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PREFACE

The Police Executive Research Forum (PERF) is a national membership organization composed

of chief executives from municipal, county and state law enforcement agencies. PERF's goal is to improve the delivery of police services through the professionalization of law enforcement executives and officers, the development of new knowledge through research and experimentation, and open debate on criminal justice issues.

This material was prepared by PERF under a grant from the U.S. Department of Justice to provide technical assistance to law enforcement agencies on Title II of the Americans with Disabilities Act (ADA). Its purpose is to aid law enforcement agencies in their efforts to improve the police response to people with disabilities.

Title II of the ADA prohibits discrimination on the basis of disability by any state or local government or its agencies. Covered entities include police and fire departments, state legislatures, city councils, state courts, public schools, public recreation departments and departments of motor vehicle licensing. All covered entities must allow people with disabilities to participate fully in all their services, programs and activities. All law enforcement officials employed by a state or local government agency must adhere to principles of nondiscrimination in carrying out their duties. Law enforcement agencies may be held liable for failing to provide their services to people with disabilities on the same basis as provided to others.

The following training curriculum and model policy on responding to people with mental illness is part of a series of products that address the police response to people with disabilities. Other training curricula on the police response to people with seizure disorders, people with speech and hearing impairments, and people with mental retardation are also available. This grant also supported the preparation of a training video and brochure, titled Mental Illness: Police Response. In addition, PERF has produced model policies and videotapes on complying with the ADA.

For those agencies interested in training their officers or supervisors on the requirements of the ADA, we have included a training module in each of these curricula. These can be given alone or in conjunction with one or more of the disability-specific modules.

For more information on these or other subjects, please contact:

Police Executive Research Forum

1120 Connecticut Ave. NW, Suite 930

Washington, DC 20036

202/466-7820

202/466-2670 (TDD)

ACKNOWLEDGMENTS

The Police Executive Research Forum (PERF) wishes to thank and acknowledge the significant

contributions of many authors and reviewers.

First, we want to acknowledge Gerard Murphy, who authored a previous PERF publication titled Managing Persons with Mental Disabilities: A Curriculum Guide for Trainers, which was the resource for developing the current curriculum.

We also want to thank Elizabeth B. Perkins, M.S.; Gary W. Cordner, Ph.D.; Steven Falkenberg, Ph.D.; and Larry K. Gaines, Ph.D. of Eastem Kentucky University and Officer David Boggs, of the Lexington, Ky., Division of Police for their thorough update of the curriculum and particularly for their chapters on the community policing response to people with mental illnesses.

We are grateful to Rana Sampson, of Community Policing Associates, and Sheldon F. Greenberg, at the Johns Hopkins University, who contributed their substantial expertise to the development of the model policy. These authors are extremely well-versed in issues related to

community policing and police leadership, and are dedicated to improving the police response to people with disabilities.

Thoughtful comments and suggestions on various drafts were provided by the National Alliance for the Mentally Ill. In addition, several PERF staff carefully reviewed and edited drafts of these materials. Thanks go to Melissa Miller Reuland, Ellen Painter Dollar and Cristine Maglieri.

Last, we extend our thanks to the Department of Justice for funding this project and to Ruth Hall Lusher and Sally G. Willis of the Disability Rights Section for their insights and suggestions in reviewing these materials.

TRAINERS GUIDE

CONTENTS

Introduction
iv

Selecting Trainers
vi

Trainer Preparations
vii

Organization of Guide
ix

Module I: Mental Illnesses and the Police Response.
Module I -1


Activity 1: Overview of Training Course.
Module I -2


Activity 2: Introduction to Module One.
Module I -2


Activity 3: Mental Illness Attitude Test.
Module I -2 ​


Activity 4: Discussion of Attitudes
Module I -2


Activity 5: Current Mental Health Practices.
Module I -3


Activity 6: The ADA and Mental Illness
Module I -5


Activity 7: Who and Where are People with Mental Illnesses
Module 1- 6


Activity 8: Factors Surrounding the Police Response.
Module 1- 7


Module I Summary.
Module 1- 9


Mental Illness Attitude Test.
Module I: Handout -11


Mental Illness Attitude Test: Answer Key.
Module I: Handout -12

Module II: Understanding Mental Illnesses
Module II - 13


Activity 1: Introduction to Module II
Module II - 14


Activity 2: Discussion of Mental Illness
Module II - 14


Activity 3: Developmental Disabilities and Neurological Disorders.
Module II - 15


Activity 4: Specific Mental Illnesses
Module II - 17


Activity 5: Discussion of Crisis Behavior.
Module II - 21


Module II Summary
Module II - 21


Differences Between Mental Retardation and Mental Illness
Module II: Handout -23

Module III: The ADA and Police Response to Calls and Incidents.
Module III - 24


Activity 1: Introduction to Module III
.Module III - 26


Activity 2: Principles of the Americans with Disabilities Act (ADA)
Module III - 26


Activity 3: Recognizing Characteristics of Mental Illnesses.
Module III - 27


Activity 4: An Effective Police Response to People with Mental Illnesses
Module III - 29


Activity 5: Departmental Policy and Procedures.
Module III - 31


Module III Summary
Module III - 31


Techniques for Handling Frequently Encountered Situations
Module III: Handout - 33


Interacting with People with Mental Illness
Module III: Handout - 36


Common Medications Associated with Mental Illness
Module III: Handout - 37


i

Module IV: Noncustodial Police Options: Counseling, Release and Referral, and Voluntary


Emergency Evaluation
Module IV - 38


Activity 1: Introduction to Module IV
Module IV - 39


Activity 2: Disposition Alternatives
Module IV - 39


Activity 3: Assisting a Victim or Witness.
Module IV - 40


Activity 4: Options That Involve Counseling, Release and Referral.
Module IV - 40

Activity 5: Consultation with Mental Health and Related


Social Service Agencies
Module IV- 42


Activity 6: Voluntary Mental Evaluation.
Module IV - 43


Activity 7: Issues of Confidentiality
Module IV - 43


Module IV Summary
Module IV - 44

Module V: Custodial Police Options: Arrest, Involuntary Emergency


Evaluation and Involuntary Commitment Orders
Module V - 45


Activity 1: Introduction to Module V
Module V - 46

Activity 2: When Police Can Take a Person with Mental Illness


into Custody.
Module V - 46


Activity 3: Arresting a Person with Mental Illness
Module V - 46


Activity 4: Interviewing a Suspect Who Has Mental Illness
Module V - 47


Activity 5: Description of the Commitment Process.
Module V - 48


Activity 6: Description of Civil Criteria.
Module V - 49

Activity 7: The Police Role in Involuntary Emergency


Mental Evaluations
Module V - 51


Activity 8: The Police Role in Involuntary Commitment Court Orders
Module V - 52


Activity 9: Procedures for Custodial Treatment.
Module V - 53


Activity 10: Transportation to the Appropriate Facility.
Module V - 55


Activity 11: Review of Forms
Module V - 55


Module V Summary
Module V - 56

Module VI: A Community Policing Response to People with Mental Illness
Module VI - 57



Activity 1: Introduction to Module VI
Module VI - 58


Activity 2: Overview of Community Policing.
Module VI - 58


Activity 3: Key Elements of Community Policing.
Module VI - 59


Activity 4: The Police Response to People with Mental Illness.
Module VI - 61


Activity 5: Group Discussions and Reports.
Module VI - 63


Module VI Summary
Module VI - 64


Traditional vs. Community Policing.
Module VI: Handout - 65

Module VII: A Problem-Solving Response to People with Mental Illness
Module VII - 66


Activity 1: Introduction to Module VII
Module VII - 67


Activity 2: Overview of Problem Solving.
Module VII - 67


Activity 3: The Problem-Solving Process.
Module VII - 68


Activity 4: The Police Response to People with Mental Illness
Module VII - 71


Activity 5: Group Exercises and Reports.
Module VII – 72



ii


Module VII Summary
Module VII - 73


Analysis Questions
Module VII: Handout - 74


Problem Solving: The Range of Possible Alternatives.
Module VII: Handout – 75

Appendix A: Roll Call Training: Mental Illness Assessment and On-Scene Stabilization


(Video #l)
Appendices - 77

Appendix B: Roll Call Training: Community Policing Response to People with Mental Illness


(Video #2)
Appendices - 78

Appendix C: Role Play Activities
Appendices - 79

Appendix D: Test of Knowledge
Appendices - 82

Appendix E: Resources for the Trainer.
Appendices - 85


iii

INTRODUCTION

People with mental, cognitive and psychiatric disabilities constitute perhaps the single most

persecuted and least understood group of individuals in the disability community. The stigma associated with mental illness remains an oppressive obstacle to employment and integration, hampering the efforts of people with mental disabilities to enter the workforce, attend schools and contribute their talents and energy to society.

-
The President's Committee on Employment of People with Disabilities

March 1994


Like other members of the community, people who have mental illnesses may live in

houses, apartments, group homes, or on the street without shelter or resources. They may be professionals, office workers, laborers, homemakers, children, elderly people, or people who depend on welfare and social services for survival. They may call for police assistance, be a

victim of a crime or accident, be a witness, be the subject of a call, attend a community crime prevention program, or be encountered in all the situations in which police personnel encounter other citizens.

The Americans with Disabilities Act (ADA) entitles people with disabilities to the same service and protections that police departments provide to anyone else. They may not be excluded or segregated from s~rvices, denied services, or otherwise provided with lesser services or protection than are provided to others. This law has refocused awareness on police response to people with mental illnesses.

The ADA does not call for a fixed set of rules to be followed in all cases involving a person who has--or exhibits symptoms of-mental illness. Rather, the ADA calls for law enforcement agencies and personnel to make reasonable adjustments and modifications in their policies, practices, or procedures on a case-by-case basis. For example, if a person exhibits symptoms of mental illness, expresses that he or she has a mental illness or requests accommodation for a mental illness (such as access to medication or water), officers and call​takers may need to modify routine practices and procedures, take more time or show more sensitivity to extend the services or protections that would be extended to someone else in a

similar circumstance.

Officers experienced in community policing and problem solving should find themselves well-prepared to serve the population of people with mental illnesses. The nature of the interaction between the police and people with mental illnesses is varied. While responses to some calls for service (such as those requiring medical assistance or involving criminal activity) are well-defined, others are less clear and may require the application of problem-solving skills to handle the immediate situation or assist the individual and his or her family in identifying and obtaining lasting solutions and appropriate support services.

iv

This curriculum combines the requirements of the ADA and the principles of community policing. It addresses the subject's complexity and the critical nature of the police role in responding to and assisting individuals with mental illnesses. No single policy or procedure can address all of the situations in which officers, communications personnel, and other police department employees may be required to provide assistance to a person who has mental illness and his or her family. This curriculum is intended to address the most common types of police interactions with people who have mental illnesses.

This curriculum takes into account that police play different roles in their encounters with people with mental illnesses. As first responders, they may provide immediate aid. As law enforcers, they may encounter victims, witnesses or suspects who have mental illness. As service personnel, they may help people obtain psychiatric attention or other needed services. Helping people with mental illnesses and their families obtain the services of other government agencies, mental health organizations, hospitals, clinics, and shelter care facilities has become a critical role for police.

Working Assumptions

It is important to dispel commonly held misconceptions about people who have mental illnesses. This training is based on the following assumptions, which all participants must recognize.


1.
Mental illness is not a crime.


2.
Most people with mental illnesses are fully functioning community members.


3.
There is no correlation between mental illness and a person's participation in


crime.


4.
Involvement in infractions (traffic violations, loitering, disorderly conduct) may


be a manifestation of a person's mental illness or failure to receive treatment for


the illness, rather than a result of intentional wrongdoing.


5.
Some people with mental illnesses may be more vulnerable to crime, abuse or


injury than the general population.

v

SELECTING TRAINERS

PERF strongly recommends that trainers from law enforcement agencies and academies

work together with mental health experts or advocates to conduct the training. Specialists on

issues related to people with mental illnesses will be invaluable in answering questions about mandatory reporting; outlining legal and ethical issues concerning the police response to citizens with mental illnesses; and presenting local mental health demographics and statistics, situational

handling procedures, and a myriad of other concerns that are critical to a successful training

effort. A list of resources for identifying such trainers is provided at the end of the guide.

The law enforcement trainer(s) should have an intimate knowledge of police agency

policies, procedures and protocols for responding to people with mental illnesses. He or she

should also be familiar with current departmental procedures for assisting people who are under

the influence of alcohol and/or drugs so that proper distinctions and comparisons can be made.

Some experience in managing cases involving people with mental illnesses would also be

beneficial. Police trainers should also be familiar with state laws applicable to emergency mental

evaluation and civil commitment proceedings.

Trainers from mental health agencies or other social service agencies should have a

thorough knowledge of community resources, applicable statutes, mental health issues, case

management procedures, and problems that may concern the police response. Each trainer

should have an understanding of the role and responsibility of the other professions, including

differences in philosophies and terminology.

Additional qualifications for all trainers might include:

· familiarity with the training methods used in this manual;

· demonstrated experience as a trainer;

· experience with organizing, presenting and discussing complex issues;

· ability to lead discussions and to encourage students to disclose preconceptions;

· sensitivity to the demands of officers in the training setting;

· recognized credibility with officers; and

· commitment to being thoroughly prepared for all training sessions.

It is important that the trainers express a genuine belief in using a coordinated approach

for addressing mental health issues so that the police role may be presented to students in a

coherent and straightforward manner.

Trainers are encouraged to revise and update the curriculum on a regular basis. Revisions should be done in a cooperative effort between the police trainer and local experts on mental health issues.
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TRAINER PREPARATIONS

Because this curriculum was designed to be used in jurisdictions across the county, it is

necessary for the trainers to "customize" the curriculum where indicated. For example, there are sections that require insertion of local laws, local information on the population that experiences mental health problems, and information on the calls for service involving people with mental

illnesses. Also, the kinds of referral agencies and related services that are available vary from

one jurisdiction to the next. The trainers should make every effort to tailor this curriculum to any unique needs of the jurisdiction in which training is conducted.

This curriculum guide also provides a number of appendices that offer additional information and materials for trainers and participants. Trainers should review these appendices when designing their courses and when preparing their presentations. Trainers should also become familiar with the following background readings. These include published articles and products developed by PERF and the Department of Justice. The ADA readings are available free from the ADA Information Line: 800-514-0301 (voice)/800-514-0393 (TDD), or from the ADA homepage: (http://www.usdoj.gov/crt/ada/adahomel.htm).


Readings on the ADA:

U.S. Department of Justice. Commonly Asked Questions about the ADA and Law Enforcement. Washington, D.C.

U.S. Department of Justice. Commonly Asked Questions about Title II of the ADA. Washington, D.C.

U.S. Department of Justice. Regulations for Title II of the ADA. 28CFR Part 35, Washington, D.C.

U.S. Department of Justice. Technical Assistance Manual for Title II of the ADA. Washington, D.C.

Readings on mental illness and policing:

Gillig, Paulette M. et al. What Do Police Officers Really Want From the Mental Health System?" Hospital and Community Psychiatry 41 no. 6 (1990): 663-665.

Janik, James. "Dealing With Mentally III Offenders," FBI Law Enforcement Bulletin (July 1992): 22-26.

Miller, Robert D."Need-for- Treatment Criteria for Involuntary Civil Commitment: Impact in Practice," American Journal of Psychiatry 149 no. 10 (1992): 1380-1384.
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Monahan, John."Mental Disorder and Violent Behavior," American Psychologist 47 no. 4 (1992): 511-521.

National Institute of Justice. Mental Illness and Violent Crime by John Monahan. Research Review. Washington, D.C. October 1996.

Oliver, J. Michael. "Police Linkage with Community Mental Health Centers in the Management of Criminal Justice-Mental Health,” Journal of Police and Criminal Psychology, 6 no. 2 (1990): 8-13.

Police Executive Research Forum. Community Policing Response to People with Mental Illnesses. Model Policy. Washington, D.C. 1997.

Ruiz, Jim. "An Interactive Analysis Between Uniformed Law Enforcement Officers and the Mentally Ill,” American Journal of Police 12 no. 4 (1993): 149-177.

Readings on police response to people with disabilities:

National Institute of Justice. Police Response to Special Populations, by Peter E. Finn and Monique Sullivan. Research in Action. Washington, D.C. January 1988.

Police Executive Research Forum. Police Response to People with Hearing and Speech Disabilities: Trainers' Guide. Washington, D.C. 1996.

Police Executive Research Forum. Recognizing and Responding to People Who Have Mental Retardation: Trainer's Guide. Washington, D.C. 1996.

Readings on community policing and problem solving:

Bureau of Justice Assistance. Understanding Community Policing: A Framework for Action, Washington, D.C. 1994.

Cooke, Leonard. Community Partnerships Increase Resources, The Police Chief (December 1993): 58-63.

Goldstein, Herman. Problem-Oriented Policing. New York: McGraw-Hill. 1990.

Trojanowicz, Robert, and Bonnie Bucqueroux. Community Policing: How to Get Started. Cincinnati, Ohio: Anderson. 1994.
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ORGANIZATION OF GUIDE

In developing this curriculum, the authors have made every effort to meet a wide range of

training needs. The curriculum may be used in its entirety for recruit training, or trainers may select particular modules to use for shorter in-service training. This grant also supported the preparation of a training video titled "Mental Illness: Police Response," and a supporting brochure. An outline for roll-call training, which relies on the training video tape and brochure, is included in appendices A and B. Suggested role play activities are included in appendix C and a test of knowledge is in appendix D. The training package should allow the agency to train officers in responding to people with mental illness, regardless of time constraints.

Because most training sessions will be mandated as part of a recruit or in-service training program, it is important to stress the direct personal and professional benefits to officers receiving the training, such as increases in job satisfaction, ability to access mental health services in the community, professional respect and self-confidence, and long-term effectiveness.

This curriculum consists of seven full-length modules designed for use in recruit or in​service training. These modules, and the recommended length of time for each, are as follows:


Module I
Mental Illnesses and the Police Response
2 hours


Module II
Understanding Mental Illnesses
2 hours


Module III
The ADA and Police Response to Calls and Incidents
2 hours


Module IV
Noncustodial Police Options: Counseling, Release


and Referral, and Voluntary Emergency Evaluation
2 hours


Module V
Custodial Police Options: Arrest, Involuntary Emergency


Evaluation and Involuntary Commitment Orders
4 hours


Module VI
A Community Policing Response to People with


Mental Illness
2 hours


Module VII
A Problem-Solving Response to People


with Mental Illness
2 hours

x


.
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MODULE I: MENTAL ILLNESSES AND THE POLICE RESPONSE

OVERVIEW:

This session is designed to improve officers' understanding of the circumstances of people with mental illnesses and the most common reasons for police involvement with them. An overview of the training course will also be provided. Common attitudes toward people with mental 'illnesses are discussed, and officers are encouraged to examine their own attitudes about this topic. The session describes frequent police encounters with people who have mental illnesses.

LENGTH:
Two (2) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· identify commonly held attitudes and beliefs about people with mental illnesses;

· describe current mental health treatment philosophies, practices and weaknesses;

· state the basic premises of the Americans with Disabilities Act and its relationship

to people with mental illnesses;

· describe the often varied circumstances of people with mental illnesses; and

· identify common interactions between police and people with mental illnesses.

PARTICIPANTS' MATERIALS:

· Handout: Mental Illness: Police Response (PERF Brochure--is not included in

these materials)

· Handout: Mental Illness Attitude Test
Module I –1

ACTIVITY 1: Overview of Training Course

Provide an overview of the training course by reviewing the introduction to the guide and presenting the approach and format of this training. Also review the course outline, materials and working assumptions. Two points should be highlighted. Note that many people, police officers included, have misconceptions about people with mental illnesses. This course is designed to clarify these misconceptions. The second point is that this course is not intended to turn police officers into mental health professionals, but only to improve their abilities to respond effectively to people with mental illnesses. Field any questions the officers may have. 

ACTIVITY 2: Introduction to Module One

Provide a brief overview of Module One. Review the module outline, learning objectives

and course materials.

ACTIVITY 3: Mental Illness Attitude Test

Administer the test on attitudes toward mental illnesses (provided at the end of this module). This true-false test lists some of the common myths and misconceptions about mental illnesses and people who have them; Some of the answers are fairly obvious; others are more difficult to perceive. Rather than officers' turning in the test, they should keep it for the

discussion.

ACTIVITY 4: Discussion of Attitudes

In this section officers discuss their experiences with calls for service involving someone

who has mental illness. Be prepared to acknowledge officer frustrations, answer questions and address challenges. Emphasize the positive, recommend readings, quote sources, and elaborate with additional information. This is often best achieved by asking for specific examples of problems that officers have encountered.

Begin this section by discussing the attitude test. Provide officers with the correct answers. This is to prompt officers to examine their own beliefs and attitudes. Ask the officers what they think of the myths identified in the test. Do they disagree or have questions about any of the answers? Have they ever encountered behaviors that resemble the myths? How would these myths cause citizens to call the police to complain about a person with mental illness?

Module I -2

Discussion Points

1.
What are some common officer attitudes toward people with mental illnesses and calls

involving them? Research has shown that police officers hold two major attitudes toward

people with mental illnesses:


a.
They are sick and should receive medical attention.


b.
Mental illness involves violence or highly abnormal behavior.

2.
Although officers report that their encounters with people with mental illness are an

appropriate part of police work, they do not feel it is a desirable part. What are some

common reasons police give for disliking these encounters?


a.
Officers are uncertain of their role in civil or social service matters. It is often


unclear when law enforcement duties end and social service agency tasks begin.


b.
Officers lack training in techniques for responding to this population. Officers


believe they are responsible for situations about which they have no expertise.


c.
Officers often hold negative attitudes toward, and misunderstand, mental health


workers and mental health philosophies. Officers view mental health treatment as


an inadequate solution to the problem of people with mental illness.


d.
Officers feel they lack control over the situation. Officers may see their authority

diminished when all they can do is transport the subject to the hospital and request admission. Frustration develops when mental health facilities refuse intoxicated,

psychotic and other difficult to handle subjects. Frustration also develops when

people with mental illness are released immediately after a psychological

evaluation.


e.
Officers can have a difficult time separating personal from professional feelings

when encountering people in need of social services. They may have too much sympathy for the person's inability to receive treatment or a "cure."


f.
Responding to people with mental illness takes time away from the "real" police

work of apprehending and arresting criminals. Mental health calls can take a long

time. Moreover, assisting a person who has mental illness is not considered a "good pinch."

ACTIVITY 5: Current Mental Health Practices

People who have severe mental illnesses and are not receiving treatment, are often the

first subpopulation that comes to mind. This section is designed to give the students an overview of current mental health treatment practices that serve this subpopulation. Understanding mental health practices is essential to effective response to people with mental illnesses. Without a clear understanding of available resources, officers are more likely to become frustrated and disparage or refuse to use mental health resources.

