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Law enforcement agencies have traditionally pro
vided the first line of response for crises involving
potential violence and for mental health emergen
cies.1-5 Over the years, the task of responding to
peoplewith mental illness in crisis has been enacted
with reluctance, even resentment, by some officers
and administrators who believe that these incidents
do not properly fall in the purview of law enforce
ment responsibilities. Research suggests that many
officers do not feel adequately trained or prepared to
assess and respond appropriately to these encounters.
The result is that officers in the field experience in
creased anxiety, irritation, and/or fear, and police
departments incur increased liability for potential in
cidents of inappropriate use of force, including civil
rights violations andwrongful deathclaims. Not sur
prisingly, law enforcement officers tend to perceive
that people with mental illness in crisis posea mod
erate to large operational problem for their agency.6

Ina recent LosAngeles Times7 article that served as
an impetus for this and other commentaries in this
issue of the Journal, Los Angeles Police Chief Ber
nard Parksisreportedto havesaidthat the issue more
important than training is that "police should not
have to handle so many mentally ill people on the
streets." To the extent that these encounters do pose
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a significant operational challenge and increase civil
liability, this view iscertainly understandable. How
ever, whether or not police should have to handle
these calls, they currentlydo, and in the foreseeable
future will, have to respond to them.

It is clear that official contacts between law en

forcement and people with mental illness are very
common. The results from a national survey ofmajor
police departments in the United States (those serv
ing populations of 100,000or more), estimated that
approximately seven percent of police contacts in
volve people with mental illness.8 Similarly, informa
tion comingdirectlyfrom peoplewith mental illness
suggests that being arrested is virtually a normative
occurrence. In a study that surveyedmembers of the
Oregon chapter of the Alliance for the Mentally 111,
more thanhalfof the respondents reported that their
mentally ill family memberhad beenarrested at least
once, and on average it was more than three times.9

The proposed causes for this phenomenon are as
varied as the hypotheses about why so many people
with mental illness gowithout treatment in the com
munity. In part, thismay bea residual legacy ofdein
stitutionalization in the 1950s, when large numbers
of people diagnosed with mental illness werereleased
from hospitals into the community without an ade
quate community treatment infrastructure to support
them. Some have even proposed thatwhatactually oc
curred was a movement of "trans-institutionalization"
in which this subgroup of mentally ill individuals was
never truly diverted from institutional treatment;
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rather, they were simply shifted from themental health
system to the criminal justice system (see Penrose).10
Interestingly, in 1955, .3percentoftheU.S. population
was mentally ill and residing in a mental institution;
whereas in 1999, .3 percent of the national population
is mentally ill and is in the criminal justice system.11
The conclusion is that contact between the police and
people with mental illness is a long-standingandperva
sive phenomenon.

While there continue to be some in the law en
forcement profession who strongly contend that re
sponding to mental health emergencies should not
be a police function, there are other agencies and
police administrators who have taken a different
view, one that is more consistent with a philosophy
ofcommunitypolicing. Within thepast 15years, the
dominant paradigm inAmerican policing has shifted
from a traditional enforcement model to a commu
nity policing model that places greater emphasis on
order maintenance and non-emergency services, in
addition to, and often as a part of, the fundamental
mission ofcrime control.12,13

As part of this operational transition, many law
enforcement agencies have begun to reconsider their
mission and roles in the community. One result has
been a formal expansion of the police function be
yond traditional enforcement to include more service
and assistance tasks,14 particularly to assume greater
responsibility for protection ofandservice tovulner
able populations, including people with disabili
ties. ( Community policing responses topeople with
mental illness, however, can take a variety of forms
ranging from training to the development of a spe
cialized response capacity.

Training as an Intervention

Early research suggested that law enforcement per
sonnel maintained negative attitudes toward people
with mental illness and that this bias was largely due
toa lack ofinformation.16-18 Thus, it was proposed
that police officers should be trained in issues related
to mental illness and crisis intervention so that they
could improve their interactionswith and service to
this population. In a recent survey of major U.S.
police departments, 88 percent of the responding
agencies reported that they offered some form of
training to theirofficers in howto deal withmentally
ill persons incrisis.8 The goals of this training are to
enhance officers' understanding of mental disabili
tiesand theirsymptoms,to increase the knowledge of

available community resources and dispositional al
ternatives, and to helpdevelop somebasic crisis com
munication skills in a way that will make officers
more confident in their use of nonphysical interven
tions.

