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Approximately 1,000 people in the United States were fatally shot by police officers during 2018, and people with
mental illness were involved in approximately 25 percent of those fatalities. Crisis Intervention Team (CIT) training
is a specialized police curriculum that aims to reduce the risk of serious injury or death during an emergency
interaction between persons with mental illness and police officers. CIT has been implemented widely both
nationally and internationally. Given the increasing resources devoted to CIT, efforts to analyze its effectiveness
and outcomes relative to other approaches are important. Studies of CIT and similar interventions are found within
both the mental health and the criminal justice arenas, which use very different terminologies, approaches, and
outcome studies, rendering unified analyses challenging. This article describes the CIT model and reviews several
recent systematic analyses of studies concerning the effects of CIT. Studies generally support that CIT has beneficial
officer-level outcomes, such as officer satisfaction and self-perception of a reduction in use of force. CIT also likely
leads to prebooking diversion from jails to psychiatric facilities. There is little evidence in the peer-reviewed
literature, however, that shows CIT’s benefits on objective measures of arrests, officer injury, citizen injury, or use
of force.
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Approximately 1,000 people in the United States
were fatally shot by police officers during 2018, and
people with mental illness (PMI) were involved in
approximately 25 percent of those fatalities.1 This
rate has remained roughly constant between 2015
and 2018.2 Police are often the first responders to
PMI in acute distress, and sometimes they are the
only responders.3 Over the last two decades, a diver-
sion program known as the Crisis Intervention Team
(CIT) model for police interactions in crisis situa-
tions involving persons in the community with men-
tal, emotional, or developmental challenges has be-
come one of the dominant paradigms in the United
States for police–PMI interaction. According to
Watson et al.,4 the original, primary goal of CIT was
to reduce officer and citizen injuries. There is con-
troversy in the research literature about the extent to
which adoption of CIT has reduced the risk of seri-
ous injury or death for persons with mental illness

during an emergency interaction with police officers.
This article describes the history of the CIT model
and reviews the research literature on the extent to
which it is achieving its goals, including reducing
injury to officers and citizens.

Methods

Search keywords were collected by polling experts
on the topic and reviewing key articles that had rel-
atively high impact factors or that were highlighted
by expert consultation. A literature search was con-
ducted using the U.S. National Library of Medicine’s
MEDLINE database, Google Scholar, the Excerpta
Medica dataBASE (EMBASE), The Cochrane Li-
brary, the Web of Science, ProQuest Dissertations
and Theses, PsycINFO, Sociological Abstracts,
OpenGrey, and the New York Academy of Medi-
cine’s Gray Literature Report. Search terms included
CIT, crisis intervention, police, mental health, LEO,
psychiatric, emergency, crisis, mobile, and logical
combinations. Inclusion criteria included papers re-
lating to police interventions for PMI and reports of
objective measures or surveys. Priority was given to
those papers reporting or analyzing experimental or
quasi-experimental design with either intervention
and control, matched-cohort or case-control stud-
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ies, or those with pretest and posttest data collec-
tion. Priority was given to papers published since
1989 (i.e., the deployment of the first CIT) and
those written in English. Non–peer-reviewed ma-
terial, such as theses, were generally excluded from
substantive results. After de-duplication, the
search identified 198 core CIT-related articles. Of
these, two recent systematic analyses were identi-
fied as significant.5,6

Origins

CIT began in response to an incident that oc-
curred in Memphis, TN. Police encountered 27-
year-old Joseph Dewayne Robinson in the street out-
side his mother’s house as they responded to a 911
emergency dispatch called in by Mr. Robinson’s
mother on September 24, 1987.7,8 Mr. Robinson’s
mother had called police dispatch to report that her
son, who had a reported history of mental illness and
substance abuse, had been using cocaine and was
cutting himself and threatening people. According to
the police officers, Mr. Robinson did not respond to
verbal requests and “lunged” at the officers, who shot
him multiple times.

In response to this incident, community organiz-
ers, civil administrators, the Universities of Memphis
and Tennessee, and the Memphis Police Depart-
ment came together to organize the Memphis Police
Department’s Crisis Intervention Team. Its recom-
mendations became the Memphis model of CIT,
with a goal to reduce lethality during police encoun-
ters with people with mental/substance abuse disor-
ders (i.e., PMI) and to divert such people, when ap-
propriate, away from the criminal justice system and
into the civil treatment system. Press reports in 1999
noted that in Memphis during the years prior to
1987, on average seven people with a history of men-
tal illness had been fatally shot per annum by police
officers, whereas by 1999 there had been only two
such police-involved deaths of people with mental
illness.8

The local Memphis city’s chapter of the National
Alliance on Mental Illness (NAMI) facilitated
police–community discussions, education, and out-
reach in 1988. Today the national NAMI organiza-
tion advocates for CIT programs and provides edu-
cation and volunteer resources to establish and
operate such programs throughout the United
States. From a small beginning, the CIT approach
has spread nationally and internationally.9 The

Memphis model of CIT formulated in 1988 and
incrementally updated provides a template for CIT
deployment.