Module I - 3

Discussion Points

1.
How did we get where we are?

The current mental health service philosophy emerged from two important historical events: the emergence of psychotropic medications for the treatment of mental illness and the deinstitutionalization movement.

a.
Psychotropic medications were developed in the late 1950s. For many patients, these drugs could control or reduce the dangerous and destructive symptoms of severe mental illnesses. The new medications meant that the hospital environment was unnecessary for many people with chronic mental illnesses.

b. The deinstitutionalization movement was a reaction to a series of serious problems within the mental health system. These included the institutionalization of people who were not mentally ill, and the sometimes terrible conditions within those institutions, which included patient mistreatment, abuse and other civil rights violations. Laws were changed to make it more difficult to commit people and to strictly limit the duration of commitments. As a result, thousands of people were rapidly released from state mental institutions during the 1960s and 1970s.

c.
Community mental health centers were established to provide education, job training and life skills assistance to help these people with mental illnesses adjust to society.

2.
What is the philosophy of current community-based treatment?

a.
The philosophy of community mental health is based on the premise that a 
person's rights include not being isolated from the community because he or she 
has a mental illness.

b.
Community mental health is intended to provide quality mental health services of 
prevention, referral, treatment, rehabilitation, and support without relying on 
institutions (hospitals) unless absolutely necessary.

c.
Community mental health stresses using community resources to improve the 
functioning of people with mental illnesses.

d.
The goal is to develop a network of community resources that actively provide 
mental health services and social living skills to enable a person with mental 
illness to live in the community.

3.
How is this philosophy put into practice?

a. Thousands of community-based mental health organizations in the United States 
provide a variety of services to people with mental illnesses, but not everyone is 
eligible for services. Some of the centers are in hospitals, others operate as storefronts, and still others maintain a number of specialized units in different locations. Each community's services are unique.

b.
Services provided by the centers vary tremendously. The following services are 
recognized as functions of community mental health care. [Trainers should check 
Module I-4

with local centers to determine the services they provide and which populations of

people with mental illnesses they serve.

· Outpatient therapy

· Emergency service

· Residential treatment services

· Referrals

· Community education

· Alcohol and drug counseling

· Hospital screening

· Court evaluations

· Social support groups

· Distribution and monitoring of medications

· Occupational skills and workshops

· Telephone hotlines

4.
What are some weaknesses of community mental health care?

a.
Community mental health services did not develop as extensively as envisioned.


They have not always been able to provide appropriate services for people with


serious, long-term mental illnesses.

b.
The mental health system is fragmented. Mental health centers often specialize in one service rather than all services. Communication between segments of the system is often poor or nonexistent. Specialized services make it difficult for people with multiple problems to receive comprehensive care, as many centers prefer to work with only one problem.

c.
Community-based mental health organizations are often closed overnight and on weekends—the times when people with mental illnesses may most need the services.


d.
Many mental health workers do not receive enough training in community care, crisis services, and working with people with serious, long-term mental illnesses.


e.
The money saved by closing hospitals was seldom reallocated to community


mental health centers.

ACTIVITY 6: The ADA and Mental Illness

The Americans with Disabilities Act entitles people with disabilities to the same service and protections that police departments provide to anyone else. They may not be excluded or segregated from services, denied services, or otherwise provided with lesser services or protection than are provided to others.


People with mental illnesses may call for police assistance, be a victim of a crime or accident, be a witness, be the subject of a call, attend a community crime prevention program, or; be encountered in all the situations in which police personnel encounter other citizens.

Module I-5

The ADA does not call for a fixed set of rules to be followed in all cases involving a person who has—or exhibits symptoms of—mental illness. Rather, the ADA calls for law enforcement agencies and personnel to make reasonable adjustments and modifications in their policies, practices or procedures on a case-by-case basis. If a person exhibits symptoms of mental illness, expresses that he or she has a mental illness or requests accommodation for a

mental illness (such as access to medication or water), officers and call-takers may need to modify routine practices and procedures, take more time or show more sensitivity to extend the services or protections that would be extended to someone else in a similar circumstance. No individual should be arrested for behavioral manifestations of mental illness that are not criminal in nature.

ACTIVITY 7: Who and Where are People with Mental Illnesses?

This section provides an overview of the varied circumstances of people with mental illnesses. Again, its purpose is to improve officers' understanding of people with mental illnesses so that officers' attitudes toward them and mental illness calls for service are positive and service-oriented.

Discussion Points

1.
There are at least four factors that cause symptoms of emotional disturbance:


a.
Substance abuse


b.
Situational stress


c.
Medical conditions


d.
Mental illness

2.
Who are the people with mental illnesses?

a.
The general population of people with mental illnesses is much larger than the subpopulation of those with severe mental illnesses who are not receiving treatment.

b.
Like other members of the community, people who have mental illnesses may be professionals, office workers, laborers, homemakers, children, elderly people, or people who depend on welfare and social services for survival.

c.
One in five families in America will be affected by mental illness. Many of those diagnosed with a mental illness have never been hospitalized and do not need in​ patient care.
.

d.
The number one reason for hospital admissions nationwide is diagnosis of psychiatric disorder. At any time, almost 21 percent of all hospital beds are filled by people with mental illnesses.
.

e.
Mental illnesses are more common than cancer, diabetes or heart disease.

Module I -6

f.
Another estimate is that at least 13 percent of the national population suffers from disorders such as anxiety disorders, thought disorders such as schizophrenia, or mood disorders such as major depression or bipolar illness (manic depression).


g.
Mental illnesses can range from mild to moderate to severe.

h.
It has been estimated that approximately 2.8 percent of adults in the United States have severe mental illnesses.


i.
The presence of such a large number of people with mental illnesses in the


population makes it very likely that police 9fficers will come in contact with them.

3.
Where do people with mental illnesses live?

People with mental illness live in a variety of settings in the community, including:

a.
houses,

b.
apartments,


c.
group homes,


d.
on the street without shelter or resources,


e.
nursing homes, and


f.
homeless shelters.

4.
While many people with mental illnesses live in a supportive environment, some do not.

For them; living arrangements do not include adequate support mechanisms for meeting their basic needs. Foster care, group houses and halfway houses often provide adequate to excellent support services, such as supervision, rehabilitation, counseling, and job and socialization skills training.

5.
Many people with severe mental illnesses (often schizophrenia) are homeless. However,

not all people with mental illness are homeless, and not all homeless people have a mental illnesses. It is estimated that one-third of homeless people have severe mental illness. People with mental illnesses that are homeless have arrived at their predicament for a variety of reasons. Some cannot obtain housing because of their unusual symptoms and behavior. Others lack .the financial resources to secure housing. Still others prefer to live on the street to any form of structured living, a preference that is likely a symptom of their illness.

ACTIVITY 8: Factors Surrounding the Police Response

Data on the precise number of contacts between police and people with mental illnesses are not available. This is because most contacts between police officers and people who have mental illnesses-severe or mild-are reported based on the nature of the incident (rescue call, loitering, disorderly subject, Crime Victim, etc.) rather than the illness of the person(s) involved.
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It is known, however, that police departments respond to a wide variety of calls involving people with mental illnesses. These calls include assisting a person with mental illness who has been a crime victim or witness, or who is experiencing a crisis related to his or her mental illness, such as a psychotic episode or suicide attempt. Most often, when police officers respond to calls resulting from the behavior of people with mental illnesses, a crime has not been committed and there is little or no potential for harm. Some calls will, however, involve minor infractions of the law, such as loitering or pubiic nuisance, or less frequently, serious crimes, such as assault. Police occasionally encounter people with mental illnesses experiencing psychotic episodes who pose a danger to themselves or others.

This section presents a number of specific factors that determine how and why police become involved with people with mental illnesses. It also reviews the range of situations an officer is likely to encounter.

Discussion Points

1.
Why do police become involved with people with mental illnesses?  

In many communities, the police have the only 24-hour, seven-day-a-week, mobile emergency response capacity. The police are the most visible government service. Also, police officers have tremendous authority to detain, arrest and use force, if necessary. Thus, when in doubt, the public calls the police.

2.
Who initiates encounters between the police and people with mental illnesses?

a.
People with mental illnesses may be the victim or witness of a crime or accident.

b.
Family, friends or other concerned individuals may call the police for assistance when a family member or friend is experiencing a psychiatric crisis.

c.
A citizen who feels threatened by unusual behavior or the mere presence of a person who has a mental illness may call the police.


d.
Mental health agencies and hospitals call the police for security when faced with a 
disruptive or violent client. These agencies might also call the police to transport 
clients to another agency or their homes.

e.
People with mental illnesses call the police to deal with "incidents" that are a


result of their illness. For example, if the person believes that aliens from another


planet are trying to kill him, he may:Ca1l the police to get help.

f.
Police officers themselves may encounter a person with a mental illness who is


acting inappropriately.

g.
Court orders or petitions to detain, commit or transport people with mental


illnesses are another way that officers encounter them.

3.
What types of situations are encountered?

When police officers are called to respond to an incident involving a person with mental

illness, they frequently encounter situations such as:
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a.
A confused, disoriented individual who does not know where he or she is or how

he or she got there. The person may know his or her name and be able to describe


his or her residence, but be unable to give an address or phone number.


b.
Shoplifting of beer, wine or small food items.


c.
An individual demonstrating bizarre or unusual behavior or being aggressive,


destructive, assaultive, or violent.


d.
A homeless individual sleeping in the doorway of a store, inside an all-night fast


food establishment or in the lobby of a bank with a 24-hour ATM.

4.
When do encounters occur? '


a.
Encounters with people who have mental illnesses follow patterns similar to all


police calls for service. That is, most will be during the evening shift, fewer


during the day shift, and fewest during the night shift.


b.
Mental health professionals and police officers alike report that people with

mental illnesses are most vulnerable in the evenings and during weekends and holidays-times when their usual support systems are not likely to be available. These are also the times when mental health agencies are often closed.

5.
What are some common characteristics of people with mental illnesses encountered by

the police?


a.
They may be alone and lack social support systems, particularly a spouse or

family.


b.
They may be having a psychotic episode and have schizophrenia.


c.
They may be difficult to manage. For example, he or she has been in and out of

hospitals, yet refuses to acknowledge his or her disorder.


d.
They may have complications, such as alcohol or drug abuse.


e.
They may have been the victim of a crime or accident.

6.
What crimes are people with mental illnesses commonly victims of?


a.
Children with mental illnesses may be molested or otherwise abused. Children


are often unable to appropriately identify the suspect.


b.
Adults with mental' illnesses may be easily robbed or become the victim of con


artists.


c.
A person with a mental illness has the same chance of being victimized as the


general population, but he or she has less chance of a successful prosecution.


MODULE I SUMMARY

· People with mental illness may be found in every walk of life.
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· The ADA entitles people with disabilities to the same services and protections


provided to anyone else.

· Appropriate attitudes are important in effectively and successfully responding to

situations involving people with mental illnesses.

· Review the role, capacities and weaknesses of current mental health practices.

· Due to the high prevalence of mental illness in the general population, it is likely

that police officers will come into contact with people with mental illnesses. It is important to realize that some of these individuals do not have adequate living arrangements to support their basic needs.

· Police are called to incidents involving people with mental illnesses by citizens and organizations in the community largely because they are always available to help and are obligated to respond.

· Encounters with people who have mental illnesses commonly involve the homeless or disoriented individuals. If the encounter involves a crime, it is most often a minor violation.

LOOKING AHEAD

Traditional law enforcement options for resolving the incidents just described have been limited to arrest and incarceration for minor infractions, or simply trying to stabilize .the scene. Community services intended for this population are often fragmented and can be ineffective due to limited treatment capabilities and bed space. Police officers' ability to resolve the situation effectively is also limited by poor knowledge of the variety of options that may be available.

A combination of these conditions has lead to frustration of law enforcement officers who' may spend hours trying to get help for this population. These conditions also form the basis of serious concerns among the public. The remainder of the training course will provide officers with options for overcoming the difficulties just described. Regardless of how a problem is handled, it will take some time. The key to success is to handle the situation properly the first time around so that the chance of repeat calls for service is diminished.

The next module reviews the characteristics of many mental illnesses as well as other neurologic conditions that officers encounter that may be confused with mental illness; This information will better allow officers to respond effectively to situations involving people with mental illnesses.
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MENTAL ILLNESS ATTITUDE TEST

T F
1.
The best approach for handling a person with mental illness is to be tough and

disinterested in their problems.

T F
2.
Police officers should treat people with mental illnesses with the same respect as

they would any other person.

T F
3.
The first objective in dealing with people with mental illnesses is to immobilize

the person with whatever force is necessary.

T F
4.
When reaching a disposition to a case involving a person with mental illness,

officers will be more effective if they consider the condition of the person with

mental illness.

T F
5.
The degree of resistance officers receive when dealing with a person with mental illness will greatly depend on the officers' attitude and demeanor.

T F
6.
People with mental illnesses are far more violent than most people in society.

T F
7.
Police officers have no power to begin the process of committing people with

mental illnesses.

T F
8.
Basically, mental illness and mental retardation are the same thing.

T F
9.
A person with mental illness can still be intelligent and perceptive.

T F
10.
Putting an obnoxious person with mental illness in jail is a good way to teach the

person a lesson.

T F
11.
Responding to people with mental illnesses is a legitimate role of the police.

T F
12.
A person with mental illness does not have the same rights as other people.

T F
13.
People with mental illnesses can control their bizarre behavior, but prefer not to

because of the attention they receive when they act weird.

T F
14.
Mental illness is always a permanent condition.

T F
15.
Any person who attempts suicide is clearly mentally ill.
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MENTAL ILLNESS ATTITUDE TEST

Answer Key

1.
False

2.
True

3. False

4. True

5. True

6. False

7. False

8. False

9. True

10. False

11. True

12. False

13. False

14. False

15. False
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MODULE II: UNDERSTANDING MENTAL ILLNESSES

OVERVIEW:

This module is designed to improve officers' understanding of mental illnesses and other behaviors often confused with mental illnesses. The intent is not to teach officers diagnostic skills, but to provide a basis for understanding frequently encountered mental illnesses and to become familiar with indicators of those, disabilities. With this understanding, officers will be better prepared to respond to this population. The module describes mental illnesses, developmental disabilities and crisis behavior.

Much of this section should be taught by, or in a conjunction with, a mental health professional who can describe these disabilities in laypersons' terms.

LENGTH: Two (2) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· define the terms mental health, disability, and mental illness;

· distinguish among mental illnesses,. developmental disabilities and neurological disorders;

· identify five major categories of mental illnesses and the characteristics of people who have them; and

· define crisis behavior and the way it differs for people with mental illnesses.

PARTICIPANTS’ MATERIALS:

· Handout: Differences Between Mental Retardation and Mental Illness
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ACTIVITY 1: Introduction to Module II

Provide a brief overview of Module Two. Review the outline, materials and learning

objectives for this module. Ask officers if they have any immediate concerns or questions.

ACTIVITY 2: Discussion of Mental Illness

The purpose of this activity is to familiarize officers with the concept of mental illness. Begin this activity with a brief discussion of mental health. Understanding good mental health places one in a better position to understand mental illness.

Discussion Points

1.
What is mental health?


a.
Mental health is a relative term; it can mean many things to many people.

Generally, mentally healthy people have a positive self-image and can relate successfully to others. Mental health is the ability to integrate one's self with one's environment. Good mental health is reflected in:

· solid interpersonal relationships,

· satisfaction in living,

· successes and achievements,

· flexibility and coping skills, and

· maturity.


b.
In dealing with life's challenges, changes and traumas each person develops

mechanisms that enable him or her to function effectively despite these distractions. At times, the pressures may impair one's ability to fulfill responsibilities effectively. This condition is often dealt with quickly by the person so that effectiveness is soon restored. It is when the person's mechanisms for dealing with those pressures fail that one begins to experience a disorder in functioning. Mental illnesses also occur without apparent reason or trigger.

2.
What is a disability?

With respect to an individual, "disability" means a physical or mental impairment that substantially limits one or more major life activities.

3.
What is mental illness?


a.
The term "mental illness" is not easily defined. It describes a group of distinct

disabilities characterized by disturbances in thinking, feeling and relating. Like mental health, mental illness is a relative term. That is, a particular mental illness can affect different people differently, or the same person can have very different symptoms of his or her illness at different times. Symptoms do not necessarily progress in a clearly defined manner as they do with many physical illnesses.
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b.
Mental illness can affect people of any age and can occur in any family. People

with mental illnesses are usually of normal intelligence although they may have difficulty performing at a normal level due to their illness.


c.
Mental illnesses can vary in severity from mild to moderate to severe. Mental

illnesses can begin in childhood, young adulthood or in older adults. Mental illness may not be permanent-episodes of mental illness can ebb and flow.

4.
What causes mental illnesses?

The causes of mental illness are not well-understood, although current research and literature supports biochemical causes for some of the major mental illnesses. Major factors, such as heredity, stress, recreational drugs, or other toxins may also contribute to these disabilities. The DSM-IV (Diagnostic and Scientific Manual of the American Psychiatric Association, fourth edition, 1994) lists mental illnesses, their characteristics and possible causes.

ACTIVITY 3: Developmental Disabilities and Neurological Disorders

1.
Autism and mental retardation are two developmental disabilities that can be confused

with mental illness. What are the characteristics of people who have autism and mental retardation?


a.
Autism is characterized by one or more of the following:

· severe disorders of communication and behavior that begin in early childhood, usually prior to age three;

· difficulty communicating or relating to other people;

· nonresponsiveness to sound (the person appears not to hear);

· total lack of interest in nearby people or objects;

· lack of meaningful speech or echoing others' words.


b.
Mental retardation is one of the nation's leading disabling conditions. It is

estimated that 3 percent of the U.S. population, or more than 7.5 million children and adults, have mental retardation, Mental retardation originates during a child's developmental period. People with mental retardation mature intellectually and emotionally at a rate significantly below average.


c.
There are varying degrees of mental retardation: mild (the most common;

constituting 89 percent of cases), moderate (about 6 percent of cases), and severe and profound retardation (about 5 percent of cases). The vast majority of people

who have mental retardation are capable of living independently and securing regular jobs, if they are provided adequate education and vocational training. Thus, they are not much different from anyone else. Although they may have

functional limitations, and may need more guidance and assistance, they remain in touch with reality.


d.
Mental retardation is not a disease, and it should not be confused with mental


illness. Mental retardation is permanent, although the degree of retardation can be
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lessened. With appropriate support over time, the functioning of a person with mental retardation will generally improve. Mental retardation can be caused by

factors that may be biological, environmental, or a combination of both. (Note: refer students to the handout Differences Between Mental Illness and Mental Retardation. )

2.
What are some neurological disorders that can be confused with mental illness?

Neurological disorders are impairments of the brain and nervous system. Because mental illnesses are also neurological diseases, differentiating between mental illnesses and these other disorders may be difficult. Some of the other types of neurological disorders that police officers might encounter include the following:


a.
Seizure disorders including epilepsy, are marked by disturbed electrical rhythms


of the brain, which may result in seizures.


b.
Cerebral palsy is a disorder of posture and movement due to a dysfunction of a


portion of the brain. People may have difficulty in muscle control or coordination


that may affect speech, hearing and/or vision.


c.
Alzheimer's disease is primarily found in an aging population, and is


characterized by confusion, loss of memory, disorientation and wandering.


d.
Strokes sometimes cause slurred speech and loss of physical movement (caused


by oxygen deprivation or damage caused by hemorrhage in part of the brain).


e.
Brain injury is a result of accidental injury to the brain. The person may be highly


irritable or impulsive.

3.
What are some behaviors associated with developmental disabilities and neurological

disorders?

People with developmental disabilities and neurological disorders may display the following symptoms in any or all combinations:


a.
Receptive or expressive communication difficulty is commonly found in mental

retardation, autism and cerebral palsy.


b.
Seizures are most often found in people with epilepsy.


c.
Muscle control difficulty is found in individuals with cerebral palsy, seizure


disorders, people who have strokes, and those with severe mental retardation.


d.
Slurred speech is found in individuals with cerebral palsy and those with epilepsy


immediately after seizure.


e.
Confusion and/or disorientation affects individuals afflicted with autism,

moderate to severe mental retardation and post-seizure epilepsy.


f.
Lethargy is found in post-seizure situations.


g.
Se/f-endangering behavior affects individuals afflicted with moderate to severe


mental retardation or autism, or during some types of seizures.


h.
Inappropriate response to situations affects people with autism, mental .


retardation and some types of seizures.


i.
Purposeless repetitive behavior affects people with seizure disorders, autism and


mental retardation.
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j.
Deficits in common knowledge affects those with includes mental retardation and


autism. Tests for this include coin counting and time telling.


ACTIVITY 4: Specific Mental Illnesses

The purpose of this activity is to familiarize officers with specific mental illnesses. The mental illnesses presented are those that officers are most likely to encounter. Being familiar with the kinds of mental illnesses and the terminology used by mental health professionals should enable officers to better understand and recognize the complex behaviors exhibited by people with mental illnesses. Although there are many categories of mental illnesses, this section provides information on five specific categories that are most applicable to the work of police officers.

Discussion Points

1.
What is schizophrenia?

Schizophrenia is a term used to describe a complex, extremely puzzling condition. It is one of the most severe, devastating and chronic mental illnesses. Schizophrenia can be viewed as a deterioration in one's personality to the point where feelings, thoughts and behavior are not coherent. It also usually involves a lack of involvement in work, self​

care (hygiene, nutrition and shelter), and social interaction. Severe schizophrenia is usually accompanied by psychotic symptoms, but psychosis usually ebbs and flows. "Psychotic" means out of touch with reality, or unable to separate real from unreal

experiences. Although the symptoms of this disorder can be treated with medication, the person with chronic schizophrenia often does not fully recover normal functioning. These people typically require long-term treatment, including medication and rehabilitation.

Some important facts about schizophrenia include the following:


a.
It is one of the most chronic and disabling of the major mental illnesses.


b.
It affects men and women with equal frequency.


c.
The first symptoms are often seen in the early teens or twenties in men and


in the twenties and early thirties in women.


d.
Three-quarters of people with schizophrenia develop the disorder between 

16 and 25 years of age. Occurrence after age 30 is uncommon, and


occurrence after age 40 is rare.


e.
Schizophrenia is not the same as "split personality," which is a different


disorder.


f.
When treated, most people who have schizophrenia are no more violent


than people who do not have the illness; in fact, people with schizophrenia


are often withdrawn or isolated from others.


g.
Medication is the most common treatment for schizophrenia.
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2.
What are mood disorders?

