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The recent success of the Crisis Intervention Team
(CIT) model of police-based intervention with be
havioral crises has prompted a series of scholarly ar
ticles and presentations, widespread public recogni
tion, and replication in municipalities nationwide.
The CIT program grewout ofacommunityresponse
to a shooting event. It focused on the need for ad
vanced trainingand specialization with patrol offic
ers, immediacy of the crisis response, emphasis on
officer and consumer safety, and proper referral for
those in crisis. CIT has been shown to positively
impacton officer perceptions, decrease the need for
higher levels of police intervention, decrease officer
injuries, and re-direct those in crisis from the crimi
nal justice to the health care system. However, the
active ingredients of the CIT model run contrary to
tradition within the law enforcement and mental
health systems. Law enforcement tendsto view train
ing as a panacea, to emphasize training by trauma,
and to treat all patrol officers as equally competent
generalists. Many mental health emergency systems
provide excessive barriers to care, leave officers re
sponsible for the custody of healthcarepatients, and
fail to organize thedelivery ofemergency care. With
out a willingness to address theseissues, it isunlikely
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that municipalities will be able to make the changes
necessary to implement a CIT model ofcrisis care.

The role oflaw enforcement in mental illness crisis

events has become recognized overthe past20 years.
The initial focus on police officers as street-corner
professionals gave way to an examination of the role
of police discretion in mental illness emergencies.1
More recently, attention has been focused on the
increasing tendency toward inadvertentcriminaliza
tion ofmental illness through misdemeanor arrests.2
This development has led to police-based interven
tion programs that emphasizejaildiversion for indi
viduals who are mentally ill. Recent studies have
found these models effective in reducing arrest rates
among those with mental illness,4 and further investi
gations have begun toestablish theactive ingredients in
such programs. Steadman and colleagues4 have char
acterized the Memphis CIT modelas the "most vis
ible prebooking diversion program in the U.S.," and
Torreyhas saidit should be "imitatedin every cityin
America."6

This CIT program was featured at the 1999White
House Conference on Mental Health asa bestprac
tice and was recognized by Amnesty International
USA in their paper on human rights and mental
illness.7 Although the CIT program has been repli
cated in seven cities nationwide (Portland, OR; Al
buquerque, NM; Seattle, WA; San Jose, CA; Hous
ton, TX; Logan, UT; and Waterloo, LA) and is in
development in two more (Akron, OH; Lee'sSum
mit, MO), this isa small fraction of the municipali-
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ties requesting technical assistance (150 in the past
year). The comprehensive nature of the CIT pro
gram presents a challenge to both criminal justice
and mental health emergency systems. It focuses on
issues such as the use of force and police response
protocols, while requiring the mental health emer
gency system to respond in anefficient, user-friendly
manner. Although these issues would appear to be
straightforward, they often provide significant chal
lenges to both systems. In turn, this leads to a resis
tance tochange. Hence, theCIT model isnot justan
intervention program with mental illness emergen
cies; it is a process of addressing system change for
crisis care within a community as a whole.

Crisis Intervention Team Model

The CIT modeloriginated in Memphis in 1988.
It was developed in response to a crisis in which an
individual with a history of mental illness and sub
stance abuse was fatally shot while holding a knife.
This incident was made more intense by ethnic and
cultural considerations asthe police officers involved
were Caucasians and the individual shot was an
African-American male.

The CIT model built upon work done by family
advocates (National Alliance for the Mentally ill
(NAMI)) and drew togetheran additional commu
nitytask force composed of lawenforcement, mental
health and addiction professionals, and consumer
advocates. At the time, the Memphis Police Depart
ment had academy-based basic training of eight
hours in crisis intervention with mentally ill individ
uals. This length of training surpassed the national
average at the time (4.5 hours). Asa consequence, it
was clear that the issue was beyondthe scope of initial
training. The task force set out four basic goals in
developing the CIT model. Thesewere: (1) the need
for advanced training, (2) immediacy of the crisis
response, (3) emphasis on safety of the officer and
consumer involved in the crisis, and (4) delivery of
proper care for the individual in crisis. No model
available at the time focused on these four elements
(see Deane etal.8 for a review ofcrisis models). Ad
dressing thesegoals set into motion a dynamic rela
tionship between community policing, mental
healthservice delivery, and advocacy that focused on
issues of police useof force and jaildiversion.