The CIT Model

Codifying specific police responses to PMI is an
example of problem-oriented policing,10 which is an
approach to reducing the probability of the use of
force through research, interventions, and outcome
analysis. Following Hails and Borum11 (after work
by Deane et al.12), police responses to emergencies
involving PMI nationally and internationally gener-
ally fall within a tripartite typology:

Police-based specialized police response: Sworn
officers obtain special training to interact with
PMI. The officers function as first responders to
emergency dispatch calls in the community and
coordinate with local community mental health
resources. CIT falls within this category.

Police-based specialized mental health response:
Non-sworn police department employees with
mental health training provide on-site or remote
consultation and advice to sworn officers in the
field. This often involves a centralized resource
center and was formerly a prevalent model.13

Mental-health-based specialized mental health
response: Police departments coordinate with in-
dependent mental health systems and workers to
cooperate on emergency response in the field,
with mental health workers as primary agents.
Mobile crisis units fall within this category, as do
neighborhood-based care coordination and
street triage.14

The Memphis model CIT program as enumerated
within the CIT Core Elements specifies several com-
ponents.15 The first component is training for self-
selected police officers comprising 40 hours of in-
struction from community mental health workers,
PMI and their families and advocates, and police
officers familiar with CIT. The University of
Memphis provides a sample curriculum suitable
for a recommended 40 hours of training. Many
local implementations exist, sponsored or funded
by state agencies or through federal agencies such
as the Substance Abuse and Mental Health Ser-
vices Administration.

The second component involves training and spe-
cial coding for dispatch operators to enable them to
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recognize community reports with a high probability
of PMI involvement and to route CIT officers there
preferentially. This is significant because research in-
dicates that the characteristics of the call for service
initiating the contact is a strong determinant of the
probability of future use of force.16

The third component, a centralized drop-off men-
tal health facility with an automatic acceptance pol-
icy to minimize police officer transfer time, was iden-
tified in 2000 by Steadman et al.17 as an important
element of a successful CIT deployment. Larger met-
ropolitan areas have deployed multiple facilities
within geographically dispersed areas. Rural settings
present specific challenges.18

The goals of CIT are variably defined between
different stakeholders. On its website, the Univer-
sity of Memphis describes CIT as a prearrest jail
diversion for those in a mental illness crisis. It adds
that the goal of CIT is to provide a system of
services that is friendly to individuals with mental
illness, their family members, and the police offi-
cers.19 On its website, the Memphis Police De-
partment describes CIT as a community partner-
ship working with mental health consumers and
family members.20 It adds that the goals of CIT
include setting a standard of excellence for its of-
ficers regarding treatment of PMI and joining
both the police and the community together for
the common goals of safety, understanding, and
service to people with mental illness and their
families.20 NAMI describes CIT as a model for
community policing that brings together law en-
forcement, mental health providers, hospital
emergency departments, and individuals with
mental illness and their families.21 It adds that the
goal of CIT is to improve responses to people in
crisis.

The University of Memphis states that outcomes
for CIT programs include being able to effectively
divert persons in mental health crisis away from jail
and into appropriate mental health settings and to be
a potent agent for overcoming the negative stereo-
types and stigma associated with mental illness.22 On
its website, the Memphis Police Department states
an outcome for CIT is that CIT-trained officers can
offer a more humane and calm approach.20 On its
website, NAMI states concrete claims for CIT, stat-
ing that it improves officer safety, keeps law enforce-
ment officers’ focus on crime, and reduces commu-
nity spending.21

CIT’s Success

During the Obama Administration, the U.S.
Department of Justice’s Community-Oriented
Policing Services (COPS) published information
on local policing practices and numbers. Accord-
ing to the President’s Task Force on 21st-Century
Policing,23 at the end of 2015 there were 17,985
police agencies within the United States. The Bu-
reau of Justice said in 2013 that there were 15,388
police agencies.24 Various federal or interstate ini-
tiatives, such as the U.S. Department of Justice’s
Police-Mental Health Collaboration25 or the Jus-
tice Center’s Law Enforcement/Mental Health li-
aison services,26 attempt to provide centralized re-
sources for training and referral.

The fragmented and overlapping U.S. law en-
forcement system presents challenges in terms of
oversight and monitoring, and this extends to gath-
ering statistics. Although the police power rests with
the individual states and there are some state-wide
police forces, most U.S. police officers work within
small, local departments with limited resources.27

Half of all agencies have fewer than ten officers, and
nearly 75 percent have fewer than 25 officers. Testi-
mony recorded in the President’s Task Force Report
on 21st-Century Policing describes significant diffi-
culties providing training and equipment for such
small departments, as well as challenges with local
municipal boundaries and traditions that prevent
many agencies from combining forces with neigh-
bors. Small departments can have significant difficul-
ties deploying or consistently operating a CIT model
that closely follows the core elements of the Mem-
phis approach.