Severe depression and bipolar disorder (also known as manic depression) are referred to as mood  disorders.

a.
Severe depression causes one to suffer so severely that interest and pleasure in usual activities is lost. Unlike the normal "depressed" or "down" feelings we all experience at one time or another, major depression is a biologically based illness that can last months or years. Although some people have only a single episode of clinical depression in a lifetime, it is more commonly a recurrent disorder. In some instances, severe depressive episodes can cause the person to have hallucinations or delusions.

b.
Nearly 10 million Americans over the age of 18 will have major depression during their lifetime. This disorder is biologically based, but the exact cause of depression is not known. There is growing evidence that a genetic factor is involved.

c.
The possibility of suicide is the most serious complication of depressive disorders. However, not all those suffering from depressive disorders attempt suicide, nor are all those who attempt suicide suffering from a depressive disorder.

d.
Manic depression--also referred to as bipolar disorder-involves extreme and sometimes rapid mood swings with depression alternating with periods of mania or elation. The euphoric side of the illness is the mania, while the down side is the depression. In the manic phase of this illness, symptoms can include hyperactivity, explosive temper, impaired judgement, increased spending and sex drive, accelerated thinking and speaking, aggressive behavior, grandiose notions, and often delusions. Plans and decisions are frequently out of proportion with the individual's realistic abilities and resources.

e.
During the depresses phase of this illness, individuals have symptoms like those described above under severe depression. Again, suicide is a considerable risk.

3.
What are anxiety disorders?

a.
Although anxiety is a normal, unavoidable part of life, when it becomes too severe for a person to control, it is a mental illness. This type of disorder is referred to as an anxiety disorder, or phobia, and the major symptom is extreme anxiety that seriously interferes with everyday functioning. An anxiety disorder is usually a severe and irrational fear of some object or situation, but in some cases-such as panic disorder-the individual may not know what causes the symptoms.

b. Anxiety disorders affect about 23 million American adults in any given year. About two-thirds of people who suffer from anxiety disorders are women. About half of all anxiety disorders are known as agoraphobia -fear of public places. There are three types of anxiety disorders: simple phobia, panic disorder and obsessive compulsive disorder.
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​

c.
Simple phobia involves the following characteristics:

· persistent and severe fear of a specific object or situation (e.g., heights, closed spaces) or fear of humiliation or embarrassment in certain social situations;

· exposure to the object or situation provokes an immediate anxiety response;

· the object or situation is avoided or endured with intense anxiety;

· the fear or avoidant behavior significantly interferes with the person's normal routine or with usual social activities or relationships with others; and

· the person recognizes that his or her fear is excessive or unreasonable.

d.
Panic disorder is similar to simple phobia, in that a specific object or situation causes an unreasonable fear, although sometimes panic attacks have no identifiable trigger. Panic disorder is accompanied by at least four of the following symptoms during a panic attack:

· shortness of breath;

· dizziness, faintness, unsteady feelings;

· palpitations or increased heart rate;

· trembling or shaking;

· sweating;

· choking;

· nausea or abdominal distress;

· numbness or tingling sensations;

· hot flashes or chills;
· chest pain;

· fear of dying; or

· fear of going crazy or doing something uncontrolled.

e.
Obsessive compulsive disorder causes the person to exhibit either obsessions or compulsions.

· Obsessions are recurrent and persistent thoughts, impulses or images that are experienced as intrusive and senseless.

· The person attempts-usually unsuccessfully-to ignore or suppress such thoughts or impulses or to. neutralize them with some other thought or action.

· The person recognizes that the obsessions are a product of his or her mind and are not imposed by an outside force.

· A compulsion is a repetitive motor action that a person feels he needs to perform but doesn't want to perform. A compulsion is an intentional but involuntary action.
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4.
What are dissociative disorders?

a.
There are three general types of dissociative disorders: multiple personality

disorder, psychogenic fugue and amnesia.

b.
Multiple personality disorder is a rare dissociative reaction in which the person develops two or more distinct personalities:

· Each personality has a distinct way of perceiving, relating to and thinking about the environment and self.

· Each personality is dominant at one time; personality switches are sudden


and are associated with Stress.

c.
Psychogenic fugue is a personality dissociation characterized by amnesia and sudden, unexpected travel away from one's home or one's customary place of work. It may involve the

· assumption of new identity, and/or

· inability to recall previous identity.

d. Amnesia is the sudden inability to recall important personal events and information. Amnesia appears suddenly and is associated with stress.

5.
What are personality disorders?

a.
People with personality disorders suffer from a mental disorder characterized by deeply ingrained, inflexible, maladaptive patterns of relating, perceiving and thinking. They remain in touch with reality and do not have delusions or  hallucinations, but their disorder often interferes with functioning. There are quite a few types of personality disorders.

b. Personality disorders are generally recognizable by adolescence or earlier, and continue throughout most of adult life, although they often become less obvious during middle or old age. There is no known cure and treatment is difficult. 

c. Some elements of some personality disorders are listed below, but not all of these symptoms characterize every type of personality disorder. .

· People with personality disorders are often dissatisfied with the impact of

their behaviors on others.

· They lack self-control.

· They do not learn from past mistakes.

· They lack good judgment.

· They are without morals or et11ical values.

· They provoke trouble.

· People with personality disorders will try to obtain what they want, when they want it, with whatever means necessary, and without consideration to others. They often break the law.

· They always think of themselves first.

· They are prodigious liars.

· They are adept at manipulating others, charming, they are con artists.
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ACTIVITY 5: Discussion of Crisis Behavior

The purpose of this activity is to characterize the nature of crisis behaviors frequently encountered by police officers.

Discussion Points

1.
What is crisis behavior?

a.
Crisis behavior results when a person suffers from a temporary break down in coping skills that include perception, decision-making ability and problem-solving ability. Generally healthy people who are in crisis often fear they are becoming mentally ill and may say so (e.g. "I must be losing my mind.").

b.
This temporary distorted perceptual process should not be confused with mental illness, in which a person's usual pattern of thinking is disturbed. When a person is in crisis, the emotional disturbance arises from and is part of the crisis experience, but there is a rapid return to normal perception once the crisis is resolved.

2.
What does a person in crisis do?

a.
A person who is generally healthy will often seek 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 reality, which distinguishes them from people with mental illness.

b. A person with mental illness who is in crisis may experience the crisis more severely, be less likely to seek help from others, or not understand that he or she is in crisis.

3.
Who suffers from crisis behavior?

Anyone can suffer from a crisis-both individuals who are mentally healthy and those who are ill. Crisis behavior varies tremendously among people. A crisis for one person may not be a crisis for another. Crises vary with time, place and the particular person.

4.
What are some examples of the variety of crises people can suffer from?

Crisis behavior can involve such things as being locked out of a house, losing a job, being the victim of a serious crime.

MODULE II SUMMARY

· Reemphasize the differences between mental illness and mental health.

· Stress the differences between mental illness, mental retardation and other developmental disabilities.
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· Review the five types of mental illnesses discussed: schizophrenia, depression and manic depression, anxiety disorders, dissociative disorders and personality disorders.

· Point out that crisis behavior can occur in anyone, but may occur more severely in someone with a mental illness.

LOOKING AHEAD

The next module reviews the important legal considerations for police in contact with people who have mental illnesses. In particular, the Americans with Disabilities Act requires the fair and equal treatment of people with mental illnesses and certain statutes govern how police may handle situations involving people who pose a danger to themselves or others.
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DIFFERENCES BETWEEN MENTAL RETARDATION AND MENTAL ILLNESS

Many people make the common mistake of confusing people with mental retardation with whose who have mental illnesses. However, it is most important to understand that these disorders are separate and distinct conditions. The following chart contrasts the two conditions.

MENTAL RETARDATION

MENTAL ILLNESS
.






A.
Refers to significantly below average
A.
Has nothing to do with intelligence.



intellectual functioning.












B.
Refers to impairment in social

B.
Characterized by disturbances in



adaptation.


thinking, feeling and relating to others





or the environment.









C.
Usually occurs during early

C.
Can strike anyone at any time.



development or is present at birth.






However, a brain injury or toxemia






may cause retardation at any age.











D.
Mental retardation is permanent, but
D.
Mental illness may be temporary or



can be compensated for through


chronic. Episodes may ebb and flow.


education and development.











E.
A person with mental retardation can
E.
A person with a mental illness may



usually be expected to behave


vacillate between nonnal and



rationally at his operational level.


irrational behavior. Some people with





a mental illness may be erratic or






even violent, especially when not






undergoing treatment.
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MODULE III: THE AMERICANS WITH DISABILITIES ACT AND THE POLICE RESPONSE TO CALLS AND INCIDENTS

OVERVIEW:
This module is designed to improve officers' understanding of the Americans with Disabilities Act (ADA) and how it has refocused awareness on the police response to calls

involving people with mental illnesses. The module emphasizes ensuring safety, determining the facts of the situation, gaining control of the situation, and gathering sufficient information to effect an appropriate disposition. Guidelines are provided for recognizing characteristics of mental illnesses and gathering information.

LENGTH: Two (2) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· understand the impact of ADA on delivery of police services,

· recognize the characteristics of mental illnesses,

· interact in difficult situations involving people with mental illnesses,

· assess unpredictable and dangerous behavior and maintain the safety .of all people involved,

· gather sufficient information so that appropriate dispositions may be chosen, and

· comply with departmental policies and procedures relating to people with mental illnesses. 
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PARTICIPANTS' MATERlALS:

· Departmental policy and procedures for responding to people with mental illnesses, or PERF model policy entitled The Americans with Disabilities Act/Community Policing Response to People with Mental Illnesses.
· Handout: Techniques for Handling Frequently Encountered Situations.

· Handout: Interacting with People with Mental Illnesses in Crisis Situations,

· Handout: Common Medications Associated with Mental Illnesses.
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ACTIVITY 1: Introduction to Module III

Provide a brief overview of the learning objectives of Module III. Remind participants that, like other community members, people who have mental illnesses may live in houses, apartments, group homes, or on the street without shelter or resources. They may be professionals, office workers, laborers, homemakers, children, elderly people, or people who depend on welfare and social services for survival. They may call for police assistance, be a victim of a crime or accident, be a witness, be the subject of a call, attend a community crime prevention program, or be encountered in all the situations in which police personnel encounter other citizens.

Also point out that many people with mental illnesses control the symptoms of their illness successfully through therapy and the use of psychotropic medications. However, they can experience difficulties when therapy visits or medication use are disrupted. Others who do not have access to mental health services or may not recognize that they are ill can experience psychiatric difficulties. Officers and other personnel must be prepared to deal with unusual behaviors that may be exhibited in situations involving a person who has mental illness.

Review the goals and materials for this module. Ask officers if they have any immediate concerns or questions.

ACTIVITY 2: Principles of the Americans with Disabilities Act (ADA)

Discussion Points:

1.
The Americans with Disabilities Act entitles people with disabilities to the same services and protections that police departments provide to anyone else. People with disabilities may not be excluded or segregated from services, denied services, or otherwise provided with lesser services or protection than are provided to others.

2.
The ADA does not call for a fixed set of rules to be followed in "all cases involving a person who has--or exhibits symptoms of--a mental illness. Instead, it calls for law enforcement agencies and personnel to make reasonable adjustments and modifications in their policies, practices or procedures on a case-by-case basis. For example, if a person exhibits symptoms of mental illness, expresses that he or she has a mental illness or requests accommodation for a mental illness (such as access to medication or water), officers and call-takers may need to modify routine practices and procedures, take more time or show more sensitivity to extend the services or protections that would be extended to someone else in a similar circumstance.


3. Many calls for service do not warrant use of police authority. The authority to arrest a person should be used only in situations where there is probable cause to arrest for a
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crime. The ADA prohibits arresting an individual for behavioral manifestations of mental illness that are not criminal in nature.

4. 
If a threatening situation cannot be defused and the person must be removed from the scene, the ADA requires that the person's safety and civil rights be protected during transport to the appropriate facility and while being detained.

ACTIVITY 3: Recognizing Characteristics of Mental Illnesses

The purpose of this activity is to provide officers with guidelines for identifying behavior that is symptomatic of mental illness. Emphasize that officers only have to be capable of identifying major behaviors indicative of a mental illness; they do not have to identify or diagnose specific types of mental disorders. That is the function of a mental health professional. Officers need only determine that a mental illness may exist, so that he or she can decide the appropriate response to the individual and situation.

Discussion Points

1.
Symptoms of different mental illnesses include, but are not limited to the following:

a. Loss of memory. Temporary or permanent memory loss are clear symptoms of mental disturbance. This is not the normal forgetting of everyday things, but failure to remember the day, year, where one is, etc. and should not be confused with loss of memory that often accompanies head injuries, certain medications or aging.

b.
Delusions. These are false beliefs that are not based on reality. They can cause a person to view the world from a unique or peculiar perspective. The individual will often focus on persecution (e.g., believes others are trying to harm him or her) or grandeur (person believes he or she is God, a saint, a famous person, or possesses a special talent or beauty).

c.
Depression. Depression involved deep feelings of sadness, hopelessness or uselessness. 

c. Hallucinations. It is not unusual for some people with mental illnesses to hear voices, or see, smell, taste or feel imaginary things. The person experiences events that have no objective source but that are nonetheless real to him or her. The most common hallucinations involve seeing or hearing things but can involve any of the senses (e.g., a person may feel bugs crawling on his or her body; smell gas that is being used to kill him or her; taste poison in his or her food; hear voices telling him or her to do something; or see visions of God, the dead or horrible things).

d. Manic behavior. Mania involves accelerated thinking and speaking, or hyperactivity.

e. Confusion.
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g.
Anxiety. Feelings of anxiety are intense and unfounded. The person is in a state of panic or fright; may have trembling hands, dry mouth or sweaty palms; or may be "frozen" with fear.

h.
Incoherence.

i. Extreme paranoia.

2. The degree to which these symptoms exist varies from person to person according to the type and severity of the mental illness. In some cases, the symptoms are pronounced, while they are less pronounced in other cases.

3.
Many of these symptoms represent internal, emotional states that are not readily observable from outward appearances, but are noticeable in conversation with the individual.

4.
The officer responding to the scene is not expected to diagnose the specific mental illness, but is expected to recognize that these symptoms may indicate mental illness.  This knowledge will help officers decide on an appropriate response and disposition.

5.
In addition to the symptoms outlined above, some of the behaviors outlined below may be signs of mental illness.  However, these behaviors can also be associated with cultural and personality differences, or very stressful situations.  As such, the presence of these behaviors should not be treated as conclusive proof of mental illness.  They are provided only as a framework to aid police officers.  Officers should obtain additional information at the scene from family, friends or health professionals who are familiar with the individual’s behavior.  Some of the behaviors commonly associated with mental illnesses are as follows:

a. Severe changes in behavioral patterns and attitudes.  A normally quiet person may become suddenly very belligerent or over-talkative.  A happy, outgoing person may become quiet and moody.  While this may not be unusual, what is important is a change in general pattern of behavior extending over a long period of time.  You should ask family members and friends to determine the person’s normal pattern of behavior.

b. Unusual or bizarre mannerisms.
c. Hostility toward and distrust of others.  This may be expressed as a growing hypersensitivity to slight criticism or insults or unfounded suspicions of relatives, friends, strangers, etc.

d. Withdrawn behavior and refusal to speak.
e. Lack of cooperation.

f. Tendency to argue.

g. One-sided conversations.

h. Confused or nonsensical verbal communication.
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ACTIVITY 4: An Effective Police Response to People with Mental Illnesses

The purpose of this activity is to prepare officers to effectively respond to encounters with people with mental illnesses. Remind officers of the various ways they may encounter people with mental illnesses: in calls for police assistance, as a victim of a crime or accident, as a witness, as the subject of a call, in a community crime prevention program, or in any of the other situations in which police personnel encounter other citizens.

Discussion Points

1.
What should the officer learn from the dispatcher or call-takers?

When the officer takes the call, he or she should gather as much relevant information from dispatch as possible to identify the nature and urgency of the situation.

a.
Officers should specifically request information on:

· the nature of the atypical or problem behavior,

· events that may have precipitated the person's behavior, and

· the presence of weapons.

b.
Dispatch may also have been voluntarily informed of:

· past occurrences of this or other atypical behaviors;

· past incidents involving injury or harm to the individual or others; prior suicide threats;

· a brief diagnosis, if any;

· reliance on medication or failure to take medication;

· relatives, friends or neighbors available to assist officers; and

· physicians or mental health professionals available to assist officers.

2. When responding to an emergency call that involves a person who has--or exhibits symptoms of--mental illness, officers should obtain as much information as possible to assess and stabilize the situation. In particular, officers should gather information regarding the nature of the atypical or problem behavior, events that may have precipitated the person's behavior, and the presence of weapons.

3.
How should officers approach and interact with people who have mental illnesses while at the same time protecting the safety of all involved?

Officers should do the following:

a.
Remain calm and avoid overreacting.

b.
Be helpful and professional.

f. Follow procedures indicated on medical alert bracelets or necklaces.

d.
Provide or obtain on-scene emergency aid when treatment of an injury is urgent.

d. Indicate a willingness to understand and help.

f.
Speak simply and briefly, and move slowly.
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g.
Remove distractions, upsetting influences and disruptive people from the scene.

h.
Understand that a rational discussion may not take place.

i.
Recognize that the person may be overwhelmed by sensations, thoughts, frightening beliefs, sounds ("voices") or the environment.

j.
Be friendly, patient, accepting and encouraging, but remain firm and professional.

k. Be aware that their uniform, gun, handcuffs and nightstick may frighten the person with mental illness, and reassure the person that no harm is intended.

l. Recognize and acknowledge that a person's delusional or hallucinatory experience is real to him or her.

m.
Announce actions before initiating them.

n.
Gather information from family or bystanders.

o.
If the person is experiencing a psychiatric crisis, ask that a representative of local mental health organization respond to the scene.

4.
What behaviors should officers avoid in these encounters?

Officers should not do the following:

a.
Move suddenly, giving rapid orders or shouting.

b.
Force discussion.

c.
Maintain direct, continuous eye contact.

d.
Touch the person (unless essential to safetY).

e.
Crowd the person or move into his or her zone of comfort.

f.
Express anger, impatience or irritation.

g.
Assume that a person who does not respond cannot hear.

h.
Use inflammatory language, such as "crazy," "psycho," "mental" or "mental subject."

i.
Challenge delusional or hallucinatory statements.

j.
Mislead the person to believe that officers on the scene think or feel the way the person does.

5. If the person is acting dangerously, but not directly threatening any other person or him- or herself, the person should be given time to calm down. Violent outbursts are usually of short duration. It is better that the officer spend 15 or 20 minutes waiting and talking than to spend five minutes struggling to subdue the person.

6. Police officers should be aware that some medications that treat mental illnesses have side effects that may require attention. For example, medications may cause tremors, nausea, extreme lethargy, confusion, dry mouth, constipation or diarrhea. Police officers should attend to needs for water, food .and access to toilet facilities. It is important not to mistake these side effects as evidence of alcohol or drug abuse. 
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If the encounter lasts for some time, or a person is being detained, people with mental illnesses may need access to their medication. Officers must follow departmental rules for verifying that any pills or capsules the person is carrying are prescribed, or to obtain the needed medication, so that they may authorize the individual to continue the prescribed treatment.

7. What is the "key" to successful management of the encounter!

Communication is essential to successful management. It allows the officer to gain valuable information regarding the problem. It also enables the officer and the subject to understand each other, and in turn, reduces the tension that accompanies these encounters.

ACTIVITY 5: Departmental Policy and Procedures

The purpose of this activity is to familiarize officers with local departmental policies and procedures for responding to situations involving people with mental illnesses. For example, in a situation where a person is in a psychiatric crisis, does the department have procedures for single unit/back-up unit; reliance on family, guardians, friends, mental health workers; or coordinating response with mental health professionals?

Discussion Points

1.
Departmental policy and procedures

-insert local information or refer to PERF model policy​

2. State laws and mandates

--insert applicable information​--

3.
Special local responses/programs (mobile mental health unit, acute care center, department liaison, interagency coordinating team, etc.).

--insert applicable information​--

MODULE III SUMMARY

· The ADA entitles people with disabilities to the same services and protections that police departments provide to anyone else.

· Review the characteristics and behaviors of mental illnesses.
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· Reemphasize the importance of gathering as much information as possible when managing emergency calls involving people with mental illnesses and doing so in a calm, straightforward manner.

· Reemphasize the need for communication when handling incidents.

LOOKING AHEAD

Often the most difficult aspect of responding to situations involving people with mental illnesses is determining the appropriate disposition. There is a wide range of options

that may be appropriate in different situations. These options can involve police custody (such as in arrests and commitments) or not (such as in referrals to mental health agencies).

The next two modules review the variety of disposition options that are available. Module IV covers the noncustodial options, including counseling, release and referral, and voluntary emergency evaluation. Module V reviews the custodial options, including arrest, involuntary emergency evaluation and involuntary commitment orders.
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TECHNIQUES FOR HANDLING

FREQUENTLY ENCOUNTERED SITUATIONS
Officers may encounter the following types of situations when responding to calls for service involving people with mental illnesses. These descriptions offer suggested techniques for handling these encounters.

1.
The subject is a compulsive talker.
People engaged in compulsive talking produce a stream of sometimes meaningless chatter at a rapid, almost nonstop rate. These communications are understandable, 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 him to give the full name of his children or parents, or ask him where he works or goes to school. Your goal is to interrupt the speech to break its pattern and bring it somewhat under control.

2.
Thc subject is conscious but non-responsive.

This happens in cases in which the person may be catatonic or severely depressed. You should never assume that because a person is not responding to your statement, she is not hearing what you say. In these situations, there is the temptation to begin acting and talking 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 individual. 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, you should attempt to understand the person's feelings and communicate that understanding to her. These "guesses" can be based on the information that you acquire at the scene, as well as on the individual's body posture and emotion. By making this effort, you communicate to the subject that you wish to understand her situation. The subject may then feel less threatened about discussing her difficulties with you.

3.
The subject is hallucinating.
Hallucinations are very frightening for the person who is experiencing them. Difficulties emerge when the person is actively hallucinating in the officer's presence. 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

firmly and empathically indicate that those sensations are due to the extreme emotional stress
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that the person is experiencing, and that once the stress is lessened, the hallucinations will

disappear. You may have to repeat this assuring message many times before the individual

can respond to it.

4.
The subject exhibits paranoid tendencies.

Paranoia often involves very serious delusion. You must be very sensitive (both verbally and physically) when you respond to such individuals. People experiencing paranoia can be extremely suspicious and tense. They can appear very frightening to others.

You must be acutely aware of any indications that the person is feeling threatened by you. If you detect this fear, you should become as nonthreatening as possible, giving the person a feeling that she is in control of the situation. You should neither pick up on any verbal challenge, nor agree that you know anything more about the subject than she tells you. Many people experiencing paranoia may say things such as, "You know what has been happening to me," or, "You're a police officer, you have those secret records on me." You must not confirm that you have any special knowledge about the person.