Several strategic decisions followed from these ba
sicgoals. The first was the useof experienced officers
whovolunteered foradvancedtraining in crisis inter

vention techniques. The advanced training itselfwas
intense (40 hours) and focused on scenarios devel
oped from actual incidents. These scenarios allowed
for the illustration of crisis de-escalation principles
and included intensive feedback from fellow officers

and mental health professionals. Other parts of the
training includeddidactics in mental health and ad
diction issues, legal issues, cultural diversity, disposi
tion options, and work with consumers and families.
This last item allowed for interactions in real-life set

tings both during crisis events and outsideof a crisis
period.

To meet the goal of the immediacy of response,
officers who volunteered had to be part of the uni
formed patrol division, which would allow them to
be first-lineofficers who respond to emergency calls
suchasthose dispatched through the 911 system. To
be cost-effective, these same officers would answer
the entiregamutof emergency police calls as part of
their workday. Yet, when a call involving a likely
mental health disturbance was dispatched, these of
ficers would beassigned thecall as partof theirwork
load. To allow enough ofthese officers to be spread
throughout the city, covering every precinctand ev
eryshift, about 15 to 20 percentof the entire patrol
divisionwould eventually be trained. This would al
low for the 911 operators to use a protocol to dis
patchcrisis calls to a network of CIT officers whoare
pan of the patrol division. Theseofficers provide the
leadership and take responsibility for the outcome of
a crisis event. However, they remain a part of the
general patrol division without the risk of isolation
from the community posed by more specialized po
lice programs (i.e., TacticsApprehension and Con
tainmentTeam (TACT),organized crimeunits,nar
cotics, and anti-gang units).

The program emphasized officer and consumer
safety througha numberof mechanisms. Perhaps the
most significant was the integration of officer safety
training into the CIT training. Senior CIT patrol
officers provided feedback, and CIT staffconstantly
worked both concepts into the scenario training.
One ofthe strongest learning principles incorporated
isthatofficers develop an understanding of theirabil
ity to impact on the behaviorof the person in crisis,
shaping it toward de-escalation and away from the
need to use force. The second basic learning principle
isthat officers clearly realize that consumersafety and
officersafetyare intertwined.

Although referral of those in crisis to proper care
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would appear to be the simplest part of the model,
such a referral requires a change in attitude on the
part of the officers and the mentalhealthprofession
als. Officers are increasingly frustrated by what ap
pears to be a collapsing mental health system that
appears to put up barriers to care. The jail is appeal
ingas an efficient, user-friendly system that provides
for individual care and communitysafety. Thesefac
tors lead officers to choose arrest as an alternative to a
mental health referral. Hence, the process of crimi
nalization ofmental illness is reinforced, and the ben
efits of jail diversion are ignored.

Outcome and Evaluation Results

Outcome and evaluation data on the Memphis
CIT program have provided support for the pro
gram's effectiveness. Officers have a positive percep
tion of the program, and it appears to increase offic
ers'confidence in their ability to handlecrisis events.
The response times have been excellent, generally
within 5 to 10 minutes. The program has decreased
the need for more intensive and costly police re
sponses whileat thesame timealso decreasing officer
injury rates. Finally, the program has resulted in
higher referral rates to emergency health care while
maintainingan extremely low arrest rate.

Patrol officers appear to have positive perceptions
ofthe CITconcept. Borum etal.5 asked patrol offic
ersif the CIT system: (1) met the needs of those in a
mental health crisis, (2) kept those with mental ill
ness out of jail, (3) minimized officer call time, and
(4) maintained community safety. These ratings
were compared with thoseof officers from twoother
major southern metropolitan areas with different
models of crisis intervention (community service of
ficers and mobile mental health crisis teams). CIT
and non-CIT officers fromMemphisratedtheirpro
gram significantly higher than the ratings given to
theothertwointervention programs byofficers from
the other cities. This same study alsofound evidence
that CIT training appears to increase officer comfort
and confidence in respondingto mentalhealthemer
gencies.

Deane etal.9 examined response times from these
same three crisis intervention systems. Here again,
CIT response times clearly met the program objec
tives. Using 100 randomly drawn police mental
health crisis events, they found that in 94 percent of
the cases a CIT officer was on the scene in under 10
minutes, with the great majority of those calls re

sponded to in under 5 minutes. This contrasts with
the 10-minute response rate of 28 percent for the
community service officer model and 8 percent for
the mobile crisis team model. The long-term objec
tive of the model for immediacy of response had
clearly been met.