According to Deane et al.,12 in the 1990s, only 45
percent of 174 responding police departments re-
ported any specialized response to PMI, and of those,
a distinct minority (n � 6, or 3%) reported using the
CIT model. Since then, CIT uptake has been rapid.
In a 2008 comprehensive qualitative analysis of CIT,
Compton et al.28 noted that there were approxi-
mately 400 CIT programs operating across the
United States. In 2019, the University of Memphis
CIT Center reports 2,700 CIT programs within the
United States.22 This national figure of 2,700 CIT
programs, while representing only around 15 to
17 percent of the total number of police agencies,
probably underestimates the absolute number of
people interacting with CIT-trained officers because
of CIT’s relative ease of adoption within larger, ur-
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ban agencies (compared with smaller, rural, or more
dispersed agencies). The form of CIT deployment is
also variable, and some may conform more or less
closely to the elements of the Memphis model.

CIT’s spread is not limited only to the United
States. Two of the founders of the Memphis model
CIT in 1988 (i.e., Major Sam Cochrane (Retired) of
the Memphis Police Department and Dr. Randolph
DuPont of the University of Memphis) are on the
Board of Directors of CIT International, an advo-
cacy and training group. CIT International and the
University of Memphis CIT posts “Crisis Interven-
tion Team Core Elements”15 on their websites. This
document provides a template for establishing and
operating a CIT in the Memphis model. Despite very
different policing regimes globally, international up-
take within common-law countries has progressed.
CIT programs are now found in Canada, the United
Kingdom, and Australia.

CIT’s Effects and Reception

Given the broad uptake of CIT deployment na-
tionally and internationally, the evaluation of CIT’s
effects and benefits is important. As many researchers
have noted, this is a difficult question to answer, but
it important in terms of resource allocation and social
justice. Most of the studies on CIT involve analysis of
the planning,29 deployment, and procedural func-
tioning of the CIT process itself, including the selec-
tion,30 training,31 operations,32 and measurement33

or self-report34 of CIT-trained officers.
Concerns have been raised previously about

evidence-based outcomes measurements for the CIT
approach. The 2008 review by Compton et al.28 lim-
ited itself to a narrative synthesis because of a paucity
of eligible studies as well as heterogeneity of method-
ology and data. This review produced a critical re-
sponse by Geller,35 likening being in favor of educat-
ing officers of police departments about mental
illness and mental health services with being in favor
of motherhood and apple pie. The concern over an
uncritical CIT adoption universally is multifactorial.
There is concern about the lack of evidence of effi-
cacy for specific goals and concern over the opportu-
nity cost of pursuing this model to the exclusion of
others. In addition, there have been concerns regard-
ing the possibility that a jail diversion program such
as CIT may shift cost burdens from police budgets
(generally relatively politically favored) to commu-
nity mental health budgets (potentially less relatively

politically favored). This relative favoring of one
budgetary initiative over others may explain some of
the growth of CIT in preference to other alternatives,
such as specialized mental health-based response or
street triage.

Several recent reviews and a meta-analysis have
attempted to summarize the results of research on the
effects of CIT with certain specific, quantifiable
goals. Whereas published studies of CIT within
small, relatively homogeneous regions that adhere
closely to the Memphis model’s parameters are often
positive, larger-scale multi-site analyses are mixed.
The core element of CIT involves 40 hours of train-
ing, usually for officers who are voluntary and self-
selected.36 Other agencies have adopted a universal
training approach where training is recommended or
even mandatory for all officers. Sometimes cash bo-
nus payments are offered as incentives for officers to
participate and maintain certification as being CIT-
specialized. Other elements may not be available or
configured differently, such as CIT-oriented dis-
patchers (and coding) and integrated community re-
sources, such as a no-refusal, rapid drop-off behav-
ioral health center. Fidelity to some or all of these
core elements may be fundamental to enabling quan-
tifiable and replicable CIT outcomes between differ-
ent deployments.37

Outcomes

Much research has shown an improvement in at-
titudes and a reduction of stigma in police officers
who received mental health training.38,39 There is
good evidence for benefit in officer-level outcomes,
such as officer satisfaction and self-perception of a
reduction in the use of force.40-42 A survey of police
officers indicated that CIT-trained officers perceived
themselves as less likely to escalate to the use of force
in a hypothetical mental health crisis encounter.43

There is also evidence for CIT’s effect on prebook-
ing jail diversion. One study, which involved 180 of-
ficers (roughly 50% CIT-trained) from multiple de-
partments and reported on 1,063 incidents,
demonstrated a CIT effect of increased verbal nego-
tiation as the highest level of force used, with referral
to mental health units more likely and arrest less
likely.44 The same study noted, however, that there
was no measurable difference in the use of force be-
tween officers with CIT training and those without
it. Other studies have also found a lack of evidence
for a reduction in injuries associated with CIT in-
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volvement.45 One reasonable hypothesis is that en-
vironmental effects may overwhelm the detection of
possible favorable effects of CIT in terms of reducing
the lethality of encounters between police officers
and PMI.