When you are moving into or around a room in which a person experiencing paranoia 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. Do not move into the person's personal space. Their comfort zone may be much larger than others'.

5.
The 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 individual, there is no question that you should respond with your police control skills. However, in many instances, the subject will not be acting out, 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 be accidentally banned by the individual, you should adopt a nonthreatening, nonconfrontational 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 "listen" to him, and 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 above, allowing the individual to vent some of his hostility. You can also indicate this low-threat, low-offensive style 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 so that its back faces the subject and
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straddle it. This permits you to use it as a protective block if the person suddenly charges you. It is essential that you appear relaxed and nonthreatening, but you must also be on your guard.

6.
The subject makes delusional statements.

Delusions are unique ways of viewing the world, and delusional statements frequently

conflict with others' views. There are three possible responses to a person's delusions:

· agree with them,

· dispute them, or

· defer the issue.


If you agree with the mentally ill person's delusion, you may become ineffective in

your attempts to provide the person with help. The individual could legitimately ask, "Why do you want me to go to the hospital, since you agree that what I say is true?" Such agreement can also increase the subject's upset state, since the delusion is only a means for her to reduce anxiety. To have others begin to believe in "her world" may be more frightening than helpful.

The next option, disputing the delusions, is equally ineffective. A direct confrontation with the subject over her disordered thinking may well result in her withdrawing from the person making the attack. She will become inaccessible, or arguments may ensue. This might result in the individual's acting out aggressively due to the threat she experiences.

This leaves the third option: deferring the issue. In this response, you do not agree with or dispute the person's statement; rather, you acknowledge the person's view of the world, indicate that it is not your own, and follow with a statement of how you understand the person's feelings. An example of this type of response would be as follows:


Subject:
There "are many people who want me dead. There is an organization


on T.V. that had my name on T.V.


Officer:
I can see you are worried about someone harming you. I don't know


of anyone who wants to hurt you, but I 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.
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INTERACTING WITH PEOPLE WITH MENTAL ILLNESSES

IN CRISIS SITUATIONS


You SHOULD:
You SHOULD NOT:

1.
Remember that a person with mental
1.
ARREST an individual for behavioral


Illness has the SAME RIGHTS to fair

manifestations of mental illness that are


Treatment and police protection as anyone

not criminal in nature.



Else.




2.
Continually ASSESS THE SITUATION
2.
JOIN into behavior related to the person's


for dangerousness.

mental illness (e.g., agreeing/disagreeing




with delusions/hallucinations).


3.
MAINTAIN ADEQUATE SPACE
3.
STARE at the subject. This may be



Between you and subject.

interpreted as a threat.


4.
BE CALM.
4.
CONFUSE the subject. One person





should interact with the subject. If a





direction or command is given, follow




through.


5.
BE HELPFUL. In most cases, people
5.
TOUCH the subject. Although touching


With mental illnesses will respond to

can be helpful to some people who are


Questions concerning their basic needs

upset, for disturbed people with mental


(e.g., safety). Ask "What would make

illnesses it may cause more fear and can


You feel safer/calmer, etc?"

lead to violence.


6.
GIVE FIRM, CLEAR DIRECTIONS.
6.
GIVE MULTIPLE CHOICES. Giving


The subject is probably already confused

multiple choices increases the subject's


And may have trouble making even the

confusion.



Simplest decision. If possible, only one





Person should talk to the. subject.




7.
RESPOND TO APPARENT FEELINGS,
7.
WHISPER, JOKE or LAUGH. This


Rather than content (e.g., "You look/sound

increases the subject's suspiciousness and


Scared").

increases the potential for violence.


8.
Respond to DELUSIONS AND
8.
DECEIVE the subject Being dishonest


HALLUCINATIONS by talking about the

increases fear and suspicion; the subject


Person's FEELINGS rather than what he

will likely discover the dishonesty and


or she is saying (e.g., "That sounds

remember it in any subsequent contacts.


Frightening." "I can see why you are





Angry .").










COMMON MEDICATIONS ASSOCIATED

WITH MENTAL ILLNESSES

  Class
Trade Name
Major Uses

Anti-Psychotic
Thorazine
reduce agitation, panic, severe anxiety, etc.


Haldol



Risperdal


Anti-Anxiety
Valium
reduce anxiety, tension, stress


Librium



Ativan


Anti – Depressants
Elavil
reduce depressive mood, restore activity, etc.


Tofranil



Prozac


Anti-Mood Disorders
Lithium
prevent and control manic and depressive


Tegretol
episodes


Depakene


Sedative-Hypnotics
Amytal
reduce anxiety and tension, induce sleep


Nembutal



Quaalude


Stimulants
Benzedrine
suppress appetite, slow down hyperactive


Dexedrine
children (Ritalin)


Ritalin


Narcotics
Morphine
relieve pain; suppress cough


Demerol



Codeine
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MODULE IV: NONCUSTODIAL POLICE OPTIONS:

Counseling, Release and Referral, and Voluntary Emergency Evaluation

OVERVIEW:

Modules IV and V are designed to improve officers' understanding of options available to resolve encounters with people who have mental illnesses. These include assisting a victim or witness; counseling, release and referral; arrest; and voluntary or involuntary emergency mental evaluation. The police also playa role in involuntary commitment orders mandated by the courts.

This module provides a brief review of the range of options available to police in situations involving people with mental illnesses; reviews the conditions under which a person with mental illness can or should be counseled, released and referred to mental health agencies, and how police can do that effectively; and the role that police have in assisting or advising individuals who seek admission to a mental health facility on a voluntary basis. Disposition options that involve police custody are covered in Module V.

LENGTH: Two (2) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· state the full range of dispositions available in situations involving people with

mental illnesses,

· cite guidelines for deciding when to choose noncustodial options,

· identify mental health referral agencies in the community, and

· understand when voluntary mental evaluation is appropriate and what police can do to facilitate the process.

PARTICIPANTS’ MATERlALS:

· Departmental mental health referral list or brochure
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ACTIVITY 1: Introduction to Module IV

Provide a brief overview of Module IV. Once an officer had stabilized the scene and

collected sufficient information about the situation involving the person with mental illness, he or she must decide what disposition is appropriate. This module will describe options that do not involve police custody: assisting a victim or witness; counseling, referral and release; as well as voluntary mental evaluations. The next module will describe options that involve taking a person with mental illness into police custody when under arrest, when seeking involuntary mental evaluation and when mandated by the court for involuntary commitment.

ACTIVITY 2: Disposition Alternatives

The purpose of this activity is to familiarize officers with the range of dispositions for incidents involving people with mental illnesses. Frequently, officers believe that only two dispositions are available: arrest or involuntary emergency mental evaluation. Although these are the two formal dispositions, a number of informal dispositions also exist. It is essential that these dispositions be discussed in the context of state law and department procedures. The effectiveness of any appropriate disposition is greatly improved if the law enforcement agency has a cooperative agreement with a mental health agency.

Discussion Points

1.
What are some general guidelines for reaching an appropriate disposition?


a.
The officer handling the incident should continually evaluate several factors

concerning the person with mental illness including his or her:

· behavior,

· background,

· support network in the community, and

· possible involvement in a crime.


b.
The officer should also evaluate the nature of the incident, such as:

· the reason for police involvement;

· the people involved in the incident;

· whether a crime was committed;

· the seriousness of the crime, if one has been committed; and

· the presence of other factors, such as alcohol or drugs.

2.
What dispositions are available to officers?


a.
Provide appropriate assistance to a victim or witness.


b.
Counsel, release individual on his or her own, and refer to a mental health center.


c.
Counsel, release to family, friends, or some other support network, and refer to a 

mental health center.

d. Consult with a mental health professional.
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e.
Obtain the person's agreement to seek voluntary mental evaluation.


f.
Detain the person for involuntary emergency mental evaluation.


g.
Arrest the person if they have committed a crime.

3.
As with situations involving people who do not have mental illness, the officer must

exercise his or her discretion in accordance with local statutes and departmental policy. These should be identified and included in the following discussion of disposition alternatives.

4.
What does the ADA require?


a.
The ADA requires that officers provide the same services and protections that


would be provided to anyone else who needs help or advice.


b.
It may be necessary to take a little more time, or to adopt or modify existing


procedures to provide police services and protections to a person with mental


illness who needs help or advice.


ACTIVITY 3: Assisting a Victim or Witness

When a person with mental illness is a victim of a crime or has witnessed a crime, police should provide the same services they provide to all victims and witnesses of crimes. Depending on the nature of the crime, anyone who is a crime victim or witness may be traumatized and experience the event as a significant crisis. For people with mental illness, this crisis may be experienced more profoundly, or it may not.

1.
Police officers should be aware that the person may need the assistance of a mental health

professional in handling the crisis, and refer the person to those professionals if necessary.

2. If necessary, ask the person if they would like to have someone present during questioning to serve as a support. 

3.
It is important to question the victim or witness in a calm setting, free of distraction, and

to make sure that the person has access to water, food, toilet facilities or prescribed


medications as needed.

ACTIVITY 4: Options That Involve Counseling, Release and Referral

1.
When should an officer counsel, release an individual on his/her own, and refer to a

mental health agency?
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The officer should counsel, release an individual on his/her own, and refer if


a.
the incident is of a minor nature, and


b.
the person does not meet the legal definition of dangerousness (see Module V),


and


c.
it appears safe to leave the person on his or her own, without risk of harm to self


or others.

2.
What should the officer do before releasing the person on his or her own?


a.
Transport the person away from the scene if the person agrees, as the scene


(environment) may be aggravating the problem.


b.
Feel confident that the situation will not recur and that the person can be safely


left on his or her own.


c.
Explain to the person why he or she attracted police attention, whether the

attention was warranted, and ways in which the problem can be avoided in the future. For example, if the person talks with imaginary people, he should be urged to keep his or her conversation low-key, and to talk to someone who understands his or her concerns (i.e., a mental health professional).


d.
Tell the person to visit a specific mental health or social service agency. It is

helpful if the officer writes the name of the person or agency to visit on a piece of paper, form or business card and gives it to the person.

3.
When should an officer counsel, release to family or other support network, and refer to

a mental health agency?

The officers should counsel, release to family or other support network, and refer if


a.
the incident is minor in nature, and


b.
the person does not meet the legal definition of dangerousness (see Module V),


and


c.
releasing the person on his or her own would nevertheless pose a risk of harm to


self or others.

4.
What should the officer do before releasing the person to family or other supports?


a.
Recount the incident to the caretaker and make sure he or she is capable of

managing the situation. If the caretaker is unable to handle the situation, refer the person to other supports, such as the family physician or specific mental health or social service agency.


b.
Refer the person and the caretaker to a specific mental health or social service


agency and put the information in writing.


c.
Arrange to bring the subject and caretaker together, by transporting the subject


personally, sending the person in a cab, or having the caretaker meet the officer at


the scene or at a halfway point.
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ACTIVITY 5: Consultation with Mental Health and Related Social Service Agencies

The purpose of this activity is to familiarize officers with the various mental health and

social service agencies in the community that work with or provide services for people with mental illness. This activity should be taught by, or in conjunction with, a mental health worker who has extensive experience with local mental health services. Stress to the officers that the mental health worker should be viewed as a resource.

Discussion Points

1.
When should an officer consult with a mental health professional, and exactly what

should be done?


a.
An officer should consult with a professional when

· the incident falls into the vast gray areas between (1) counsel and release and (2) the formal dispositions of arrest and involuntary evaluation. An example of this is when the person appears to have severe mental illness and be at risk, but no caretaker is available; or

· an officer needs advice in reaching a disposition.

b.
Consultation can take one of three fom1s (depending on arrangements with mental health agencies). It can include

· telephone consultation,

· on-scene consultation, or

· consultation at a central location.


c.
The officer has an obligation to see the matter through to its conclusion or final

referral. Therefore, officers should not simply drop people off at the local mental health center, hospital or other central location, without making sure that the person will be cared for and by whom.

2.
Instructor: Please provide information pertaining to your area on the following topics:


a.
the cooperative agreements that exist between law enforcement and mental health


agencies in your "area to ,assist people with mental illness,


b.
location of community mental health centers and hospitals that conduct mental

health examinations,


c.
services provided by those specific facilities,


d.
hours of operation of those facilities,


e.
staff people at those facilities who should be contacted when assistance is needed,


f.
protocol and/or procedures at those facilities,


g.
procedures to follow when those facilities are closed or filled to capacity, and


h.
confidentiality of information and records.
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ACTIVITY 6: Voluntary Mental Evaluation

1.
When is a voluntary mental evaluation appropriate?


a.
A person who recognizes the stresses and problems caused by his or her mental

illness may seek or accept voluntary admission to a mental health facility for emergency evaluation or commitment.


b.
This is appropriate when the person who has mental illness appears to be in

personal crisis and/or to be at risk of causing harm to self or others.

2.
What is the role of the police in voluntary mental evaluations?


a.
The police officer may be called for advice or to assist the individual or a family


member, caregiver, friend or guardian (hereafter referred to as the "concerned


party") to facilitate a voluntary admission.


b.
The officer should advise the person or concerned party to contact the family

physician, the treating mental health professional if the individual is currently under treatment, or [list specific local mental health centers or associations] for referral to an appropriate admitting facility. If a family member or guardian is not present and cannot be easily contacted, the officer should assist the person by making the contact if requested.


c.
The officer may transport the person to the facility if so requested. This is a

service, however, and not a custodial transport because the person has consented to be admitted to the facility.


d.
If requested, the officer may provide information to the individual or family on

the benefits of a voluntary rather than involuntary examination. For example, he or she may say that a voluntary examination is not an admission of mental illness and does not necessarily result in hospitalization; by keeping it voluntary the person has more control over the final outcome. Control is often a vital missing element that can be used as a powerful persuasive tool.

ACTIVITY 7: Issues of Confidentiality

No officer should divulge information related to a person who has mental illness without the person's consent, except as is required in the performance of official duties, such as in conformance with departmental reporting procedures or in criminal or civil proceedings.
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MODULE IV SUMMARY

· The ADA requires that people with mental illnesses receive the same services and

protection that would be extended to anyone else.

· Reemphasize the importance of selecting a disposition appropriate to the incident

and the condition of the person with mental illness.

· Review the conditions under which the police should counsel, release and refer.

· Review the role police can play in facilitating voluntary mental evaluations. 

· Stress the importance of cooperation with mental health agencies.
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MODULE V: CUSTODIAL POLICE OPTIONS:

Arrest, Involuntary Emergency Evaluation

and Involuntary Commitment Orders


OVERVIEW:

Module V focuses on the custodial alternatives that officers have when responding to people with mental illnesses. It clarifies when arrests can be made and how interviews should be conducted. It provides information on the civil commitment process and the roles that officers play in that process when they must determine whether someone meets the requirement for involuntary emergency mental evaluations, or when the court has mandated that a person be committed to a mental health facility. Information is also provided on the appropriate transfer protocols for people who are taken into police custody.

LENGTH: Four (4) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· identify those situations in which a person with mental illness can be taken into


police custody,

· follow appropriate procedures when making an arrest and interviewing a person


with mental illness,

· interpret and apply civil criteria for involuntary emergency evaluation of people

with mental illnesses,

· appropriately detain and transport people with mental illnesses, and

· complete required paperwork to report contacts with people with mental illnesses.

PARTICIPANTS' MATERIALS:

· Local civil statutes pertaining to involuntary emergency evaluation for mental

illness.
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ACTIVITY 1: Introduction to Module V

Provide a brief overview of Module V. Emphasize that an individual cannot be arrested

for behavioral manifestations of mental illness that are not criminal in nature. Also emphasize that, like anyone else, if a person with mental illness is taken into custody, his or her safety and

civil rights must be protected during transport to the appropriate facility.

Underscore the importance of being able to interpret and apply civil criteria for involuntary emergency mental evaluation. Knowing when and how to use these criteria will facilitate the response to people with mental illnesses. Provide an overview of the four steps in the commitment process and comment on the number of people who judge the behaviors of a person with mental illness.

Review the outline, materials and learning objectives for this module. Ask officers if they have any immediate concerns or questions.

[Instructor's Note:
Carefully review your state law to determine criteria and procedures for

involuntary emergency mental evaluation and legal criteria for civil commitment before presenting the following material to the trainees. Where necessary insert references to applicable state laws into the syllabus.]

ACTIVITY 2: When Police Can Take a Person with Mental Illness Into Custody
Taking a person who has mental illness into custody can occur only when: (1) the individual has committed a crime, (2) the individual is at significant risk of causing harm to self or others and meets the state's criteria for involuntary emergency evaluation, or (3) in response to a court order or directive of a mental health or medical practitioner who has legal authority to commit a person to a mental health facility.

No individual should be arrested for behavioral manifestations of mental illness that are

not criminal in nature. If a threatening situation cannot be defused and the person must be

removed from the scene, the person's safety and civil rights must be protected during transport to the appropriate facility.

ACTIVITY 3: Arresting a Person with Mental Illness
1.
When should an officer arrest a person with mental illness?


a.
Arrest is always appropriate when a felony has been committed or when the


person has outstanding warrants.
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b.
Arrest is also appropriate in cases in which the officer would normally make an

arrest if the person did not have a mental illness, and if the current signs of mental illness are minor or not related to the violation.


c.
Arrest is inappropriate and illegal if a crime has not occurred.

2.
What exactly should the officer do when making the arrest?


a.
Make his or her intentions known before touching or frisking the person.


b.
Advise the person of his or her rights before taking into custody.


c.
Advise custodial personnel at the jail of any indications of a mental illness.


d.
If the behavior of the arrested person does not appear to pose a threat to self or


others, transport to [list specific local facility such as a jail, lock-up or holding


facility).


e.
If the behavior of the arrested person does appear to pose a threat to self or others,


transport to [list secure location such as holding facility with suicide prevention


watch or psychiatric ward at a hospital).

ACTIVITY 4: Interviewing a Suspect Who Has Mental Illness

There are several important issues for officers to consider when taking a statement from a criminal suspect who has or is believed to have mental illness. This section offers guidelines for administering Miranda warnings and conducting interviews.

1.
It is important to question the individual in a calm setting, free of distraction, and to make

sure that the person has access to water, food, toilet facilities or prescribed medications as needed.

2.
What are the issues to consider when administering the Miranda warnings?


a.
As with all people, the admissibility of a suspect's statement will depend on


evidence that he/she understood his/her rights, and understood and answered the officer's questions willingly. An individual's constitutional rights are not 

diminished because of his or her mental illness.


b.
The Constitution requires that the Miranda warnings be comprehended, not

simply administered. Before interviewing a suspect who has or is believed to have mental illness, officers should make every effort to determine the extent to

which the person's illness, or the psychotropic medication that he or she is taking

to teat the illness, impairs his or her ability to comprehend and give informed consent.


c.
Before or during Miranda warnings, if officers doubt a suspect's capacity to

understand these concepts, they should consult with superiors to explain their

doubts and determine the appropriate course to follow.


d.
In cases where officers doubt a person's capacity to understand his or her rights,


in order to make an informed decision about whether to initiate questioning,
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mental health professional or attorney in explaining the warnings to the person. These people may be in the best position to help the officers determine the person's capacity to understand those rights and make an informed decision about whether to answer questions.

officers should ask the person to explain each of the Miranda warnings in his or

her own words, and make a record of the person's explanations.


e.
As part of good police practice, officers may want to obtain the assistance of a

3.
When is it appropriate to provide an attorney?

a.
When there is adequate evidence that the person has understood and willingly

decided to answer questions without legal assistance, officers are not required to provide an attorney for a suspect with mental illness. As part of good police practice, however, officers may want to have an attorney present during questioning as a further safeguard to ensure the person's constitutional rights.


b.
As is required for all suspects, if legal assistance is requested and the suspect does

not have his or her own attorney, officers should provide one. For help in locating an attorney with experience working with people with mental illnesses, officers should contact [list specific public defenders. local protection and advocacy organizations, local disability rights legal center or other attorneys who have experience representing people with mental illnesses]).

ACTIVITY 5: Description of the Commitment Process

The purpose of this activity is to give a brief overview of the involuntary evaluation and commitment process. Police officers must realize that they only initiate a process in which many other trained professionals participate-much like the criminal justice system. As with civil commitment criteria, some of the terminology will differ in each state. A helpful tool would be a diagram of the various people or incidents that can initiate commitment proceedings, and possible dispositions. A visual representation of the process often makes it easier to understand.

Discussion Points

1.
How many steps are in the process?

a.
From a police officer's perspective, there are basically four steps in the process.


b.
The process can come to a halt at anyone of the steps, which means that the

police officer who initiated the process may soon find the person back on the

streets.


c.
The four steps are as follows:

· The police officer determines that a person seems to be at significant risk

of causing harm to self or others because of mental illness, and transports

the person for a mental health examination.
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· A psychiatrist, or some other trained mental health professional, then

determines whether the person needs to be examined. If not, the person is released.

· A psychiatrist conducts an examination and has the power to temporarily commit the person (usually 72 hours). If the person does not meet the criteria he or she is released, but may receive counseling or medication.

· A civil hearing wherein both sides (the state, which could include officers, and the individual) present arguments for or against short-term commitment (e.g., 10 days; varies with state). If the person is not committed, he or she is released. If the person is committed, the police may be called to take the person into custody and transport him or her to the receiving facility.

ACTIVITY 6: Description of Civil Criteria

The purpose of this activity is to familiarize officers with the legal civil criteria for committing a person on the grounds of being seriously mentally ill. The criteria are similar from state to state, although there is some variation in how they are interpreted. It is not the role of the police officer to make the determination that a person should be committed. However, being familiar with the criteria will help officers decide whether to detain the person and transport him or her for an involuntary mental evaluation. Officers should be alert to the behaviors. actions and speech of the person so that they can remember specific indicators of the criteria.

Discussion Points

1.
Generally, what is known about commitment criteria?


a.
They involve a civil authority.


b.
They are designed to protect the civil rights of people with mental illness by

providing a fair process before reaching the determination that a person should be committed involuntarily.


c.
Mental illness and at least one other criterion must be present for someone to be


committed.


d.
The four major civil commitment criteria are:

· mental illness,

· dangerousness,

· gravely disabled, and

· in need of (mental health) treatment.
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2.
What is the criterion of mental illness?


a.
It is the undisputed first criterion necessary for an involuntary civil

commitment- none of the other criteria will be accepted as grounds for commitment unless the person is mentally ill.

b. It is often defined in state laws as an emotional or mental condition that impairs

one’s

· judgment,

· perceptions of reality,

· ability to meet daily needs,

· thought processes,

· social relations, and/or

· self-control.


c.
[Instructor: Review the definition of mental illness in your own state law.]