It appears that CIT de-escalation trainingmay de
crease the need for more intensive and costly police
responses. Case study reports from the CIT officers
have suggested theyare able to resolve complex situ
ations without the use ofinterventions based outside

the patrol division, such as a tactical intervention
unit.This ability appears to involve a range ofsitua
tions, not just mental illness crises. Dupont and
Cochran10 have compared TACT unit callout rates
from periods prior to the beginningof CIT program
to callout rates afterthe program began. The TACT
unit is similar to the Special Weapons and Tactics
(SWAT) unit from other departmentsand responds
for hostage negotiations and barricade situations,
among others. TACT calls demonstrate a decreasing
lineartrend.The rateforthe four-year periodprior to
the beginning of CIT was .042 per 1000 police
events. The next three four-year periods showa con
tinual decrease, with the last period having a rate of
only.019TACTcalls per1000events. Although it is
possible that otherevents occurring within the same
time frame as theCIT program may have influenced
thisfinding, similar results reported fromothercities
with the CIT model suggest that CIT has a signifi
cant rolein explaining thelower TACT utilization. It
appears likely that the CIT modeldecreases the useof
high intensity police units through resolving con
flicts earlier in the process.

The CIT program appears to bedecreasing officer
injury rates as well. Dupont etal.11 examined officer
injuryrates during crisis calls that had involved men
tal illness prior to the CIT program. The ratefor the
three-year prior to the program was .035 mental ill
ness-related injuries per 1000events. The ratefor the
last three-year period was .007 officer injuries per
1000 events. A similar analysis for disturbance calls
during this period (which includedomestic violence
calls) did not show a similar linear trend. This evi
dence suggests the CIT program is producing an ef
fect unique to officer injuries on crisis calls involving
mental illness. Becauserecords on citizen injuries are
not kept, quantitative data are not available. How
ever, case reports fromtheemergencyservice indicate
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that injuries to those with mental illnesses have likely
decreased as well.

Finally, the consumers are receiving emergency
health care outside of the criminal justice system.
First, Dupont and Cochran12 reported an increase in
Memphis Police Department involvement with
mental illness events after the CIT program began.
The percentage of calls involving mental illness
events doubled within four years of the program's
start. Thischange followed a three-year period before
the CIT program began, during which the rate of
mental illness calls was decreasing. After the start of
the program, the police department was more in
volved in calls involving mental illness crisis events.
Additionally, although the rate of referrals from law
enforcement to the regional psychiatric emergency
service (MED) increased at a rate of 23 percent for
thefour-year period priorto theCIT program's start,
the overall rateof increase in referrals rose to 42 per
centwithin the first four years of the program'sexis
tence. Although a partof the increase in referral rates
could be attributed to other factors, this change be
gan immediately after the CIT program was initi
ated. It appears likely that CIT made a significant
contribution to this increase. Thus, police officers
were more involved in mental illness crisis events and
referred a much larger numberof thesesameindivid
uals to the emergency health caresystem.

Further support for the effectiveness of CIT in
reducing the criminalization of mental illness events
was found by Steadman and colleagues.4 They found
the CIT arrest rate in 100 randomly drawn calls was
two percent. This rate is lower than the estimated
national average of20 percent.13,14 Itwas also lower
than the rates found in the twoother crisis programs
studied (13% and 5%). Taken together, these data
provide support for the effectiveness of the CIT pro
gram in providing a systematic response to behav
ioral crisis events. The Memphis CIT officers have
increased their department's involvement in mental
illness events and referrals to the health care system.
This increase has happened while they have main
tained an extremely low rate ofarrest for those with
mental illness, while at the same time significantly
reducing their own injury rate.

Challenges for Law Enforcement and
Mental Health Systems

Although theCIT modelappears to bean effective
intervention strategy, communities can have a diffi

cult time implementing the program.15 The CIT
model often presents a challenge for currently ac
cepted practices in police training, police operations,
and mental healthdelivery systems. For law enforce
ment,CIT focuses on training onlyasan adjunct to
creating expertise within the patrol division. For
mental health, it requires a willingness to take re
sponsibility for the patients without preconditions.
While these requirements mightseem fairly basic in
theory, they are often difficult to meet in practice.
Law enforcement agencies tend to view trainingasan
end in itself. In turn, the agency views the patrol
officer as a generalist, able to handle all incidents
equally well. The CIT model challenges these as
sumptions by focusing on developing expertise
within the patrol division itself.