It has been challenging for researchers to opera-
tionalize and then evaluate the relative efficacy of
different models of CIT compared to similar special-
ized interventions. A recent systematic literature re-
view by Kane et al.6 considered several interventions:
CIT; an approach called “liaison and diversion,”
which has a primary goal of diversion where specialist
mental health-trained staff are located at police cus-
tody sites or courts; and an approach called “street
triage,” which has a primary goal of timely access to
mental health services involving mobile crisis units
and specialized mental health-trained staff deployed
locally according to individualized protocols. Kane
et al.6 found no clear evidence from the studies re-
viewed of superiority for one approach over the oth-
ers in terms of benefit for various criminal justice
outcomes, such as the number of arrests or days spent
in detention, or for primary health outcomes, such as
identification of mental illness at an earlier stage.46

Each of the structured programs produced some ben-
eficial effects compared with control groups within
the relevant studies. The reported effects were vari-
able between programs, however, and the significant
outcome heterogeneity made quantitative compari-
sons challenging. CIT was assessed to be the best
program in terms of reducing re-offending and im-
proving mental health outcomes. This was postu-
lated to be related to the fact that CIT was the only
intervention that offered an integrated service com-
bining the initial call and response triage with spe-
cialized trained police officers and mental health pro-
fessional intervention.

The difficulty of establishing clear evidence for
CIT’s efficacy in reducing officer and citizen injuries
is illustrated by a 2016 systematic review and meta-
analysis of research on CIT at multiple sites by Ta-
heri.5 The difficulties in terms of heterogeneity and
lack of intention-to-treat analyses encountered by
the earlier study by Compton et al.28 persisted. It
remains challenging to identify agreement between
studies about exactly what constitutes a mental
health crisis call. Individual programs demonstrate
differences in terminology and thresholds to identify
an encounter as a mental health crisis.

The lack of high-quality CIT outcome studies
suitable for data analysis was illustrated by Taheri’s
challenge in identifying suitable candidates.5 Out of
820 records for potential incorporation in the analy-
sis, only eight met criteria suitable for evaluating
quantifiable outcomes for arrests, police officer in-
jury, or use of force. The meta-analysis goal of mea-
suring officer injury outcomes could not be achieved
due to the absence of a standardized measurement
across the studies satisfying inclusion criteria. None
of the analyzed studies showed a positive benefit of
CIT on use-of-force outcomes. Analysis of pooled
studies found that CIT officers were significantly less
likely to arrest PMI compared with a control group
of non-CIT officers. This result was based on self-
reporting by study participants, however, whereas
analysis of the official arrest statistics did not show a
consistent effect of CIT for either an increase or de-
crease in the arrest frequency for PMI.

Discussion

Despite a lack of evidence for effectiveness in
terms of its original goal of reducing lethality during
police encounters with people with mental health
and substance use disorders, CIT has been shown to
have some measurable positive effects, mainly in the
area of officer-level outcomes. These include in-
creased officer satisfaction and self-perception of a
reduction in the use of force. CIT programs have also
been promoted to increase diversion to psychiatric
services rather than jails and to decrease costs. Studies
of specific CIT programs have found some positive
but mixed outcomes or trends toward statistical sig-
nificance in terms of increased diversion to psychiat-
ric services overall.47 This may lead to cost reduc-
tions. For example, one study of the cost effects of
CIT in a city with around 600,000 inhabitants found
modest cost reductions mainly through a reduction
of hospitalization days and inpatient referrals from
jail. This was despite a significant outlay for emer-
gency psychiatric evaluations.48,49

CIT may influence the prevalence and frequency
of early-stage, outpatient psychiatric referrals. Such
emergency services triage may result in an overall
reduction in psychiatric health care costs due to a
reduction in significantly more expensive inpatient
or hospital services. This may represent an analog of
preventive health care, where money spent earlier can
produce greater benefit than money spent later in a
disease process. The variability, effectiveness, and
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vertical coordination of the psychiatric services avail-
able to PMI referred after CIT intervention is diffi-
cult to quantify. There are bound to be significant
location- and insurance-specific factors that affect
whether such individuals respond to treatment or
resume behaviors likely to result in repeat CIT inter-
actions. These unknown variables may also account
for the difficulty in demonstrating many consistent,
measurable health outcomes of CIT.

Another factor to consider is that, with the thou-
sands of CIT programs deployed, there may be a
publication bias leading to a reduction in the likeli-
hood of publication or dissemination of studies iden-
tifying a null effect or adverse cost increases or shifts
associated with a specific CIT program.