3.
What is the criterion of dangerousness?


a.
It is a legal standard that means to present a danger to oneself, others, and in some


states, property, Many legal authorities look at whether dangerousness is clear,


serious and imminent,


b.
Many legal authorities also look at whether a person exhibits a repeated and


escalating pattern of behavior.


c.
Although this criterion is frequently used by police officers to detain people,


officers must realize that future acts of dangerousness cannot be predicted.


d.
The state does not have the authority to assume custody of an individual unless he


or she poses a danger to self or others or has committed a crime.


e.
Danger to self. This criterion is justified by the state's power to assume ultimate

authority as guardian of an individual. Specific behaviors are

· attempted suicide;

· written or verbal threats of suicide;

· inflicting bodily harm, such as cutting oneself;

· written or verbal threats to inflict bodily harm; and/or

· failure to attend to basic physical needs such as food, clothing and shelter

that must be attended to in order to avoid serious harm.


f.
Danger to others. This criterion falls under the state's police power to protect

members of society from harm by another. Specific indicators include the following:

· the person actually harmed or attacked another,

· the person threatened to harm or attack another, and/or

· the circumstances of the incident (i.e., the size of the person, relationship

to others, etc.).


g.
[Instructor: Review the definition of dangerousness in your own state law.]

4.
What is the criterion of gravely disabled?

a. It is perhaps the most easily recognized criterion.
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b.
It describes people who have lost contact with reality and lack the capacity to


provide for their safety and basic needs for food, clothing, shelter, and health.


c.
[Instructor: Review the definition of gravely disabled in your own state law.]

5.
What is the criterion of in need of (mental health) treatment?


a.
It is usually included in statutes as an element of mental illness.


b.
[Instructor: Review the definition of in need of mental health treatment in your


own state law.]

ACTIVITY 7: The Police Role in Involuntary Emergency Mental Evaluations

[Instructor's Note: The legal and procedural guidelines for involuntary emergency mental

evaluation vary from jurisdiction to jurisdiction. The criteria for emergency evaluation may also vary based on the needs and capability of different human service organizations. Laws, procedures and mandates specific to the local environment should be added to the discussion in this section. ]


When an officer deems that a person is at significant risk of causing harm to self or others because of mental illness or behavior indicating the likelihood of mental illness, he or she has the authority to transport the person for admission to a mental health facility for emergency mental evaluation. This section provides guidelines for police acting in this capacity.

Discussion Points:

1.
An officer should seek an involuntary emergency mental evaluation when the following


issues have been evaluated.


a.
Does the person appear to be

· suffering from a serious mental illness, and

· dangerous to self or others, or

· unable to care for his or her basic physical needs, and

· in need of treatment?


b.
Has the person refused to pursue voluntary emergency evaluation or has the

family refused to pursue an evaluation or commitment mandate through ,the mental health system or the courts? Evaluation initiated by the police should be a last resort, dictated by the immediacy of the situation, and/or lack of access to others who have the relationship and authority to intervene.

2.
An involuntary examination is the first step toward involuntary hospitalization and


commitment-invoking this process has serious consequences for the person who has a


mental illness and should not be exercised lightly.
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3.
What steps should the officer follow in cases where police must initiate an involuntary

emergency mental evaluation?


a.
The officer should notify the {list specific local mental health authority that may

have to authorize involuntary evaluation) and take the person to [insert names of mental health centers, hospitals, clinics or shelter care facilities] for evaluation.


b.
If there is immediate danger to self or others, the officer may elect to take the

person into custody before contacting {local authority]. Whenever possible,

appropriate back-up should be on-scene before an officer takes the person into custody. The officer should search the individual for and seize any weapons, potential weapons or contraband.

[Instructor's Note: The department's policy on handcuffing and any exceptions to handcuffing

when transporting should be cited here.]

ACTIVITY 8: The Police Role in Involuntary Commitment Court Orders

[Instructor’s Note: The legal and procedural guidelines for involuntary commitment of people

who have mental illnesses vary from jurisdiction to jurisdiction. The criteria for involuntary commitment may also vary based on the needs and capability of different

human service organizations. Information on laws, procedures and mandates specific to the local environment should be provided in this section.]


Involuntary commitment to a mental health facility is appropriate when ordered by a

recognized authority such as the courts, a physician or a legally authorized mental health practitioner in accord with state and local laws. The police are often required to take into custody someone who has been ordered by the court to undergo involuntary commitment. This section provides guidelines for police acting in this capacity.

Discussion Points:

1.
When the officer receives a commitment mandate from the courts, or medical or other

health authorities, he or she should notify the receiving facility [insert names of mental health centers, hospitals, clinics or shelter care facilities] of the anticipated admission before transporting the person with mental illness.

2.
The officer should explain to the person what is happening and notify family members


when appropriate.

3. If the person poses immediate danger to self or others, the officer may elect to take him or her into custody before contacting the receiving facility. Whenever possible, appropriate back-up should be on-scene before the officer takes the person into custody. The officer should search the individual for and seize any weapons, potential weapons or contraband.

Module V – 52


[Instructor's Note: The department's policy on handcuffing and any exceptions to


handcuffing when transporting should be cited.]

4.
A copy of the order made by a mental health professional or judge should be obtained and


attached to the officer's incident report.

ACTIVITY 9: Procedures for Custodial Treatment

A situation where a person with mental illness is involved with the police is often traumatic for the individual, his or her family, observers and officers involved. Further, officers must consider the well-being of the individual, the individual's rights, and the safety of officers and other people. This section provides guidelines for police when involved in a custodial situation.

Discussion Points:

1.
When taking the individual into custody or to a police vehicle for the purpose of

transport, officers should make every reasonable effort to protect the person's health and safety.

2.
If a person's behavior poses an imminent risk of serious harm to self or others, officers

may need to take reasonable steps to physically restrain the person. Restraints should only be used as a last resort. If time permits, guidance from a mental health professional should be sought about the best restraint methods for the person and situation.

3.
The behavior of a person who has mental illness may change rapidly. Officers should

recognize that an individual's level of cooperation may change suddenly. Unless there is immediate danger to the individual, others or officers, responding officers should be deliberate and allow the person time to calm down in an effort to gain voluntary cooperation before resorting; to physical restraints. While recognizing that the person is 
ill, officers must remember that safety is paramount.

4.
If a person who has mental illness cannot be transported using standard restraint, a

supervisor should be notified. The supervisor may authorize use of other restraints or calling an ambulance to facilitate use of alternative restraints.

5.
Procedures for taking a person into custody for involuntary emergency mental evaluation

or in response to a court order for commitment are outlined below.


a.
Be honest with the individual about where he or she is being taken, and why.
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b.
If no adult is present to assume responsibility for the individual's home, the

officer should ensure that the person's place of residence is secured before leaving.


c.
As is customary, personal property taken from the individual must be documented


and secured.


d.
Whenever possible, an adult member of the individual's family or circle of


acquaintances should be asked to participate in the transport, provided this does


not exacerbate the situation.


e.
No arrest form(s) should be completed on a person taken into custody for the


purpose of an emergency mental health evaluation or placement in a mental health


facility unless the person is to be criminally charged.


f.
Once an officer takes custody of a person with mental illness who is likely to


g.
If alternatives are not readily available, officers should consult with the on-duty



supervisor and follow departmental procedures.


h.
Once the person has been transported to a mental health facility, the officer should

remove his or her weapon, unload it, and secure it in a locked, safe area. No officer should wear a firearm while interacting with the person once he or she has been placed in a mental health or medical facility and the immediate risk of

danger has passed.


i.
All information on the individual, including a full description of behavior and
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Officers should convey their observations of an individual's behavior to the

attending mental health workers.


j.
Officers will remain with mental health workers at the scene and in the evaluation

center until any risk of harm has passed or until they are released by a mental health worker. If time commitment becomes excessive, the on-duty supervisor should be contacted.

ACTIVITY 10: Transportation to the Appropriate Facility

[Instructor's Note:
Specific names and addresses for facilities in your jurisdiction should be


inserted below.]

1.
A person with mental illness who is being taken into custody for the purpose of an


involuntary emergency mental evaluation should be transported to [list facilities that


provide emergency mental evaluations].

2.
A person with mental illness who is being taken into custody for the purpose of


commitment to a mental health facility upon order of the court or directive of an


authorized medical or mental health professional should be transported to [list facilities].

3.
A person who is taken into custody because of mental illness and not because of criminal


behavior should not be placed in a facility for the detention of those charged with or


convicted of criminal offenses.

4.
If there is a delay in admitting the person to the appropriate mental health facility, the


person should wait in [list settings that are secure and safe but are not for the purpose of


detaining those charged or convicted of crimes).

ACTIVITY 11: Review of Forms

The purpose of this activity is to familiarize officers with the reports and forms that must be completed by them when using mental health resources, when effecting an involuntary examination, or when just completing a police incident report. It is important that officers provide a description of the behavior and do not attempt to diagnose the individual on forms that may be used or referred to later in criminal court or civil commitment proceedings.
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Discussion Points:

1.
Instructor: Please provide information pertaining to your area on the following topics:


a.
Explain the proper use of law enforcement, mental health and involuntary



emergency evaluation forms.


b.
Demonstrate proper completion of forms and illustrate common mistakes on



forms.


c.
Instruct officers that they must report specifics on behaviors observed, speech,

physical appearance, what was said and what happened. It is important that. the officers' observations of the individual's behavior be conveyed to the receiving mental health agency, medical hospital or jail.


d.
Explain the provisions of civil petitions or warrants for involuntary examinations,

including their scope, duration and validity.


e.
Emphasize the possibility of the use of forms in later civil proceedings and the

importance of their accuracy and completeness.

MODULE V SUMMARY

· Stress that a person cannot be subjected to an involuntary mental evaluation unless he or she seems to be at significant risk of causing harm to self or others because of mental illness or behavior indicating the likelihood of mental illness.

· Reemphasize that a person with mental illness cannot be arrested just because he or she has a mental illness-an infraction must precede his or her arrest.

· Stress the need for accurately completing all required paperwork.
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MODULE VI: A COMMUNITY POLICING RESPONSE TO

PEOPLE WITH MENTAL ILLNESSES

OVERVIEW:

This session integrates the police response to people with mental illnesses with community policing. The applicability of major philosophical, strategic and operational elements of community policing to police handling of people with mental illnesses is discussed. Particular emphases are placed on maintaining a broad view of the police function, obtaining citizen input, focusing on prevention, emphasizing geographic responsibility, working hand-in-hand with the community, and taking a problem-oriented approach.

LENGTH: Two (2) hours

LEARNING OBJECTIVES: At the end of this module, students will be able to:

· state the general concepts of community policing,

· explain six specific elements of community policing,

· describe the application of community policing to situations involving people

with mental illnesses, and

· think creatively about ways to respond to people with mental illnesses that are

consistent with community policing.

PARTICIPANTS' MATERIALS:

· Handout: Traditional vs. Community Policing
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ACTIVITY 1: Introduction to Module VI

Provide a brief overview of Module VI. Review the outline and learning objectives for

this module. Emphasize the need to understand what community policing is and is not, in order to find more effective ways to discharge police responsibilities related to handling people with mental illnesses.

ACTIVITY 2: Overview of Community Policing

The purpose of this activity is to provide officers with a general overview of community policing, including reasons why it has become more popular over the past 20 years or so. It is assumed that officers will previously have received more extensive community policing training. Instructors should consider tailoring this activity to the specific features of community policing in their department.

Discussion Points

1.
What is community policing?

Community policing is a philosophy that governs how police and citizens work together to identify and address problems of crime and disorder in their community. It has developed and increased in popularity since the early 1980s as a result of several factors.


a.
Research discovered that traditional police strategies--including motorized patrol,


b.
Crime, disorder and fear of crime increased in the 1970s and 1980s despite


refinements in traditional police practices.


c.
Tight budgets made it imperative that police seek more assistance from citizens


and other institutions in tackling crime and crime-related problems.


d.
Police realized that, citizens were often concerned as much about minor crime and


disorder as they were about more serious crime.


e.
Interest grew in more customer-oriented approaches to all types of government


services.


f.
Citizens demonstrated willingness to participate in community crime prevention


programs, and there was some evidence that such community-based approaches


were effective.

2.
What is community policing not?

a.
Community policing is not a strategy that completely replaces traditional


policing-it supplements, extends and enhances traditional policing.


b.
Community policing is not social work--it is simply an approach to police work


in which officers work more closely with citizens than they have in the past.
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c.
Community policing does not ignore crime fighting--in fact, it tries to make

policing more effective in preventing and controlling crime.

3.
How does community policing differ from traditional policing?

Community policing emphasizes two core components-community partnership and problem solving-to a greater degree than was the case with traditional policing. These two emphases lead to a number of significant philosophical, strategic and operational differences between community policing and traditional policing. The major differences are summarized in the handout Traditional vs. Community Policing. [The instructor should refer students to and discuss the handout.]

ACTIVITY 3: Key Elements of Community Policing

The purpose of this activity is to identify some of the key elements of community policing. This is important because community policing is a very broad, and sometimes rather vague, topic. Six key elements are identified and briefly described.

Discussion Points

1.
What are the key elements of community policing?

It is difficult and challenging to identify the key elements of community policing for several significant reasons:


a.
Community policing is a relatively new approach to policing.


b.
Community policing is a very broad approach-it sometimes seems to include

everything, including the kitchen sink.


c.
Much of what has been written about community policing, and a lot of what gets

said about community policing, is pretty vague.


d.
Community policing varies from one police department to the next.


e.
It is difficult to distinguish between community policing rhetoric and reality.


f.
One useful way to get a handle on community policing is to think of it in terms of

three primary dimensions: philosophical, strategic and operational.

2.
The philosophical dimension of community policing.

Many proponents of community policing emphasize that it is primarily a new philosophy of policing. They mean that community policing relies on a particular set of ideas, beliefs and values-such as those presented in the handout Traditional vs. Community Policing discussed earlier. Two key elements of the philosophical dimension of community policing are (a) a broad view of the police function, and (b) support for citizen input.


a.
Broad Police Function. Community policing takes a broad view of the-police
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resolution, problem solving, service, etc. Specifically, community policing rejects

narrow views of the police function as exclusively law enforcement or crime fighting.


b.
Citizen Input. Community policing supports the idea that citizens should have


substantial influence on how the police department operates. In a free society,

government agencies are supposed to be responsive and accountable to the people. This does not mean that policing is a popularity contest, or that the police department should simply do whatever the majority wants--obviously professional and legal considerations are also important. But it does mean that police should invite and encourage citizen involvement in policy making, decision making and priority setting.

3.
The strategic dimension of community policing.

Community policing is more than just a new philosophy of policing. It is also a new strategy of policing-a new way of focusing attention, allocating resources and prioritizing what police do. Two key elements of the strategic dimension of community policing are (a) an emphasis on prevention and (b) a focus on geographic responsibility and accountability.


a.
Prevention Focus.  Community policing emphasizes prevention whenever

possible. It does not ignore the necessity of handling calls for service and emergencies, nor does it downplay making arrests and investigating crimes. But community policing does say that, whenever possible, preventing a crime or other problem from occurring is preferable to handling it after it has occurred. Virtually every citizen would choose not to be robbed in the first place over having the police do an excellent job of handling their victimization after the fact.  Prevention sometimes involves social service and recreation types of programs, but it is far more than just midnight basketball. It can be just as tough on crime as any other approach; it just focuses as much as possible on preventing crimes from happening in the first place.


b.
Geographic Emphasis. Community policing increases the degree to which

geography is used as the basis of assignments, responsibility and accountability. Ideally, police. officers should identify with specific neighborhoods and feel a sense of responsibility for them. Similarly, neighborhood residents should be familiar with the small number of officers who primarily provide them with police service and protection. Within our highly fragmented and mobile society, community policing tries to recapture as much of the old "beat cop" idea as possible. This is sometimes done with foot patrol, permanent beat assignments, beat teams, and/or mini-stations--the point is, methods must vary because every community is different, but there should be a close sense of identification between neighborhoods and police officers.
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4.
The operational dimension of community policing.

The operational dimension is where community policing directly affects what police officers do day in and day out. It is where the rubber (or the shoe leather) meets the road. The two key elements of the operational dimension of community policing are (a) community partnerships and (b) problem solving.


a.
Community Partnerships. Community policing emphasizes that the police cannot

do it all themselves-they need the community's help. Individual citizens, community groups, and other government and private organizations should be encouraged to work closely with the police to help prevent and control crime, reduce fear, maintain order, etc. Whatever their assignments, police officers should search for ways of involving the community in its own protection. By doing this, officers multiply the resources that are brought to bear on crime and disorder problems, thus increasing the chances of having a positive impact on those problems.


b.
Problem Solving. Community policing emphasizes a problem-oriented approach

rather than an incident-oriented approach to dealing with crime, fear, disorder, etc. This means that, whenever possible, police officers seek out the underlying causes and conditions that give rise to incidents and problems, rather than just handling the incidents in the traditional way (restoring order, writing a report, arresting the perpetrator). Obviously, police still must restore order, write reports and arrest offenders. But when an underlying condition can be identified and corrected, future crimes and disorders can be averted. This helps individual people and the community by preventing victimization, and it helps the police department by reducing the calls-for-service workload. It can also give officers a real feeling of accomplishment-something that is often missing in traditional police work. 

[Note: Problem solving is discussed in more detail in Module VII of this training package.]

ACTIVITY 4: The Police Response to People With Mental Illnesses

The purpose of this activity is to explore the implications of community policing for the police response to people with mental illnesses. Each of the six key elements of community policing is considered in terms of its applicability to. police response to people with mental illnesses.

Discussion Points


1.
Broad Police Function

Under community policing, responding to people with mental illnesses is seen as a valid and proper part of the police role. It is just as much a part of "real police work" as anything else. How is this so? Consider several of the basic objectives of the police and their relationship to people with mental illnesses.

Module VI - 61

a.
Crime Control. People with mental illness may be victims, witnesses or perpetrators of crime. Dealing with these people well, whether as victims, witnesses or perpetrators, is obviously important.

b.
Order Maintenance. Police often encounter people with mental illnesses when other citizens call to report disorderly or disturbing behavior. In these situations, officers need to restore order--doing so is greatly aided by information and training about mental illnesses.

c.
Fear Reduction. Citizens often have unnecessary or uninformed fears about people with mental illnesses. Police officers can help reduce these fears by their own actions and by educating neighbors and complainants about mental illnesses.

d.
Aiding Those in Danger. People with mental illnesses are sometimes taken advantage of or threatened by others out of ignorance or avarice. Police officers have a responsibility to protect all people in danger of harm, including people with mental illnesses.

e.
Helping Those in Need. People with mental illnesses sometimes simply need help-they may have been abandoned by friends and family, they may have "fallen through the cracks" of society, and/or they may not be taking proper care of themselves. Police officers have a responsibility to provide help to all kinds of people who cannot help themselves, including people with mental illnesses.

2.
Citizen Input

Police departments should seek citizen input about how best to respond to people with mental illnesses in their jurisdictions. Most citizens probably do not have strong views on this subject or even care very much. But some citizens and some professional groups have particular viewpoints and interests and should be involved in a police department's policies and programs for responding to people with mental illnesses. These individuals and groups might include the following:

a.
Individual people with mental illnesses

b.
Family members of people with mental illnesses

c.
Coalitions and groups of people with mental illnesses, such as local chapters of the National Alliance for the Mentally III

d.
Mental health service providers

e.
Related social service providers

f.
Medical service providers


3.
Prevention Focus

Police departments should adopt, as much as possible, a preventive approach to responding to people with mental illnesses. They should try to prevent crimes involving such people (whether as victims or perpetrators), prevent disorder caused by people with mental illnesses, prevent fear of such individuals, and so on. Preventing such. problems from occurring in the first place benefits everyone-people with mental illnesses, other citizens, the community in general, and the police department.
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4.
Geographic Emphasis

Officers with geographically based assignments should be familiar with any chronic problems in their areas, including those related to people with mental illnesses. They should know the people and the conditions involved. People in the community, with or without mental illnesses, should recognize the officers who work in their neighborhoods and trust them to deal with problems fairly and effectively. While it is true that the overall problem of responding to people with mental illnesses is a communitywide issue, problems created by specific individuals and facilities are usually neighborhood-based and best dealt with by officers who are intimately familiar with the neighborhood and its residents.

5.
Community Partnerships

Police officers should develop partnerships with citizens, community groups, government agencies, and private organizations to help deal with problems related to people with mental illnesses. This can be as simple and locally based as organizing neighborhood residents to help watch out for the interests of a specific Alzheimer's patient, or as extensive as networking with mental health providers and others to improve the overall local system for responding to people with mental illnesses. The key point is that, by developing and using such partnerships, police officers increase their chances of dealing effectively with problems surrounding people with mental illnesses, and they relieve themselves of shouldering the entire burden of handling such problems.  While responding to people with mental illnesses often is a police responsibility, it is not solely a police responsibility. Sometimes police need to remind other individuals and institutions of their responsibilities.

6.
Problem Solving

Police officers should do more than just handle calls and incidents involving people with mental illnesses. Whenever possible, they should try to identify underlying conditions that, if improved, might help avoid future calls and incidents. This might involve referring individuals to service providers, educating neighbors, urging family members to take responsibility for seeing that the person gets help, or a host of other possible actions. In each situation, the best actions depend on the circumstances--sometimes, the officer has to do some digging for information to understand the dynamics and underlying conditions of the situation. [Note: Problem solving is discussed in more detail in Module

VII of this training package.]


ACTIVITY 5: Group Discussions and Reports

Divide the class into six groups. Assign each of the six groups one of the key elements of

community policing (broad police function, citizen input, etc.). Give the groups 15 minutes to discuss the applicability of their assigned element of community policing to police response to people with mental illnesses. Instruct them to be as specific and as creative as possible, and to
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identify any real-life examples from their own experiences that exemplified the community policing approach, or that could have been handled differently to have better reflected community policing. Then have each group's spokesperson report their group's conclusions to the entire class. Follow this up with general class discussion of community policing, if time permits. Emphasize that responding to people with mental illnesses is an inevitable and proper part of the police role, and that taking a community policing approach is more effective and beneficial for the police themselves.

MODULE VI SUMMARY

· Community policing is different from traditional policing, but it is not a complete rejection of traditional policing methods.

· Review the six key elements of community policing.

· Remind officers that developing community partnerships can help relieve the police of some of the burden of handling people with mental illnesses.

