

Few pol ice agencies have a reward system for officers who provide 

exemplary service to citizens~ A system of th1s type would alleviate 

this discrepancy and also articulate the agency1s commitment to managing 

the mentally ill in an effective manner~ 
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D. CONCLUSION 

This chapter has discussed mechanisms by which a law enforce­

ment agency can change the community's management of the mentally 111. 

In most communities, this will require the re-channeling of existing 

resources or possibly the expenditure of new resources. The benefits of 

this effort Will he shortly realized if the agency's approach to change 

has encompassed the steps outlined in this chapter. 

It is important that the police and the community as a whole 

recognize that the problem of managing the mentally ill is a continuing 

one. Police initiative in this regard can only prove beneficial. 

First. the agency wi11 benefit by having a clear policy, training pro­

grams that will increase officers' understanding of the problem, and 

explicit procedures that will contribute to effective management and 

the ~revention of encounters that get out of tontrol~ Second, police 

initiative will show the agency's service area that it is committed to 

im~roving the community's response to social problems. The example the 

agency sets can spur other community groups to assist in the mangement 

of the mentally ill. 



VI 

OPERATIONAL PROCEDURES 

Managing an encounter with a mentally disabled person can be a 

frustrating, unfamiliar. and sometimes frightening experience for a 

police officer. Attempting to communicate with a person exhibiting 

bizarre behavior and reaching an appropriate disposition can be a 

difficult task. One or two bad experiences with deranged individuals 

or a mental health agency can cause officers to develop negative 

attitudes toward the mentally ill and mental health professionals. 

Additionally, officers may develop a disdain for this type of cali, 

which in turn, can contribute to the improper management of these 

encounters. An inadequate response by officers, such as displacing the 

problem. ignoring the incident, or effecting an easy but inappropriate 

disposition can only worsen the problem for the complainant~ the 

subject. and the department. Repeated calls for assistance involving 

the same subject are often the result. Insufficient training and 

procedural guidance will force officers to devise their own ways of 

handling encounters. The resulting response will be 1nappropriate~ at 

worst, and inconsistent. at best. 

This chapter describes procedures to be used by police offi~ 

cers in handling an encounter with the mentally ill. The purpose of 

the chapter is twofold: First) the information provided will guide the 

development of the policy and procedure that must be set in place 

before a new response strategy can be implemented. By addressing each 
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of the topics included in this chapter wben developing wdtten 

dire£tives, a department kill be taking a major step in ensuring the 

successful implementation of its response strategy~ Second, the 

chapter provides a guide to the types of information that should be 

included in recruit and in-service training programs to prepare offi~ 

csrs for executing departmental procedures. (See Appendix E for 

exemplary directives prepared by the Omaha, NebrasKa, Police Oivision; 

the Madison) Wisconsin, Police Department; and the Fairfax County, 

V;rginia~ Police Department.) 

Tbe discussion of procedures has been divided into two 

aspects: the intervention process and disposition process .. The inter­

vention process begins with dispatch procedures and ends with tech­

niques for handling the mentally ill. The disposition process focuses 

on how an officer, either alone or with the assistance of superiors or 

mental health professiona1s, can arrive at an appropriate disposition. 

A. THE INTERVHiTlDN PROCESS 

1. Receiving and Dispatching the Call 

Police operators receive a variety of calls concerning the 

mentally ill, and each type of call can require its own response. In 

many instances. the caller. whether it is a complainant or a person in 

need of mental bealth care. is only trying to locate an agency that can 

provide non-emergency services. In other instances, the caller is 

requesting a police response because an individual is acting bizarrelYt 
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disturbing public order, or committing a crime. The caller mayor may 

not know whether the individual involved has a mental disorder. Still 

other calls might involve a mentally ill person Who is filing a com­

plaint about a problem that. in reality. does not exist .. To the ment­

ally 111 complainant. however. the problem is quite real--often 

frightening--and should be treated accordingly. For example, a call 

from a woman who complains of laser rays from outer space or from a man 

who insists that he is being followed by an assassin with a gun should 

not be ignored. 

Departments should make certain that written guidelines are 

available to aid police telephone operators in handling calls involving 

the mentally ill. In general an operator has four options: 

• handle the problem over the phone 

II rna ke a referral 

II forward for routine dispatch 

, forward for priority response. 


In cases involving hallucinating callers> the operator may be able to 

alleviate the problem over the phone. especially if the complainant is 

a chronic caller~ Remaining aware of the frightening event that the 

caller is experiencing, the operator should not deny the problem but 

rather concentrate on downplaying its frightening aspects. If this 

approach is not quickly successful, then a patrol unit should be dis­

patched if the complainant requests one. In any situation involving 

Violence. threats of violence, threats of suicide, or weapons, a patrol 

response is necessary. 
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If it is obvious that the caller's needs do not require an 

on-scene police response and can be handled by available mental health 

or social services) then the appropriate referral should be made~ To 

aid operators in this effort,. an up-tn-date list of referral agencies, 

crisis hotlines, and suicide prevention services should be readily 

available and should include such information as contact persons, 

addresses, telephone numbers, hours of operation, services offered, and 

who is eligible for assistance. 

To assist operators in determining if a police response to a 

call is necessary, an assessment instrument should also be available. 

The sample questionnaire included as Appendix F is a good starting 

point for developIng an assessment instrlmlent that reflects the 10tal 

problem and local statutes regarding treatment of the mentally ill. A 

professional from a local mental health center could be asked to review 

the questionnaire for completeness. Remember that the longer the 

questionnaire is, the 1ess likely that it will be an effective 

too1 • 

The dispatcher. upon receiving the necessary information from 

the operator) should either dispatch the call or assign it a priority 

for dispatch. In situations involving violence, the threat of vio .. 

lence. the threat of weapons use, Or the threat of suitide, a high 

priority shou1d be assigned to the call. 

Departments should consider the extent to which information 

to guide operators and dispatthers can he computerized~ Contatt 
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information for makin9 referrals to community agencies could easily be 

maintained on a computer system 1 as could records of all calls in­

volving mentally ill persons. Profiles of mentally ill persons who 

have come to police attentton or whose disorders are of the type that 

may lead them to come to police attention could also be maintained 

on-1 ine. The profiles! developed in conjunction with mental health 

professionals, should include a description of the person's disorders, 

contacts with police or mental health agencies, treatment history. and 

recommE!ndations as to how the person should be handled. 

2. Officer Receipt of the Call 

When an officer receives a call from an official soutee (dis­

patcher or a court order to pick up or transport), when a citizen 

alerts an off1cer!s attention to a potential problem t 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 all availab1e information. Because 

many calls involving the mentally ill are repeat ca11s~ the officer may 

be familiar with the individual and may be able to incorporate experi­

ences from previous encounters into the current response. The more 

information an officer has~ the more appropriate the response win be. 

The officer should also consider his or her basic goals in managing the 

encounter and how the specifics of the incident will influence the 

attainment of those goals~ 
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Written procedures should detail the officer's responsibili ­

ties in handling an encounter with the mentally ill. Basic responsi­

bilities are as follows! 

• 	 Determine whether the person is mentally ill or 
dangerous. 

• 	 Determine if a violation of the law has occurred. 

• 	 Determi ne the appro prj ate di s pos ition in accordanc e 
with the specifics of the incident. 

• 	 Initiate action to effect the disposition. 

• 	 Accomplish the above tasks while ensuring that no 
harm comes to the subject, any bystanders, or the 
officer. 

3. 	 Arrival at the Scene 

tihen traveling to the scene, an officer should not use emer­

gaMey lights and siren unless there is an indication that a weapon or 

violence is involved. To avoid exacerbating what could be a highly 

charged incident witb numerous bystanders. the officer should turn off 

lights and siren. if used. witbin a block of the incident. If, on 

arrival. it is apparent that violence or a weapon is inv01ved~ the 

officer should request a backup. If the incident involves a hostage. a 

barricade situation. a potential suicide, or other situation with whicb 

tbe officer is not equipped to deal, the officer should contact the 

appropriate superior or special unit and wait for assistance, if 

possible. In sUicide-tbreatening situations, however,. the officer 
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should establish and maintain communication until additional resources 

arrive. 

~lhi1e on-scene. the officer should present a calm, 

take-chargE image. The person who summoned the police may be panicky 

or distraught. The fact that he or she requested a police officer 

indicates an inability to deal with the situation. 

Before trying to assist the mentally ill person ~ the officer 

must bring other people on-scene under control to keep the encounter 

manageable. Any bystanders Who are not witnesses~ including disruptive 

family members~ should be asked to leave the scene. they can only con­

tribute to a deterioration of the inCident. Provocations from by­

standers might only encourage the person to do something dangerous. It 

is important that these and any other measures that will calm the 

person and keep the incident discreet and absent of attention be 

employed. This will enable the officer to keep the incident as manage­

ab1e as possible and reduce the opportunity for onlookers to stigmatize 

the mentally ill person. Witnesses and helpful family members, how­

ever, 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 be the halting of or 

the prevention of a crime. Once this is accomplished the officer can 

then begin to sort out the factors on-scene that may influence the 

disposition. The officer should observe the scene for indications of 
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bizarre behavior ar far results of bizarre behavior. For example, a 

collection of personal belongings piled in a driveway may have come 

from an open window. Not only wiTl this observation alert the officer 

to potential danger but it may also help the officer gain a better 

understanding of the person and the incident. Family members or 

witnesses should be interviewed to obtain pertinent information_ The 

officer should also determine if a crime has already been committed as 

this will affect the range of possible dispositions. If the person is 

exhibiting bizarre behavior. the officer should try to get specific 

details concerning the behavior, its causes~ and its effects. 

The procedurf!s developed for officers to follow on-scene 

should include the use of a checklist like the one recormnended for 

police telephone operators (see sample in Appendix F). Circumstances 

may not always permit actual use of the questionnaire, but the officer 

should be aware of the types of questions to ask witnesses, family 

members, and the mentally ill person. 

The information collected by an officer on-scene will also be 

beneficial to obtaining a psychiatric examination for the sobject. if 

needed~ Quite often the individual IS behavior on-scene meets the 

criteria for an involuntary examination, yet, once at the examination 

facility the individual is calm and the officer's concern appears 

unfounded. The use of an assessment instfoment Can help an officer 

present valid evidence of the need for an examination. 
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4~ Recognizing Mental Disorders 

From the officer's perspective, it is not essential that he 

or she be able to identify specific types of mental disorders. Rather, 

the officer must be able to recognize general indicators of mental ill ­

ness 50 that appropriate preliminary action can be taken. Depending on 

the severity of tbe disorder, the mentally ill can be difficult to 

distinguish from persons not having a mental disorder. ~~ntal illness 

is not a form of mental retardation, although a number of persons are 

affected by both mental illness and mental retardation. Hence, the 

mentally ill can be intelligent, perceptive 1 and articulate. They can 

be employed and maintain familia1 relationships. With the onset of 

their disorder, however, they become unab1e to dea1 rea1istically with 

the world. Their thoughts and actions are not based on rea1 ity, and 

their ability to think clearly is impaired. This level of impairment 

can vary tremendously not only from person to person but also over time 

with each. person. For this reason, the officer shou1d carefu11y record 

any signs of mental illness. As noted. this will be quite he1pful in 

reporting symptoms of menta1 illness in a person who has since 

stabil hed and now appears "normal. II 

Three general characteristics are symptomatic of a mental 

disorder: 

• 	 The behavior and mood of the person are inappro­
priate to the setting• 

• The behavior of the person tends to be inflexible. 

" The behavior of the person tends to be impul sive. 



-156-

Hithin these three general characteristics fall numerQUS specific 

symptoms of mental illness. 

As noted above~ the officer on-scene is not expected to be a 

diagnostician .. Rather, he or sbe is expected to be able to assess the 

situation and maKe a yes-or-no determination as to whether there is 

reasnn tn bel ieve the subject has a mental disorder. Written pro­

cedures should remind officers of the wore common signs of mental dis~ 

orders. Recruit and in-service training programs should have provided 

the context for interpreting these signs by instructing officers in the 

types and symptoms of mental disorders. 

Written procedures should instruct officers to look for the 

following types of indicators of mental illness when assessing the 

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

• 	 Sudden cha~.ges in lifestyle 

--can be both a cause and indicator of mental disorder 

--involves an inability or unwlllingness to fulfill one's 
expected role and responsibilities 

• 	 Major changes in behavior 

--behavior may have undergone sudden and drastic change 

--behavior may be marked by exaggerated mood swings 

--person may show lack of jud9ment regarding family, job. 
money. or property 

--person may dress f1amboyantly~ exhibit inappropriate 
sexual behavior~ or go without sleeping or eating 
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Q 	 Extreme anxiety, panic~ or fright 

--anxiety is intense and unfounded 

--person is in a state of panic or fright 

~-person may be hallucinating or in a state of delusion 
(see below) 

~-perSDn may have trembling hands, dry mouth, or sweaty 
palms 

o 	 Believes others are plotting against him 

--person 	has an unreal fear of being watched. talked about~ 
fDllowed~ persecuted~ or harmed 

~-person cannot separate reality and imagination 

• 	 Hallucinations 

--person experiences events that have no objective source 
but that are nonetheless real to him or her 

--can involve any of the senses but most common experiences 
are seeing or hearing things 

--can also be induced by drug or alcohol abuse 

e 	 Delusions 

--personal beliefs that are nat based on reality 

--can caus~ person to view the world from unique or peculiar 
perspective 


--often focus 00 persecution or grandeur 


• 	 Depression 

--accompanies many mental disorders in varyiog degrees 

--often characterized by a persistent, genera1 malaise 

--serious depression can involve withdrawal from family, 
job~ and social involvement 
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• 	 Obsess i Dns 

--recurrent thoughts) idea5~ or images that person cannot 
d f smi 55 from mi nd 

--usually involve behavior that person finds unacceptable 

-~can cause tension and high level of anxiety 

• 	 Unexplained losses of memory 

--person cannot remember the day, year, where he iS I etc. 

--not to be confused with loss of memory that often 
accompanies aging 

.. 	 Confusion 

--inabil ity to focus on particul ar topic or interactions 

~-might be an indication that person has an obsession 

--also caused by strok.e, diabetic coma. intoxfcation, 
senility. 

Persons who are mentally ill must often take medication to 

counteract a chemical imbalance that may be causing the mental 

il1ness~ Many medications, however. can cause side effects that are 

often uncomfortable or annoying_ Unlike hallucinations, these are 

real. But~ like hallucinations, the person has no control over them~ 

Moreover~ the person may not realize anything is happening. As with 

other symptoms. the side effects are not exclusive to medication for 

the mentally ill and a determination of mental illness should not be 

made Solely on tne basis of tneir existence. Some of the major, 

noticeable side effects are listed beloW; 

• 	 minor stiffness; a rigid. snuffling gait; 
o an at rest, nand jerk; 

e acute muscle spasms s tilted head; 

D a constant~ fine, fast tremor; 
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• 	 blurry vision; 
• 	 a rhythmic motion of the jaw or lips, a clucking of the 

tongue, smacking of lips or--;n severe cases--facial 
distortion. 

(The material in this section was drawn from Matthews and Roland 

[1979: 3-7J and Russell and Biegel [1976: 59-65J. See Appendix B for 

a more clinical description of major mental disorders and Appendix C 

for a discussion of four conditions that can accompany or be confused 

with mental illness--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 ill are discussed separately. in 

reality the two efforts are often intertwined. In order to determine 

whether a person is mentally ill, the officer will usually have to 

interact with the person. This is especially true in situations in 

which others are not available to provide inform~tion about the 

subject. 

Training in various techniques for communicating with and 

handling the mentally ill will put the officer in the best position to 

manage the situation successfully. As noted ~bove, the officer should 
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follow these guidelines before interacting with the person on­

scene. 

• 	 Gather as much information as possible before 
arriving on-scene. 

• 	 Be discreet and avoid attracting attention. 

• 	 Be calm~ avoid excitement. and portray a take~charge
attitude. 

• 	 Remove as many distractions or upsetting influences 
from the scene as p05sible--this includes bystanders 
and disruptive friends or family members. 

• 	 Gather as much information as possible from helpful 
witnesses, family members. and friends. 

By 	 first getting the situation under control 1 the officer will be in 

a position to interact with the person and effect a disposition with a 

minimum of distractions. 

When first approaching the person. the officer Should be 

aware of the potential for violence. Though involvement with a men· 

tally ill person is not usually dangerous and the likelihood of 

violence is no greater than with anyone else. the officer must remain 

aware of the potential. Accordingly, the officer shou1d pOSition 

himself in relation to the person so that the possibility of being 

struck or hit by flying objects is minimized. He should not rush or 

attempt to overpower the person unless someone's safety is being 

threatened. If the person is acting dangerously, but not directly 

threatening any other person or himself~ the person should be given 

time to calm down~ Time is the officer's ally. Violent outbursts are 

usually of short 
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duration~ It is better that the officer spend 15 or 20 minutes waiting 

and talking than to spend 5 minutes struggling to subdue the person. 

Communication, rather than intimidation or force. is the most effec­

tive tool. 

While, or i~~ediately after positioning himself~ the officer 

should begin the process of interaction. Reliance on the technique of 

firm ~~~~~ is recommended~ Though seemingly a paradox) this tech~ 

n1Que is quite effective. The person should be treated gently and with 

care. Firmness consists of assuming a take-charge and insistent atti­

tude, but without intimidation. 

The next step should be for the officer to introduce himself 

and the reason for his presence. For example, the officer should tell 

the person that he is there to determine what the problem is and how it 

can be solved without harming or inconveniencing anyone. It is essen­

tial tnat a tone of he1ping be established if the officer is to hand1e 

the situation effectively. Taking a tou9h guy or adversarial approach 

will only exacerbate the situation, as will threatening or abusing, 

either physically or verbally. Tough methods will usually frighten the 

person and CaUse him or her to react in a defensive and possibly 

violent manner~ Himmelsbach (in Goldstein 1979:70-71) makes a useful 

analogy between a mentally ill person and a frightened animal in need 

of help. nyou would not attempt to rush in and grab the animal while 

yelling and screaming at it. Instead j you would make slow cautious 
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eas1ly approaching it." 

Once initial communication has been estab11shed~ the officer 

should build on this helping and non-threatening foundation. If the 

person is in an open public space or other area where attent10n is 

easily attracted. the officer should try and relocate both the person 

and himself to an area more conducive to calm conversation. Avoiding 

excitement and attention will often help the person to relax and will 

ease the process of determining a disposition. If the person is 

reluctant to move elsewhere. the officer should not rush him. Rather. 

the officer should talk about the idea some more and remember that 

giving the person a little time can often allow him to change his mind. 