Another important goal of CIT programs is to
improve officer and citizen safety. This outcome is
harder to demonstrate. After 20 years of CIT training
programs and the recent increase in dissemination,
large-scale studies of the quantifiable benefits of CIT
as applied to the reduction of lethality and effect on
overall arrest rates remain limited.50 Some studies
have demonstrated little significant difference be-
tween CIT-trained officers and untrained officers in
terms of the characteristics of PMI diverted to psy-
chiatric emergency services.51 Studies have not
shown consistent reduction in the risk of mortality or
death during emergency police interactions.

These studies, however, are limited by variability
in how CIT is implemented across the heterogeneous
U.S. police systems and the reality that state and
federal databases tend to undercount officer-in-
volved shooting fatalities by wide margins of 30 to
50 percent.52,53 This data imprecision could limit
sensitivity for detecting improvement associated
with CIT. Police use of deadly force itself is relatively
rare,54 and this low base rate, coupled with relatively
underpowered studies, creates an elevated risk of
Type II error (i.e., false negative error).

There also may be larger trends at work in U.S.
society whose effects obscure or counteract those of
CIT, including: the effects of race55 on officer-
involved shootings, where African Americans are
nearly three times more likely to be killed by police
than white Americans;56 officer characteristics;57 in-
creased militarization of policing;58 and gun owner-
ship patterns.59 One study concluded that there were
two significant neighborhood characteristics impor-
tant in officers’ decisions to use force. One factor was
the actual threat level in a neighborhood, as mea-

sured by the number of active resistance incidents by
residents. The other factor was the officers’ perceived
level of threat, as measured by the percentage of non-
white residents.60 The high comorbidity of sub-
stance use in PMI61 means that many people in-
volved in emergency police interactions may be
intoxicated.62 Intoxication is an additional risk fac-
tor for violence and a strong predictor of force use
during police interactions.63,64 This is probably due
to increases in aggressiveness and perceived threat of
violence.65,66 Police officers perform dangerous jobs
within a society distinguished by relatively high ho-
micide rates, high levels of gun ownership, and con-
comitant gun homicide.67-69 The individual charac-
teristics of the encounter are often cited by officers as
the primary element informing the decision to use
force.70,71 This decision to use deadly or injurious
force during an encounter may be largely a function
of the incidence of high-risk encounters and may
remain relatively insensitive to preencounter training
such as CIT.72

Another concern about the use of CIT programs
relates to cost effectiveness and opportunity costs,
i.e., not spending money on alternatives. These alter-
natives could include increased use of mental health-
based specialized response or street triage,73 in-
creased funding for comprehensive or assertive
community outreach programs, or an increase in the
number of beds at inpatient acute or long-term resi-
dential facilities. Alternatives could also include in-
creased focus and intervention on the social determi-
nants of mental health or additional resources
devoted to preventive mental health.74,75 In their
recent systematic literature review, Kane et al.6 con-
cluded that, in general, diversion programs resulted
in lower criminal justice costs and greater health-
funded intervention costs. Even if CIT may reduce
overall costs to the criminal justice system, this needs
to be measured against potential costs shifted to the
community mental health systems associated with
successful diversion to treatment.76 Further research
is warranted to measure the quantifiable outcomes of
CIT, and to consider the opportunity costs versus the
benefits of continuing to expand CIT programs.

References
1. Saleh AZ, Appelbaum PS, Liu X, et al: Deaths of people with

mental illness during interactions with law enforcement. Int’l J L
& Psychiatry 58:110–16, 2018

Effectiveness of Police Crisis Intervention Training Programs

6 The Journal of the American Academy of Psychiatry and the Law



2. Fatal Force: 2018 police shootings database. Washington Post.
Available at: https://www.washingtonpost.com/graphics/2018/
national/police-shootings-2018. Accessed February 6, 2019

3. Lamb HR, Weinberger LE, DeCuir WJ: The police and mental
health. Psychiatr Serv 53:1266–71, 2002

4. Watson AC, Morabito MS, Draine J, et al: Improving police
response to persons with mental illness: a multi-level conceptual-
ization of CIT. Int’l J L & Psychiatry 31:359–68, 2008

5. Taheri SA: Do crisis intervention teams reduce arrests and im-
prove officer safety? A systematic review and meta-analysis. Crim
Just Pol’y Rev 27:76–96, 2016

6. Kane E, Evans E, Shokraneh F: Effectiveness of current policing-
related mental health interventions: a systematic review. Crim
Behav Ment Health 28:108–19, 2018

7. Watson AC, Fulambarker AJ: The crisis intervention team model
of police response to mental health crises: a primer for mental
health practitioners. Best Pract Ment Health 8:71, 2012

8. Sweeney K: Sheriff Says Existing Policy Is Functional, Appro-
priate. The Florida Times Union. Available at: https://
www.questia.com/newspaper/1G1-57527308/no-crisis-here-
untrained-memphis-police-used-to-kill. January 10, 1999.
Accessed December 29, 2017