· Remind officers that taking a problem-oriented approach can help reduce the number of calls and incidents involving people with mental illnesses.
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TRADITIONAL VS. COMMUNITY POLICING


TRADITIONAL POLICING
COMMUNITY POLICING

Arrest as the primary police tool
Arrest as one tool among many

Numbers-oriented evaluation and
More results-oriented than numbers-oriented

accountability (bean counting)
More results-oriented than numbers-oriented

Incident-driven
Problem-oriented

“Us vs. Them” mentality
Police-community partnerships

Citizens call 911 for all problems
Citizens meet and work with police and other agencies to solve problems

“We do it FOR the community”
“We do it WITH the Community”

Reactive
Proactive

We let it happen
We make it happen

Police, other agencies and citizens are reluctant to share information
Police, other agencies and citizens recognize the value of sharing information

Citizens do not interact with their neighbors or the community
Citizens unite to form active neighborhood and community groups

Officers focus on call response and criminal arrest
Officers focus on crime reduction and crime prevention

Citizens believe the police can and should solve their problems
Citizens are active partners with the police in solving community problems

Government agencies schedule and deliver services
Government agencies are active partners in solving community problems and delivering services
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MODULE VII: A PROBLEM-SOLVING RESPONSE

TO PEOPLE WITH MENTAL ILLNESSES

OVERVIEW:

This session integrates the police response to people with mental illnesses with problem- oriented policing. It includes a discussion of the rationale underlying the problem-oriented approach and a brief overview of the problem-solving process. Specific suggestions are offered for resolving problems related to mental illnesses at several levels of analysis: chronic calls concerning the same subject, repeat calls to the same location, communitywide issues, breakdowns in the system, and intradepartmental problems.

LENGTH: Two (2) hours

LEARNING OBJECTIVES: At the end o[this module, students will be able to:

· describe the problem-oriented approach to policing,

· state the steps involved in the problem-solving process,

· describe the application of the problem-oriented approach to responding to people with mental illnesses, and

· take creative problem-solving approaches to dealing with situations involving people with mental illnesses.

PARTICIPANTS' MATERIALS:

· Handout: Analysis Questions

· Handout: Problem Solving-The Range of Possible Alternatives
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ACTIVITY 1: Introduction to Module VII

Provide a brief overview of Module VII. Review the outline and learning objectives for this module. Emphasize that problem solving, although it is one of the elements of community policing, comprises a separate set of specific techniques and ideas. The problem-oriented

approach tries to make policing more rational and empirical, and implement more substantive and less superficial solutions than is typical under the traditional model of policing.

ACTIVITY 2: Overview of Problem Solving

The purpose of this activity is to provide officers with a general overview of the problem- solving approach, including reasons why many police officers find it very appealing. This overview is fairly brief, since problem solving was introduced in Module VI of this training package. If problem solving is already being utilized in the department, instructors should consider tailoring this activity to the specific problem-solving vocabulary and techniques of the department.

Discussion Points

1.
What is problem-oriented policing?

Problem solving, or problem-oriented policing, is a method of policing in which officers search for the underlying causes and conditions that give rise to crimes, calls for service and other incidents.. When such underlying causes and conditions are identified, and once they are analyzed, officers then search for alternative solutions. A wide range of both enforcement-oriented and non-enforcement alternatives is considered, With the objective of making a long-term impact on the problem.

2.
Why take a problem-oriented approach?

Some of the origins of problem solving are the same as those of community policing, discussed in Module VI.

a.
Research that discovered, that traditional police strategies-including motorized patrol, rapid response and detective follow-up investigations-were not as effective as once believed.

b.
Crime, disorder and fear of crime increased in the 1970s and 1980s despite refinements in traditional police practices.

c.
Tight budgets made it imperative that police seek more efficient and effective ways of conducting their business.

d.
Police realized that citizens were often concerned as much about minor crime and disorder as they were about more serious crime.

e.
Interest grew in more customer-oriented approaches to all types of government services.
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3.
What are some very specific, common sense reasons underlying the problem-oriented approach?

a.
It makes sense to gather information before acting, whenever circumstances permit.

b.
It makes more sense to treat causes than symptoms, whenever possible.

c.
It makes sense to consider a variety of alternative solutions-rather than to always rely on the same few options-and to pick solutions that are tailored to the problem at hand.

d.
It makes sense to marshal the resources of several agencies when tackling a 
problem, instead of relying solely on the police department's limited resources.

4.
Why is the problem solving approach good for police officers?

The traditional approach to patrol often leads to police work that only scratches the surface of problems-officers race from call to call, often unable to do much more than write a report or demand that people cease their disruptive behavior. Then officers jump back into their cars to wait for the next call at which they can't do very much either. After doing this kind of work for a few years, many officers find it rather frustrating and not very satisfying.

The problem-solving approach offers the opportunity to have a more significant and lasting 'impact. When underlying problems are identified, officers take the time to create and implement solutions that aren't as superficial as just writing a report or demanding that people straighten up. ,Sometimes these solutions lead to real and lasting improvements that give officers a sense of accomplishment and satisfaction.

It is important to explain how the problem-oriented approach defines underlying problems, Causes or conditions. For the most part, police officers cannot hope to correct the real root causes of crime and disorder-things like poverty, racism and adolescence. But there may be mid-range causes and conditions that can be dealt with-things like abandoned houses, poor street lighting, badly positioned bus stops, negligent landlords, unresponsive city agencie.s, and so forth. These kinds of conditions are "incubators" or "generators" of crime, disorder and calls for service. Doing something about such conditions can prevent future crimes, disorder and calls from occurring.

ACTIVITY 3: The Problem-Solving Process

The purpose of this activity is to provide officers with a brief introduction to the problem- solving process. It is assumed that officers will have received more extensive prior training on problem solving. If problem solving is already being utilized in the department, instructors should tailor this activity to the specific steps of the department's problem-solving process.
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Discussion Points

1.
The Problem-Solving Process

The problem-solving process being used by police departments all around the country involves the four step SARA model:


a.
S -Scanning


b.
A -Analysis


c.
R -Response


d.
A -Assessment

2.
Step One: Scanning

Police departments and individual police officers should continuously scan their areas of responsibility to identify undesirable conditions and new or growing problems. They do this by reviewing statistics and official records, making direct observations and talking to people. The objective should be to identify conditions and problems in their early stages of development, before they become full-blown headaches. Newspaper stories and calls from elected officials sometimes point out problems that need to be tackled-ideally, however, scanning should identify recurring problems before they reach that stage.

3.
Step Two: Analysis

Once undesirable conditions or growing problems are identified, it is important to analyze them—to gather some information. This doesn't mean that every instance of police work has to be turned into a science project, but it does mean that an effort should be made to understand the problem before rushing off to solve it. Depending on the nature of each problem, some valuable sources of information for problem analysis are as follows:

· Literature on the problem and its solution

· Police files and records

· Police officers

· Victims

· The community-neighbors, family members, interested parties, etc.

· Those who are causing the problem

· Other government and private agencies

· Other communities

Analyzing a problem is a lot like investigating a crime. The objective is to understand the problem and, if possible, to explain it. If problem analysis can answer the following questions, it will contribute greatly to eventually solving the problem:


a.
What is the exact nature of the problem?


b.
Who is (and is not) causing the problem? Why are they causing the problem?


c.
Who is (and is not) affected by the problem?


d.
Who is (and is not) doing anything to solve the problem?


e.
Where is the problem occurring? Why is it occurring there and not somewhere '

else?
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f.
When is the problem occurring? Why is it occurring then and not at other times?

Why has it developed now?


g.
What happens immediately before the problem occurs? .


h.
What conditions happen concurrent with the problem?


i.
What occurs immediately after the problem?

[Instructor's Note: Direct students' attention to the handout listing these Analysis Questions. Officers may wish to use this as a worksheet when using the model to address problems related to people with mental illnesses.]

4.
Step Three: Response

Following analysis, the stage is set to do something about the problem. This really involves three separate stages:


a.
Searching for alternatives


b.
Selecting the most promising alternative(s)


c.
Implementing the chosen alternative(s)

The most important thing to do at this stage is to consider a wide variety of alternative solutions to the problem. Both traditional and nontraditional solutions should be considered. Whenever possible, solutions should be considered that involve more than just police, but also citizens, the community and/or other government and private agencies. Bringing the resources and authority of other actors into play helps solve problems and relieves police of the entire burden of responsibility.

The objective should always be to identify and select alternative solutions that are tailored to fit the nature of the problem. It is a big mistake to just pick a comfortable, convenient solution or one that just happens to be popular-the current fad. One guide to alternative solutions that encourages consideration of a wide variety of alternatives is presented in the handout Problem Solving-The Range of Possible Alternatives.

[Instructor's Note: Direct students' attention to the handout and emphasize its value for encouraging a wide-ranging search for alternatives. It will be used later in a group exercise on police handling of problems related to people with mental illnesses.]

5.
Step Four: Assessment

The whole point of problem solving is to solve problems. Therefore, once some solutions have been selected and implemented, it is necessary to assess their impact--to see whether the problem was solved, in whole or in part. If it was, victory can be declared and attention can be turned to the next problem. Often, though, problems are tough to solve, and the first solutions police try don't work. In such cases, it may make sense to try harder, to revise the solution somewhat, or to try something completely different.  Dogged detem1ination is frequently required-remember, success is usually more dependent on perspiration than inspiration.
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It is important to be realistic in problem solving. Many problems that confront communities, and that police are expected to deal with, are chronic and intractable. Officers with unrealistic expectations are likely to become quickly frustrated. In the assessment stage, it is helpful to think in terms of several different types and degrees of impact on a problem:

a.
The problem can be completely eliminated.

b.
The magnitude of the problem (the number of crimes or calls, for example) can be reduced.

c.
The seriousness of the problem (the harm caused by it) can be reduced.

d.
The problem can be handled better (e.g., more efficiently, more safely, or with more customer satisfaction) than in the past.

e.
Part or all of the responsibility for the problem can be transferred away from the police to the community or some other agency.


ACTIVITY 4: The Police Response to People With Mental Illnesses

The purpose of this activity is to explore the implications of the problem-oriented approach for the police response to people with mental illnesses. Several general considerations are discussed, after which a number of typical types of problems are described.

Discussion Points

1.
How does the problem-oriented approach apply?

The first thing that needs to be understood is that police cannot solve the problem of mental illness-they are not neurologists or psychiatrists or pharmacists. The kinds of problems that police may be able to solve are crime, disorder and service problems in the community that involve people with mental illnesses as victims, offenders or otherwise involved parties.

2.
An example of problem solving.

In Madison, Wi., several years ago, the unusual and sometimes disturbing conduct of people with mental illnesses on the streets led to citywide concern about deinstitutionalization. The number of people with mental illnesses on the streets of the city was repeatedly estimated in news accounts as more than 1,000. When the problem was studied, however, it was determined that no more than 20 individuals accounted for most of the incidents, and that their behavior often resulted from failure to take prescribed medications. The local mental health service then established a program of special, intensive care for these individuals, monitoring them through a variety of arrangements including, when deemed necessary, obtaining court approval for a limited guardianship. The program has continued since then, with newly identified patients being added to the monitored group. The original problem-both the fear and the actual incidents--has
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been greatly reduced, and it appears that the people with mental illnesses in the program have also benefited.

3.
Typical problem-solving situations.

People with mental illnesses may be involved in virtually any kind of problem in the community-just like any other citizen. However, there are several ways in which problems might arise that have specific connections to people with mental illnesses

a.
Chronic calls may involve the same individual as a criminal offender, a crime victim, a disorderly subject, a missing subject, etc.
,

b.
Repeat calls to the same location may involve a single residence, public place, group home or shelter, treatment facility, etc.

c.
Communitywide issues include how best to respond to the needs of Alzheimer patients, for example.

d.
Breakdowns in the system include poor coordination between police and mental health service providers, unnecessary jailing of people with mental illnesses, conflict over judicial treatment of people with mental illnesses, etc.

e.

Internal police department problems include inadequate training, failure of dispatchers to fully notify officers about calls involving people with mental illnesses, information systems that fail to identify chronic individuals and locations, etc.

In each of these situations, a problem-solving approach has the potential to significantly reduce the scope and impact of the problem. If all that officers do is to respond to calls, write reports and scold people, however, (1) problems will not be solved, (2) underlying conditions will not be improved, (3) neither the community in general nor people with mental illnesses in particular will be well served, and (4) the 911 phones will just keep on ringing.

ACTIVITY 5: Group Exercises and Reports


Divide the class into five groups. Assign each of the groups one of the typical problem- solving situations identified above (chronic calls, etc.). Then have the groups do five things:

1.
Discuss the applicability of this type of situation involving people with mental illnesses to their own department(s).

2.
Select one specific example of this type of situation from their own department(s).

3.
Summarize what is known about this specific situation and what other analysis could be done to better understand this specific situation. Use the handout Analysis Questions
'

4. Use the handout Problem Solving-The Range of Possible Alternatives as a guide to identify several possible solutions for this specific situation.
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5.
Select one or more solutions with the best chance of success in this specific situation.

The groups will need at least 20 to 30 minutes to complete this exercise. If time permits, have the groups make oral reports on their deliberations. Be sure to compliment creative and innovative solutions, as long as they are legal and moral, of course. Ask the groups how much impact they think their solutions would really have on the specific situations they were addressing, and what they would do if the problems persisted.

MODULE VII SUMMARY

· Review the SARA model of the problem-solving process.

· Emphasize that problem solving usually cannot eliminate the real root causes of crime, disorder and similar problems, but it often can improve more "mid-range" conditions that generate calls for service, crimes, disorder, and related problems.

· Stress that taking a problem-oriented approach to situations involving people with mental illnesses makes sense for everybody-individual people get better service, the community is better protected, and police officers don't have to handle the same calls involving the same people over and over and over again.
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ANALYSIS QUESTIONS

The objective of the analysis step is to understand why a problem is occurring and, if possible, to explain it. Use the following questions as a guide to collecting analysis information about a problem:


1.
What is the exact nature of the problem?


2.
Who is (and is not) causing the problem? Why are they causing the problem?


3.
Who is (and is not) affected by the problem?


4.
Who is (and is not) doing anything to solve the problem?

5.
Where is the problem occurring? Why is it occurring there and not somewhere else?

6.
When is the problem occurring? Why is it occurring then and not at other times? Why has it developed now?


7.
What happens immediately before the problem occurs?


8.
What conditions happen concurrent with the problem?


9.
What occurs immediately after the problem?
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PROBLEM SOLVING:

THE RANGE OF POSSIBLE ALTERNATIVES

A.
Concentrate Attention on Those Individuals Who Account for a Disproportionate

Share of a Problem

A relatively small number of individuals usually account for a disproportionate share of practically any problem the police handle (by causing it, facilitating it or suffering from it).

B.
Connect with Other Government and Private Services

In-depth exploration of the problems that police commonly confront frequently leads to a recognition of the need for (1) more effective referrals to existing government and private services, (2) improved coordination with agencies that exert control over some of the problems or individuals for which the police are held responsible, and (3) police initiative in pressing for correction of inadequacies in municipal services and for development of new services.
C.
Use Mediation and Negotiation Skills

Police are expected to handle many types of conflicts, and often find the mediation/negotiation approach most effective.

D.
Convey Information

Conveying sound, accurate information is cun-ently one of the least used, but potentially most effective, means the police have for responding to a wide range of problems. Conveying infonnation can help to (1) reduce anxiety and fear, (2) enable citizens to solve their own problems, (3) elicit conformity with laws and regulations that are not known or understood, (4) warn potential victims about their vulnerability and advise them of ways to protect themselves,'.(5) demonstrate to individuals how they unwittingly contribute to problems, (6) develop support for addressing a problem, and (7) acquaint the community with the limitations on the police and define realistically what can be expected of the police.

E.
Mobilize the Community

Police can mobilize a specific segment of the community to help implement a specific response to a specific problem for as long as it takes to deal with the problem.
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F.
Make Use of Existing Forms of Social Control in Addition to the Community
Mobilizing specific forms of social control inherent in existing relationships (e.g., the influence of a parent over a child, a teacher over a student, or an employer over an employee) can also help solve problems.

G.
Alter the Physical Environment to Reduce Opportunities for Problems to Recur

The principles of crime prevention through environmental design (CPTED) and situational crime prevention can be adapted to the complete range of police problems.

H.
Increase Regulation, Through Statutes or Ordinances, of Conditions That Contribute to Problems

Studies of a specific problem will often draw attention to factors contributing to the problem that can be controlled by regulation through statutes or ordinances.

I.
Develop New Forms of Limited Authority to Intervene and Detain

Analysis of specific problems often leads to the conclusion that satisfactory resolution requires some limited authority (e.g., to order a person to leave) but does not require labeling the conduct "criminal" and following through with arrest and prosecution.

J.
More Discriminate Use of the Criminal Justice System

Use of the criminal justice system should be much more limited than in the past, reserved for those problems for which the system seems especially appropriate, and employed with much greater precision.

K.
Use Civil Law to Control Public Nuisances, Offensive Behavior and Conditions

Contributing to Crime

Because the police primarily use the law for arrest and prosecution, we tend to forget that the police and local government can initiate a number of other legal proceedings, including those related to (1) licensing, (2) zoning, (3) property confiscation, (4) nuisance abatement, and (5) injunctive relief.

Adapted from Henuan Goldstein (1990) Policing Problem-Oriented. New York: McGraw-Hill. pp. 104-141.
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Appendix A

ROLL CALL TRAINING:

MENTAL ILLNESS ASSESSMENT AND ON-SCENE STABILIZATION

(Video #1)

DISCUSSION QUESTIONS

Q1.

In what ways do we jeopardize compliance with the ADA in our current handling of situations involving people with mental illness?

A1.
Possibilities include inappropriately arresting and jailing people with mental illnesses, treating crime victims with mental illness as second class citizens, or failing to provide appropriate dispositions.

Q2.
What can you do if you find medication in a bottle that is not labeled or a mixture of pills in one bottle?

A2.
The medications and the bottle should be presented to a pharmacist, physician or emergency room for identification.

Q3.
Why is it important to communicate effectively with a person who has mental illness?

A3.
There are several reasons: they are the only one who can tell you what they are thinking, feeling, and seeing; information from them will help you decide on the best disposition; communicating with them helps you show them concern and respect; and communicating effectively with them lessens the possibility of a physical altercation.

SUMMARY REMARKS

· To assess the situation, an officer should: 1) know the signs of mental illness and 2) consider information voluntarily provided by the person, family members or medical personnel about the person's condition.

· To stabilize a scene, an officer should maintain the safety of all involved, establish effective communication and be able to recognize hallucinations.

· Police officers are responsible for treating people with mental illnesses with respect and providing them with the same constitutional and legal rights that are afforded to all citizens.

· With appropriate treatment, people with mental illnesses can lead lives of productivity and dignity.
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Appendix B

ROLL CALL TRAINING: COMMUNITY POLICING RESPONSE TO PEOPLE WITH MENTAL ILLNESS

(Video #2)
DISCUSSION QUESTIONS


Q
1.
How many of you encounter people who exhibit signs of serious or chronic mental



illnesses in your beats?


A 1.
Younger officers and those recently assigned may not be as familiar with their beats as

officers who have worked them for some time. From the standpoints of both problem

solving and the safety of all those involved, however, officers should be knowledgeable

about the people and conditions on their beats.


Q2.
Besides attending formal meetings, what other methods can officers use to build


community partnerships?


A2.
There are several methods: officers can introduce themselves to neighborhood residents,


they can talk with neighbors and family members of people with mental illnesses, and

they can get to know the providers of mental health and social services.


Q3.
How can officers find the time for community policing?


A3.
Methods range from organizational changes to individual adaptations. Some police

departments have formal prograrns-such as differential response strategies-designed to

carve out time for community policing. Many supervisors will support their officers

taking the time to proactively interact with citizens. Most individual officers, no matter

how busy they are, have some free patrol time that is better spent working with the

community than just randomly patrolling. Finally, sometimes community policing means

just taking a few extra minutes when responding to the first call to get it right.


Q4.
What types of resources are available in your community for referrals of people with


mental illnesses?



A4.
Responses include state hospitals, medical hospitals, private hospitals, health


departments, other government mental health and social service agencies, other private

service providers, associations of people with mental illnesses, etc.

SUMMARY REMARKS

· Police officers can be proactive and can solve problems involving people with mental


illnesses.

· 
Police officers can establish community partnerships and find the time for community


policing.

· Police officers need to know about the existing resources and treatment options available


in their community.
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Appendix C

ROLE PLAY ACTIVITIES

The purpose of these role play activities is to help officers visualize different situations they will encounter, sensitize them to unusual behaviors and help them develop new skills. Since these exercises are best conducted in small groups, the officers should be divided into groups of eight to 10. However, the entire class could observe and critique each role play. Also, tape recording or videotaping is a good way to critique officer performance.

Opinion is divided about using civilian actors to portray the nonpolice roles in these exercises. Some people believe that actors can provide a more realistic portrayal of real life situations and, being strangers to the officers, they can best provide spontaneous interactions. Drama students from a nearby college or university are particularly good resources, as they are eager to participate in these exercises and usually do so free of charge.

On the other hand, many trainers believe it is unwise to use civilian actors. They prefer to allow officers an opportunity to play all the roles in the exercise--complainant, subject and officer-in order that officers develop an adequate understanding of each character's perspective.

The following guidelines should be followed while conducting these exercises.

Guidelines

· Each participant will receive a brief role description that summarizes the situation and the character to be portrayed; participants are not to see or discuss each

other's role description.

· Participants are to play only the role assigned to them and are not to let personal feelings control their role portrayal.

· Participants should take about five minutes to become familiar with their role


descriptions.

· Each role play will last about eight to 10 minutes, and participants will be given a


two-minute warnin.g to c~ose out the exercise.

· Each role play will be followed by a discussion. Participants should first describe how it felt to play their roles and how they perceived the others' reactions to their character. Observer officers should then offer their reactions to and feelings about the exercise.

· During the role play, officers should be evaluated on their ability to identify signs of mental illnesses and handle the situation appropriately, and apply criteria for determining whether a noncustodial option, an involuntary mental evaluation or


arrest is the appropriate disposition.

Role Play #1

Scenario: You are working the evening shift in January. The temperature is 20 degrees. You receive a call about a possible DOA in the paper recycling container behind the local school.
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Upon your arrival you observe a motionless body wrapped in papers. Investigation reveals the

Subject: There is evidence of intoxication. The homeless person becomes loud and abusive when awakened. Responses to questions are disjointed, even when asked his/her name. S/he tells the officer s/he was not doing anything wrong and asks why s/he is being bothered.

Concerned citizen: Approaches officer and indicates that s/he was the one who made the call. Tells officer that subject has been hanging around neighborhood and scares the kids and women in the neighborhood, and the citizen wants something done. Indicates s/he is sister/brother of Councilwoman Smith.

Officer: You must interview each person and evaluate the subject to determine the need for medical, criminal justice or mental health intervention, or for resolution by informal means.

Role Play #2

Scenario: It is 8 p.m. on a Friday night and you are dispatched to a disorderly subject call at a local liquor store. When you arrive, the subject and the store manager are in front of the store arguing. You smell no alcohol on the individual's breath. The owner tells you that the subject is "wacko" and is threatening to kill customers who buy alcohol. S/he insists that you do something. The subject is preaching about the evils of "demon alcohol" and threatening to

punish people purchasing alcohol. S/he tells you that s/he is God's messenger. During your conversation with the individual, s/he stops several times to speak with God. You observe no criminal activity except the loudness of the subject's voice.