Training as a Panacea

One tenet of police tradition is that additional
training solves all problems. Legislative systems
tend to encourage this view, often mandating ad
ditional training hours at the academy or in-ser
vice level. As a result, when a community crisis
occurs involving an individualwith mental illness,
police administrations tend to respond with addi
tional didactic training hours. Academy-based
training can then become isolated and not fully
integrated into operational changes. Yet, without
this daily reinforcement it is unlikely that addi
tional training will have much of an impact on
performance. This same tendency to treat training
asa solution to all problemsalsohas limitations on
an individual basis. It ignores the fact that the
ability to learn newskills relatesto the individual's
experience base and level of maturity. Generally,
academy level classes consist of 21-year-old indi
viduals who are limited in their life experiences
and are barely in an adult phase of psychological
development. To complicate matters further,
stigma and misinformation about mental illness
abound in the mass media, which tends to shape
the perceptions of officers in their initial response
to mental illness crisis events, often leading them
to the same prejudices found in the rest ofsociety.
However, society expects these same officers to
react with good planning and judgment when
faced with the complexity of a person with poor
reality testing and minimal impulse control. This
expectation is unfair to the officers.
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Training by Trauma

An additional aspect of police tradition that pre
sents a series of complications in crisis intervention
work involves the training around use of deadly
force. Officers are exposed to graphicvideotapes of
the consequences of the failure to properly use force.
The foremost of these consequences is the death of
the officer or his or her partner if split-second deci
sions are not made accurately. This training is well
intended and designed to heighten young officers'
awareness of the risk of failing to properly attend to
their own safety. However, the training materials
have become increasingly graphicin natureand real
ity-based over the years. One of the most influential
of these types of scenarios involves what has become
known as the 21-foot rule.16 Most officers in the
country have seen videotapes depicting the conse
quences of not drawing their weapon when con
fronted with an individual with a knife. Basically,
officers have learned to respond with possible deadly
force before an individual armed with a knife enters

withina 21-footperimeter of the officer. In academy
training, this tape is usually combined with actual
video footage of police officers being killed by citi
zens. Although this approach is no doubt well in
tended, it risks raising officers' anxiety level to the
point where other approaches to conflict resolution
will be minimized, even if the 21-foot zone has not
beenapproached.

This approach tends to emphasize only the out
come of one particular moment in an interaction
between a citizen and an officer. It ignores the pro
cess that leads up to that moment and opportunities
to impact on the natureof the event itself. This ap
proach permeates the issue of training in the use of
deadly force in general. Academy training empha
sizes firearms skills at great length. When combined
with officer survival training, the academy require
ments for both areas at most metropolitan police
academies can exceed 100 hours. Yet, the use offire
armsisa lowfrequency eventin an officer's career. It
is unlikely that any police training program in the
country spends an equal amount of time on de-
escalation skills, an event that will occur daily for
most patrol officers.

Patrol Officer as a Generalist

The nextchallenge the CIT modelbrings to police
tradition is that of treating the patrol officer as a
generalist. This approach assumes that allofficers are

equally skilled, have similarattitudes,and areequally
willing to intervene in a mental illness crisis event; it
ignores individual differences, including such overt
items as citizens' complaint records and supervisor
evaluations. It alsoignoresmore subtle items,such as
an officer's exposure to individuals with mental ill
ness and his or her interaction skills.

This lack ofspecialized expertise withinthe patrol
division has an unintended result. It leads to the lack
of accountability during an event. Often, a com
mand officer is not on the scene of a mental distur
bancecrisis call because callvolume and supervisory
responsibility limits their presence. Most crisis calls
are responded to by uniform officers of the same
rank. This means that decisions are often based on

informal police traditions such asseniority, precinct
assignment, or whoever suggests the initial interven
tion approach. Thus, the responsibility for the out
come of the event is determined by chance rather
than by design. The CIT model has established pol
icythat places the CIT officer in charge of that scene
with accountability for its outcome.

The success of the CIT model challenges the tra
dition of the police officer as generalist and suggests
the usefulness of developing further expertise within
the patrol division. It would not be hard to concep
tualize expertise aimed at specific problems such as
homelessness, domestic violence, and drug addic
tion. Increasing specialization within the patroldivi
sion may work against police tradition, but it may
provide a solution to the increasingly complex soci
etal demands placed upon police officers.

The CIT program also presents a series of chal
lenges to the mental health system. These issues can
be summarized in three major concerns. The first is
the barriers to careput up byemergency systems, the
second is the reluctance to take responsibility for the
individual in crisis, and the third is the general sense
that the mental health system is disorganized and
failing.

Barriers to Care

Mental health crisissystems often establishcriteria
for admission that result in excessive barriers to care.