9. Kane E, Evans E, Shokraneh F: Effectiveness of current policing-
related mental health interventions in England and Wales and
Crisis Intervention Teams as a future potential model: a system-
atic review. Syst Rev 6:85, 2017

10. Prenzler T, Porter L, Alpert GP: Reducing police use of force: case
studies and prospects. Aggress Violent Behav 18:343–56, 2013

11. Hails J, Borum R: Police training and specialized approaches to
respond to people with mental illnesses. Crime & Delinq 49:52–
61, 2003

12. Deane MW, Steadman HJ, Borum R, et al: Emerging partner-
ships between mental health and law enforcement. Psychiatr Serv
50:99–101, 1999

13. Pogrebin MR: Police responses for mental health assistance. Psy-
chiatr Q 58:66–73, 1986

14. Reveruzzi B, Pilling S: UCL: Street Triage Final Report (March
2016). Mental Health Crisis Care Concordat. Available at: http://
www.crisiscareconcordat.org.uk/inspiration/ucl-street-triage-
final-report-march-2016. Accessed February 7, 2018

15. Dupont R, Cochran S, Pillsbury S: CIT International - Mem-
phis Model Core Elements. Available at: http://www.
citinternational.org/memphis-model-core-elements. Accessed
February 10, 2019

16. MacDonald JM, Manz PW, Alpert GP, et al: Police use of force:
examining the relationship between calls for service and the bal-
ance of police force and suspect resistance. J Crim Just 31:119–
27, 2003

17. Steadman HJ, Deane MW, Borum R, Morrissey JP: Comparing
outcomes of major models of police responses to mental health
emergencies. Psychiatr Serv 51:645–49, 2000

18. Compton MT, Broussard B, Hankerson-Dyson D, et al: System-
and policy-level challenges to full implementation of the crisis
intervention team (CIT) model. J Police Crisis Negot Int J 10:
72–85, 2010

19. The University of Memphis: About CIT. Available at: http://
www.cit.memphis.edu/aboutcit.php. Accessed February 10,
2019

20. The City of Memphis: Crisis Intervention Team. Available at:
https://memphistn.gov/government/police_department/
crisis_intervention_team. Accessed February 10, 2019

21. National Alliance on Mental Illness: What is CIT? Available
at: https://www.nami.org/law-enforcement-and-mental-health/
what-is-cit. Accessed February 1, 2019

22. The University of Memphis: Overview of CIT. CIT Center.
Available at: http://www.cit.memphis.edu/overview.php. Ac-
cessed February 12, 2019

23. President’s Task Force on 21st Century Policing: Final Report of the
President’s Task Force on 21st Century Policing. Washington, DC:
Office of Community Oriented Policing Services, 2015. Available at:
https://cops.usdoj.gov/pdf/taskforce/taskforce_finalreport.pdf. Ac-
cessed September 25, 2016

24. Reaves B: Bureau of Justice statistics - local police departments,
2013: personnel, policies, and practices. Available at: https://
www.bjs.gov/index.cfm?ty�pbdetail&iid�5279. Accessed Feb-
ruary 14, 2019

25. Bureau of Justice Assistance: Police mental health collaboration.
Available at: https://pmhctoolkit.bja.gov/learning. Accessed Feb-
ruary 15, 2019

26. Council of State Governments, Justice Center: Law enforcement/
mental health learning sites FAQ. 2018. Available at: https://
csgjusticecenter.org/law-enforcement/le-mh-learning-sites-faq.
Accessed February 15, 2019

27. Brandl S: Police in America. Thousand Oaks, California: Sage
Publishing, 2017

28. Compton MT, Bahora M, Watson AC, et al: A comprehensive
review of extant research on crisis intervention team (CIT) pro-
grams. J Am Acad Psychiatry Law 36:47–55, 2008

29. Thomas S, Watson A: A focus for mental health training for
police. J Criminology Res Pol’y & Prac 3:93–104, 2017

30. Compton MT, Broussard B, Hankerson-Dyson D, et al: Do em-
pathy and psychological mindedness affect police officers’ deci-
sion to enter crisis intervention team training. Psychiatr Serv 62:
632–38, 2011

31. Cuddeback GS, Kurtz RA, Wilson AB, et al: Segmented versus
traditional crisis intervention team training. J Am Acad Psychiatry
Law 44:338–43, 2016

32. Helfgott JB, Hickman MJ, Labossiere AP: A descriptive evalua-
tion of the Seattle Police Department’s crisis response team offi-
cer/mental health professional partnership pilot program. Int’l J L
& Psychiatry 44:109–22, 2016

33. Broussard B, Krishan S, Hankerson-Dyson D, et al: Development
and initial reliability and validity of four self-report measures used
in research on interactions between police officers and individuals
with mental illnesses. Psychiatry Res 189:458–62, 2011