Subject: There is no evidence of intoxication. His/her discussion with patrons is loud but not. vulgar. When asked his/her name, address and other information, s/he replies quickly but appropriately, and then stops to speak to God. If asked by the officer, s/he will describe where s/he lives and seems willing to go when ready, but that s/he is not hurting anyone by talking and 'that s/he has a right to talk to anyone and to be on the sidewalk.

Store Owner: The owner is a sober, solid citizen who is concerned about the subject, but much more concerned about the subject driving away customers. S/he wants something done and


indicates s/he has rights too.


Officer: Interview both people and evaluate the subject to determine the need for medical, criminal justice, or mental health intervention, or for resolution by informal means.

Role Play #3

Scenario: You are working the third shift when you observe an individual lying on .top of the hood of a car in a residential area. You sign off and approach the subject, who is very disheveled and asleep. You wake him/her and ask what is wrong. The subject is disoriented, incoherent and

has no identification. Your back-up arrives and you indicate that you have a subject with mental

illness and the only thing you know to do is arrest him/her for disorderly conduct. Your back-up tells you to get the dispatcher to contact the on-call mental health worker and see if they will
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respond to headquarters for a mental health screening. The owner of the car comes out and indicates s/he does not know the individual or what s/he is doing on his/her car.

Subject: Subject shows no emotions and responds to questions in a vague and disjointed way. S/he has no idea where s/he is or how s/he got there. There is no evidence of intoxication. His/her clothing is very dirty and s/he smells as if s/he has not had a bath in weeks. There are apparent sores on his/her body.

Car Owner: The owner is concerned about the car and very concerned about the subject. S/he indicates that this poor subject needs help but wants him/her out of the neighborhood. S/he wants to know who is going to pay to have the scratches on car repaired.

Back-up Officer: S/he is aware of mental health services in jurisdiction and believes that they might handle this type of case.

Officer: Interview all parties and evaluate subject to determine need for medical, criminal justice or mental health intervention, or for resolution by informal means.

Role Play #4

Scenario: It is I p.m. on a Monday afternoon. You are sent to a house on a call from a middle-aged woman complaining of harassment from her 27-year old daughter.

Mother: She recently returned from grocery shopping. Upon arriving home, her daughter accused her of stealing her money. She knocked the groceries out of her arm and threw eggs at her. The daughter picked up a knife and threatened to cut her mother to ribbons. Ever since she lost her job two weeks ago, she has been impossible to live with-awake at night, sleeping during the day, not bathing, throwing carefully cooked meals on the floor. The mother is scared and thinks her daughter needs some counseling.

Daughter: Life stinks. No one understands her. Her friends no longer call and she can't get a date. She lost her job but doesn't know why. Her mother is always nagging her 'to "clean up your act." There is no way these cops, or anyone else, will tell her what to do. Thus, she are determined to be a "perfect lady" when the police arrive. When the mother mentions counseling, she pushes her and demands to be left alone.

Officer: Interview both people an4 evaluate the subject to determine the need for medical, criminal justice or mental health intervention, or for resolution by informal means.
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Appendix D

TEST OF KNOWLEDGE

 T      F      1.
Under the premise of community mental health, a person with mental illness

should be isolated from the community because of his or her illness.


T
F
2.
Emotional disturbance can only be caused by mental illness.


T
F
3.
Police officers are frequently called by the public to handle situations involving
people with mental illnesses because they have free, 24-hour service with a legal obligation to respond to the scene.


T
F
4.
Mental illness is a relative term that describes a diverse group of disabilities that


cause disturbances in thinking, feeling, and relating.


T
F
5.
Since the cause of mental illness is not known, there is no prevention, cure or

treatment available to those with mental illness.


T
F
6.
Mental retardation, like mental illness, is a disease.


T
F
7.
A person who exhibits crisis behavior is mentally ill.


T
F
8.
People believed to have mental illness should not be detained at a jail unless the


person is under arrest for the commission of a crime.


T
F
9.
Even when an individual's ability to understand the Miranda rights is in question,


an officer should continue questioning the individual if the officer feels it will


benefit the police.

               T      F    10.
When handling situations involving people with mental illnesses, officers should

gather as much information as possible before arriving on-scene; once arriving on-scene officers should be discreet and remove as many distractions or upsetting influences as possible.

                T      F   
11.
For an officer to reach the appropriate disposition, the officer should continually

evaluate several factors concerning the person with mental illness including his or her possible involvement in a crime, behavior, background, and support network in the community.

                 T      F   12.
Cooperation is very important between law enforcement agencies and mental

health agencies to ensure that people with mental illnesses get the treatment they need. .

                  T      F  
13.    It is helpful if the officer diagnoses an individual and records his or her




    diagnosis on forms to be used or referred to in criminal proceedings.
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T
F
14.
Police officers should develop partnerships with citizens, community groups and

private organizations to help deal with problems related to people with mental illnesses.


T
F
15.
Police officers should do more than just handle calls and incidents involving

people with mental illnesses-whenever possible, they should try to identify Underlying conditions that, if improved, might help avoid future calls and incidents.


T
F
16.
Problem solving, or problem-oriented policing, is a method of policing in which

officers search for the underlying causes and conditions that give rise to crimes, calls for service and other incidents.


T
F
17.
-Police departments and individual officers should continually scan their areas of


responsibility to identify undesirable conditions and new or growing problems.

Appendices -83
TEST ANSWER KEY

1.
False

2.
False

3.
True

4.
True

5.
False 

6.
False 

7.
False 

8.
True 

9.
False 

10.
True 

11.
True 

12.
True 

13.
False 

14.
True 

15.
True 

16.
True 

17.
True
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Appendix E

RESOURCES FOR THE TRAINER


Trainers may contact the following resources for assistance in obtaining training

materials on the ADA and mental health issues.


U.S. Department of Justice
State Mental Health Agency

Disability Right Section


P. O. Box 66738
State Protection and Advocacy Agency


Washington, DC 20035-6738
Call (202) 408-9514 for state listings.

800-514-0301 (Voice)


800-514-0383 (TDD)
National Association of Rights, Protection

and Advocacy


The National Alliance for the Mentally Ill
Call 401-434-2120 for local information.


(NAMI)


200 North Glebe Rd., Suite 1015
American Psychological Association.


Arlington, VA 22203-3754
Call 202-336-5500 for state listings.


703-524-7500 (Voice)


703-516-
7991 (TDD)
American Psychiatric Association

Call 202-682-6000 for state listings.


The National Mental Health Consumers


Self-Help Clearinghouse


1211 Chestnut Street, Suite 1000


Philadelphia, PA 19107


800-553-4539 (Voice)


215-751-9655 (TDD)


Police Executive Research Forum


1120 Connecticut Ave. NW, Suite 930 Washington, DC 20036


 202-466- 7820 (Voice)


202-466-2670 (TDD)


New York State Office of Mental Health 44 Holland Avenue


Albany, NY 12229


518-474-3290


(Judith Cox or Pamela Morschauser)


518-457-3580 (Jim Hogancamp)


ADA Coordinator of Hennepin County


A 400 Government Center


Minneapolis, MN 55487


612-348-7741 (Jim Ramnaraine)
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I. INTRODUCTION

People with mental, cognitive and psychiatric disabilities constitute perhaps the single most

persecuted and least understood group of individuals in the disability community. The stigma

associated with mental illness remains an oppressive obstacle to employment and integration, hampering the efforts of people with mental disabilities to enter the work force, attend schools

and contribute their talents and energy to society.

-
The President's Committee on Employment of People with Disabilities

March J 994


Outlined below is a model policy for police contact with people with mental illnesses.

Like other members of the community, people who have mental illnesses may live in houses,

apartments, group homes, or on the street without shelter or resources. They may be

professionals, office workers, laborers, homemakers, children, elderly people, or people who

depend on welfare and social services for survival. They may call for police assistance, be a

victim of a crime or accident, be a witness, be the subject of a call, attend a community crime

prevention program, or be encountered in all the situations in which police personnel encounter

other citizens.


The Americans with Disabilities Act (ADA) entitles people with disabilities to the same

service and protections that police departments provide to anyone else. They may not be

excluded or segregated from services, be denied services, or otherwise be provided with lesser

services or protection than are provided to others.

The ADA has refocused awareness on police response to people with mental illnesses.

While many people with mental illnesses control the symptoms of their illness successfully with

the use of psychotropic medications, others who do not have access to mental health services, fail

to take their medications, or do not recognize that they are ill can experience psychiatric

difficulties. Officers and other personnel must be prepared to deal with situations involving a

person who has a mental illness and know how to respond to these situations in an appropriate

and sensitive manner.

The ADA does not call for a fixed set of rules to be followed in all cases involving a

person who has-or exhibits symptoms of-mental illness. Rather, the ADA calls for law

enforcement agencies and personnel to make reasonable adjustments and modifications in their

policies, practices or procedures on a case-by-case basis. For example, if a person exhibits

symptoms of mental illness, expresses that he or she has a mental illness or requests

accommodation for a mental illness (such as access to medication or water), officers and call​

takers may need to modify routine practices and procedures, take more time or show more

sensitivity to extend the services or protections that would be extended to someone else in a

similar circumstance.
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Officers experienced in community policing and problem solving should be well​prepared to serve this population. The nature of the interaction between the police and people with mental illnesses is varied. While responses to some calls for service (such as those requiring medical assistance or involving criminal activity) are well-defined, others are less clear and may require the application of problem-solving skills to handle the immediate situation or assist the individual and his or her family in identifying and obtaining lasting solutions and appropriate support services.

This model policy takes into account that police play different roles in their encounters with people with mental illnesses. As first responders, they may provide immediate aid. As law enforcers, they may encounter victims, witnesses or suspects who have mental illness. As service personnel, they may help people obtain psychiatric attention or other needed services. Helping people with mental illnesses and their families obtain the services of other government agencies, mental health organizations, hospitals, clinics, and shelter care facilities has become a critical role for police.

This model policy combines the requirements of the ADA and the principles of community policing. It addresses the complexity of the subject and the critical nature of the police role in responding to and assisting individuals with mental illnesses. No single policy or procedure can address all of the situations in which officers, communications personnel and other police department employees may be required to provide assistance to a person who has a mental illness and his or her family. This policy is intended to address the most common types of interactions with people who have mental illnesses.

II. DEFINITIONS

A.
The term "mental illness" covers a range of conditions and is therefore difficult to define

with precision. There are many types of mental illnesses, each with its own specific characteristics, including

· schizophrenia,

· bipolar disorder (manic depression),

· major depression,

· schizo-affective disorder,

· panic disorder,

· obsessive-compulsive disorder,

· borderline personality disorder, or

· other mental illnesses as defied in the DSM-IV (Diagnostic and Scientific

Manual of the American Psychiatric Association, fourth edition, 1994) that can cause disturbances in thinking, feeling and relating with others or the environment.

B.
The Americans with Disabilities Act (ADA) applies to (1) people who have a


physical or mental impairment that substantially limits one or more of their major life
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activities, including the ability to communicate, hold a job or care for themselves; (2) people who have a record of such impairment; or (3) people who are regarded as having such impairment. The term substantially limits is not a clinical term; it is a practical term to distinguish between people who have a mild physical or mental impairment and those whose impairment is a disability because it substantially limits one or more major life activities.

C.
State and local commitment laws generally apply to people whose mental illnesses are severe. This is a clinical classification that must be determined by a qualified mental health professional.

III. BACKGROUND

Accurate data on the number of contacts between police and people with mental illnesses are not available. Most contacts between police officers and people who have

mental illnesses-severe or mild-are reported based on the nature of the incident (rescue call, loitering, disorderly subject, crime victim, etc.) and not on the illness of the person(s) involved.

Police departments respond to a wide variety of calls involving people with mental illnesses. These calls include assisting a person with mental illness who has been a crime victim or witness, or who is experiencing a crisis related to his or her mental illness, such as a psychotic episode or suicide attempt. Most often, when police officers respond to calls resulting from the behavior of people with mental illnesses, a crime has not been committed and there is little or no potential for harm. Some calls will, however, involve minor infractions of the law, such as loitering or public nuisance, or less frequently, serious crimes, such as assault. Police occasionally encounter people with mental illnesses experiencing psychotic episodes who pose a danger to themselves or others.

It has been estimated that approximately 2.8 percent of adults in the United States have severe mental illnesses. In previous years, many individuals with severe mental illnesses were institutionalized in mental hospitals intended to provide supervision, treatment, rehabilitation and support services. With the development of psychotropic medications and changes in the philosophy of mental health care delivery, more of these citizens now live and receive services in local communities. Because of the increased number of people with severe mental illnesses who live independently in communities, police personnel are increasingly likely to have both personal and professional contact with them.

IV. POLICY STATEMENT

A.
It is the policy of the 
 Police Department to ensure that a


consistently high level of service is provided to all community members. It is the


policy of this department to afford people who have mental illnesses the same rights,
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dignity and access to police and other government and community services as are


provided to all citizens. The 
 Police Department is an

essential component of the network of local services that provides support to people

with mental illnesses, their families and other community members.

B.
It is the policy of the 
 Police Department that all employees will consider

the full range of services available in the community to serve people with mental

illnesses, assess their effectiveness, and improve, where possible, the linkages

between services so that people with mental illnesses receive improved care and

improved service.

C.
The 
 Police Department recognizes that the public holds

many misconceptions about people who have mental illnesses. These misconceptions

often result in calls for service. Department employees must recognize the following:


1.
Mental illness is not a crime.


2.
Most people with mental illnesses are fully functioning community members.


3.
There is no correlation between mental illness and a person's participation in


crime.


4.
Involvement in infractions (traffic violations, loitering, disorderly conduct)


may be a manifestation of a person's mental illness or failure to receive


treatment for the illness, rather than a result of intentional wrongdoing.


5.
Some people with mental illnesses may be more vulnerable to crime, abuse or


injury than the general population.

D.
Many calls for service do not warrant use of police authority. Police are responsible

for responding to many kinds of noncriminal incidents. The authority to arrest a

person should be used only in situations where there is probable cause to arrest for a


crime. It is the policy of the 
 Police Department that no

individual should be arrested for behavioral manifestations of mental illness that are


not criminal in nature.

E.
People with severe mental illnesses can experience intense psychotic crises that pose

a significant risk to themselves and other people. When called to intervene in such

situations, officers have an obligation to protect the person with mental illness from

harm as well as protect others from potential harm that may be caused by the person

with mental illness.

If the situation cannot be defused and the person must be removed from the scene, officers have an obligation to protect the person's safety and civil rights during

transport to the appropriate facility.

F. In many calls for service, individuals with mental illnesses and their families may be


in need of support and guidance. Police officers should support and assist them,


when possible, in identifying viable solutions and obtaining aid.
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G.
A small percentage of people with mental illnesses generate repeat calls involving

noncriminal incidents. In such cases, it is important that police employees look beyond the immediate incident that prompted a call for service and consider underlying conditions that prompted that call (e.g., problems with medication [need for different dosage or failure to take prescription drug]; anxiety due to new or changed surroundings; or inadequate supervision at an adult congregate living facility, etc.). Officers should try to tailor a lasting solution beyond the one that initially or obviously follows from the call for service.

V. RECOGNIZING CHARACTERISTICS OF

MENTAL ILLNESSES

A.
Symptoms of different mental illnesses include, but are not limited to

· loss of memory;

· delusions;

· depression, deep feelings of sadness, hopelessness or uselessness; .hallucinations;

· manic behavior, accelerated thinking and speaking, or hyperactivity; .confusion;

· incoherence; and

· extreme paranoia.

The degree to which these symptoms exist varies from person to person according to the type and severity of the mental illness. Many of these symptoms represent internal, emotional states that are not readily observable from a distance, but are noticeable in conversation with the individual. In some cases, the symptoms are pronounced, while in other cases, they are less pronounced. The call-taker or officer responding to the scene is not expected to diagnose a mental illness, but to decide the appropriate response to the individual and situation. Recognizing that these symptoms may indicate mental illness will help officers decide on an appropriate response and disposition.

Obtaining relevant information from family members, friends or others at the scene who know the individual and his or her history, or seeking advice from mental health professionals, can also assist officers in taking the appropriate action.

B.
In addition to the symptoms outlined above, some of the behaviors outlined below

may be signs of mental illness. However, these behaviors can also be associated with cultural and personality differences, or very stressful situations. As such, the presence

of these behaviors should not be treated as conclusive proof of mental illness. They are provided only-as a framework to aid police officers. Officers should supplement their knowledge by talking with mental health professionals or participating in
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supplemental training on conditions associated with mental illnesses. Some of the


behaviors commonly associated with mental illnesses are

· severe changes in behavioral patterns and attitudes,

· unusual or bizarre mannerisms,

· hostility to and distrust of others,

· withdrawn behavior and refusal to speak,

· lack of cooperation,

· tendency to argue,

· one-sided conversations, and

· confused or nonsensical verbal communication.

Officers on the scene will also have to determine the severity of the behavior, the potential for change in the behavior, and the effect of the behavior on the individual with mental illness and others.

VI. EXPECT A TIONS OF CALL- TAKERS AND OFFICERS

A.
The quality of information gathered and shared by call-takers/dispatchers affects the

way officers respond to and resolve a call for service. This applies to all calls, including those involving a person who may have a mental illness. Gathering information is critical at all stages in assessing situations involving people who have mental illnesses, but is particularly critical at the onset.

When the department receives a call concerning the actions or behavior of someone who is acting atypically or erratically, it is essential that the call-taker collect information that will prepare an officer to respond to the scene.


1.
As with all calls, call-takers should first assess the urgency of the situation and


then collect other relevant information, such as

· the nature of the atypical or problem behavior,

· events that may have precipitated the person's behavior, and 

· the presence of weapons.

A family member, friend or concerned party calling about someone who needs help in accessing mental health or other services may volunteer additional information such as

· past occurrences of this or other atypical behaviors;

· past incidents involving injury or harm to the individual or others; 

· prior suicide threats;

· a brief diagnosis, if any;

· reliance on medication or failure to take medication;
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· relatives, friends or neighbors available to assist officers; and 

· physicians or mental health professionals available to assist officers.


2.
When dispatching calls for service involving people who may have mental

illnesses, call-takers should provide all relevant background information to the responding officers.


3.
The use of slang or pejorative terms to describe a person with a mental illness


is improper and unacceptable.

B.
When a person calls the police to report that he or she has been a crime victim or

witness and indicates that he or she has a mental illness or exhibits symptoms, the call-taker should, as with all victims/witnesses of crimes, assist the person in relating the details of the crime and its location, so that officers can be efficiently dispatched to the scene.

C.
Department employees are often called to assist in accessing the services of other

government agencies, mental health organizations, medical hospitals, clinics and shelter care facilities on behalf of people who have mental illnesses and their families, or other community members who seek assistance. Accessing and facilitating other agencies' responses is an important and expected role of every police employee. It is critical to successful problem solving.

Knowledge of this department's guidelines for responding to people with mental illnesses and knowledge of the variety of services available for people with mental illnesses (community-based, hospital treatment or other services) equips department employees to handle a wide range of interactions that may occur. Efforts to assist people who have mental illnesses (and their families) in obtaining appropriate support services may result in reduced trauma, rapid care for an individual in need, fewer repeat calls for service, and improved officer safety.

VII. RESPONSE TO CALLS FOR SERVICE INVOLVING PEOPLE

WITH MENTAL ILLNESSES

A.
When responding to a call that involves a person who has--or exhibits symptoms

of-a mental illness, officers should obtain as much information as possible to assess and stabilize the situation. In particular, officers should gather information regarding the nature of the atypical or problem behavior, events that may have precipitated the person's behavior, and the presence of weapons. The following suggestions detail how to approach and interact with people who have mental illnesses and who may be crime victims, witnesses or suspects, or acting out as a result of their mental illness. Officers should follow as many of the suggestions as ~P2ropriate to the situation, while protecting their safety, the safety of the person with mental illness and others at the scene.
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1.
Officers should

· remain calm and avoid overreacting;

· be helpful and professional;

· provide or obtain on-scene emergency aid when treatment of an injury

is urgent;

· follow procedures indicated on medical alert bracelets or necklaces;

· indicate a willingness to understand and help;

· speak simply and briefly, and move slowly;

· remove distractions, upsetting influences and disruptive people from

the scene;

· understand that a rational discussion may not take place;

· recognize that the person may be overwhelmed by sensations,

thoughts, frightening beliefs, sounds ("voices") or the environment;

· be friendly, patient, accepting and encouraging, but remain firm and

professional;

· be aware that their uniform, gun, handcuffs and nightstick may

frighten the person with mental illness-reassure him or her that no

harm is intended;

· recognize and acknowledge that a person's delusional or hallucinatory

experience is real to him or her;

· announce actions before initiating them;

· gather information from family or bystanders; and

· if the person is experiencing a psychiatric crisis, ask a representative of

a local mental health organization to respond to the scene.


2.
Officers should avoid

· moving suddenly, giving rapid orders or shouting;

· forcing discussion;

· direct, continuous eye contact;

· touching the person (unless essential to safety);

· crowding the person or moving into his or her zone of comfort;

· expressing anger, impatience or irritation;

· assuming that a person who does not respond cannot hear;

· using inflammatory language, such as "crazy," "psycho," "mental" or

"mental subject;"

· challenging delusional or hallucinatory statements; and

· misleading the person to believe that officers on the scene think or feel

the way the person does.

B.
Once sufficient information has been collected about the nature of the situation, and


the situation has been stabilized, there are a range of options police should consider


when selecting an appropriate disposition. These options include the following:
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· refer or transport the person for medical attention if he or she is injured or

abused;

· release;

· release to care of family, caregiver or mental health provider;

· refer or transport to mental health services;

· refer or transport to substance abuse services;

· assist in arranging voluntary admission to a mental health facility, if

requested;

· transport for involuntary emergency mental evaluation, if the person's

behavior meets the criteria for this action; or

· arrest, if a crime has been committed.

C.
In tailoring a lasting solution for a person with mental illness who has generated


repeat calls for service, officers should consider interviewing family, friends and

neighbors (in person or by phone) and calling the person's physician, psychiatrist, psychologist, or other mental health service provider.

D.
Police officers should be aware that some medications that treat mental illnesses have

side effects that may require attention. For example, medications may cause tremors,

nausea, extreme lethargy, confusion, dry mouth, constipation or diarrhea. Police officers should attend to needs for water, food and access to toilet facilities. It is important not to mistake these side effects as evidence of alcohol or drug abuse.

If the encounter lasts for some time, or a person is being detained, people with mental illnesses may need access to their medication. Officers must follow departmental rules for verifying that any pills or capsules the person is carrying are prescribed, or to obtain the needed medication, so that they may authorize the individual to continue the prescribed treatment.