If the officer does approach the person~ he or she should remember to 

maintain a comfortable personal space. As with aggressive or 

threatening tactics, crowding the individual IS personal space may cause 

fright and provoke a defensive reaction. Also, the offfcer should be 

aWare that the trappings of his uniform--gun, handcuffs. and 

nightstick--may frighten the persona The officer should explain that 

they are necessary to his job and are not intended to hurt the person. 

Indeed. explaining how these instruments will keep away the person's 

enemies may neutralize their otherwise intimidating nature. 

The subject should not be cross-examined with a flurry of 

c'ose~ended Questions (i .. e., "yes" and "no" Questions). instead; the 

person shou1d be asked questions that allow him to explain the problems 
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that are bothering him. For example, it is hetter to ask: nWhat types 

of fears do you have?tI and "~Jhat is causing those fears?" rather than; 

"00 you have any fearS?" A sincere and open-ended approach will often 

help the person to relax and provide specific information that will 

assist the officer in reaching a disposition. 

\>then the person talks about specific problems or complaints 

that Concern him. the officer should listen attentively but avoid 

commenting on them. Instead~ he should concentrate on identifying the 

person's underlying problem. For example~ the person may claim that 

the waitress serving him is poisoning his food and that the vendor 

outside is waiting to kill him. The officer should not dispute these 

complaints but should offer a comment such as: "You believe that other 

people are trying to kill you .. " This approach avoids debates and 

arguments about the possibility of these events and shows the person 

that the officer understands the problem he is experiencing. Disputing 

the person's claims is fruitless. Often, these complaints are a result 

of delusions or hallucinations, although to the mentally ill person the 

problem 1s real. Thus t any attempts to invalidate or offer advice will 

not benefit the officer in attempting to reach a disposition. By 

conveying to the person his impression of the person1s feelings, the 

officer does not agree or disagree with any statements but only 

legitimizes the person 1 s feelings. This "is the best approach to 

communicating with the mentally ill. 
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Occasionally, an exception to this approach may be warranted, 

but the exception should only involve situations in which the mentally 

ill person is the comp1ainant~ For example. the chronic caner who 

complains about death rays from another planet may best be handled by 

pretending to make an interplanetary communication over the cruiser 

radio. Generally speaking though. it is best to avoid specific 

statements and focus on general problems. 

The thrust of the discussion above can be summarized into 

seyen basic guidelines* If these are adhered to, the likelihood of 

successful interaction between the individual and the officer will he 

great1y enhanced. And if communication is poss1ble~ the chances of 

inappropriate action can be reduced. Thus, the officer should always 

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

• 	 Avoid excitement, confusion, or upsetting
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 includes abstaining from 
using words such as !!psychou or !!nut house.!! 

• 	 Do not abuse, be1ittle~ or threaten. Such actions 
may cause the person to become alarmed and dis­
trustful. A firm~ all-business approach is best. 

• 	 Do not lie or deceive the person. This can also 
cause the person to be distrustful. It may al so 
1 imit any chances for successful treatment and 
make any fUture management of the person by offi ­
cers more difficult. 
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• 	 00 not Tush the person or crowd his personal 
space. Any attempt to force an issue may quickly 
backfire in the form of violence. 

o 	 Do not let the person upset you or trick you 
into an argument. Ignore any attacks on your 
character~ physical appearance, or profession 
as these will undermine your ability to communi­
cate and will also provide the person with 
ammunition for future attacks. 

• 	 Remember the principle of firm gentleness. With 
a take-charge attitude and an insistence on your 
orders being followed, gently indicate that yOur 
only intention is to help the person. 

o 	 Remain professiona1 in your contacts. You can 
empathize and lend an ear without becoming too 
familiar with the person. (See Matthews and Roland 
1979,8-11 and Himmelsbach. in Goldstein 1979:72-73.) 

The guidelines above embody one common element; communica­

tioo. Communication allows the officer to gain valuable information 

regarding the problem~ It also enables tlte officer and the subject to 

understand each other and, in turn, reduces the tension that aCcom­

panies these encounters. If there is any "key" to working with men­

tally disordered persons. it is being able to listen to their com­

plaints and their frequent tirades without becoming defensive and 

threatened* Allowing the subject to get his message across to another 

person who then says, 111 understand", 15 the vehicle that allows the 

mentally disturbed person to be helped (Himmelsbach. in Goldstein 

1979:73). 

In addition to providing general guidelines~ written pro­

cedures should include specific ways for handling situations officers 

are likely to encounter. Himmelsbach has identified six situations 
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that are most often encountered by pol ice and the best way for 

addressing them* The following situations have been excerpted from his 

work in Goldstein (1979:73-77). 

IJ 	 Subject is Com Ulsive Talker - Persons engaged in 
compulsive tal king produce a stream of sometimes 
meaningless chatter at a rapid, almost non-stop rate~ 
These are understandable communications, but bear little 
or no relation to the problem at hand. This behavior 
indicates high levels of anxiety. If your requests to 
slow down are not effective, you can interrupt the 
compulsive speech pattern by asking the individual 
specific concrete questions~ For example, ask his birth 
date or address; ask hlm to give the full name of his 
children or his parents; or ask him where he works or goes 
to school. 'four goal is to interrupt the speech in order 
to brenk its pattern and bring it somewhat under 
control. 

• 	 DelUsional Statements - Delusions are unique ways of 
viewing the world, and delusional statements frequently 
come into conflict with the views of others* There are 
three possible responses to delusions: 

--agree with them 

~-di spute them 

~~defer the issue. 


If you agree with the mentally disturbed personis delus10n~ 
you put yoursel f in a position of being ineffective in your 
attempts to provide the person wfth hel p. The il1dividual 
could legitimately ask. lTl~hy do you want me to go to the 
hospital, since you agree that what I say is true?" Such 
agreement can also have the effect of increasing the 
subject's upset state, Since the delusion is only a means for 
him to reduce his anxiety. To have others begin to believe 
in "his world" may be more frightening than helpful. 

The next option, disputing the delusions, is equally
ineffective. Adirect confrontation with the subject over 
his disordered thinking may well result in his withdraWing
from the person making the attack. He will become 
inaccessible~ or arguments may ensue. This might result in 
the individualls acting out aggressive1y due to the threat he 
ex peri enc es. 
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This leaves the third aption. deferring the issue. In this 
response, you do not agree with or dispute the personls 
statement; rather, you acknowledge the person's view of the 
world J indicate that it is not your own. and fonow with a 
statement of how you understand the personls feelings. An 
example of this type of response would be: 

Subject: 	 There are many people Who want me dead. 

There is an organization on T.V. which 

had my name on T.V. 


Officer: 	 I can see you're worried about someone 

harming you. 1 don't Know of anyone who 

wants to hurt you, but 1 really would like 

to assist you in any way I can to help 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. 

• 	 Sub ect exhibits aranold tendencies - Paranoia often 
lnVD ves very severe e us,ons~ ou must be very sensitive 
(both verbally and physically) when you respond to such 
individuals. Paranoid persons are marked by their extreme 
suspiciousness and tension. They can appear to be very 
frightening to others. 

You must be acutely aware of any indications that the para­
noid person fs 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 in control of the 
situation. You should neither pick up on any verbal 
challenge. nor agree that you ~now anything more about the 
subject than he tells you. Many paranoid people may say
things like, nyou know What has been happening to me." Or~ 
"You1re a police officer~ you have those secret records on 
me. n You 	 must not confirm that you have any special
knowl edge about the person~ 

When youtre moving into or around a room in which a paranoid 
person is 	present. it is good practice to announce your 
actions before initiating them. Telling the subject that 
you are moving across the room to sit in a chair reduces the 
probability that he will think yOu are about to attack him. 
This telegraphing of your actions assumes that your goal is 
not to subdue the individual physically. Except in 
situations in which the person must be physically detained. 
avoid any 	 physical contact with the person. 
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• 	 Subject is conscious but non-responsive - This happens in 
c:ases 10 WhlCh the person may be catatonic or severely 
depressed. You should never assume that hecause a person is 
not responding to your statement, he is not hearing what you 
say. 10 these situations, there is the temptation to be91n 
acting and taHtng as if the subject were not present. This 
is a mistake. Mental illness does not render a person deaf. 
Therefore. you should make every effort to obtain a response 
from the indivi<lual. This can be done by quietly asking 
questions and being sensitive to any types of reply~ such as 
a head nod. 

If 	this is not successful t you should attempt to understand 
the person's thoughts or feelings and communicate that 
understanding to him. These Hguesses" {;an he based on the 
information which you acquire at the scene. as well as on 
the body pasture and emotion the individual may be 
displaying. By making this effort, you communicate to the 
subject that you wish to understand his situation. ThE 
subject may then feel 1I:ss threatened about discussing his 
difficulties with you. 

• 	 Subject is hallucinatory - Hallucinations are very 
frightening for the person Who is experiencing them. 
Difficulties emerge when the person is actively 
ha11 ucinating in the presence of the officer. The first 
response you must give is to validate the hallucinatory 
experience for the individual, but. at the same time, 
indicate that the hallucination does not (objectively) 
exist. If an individual is seeing or hearing things, you 
must indicate that you understand that those experiences are 
real and frightening for the subject~ but that they do not 
exist in reality. Second, you must finnly and 
empathetical1y indicate that those sensations are due to the 
e~tremE emotional stress that the person is experiencing J 

and that once the stress ;s lessened 7 the halluclnations 
will disappear. You may have to repeat this reassuring 
message many times before the individual can hegin to 
res pond to it .. 

• 	 Subject is psychotic and aggressive - This is probably the 
most troublesome situation for any police officer to respond 
to effectively~ If the subject is in the act of attacking 
you or another indfvfdual, there is no question that you 
should respond with your police contfol skills. However. in 
many instances. the subject will not be acting out f but will 
be threatening someone. He may be waving his fists. or a 
knife, or yelling. If the situation is secure, and if no 
one can he accidentally harmed by the individual, you should 
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adopt a non-threatening. non-confrontative stance with 
the subject. You may point out that you do not like to get 
injured or beaten up, that there is no need for the 
individual to threaten you because you are going to "'11sten ll 
to him. that getting into a pitched battle with you may 
cause more problems than it will solve. 

You should then begin talking to the subject as outlined 
earlier. allowing the individual to vent some of his 
hastility~ You can also indicate this low-threat)
low-offensive sty1e by sitting down. removing your hat, or 
otherwise trying to put the person at ease~ Sit a 
comfortable distance from the subject, mOve the chair 50 
that its bac k faces the subj eet, and straddl e it. Tn i 5 

permits you to use it as a protective block if the person 
suddenly charges you t It's essential that you appear
relaxed and non-threatening, but you must also be on your 
guard. 

6~ Physical Force 

In situations in which physical restraint Dr force is needed 1 

the officer should not hesitate to take the necessary action. As noted 

above, however! excessiyely emotional or eyen violent outbursts by the 

mentally ill are often of short dUration. It is better to let the out­

burst diSSipate rather than wrestle with a person who is under extreme 

emotional stress. Bizarre behavior alone is not reason for physical 

force. 

Only when the person is 50 dangerous or violent that himse1f 

or another is likely to be harmed should force be used. J1s in all 

situations, using the least amount of force necessary to accomplish the 

task is the prescribed method for stopping the outburst. Stories about 

the menta1ly ill having super-human strength may sometimes be over1y 



-170­

dramatized~ but in most cases, they are not far from the truth. 

Increased adrenalin and an insensitivity to pain often create a situa­

tion in which at least two officers are needed to restrain the person. 

The presence of several officers might also alleviate the need for 

physical restraint. Quite often, a show of force will allow the person 

a face-saving way out of physical restraint. 

If, tmwevert the officers do have to restrain the person it 

shou1d be accompl ished quickly. The officers should first attempt to 

maneuver the person into a spot where he can be overpowered with the 

least f'isk of injury to anyone. They should be wary of any objects the 

person could use as weapons. The person should be restrained by 

grabbing him by the arms and wrapping him in a blanket, sheet, or coat. 

If these methods do not work, only then should handcuffs be used. 

Insensitivity to pain can cause the person to cut or bruise his wrists 

or to fall and injure himself~ Handcuffs, if used, should be double 

locked to lessen the chance of wrist injuries. 

Several types of gadgets or devices are designed to immobi­

lize or fncapacftate enraged persons. Some of these are quite elabo~ 

rate and produce electrical charges, spray water or mace l or hurl 

missil es or beanbags at the person. Others are much simpler and 

include nets, long poles, and lassos. These instruments can serve a 

useful purpose in extreme situations and have probably prevented injury 

Or death on occasion. However, they should be reserved for only the 

most extreme encounters. Hhat works best and what is most beneficial 
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to 	the well being of the disturbed person and the image of the 

department is patience and communication, neither of which these 

devices encourage. 

B. 	 THE DISPOSITION PROCESS 

The officer should constantly evaluate the behavior of men­

tally disordered persons, their background~ their support network 

within the community, their possible involvement in a crime. and the 

seriousness of the crime) refraining from making a disposition until as 

much information as possible can be gathered through the preliminary 

investigation. If the law enforcement agency has developed a 

relationship with a local mental health agency whereby joint efforts 

are used to determine a disposition, the Officer's job can be 

considerably easier. If such a relationship does not exist, the 

officer on-scene~ perhaps under the direction of a supervisor. wi11 

have full responsibility for reaching the appropriate initial 

disposition. 

An officer1s disposition for any situation involving the 

mentally disabled will depend on two factors: 

• 	 the nature of the situation~ and 

• 	 the behavioral aberration of the individual 

involved in the situation* 


Within these two factors, the officer must choose among six possible 

dispositions. 

1} 	 counsel, release~ and refer the individual 

to a mental health center; 
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2) counsel, release to famfly, friends. or some 
other support network. and refer; 

3) consult with a mental health professional; 

4) obtaln the person's agreement to seek voluntary 
examination; 

51 detain for involuntary examination; and 

6) .rrest. 

As with situations involving persons who are not mentally ill J the 

officer must exercise his or her discretion in accordance with local 

statutes and departmental policy. These should be identified and 

included in the department's procedural directives. 

1. Counsel, Release and Refer 

If the incident is of a minor nature, the person's mental 

disorder does not appear incapacitating, and the person does not meet 

the legal definition of dangerousness, "counsel, release, and refer" is 

usually an appropriate response. The officer should explain to the 

person why he or she attracted the attention of the Taw enforcement 

agency, whether the attention WaS warranted, and ways in which the 

problem can be avoided in the future. For example, the officer can 

te1l the person that his conversation with the alien upsets people and 

cauSes them to call the police to investigate+ Though no violation has 

been committed (except perhaps loitering) other people do not 
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understand why the person talks to aliens and the person should try to 

keep his conversations low-key. 

Before releasing the individual. the officer should be 

reasonably certain the situation wi11 not recur and that the person can 

be left on his or her own. If the person is extremely excited, he or 

she should not he released. If circullIstances permit I the officer may 

want to transport the person away from the scene if the person agrees. 

Before releasing the person~ the officer should also refer the person 

to an appropriate social or mental health agency. The officer should 

tell the person that he will be giving the referral agency the person1s 

name, phone number, and address, and that a contact by the agency 

should be expected within a day or two (if an arrangement such as this 

exists with the mental health agency). 

2. Counsel. Release __:to Family, and Refer 

If the incident is minor and the person is not severely dis~ 

ordered, but releasing the person on his Or her own would be unsafe. 

the officer should release the person to family) friends, or a support 

network, such as a group home. This action is also appropriate if the 

incident that required police attention is likely to recur if the 

person is left on his or her own. The officer should recount the inci­

dent to the caretaker, make an appropriate referral and. in turn. con­

tact the referral agency. Releasing the person to a caretaker may 

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

the scene or a half-way point for pick up~ 

3. Consult with a Mental Health Professional 

Being able to consult a mental health professiona1 in deter­

mining a disposition will make the officer's job much easier through 

the sharing of responsfbil ity and the insigM gained through such 

interactions~ Consultation with a mental health professional is often 

necessary when dealing with the mentally ill, particularly while 

officers become familiar with managing this population~ Because many 

encounters with the mentally ill fall into the vast gray areas between 

release and refer and arrest or involuntary examination, professional 

assistance is needed. This assistance can ta):e one of three 

forms: 

• telephone consultation 

• on-scene consultation 

G consultation at a central location. 


ConSUltation will enable the officer to receive advice on a disposi­

tion and may even result in a disposition~ For example, the mental 

hea1th professional has the expertise and resources to relieve the 

officer of his responsibility for reaching a final disposition while 

usually guaranteeing that the incident will not immediately recur once 

the officer leaves the scene. It must be stressed, however, that 

simply dropping off a person at the local mental health center. 
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hospital, or other central location does not qualify as consultation 

nor as a final disposition9 

4. Voluntary Examination 

In situations in which the person is mentally ill to a degree 

that the officer believes the person is incapahle of caring for hirn~ 

self and has no one who can provide that care, voluntary examination is 

an appropriate disposition* The officer should make every attempt to 

convince the person that an examination is in his or her best interest. 

A voluntary examination can be effected even when the person does not 

meet the criteria for involuntary examination but is seriously mentally 

ill. Moreover, even if the criteria for involuntary examination do 

exist, the officer should still try to convince the person of the 

benefit of a voluntary rath~r than an involuntary examination. 

Some persons realize their illness and understand the need 

for an examination* If they do not, the use of coercion can often work 

to the officer's advantage. This does not include deception or intimi­

dation but the presentation of the facts of the matter. For example, 

the officer can offer arrest as an alternative to a voluntary examina­

tion if the person has violated the law. Also, refusal of a voluntary 

examination could quickly result in an involuntary examination brought 

on by a distraught family member or neighbor. The officer can also 

explain to the person that a voluntary examination is not an admission 

of mental illness and does not necessarily result in hospitalization. 
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By keeping it vvluntary. the person maintains more control over the 

final outcome than if it is involuntary. 

5. Involuntary Examination 

An involuntary examination is appropriate when the person is 

suffering from a serious mental illness, is dangerous to self Of 

othe:rs. is unable to care for his or her basic physical needs, or is so 

impa1 fed that he Of she does not understand the need for treatment. 