34. Canada KE, Angell B, Watson AC: Intervening at the entry point:
differences in how CIT-trained and non-CIT trained officers de-
scribe responding to mental health-related calls. Community
Ment Health J 48:746–55, 2012

35. Geller JL: Commentary: Is CIT today’s lobotomy? J Am Acad
Psychiatry Law 36:56–58, 2008

36. T. Compton M, Bakeman R, Broussard B, et al: Police officers’
volunteering for (rather than being assigned to) crisis intervention
team (CIT) training: evidence for a beneficial self-selection effect.
Behav Sci & L 35:470–79, 2017

37. Steadman HJ, Morrissette D: Police responses to persons with
mental illness: going beyond CIT training. Psychiatr Serv 67:
1054–56, 2016

38. Godschalx SM: Effect of a mental health educational program
upon police officers. Res Nurs Health 7:111–17, 1984

39. Compton MT, Esterberg ML, McGee R, et al: Brief reports: crisis
intervention team training: changes in knowledge, attitudes, and
stigma related to schizophrenia. Psychiatr Serv 57:1199–202,
2006

40. Ellis HA: Effects of a crisis intervention team (CIT) training pro-
gram upon police officers before and after crisis intervention team
training. Arch Psychiatr Nurs 28:10–16, 2014

Rogers, McNiel, and Binder

7Volume 47, Number 4, 2019

https://www.washingtonpost.com/graphics/2018/national/police-shootings-2018
https://www.washingtonpost.com/graphics/2018/national/police-shootings-2018
https://www.questia.com/newspaper/1G1-57527308/no-crisis-here-untrained-memphis-police-used-to-kill
https://www.questia.com/newspaper/1G1-57527308/no-crisis-here-untrained-memphis-police-used-to-kill
https://www.questia.com/newspaper/1G1-57527308/no-crisis-here-untrained-memphis-police-used-to-kill
http://www.crisiscareconcordat.org.uk/inspiration/ucl-street-triage-final-report-march-2016
http://www.crisiscareconcordat.org.uk/inspiration/ucl-street-triage-final-report-march-2016
http://www.crisiscareconcordat.org.uk/inspiration/ucl-street-triage-final-report-march-2016
http://www.citinternational.org/memphis-model-core-elements
http://www.citinternational.org/memphis-model-core-elements
http://www.cit.memphis.edu/aboutcit.php
http://www.cit.memphis.edu/aboutcit.php
https://memphistn.gov/government/police_department/crisis_intervention_team
https://memphistn.gov/government/police_department/crisis_intervention_team
https://www.nami.org/law-enforcement-and-mental-health/what-is-cit
https://www.nami.org/law-enforcement-and-mental-health/what-is-cit
http://www.cit.memphis.edu/overview.php
https://cops.usdoj.gov/pdf/taskforce/taskforce_finalreport.pdf
https://www.bjs.gov/index.cfm?ty=pbdetail&iid=5279
https://www.bjs.gov/index.cfm?ty=pbdetail&iid=5279
https://pmhctoolkit.bja.gov/learning
https://csgjusticecenter.org/law-enforcement/le-mh-learning-sites-faq
https://csgjusticecenter.org/law-enforcement/le-mh-learning-sites-faq


41. Bonfine N, Ritter C, Munetz MR: Police officer perceptions of
the impact of crisis intervention team (CIT) programs. Int’l J L &
Psychiatry 37:341–50, 2014

42. Morabito MS, Kerr AN, Watson A, et al: Crisis intervention
teams and people with mental illness: exploring the factors that
influence the use of force. Crime & Delinq 58:57–77, 2012

43. Compton MT, Demir Neubert BN, Broussard B, et al: Use of
force preferences and perceived effectiveness of actions among
crisis intervention team (CIT) police officers and non-CIT offi-
cers in an escalating psychiatric crisis involving a subject with
schizophrenia. Schizophr Bull 37:737–45, 2011

44. Compton MT, Bakeman R, Broussard B, et al: The police-based
crisis intervention team (CIT) model: II. Effects on level of force
and resolution, referral, and arrest. Psychiatr Serv 65:523–29,
2014

45. Kerr AN, Morabito M, Watson AC: Police encounters, mental
illness and injury: an exploratory investigation. J Police Crisis
Negot Int J 10:116–32, 2010

46. Earl F, Cocksedge K, Rheeder B, et al: Neighbourhood outreach:
a novel approach to liaison and diversion. J Forensic Psychiatry
Psychol 26:573–85, 2015

47. Watson AC, Ottati VC, Morabito M, et al: Outcomes of police
contacts with persons with mental illness: the impact of CIT. Adm
Policy Ment Health Ment Health Serv Res 37:302–17, 2010

48. El-Mallakh PL, Kiran K, El-Mallakh RS: Costs and savings asso-
ciated with implementation of a police crisis intervention team.
South Med J 107:391–95, 2014

49. El-Mallakh RS, Spratt D, Butler C, et al: Evaluation of conse-
quences of implementation of police crisis intervention team in
Louisville. J Ky Med Assoc 106:435–37, 2008