[NOTE: The department should develop a procedure for verifying, obtaining and/or administering needed medication if it does not already have one. The policy should be included as Attachment C.]

E.
Officers should use their best judgment in assessing and responding to situations

involving people who have--or appear to have--mental illnesses. Not every situation or response can be outlined in detail, nor would that be appropriate because of the complexity and the range of circumstances encountered by police in responding to people with mental illnesses.

VIII. MENTAL HEALTH SERVICE PROVIDERS


Local mental health service providers may be available to help officers handle

situations involving people with mental illnesses. The resources listed in Attachment A are
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available to help officers determine appropriate actions and obtain support for the person who has a mental illness, as well as for the individual's family.

Officers should contact these resources whenever necessary and keep track of each agency's response. Information on the agencies' responses should be included in the incident report. As part of their community policing/problem-solving efforts, officers should develop contact people in each of the agencies serving their area. These contacts will help in identifying services and improving coordination.

If officers learn that there are gaps in the services these agencies provide, they should make the department aware of this so that the department can contribute meaningfully to a communitywide dialogue.

Officers are encouraged to apply problem-solving techniques to situations involving people with mental illnesses. Some situations can be quickly and easily remedied through referral or by providing general support to the individual and/or his or her family members, while others may be more complex and require innovative approaches. By engaging and understanding the services of other agencies and applying problem-solving techniques, officers may facilitate lasting solutions and minimize repeat calls for service. Lasting solutions require more detailed inquiry and analysis than is usually required to simply resolve the call for service.

Other organizations may also prove useful to officers in their problem-solving efforts. These resources are listed in Attachment B with a description of the kinds of information or assistance each organization can provide.

[NOTE: The department should list mental health service providers, including addresses

and 24-hour telephone numbers, on Attachment A. Cite the areas each service provider covers, whether or not the provider will respond to a scene, the availability

of transportation through the service provider, and the authority of the provider to initiate emergency evaluation and commitment procedures. Also list 24-hour

emergency numbers, contact personnel, priority order of contacts, etc., that will

facilitate response to the officers' needs. Responsibility for updating this list regularly should be assigned to an individual within the department. The format of the list should be changed to accommodate local resources.

The department may also add to the listing of regional and national resources that are listed in Attachment B.]
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IX. VOLUNTARY EMERGENCY EVALUATION

AND COMMITMENT

A.
A person who recognizes the stresses and problems caused by his or her mental

illness may seek or accept voluntary admission to a mental health facility for emergency evaluation or commitment. The police officer may be called for advice or to assist the individual or a family member, caregiver, friend, or guardian (hereafter referred to as the "concerned party") to facilitate this voluntary admission.

It is appropriate for officers to provide advice or assistance to a person or concerned party when the person who has a mental illness appears to be in personal crisis and/or to be at risk of causing harm to self or others. If the person does not appear to be in crisis or to pose a danger to self or others, see point D in this section.

B.
The officer should advise the person or concerned party to contact the family

physician, the treating mental health professional if the individual is currently under treatment, or {list specific local mental health centers or associations] for referral to an appropriate admitting facility. If a family member or guardian is not present and cannot be easily contacted, the officer should assist the person by making the contact if requested.

C.
Once an appropriate admitting facility has been identified, the officer may be asked

by the person or concerned party for transport to the facility. The officer should transport the person to the facility if no other transportation is available. This is a service, not a custodial transport, in that the person has consented to be admitted to the facility and is not being taken into custody involuntarily.

D.
If the person decides not to pursue voluntary emergency admission to a mental health

facility and does not appear to meet the state's criteria for involuntary emergency evaluation, the responding officer should return to service after referring the person or family to {list specific local mental health centers or associations] and providing other relevant helpful information to those involved.

X. TAKING A PERSON WITH A MENTAL ILLNESS

INTO CUSTODY

A.
Taking a person who has a mental illness into custody can occur only (1) when the

individual has committed a crime, (2) when the individual is at significant risk of causing harm to self or others and meets the state's criteria for involuntary emergency evaluation, or (3) in response to a court order or directive of a mental health or medical practitioner who has legal authority to commit a person to a mental health facility.
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No individual should be arrested for behavioral manifestations of mental illness that are not criminal in nature. If a threatening situation cannot be defused and the person must be removed from the scene, the person's safety and civil rights must be protected during transport to the appropriate facility.

The situation is often traumatic for the individual, his or her family, observers and officers involved. Officers must consider the individual's well-being, the individual's rights, and the safety of officers and other people.

B.
As mentioned earlier, it is essential that the officer collect good information to better

assess the situation and the potential for risk to self or others. Officers should speak with the individual, family members, friends, or neighbors to determine the individual's history, past experience, potential for physical violence, and people who may have a positive influence on the situation.

C.
Whenever possible, officers should obtain the support of a family member, friend or


other person who may be of assistance.

D.
When taking the individual into custody or to a police vehicle for the purpose of


transport, officers should make every reasonable effort to protect the person's health


and safety.

E.
If a person is not being arrested, but his or her behavior poses an imminent risk of

serious harm to self or others, officers may need to take reasonable steps to physically restrain the person. Restraints should only be used as a last resort. If time permits, guidance from a mental health professional should be sought about the best restraint methods for the person and situation.


1.
The behavior of a person with mental illness may change rapidly. Officers

should recognize that an individual's level of cooperation may change suddenly. Unless there is immediate danger to the individual, others or officers, responding officers should be deliberate and allow the person time to calm down in an effort to gain voluntary cooperation before resorting to physical restraints. While recognizing that the person is ill, officers must remember that safety is paramount.


2.
Restraining equipment such as handcuffs should be used only if the individual

is violent or resists, or if so directed by an attending physician or mental health professional. [NOTE: The department's policy on handcuffing and any exceptions to handcuffing when transporting should be cited in Attachment D.]


3.
If a person who has a mental illness cannot be transported using reasonable

restraint, a supervisor should be notified. The supervisor may authorize use of other restraints to facilitate safe transport in a police vehicle. The supervisor
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may also authorize calling an ambulance to take advantage of multiple restraints. In this situation, at least one officer will accompany the ambulance during transport.

F.
The person should be transported to the appropriate facility.


1.
A person with a mental illness who is being arrested for commission of a

crime and whose behavior does not appear to pose a threat to self or others should be transported to [list specific local facility such as a jail, lock-up or holding facility].


2.
A person with a mental illness who is being arrested for the commission of a

crime and whose behavior appears to pose a threat to self or others should be transported to [list secure location such as holding facility with suicide prevention watch or psychiatric ward at a hospital].


3.
A person with a mental illness who is being taken into custody for the purpose

of an emergency mental evaluation should be transported to [list facilities that provide emergency mental evaluations].


4.
A person with a mental illness who is being taken into custody for the purpose

of commitment to a mental health facility upon order of the court or directive of an authorized medical or mental health professional should be transported to [list facilities].


5.
A person who is taken into custody because of mental illness and not because

of criminal behavior should not be placed in a facility for the detention of those charged with or convicted of criminal offenses.


6.
If there is a delay in admitting the person to the appropriate mental health

facility, the person should wait in [list settings that are secure and safe but are not for the purpose of detaining those charged or convicted of crimes].

XI. INTERVIEWING A SUSPECT WHO HAS A MENTAL ILLNESS

When taking a statement from a criminal suspect who has or is believed to have a mental illness, officers should follow these guidelines.

A.
The admissibility of a suspect's statement will depend on evidence that he/she

understood his/her rights, and understood and answered the officer's questions willingly. This principle is based on the Fifth Amendment right of a criminal suspect to be free from self-incrimination, not on the ADA. It applies to suspects who have mental illnesses just as it does to other people.
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B.
Officers must recognize that an individual's constitutional rights are not diminished


because of his or her mental illness.

C.
Whenever a person who has or is believed to have a mental illness is a criminal

suspect and is taken into custody for questioning, officers must be particularly careful in advising the person of his or her Miranda rights, making a determination of his or her mental capacity to understand those rights, and eliciting a decision as to whether he or she is willing to answer officers' questions without an attorney.

D.
The Constitution requires that the Miranda warnings be comprehended, not simply

administered. Before interviewing a suspect who has or is believed to have a mental illness, officers should make every effort to determine the extent to which the person's illness, or the psychotropic medication that he or she is taking to treat the illness, impairs his or her ability to comprehend and give informed consent.

E.
Before or during Miranda warnings, if officers doubt a suspect's capacity to

understand these concepts, they should consult with superiors to explain their doubts and determine the appropriate course to follow.

F.
In cases where officers doubt a person's capacity to understand his or her rights, in

order to make an informed decision about whether to initiate questioning, officers should ask the person to explain each of the Miranda warnings in his or her own words, and make a record of the person's explanations.

G.
As part of good police practice, officers may want to obtain the assistance of a mental

health professional or attorney in explaining the warnings to the person. These people may be in the best position to help the officers determine the person's capacity to understand those rights and make an informed decision about whether to answer questions.

H.
When there is adequate evidence that the person has understood and willingly decided

to answer questions without legal assistance, officers are not required to provide an attorney for a suspect with a mental illness. As part of good police practice, however, officers may want to have an attorney present during questioning as a further safeguard to ensure the person's constitutional rights.

I.
As is required for all suspects, if legal assistance is requested and the suspect does not

have his or her own attorney, officers should provide one. To assist in locating an attorney with experience in working with people with mental illnesses, officers should contact [list specific public defenders, local protection and advocacy organizations, local disability rights legal center or other attorneys who have experience representing people with mental illnesses].

J.
It is important to question the individual in a calm setting, free of distraction and to


make sure that the person has access to water, food, toilet facilities or prescribed

Model Policy -14

medications as needed. Officers should follow suggestions outlined in section VI.A

and VI.D of this policy.

XII. INVOLUNTARY EMERGENCY MENTAL EVALUATION

[NOTE: The legal and procedural guidelines for involuntary emergency mental evaluation vary from jurisdiction to jurisdiction. The criteria for emergency evaluation may also vary based on the needs and capability of different human service organizations. Laws, procedures and mandates specific to the local environment should be added to this model policy in Attachment E.]

A.
Transporting a person for admission to a mental health facility for emergency mental

evaluation, in accord with state law, is appropriate when the person is deemed by the officer to be at significant risk of causing harm to self or others because of mental illness or behavior indicating the likelihood of mental illness. Authority for a police officer to require a person to undergo emergency mental evaluation is granted by the laws contained in Attachment E.

B.
When the officer determines that an emergency mental evaluation is appropriate, the

person should be taken to [insert names of mental health centers, hospitals, clinics or shelter care facilities] for evaluation.

C.
Supervisors are expected to assist officers if they have any questions concerning the

emergency evaluation or transportation of a person deemed to be at significant risk to self or others because of his or her behavior.

D.
The following steps are suggested procedures before taking a person into custody for

involuntary emergency mental evaluation. Officers need to familiarize themselves with the state and local criteria and procedures contained in Attachment E. Officers should use their discretion in determining which steps to follow and consider the needs and rights of the individual, the effect of the individual's behavior on family members, and the safety of others, including the officers involved.


1.
The responding officers should first seek to have the person pursue voluntary

emergency evaluation and treatment or advise the family to pursue an

evaluation or commitment mandate through the mental health system or the courts. Evaluation initiated by the police should be a last resort, dictated by the immediacy of the situation, and/or lack of access to others who have the relationship and authority to intervene.


2.
If the person will not pursue voluntary treatment and there is no family


member available to pursue an evaluation or commitment mandate, the officer


should notify the [list specific local mental health authority that may have to


authorize involuntary evaluation].
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3.
If there is immediate danger to self or others, the officer may elect to take the

person into custody before contacting the [local authority]. Whenever possible, appropriate back-up should be on-scene before an officer takes the person into custody. The officer should search the individual for and seize any weapons, potential weapons or contraband. Department policy on handcuffing during transport is contained in Attacrunent D.

[NOTE: The department's policy on handcuffing and any exceptions to handcuffing when transporting should be cited in Attachment D.]

E.
Procedures to follow when taking a person into custody for involuntary emergency


mental evaluation are outlined below.


1.
Be honest with the individual about where he or she is being taken, and why.


2.
If no adult is present to assume responsibility for the individual's home, the

officer should ensure that the person's place of residence is secured before leaving.


3.
As is customary, personal property taken from the individual must be


documented and secured.


4.
Whenever possible, an adult member of the individual's family or circle of

acquaintances should be asked to participate in the transport, provided this


does not exacerbate the situation.


5.
Officers should notify the receiving facility and transport the person directly


to [list specific area hospital or mental health evaluation facility].


6.
No arrest form(s) should be completed on a person taken into custody for the


purpose of an emergency mental health evaluation or placement in a mental


health facility unless the person is to be criminally charged.


7.
Once an officer takes custody of a person with a mental illness who is likely to

cause harm to self or others, the officer should release the person only to the appropriate mental health facility. Occasionally, the facility to which an officer transports a person for an emergency mental evaluation will refuse to admit the person and may direct the officer to pursue other alternatives. Refusal to admit may be based on lack of space in the facility or the facility may not be equipped to treat other problems the person has, such as alcohol or drug abuse, or a medical emergency. Officers should maintain detailed information on the reasons for the failure to admit and record the names and titles of all parties involved. If alternatives are available, such as admitting the person to a-substance abuse center or emergency room, they should be

pursued.
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8.
If alternatives are not readily available, officers should consult with the on​


duty supervisor and follow departmental procedures.


9.
Once the person has been transported to a mental health facility, the officer

should remove his or her weapon, unload it, and secure it in a locked, safe area. No officer should wear a firearm while interacting with the person once he or she has been placed in a mental health or medical facility and the immediate risk of danger has passed.


10.
All information on the individual, including a full description of behavior and

circumstances, must be documented in a police incident report or mental health system report. The quality of information collected by officers may influence the timeliness and focus of mental health providers in aiding a person who has a mental illness. Whether it be a detailed description of an individual's behavior patterns, or notification to the provider about next of kin, officers should be thorough in their observations and the information they convey verbally and in writing. Officers should convey their observations of an individual's behavior to the attending mental health workers.


11.
Officers should remain with mental health workers at the scene and in the

evaluation center until any risk of harm has passed or until they are released by a mental health worker. If time commitment becomes excessive, the on-duty supervisor should be contacted.

XIII. INVOLUNTARY COMMITMENT

[NOTE: The legal and procedural guidelines for involuntary commitment of people who have mental illness(~s vary from jurisdiction to jurisdiction. The criteria for involuntary commitment may also vary based on the needs and capability of different human service organizations. Laws, procedures and mandates specific to the local environment should be added to this model policy in Attachment F.]

A.
Involuntary commitment is appropriate when ordered by a recognized authority such

as the courts, a physician or a legally authorized mental health practitioner in accord with state and local laws. Authority to require a person with mental illness to undergo involuntary commitment is granted by the laws contained in Attachment F.

B.
When the officer receives a commitment mandate from the courts, or medical or other

health authorities, people with mental illnesses who are at risk of harming themselves or others should be taken to [insert names of mental health centers, hospitals, clinics or shelter care facilities] for evaluation.
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C.
Supervisors are expected to assist officers if they have any questions concerning the


involuntary commitment or transportation of a person who has a mental illness.

E.
The following steps are suggested procedures for the involuntary commitment of a

person who has a mental illness. Officers need to familiarize themselves with the state and local criteria and procedures for involuntary commitment contained in Attachment F. Officers should use their discretion in determining which steps to follow and consider the needs and rights of the individual, the effect of the individual's behavior on family members, and the safety of others, including the officers involved.


1.
The officer should notify the receiving facility of the anticipated admission


before transporting the person with mental illness.


2.
If the person poses immediate danger to self or others, the officer may elect to


take him or her into custody before contacting the receiving facility.


3.
Whenever possible, appropriate back-up should be on-scene before the officer

takes the person into custody. The officer should search the individual for and seize any weapons, potential weapons or contraband. Department policy on handcuffing during transport is contained in Attachment D.

[NOTE: The department's policy on handcuffing and any exceptions to handcuffing when transporting should be cited in Attachment D.]

F.
Procedures to follow when taking a person into custody to carry out a commitment

order or mandate are outlined below.


1.
Be honest with the individual about where he or she is being taken, and why.


2.
If no adult is present to assume responsibility for the individual's home, the

officer should ensure that the person's place of residence is secured before leaving.


3.
As is customary, personal property taken from the individual must be


documented and secured.


4.
Whenever possible, an adult member of the individual's family or circle of


acquaintances should be asked to participate in the transport, provided this


does not exacerbate the situation.


5.
Officers should transport the person directly to [list specific area hospital or


mental health evaluation facility].
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6.
No arrest form(s) should be completed on a person taken into custody to carry

out a commitment order or mandate, unless the person is to be criminally charged.

7.
Once an officer takes custody of a person with a mental illness who is likely to

cause harm to self or others, the officer should release the person only to the appropriate mental health facility. Occasionally, the facility to which an officer transports a person for an emergency mental evaluation will refuse to admit the person and may direct the officer to pursue other alternatives.. Refusal to admit may be based on lack of space in the facility or the facility may not be equipped to treat other problems the person has, such as alcohol or drug abuse, or a medical emergency. Officers should maintain detailed information on the reasons for the failure to admit and record the names and titles of all parties involved. If alternatives are available, such as admitting the person to a substance abuse center or emergency room, they should be pursued.

8.
If alternatives are not readily available, officers should consult with the on-


duty supervisor and follow departmental procedures.

9.
Once the person has been transported to a mental health facility, the officer

should remove his or her weapon, unload it, and secure it in a locked, safe area. No officer should wear a firearm while interacting with the person once he or she has been placed in a mental health or medical facility and the immediate risk of danger has passed.

10.
Officers should convey their observations of an individual's behavior to the

attending mental health workers. All information on the individual, including a full description of behavior and circumstances, must be documented in a

police incident report or mental health system report. Whether it be a detailed description of an individual's behavior patterns, or notification to the provider about next of kin, officers should be thorough in their observations and in the information they convey verbally and in writing.


11.
Officers should remain with mental health workers in the mental health

facility until any risk of harm has passed or until they are released by a mental health worker. If time commitment becomes excessive, the on-duty supervisor should be contacted.

12.

A copy of the order made by a mental health professional or judge should be


obtained and attached to the officer's incident report.
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XIV. ESCAPEES/WALK-OFFS FROM HOSPITALS AND MENTAL

HEALTH FACILITIES

A.
Police officers have full authority to take into custody any person with a mental

illness who leaves a hospital or mental health facility without permission so long as

that person was committed involuntarily. Involuntary commitment may include commitment by order of the court or as a result of being charged with or convicted of a crime.

B.
Police officers who take into custody these "escapees" (people involuntarily

committed to a hospital or mental health facility who have left without permission) should follow custodial procedures outlined in previous sections of this policy.

C.
Police officers do not have the authority to take into custody people with mental

illness who are voluntarily placed and who choose to “walk-off” from the mental

health facility without being discharged. "Walk-offs" or elopees, as they are sometimes called, are people who were self-committed or committed by family or

guardians with consent. People who are voluntarily committed should not be taken

into custody by a police officer unless, at the time of the officer's contact, the person's

actions indicate clearly that there is a potential for danger or harm to self or others.

D.
When the potential for danger or harm exists, officers who take a "walk-off' or

escapee into custody should transport the person to [list specific hospital or mental health facility].


1.
Officers should immediately notify the mental health facility or

hospital that had responsibility for the person and prepare a teletype or other formal communication acknowledging that the person has been found. It is the facility's responsibility to notify family and guardians.


2.
If the contact is made within reasonable distance of the hospital or

mental health facility, the officer may return the person directly to that facility. If the distance to the facility is not reasonable, it should be the hospital's or mental health facility's responsibility to arrange for return transportation. The person may be taken to a police department

facility or other available setting to await transportation.


3.
At no time should a "walk-off' or escapee be placed in a cell or made

to wait in a detention area.


4.
No fingerprints, photographs or arrest reports are required.


5.
Officer must complete a detailed incident report on all "walk-offs" or

escapees.
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XV. CONFIDENTIALITY

A.
Any officer having contact with a person who has a mental illness should keep related information confidential except to the extent that revealing information is necessary to conform to departmental reporting procedures or official mental health/medical proceedings.

B.
When there are recurring calls for service involving the same individual, information on the individual, the nature of the individual's atypical behavior, presence of a weapon, family or caregivers who were contacted, and attending mental health practitioners should be included in the appropriate incident report and forwarded to communications and dispatch. Communications and dispatch personnel must maintain confidentiality with respect to this information.

XVI. COMMITMENT TO SERVICE

Police officers are frequently called to serve people with mental illnesses and their families.  By following the guidelines set forth in this policy, officers will provide a level of service that brings most calls to a positive solution.  The



 Police Department commits its personnel and resources to providing professional police service to all people who have mental illnesses.

Model Policy -21

ATTACHMENT A: Mental Health Service Providers

Community Mental Health Organizations

Public Hospitals / Nurses / Physicians

County or State Health Department
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ATTACHMENT B: Resources for Problem Solving

Organization
Information/Assistance Provided

Police Executive Research Forum
This organization has prepared several training


resources on police response to people with


mental illnesses. Contact


202-466- 7820 for information.

National Alliance for the Mentally III
This is a well-known national resource of


information and support for police in the area of


responding to people with mental illnesses.


Contact the national organization in Virginia at


703-524-7600 for a listing of local chapters.

University public health school
The university in your area may be willing to


assist individual officers in looking at data or


call records, or developing short surveys for


particular problem-solving efforts involving


people with mental illnesses.

State mental health agency
The state maintains records of mental health


services provided in the state, and data on the


range of mental health problems experienced by


people in the state.

Protection and advocacy agency
Each state has a protection and advocacy agency


that handles some issues involving people with


mental illnesses. Contact the National


Association of Protection and Advocacy


Agencies in Washington, D.C. at 202-408-9514


for a listing of state agencies.

National Association of Rights,
This is a national organization of

Protection and Advocacy
consumers and advocates committed to


protecting the rights of people with mental


illnesses. Contact the national office in Rhode


Island at 401-434-2120 for information on local


chapters.
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State or local community mental health
There are a variety of state and local

consumer advocacy organizations
mental health groups organized by consumers.


These are listed in the yellow pages or on the


Internet.

American Psychological Association
This is a professional organization of


psychologists and other mental health


professionals. Contact the national association


in Washington, D.C. at


202-336-5500 for a listing of state chapters.

American Psychiatric Association
This is a professional organization of


psychiatrists. Contact the national association


in Washington, D.C. at


202-682-6000 for a listing of state chapters.
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ATTACHMENT C: Department Policy on Access to Prescribed Medication
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ATTACHMENT D: Department Policy on Handcuffing
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ATTACHMENT E: Guidelines for Involuntary Emergency Evaluation
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ATTACHMENT F: Guidelines for Involuntary Commitment
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