This is merely a general categorizatton; specific crHeria must be 

determined from state law. It is imperative that officers know the 

criteria for involuntary e~aminat;on and are given sufficient guidance 

in interpreting their authority. The statutory requirements for 

involuntary E!:xaminations are analagous to probable cause for arrest 

without a warrant and as such the procedure should not be initiated if 

the re~uirements are not presents Though an involuntary examination is 

not the same as involuntary hospitalization or commitment. it is the 

first step in those processes and holds serious conse~uences for the 

mentally ill person. The depar'bnent should be certain that all offi­

cers are aware of the rights of the detained mentally ill and that 

officers advise the person of those rights. 

This disposition is certainly an appropriate one in many 

cases~ The law enforcement agencys however? should take all precau .. 

t10ns to guard against the 1iberal application of the criteria~ The 

argument has been made that when in doubt the officer should seek 
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involuntary hospitalization. The logic accompanying this argument is 

that mental healtb professionals will weed out anyone wno does not need 

hospitalization. To some degree, this is true. Yet, the possible 

stigmatization and mistreatment of the individual and the potential 

waste of agency and mental health resources are only two af the reaSons 

why tbis argument must be tempered by careful assessment of the 

situation. 

Before proceeding to the intake facility. the officer should 

(;ontact the fae;l ity, if circumstances permit. so it (;an prepare for 

the arrival af the off1cer and subject. In this way~ too. the faeil ity 

can alert the officer if it has no one on duty who can examine the 

person or if it has no more beds available t and an alternative 

disposition can be discussed. 

Arrest is always approp~iate when a felony has been com­

mitted. Arrest is also appropriate in cases in which the officer would 

normally make an arrest if the person were not mentally ill, and if the 

current Signs of mental illness are minor or not related to the viola­

tion. Arrest may be appropriate, too, if there was a minor violation 

of a statute yet I) the officer is not comfortable about releasing the 

person on his or her own; 2) the officer cannot locate a caretaker, 3) 

the person will not agree to a v01untary examination; and 4} the person 

does not meet the criteria for an involuntary examination~ As a last 

resort I arrest for a minor infraction is appropriate if the arrest wil 1 
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provide the person with basic physfcal needs that would not otherwise 

be fulfilled. This 1s on1y appropriate if a violation has occurred and 

is inappropriate if the person is mentally 111 but has not committed a 

violation .. 

It should also be noted that arrest is sometimes recommended 

by mental health professiona1s when it would be beneficial to the 

subject's treatment plana In others words, making the suhject more 

accountable for his actions can be accomplished through arrest and 

confinement. However. this action requires careful monitoring by a 

mental hea1 th professional and should not be attempted without such 

guidance. On the other hand, arrest should not be effected merely to 

take a "problem" client off the hands of the mental health 

professionals. 

When arresting the person~ the officer should advise the person 

of his or her rights. In addition t before the officer proceeds to 

frisk the subject. he should make his intentions known. 

The officer should also adv1se custodial personnel at the 

jailor detention center of any indications of mental disorder regard­

less of whether they are still evident. Mental health profeSSionals 

should then be notified. The officer should also record these s1gns 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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All reports concerning an officer's interact10n with the 

mentally disordered person shou1d be forwarded to the agency's designee 

for 1;a1soo 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.. First, from a law enforcement 

perspective to ascertain whether policy and procedure were adhered to 

and whether the disposition effected was appropriate. Second, from a 

mental health perspective in that an individual having several contacts 

with the police within a short time period should be called to the 

attention of a mental health agency as possibly being in need of treat­

ment or care. Third~ the individual should examine the reports from a 

liaison perspective. This inv01ves review of the manner in which the 

officer and mental health professiona1s interacted. As above. the pur­

pose is to identify problem areas so they can be corrected. The 

liaison person should maintain a copy of the reports for the agency's 

mental health files and. as appropriate. forward a copy to the mental 

health .gency. 
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UNDERSTANDING MENTAL DISABILITIES 

Police encounters with the mentally disabled can take many 

forms and can occur in a variety of settings. Handling these indi­

viduals is often a difficult task due to the nature of their dis­

ability, Working with mental health agencies is often a frustrating 

and possiblY intimidating experience for the uninitiated. ClearlY7 

these factors often cause officers to avoid calls involving 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 individual officers are in a better position to improve the 

management of this population. 

This appendix provides information that can be used in train­

ing classes that prepare officers to manage encounters witb persons who 

are suspcted of being or are known to be mentally ill or menta11y 

retarded. 'The intent of this appendix is not to provide law enforce­

ment officers with diagnostic skills, but rather to help them identify 

indicators of mental illness and mental retardation and to provide a 

basis for understandin9 those disabilities. 

A. MENTAL ILLNESS 

Mental illness is in most cases a temporary disorder during 

which an individual has difficulty coping with life's stresses and 
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problems. The disorders can fluctuate in seriousness. can usually be 

reversed or alleviated. and can strike a person at any time~ The 

etiology, or causes~ of mental illnesses are often unknown, and differ­

ent persons suffering from the same mental illness can often show 

different symptoms and be affected in different ways, 

Perhaps the best way to describe mental illnesses is to focus 

on thefr erratic and confusing nature. In fact, many individuals and 

organizations believe the tenn mental illness is misleading in that 1t 

implies a similarity to phYSical illness and the correspondent roles af 

patient and physician. (See Shah 1976. Hoff 1984. and Americ.n 

PSl"'hi.tric Assod.tion 1960.) SldSI (1984: !x) in his book. The Myth 

of Mental Il1ness§ states the following: 

Stricly speaking, then~ disease or illness can 

affect only the body_ Hence there can be no 

such thing as mental illness. The term "mental 

illness~ is a metaphor. 


Whereas physical i11nesses are characterized by specific 

symptoms that follow a c1early defined progression, specific causes 

that can be identified, and a reasonably certain outcome, the identifi ­

cation and treatment of mental illness s in comparison, are charac­

terized by uncertainty and ambigufty. In any particu1ar mental 111­

ness, there can exist any nwnber of varying symptoms, So that persons 

suffering from the same mental illness can exhibit different symptoms 

and persons suffering from different illnesses can exhibit the same 

symptoms. Also, the symptoms do not progress in a c1early def1ned 
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manner. nor is their presence constant. For example. a person may be 

irrational. violent, and suffering from hallucinations) but within an 

hour may appear totally unaffected .. 

As with symptoms. the Causes of mental illness are not specific 

and uniform. The general causes may include the person's environment, 

such as family and upbringing, and adaptability to stress, or the ill­

ness may be the result of a chemical imbalance within the person. 

Because the causes and sj111ptoms of mental 11lness are rarely specific 

and not easily identified~ the outcome of the disorder is often uncer­

tain. Though., as noted, mental illness is in most cases a temporary 

condition, there is no time limit to the definition of temporary. The 

disorder may last for a few days or it may last for years. Also. the 

disorder may be of a recurring nature fn that the person may be quite 

well for months at a time and then the disorder emerges again~ 

Mental illness may be understood best by viewing it in the 

context of mental health. In dealing with the 5tresses~ and uncer­

tainties of life, each person develops mechanisms that enable him or 

her to function effectively despite those distractions. The pressures 

caused by these distractions are released through a variety of 

behaviors or are rechanneled so that they are used in a positive 

manner. At times, the pressures may impair one's ability to fulfill 

his or her responsibilities and to fUnction in an ineffective manner. 

This condition is usually dealt with quickly by the person so that 

effectiveness is soon restored~ It is when the person's mechanisms for 
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dealing with these pressures fail that one begins to experience a 

disorder 1n functioning. The person's perception of rea11ty becomes 

distorted and his or her ability to understand, accept, and deal with 

reality is impaired. The ability to tolerate these pressures differs 

with each person so that identical pressures may cause one person to 

experience a dfsorder while another person remafns unaffected. Also. 

the types and levels of disorders are such that the person's grasp of 

reality may be only slightly impaired or it may be extremely 

impaired. 

BasicallY. there are two broad categories of mental 

illnesses: neuroses and psychoses. 

1. Neuroses 

A neurosis is a mental disorder that is caused by an event or 

thought so painful that it permanently scars the person's personality 

and acts as a hidden cause of the disorder. In an attempt to alleviate 

the pain of the event or thought, the person develops a defense 

mechanism that could be considered extreme or overreactive. When an 

event similar to the original one occurs. the person employs this 

defense mechanism. Though it helps the person deal with the anxiety of 

the event, the defense mechanism, because it is extreme, also causes 

the person to behave in a manner that others consider odd. Therapy, 

which usually does not include hospitalization, is quite effective in 

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

distortion of reality nor severe personality disorganization. Although 

normal functioning is ;mpaired~ 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. 

• 	 Anxiety neurosis - This is characterized by chronic and diffuse 

anxiety not restricted to particular objects or situations. During 

stressful situations, the person displays a level of anxiety that ;s 

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. 

e 	 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 

closed or narrow spaces, etc). 

e 	 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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Transltlon from one personality to another is sudden and associated 

with pyscha-social stress. ~nes;a caused by neurosis is not the 

same as amnesia due to an organic cause. Nonetheless~ the essential 

feature is an 1nabll ity to retall important personal information .. 

The 	 amnesia begins SUddenly and usually follows a threat of physical 

injury or severe stress. Fugue is characterized by sudden, 

unexpected~ though purposeful. travel away from home or customary 

work locale with the assumption of a new identity and an inability 

to 	recall onels previous identity. [American Psychological 

Association 19BO: 9-11.) 

• 	 Depressive neurosis - The person suffering from this experiences 

chronic sadness or apathy that is not justified by the circum­

stances. Usual activities and pastimes no longer are of interest or 

pleasurable to the person. Depressive neurosis is quite 1ike a 

major or psychotic depressive episode (see pp. 6-10 and a-II) with 

the exception that it lads the severity, duration. de1usions. and 

hallucinations that accompany the latter. 

• 	 O~sessive-compulsive neurosis - An obsession is a constant and 

repeated set of unwelcome thoughts, 1deas, images, or impulses that 

are experienced as senseless, inconvenient, or repugnant. for 

example~ a person who is obsessed with sexual behavior may believe 

that every individual encountered is attempting to seduce him or 

her. Compulsions are repetitive and seeClingly purposeful acts that 
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ware performed according to certain rules. The act is not pieasure 

able although it may serve to relieve tension. For example, washing 

onels hand after every handshake is compulsive behavior. 

• 	 Conversion neurosis - This type of neurosis involves an 

involuntary loss or alteration of physical functioning that suggests 

a physical disorder but is actually an expression of a psychological 

conflict or need.. The symptom usua11y develops in a setting of 

extreme stress, appears suddenly, and is usually of short duration. 

Examples include blindness, paralysis, seizures, and vomiting~ 

Although neuroses may appear quite serious and frightening. 

they are considered serious mental i11nesses only in extreme cases or 

when compounded by other mental disorders. This is true from both a 

mental health and legal perspective~ Rarely will an officer encounter 

a person suffering from a neurosis who is in need of hospitalization5 

There are occasions though, when an emergency examination is necessary 

because the person is so overcome by anxiety that he meets the legal 

criteria for an emergency evaluation. In most situations involving 

persons suffering from a neurosis) the application of criteria 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 emotional disorder in which the 

affected person suffers a significant loss of contact with reality. 
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PSJCnotic behav10r has also been classified as socially deviant because 

interpersonal behavior and social propriety do not meet minimum levels 

of acceptance6 Illogical thought processes, incoherent speech, social 

withdrawal. neglect of familial and occupational obligations, and 

hallucinations or delusions cause the person to be labeled deviant and, 

in turn, causes others to request police assistance. A third 

characterhtic of a psychosis is that the behavior of the person 

appears to be beyond h15 or her control. From a law enforcement 

perspective, this characteristic is perhaps the most important of the 

three* 

The first two tharacteristics--loss of contact with reality and 

deviance--are usually quite obvious and require wariness on the pa.rt of 

the officer when dealing with the person~ A psychotic person may mani­

fest an almost infinite combination of the above-mentioned deviant-type 

behaviors. These behaviors often prevent the person from maintaining a 

harmonious existence with his environment either because the person is 

perceived as being, or is actuallY) dangerous to himself or others is 

unable to care for himself or is incapable of funct10ning within the 

1 imited tolerated by society. His behavior constitutes a nuisance, a 

burden. or a danger. Because psychotic behavior usually tenders the 

person socially incapacitated, the public feels threatened by the 

person's bena vior ~ 
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Officers must handle psychotic persons carefully. A show of 

force or intimidation Or actions intended to "teach this person a 

lesson" or to "straighten him out1l will not prove useful and will often 

exacerbate the situation that originally led to the police being 

called. 

Psychotic behavior, thou9h~ is usually not a permanent s1tua­

tion~ An individual may suffer a psychotic episode for daY5~ weeks. or 

even months at a time, but the episode will eventually end. It fs also 

possible that one may suffer from one isolated episode and never 

experience another episode. Acute pyschot1c episodes are behavioral 

reactions to extreme and often identifiable situational stress. The 

episodes usually have a rapid onset and constitute a marked departure 

from the personls previous functioning. The episodes may inclUde 

intense anxiety. extreme mood fluctuation. cognitive confusion. dis­

orientation, incoherent speech. withdrawal. or hallucinations and dis­

orientation. Other persons suffer from long-term psychotic disorders 

that affect their personalities and lifestyles. 

Though persons suffer minor psychotic symptoms t they function 

reasonably well most of the time~ They may be referred to as weird 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 psychotic episodes of short 

duration. The length of the psychotic cycles varies with each person~ 
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Psychotic episodes may be months or years apart, or they may be so 

frequent as to require cont1nuous care by mental health professionals. 

Psychotropic drugs are used to assist the person to come out of an 

episode and to prevent future episodes. Quite often the dfscon­

tinuation of these medications causes the onset of episodes~ 

Psychoses are divided into two major types, organiC and 

funct1onal, 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 

these types of disorders include senility, delirium, intoxication. 

withdrawal, dementia, or substance abuse, especially PCPw 

Functional psychoses 7 on the other hand. are disorders in 

which the brain appears to be normal. but the person experiences a 

major impatrment nonetheless. Functional psychoses can he grouped into 

three general categories of disorders: affective, schizophrenic. and 

paranoid .. 

Affective (manic~depressive) disorders are characterized by a 

disturbance in mood--either elation or depression--that does not appear 

to be caused by an external event. Amanic episode is one in which the 

person is in an elevated, expansive. or irritable mood. These moods 

are characterized by hyperactivity, talkativeness~ inf1ated self­

esteem, decreased need for sleep, distractibility, Or excessive 
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involvement in activities having a high potential for painful conse­

quencss that are not recognized (e.g., buying sprees, foolish invest­

ments, sexual indiscretion}~ A depressive episode involves a loss of 

interest or pleasure in usual activities and pastimes. This distur­

bance is prominent and persistent and is also associated with physical 

symptoms_ such as sleeplessness, loss of appetite, change in weights 

and motor retardation. Hallucinations or delusions may be present and 

will be consistent with the mood~ (American Psychological Association 

1980: 153-59) 

Schizophrenia is the most common of the fUnctional psychoses. 

It can be viewed as a deterioration in onels personality so that feel­

ings. thoughts, and behavior are not coherent~ Schizophrenia also 

involves a deterioration from a previous level of functioning in areas 

such as work, self-care, and social interactfon~ This deterioration is 

often accompanied by nallucinations. rapid shift of subject areas while 

speaking, incoherence, moods inappropriate to the situation, confusion 

about one's 1dentity, ambivalence, withdrawal. and unusual posturing. 

8ehavior is often bizarre. meaningless. and inappropriate~ Personal 

hygiene and nutritiona1 needs may be ignored. P,dd1tionally, the person 

may suffer delusions of grandeur or persecution a 

Paranoid psychosis ;s characterized by delusions of persecu­

tion or jealousy focused on a single theme or a series of connected 

themes. For example, the person may believe others are conspiring 

against him and as such are trying to cheat, spy on, fol1ow. harass ~ 

drug I or poison him. The person is often resentful, angry. and 
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suspicious of others. The true paranoid is different from the schizo~ 

phrenic in that daily functioning is not impaired and intellectual or 

occupational functioniny remains intact while social functioning is 

impaired. The person behaves quite normally except in areas relevant 

to the delusion. 

8. MENTAL RETARDATION 

Mental retardation. like mental illness. is a complex 

phenomenon caused by diverse etiological factors that may be biologi­

cal, environmental. or a combination of bQth~ Of the 300 possible 

causes, only about 25 percent involve known biological abnormalities, 

such as chromosomal and metabolfc disorders. The remaining causes are 

not associated with known biological abnormalities and as such there is 

uncertainty as to the underlying cause. (American Psycological Associ­

ation 19BO: 36~3a.)" Some of the biological causes are associated with 

prenatal factors of the mother such as infection, excessive drinking, 

or malnutrition. Injury to the brain of the child dur1ng birth or 

during the development period is another b101ogica1 cause. Environ­

mental factors, such as deprivation of social, linguistic, or intel­

1ectual stimulation. are usually identified as causes when known 

biological causes are not present. 

Mental retardation, unlike mental illness, is permanent. 

although a lessening of the degree of retardation is possible. 

Retardation is diagnosed when the fo11owing three criteria are 

met: 
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• 	 significant subaverage general intellectual 

functionlng; 


• 	 resulting in, or associated with, deficits or 
impairments in adaptive behavior; 

e 	 with onset before the age of 18. 

General intellectua1 functioning is defined as an intelli ­

gence quotient (IQ) which is obtained by assessment with one or more 

individually administered intelligence tests. Significantly subaverage 

inte1lectual functioning is defined as an 1Q below 70. plus or minus 

five points. on an intelligence test. 

Adaptive behavior refers to the effectiveness with which an 

individual meets the standards of personal independence and social 

responsibility expected of his or her age and cultural group. Scales 

have been designed to measure adaptive behavior but none 1S considered 

scientifically valid or reliable. Thus~ the measure~ent of this 

criterion is dependent on clinical judgment* Adaptive behavior 

inclUdes basic social skills, such as personal interaction, proper 

dress, appropriate manners, and the development of values and jdeals~ 

Adaptive behavior also involves a recognition of the consequences of 

one's behavior and the ability to generalize from one situation to 

another. 

When the above clinical conditions emerge before age 1B, the 

person is considered mentallY retarded. If the conditions develops 

after age 18. the diagnosis is a dementia, a type of organic psychosis. 
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For a diagnosis of retardation, all three criteria must be met. For 

example. an individual who has an IQ near but below 70, but whose 

adaptive behavior is appropriate to his or her age~ would not be 

diagnosed as retarded. 