In many systems, the patient cannot be intoxicated
andcannot have significant impairments, other med
ical conditions, mental retardation, or dementia.
Consequently, officers have to search for specialized
treatment facilities before the patient's diagnosis is
clearly established. As a result, the subjective nature
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ofdiagnosis comes into play. The same patientmight
beviewed differently bydifferent treatmentfacilities.
The problems of an individual with a dual diagnosis
might beseen asprimarily involving substance abuse
issues at the mental health entry point and then as
primarily mental health-related at the substance
abuse treatment facility. Especially in times of tight
budgets and overworked staffs, the lack of a single
entrypoint that accepts all referrals can lend itselfto
conflict over responsibility for the patient. This son
of situation leads to the use of the police as a taxi
service from one type of crisis centerto another. The
whole scenario ismorepopularly referred to in terms
of turf battles and patientdumping.

Responsibility for Care

The second major issue for crisis care involves the
legal responsibility for the custody of the individual
inquestion. Despitethe fact that mostdiversion does
not involve the formal arrest of a person in crisis,
many crisis centers insist on lawenforcement person
nel maintaining custody of thepatient. This isalmost
never the case for other medical conditions. Many
statelaws governing the transportation of individuals
involved in the civil commitment process maintain
the involvement of law enforcement in the health

care process well beyond the point of entry. Most
such laws require a local law enforcement agency
(often the county sheriff) to meet transportation
needs. This is perhaps the single most critical factor
in maintaining the tendency to criminalize mental
illness. In this situation, the crisis center leaves the
law enforcement agency responsible for behavioral
control of the patient, something that is virtually
never done for other medical illnesses. Generally, if
law enforcement officers are required to maintain
this level of responsibility, they will choose a more
expedient resolution to avoid waiting around for six
hours or longer. Hence, theychoose their local jail.

Organized Delivery of Care

Perhaps the problems faced by the mental health
system that tend to be highlighted by the CITmodel
involve the basic failure to organize and structure
most systems ofcrisis care. The Memphis CIT model
was borneout of a significant crisis. Manycities that
have expressed an interest in the CIT model also are
responding to a crisis event. The municipalities that
have successfully implemented CIT programs have
mental health and substance abuse delivery systems

that are well organized and reasonably well funded.
Twoof the bestexamples ofsuchsystems are those in
the Portland, OR and Akron, OH areas. Both of
these systems have a fairly decentralized system of
service delivery at the state level but combine that
with a fairly structured system at the county or re
gional level. They both have countywide authorities
responsible for the care of those with mental health
and addiction issues. This approach appears to lend
itself to cooperative efforts with local law enforce
ment. In both cases, the mental health emergency
system had to make adjustments to accommodate
the implementation of a CIT model. It required a
level of cooperation at the local level not generally
seen in most mental health delivery systems. The
ability of a countywide authority to plan for these
changes appeared to be a critical ingredient.

Although these systems (in Oregon and Ohio) ap
pear to have implemented the CIT modeleasily, the
original site for the CIT program lacks sucha coun
tywide planning authority. Rather, the strength of
the Memphis delivery system appears to be in its use
of a hospital-based emergency service. This plan by
passes someof the barriers to caresetup bythe failure
to integrate medical carewith social service delivery
models. Here, the ability to treat a wide variety of
clinical conditions and a commitment to minimize

officer timeappears to moderate the lack of system
atic organization within the mental health delivery
system. Thus,some level ofservice integration would
appear to be necessary for a municipality attempting
to implement a CIT model. The best alternative
wouldappear to be organized systems of service de
livery with county-level authorities. However, it may
be possible to accommodatethe lackofservice deliv
ery planning capacity through the use of a "single
source of entry" model, which would allow for the
integration of care at the level of the crisis triage
center. This approach maywell overcome the disor
ganization ofvarious mentalhealthsystems, allowing
the staffof the triage facility to become the integrat
ing force in the delivery of care. The Memphis suc
cess notwithstanding, cities that lack organized sys
tems of mental health care appear to have a more
difficult time implementing the CIT model of po
lice-based crisis intervention.

The CIT model appears to have a series of require
ments for municipalities to successfully implementa
CIT program. These requirements start with a will
ingness to challenge traditional methods of police
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training and police operations and also include the
need to address barriers to care within the mental
health delivery system. These barriers include the
general lack of system organization and the lack of
willingness to take responsibility for those in a men
tal illness crisis. Despite theseformidable challenges,
CIT appears to draw from the keystrengths within
both systems. It requires the efficiency and structure
necessary for effective law enforcement. It also re
quires theability to respond tocomplex behaviors on
the individual level that is the bestpart ofgoodmen
tal health care. Overcoming these obstacles appears
to result in a genuine community partnership be
tween advocates, law enforcement, and mental
health professionals. Recent tragic events involving
persons withmentalillness suggest that communities
aredemandingnothing less than a system that effec
tively resolves thesecrises.
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