In evaluating the effectiveness of these "mental
illness awareness" programs, three primaryoutcome
measures have been utilized: knowledge of mental
illness, attitudes toward people with mental illness,
and changes in job-related behavior and perfor
mance. These studies have produced some support
for the abilityofeducational intervention to improve
officers' knowledge of mental health issues and
ability to identify and describe features of mental
illness.20 It has been more difficult, however, to effect
significant changes in attitudes (see Janus etal. for an
anecdotal description ofattitude improvement).20

Some studies, although notably imperfect, have
also examined the effectiveness of crisis intervention
training forpolice officers. Overall, empirical dataon
theefficacy of suchprograms have been fairly equiv
ocal, despite a surge of interest and implementa
tion.21 Even one of the best controlled studies of
crisis intervention training22 produced only indeter
minate findings. Nosignificant group (trained versus
control) effects were found on officers' attitudes,
knowledge, or performance; however, both groups
showed improvements over time. Thus, educational
programs and crisis intervention training are proba
blynotharmful and maybehelpful, but thereisgood
reason to believe that they are not sufficient to
change fundamentally the nature of police encoun
terswith mentallyill personsin crisis. Some agencies
have attempted to extend these efforts bydeveloping
specialized programs to respond to mental health
emergencies.

Specialized Response Programs

Although most major police agencies offer some
mental illness-related training for theirofficers, only
45 percent of departments reported having some
type of specialized response to mentally ill people in
crisis. For those who had specialized programs, most
appeared to conform generally to one of the three
models described below.8

Police-Based Specialized Police Response

This modelinvolves swornofficers who have spe
cial mentalhealth training,who serve as the first-line
police response to mental health crises in the corn-
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munity, and who act as liaisonsto the formal mental
health system. Ofthedepartments surveyed, 3.4 per
cent had this type of program.

Police-Based Specialized Mental Health
Response

In this model, mental health professionals (not
sworn officers) are employed by the police depart
ment to provideon-siteand telephoneconsultations
to officers in the field. 11.5 percent of the depart
ments had this typeof program.

Mental Health-Based Specialized Mental Health
Response

In this more traditional model, partnerships or
cooperative agreements are developed between po
lice and mobile mental health crisis teams that exist
aspart of the local communitymentalhealthservices
system and operate independently of the police de
partment. 30 percent of the departments had this
type of program.

In a case studyof three police agencies represent
ing each of the above models, officers were asked to
rate theeffectiveness of their department's program
in accomplishing certain objectives: meeting the
needs ofpeople with mental illness in crisis, keeping
people with mental illness out ofjail, minimizing the
amountof timeofficers spendon these types ofcalls,
and maintaining community safety. Officers from
the department with apolice-based specialized police
response assigned thehighest ratings across all objec
tives. The other two showed comparable levels of
perceived effectiveness for meeting theneeds ofmen
tally ill people in crisis, keeping mentally ill people
out of jail, and maintaining community safety. The
clearest difference was observed in officers' appraisals
of whether the program helps to minimize the
amount oftime they spend on these types ofcalls; the
ratings from the police-based specialized police re
sponse program were substantially higher.

Managing High Risk Encounters

In committingresources to trainingor to develop
inga specialized response capacity, lawenforcement
agencies aretypically attempting to effect two objec
tives: (1) to improve the quality of the field encoun
ter and (2) to improve the outcomes of the encoun
ter. If it is not the initial impetus for an agency's
response, it is at least a critical consideration that
these incidents not result in an officer using deadly

force unless it is absolutely necessary. However, the
circumstances in which police are most likely to be
called to a mental health emergency are those in
which theperson with mental illness isactively expe
riencing symptoms and may be feeling agitated,
frightened, threatened, and out of control. Some
times thesubject may even have a knife or some type
of weapon. There are numerous cues that may alert
anofficer to potential danger in thesituation, and in
some of these cases, officers must make critical deci
sions about the use of deadly force.