Within the general category of mental retardation, there 

exist four levels which are reflective of intellectual develolJllent and 

adaptive behaviors: mild, moderate, severe, and profound. 

M1 lei mental retardation is by far the most common level t 

occuring in about 80 percent of retarded individuals. Generally, these 

individuals possess an IQ between 52 and 69. Such individuals can 

develop social and communication skills during the pre-school period 

and have minimal sensorimotor impairment. Often. as children. these 

individuals are not distinguishable from normal children until a later 

age when difficult1es with schoolwork begin to become apparent. With 

adequate training mildly retarded persons can acquire social and 

vocational skills adequate for m1nimal self-support~ though guidance or 

assistance is often necesary during periods of unusual social or 

economic stress. 

Moderate mental retardation is indicated by a general 1Q 

range of 36-54, depending on the type of intelligence test. Ouring the 

school period youngsters in this category can learn to commun1cate but 

they have a poor awareness of social conventions. Training in social 

and occupational skill s is beneficial and often allows these persons to 
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contribute to their own support in adult life. They can learn to 

travel by themselves and they are usually able to perform unskilled or 

semi-skilled work in either a competitive atmosphere or a sheltered 

workshop. Supervision and guidance are necessary during periods of 

mild social or economic stress. Approximate1y 12 percent of all 

retarded persons fall into this category. 

Severely retarded persons constitute about 7 percent of all 

retarded persons. Their general IQ is between 20 and 39. They exhibit 

poor motor and speech development during the pre-school period. They 

may develop the ability to talk and maintain basic hygiene during the 

school-age period. fi.s adults they may be able to perform simple work 

tasks, but only under close supervs;on. 

Profound retardation is characterhed by a general IQ of 24 

and below. These individuals have minimal sensorimotor functioning 

during the preschOol period and slight improvement is possibl e in later 

years. '·Iinimal 5e' f-care Skills may also be developed but the 

individual usually requires a highly structured environment and 

constant supervision. 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 tremendous variety in the skill 

levels of the mentally retarded. Because most of the 6 million 

retarded persons in the United States are only mildly retarded, they 
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have the capability to live in the community and maintain employment. 

As such. they are not much different from anyone else. Although they 

might have difficulty functioning 1n society, they remain 1n touch with 

reality. Thus, they are subject to the same influences as others and 

their emotional reactions cover a wide spectrum~ Because of this~ the 

retarded~ like anyone else, can be affected by a mental illness. Their 

retardation, however, should not be construed as a susceptibility to 

mental illness and ·should not be confused with mental illness. The 

chart on the next page should help to differentiate between mental 

Illness and mental retardation (Hoffman 1979:13). 
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RECOGNIZING AND HANDLING 

HUMAN BEHAVIORS AHD CONOITIONS 


OFTEN CONFUSED WITH CHRONIC "ENTAL ILLNESS 


PoliCE! officers win enCQunter three types of human behavior 

that are often confused with chronic mental illness: personality 

disorders. crisis behavior, and suicidal behavior or tendencies. 

Although these behaviors often require mental health counseling if they 

are to be alleviated or at least controlled, they are quite different 

from serious mental illness in both a legal and mental health sense. 

and police officers should be alert to the differences. In addition I 

off1cers must be able to distinguish mental retardation from mental 

illness if they are to resolve citilen encounters effectively .. 

A. PERSONALITY DISORDERS 

The two types of personality disorders police officers are 

most likely to encounter are sociopathic and psychopathic disorders. 

These disorders are characterized by personality traits that are 

inflexible or maladaptive and cause either significant impairment in 

social or occupational functioning or subjective distressa Personality 

disorders are generally recognizable by adolescence or earlier and con­

tinue throughout most of adult life, although they often become less 

obvious during middle or old age. 

Individuals with a personality disorder are often dissatis­

fied with the impact of their behavior on others~ Such persons 
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experience disturbances in mood and are affected by depression or 

anxiety, They often appear odd or eccentric, dramatic, emotional or 

erratic 1 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 not learn from past 

experiences; they lack good judgment; and they provoke trouble 

(Pmerican Psychiatric Association 1980:306; Matthews and Roland 

1979:25). These characteristics often cause this type of person to 

obtain what he wants, when he wants ft. and without consideration of 

others--they violate the law. These persons, however, are not 

seriously mentally ill; they remain in touch with reality and do not 

have delusions or hallucinations. 

B. CRISIS BEHAVIOR 

Police officers often deal with persons who are experiencing 

a crisis of some sort. This can range from being locked out of the 

house to being the victim of a serious crime. A crisis for one person 

may not be a crisis for another; crises vary with time, place. and 

individuals. 

When a person!s material~ personal, and social resources and 

problem-solving devices are not available or breakdown~ a person can 

become temporarily unable to cope with the resulting stress. Often~ a 

person in crisis seeks help from others to compensate for the temporary 

inability 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 mentally ill~ People in 

crisis, then, suffer from a temporary breakdown of coping skills that 

inc1ude perception, decision-making ability~ and problem-solving 

ability. People in crisis often fear they are going crazy and may say 

so (~I must be losing my mind h 
). This distorted perceptional process 

should not be confused with mental illness, in which a personls usual 

pattern of thinking is disturbed. When a person is in crisis, the 

disturbance arises from and is part of the crisis experience, but there 

1s a rapid return to normal perception once the crisis is resolved 

(Hoff 1984:81). 

C. SUICIDAL BEHAVIOR AND TENDENCIES 

A common myth regarding suicide ts that people who commit or 

attempt to commit suicide are mentally ill. Although people who are 

suicidal are usually in emotional turmoil and although suicide is often 

preceded by periods of depreSSion, these conditions do not necessarily 

indicate menta1 illness. The menta11y ill may attempt and commit sui­

cide, but not all who attempt suicide are mentally 111» 

Suicide in the United States is the tenth leading cause of 

death among adults and the second among adolescents. For every suicide 

there are 8 to 10 attempts, or about 300,000 attempts annually. 

Suicide knows no boundaries. It cuts across race, class, age, and sex. 

though its frequency varies witb different groups. It is not an 

illness or an inherited disease as fs sometimes believed but is usually 
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a response to a life crisis whith the person sees no other way of 

al1eviating~ Though many persons who commit suicide are in a temporary 

state of acute crisis, some are chronically self-destructive and 

continually attempt suicide. 

Police officers usually have the first contact with suicidal 

persons, and the attention given to the subject here is indicative of 

the importance departments should attach to preparing their officers to 

handle 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~ 

Whereas persons who have personality disorders or are in 

crisis may have to be referred to professiona1 counseling. suicidal 

persons must receive professional counseling* Making a referral or 

leaving a telephone number is not an adequate response; an officer or 

another responsible professional sbould remain with the individUal 

until a mental health counselor is avai1able. Under no circumstances 

should a suicidal person be incarcerated for attempting suicide. Also. 

officers should be alert to the signs of suicide in persons Who are 

under arrest. Recognition of tbese signs prior to a personfs being 

incarcerated can often prevent a suicide. lhe person can be kept under 

observation and provided mental health counseling during incar­

ceration. 
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Counseling should not be confused with involuntary hospitali· 

zation. Though hospitalization may be appropriate in some circum­

stances, it should be initiated for suicidal persons only when natural 

social network resources are not available. The decision to commit a 

person must be based on a thorough psychiatric assessment and the 

suicidal person is no exception. Also, even if the person is found to 

be a serious risk for suicide. involuntary hospitaHzation may not be 

the best solution because the isolation of a hospital can contribute to 

the contemplation of ,uicide (Hoff 1984:81). 

Suicide attempts can be understood best when seen as a result 

of poor communication. Asuicide attempt is a person's way of trying 

to tell us one of two things. First, the suicide may he a final 

gesture in a long line of prior calls for help that have been ignored 

or gone unnoticed~ For example, the boy who skipped school at age II, 

experimented with. drugs at age 12, ran away from home at age 13, and 

joined a gang of delinquents at 14, may attempt his first 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 pres­

sures of life. For example, the mother of five children who fulfills 

all their needs and those of her husband without any complaints may one 

day suddenly attempt suicide without any apparent warning. 

Suicidal behavior can be viewed as a continuum or a path that 

a person travels, with suicide being the final destination. This out­

come, h()wever. 1S not inevitable. While traveling this path the person 
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gives clues to his or her distress, although they may not he as obvious 

in the case of the teenage boy. This suicide continuum~ however. can 

be interrupted at any point if the clues are recognlzedi it 1s never 

too late to help a despairing person change his or her mind {Hoff 

1984:179). In fact) by focusing on the ambivalence that usually accom­

panies suicidal tendencies. an officer will be more likely to be able 

to interrupt the continuum. Suicidal people usually struggle with two 

desires: the desire to live and the desire to die. By concentrating 

on the will to live and providing the person with realistic hope and 

alternatives. the officer may be able to prevent the suicide~ Only 

through communication. though. can an officer recognize clues and 

prevent suicidea 

listed be10w are some of the major signs of suicidal 

behavior (!~ff 1984:185--93). A suicide can still occur without these 

signs being present. however. At the same time an officer should not 

hesitate to consider the person SUicidal if only one or two signs are 

apparent. It is impossible to predict suicide in any absolute sense, 

but inclusions of these signs in guidelines for officers will remove 

much of the guesswork associated with suicide assessment. As with the 

indicators of mental i11ness, recruit and in-service training on the 

subject of suiCide shou1d provide the context in which these signs are 

interpreted: 

• 	 Suicide plan - Many persons who attempt or commit 
suicide do so by design. The p1an begins with the 
idea of suicide; suicidal people do not act on 
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impulse but weigh the factors involved.. The plan 
also involves the method af suicide and its 
lethality. A plan involving a gun will have more 
likelihood of being effect1ve than will a plan 
involving tranquilizers. Another element that 
contributes to a well thought-out plan is 
availability of the means. For example. if the 
person threatens to use a gun and he is a hunter, 
the lTleans 1s clearly available. The final element 
of a plan is its specif1city--time. place, 
circumstances. If a person indicates he will 
commit suicide within two days at a specific 
location and he has available the lethal means, he 
is 	a higher suicide risk than one without a plan. 
The more specific the plan, the higher the risk. 

• 	 History of past attempts - The majority of people 
who commit suicide have made previous attempts .. 
The officer should, therefore, try to determine if 
the person bas ever attempted suicide.. 

• 	 Tbe person's resources - Two types of resources, 
internal and external t should be assessed by the 
officer. If the person feels life is worthless 
and that little hope for improvement exists. he 
or she 1s lacking internal resources and should 
be considered a high risK. Lack: of external 
resources) such as family or friends, or an 
inabi1ity to communfcate with those persons is 
also an indication of high riska 

• 	 Recent loss - Any recent personal loss or the 
tHreat of losing a spouse. parent, status, money" 
or job increases the person's risk of suicide. 

• 	 fhlsical illness - Having a serious illness y 

especially one that is terminal, that threatens 
onels values or status, or that is or likely to 
dramatically affect one's self-image increases 
the risk of suicide 6 

• 	 Drink1n, and other substance abuse ~ Alcohol or 
Orug abuse 15 often a S19n of other problems. 
espec1ally if the abuse is recent, and should be 
included 1n a suicUe assessment. Also, if 
someone is assessed as a potential riskJ use Qf 
alcohol or drugs often increases this risk by 
caUSing a loss of control or an increase in 
impulsive behavior. Alcohol also increases the 
lethality Of a drug overdose. 
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• 	 Physical isolation ~ The risk of suicide 
increases when a person is both physically and 
emotionally isolated. Isolation can cause people 
to feel they do not belong to a family or society 
and can increase feel fogs of wofthlessness and 
other negative self-images~ Even temporary 
isolation may be an impetus for suicide. For 
example, the adolescent whose parents leave for a 
two-week vacation may feel isolated and this may 
serve as an impetus for suicidal tendencies. 

G 	 Dramatic changes - A sudden, dramatic, or 
unexplainable change in lifestyle or behavior may 
be a clue to suicide contemplation. Change in 
one's socia1 network and envirQnment~ such as 
relocation or retirement, can be very upsetting. 
Alsos unexplained changes in behavior are often a 
symptom of a larger problem. which may in turn 
increase the risk of suicide. 

G - Persons Who hear voices 
to commit suicide are certainly 

in a "i"h_"'" situation. However, the number 
of persons who fall into this category is quite 
small ~ But if the person indicates that other 
peop1e or voices are contro1l ing his or her 
behavior. those signs should not be 
1 gnored .. 

In attempting to determine the existence of any of these 

s1gns. the officer must communicate with the person in a calm. direct, 

and matter-of-fact way_ He Should talk about the finality of the act 

and use the terms ·suicide,~ ftdeath," and "kill yourself~ft That talk­

lng about suicide will only prompt the person to commit the act is a 

myth. The best wayan officer can help the person is to discuss the 

person's problems. the suicide plan, and realistic alternatives. 

Communication with the person not only enables the officer to gather 

infomation regarding the risk, but it is also helpfu1 for the suicidal 
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person~ Often the suicidal person has been lacking communication and 

the officer's efforts tell him or her that Someone is interested and 

concerned about finding an alternative solution. 

Prevention-of-suicide guidelines should direct the officer to 

specific action. Recruits at the tI.adison. Wisconsin Pol ice Department, 

for example , are instructed to follow the seven steps listed 

below: 

• 	 Obtain necessar personal data immediatel • This 
inc udes t e person's name. age. te sphone number. 
address. place of work. and the names and the phone 
numbers of close friends and family .. 

• 	 Bring the SUbfect of suicide into the open· Dis­
cuss the prob ems. reasons. or thoughts that are 
causing the person to contemplate suicide. This 
should inc1ude the person IS 1ifestyle. relation­
ships with others, job. or any recent crises. 
Also ask such specific questions as: 

• 	 Are you thinking of killing yourself? 
• 	 How are you going to kill yourself? 
• 	 Do you have the means for killing

yoursel f? 
• 	 When are you going to kill yourself? 
.. 	 What time of day are you going to kin 

yourself? 

By gathering specific information, you will be 
better able to assess the person 1 s intent to 
commit suicide. You should also talk about how 
the suicide will affect the personls close 
friends or family. 

Al so discuss with the person how the feelings of 
depression and suicidal tendencies are temporary 
and will subside with time and that it is 
inappropriate to make such a permanent decfston 
when one is In a crisis state. Alternatives to 
suicide are always possible. though they may not 
be obvious to the person at the time. 
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• 	 Remove the means - Insist that the person put 
away Of get r1dof any firearms, medications. or 
sharp objects. It is important that you convince 
the person to put away or give up the means and 
not take the means from the person. A show of 
force. rather than trust and rapport, can often 
trigger the suicide. 

, 	 Notify and meet with significant others - With the 
person's knowledge and approval. you should talk 
with close friends and family to gain further 
insight into the problem>; Family and friends may 
also identify topics 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 provide false information 
or encourage the suicide if given the 
opportunity~ 

• 	 Offer realistic hope ... Providing false hope, 
stretching the truth. or denying the seriousness 
of the problem will not benefit the person in any 
way. Rather, you should present the person with a 
realistic view of how the problem can be overcome~ 
Emphasize the temporary nature of the feelings the 
person is experiencing and how the proper network 
of support can help the person to overcome those 
feelings and eventually break the suicide 
continuum. 

• 	 Establish a specific ?1an of action ~ If the 
person does not meet the cr1terla for an emergency 
menta1 hea1th detention (and many will not), you 
must see that the person receives emergency help. 
First~ try to get the person to talk with a mental 
health professfonal so that a specific appointment 
for counseling can be made. Again. it is important 
that the person actively seek help. fJ.aking the 
appointment for the person or leaving the scene 
before the person has contacted the appropriate 
helping agency is not enough. On the other hand, 
do not threaten the person or use a power play to 
get the person to make the ca1l. But by explaining 
how mental hea1th professionals can help find 
solutions to the problem. you can often get the 
person to seek assistance of his Dr her own accord. 
If this is not possible~ then you should contact 
the appropriate agency e.g,. a suicide or cr1s1s 
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hotline, a community mental health agency, or a 
mobile crisis un1t~ Professionals with these 
agencies can then talk w1th the person. Do not 
contact a non-professional to provide counselifllh 
except as a last resort. This includes friends, 
family. clergYt or other community members. These 
persons do not have the training necessary to deal 
with a crisis of this nature and may only 
exacerbate the persons problems. 

Dealing with a suicidal person requires a calm, matter-of.. 

fact, but genuine COncern for the person and is accomplished through 

communication. It requires an insistence, but not threats. on 

obtaining some type of mental health help. The officer must be 

actively involved in seeking information about the person I s problems 

and in intervening in the person IS life. And finally, the officer must 

pay close attention to the ambivalence that accompanies suicidal 

tendencies. The will to live and solutions to the person's problems 

should be stressed~ 

D. MHHAL RETAROATIOn 

The majority of the menta11y retarded are classified as 

mildly retarded and thus the majority of police contacts with the 

mentally retarded will be with persons included in this group. Such 

retardation is not easily detected through casual contact, however~ 

The only way to determine with certainty that a person Is mentally 

retarded is through the administration of comprehensive examinations 

whkh is usually done by a psychologist. (The information in this 

section is drawn from Kennedy, et al., 1982; Hoffman 1979; and 

Santamour and West 1979~ Also see Appendix A for a more technical 
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discussion of mental retardation that may be helpful in preparing 

training materials.) 

The retarded are usually aware of their differences and lIIay 

become adept. intentionally or not. at camouflaging those differences 

to the casual observer. Determining whether a person is mentally 

retarded. thereforc s will generally require more interaction with the 

person than if the officer were trying to determine mental illness. An 

officer should remember that retarded persons are more 1He the officer 

than unlike him. They are subject to the same influences as the 

nonretarded. They are sensitive to other·s speech and actions and will 

respond in the manner in which they are treated. They shou1d not be 

bel itt1ed and should be approached in a positive and direct 

manner. 

The first reaction of any officer should be to stop or 

prevent a crime.. The officer should then gather as much information 

about the incident or problem as possible~ This may include 

interviewing witnesses and suspects or it may involve only an 

observation of the specifics of the crime. What may appear to be 

criminal involvement might actually prove otherwise. For example~ the 

retarded person may be reported as a child molester because of his or 

her tendency to observe children at play .. 

While gathering basic information about the suspect or 

troublemaker. 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, mOr'e importantly. possible courses of action. if it is 

quickly and easily determined that the person is retarded t the officer 

should notify as soon as possible the person's parents. legal 

guardians, or those who provide care for the person. If this is nat 

possib1e. the officer should attempt to contact a mental retardation 

agency for assistan~e. 