50. Cross AB, Mulvey EP, Schubert CA, et al: An agenda for advanc-
ing research on crisis intervention teams for mental health emer-
gencies. Psychiatr Serv 65:530–36, 2014

51. Broussard B, McGriff JA, Demir Neubert BN, et al: Characteris-
tics of patients referred to psychiatric emergency services by crisis
intervention team police officers. Community Ment Health J 46:
579–84, 2010

52. Krieger N, Chen JT, Waterman PD, et al: Police killings and
police deaths are public health data and can be counted. PLoS
Med 12:e1001915, 2015

53. Williams HE, Bowman SW, Jung JT: The limitations of govern-
ment databases for analyzing fatal officer-involved shootings in
the United States. Crim Just Pol’y Rev 30:201–22, 2016

54. Klahm CF IV, Frank J, Liederbach J: Understanding police use of
force: rethinking the link between conceptualization and mea-
surement. Polic Int J 37:558–78, 2014

55. Kochel TR, Wilson DB, Mastrofski SD: Effect of suspect race on
officers’ arrest decisions. Criminology 49:473–512, 2011

56. Bor J, Venkataramani AS, Williams DR, et al: Police killings and
their spillover effects on the mental health of black Americans: a
population-based, quasi-experimental study. Lancet 392:302–10,
2018

57. Lersch KM, Mieczkowski T: Violent police behavior: past, pres-
ent, and future research directions. Aggress Violent Behav 10:
552–68, 2005

58. Bove V, Gavrilova E: Police officer on the frontline or a soldier?
The effect of police militarization on crime. Am Econ J Econ
Policy 9:1–18, 2017

59. Wintemute GJ: The epidemiology of firearm violence in the
twenty-first century United States. Annu Rev Public Health 36:
5–19, 2015

60. Lersch KM, Bazley T, Mieczkowski T, et al: Police use of force and
neighbourhood characteristics: an examination of structural dis-
advantage, crime, and resistance. Polic Soc 18:282–300, 2008

61. Drake RE, Mueser KT, Brunette MF: Management of persons
with co-occurring severe mental illness and substance use disor-
der: program implications. World Psychiatry 6:131–36, 2007

62. Kaminski RJ, Digiovanni C, Downs R: The use of force between
the police and persons with impaired judgment. Police Q 7:311–
38, 2004

63. Van Dorn R, Volavka J, Johnson N: Mental disorder and vio-
lence: is there a relationship beyond substance use? Soc Psychiatry
Psychiatr Epidemiol 47:487–503, 2012

64. Parker RN, Auerhahn K: Alcohol, drugs, and violence. Annu Rev
Sociol 24:291–311, 1998

65. Hoaken PNS, Stewart SH: Drugs of abuse and the elicitation of
human aggressive behavior. Addict Behav 28:1533–54, 2003

66. Skeem J, Bibeau L: How does violence potential relate to crisis
intervention team responses to emergencies? Psychiatr Serv 59:
201–4, 2008

67. Covington MW, Huff-Corzine L, Corzine J: Battered police: risk
factors for violence against law enforcement officers. Violence
Vict 29:34–52, 2014

68. Grinshteyn E, Hemenway D: Violent death rates: the U.S. com-
pared with other high-income OECD countries. Am J Med 129:
266–73, 2016

69. Felson RB, Berg MT, Rogers ML: Bring a gun to a gunfight:
armed adversaries and violence across nations. Soc Sci Res 47:79–
90, 2014

70. Morabito MS, Socia K, Wik A, et al: The nature and extent of
police use of force in encounters with people with behavioral
health disorders. Int’l J L & Psychiatry 50:31–37, 2017

71. Garner JH, Maxwell CD, Heraux CG: Characteristics associated
with the prevalence and severity of force used by the police. Just Q
19:705–46, 2002

72. Bierie DM, Detar PJ, Craun SW: Firearm violence directed at
police. Crime & Delinq 62:501–24, 2016

73. Horspool K, Drabble SJ, O’Cathain A: Implementing street tri-
age: a qualitative study of collaboration between police and mental
health services. BMC Psychiatry 16:313, 2016

74. Allen J, Balfour R, Bell R, et al: Social determinants of mental
health. Int Rev Psychiatry 26:392–407, 2014

75. Wood J, Beierschmitt L: Beyond police crisis intervention: mov-
ing “upstream” to manage cases and places of behavioral health
vulnerability. Int’l J L & Psychiatry 37:439–47, 2014

76. Cowell AJ, Broner N, Dupont R: The cost-effectiveness of crim-
inal justice diversion programs for people with serious mental
illness co-occurring with substance abuse: four case studies. J Con-
temp Crim Just 20:292–314, 2004

Effectiveness of Police Crisis Intervention Training Programs

8 The Journal of the American Academy of Psychiatry and the Law