The Los Angeles Times reports that between 1994
and 1999, there were 37 incidents in which officers
from the Los Angeles Police Department shot an
individual with mental illness; 25 of these were fatal
shootings.7 I am unaware of any existing data that
estimate the national prevalence of deadly force en
counters between law enforcement officers and citi
zens with mental illness; however, police use of
deadly force generally is a rare occurrence.23 Less
than 1/20ofonepercent ofall police-citizen encoun
ters result in a fatal shooting by a police officer.24
Nevertheless, when these events do occur and involve
a subject with mental illness, they tend to generate
significant public attention. They also carry a strong
potential to create tension and divisiveness between
the police and the community, particularly mental
health consumers andadvocates. But, while unques
tionably tragic, they may also create a climate ofop
portunity toshare perspectives andexplore solutions.

There have been and will be continue to be en
counters involving people with mental illness in
which deadlyforceisan officer'smost reasonableand
prudentresponse. Mental health advocates rightfully
argue that the mere presence of a mental illness or
evidence of psychiatric symptoms does not necessar
ilymeanthat the officer isat increased riskofharm in
the encounter. However, it is also true that some
people with mental illness will pose a significant risk
ofharm to anofficer, and that theofficer has a right
and a duty to protect her/himself and the commu
nity.The goalofall partiesshould be,when possible,
to preventincidentsfrom escalating to a deadly force
decision and to eliminate incidents in which force is
used inappropriately.

Deadly force encounters between police and civil
ians are tense and complex interactions. Mental ill
ness, and its attendant associated characteristics, is
onlyone factor in an officer's calculus during a deci
sion of whether or not to shoot. Prior research sug-
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gests that threatening behavior by the subject, the
presence of a weapon, and the type of call (dispro
portionately, robbery anddisturbance calls) aresome
of the most robust predictors of police deadly force
decisions.23,25,26 John Nicoletti conducted a sur
vey on the useof force amonglawenforcement agen
cies in Colorado and concluded that "... elevated
stress levels, lack of training, lack of control over the
situation and lack of self confidence were the most
frequently cited causes for overreaction, while behav
iors mentioned mostfrequently asbeingdesirable for
de-escalation offeree were communication and me
diationskills, attitude, self-defense and physical con
dition and angercontrol."

If one'sobjective is to reduce inappropriate or ex
cessive force by police toward people with mental
illness, the most logical approach would be not just
to increase knowledge and sensitivity but to apply
existing knowledge on deadly force encounters to
develop tailored approaches for training and pro
gram development. These efforts may be furthef in
formed by reviewing prior encounters between law
enforcement and people with mental illness. This
could conceivably be done as a collaborative effort
between police and mental health consumers and
advocates, but a neutral facilitator mightbe necessary
to assure that the process remained focused on con
structive problem solving ratherthanderogation and
assignation ofblame.28

It is too easy in retrospect to be highly critical of
theactions taken byan officer in a high risk encoun
ter. Advocates and representatives from the commu
nity may not fully appreciate thecomplexity of these
potentially lethal incidents andmay bequick tocon
clude that thehandling of the encounter or thedeci
sion to shoot was inappropriate simply because the
subject was demonstrably mentally ill. The Los An
geles Times reports that theyreviewed the Los Ange
les cases and concluded that "in manyof thoseshoot
ings since 1994, theactions of the police contributed
to the situation turning deadly."7 It is certainly pos
sible for an officer arriving on a scene to make a
situation worse, and it is true that sometimes officers
make bad decisions or act inappropriately; however,
oneshouldbe cautious about arriving at conclusions
about the contribution of the officerand the appro
priateness of his or her actions in a given situation.