If other persons are not available. the officer will have to 

interview the person to determine retardation. The officer should 

first arrange for a qUiet and private setting. This will help the 

person relax t enable the officer to interview the person, and reduce 

any embarrassment the person might feel in a more public setting~ When 

speaking to the person the officer should avoid any rapid~fire ques­

tions or attempts to intimidate or unnerve the person. This may only 

cause him or her to become frightened and refuse to answer. This does 

not mean the officer should not be firm and purposefuL The officer 

should speak slowly. use simple language. repeat if necessary, be 

patient. and avoid questions that require only a yes or no response. 

Allowing the person to tal~ freely is the best way to gain an under­

standing of whether he or she is retarded. Also, the use of any visual 

aids, pktures or diagrams, if available, may help the person under~ 

stand the questions. The officer must recognize that the existence of 

one or two indicators is not conclusive evidence of mental retardation. 
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Rathet~ the officer must consider as many indicators as possible. 

Basically, the officEor should focus On four general indicators: 

• 	 communication and interaction skills 
• task performance abilities 

I personal histories 

• 	 physical appearance. 

Uhen talking with or interviewing a person who is in 

difficulty, the officer should look for the fonowing communication 

problems: 

• 	 an inability to communicate at the level 

of others in same age group~ 


• 	 difficulty in understanding questions, 

• 	 difficulty in answering questions, e.g., 

overrel iance on "parroted" responses or 

offering standard responses, 


o 	 speech defects or impediments, inc1 uding poor 
pronunciation, 

e 	 an inability to use abstract reasoning. and 

• 	 a limited vocabulary and limited grammatical skills. 

The officer should always try to assess the person's ability to 

interact with others and the behaviors used when communicating or 

interacting. The following clues might he indicators of wental 

retardation: 

• 	 a preference by the person to associate with 
persons younger than himself or herself, 

• 	 an excessive desire to please others, 
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• 	 reliance on a special person who provides

help in certain situations or incidents 

(this person may not be present. but may be 

referenced) , 


• 	 behavior that ;s noticeably on a level below the 
personls age~ 

• 	 crowding personal space when interacting with 
others, and 

• 	 a tendency to be easily persuaded or influenced 
by others. 

While interviewing the person. the officer should be aware of 

the person's reactions to the questions. Nonverbal behavior or body 

language oftens provides as much information as the answer itself. The 

off1cer should also listen carefully to the content of the answer. 

AVOiding questions regarding his or her background. such as special 

scho01ing or vocat1onal training. large gaps in answers, or even 

silence may all be an indication of retardation. Rephrasing the ques­

tion once or twice might help get an answer. Obvious reluctance to 

discuss what might appear to be a simple matter. such as education, is 

a valuable clue in itself and should not require a constant attempt to 

gain a satisfactory answer. Badgering the person might again result in 

uncooperative behavior~ The officer should be patient, firm, non­

threatening, and watchfu1 for overcompliance. excessive agreeableness. 

or other attempts to please. As with lack of content, answers that 

seem to provide just the right information or too much information 

should alert the officer to a potential disability. 
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The ability to perform certain simple tasks may be lacking in 

a mentally retarded person. By asking the person to perform some of 

the tasks listed below, an officer may be ahle to determine if mental 

retardation is present. The officer should remember that the mentally 

retarded know they are dHferent from other people. Thus~ when asking 

someone to perform these tasks. the intent is to ascertain their 

cognitive skills and not to embarrass them. The officer should also 

try to keep the performance of the tasks within the context of the 

situation~ not make it obvious that the person is being tested. For 

example, the officer can present the person with a handful of change 

and instruct the person to take enough to make a phone call to his or 

her guardian. If the person displays great difficulty in performing 

one or two tas ks l however J conti nui ng the exerc1se may eas i 1 Y cause 

harm to the person either by embarrassment or through a loss of 

self-respect. Some of the tasks that can be used are as follows: 

• identifying oneself by name 
• reading or writing 
• identifying money and making change 
o telling time 

G using the te1ephone 

• finding one's number in the te1ephone book 
e giving directions to one's home, school, or work 
• describing the appearance of a known person 
o using public transportation. 

Details about the person's history can also be helpful in 

determining if mental retardation is present. Determining the client t s 

history will usually require interaction between the officer and the 

individual. The best way to determine the person's educational or 



-216­

vocationai history, for example, 15 to ask simple) straightforward 

questions that provide clues to the person's intellectual fUnctioning 

and social adaptive skills. (4ny inditati{m that the personls edut:ation 

was or is of a special nature can be a clue to mental retardation; 

• 	 Determine if the person attends or has ever 
attended a special school or a school with 
special education classes or classes for slow 
learners. 

• 	 Determine if the person attends or has ever 

attended a vocational education center. 


• 	 Determine if the person attends or has ever 

attended a sheltered workshop. 


Most mentally retarded pers(}ns do not look. any different from 

anyone else. Neither do they all 100k the same, as suggested by 

certain myths. There is as much variety in the physical cbaracter­

istics of tbe mentally retarded as in tbe general population. Relying 

on pbysical appearence is not a good way to try to determine if a 

person is mentally retarded. Some of the mentally retarded, however, 

can be distinguished due to physical handicaps or poor motor 

coord ination. 

If it appears that a crime has been cowmitted, the officer 

should pay close attention to the circumstances surrounding the ioci­

dent3 in particular, the suspe{;ted involv6Tlent of the person. As noted 

above, the mentally retarded are easily influenced by others and will 

often do things to please or gain the attention of others. Because the 

mentally retarded may not fully understand the significance of their 
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actions, thEY may unknowingly involve themselyes in criminal activity. 

Thus. officers should consider the following questions: 

• 	 Does it appear that the person took part in the 
crime to gain acceptance or to please others? 

• 	 Is the person noticeably younger than the other 
individuals involved? 

o 	 Did the person remain at the scene white others 
ran or did the person seem confused about whether 
someth1ng illegal had occurred? 

• 	 Was the person a follower rather than a leader 
in the crime? 

• 	 Did the person readily confess to the crime he 
was charged with? 
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DIFFERENCES BETWEEN AE~TAL RETARDATION 

AND MENTAL ILLNESS 

I~ENTAL RETARDATION dHfers from 

A~ 	 Retardation refers to sub­
average intellectual func­
tioning. 

13. 	 Retardation refers to impair­
ment in social adaptation. 

c. 	 Retardation usua11y is present 
at birth or accurs during the 
period of development. 

o. 	 In mental retardation. the 
intellectual impairment is 
permanent but can be 
compensated through 
developnent of the person's 
potential. 

E. 	 A retarded person can usually
be e.xpected to behave 
rationally at his operational 
level. 

F~ 	 A retarded person wil 1 not be 
violent except in those 
situations that cause violence 
in non-retarded persons a 

G. 	 A mentally retarded person has 
a learning disability and could 
use the services of educatorS. 
pscyhologisU t and vocational 
thera pis ts. 

MENTAL ILLNESS 

A. 	 Mental illness has noth­
thing to do with IQ. A 
person who is mentally
ill may be a genius or 
may be subaverage intel­
lectually. 

B. 	 A mentally ill person 
may be very competent 
socially but may have a 
character disorder or 
other aberration. 

C. 	 Mental Illness may 
strike at any time. 

D. 	 Mental illness is often 
temporary and in most 
cases is reversible~ It 
is not a develoJXilental 
disability. 

Eo 	 A mentally ill person 
may vacillate between 
normal and irrational 
behavior. 

F. 	 A mentally ill person 
may be erratic or even 
violent. 

G. 	 A mentally ill person
could utilize the ser­
vices of psychiatrfsts, 
psychotherapists 1- or 
psychologists. 



APPENDIX D 

A GUIDE TO DEVELOPING A 
RESpoNSE TO THE MENTALLY ILL" 

~ Reprinted with the permission of the Madisons Wisconsin Police 
Departmenta 
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Madison Seminar on 

Problem 112 Problem-Oriented Policing 
MENTALLY ill July 30 • August 1, 1979 

A. 	 Defining the Problem 

1. 	 How much of police business involves dealing with the mentally 
il11 Are the number of cases in which mental illness is the 
central problem readily identifiable as such? 

2. 	 Of the total number of such cases. what percentage are cases 
in which a complaint is filed about the conduct of the mentally 
ill person, and what percentage are cases in which the mentally 
ill person summons the police? 

3. 	 What 1s the nature of the incidents requiring police attention 
in which mentally ill persons are involved? (e.g•• trespass, 
assaultr"domestic disturbance, annoying or bizarre conduct, 
requests by the mentally ill for assistance) 

4. 	 Is it possible to subdivide the problems police confront in 
dealing with ehe mentally ill by categorizing individuals on 
the basis of the behavior they display. to the police? Would 
this be desirable? 

5. 	 How often do the mentally ill with whom the police have contact 
engage in conduct that is dangerous to themselves (the mentally 
ill) or others? What do we know about these incidents1 Were 
the individuals involved previously in contact with the police? 
What was the nature of these contacts? 

6. 	 Are-problems relating to the mentally ill concentrated in 
specific areas of the city? If so, why? 

7. 	 Of those mentally ill individuals who themselves summon the 
police, how many call repeatedly? What is the nature of their 
problems'? 
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8. 	 Most states, in their treatment of the mentally ill, have 
recently adopted a policy of deinstitutionalization--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 is an approximate estimate of the number of individuals 
now in treatment in the community who, several years ago, 
would have been instieutionalized? 

c. 	 What services are available to these individuals? 

d. 	 What kinds of problems do they present? 

e. 	 Do the police know when they are dealing with such an 
individual, as dist-inct from a person who has never had 
contact with the mental health system? 

f. 	 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 
avoiding the criminal justice system in dealing with 
those who appear to be mentally ill? 

B. 	 Established Authoritv 

1. 	 What authority do the police have for dealing ~th the mentally 
ill. short of criminal prosecution and use of emergency commit­
ment proceedings? (If, for example, they are disturbing others 
by their conduct or simply frightening some indiViduals, can 
they be ordered out of a restaurant? a welfare office? the 
vestibule of an apartment house?) 

2. 	 What is the authority of the police to make an emergency commit­
ment? What criteria must be met? What procedure must be 
followed? 

3. 	 Are the police acting properly if they arrest and jail an 
individual who commits a minor offense, but who is obviously 
mentally ill? What about the opposite? Are the police acting 
properly if they do not make the arrest? Are there specific 
factors that would justify taking one course or the other? 



-222-

C. 	 Police P:acrices and ~ Effecriveness 

1. 	 What appear to be the objectives of the department in respond­
ing to the probl~ of the mentally ill? 

-	 identifying and dealing ~th potentially dangerous conduct? 

- eliminating conflicts that arise in the relationship between 
the mentally ill person and the rest of the community? 

-	 providing dirac: assistance and help to the mentally ill? 

~ 	 refer=ing those who appear to be mentally ill to agencies 
that can be of help to them? 

2. 	 What is the relative importance of these objectives? 

3. 	 ~~at priority does the department give to calls from mentally 
ill persons and to complaints received from others about their 
conduct? 

4. 	 How are telephone calls from mentally ill persons handled? 
wnat det~ines if a police ~ffice~ is dispatched? 

5. 	 What guidance is provided to officers in deciding what to do 
in handling a case involving a mentally ill person? 

6. 	 What resources, if any, are available to an of!icer in helping 
the officer to make a judgment on what to do? 

7. 	 In choosing from available f~rms of action, what choices does 
the officer assume that he has? 

8. 	 Individual police officers frequently develop their own very 
special kind of response for mentally ill persons with whom 
they have frequent contact. What do we know about such 
responses? Are they proper? Are they effective? Do some 
officers consistently handle the mentally ill more effectively 
than others? What is it about their style of response that 
makes them more effective? 

9. 	 What effort is made, if any, to maintain a record of contact 
with mentally ill people so that officers having subsequent 
contact will know the nature of previous complaints and will 
know haw officers responded to them? 
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10. 	 Do the police ever take the initiative in trying to arrange 
consultations for an individual who frequently ~s to them 
for help·.or who is the source of frequent complaints--and 
who appears to be mentally ill? Should they? 

11. 	 What has been the experience of the police in utilizing 
emergency commitruent proceedings? 

12~ 	 What experience, if.zny, have officers had in responding to 
the urging of mental health workers that persons being 
treated in the community be dealt with as the officer would 
deal with the average citizen? 

Has this resulted in an increase in arrests? 

- What has been the experience in jailing such individuals? 

- Is there a ~llingness on the part of the rest of the 
system to prosecute, or does a !ttaste of jail!' become the 
final step in this procedure? 

13.. 	 Are there cases that seem to fall l'be.tween the cracks"--with 
mental health workers unwilling to commit and police concerned 
about the dangeI that the person poses for himself or others? 
What is the specific nature of such cases1 

14. 	 What is the capacity of psychiatrists to predict dangerousness? 
Is there knowledge that should be conveyed to the police which 
they would have the capacity to use and apply in judging the 
potential for dangerous conduct? 

http:help�.or
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D. 	 Analvsis 

1. 	 What is the proper role of the police in relcting to the 

mentally il11 Should it be limited to incidents in which 

there is a potential of danger and to incidents ~~ich involve 

conduct (such as disorderliness) that is offensive to others? 

Or should the go beyond and assume a responsibility 

for di=ect1og who appear Co be mentally ill 00 how they 

can obtain help, for aiding in the care of chose who have 

ob=ainec helpi and fa: concribu:ing to chei= inte£ration into 

the cowmunity? 


2. 	 Is there need to provide police ~~th the services of those 

trained in dealing with the mentally ill so that more p=ofes~ 

sional judgments can be made in deciding how best to respond 

to the cases the police are called on to handle? 


3. 	 Is there any need to re~ue5t legislation to provide special 
limited au~~o~ity for the police ~o deal with the mentally 
ill in ways that do not require invoking either ~he criminal 
or the mental health syscems? (e.g.) autho~ity to convey 
home sicilar to that now provided in many j~iscictions as 
an al~erna~ive for handling a person in~oxicated by alCOhol) 

4~ 	 What additional training should be p=ovided to police personnel? 

5~ 	 Should the police be pressing the community to provide addi­
tional men~al health services to meet the needs of those who 
are in t~eatment in the community and who spend much of their 
time on the streets or in public facilities? ~na~ is the 
specific nature of these needs? 

6. 	 What specific guidance can be provided to police officers for 
choosing from among the alternatives available to them? 
Specifically, what guidance should be provided in the use of 
emergency commitment powers? 

7. 	 What can be done to advise citi~ens of the rights of the 
mentally ill t the l£mi~a~ions on police authority, and the 
rationale behind co~ity treatment so that fewer demands 
will be made for the police to deal with incidents that 
neither require norjustify police intervention? 

8. 	 Are there more effective ways in which police can handle 
their telephone con~ac~s with citizens who are mentally ill? 
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HANDLING MENTALLY ILL PERSONS 

GENERAL: 

It [s: not unusual for the Police Officer to come into conmct with a petStln who apparently suffers 
from what is oommonly called "Mental IlInes3". When such COntacts are made, the following 
procedure shall pruvaU. 

The Omaha Porice Division policy in regard to the mentally ill eonsistS of three (3) principles: 

1. 	 Standlna: alone, mental illness signifies 110thing and permits: no special police 
responses. A mentally HI person has a right to be left alone $0 long a5 he does not 
viofate arw laws. 

2. 	 No per.son is to be UlKel"! lnvoluntarfly into poliee euttod\!...,bY. roason of mernal 
illness alone, but rather IS to be taken into cuStody only If suehpersan hu also 
commined an arrest.able offense, or has demonstrated by acts, observed by police 
officer or reliable others. that he threatens the lives or safety of himself and/or 
om.... 

3, 	 No one is to be treated as being mentally ULunlCS$ a c(lrnpelIIng neces:sity existS. 

The interestS which the fIrS"( twO principles protect is the basic right to be len. elone until 
others are threatened with harm Or one's own life is In dan1jer, A man's peculiarity does not 
make hirn a second class citizen; and. contrilry to what was thouyht for many YlUlrs, mentally 
ill persons as a clos:> arl'! no more dangerous to others than mentally "healthy" peaple. 

The third principle recognizes that the lebel of "mentally iii" carries with it a nigma which is 
equal to or greater than a ttigrna of a erlminat conviction, Thus, the pollee officer must 
exercise extreme care in determining that a person is mentally ill. 

GUIDELINES ANO PROCEDURES, 

A. 	 RECOGNIZING MENTAL ILLNESS; 

Jt is essential to rnak:e clear that the kind of rnental imbalance that Is the subJect of this 
sectlon, is no less than a fundamental derangement of the mind. In medical terminology. 
8 person who suffers from this condition is called "psychot1e··. Although often such 
menta! illness IS quite easily recognized, there wifl be tirnes when for tha purpose of the 
procedures and guideflnes which follow, there will be doubt whether the condition is 
present. To help the policn officer in a particular esse, he should keep in mind that there 
are two things to rook for. Together they 10rm an "Index: of Suspicion" of mental iIInes$.. 

1. 	 That in re$Pon~ to Quenions or convern!tions, the person doesn't make sense; 
e.g.., his conversation is confu$ed, disjointed. etc., and 

2. 	 that the person does not know hfi name, the date, where he /i\le$, and where he 
is at the moment. 

Nov-"!"!OMAHA pOLlee OIVISION _ OMAHA. NEaFlAS::::A 
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HANDLING MENTALLY ILL PERSONS ~ continued; 

If in addition to other suSPicions thnt a pen:on may be mentally iH. the officer ob$tlrve~ 
that the person "doesn't make sense", and that he is IJnaware of who he is, where he i1.. 
etc., he may conclude for the purpose of his duties e$ a police: officer that the permn is In 
tact mentally m. 

B. 	 GENERAL APPROACH: 

Whenever in C:Ont2.c:t with a person whom he recognizes to be mentally m. a police officer 
is to follow this guideline to avoid unnecessary Hi will or difficulties. 

1. 	 Be honest and never try to deceive or trick the person. 

2. 	 Donlt hurry. The more time spent with the pel'lOn to achie..,e the officer's 
purpose, the bener. 

3. 	 Be polite and respecrful. Do not abuse. 

4. 	 Overall. try to establish. even if for the mort time period involved, a relation­
ship of concern and understanding. 

Through this appros¢h, the officer can more easill' make an evaluation bl' observation 
and inouiry, and on the basis of that e;vaJuation make a further decision as to the appro­
priate action to 'take. 

C. 	 STEPS SHORT OFTAKING THE PERSON lNTOCUSTOOY: 

1. 	 VOLUNTARY REFERRAL: 

SituBtlons where contact is made with people that are mentally ill are 
endi~lv varied. Parhaps the contact may ari$e out of a normally 
uneventful incident on the street or during a family dispute call. In most 
of these sftuutions, no sPetia:1 naps are required other then to be ext.r1l 
patient and calm. However, whare the officer is convinced that the pel"$on 
is Cluite seriously disturbed and is in possible danger to himself or others, 
he is to taC'tfulJy inform the person that the Douglas County Hospital is 
eouipped to handle his problems and that. if the person wishes, a police 
conveyanea can be utIlized to transport him to the hospital. 

2. 	 WHEN THE PERSON REFUSES TO COOPERATE: 

if the person refuses to cooperau: and if. bec:ause of his menm! Illness, the 
officer is concerned for his and others' welfare, and if adult members of 
the perton's family or the person's guardian are known to him. the officer 
mal' wish to wntact them and fU99*:rt that tht?Y trY to influence the 
penon to ,eek care. 

OMAHA POLICE 01\,1510N _ OMAHA.. NEBRASKANov-77 
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HANDLING MENTALLY ILL PERSONS· continlmd; 

D. TAKING THE MENTALLY ILL PERSON INTO INVOLUNTARYCU$TODY: 

If. however, the mentally In person refuses to obtain treatment voluntarily. 
procedures have been established for their INVOLUNTARY CUSTODY and 
treatment. 

CAUTION: 

The crucial word in the above ls "CUSTODY", 

The officer should take note of this word and. before subjecting anyone 
to INVOLUNTARY CUSTODY. make very sure 0' the grounds for the 
action. 

The subject who is taken into INVOLUNTARY CUSTODY for treatment 
has rights the same 8S a subject who is arrested, the main difference being 
the place of confinement, 

If all of a subject's legal rIghts are not obseT\led, the officer subjects 
htmseff to tha liabilitY of lawsuit and to criminaf prosecutron. 

93·1001 provides that any person may apply for VOLUNTARY ADMISSION for 
treatment of mental illness. The officer would be concerned with these persons 
only Incidentally where transportaTion was bein!? furnished as an accommodaTion 
or In the event of indigent persons. 

INVOLUNTARY COMMITME~"T: 

"MENTALLY ILL DANGEROUS PERSON" shall mean any mp.ntally ill 
person who presents: 

ill 	A SUbstantial risk of serious harm to another verson or permn5 
wIthin the near future. as manifested by evidence of recent violent 
acts or threats 01 violence or by placing others in reasonable fear 
of such harm; or 

{2J 	 A substantial risk ot serious harm to himself within the near future; 
as manifested by evidence of recent attempts at. or threau of, suicide 
or $E!rious bodlly harm, or evldenca of inability to proYide for hiS 
basil:: human needs, including fOOd. clothing, ~hBltet, C$sential 
medical care, or personal safety. 

93·1020 provides that "Whenever any peace officer believes that any Individual 
is a mentally ill dangerous person end that the harm described! in either of the 
definitions aboyeJ is likely to oa:::ur before mental board proceedings under 
this act may be invoked to obtain custody of the indivfdual, such peace om~r 
may immediately take such indtviduat into custody. causa him or her to be 
taken ,nto eustody..." 

OMAHA POLICE OI'lllSlO~ _ OMAHA. ~Ea~ASI(A 	 Jan·19 
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MeNTALLY ILL peRSONS· continued; 

The ponce officer in determining whether to take the wbject lmo custody or 
not to do so hhe individuat officer MUST make this decision} should consider 
all of, but not limited to, the following: 

j 1) 	 DOCl the subject meet the definition ot a mentally ill person above? 

12! 	 Would thjs subject come to hann or cause harm to others if allowed 
to remain free until a mental warrant could be initiated? 

C3} 	 Could the symptoms be c6usoed by something other than mental 
illness. e.g. drtJgs, diabetes. etc.? 

The fact that a subject has threatened to harm himself or another may be 
considered but is not to be the onfy determining factor tn the decision to take a 
subject into INVOLUNTARY CUSTODY. 

Remember: The facts that the officer considers mUSt also be considered by: 

0] 	 A mental profeSSional; and 

(2) 	 A mental health board; and 

{3} 	 Perhaps by a court of law. 

When the decision is made to take the subject into Involuntary custody. the 
officer shall contact the Ueutenant of the Unifonn Patrol Section. The 
Ueutenant !>har! m!!!St with the officer, either at the original place of 
confinement or at the hospital. The Lieutenant shall confnr with the officer 
and make a decision on the signing In of the mentally jll pernon to the hospital. 

As with aU mental commitments, the final responsibility for the signing ,n of 
mental patients under- the involuntary sdminance proce!i!l it the responsibility 
of the officer at the scene who has personal knowledge of the situatIon. 

However, no person $hall be signed in ~ s mental case without clearance and 
consultation of the Lieutenant of the Patrol Section. 

In all cases of subjects taken .into involuntary ctJstody, the officer must 
complete s Casualty Repon. form PO 197 (Crime Against Person) and a wriuen 
certificate, PO 7B, which shall slle-;e that such officer believes that the S1.Ibject 
in custody is: 

{t} 	 A menraHy ill dengerousperson:and 

f21 	 That the harm described in the above definition is likely to occur 
before mental health procaedings under this act may be invoked to 
obtaJfl custody of this subject; 

OMAHA FOLICE O1Vl$JON _ OMAHA, NeaR-ASKA 
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HANDLING MENTALLY ILL PERSONS ~ continued; 

And a summary of the subject's behavior supporting such allegations must be 
detailed in the certlfleau~. 

When the extreme measure of INVOLUNTARY custODY must be taken, the 
subject shall be taken to a hospital where a medical professional and a locked 
OJsmdial ward is available for the care of the mentally lit at all times. 

AU mentally ill dangerous persons shall be taken to: 

(1) CountY' Hospital, or 

(2) Nebraska Psychiatric Institute. if Douglas CountY HospI1al is full. 

There have ben occasions when a F~ld Officer. while talking with the 
Communications Operator, has alarmed the mental patient by referring to the 
medical facility by name; 

To avoid suddenly alarming the mental patient, the Fie!d Officer shall denote 
transporting a mental patient to a medical facility within the CitY of Omaha by 
contacting the Communications Operator and using "Signal AAu 

, The Field 
Officcr should give the Communications Operator the IOCBtion of .origin and 
the location .of the medical faciliry without n~min9 the medica! faciliry. 

An exampie communication~uld be: 

"Oisrrict 304, Signal A·Adam, A·Adam iusing the letter and pronouncing 
the letter phoneticallyl. 20th and St. Marys Avenue to 42nd and 
Woolworth Avenue!' 

The Communications Operator shall Immediately telephone: 

Counry Hospital Emergenc:y 444-7777 

83-1023 Provides that a mentally III subject admitted by certificate must be 
..... evaluated by a menta! health professional as soon as reasonably pO$$ible but 
not later than thirty·six (36) hours after his admission. 

A "menta! health professional" is'ddined -for purposes· of this section as "ma 
practicing physician licensed to practice medicine in this ruu.i. ..... 

MENTAL WARRANTS: 

If a private citIzen believes that a subject is a MENTALLY lLL DANGEROUS 
PERSON he may g.l to the CountY Attorney. If the Counry Attt'Jmey concurs 
in the citizen's belief, there is a procedure set out in Section 8J of the State 
StatUtes for petitioning the COUrts and for the serving of process. 

OMAHA. POLICE OTVISIDN _ OMAHA. NESRASAA May·at 
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HANDLING MENTALLY ILL PERSONS ~ continued; 

Therefore, if the officer is In dOubt as to the nero for immediate cu~dy, he 
fohould actVise the C!:tmptainant to see the County Attornoy for the issuance of a 
Mental Warrant. The County SheriN win then serve the proCesL 

RECORDS: 

Records of mental illnesses shall be actel>Sible only to: 

11) 	 the subjec:t. 

(2) _the subject's counsel. 

f3} 	 the subiect's parents or guardian If the subject is a minor or legal 
incompetent. 

(4) 	 the mernal health board having juri!<iiction overt.he {ubject; 

(S) 	 persons authorized bV an order of a judge or court. or 

f5} 	 persons authorized by wrinen permission oT the sUb;ect. 

BUT BE AWARE: 

" Any penoo·n who willfully 

(,! 	 files, or causes to be filed, a certificate or petition under this act, 
"nowing any of the allegations thereof to be false. 

(2) 	 deprives a subject of any of the rights granted the subject by mls act, 
or 

(3~ 	 breaches the confidentiality of r.f.cords required •.. fabove]._ 

shatl be gUilry of a misdemeanor and shall, upon conviction thereof, be 
puniShed by a fine of not more than one thousand dollal'll 1$1,000.00). or bv 
imprisonment in the county jail for not more than six (6) months. or by both 
such fine and imprisonment, in addition to any. civil liability which he 'may 
incur for such acts. k' 

Penons who are confined in a mt!ntal facility as mental petients are totally the 
respol"tSibHity of the staff of that mental facility, Police Officers should not 
assist or take respons:lbility for the control of such patients it a reqIJest is made 
to do so. 

Th!!. is not to be confuSi2d with sitiltions where a Police Officer is on guard duty 
involving an errened felon who is undergoing medical treatment at the mental 
facility. 

OMAHA POLlC!;; DIVISION _ OMAHA. NSBRASKA 
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HANDLING MENTALLY ILL PERSONS~ continued; 

The Officer is to prevent the escape of such relon but is not to interfere or 
comment on the medical tteat:rnent of the felon in CUstody, He is acting nrictly 
as a Detentlon Offic'C.'r to prev1mt escape. 

PROCEDURE FOR MENTAL PATIENTS TAKEN TO NEBRASKA PSYCHIATRIC INSTITUTE: 

The 1ollowing procedure will be followed' when officers take mental patients to Nebr!!s\o:.a 
Psychiatric Institute: 

1. 	 Upon artl","I, the Offieerwiil go to the information desk located inside the main entranc!, 

2. 	 While at the information del>k. me Officer wlH remove and unload his/her weapon and 
lock it in a metal cabinet provided and take the key with him/her. 

3, 	 Upon completion of assignment. the Officer will return to the information desk. unlock 
the metal cabinet and pick up his/her weapon, 

Now: 	 Exceptions to the above procedures where an Officer wi!! retain his/her 
weapon prior to liiOing into a menta! patient area: 

1. 	 Officer 1$ anSVierlng call of crime In progress. 

2. 	 Prisoner brought into the hospital who i$ under Police guard. 
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4-1700~ OEI\LING W!TH 
ILL PERSONS 

£>l::1I..s0NS WUO EXlIIIH'r lUlNOi!MAL llEllAVIon - - fI..EN'rALLY 

4-1701. General Policy 

The Department recognizes that police are not qualified to solve 
the underlying probla.'1Is of people who exhibit abnormal behavior. 
Officers can learn to recognize abnormal behavior when they 
encounter it. Their response to a situation that involves abnormal 
behavior should reflect a sensitivity to the needs of the people 
involved, and a concern for the safety of themselves and others 
at the scene as well as a concern to alleviate the situation in a 
reasonable, manner and length of time. Wherever possible and 
appropriate. an officer should direct a person exhibiting abnormal 
behavior to those agencies and persons that can provide professional 
help. This should be done in a manner that is the least disruptive 
to the lives of the individual involved and of their family. but 
which is still calculated to meet the needs of the individual and 
the department. 

4-1702. General Considerations 

Because of the varied types of calls they recei .... e .:md their mobility 
.....ithin the community I the polico officCL' is often €.xpacted to respond 
to a situation involving persons exhibiting behavioral abnormalities. 
The officer's course of action at this first encounter can both call1\. 
the existing situation and increase the cl1ance that if subsequent 
treatment is needed lor the ind~viduDl it will be more effective. 
The following procedures will be helpful in this regard. 

4-1702.1 Take time to look the situation Q .... er, and to gather and record as 
much information as possible. The officer should make note of all 
signs of abnormo.l behavior that is observed t the circulastances under 
~hich they are observed, and any other pertinent inforrr~tion about 
the individual they can learn. 'l'his information should all be 
included in the officer's report of the incident. 

4-1702.2 Co.ll for assistance and informatiOn relating to possible missing 
persons or elopee reports from the dispatcher. If possible, contact 
the Dane County Hellta1 Health Center for background infornation they 
U'.ay have on the individual and for general advice. 

4-1702.3 Do not abuse or threaten. Project yourself as n friend who is both 
concerned and anxious to help. A badly frightened or disturbed 
individual will become more difficult to h..1.ncle if hl2/shc Scas the 
police officer as an enemy. 

4-1702.A Avoid excit~ent. Do not let crowds gather. Remove the disturbed 
individual from the scene of excitement and to a quiet atwosphere. 
If there are family or friends present who have a calming effect on 
the individl.lal* they should Le k'-'Pt with him/lwr. 

·1-1702.5 Do r.ot dc:ceive tht.· individual. Deception can create a lack of 
trust towards the officer and reduce the effectiveness or later 
treatment. 

MADISON. ~ISCDNSnl POLICE DEPARTMENT 
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4-1702.6 	 rf physical restraints become necessary¥ every effort should be 
made to avoid inj~J to the indlvidual, to the officers, or to 
bystanders. If possible, the person should be restrained by 
holding his/her ilnn5 or by wrapping him/her in a blanket or a cO;'lt. 

An ambulance should be called to transport the individual~ 
Ordinary handcuffs can cause severe injury to viOlently disturbed 
individuals, and should be avoided where possible. 

4-1703. 	 Dispositions 

An officer's disposition in a given situation will depend on two 
factors: {1l the nature of the situation and (2) the behavioral 
aberration of the individuo.l involved in the situation. The 
following is a list of dispositions which should be considered 
in turn: 

l~ 	 Release of the individual with d referral made to a mental 
health agency_ 

2. 	 ~lacing the individual in the custody of his/her fumily or 
friends. 

3. 	 Consultation with u mental health professional. 

4. 	 Arrest for a statute or an ordinance violation or et'l'.erqenc*/ 
t~oorAry detention. 

4~170J.l 	 Release und Referral 

If the situation that the officer encounters is of a ~~nar nature and 
the person's behavioral aberrations do not appear incapuci~tinq. re­
lease and referral eay be the appropriate response~ Before the officer 
releases an individual s/h~ should be reasonably confident that the 
situation will not reaccur~ and that the person who exhibited the 
abnormal behavio~ can be safely left on his/her own. The officer should 
not release persons ~ho remain extremely e~cited or who are in a 
generally helpless state. The individual should be transported away 
from the scene of the incident if this can be done VOluntarily, and 
if the officer feels this will help alleviate the situation~ Before 
the officer releases the individual s/he should refer the individual 
to an agency that might provide professional help to the individual. 
However, the officer should not refuse to release himlhcr m0re1y 
because it appears the referral will be ignored. When a referral has 
been made. the oft'iccr should not.ify the agency and give the agency 
as much information about the situation and the individual as she/he 
can. This will be done by fo~arding a copy of the officer's revort 
to the agency. The individual should be told that the officer i5 
making a referral and that the individual can expect a contact within 
a day or so by a mental health professional. 

<:-J703.2 	 Release of the Individual to the Custody of t::'amily or f'rief\ds 

If the situation that the officer encounters is of a m2nor nature, 
but. the behavior of the person involved appears severe enouch to 
make release of the individual on his/her POlO unsafe, she/he should. if 
possible. bt.! placed in the t.:uut.ody of .someone ,..ho can cure for him/her 
Generally. this will be the individual's family or friends. She/He 
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should also be placed in the custody of his/her farnil:,' or friends if 
the officer concludes that the situation will reoccur ir the indivi­
dual is left an his/her own~ This alternative should be followed when 
the person involved appears to be sevcrely retarded, senile~ emo­
tionally upset or confused so as to be unable to care for his/her own 
safety. The officer should give a conplete account of the situation 
to the person in whose custody she/he leaves the individual who exhibits 
abnormal behavior. The officer should refer the family to one of 
the agencies on the referral list and notify the agency of the referral 
by forwarding a copy of the officer f 5 report to the agency. The 
individual and family should be told that the officer is making a 
referral and that they can e~pect a contact by a mental health pro­
fessional within a day or so. 

4-1703.3 Consultation with Mental Health Professional 

If the situation exists where you do not foe I comfortablo Simply 
releasing and refarring the individual~ you should Seek consultation 
from a mental health professional. This is done by contacting toe 
Dane County Mental Health Center's Crisis Intervention Staff. either 
in person at 31 South Henry Stroet between 8 am and 5 pm Monday 
throu9'h Friday, or by pholle at 251-0411. 14 hours a day. The Crisis 
Staff have the cupability to respond in person to the scene if 
necessary. At this til'lle, the mental health professional will consult 
with the officer and tho individual to advise the officer before the 
officer decides on a final disposition. Do not simply drcp a person 
off at the Dane County Mental Health center. Contact someone willing 
to take responsibility for the indivl.dual and provide trut mcntal 
health professio;"lal with all information you have regard.mq =hc pt:rson 
and the circUI:'.5tances surroundinq his/her 1:ehfl.vior. Thc officn-r should 
keep thl1 ::1nfcr.y of tho tn0utal lle,llth l'rllfn~;.'lioll,jJ In min,! in dct(!rrnjn­
ing whether s/he will leave the individual in question in the custody 
of the mental health professionaL 

4-1703.4 Arrest for a Statutory Violation 

Arrest~ of course, is always the appropriate disposition when a 
felony has been committed. Arrest is also appropriate if the situa­
tion is one. in which the officer \oK)uld nounally m:tkc an .urest if 
there wer;e no signs of abnormal behavior, and the officer concludes 
that the signs of abnormal behavior observed arc m~nor or unrelated 
to the violation. In addition r arrest may be the most appropriate 
disposition if the individual exhibits signs of ilbnO:tlllal behavior 
fram which the officer concludes that the: per50n cannot be stlfely 
released on his/her OWflr <l.nd thu following fwctors dre present: (1) 

the original incident involves some viOlations of a statute by the 
individu.:1I:; (2) no one can l:;c located who can safely twKC cUlJtody of 
the individual: (3) the individual will not voluntarily admit hiMself/herself 
to il medical facility; (4) the criteria for emergency temporary 
detention as laid out in the next sectionf do not <mist. Ordinance 
violations do not allow the court to order treatment, therefore. 
in those instances, statutory violLltion should be used. 

http:regard.mq
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4-1703.5 Eaergency Temporary Detention 

Emergency Temporary Detention Pursuant to a Police Officer's 
Statutory Authority 

The Police Of£ic~r'D Affidavit for Te~porary Custody is a form to 
be used in conjunction with an OfficQr's statutory authority. granted 
under Wisconsin Statutes Section 51.15(1). to place into temporary 
custody, persons who are violent or who threaten violence and who 
appear irresponsible and dangerous. When an officer uses this 
authority, they are initiating a process that may result in the 
detained person being involuntarily committed to a mental institution. 
The statutory requircPents for the use of this authority are analogous 
to the requirement that there be probable cause to make an arrest 
without a warrant. If these statutory requirements as judicially 
interpreted do not exist, an officer has no authority to use the 
procedure~ 

Blank Police Officer Affidavit fo~ are available in the office 
of the Lieutenant of Patrol, at the Dane County ~£ntal Health center, 
at the emergency room of each hospital in the Madison area, and at 
the Psychiatric Intervention Clinic at University Hospital. Addi­
tional fo~s may be obtained at County Court Branch 1. 