Even as those outside of law enforcement need to

beguarded about rushing to judgment, those in the
law enforcement community need to be open to the

possibility that police response to high risk encoun
ters involving people with mental illness can be im
proved. The most prudent approach to improving
this response is tofocus onprevention. James Fyfe,2
one of this nation's leading scholars on police use of
force, does not support the view that deadly force
encounters are essentially "split second" decisions.
He advocates that efforts to reduce excessive force
should not focus primarily on what the officer did
during the encounter, but rather whatshe/he did in
the approach to the encounter.29

The recommendation for additional training has
become an almost reflexive public response to most
problems that peopleperceive with the police. Train
ingis important; however, based on current research
evidence, it is not a panacea, nor is it a sufficient
solution for improving outcomes in high risk en
counters between police and mental health consum
ers. I believe that it is helpful to train officers to
identify and understand symptoms of mental illness
and to counter popular misconceptions that could
negatively effect their perceptions or attributions
during a stressful encounter. Research on the effects
of trainingsuggests that thisbasic educationisattain
able. I also believe that it is essential to train law

enforcement officers in verbal skills to de-escalate
conflict. This is not a recommendation specific to
managing mental health emergencies; officers and
deputies should have the skills to attempt to de-
escalate any tenseor potentiallydangeroussituation.
This recommendation is fundamental to developing
effective use offeree training.

Even if all officers receive the same training, they
will not all be equally skilled at de-escalation or at
interacting withmentally ill subjects ina crisis. Thus,
when law enforcement personnel are called to the
scene of a situation in which a person with mental
illness is tense, fearful, suspicious, delusional, and
holding a knife, the resolution of that encounter may
depend on the luck of the draw of who was dis
patched to respond to that particular call. All officers
should be trained, but all officers will not be equally
effective.

Fundamentally changing an agency's response to
mental health crisis calls involves more than just
training. Departmentsthat havecreated aspecialized
response capacity, such as the Memphis Police De
partment's Crisis Intervention Team (CIT), have
taken an approach that optimizes the likelihood that
theofficers whoaremosthighly skilled and trained in
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dealing with people with mental illness will have re
sponsibility for handling those calls.

The CIT isa police-based program staffed bypo
lice officers with special training in mental health
issues. The team operates on a generalist-specialist
model, so that CIT officers provide a specialized re
sponseto "mental disturbance" crisis calls in addition
to their regularly assigned patrol duties. Forgeneral
patrol, the officers are assigned to a specific area;
however, CIT officers have city-wide jurisdiction for
these specialized calls. Patrol officers volunteer for
the program, and are carefully screened and selected
to receive an initial 40 hours of specialized training
from mental healthproviders, family advocates, and
mental health consumer groups providing informa
tion about mental illness, substance abuse, psycho
tropic medication, treatment modalities, patient
rights, civil commitment law, and techniques for in
tervening in a crisis. The training isprovided bypro
fessionals, advocates, and consumers in the commu
nity at no charge to the police department. This
approach identifies the officers with the greatest in
terest, most amenable attitudes, and best interper
sonal skills and then provides them with intensive
training anddeploys themspecifically as a first line of
response to these specialized calls. Thisapproach has
changed fundamentally the police response to men
tal disturbance calls in Memphis.30 Results from a
recent study fundedby the National Institute ofJus
tice suggest that the Memphis CIT program has a
low arrest rate for mental disturbance calls, a high
rate of utilization bypatrol officers, a rapid response
time, andresults in frequent referrals to treatment.31
The CIT program also reports that the approach has
reduced officer injuries during these calls.

Conclusion

It is unquestionably a tragedy when an encounter
between a police officer and a person who has come
to police attention solely because of symptoms of
mental illness ends in a fatal shooting. Given that
police-citizen encounters involving people with
mental illness occur frequently, some agencies have
adopted a problem-solving orientation to handling
these calls. For some departments, this means en
hanced training, whileforothers, thedevelopment of
a specialized response. Regardless of the approach,
members of law enforcement agencies need to be

open to examining ways to improve theirresponse to
mental health emergencies and not just complain
that they should not have to respond at all. Con
versely, mental health consumers and advocates
should be thoughtful and cautious in second-guess
ing the decisions of police officers during high risk
encounters and in heralding reflexive cries for "more
training." Both of these constituencies are working
toward a common objective of improving these en
counters. To the extent that they can listen to and
learn from eachother, theymaymove morequickly
toward that goal.
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