1. 	 Conditions for Use 

The Police Officer's hffidavit will be used only when the 
£0110w1ng conditions eKist: 

a. 	 The statutory requirements as interpreted and listed 
below eKin t: 

(l) 	 The officer shall have observed or !lave learned 
from a reliable source of specific violent or 
dangorous acts. or attcmpts or threats to perform 
specific violent danyerous acts by the individu"l. 

(2) 	 The officer shall have reasOn to believe. b.• sed 
on their own observations or on information pro­
vided by the mental health professional~ that the 
behavior was the result of some mantal abnormalityw 

(3} 	 The person's conduct constitutes an imminent danqer 
of substantial physical harm to himself/herself or others. 

b. 	 The officer determines that none of the earlier listed 
dispositions is appropriate. 

c. 	 The mental health professional concurs with the officer 
that the behavior observed ~s the result of a ~ 
abnormality. 

2. 	 Procedures for Use 

When it: is anticipated that temporary detention ",Hl be initiated 
pursuant to an officer '5 specific statutory authority, the 
officer should follow the procedure outlined below. 
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a. The dispatcher and ole should be notified that the officer 
will. be seek.ing mcntal health consultation refeX'ence the 
individual in question. 

b. Call Dane COunty Mental Health center's Crisis Intervention 
.sarvice~ , fer consultation. At this point, a 
determination will be made whether Crisis personnel will 
respond to the scene, or whether the subject should be CQt'I­

v~yed to the Mental Health Center, for further evaluation. 

c. The investigating officer should give to the mental health 
professional all the pertinent information relating to the 
indiVidual for whom emergency detention is contemplated. 
This information should include the nature of the original 
situation, all signs of abnormality that the officer has 
observed, the specific acts r attempts or threats of violence 
made by the individual and the circumstances under which thuy 
occurred. background information about the indiVidual. and 
the reasons that emergency detention is being sought. 

d. If the mental health professional agrees that the conduct 
in question was the result of a mental abnormality, the 
officer should complete five (S) copies of the Police Officer's 
I.ffidavit for Temporary Custody. Copies may be made on a 
copying ~chinu. One copy of the Affidavit will be given 
to the individuaL The officer will read the Constitutional 
Rights attached to the Affidavit, along with giving the 
individual a wdtten copy of these rights. 

e. If the mental health professional does not agree that deten­
tion is appropriate, the officur should proceed with tlle 
oow~itmunt only after after getting concurrence from the 
Ole. 

f. Mendota Hental Health Institute, the detention facility, 
should be notified by phone that a patient will be transported 
there to the Adm~nistration Building at Mendota and taken 
to the Ad?issions Office. At this time~ Mendota should 
also be advised as to whether security personnel are needed 
to assist in admission. The patient should he turned over 
to the hospital personnel along with a copy of the Affidavit. 
The officer should endorse on each additional copy of the 
Affidavit the date and time the patient was received by 
Mendota Hospital. If necessary. the officer should remain 
with the patient until the admission is complete. 

g. The original i\ffidavit shall immediately be returned to 
the office ot County Court Branch I. If the office is 
olosed, slide the: original A.ffidavit under the door. The 
offioer will also complete an officer's report on the 
incident. attaching the remaining Affidavits to the report. 
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4-1704. Referral List - ~Iental Illness & Abnormal Behavior 

The following is a list of ngencies to ....hich an officer might W.l.sh to 
refer an individunl exhibiting abnorr.al behavior. 

1. 	 Dane County Mental Health Center 

31 South Henry Street 

phone: 151-2341 


Provides the most complete range of out-patient treatment and 

CQUfl,-.Cling aV,J.il..lblc in Dnne County. Coordinates .,11 of !JeWC 

Countyls ment.al helllth facilities nnd c.:m make further referrals. 

Treats mcnt<ll illness, alcoholl:::;lft. druq dcpendency >.lnt.! other 

emotional problems. Emergency ~ental Health Service by phone 

avallable to the general public at 251-2345. 

Lir.~tations - does not provide ~ny in-pntient services. 

Fees .: bused on ability to pay. 


2. 	 C~tholic Social Services 

25 South Hnncock 

phone: 2SG-2358 


fTovidcs cClunseling by psycholcl<Jists .:lnd social workers ill ar~il!i 

of mental illness, alcoholism, drug dependency and f.:lmily-relatcd 
problems- • 
Limitntions - no in-p.:ltient services. Have il Fdet-time staff 

psychiatrist. 

Fl!es - bd;;ed on ;;tbilit~. to p.1y. 


3. 	 Privat(! CliniC5 and f'rivi1t~ l'r.lctitioners 

The Madison area has milny private psychiiltric and psychological 
clinics and privnte prar.t itioner s. Although the individua l 
clinics molY have some specialty, dl\lOn,! them the full range of 
counselinq and treatment for all mental rlisorders·is nvailnble. 
Limitations - The clinics ciJnnot actually provide hospitalization 
...~~-.~~ but they can ,;ll;range for hospitalization. 
fees - The fees a patient mu:;t pay vary considarnbly from clinic 

to clinic. Psychiatrists nre listed in the Madison phone 
book yellow pagl't> undee "T'hi't>icians and Surgeons". 
Psychologists art; listed under "psychologists". 

4. 	 Jiospitals 

The 	followi.ng hospitals provide emergency psychintric care 
throu~h the hospital emergency room. 

d_ 	 t>ludison General Hospital 

202 South Park Street 

phone: 267-6;':06 


http:followi.ng
http:abnorr.al
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b. ~£thodist Hospital 
]09 West Washington Avenue 
Phoner 251-2J71 

c ~ SL M.J.ry':) lIoU1pital 
707 south Mills Street 
rhona! 253-(,000 

d. University of Winconuin Hospital 
600 Highland Avenue 
Phone! 262-2398 

e. Veteran's Administration Hospital 
2500 Overlook Tcrr~~e 
Phone~ 256-1901 

(For veterans only) 
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I. 	 EPL!CY 

Police encounters with pe~SOn$ eisplaying symptoms o~ 
mental oiscrder require the exercise of extreme caution 
and adherence to established guidelines in order to pro­
tect the rights of individuals and insure public sa~ety. 
It is the policy of the Departmen: :hat non-arrest resO­
lutions of mental cases will be attempte6 whenever possi­
ble. Ideally. contacts with mentally eisturbec persons 
will result in a referral to appropriate !acilities on 
a voluntary basis_ When public safety demands otherwise, 
involuntary detentions must be resbrtec to; however, the 
placing of criminal cha~ge$ for the purpOse o£ ta~ing 
such persons into custody is to he avoided if possible. 
~ne effective anc hum~e disposition of mental ois~ur­
bance calls re~uires adherence to the procedures set 
forth in this General Order~ A coordinated ef!ort be­
:ween the police~ co~rtsl anc mental he~lth agencies is 
essential to ,the achieVement ,Of a professional approach 
to the problem~ 

II. STATE r...~W 

The Code of Virginia. Section 37.l-E7~1. sets forth the 
procedures to be followed regarding ~he-involuntary de­
tention o! mentally disturbed persons. There is nO au­
thority for a police officer to ~ake a mentally disturbed 
person into custody without a warrant or detention creer. 
Persons who appear mentally ill may be arrested for the 
c~ission of a $peci!ic offense. but the placing of 
charges such as Disorderly conduct is appropriate only as 
a last resort. 

III. PROCEnt:!'R:!i!S 

A) Voluntary admissions to mental health facilities 

1) 	 Per~OnS who appear to be in need of mental health 
treatment, and do not pose an imminent danger to 
themselves or others, should be referred to a 
mental health facility. A family member or othe'r 
responsible person is often available to assist 

.. , ..... , .............v .... , .~ .. ., ........ v"'C' .. ... 
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~,e disturbed person in se~~ing such treatment. 
E~ergency clinics are opera~ee at ~~e WooCburn 
Ce~ter and the Mount Vernon Center for Comrnuni~y 
Me~tal Heal~. Northern Virginia Mental Heal~, 
I~sti~ute ~s e public in-patient facility for 
No~~e=n Virginia. 

2) Pe=sons who have been or are ~nder the C2re of 
a ?rivate ?hysician should be referred to ~~e 
physici~~, i! possible. 

al Involuntar-.{ Ad.n-.issions 

li If no eroerqency exists, a relative or any respon­
sible person may petition a judge of the Fairfax 
General Dis~ric~ Court to order ~~e detention and 
a hea:ing fo:: a person Who is ~elieved to be in 
need o~ ~ental heal~~ tzeatment. This procedure 
applies duz.i.."'It;1 hours when the court is in session. 

2l Du:inq hou::s,.when the c.our~ is not in session. 
?ersons may seek the issuance~of a mental ~eten­
tion oraer, f~om L~e maqist:ate on duty at ~,e 
ADC 1 Groveton, or Mason~ 

3) Police of=ice:s should ref=ain ~rom initiatinq 
involuntary admissions un~ess there is no rela­
tive or other responsible person available anc./ 
or the .suspect pental~y ill person appears to be 
dangerous to himself or others. 

C} Mobile Crisis Unit 

~i The Woodburn Center operates a Mobile Crisis Unit 
during ~~e hours of 1600 to 2400 seven days a 
week. The Unit is oomp=ised o£ three mental 
heal~~ professionals: a psychiatric nurse, a 
psychologist. and a psychiat::ic social worker. 
Two of the above persons will he workins as a 
team c.urinq the ~tated hours. 

2) The mission of the Mobile Crisis Unit is two­
fole.. 
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a} To respond to calls ~rom Judges. Special 
Justices, and Special Magistrates for the 
purposes of evaluating persons to determine 
whether detention is warranted. or in af­
fecting feasible alte=natives to involuntary 
detention. 

b) To respond to Police Oepartrn~~t requests 
for assistance in cases involvLng mental 
health problems where counselling is of 
potential benefit~ Assistance may be pro­
vided by telephone consultation or by 
response to the scene where appropriate. 

3) .If the person in need of :rnenta.l health treatment 
is an .iJuminent danger to h.itnself or others or in 
need of medical treatment and immediate involun­
tary detention is ap?=opriate, the procedures
outlined under III~ D) below shall be followed 
in lieu of contactinq the Mobile Crisis Unit. 
If a family member is available, that person· 
shOuld be the petitioner~ 

4} If the pe~son appears willing to ta1k with a 
mental health professional, but is unwilling or 
unable to come to a mental health facility, con­
tact the ~Dbile Crisis Unit for telephone con­
sultation or to arrange for a field visit if 
appropriate. The Mobile Crisis Unit may be ~on­
tacted as follows: 

560-0224 - Unpublish~, for police 
and ~ourt use only, or 

573-5679 - Mobile Crisis Unit publ~c 
line. 

s} rf the Mobile Crisis Unit responds to a scene to 
assist the Department, police officers shall 
remain at the scene until the Mobile C~isis Unit 
arrives and the safety of all persons is assured_ 

6) In cases where the Mobile Crisis unit responds 

,..,A"•• C:OUHT'I' 1"1)1..1(:£ oep... RT...!"T 
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to a scene I but dete~ne5 that involunt~-y de­
t~tion is unavoidable, a family member or a 
police of=icer shall be ~~e petitioner. The 
procedures outlined in III. DJ below apply where 
a police officer is the petitioner. Membe:S o£ 
the Mobile Crisis ur-it do not have ~~e authority 
to detain a pe=son suspectec of be~~9 mentally 
il1.. 

7) 	 lihere the ¥~bile Crisis Cnit ~e5 a field con­
tact at the request of t.'18 cou=t, a special 
Magist=ate may be designated to request simul­
t~~eous assistance from t.'1e Police Oeya:tQent. 
Upon such request, appropriate police manpo~er 
will be dispatChed to the scene to meet wit.~ the 
Mobile c=isis Unit ~~d provide security assist ­
ance until there ~s a reasonable,ce~ainty ~~at 
no Uw~~ent danger £0 the persons involved exists~ 
and ~~at iRmed!ete detention is no~ appro~riate.I= irnmeeiate detention is appropriate, utilize 
the procedures outli.."led in III'.; DJ 0:: t...'1is Orce::. 

S} 	 The !olobile Unit is una!:Jle to provide transpo~a­
tion_ In SOl'Ile voluntary Cases the police may be 
requested to transport after voluntary treatment 
has been arra..'1ged~ Whenever possible, a member 
of the Mobile c:isis Unit will be requested to 
accompany such cases in the police vehicle. 

III 	 Eooergency Aemissions Initiated by Police Of::icers 

11. 	 During Court Bours. 

a) 	 Contact a Judge o! the Fairfax General Dis-· 
t~ict Cou~t and explain the circumstances 
which indicate the need £0= immediate de­
tentiona 

bl 	 The judge will ascertain the availab~!ity 
of detention facilities and issue instruc­
tions conce=ninq custody of ~~e individual~ 

c) 	 The hearing time, date, and location will 
be established by judicial authority and 
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the police officer will be required to 
attend unless the detainee agrees to 
voluntary admission and waives the right 
to a hearing. 

2) 	 Du=i09 hours when court is not in session 

al 	 Contact the magistrate at Fairfax or 
Groveton and relate the circumstances 
which warrant ±mmediate detention. 

b) 	 The magistrate will determine the avail ­
ability of detention facilities and then 
contact a Special Justice or a judge for 
the authority to detain.' i= necessary, as 
outlined helow ~ 

cl 	 1>lagistrate must have advice from a pe=soo. 
skilled in the diagnosis and treatment of 
mental illness prior to issuing an order 
on their own aut.:ho::::'ity ~ otherw:5.se they 
must rec~ive author!:ation ~rom a judge 
or special Justice~ 

d) 	 Upon receipt of verbal authority to detain, 
the officer will take ~e person into cus­
tody and proceed to the fac~lity designated 
zor detention. Another o!ficer will secure 
the ~~itten detention order and deliver it 
to the designated facility. The detention 
order must be presented to the designated 
facility prior to a~ssion of the detainee. 

E) 	 Custody and Transportation of ,Mentally Disturbed 
Persons 

1) 	 proper restraining devices will be used if 
necessary to pre~ent injury to the individual 
or the o!ficer~ The decision to use handcuffs 
will be based on. the totality of cir~tances 
and the potential for violence exhibited by the 
detainee. 

2) 	 Persons taken into custody shall be transported 
~n a cruiser equipped with a safety shield. 

http:otherw:5.se
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If possible, two of=ice~s shQuld hanele the 
cus~ody and trans~o~ of mentally Cisturbeo 
persons~ ~xtremely violent persons may re­
gui~e s~ec~al restrain~s and transportation
by ambulance to the oetention facility. If 
ax;'.bl.:.la'"lce ~a."!s?artation is usee, one o==ice=­
will aczornpany the ~~ulance crew 
transport i.::':eqJested by them. 

d~rin~ 

3) Pe:sons taken into custody who are in a?parent 
need of medical trea~~ent independent of their 
mental disorder must be taken ~o the Fairfax 
Hospital prior to being taken to t~e detention 
facility. 

4} :>,ersons taken into custody wil-l remain t..''l8 
~esponsibility 0= the police o::ficer until 
custody is ass~~d by receiving personnel at 

detention faeility~ If ~~e _o£=i~er ~as 
prc·.::i!';'" ~~on o~d_eit:'..1!POn U=iv.:l. ~t: 

the cesionated ~acilitv, there shquld ha 
rHr:.ii:naJ. ael-,av, 'in ~=-e!iev:tnq ~ -Q;f::i~r 'Of 
custodiil :::e.spons'!'5~:rfiy ..- In. the case of an 
escapee f the -azrestinq -o;;'ficer shall transport:. 
~;e subject:. to ~;e nearest special maq~strate. 
who will either find bed space !or the subject, 
or make arr~~9ements to transfer custody t:.o the 
Sherif='s ne~artme~t:.. ont1l placement is 
dete~ned by ~~e ma9ist~ate. ~~e arresting 
of=icer is responsible for custody of the 
escapee. 

5) If an o==ice:- is quar:!in; a meptal patient at 
the ?airfax Hospital and for reasons of personal 
safety feels that physical restraints are 
necessa=Y for L~e patient, due to t~e indi­
vidual's c~nduct, ~;e officer should contact 
t.b,e l..CII:inisttetive Nursing Supervisor. The 
Adcinistrative Nursing supervisor sho~ld be 
requested to obse~Je the patient's actions 
or conduct and to contact ~~e app~opriate 
physician, if restraints are required. Nothing 
in ~~is sec~ion shall preclude of!icers from 
restrainins individuals ~~thout prior approva~ 
in an emergency situation~ 
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6) 	 Officers shall cooperate fully with and assist 
petsannel ~t the detention facility. This 
ine;ludes cOl!lpliance with any detention !acility 
regulations concerning the securing of police 
weapons. 

7) 	 If an of=icer is r(?quired to guard a mental 
patient at Fairfax Hospital~ ~e of~icer ruay 
contact the Administrative Nursing Supervisor 
to request that the person be placed on another 
ward# if the officer feels that giving up his 
revolver represents a threat to his/her safety. 
Space availability will be a factor. 

8) 	 The of=icer t~ansportin9 the detainee shall 

advise the Emergency Operations Center of 

his destination and estimated time of arrival 

50 that a telephone call tan be made alerting 

~e receiving facility that a mentally dis­

tu::bed person is en ro~te. 


F} 	 Hearings Following ~nvoluntary Detentio~ 

1) 	 The officer execut.ing the detention order is 

not required to attend the hearing unless he 

is named as the petitioner~ This should only 

occur in oases where ~edi~te detention is 

ne~essary and there is no relative or other 

responsib,le person available to request 

detention~ 

2) 	 A creliminary hearing wi1·1 be held within 24 

hoUrs of detention, normally at OS30 hours 

on the morning following detention. If the 

officer is the petitioner, he must be present 

at the prelimi.nary hearing. The detainee may 

waive his right to a final hearing and agree 

to ~~luntary admission during the prelimLnary 

hearing. 


3) 	 A fin~l hearin9 will be held within 48 hours 

P4IRf'4X COtJH'TT POI.ICE PtP4RTM!KT 
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o~ detention unless waived by ~,e detainee. 
The of:icerls presence is necessary at ~~is 
hea=in9 i~ he is the petitioner. 

Gl 	 Se~ice 0= Men~al 08tentio~ Orcers/W~-:a~ts, Escape 
W~ra.l·'lts 

1) 	 EOC ?srsonnel who receive a re~~est !or the 

service of a warrant/order shall ~ec~rd the 

necessary i~£ormation for the eispatc~ of an 

o==icer. The warrant desk shall be notified 

0: the warrant/oreer and such warr~~t(order 
shall be entered into ~~e Dep~tment's active 
warrant ::ile~ 

2) 	 The of=icer receivin; the warrant/order shall 
immediately verify that it has been properly 
com?leted and si;ned. Special instructions. 
as tc ~~e time or se~~ice or place of det~~tio~, 
shall be noted~ 

3) 	 I:: the wax;:-ant!order ca.,not :he sert.Ted within 
t~e same shift as received# or at the time 
Qesignated~ ~~e issuin~ authority shall be 
noti£ied and the reason service cannot be 
made shall be provided. The issu~~g au~~ority 
shall determine whether another attempt at 
service should be made later or whether the 
warrant/order should be rer~~ed to ~~e court 
or detention !acility. 

4) 	 Persons served with mental p~titions for 
detention at the Northern Virginia Mental 
Eealth Institute during the periods between 
l7QO and 0300 hours on regular weekdays~ on 
weekendS and State (not county) holidays, must 
!irst be taken to the Woodburn Center for Com­
munity Mental Health; where they wil1 be 
~xamined by a physician. ~he o=ficer[s) must 
remain at Woodburn durin~ this time. At the 
conclusion of 'the examination, the officer{s) 
will then take the person to the No~~ern 
Virginia Mental H~al~~ Institute !or detention. 

1'41RPAX C:OUHT"'!' POLIC! OI!.P"RTM!HT 
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H) 	 Reporting Procedures 

l} 	 A complete investiqation report shall be sub­
mitted by the assigned o~ficerf detailinq ~e 
circumstances of the incioent. 10-99 c~earances 
of such cases are not acceptable. The assigned 
of!icer shall contact ~~e War=an~ Pesk whenever 
~e warrant/order.is served or returned to 'the 
issuer~ ~he wa=ran~ control orocedure shell be 
in accordance wi~ General Order 601, Arrest 
Procedures t IV) 51. 

2) 	 The custody of persons for the reason ~f alleged 
mental illness or escape ~rom involuntary com­
mitment shall not be recorded on any Department 
arrest docu..'Tlent., either sum....tlcns or CC.itl:. lUI 
faots and circ~~stances shall be L~oluded in ~~e 
investigation report. 

3) 	 Any problems which arise concerning court pro­
cedures, contact with SpeCial Magistrates, 0= 
personnel at. the receiving !..a,c;;:ility .~hall be 
forwarded by memorandum to the appropriate 
bureau commander. 

This General Order !;)eccr:nes e£fective December 1, 19B2 f and 
resci~ds all previous rules and regulations pertaining to the 
subject. 

ISS'U"ED BY: 	 APPROVED BY: 

1i:.. /Qy.,..::-~-r-­~0 ounty t:,xeeutl.veChl.ei Poll.ee ~ 

FAIR""'); CDUNTY PO!.IC! D!I'ARTI"-!.HT 

http:D!I'ARTI"-!.HT
http:t:,xeeutl.ve
http:warrant/order.is
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qUESTIONS fOR ASSESSING MENTAL HEALTH PROBLEMS 

To aid operators~ dispatchers} and officers. the fallowing questions 
should be asked of a caller who is menta11y disabled or who is 
complaining about a mentally disabled person (MOP)~ 

L 	 Is the MOP using or threatening violence? 

NO YES, specifical 


2. 	 Is the MOP threatening suicide? 
NO YES, specifically________________ 

3. 	 Is the MDP acting dangerously towards himself or others? 

NO YES, specifically 


4. 	 Has the MOP been neglecting personal care or bodily functions? 

NO YES 


a. 	 Has the MOP mutilated himself? NO YES 
h. 	 Has the MOP neglected bathing within 


the past few days? NO YES 

c. 	 Has the MDP neglected eating within the past few 


days? NO YES 

d. 	 Has the MOP neg1 eeted taking prescribed medications? NO YES 
e. 	 Has the MOP been sleeping irregularly? NO YES 

The above questions pertain to state law criteria for involuntary 
commitment. If the answers to these are positive tben an emergency
exists which requires a patrol response~ 

5. 	 Has the MOP recently suffered a traumatic experience? 

NO YES. specifically 


6. 	 Does the MOP have a history of mental illness? 
NO YES 	 !llness___~_______________ 

HospTtaiCMHC~~================ 
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7. 	 Does the MOP feel that his bE!hav1or is controlled or inf1uenced by 
outside forces? 
NO YES, specifically 

s. 	 Does the MOP ever receive messages from strangers I radio, or 
televi:sion? 

NO YES. specifically_________________ 


9. Does the MOP hear voices when others do not? 
NO YES, specifical 

10. Does the MOP see things when others do not? 
NO YES. speciflcally_________________ 

11. 	 Does the MOP indicate that others are plotting ugainst him or are 
after him? 
NO YES, speclfical,,___________________ 

12. Does the MOP c1aim that others can read his thoughts? 
NO YES. specifically 

13. Does the MOP claim that he can read other's thoughts?
NO YES, speciflcally_________________ 

14. Is the MOP overly concerned with religion or death? 
NO YES. specifically 

15. 	 Is the MOP oriented to his environment. i~e., time. place. and 
person? 
YES NO, 
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16. 	 Did the mood of the MOP drastically ch.nge during the cour,e of 
the conversation or 1nterv1ew? 
NO YES, specific.l 'J_________________ 

17. Was the mood of the MIlP appropriate for the n.ture of the call? 
YES NO, 

lB. 	 Does it appear that the MDP is under the influence of alcoho1 or 
illegal drugs?
NO YES, speciflcally________________ 
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TRAINING FILMS 


The Cry for Help--ProducEd by the Unite" States Public Health 

Service, 1963, 33 minutes, B&I>I, 16 Mt~ optical sound. Rental fee of $25 

for three da,}iSj purchase price $200. Order from National Audiovisual 

Center. Government Services Administration, Order Section/RA, 

Washington, D.C. 20409; 301/763-IB96. 

A training film for police officers and law enforcement 

agenCies, designed to develop a feeling of concern and understanding in 

handling the suicidal person. Presents some of the major causes of 

suicide and problems of handling. Teaches law enforcement officers to 

recognize their ~cry for help~" 

Handling_ Suicide Threats--A Harper and Row Criminal Justice 

t<1edia program produced by Bay State Film Productions with Or. Morton 

Bard serving as consultant. 23 minutes. One week rental fee of $75 for 

film or video; purchase fee of $450 for the film and $400 for the 

video. Order from MTlf Teleprograms, Inc.~ 3710 Commercial Avenue i 

Northbrook. IL 60062; phone toll free 1-800-323-5343; in IL. AK, and HI 

call collect 312/291-9400. 

Discusses and demonstrates strategies that begin with the 

initial call-in and dispatcher's response and follow-through to the 

tactical and psychological techniques necessary to develop interface 

between the responding off1cer(s) and the person attempting suicide. 

Case histories illustrate both what to do and what to avoid doing. 

Preceding page blank 
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Topics covered include: the importance of officer attitude in 

this type of crisis ;ntervent;on~ motivating factors behind suicide 

attempts. methods for ensuring the safety of bystanders and officers, 

and specific techniques for dissuading a person attempting 

suicide. 

The Mask--Produced by the United States Publ ic Heal th Services 1 

1965. 33 minutes. B&W 1 16 MM 0 pt1ca1 sound. Renta 1 fee 0 f $25 for 

three days; purchase price $205. Order from National Audiovisual 

Center, Government Services Administration, Order Section/RAt 

Washington, D,C, 2D4D9; 3Dl/763-1896. 

Informs the police that alcohol may mask symptoms of both 

physical and mental disorders and suggests a system of observation that 

begins when a person ;s first seen by the police. It emphasizes the 

significance of alcohol ism as a problem and stresses the increasingly 

humanitarian role of the police. 

Mental Disorders--Produced by Police Science Services. Eighty 

color slides and carousel tray with narration cassette 2 instructor's 

guide, 25 questions and answers, and 25 student handouts. Rental fee 

$125. Order from: Police Science Services, United Learning, 6633 West 

Howard Street, Niles, IL 6D648; 800/323-9468. 

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 expectat1ons. crowd 

control, stabiliz1ng actions, securing professional help, mental 

derangement in ordinary offenses. and securing and transporting 

subjects. 
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Mental I11ness--Published by Harper and Row, Inc-, 20 minutes.., 

16 MM color. Available for rental and purchase. Order from MTI 

Teleprograms I [nco ~ 3710 Corrmercia.l Avenue, Northbrook, IL 50062; 

phone toll free 1-800-323-5343; in IL, AK, and HI~ call collect 

312/291-9400. 

Oiscusses how mental illness can affect anyone. Exp1ains how 

many behaviors fall into a normal range. However. if the behavior is 

inappropriate for the setting, then mental illness should be COn­

sidered. Offers guidelines for officers to follow in identifying and 

interacting with the mentally ill and identifies specific reactions by 

officers that shou1d be avoided. 

One Step Ahead Series 

Based on practices developed by mental health consultants Peter 

Moriarity and Martin S. Samuels under the auspices of St. Francis 

General Hospital t Pittsburgh. Guides accompany each film. Each 

production can be rented for one week at $75~ film or video; purchase 

prices for each production are $475 for the film and $430 for the 

video. Order from MTI Teleprograms. Inc., 3710 Corr:mercial Avenue. 

Northbrook. IL 60061; phone toll free 1-800-323-5343. in IL. AK. and 

HI call collect 312/291-9400. 

One Step Ahead r--Produced for MTI by /lmerican Image Fi lms. 

Ltd. f 28 minutes. Eltplores the various types of emotional crisis 

situations and presents viable solutions based on the degree of 

viol ence involved. Shot in actual patient-care faci1 Hies s it presents 
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three main goals of c:r1s1s control: to deal humanely with the 

disturhed person without causing emotional trauma i to avoid causing 

injury or physical painj and to control the crisis hy always being Kone 

step ahead ft of any situation. Included are the verbal control 

response, the simple physical ~basket-hold" form of restraint. and the 

"baSket-hold and takedown l' method for controll1ng €lItremely violent 

patients. 

One Step Ahead III: Verbal Technicues--Produc:ed by Producer 

Services Center, 20 minutes. Focuses on proper intervention techniques 

which can de~esca'ate a volatile situation and calm a potentially 

aggressive patient. Shows several verbal techniques in action and 

stresses their Use in responding to the client needs while avoiding 

physical confrontation. 

Sl1ic1de--Prodl1ced by Pol ice Science Services. Eighty color 

slides and carousel tray with narration cassette, instructor's guide, 

25 questions and answers, and 25 student handouts. Rental fee $125. 

Order from Police science Services, United learning~ 6633 West Howard 

street, ~iles, IL 60648; 800/323-9468. 

Suicide attempts present emergency problems that are not easy to 

solve on the spur of the moment. This set of materials will help both 

the officer on the scene and the dispatcher to stahilize the situation 

until a psychiatrist or trained social worker arrives. 

What Would You Oo?--Available to rent or purchase, 15 minutes. 

VCR, color. Order from MTI Teleprograms, Inc •• 3710 Commercial Avenue. 
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Northbrook, IL 60062; phone toll free 1-800-323-5343; in IL, AK, and 

HI call collect 312/291-9400. 

Presents six two- or three-minute scenarios involving the 

mentally ill and retarded. After estab11shing tne situation. the 

narrator poses questions for the viewers regarding the possible actions 

an officer could ta\:'e~ Group discussions of appropriate actions should 

then fo 11 ow. 



APPENDIX G2 


SUGGESTED READINGS 


The Police Role 

Bittner. Egan. "Police Discretion in Emergency Apprehension of 

Mentally III Persons. n Social Problems, Vol. 14.1967. 

One of the original and certainly one of the most comprehensive 

discussions of the police role regarding the mentally ill. The primary 

concern of this piece is on the rules and considerations underlying the 

exercise of discretion in emergency apprehensions. Organizational and 

attitudinal factors are examined as are conditions surrounding 

emergency apprehensions and non-official ways of dealing with mentally 

ill persons. The author concludes that the task.s of managing the 

mentally ill are a legitimate part of police work. and of what the 

public expects of officers. 

Matthews 2 Arthur A. "Observations on Pol ice Pol icy and Procedures for 

Emergency Detention of the Mentally I11.n The Journal of Criminal Law, 

Criminology and Police Science 2 Vol. 61(2). June 2 1970. 

Discusses the issue of police handlin9 of the mentally 111 from legal 

and medical perspectives and how these perspectives affect law 
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enforcement policy and procedures~ Both formal and informal procedures 

used by officers are discussed as well as procedures established by 

local menta' health agencies. Additional1y~ there is a discussion of 

appropriate pol ice roles and responsibil fties for managing the mentally 

ill. 

Snibbe. John R.~ and Homa M. Snibbe. The Urban Policeman in 

Transition~ Sprfngfield, Illinois: Charles C. Thomas ~ 1973. 

A collection of essays and articles dealing with the changing roles in 

police work. Works by Bodin. Jacobson, Snibbe 1 and SOKol discuss the 

role of police officers in relation to the mentally 111. re1ationships 

between police and mental health agencies, and an examination of police 

referrals and emergency detentions for examination. 

The Police and Community Mental Health 

Cesnik. Bernard 1. 7 Nancy Pferce 7 and Michael Pulsa "law Enforcement 

and Crisis Intervention Services: A Critical Relationship.~ Suicide 

and Life Threat~"~Ji1.g Behavior, VoL 7(4} f Winters 1977 .. 

Explains how the police department and community menta1 health center 

worK together to provide officers with 24-hour mental health 

assistancea Discusses the planning~ training. implementation, and 

maintenance phases of the relationship-building process. Particular 
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emphasis is given to the importance of mutual planning, cross-training 

and frequent liaison between the two professions. A key element in the 

success of this relationship is the identification of a SWorn officer 

to coordinate the department's policy, procedure. training, records and 

liaison regarding encounters with the mentally ill. 

Hanewicz t Wayne B. lJ'nn M~ Fransway, and Michael W. O'Neill. 

"Improving the Linkages Between Community Mental Health and the 

Police. fi Journal of Police Science and Administration, Vol* lO~ 1982. 

Describes in detail the process utilized to establiSh law 

enforcement-community services interfacing policies and corresponding 

methods to promote interorganizational growth and communication. 

Spe1:ific steps are recognized as aiding in the identification of the 

particular problem, the development of policy and procedure, the use of 

policy and operational teams to develop and implement changes, and 

continual evaluation of the policies and procedures. An evolv1ng~ 

flexible process a110ws for internal and external changes in both the 

law enforcement and mental health agencies as well as in the 

coordination of services. 

Monahan, John~ ed. Community Mental Healtb and the Criminal Justice 

system. Elmsford. New York: Pergamon Press. 1976. 
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A collection of essays and articles dealing with interaction between 

these two systems. Topics include interaction 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 benefits of coordination. Noted 

authors include Saleem Shah, Philip Mann, Allan Beigel, and Marc 

Abramson. 

Managing Encounters 

Russell, Harold E., and Allan Biegel. Understanding Human Behavior for 

Effective Police Work. New York: Basic Books, Inc., 1976.. 

Describes the origins and complexities of human behavior. explaining 

the deve10pment and functioning of the normal personality and the 

confl icts that may lead to abnormal behaviora Guiding prinCiples fot 

understanding mental illness are presented as is a virtual catalog of 

the kinds of deviant behavior an officer is likely to encounter~ Case 

histoties illustrate typical ctisis situations and suggestions ate 

provided for identifying and managing the mentally disabled. A final 

section looks at the police officer as a person, discussing his needs 

and expectations. and the norma1 stresses and dissatisfactions his Job 

is likely to create. 
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Goldstein, Arnold Pq et al., Police Crisis Intervention. Elmsford. 

New 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. mental disturbance, drug and alcohol intoxication, rape t and 

suicide by providing specific recommendations for managing each of 

these crises. Also discussed is the effectiveness of crisis 

"ntervention training from both a' contextual and procedural perspeCtive 

and includes an outline and recommendation for Structured Learning 

Training, a four-procedure. active training technique. 

Matthews Robert A. 1 and Loyd W. Rowland. How to Recognize and Handle 

Abnormal People. Arl ington .. Virginia: Mental Health Association, 

1979. 

A four~part manual designed to aid in the management of the mentally 

disabled. drug addicts, sex offenders, and alcoholics~ Part One is 

concerned with recognizing and handling individuals believed to be 

mentally disabled. Part Two describes special mental conditions that 

migllt be encountered by officers. Abnormal group behavior is discussed 

in Part Three. and Part Four addresses personal problems an officer can 

experience as a resul t of his or her work. 
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Kennedy, Margaret. et 0.1 Men.~al1y Retarded Offender: A Handbook. fora 

Criminal Justice Personnel. Cleveland: Federation for Community 

Plann1ng, 1982. 

Provides a bilsis for identifying mentally retarded persons in the 

criminal justice system and for adequately handling mentally retarded 

persons. Topics include defining mentnl retardation; describing~ 

identifying. and interviewing mentally retarded persons; assessing 

court cases; detenr.ining the d1sposition of a court caSCj and 

supervising and habilitating mentally retarded offenders. Inc.ludes a 

glossary and bibl iography. 
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