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EXECUTIVE SUMMARY 

 

 

Untreated mental illness is a serious 

problem in the United States.  Nearly 

two million people with schizophrenia 

or manic-depressive illness are not 

receiving adequate treatment on any 

given day.  The consequences of non-

treatment are devastating: 

homelessness, suicide, incarceration, 

victimization and violence. 

 

Law enforcement is profoundly 

impacted by untreated mental illness.  

Increasingly, law enforcement agents 

are on the front-line dealing with this 

crisis.  The increasing burden on law 

enforcement is demonstrated by 

Florida statistics, for example.  There 

was a 3,000% increase between 1997 

and 2000 in the number of Florida 

counties where mental health 

professionals did not initiate any 

psychiatric emergency evaluations.   

 

In nearly half of Florida counties, law 

enforcement, rather than mental health 

professionals, intervene when people 

with severe mental illnesses are in 

crisis.  Florida law enforcement agents 

alone initiate nearly 100 emergency 

psychiatric evaluations each day 

which is comparable to the number of 

aggravated assaults arrests conducted 

by Florida law enforcement agents in 

2000 (111 per day) and 40% more 

than the number of burglary arrests 

(71 per day).  The impact on jails is 

significant as well.  It is estimated that 

16% of the inmates in state jails and 

prisons have mental illnesses – nearly 

five times the number of people with 

mental illnesses in state psychiatric 

hospitals. 

 

Law enforcement executives must 

play a leadership role in  

shifting the locus of care for 

individuals with severe mental 

illnesses away from the criminal 

justice system and back to the mental 

illness treatment system.  A key  

 

 

 

 

 

 

 

activity is organizing a coalition of 

stakeholders who can accomplish this 

goal.  Stakeholders may include other 

members of the criminal justice 

system, state and local governments, 

mental health providers, and of course, 

people with mental illnesses and their 

families.   

 

The coalition partners can identify 

systemic problems that cause people 

with severe mental illnesses to enter 

the criminal justice system and 

collaborate to effect changes that will 

facilitate diverting people into 

treatment and away from jail. 

 

The benefits to law enforcement of 

diverting people with severe mental 

illnesses away from the criminal 

justice system and into treatment are 

numerous.  The benefits include 

reducing the risk of harm to officers, 

reduced liability, reduced costs and 

increased public safety.  Fortunately, 

models exist for accomplishing these 

goals. 

 

This document provides guidance for 

law enforcement executives who are 

seeking a solution to the crisis 

untreated mental illness in the criminal 

justice system.  Guidance is provided 

for forming and utilizing coalitions of 

stakeholders to shift the  

responsibility for caring for 

individuals with severe mental  

illness to the mental health community 

where the expertise  

for treating these illnesses resides.  A 

model for diverting  

people from the criminal justice 

system is presented which includes the 

following phases: prevention, pre-

arrest intervention, and post-arrest 

response.  Promising practices and 

training guidelines are presented for 

each phase.   

 

Law enforcement executives are in a 

unique position in their communities 

to provide the leadership necessary to 

address these difficult problems,  

 

 

 

 

thereby reducing the burden on their 

offices while improving the quality of  

life in their communities.  While each 

community’s response will be 

different, this document provides 

some basic information to assist in 

getting the process started. 
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Introduction 
 

 
 

 

The magnitude of the problem of 

untreated mental illnesses is revealed 

not only in the numbers, but also in 

the consequences.  Nearly two million 

people with schizophrenia and manic-

depressive illness are not receiving 

adequate treatment.  These individuals 

are more likely to experience 

homelessness, suicide, victimization, 

incarceration and episodes of violence.   

 

For years, the law enforcement 

community has born the brunt of this 

crisis.  Law enforcement agents are 

often the first persons called to deal 

with individuals in a psychiatric crisis.  

Jail and prison administrators struggle 

as their facilities replace state 

psychiatric hospitals and community 

mental health facilities as the place 

where most people with mental 

illnesses reside.  Individuals with 

mental illnesses cycle through a 

revolving door of incarcerations and 

emergency hospitalizations with little 

hope of meaningful recovery.   

 

This is a crisis for both the criminal 

justice system and for the mental 

health profession.  It is a problem that 

demands innovative solutions, 

including partnerships between law 

enforcement, judges, corrections, 

social service agencies, the mental 

health profession, people with severe 

mental illnesses and their families.   

Benefits of a Law Enforcement / 

Mental Health Partnership 

The benefits of providing better access 

to treatment and services for people 

with severe mental  

illnesses are obvious, but nonetheless 

noteworthy.  Timely and appropriate 

treatment of severe mental illnesses 

can reduce the risk of homelessness, 

suicide, incarceration, victimization 

and violence.  Early treatment 

intervention for individuals with 

severe mental illnesses benefits law 

enforcement because it reduces the 

risk of officer injury, the need for  

 

 

patrol officer response to psychiatric 

crisis calls, and potential liability from 

interactions with officers and 

incarceration.    

 

The mental health profession benefits 

because it can provide better service to 

its clients.  The community benefits 

from improved public safety and 

quality of life.  Everyone benefits 

from early treatment intervention 

because it can reduce criminal justice 

costs resulting from recidivism, 

congested court dockets, jail 

occupancy, and civil liability.   

 

The ultimate benefit of collaboration 

and a combined response from law 

enforcement and the mental health 

profession is the recognition of the 

need for and efforts to create a 

comprehensive, coordinated, and 

integrated service delivery system that 

addresses the needs of people with 

severe mental illnesses.   

 

This can result in redirecting people 

with mental illnesses to a more 

responsive mental health care system, 

and away from jail facilities and 

incarceration, especially in cases 

where incarceration is not the  

best response for the person with a 

mental illness. 

Scope of the Problem 

 

Law enforcement personnel play a 

critical role in responding to citizens 

with mental illnesses in the 

community.  It is estimated that 4.5 

million Americans have schizophrenia 

or manic-depressive illness
1
; and 1.8 

million people are not receiving 

adequate treatment for their illnesses.
2
  

Since law enforcement is the only 

entity in the U.S. that has 24-hour 

responsibility for the community and 

its residents, there is a substantial 

likelihood that law enforcement 

officers will be called upon to deal  

 

 

 

with persons experiencing mental 

illness crises.   

 

This is supported by the findings from 

California sheriffs that over 9% of all 

emergency calls involved a person 

with a mental illness.
3
  In New York 

City, the number of law enforcement 

responses to complaints of 

“emotionally disturbed persons” rose 

from 20,843 in 1980 to 64,424 in 

1998.
4
  The most startling evidence of 

law enforcement’s increasing 

responsibility in this area is the 

3,000% increase between 1997 and 

2000 in the number of Florida 

counties where mental health 

professionals did not initiate any 

psychiatric emergency evaluations, so 

that in nearly half of Florida counties, 

law enforcement, rather than mental 

health professionals, are intervening 

when people with severe mental 

illnesses are in crisis.
5
   

 

There is also evidence that law 

enforcement bears the burden of 

dealing with the most chronic 

recidivists.  In Florida, the more 

frequently a person is subject to 

emergency evaluation, the more likely 

it is that law enforcement is 

responsible for initiating it.  For 

example, Florida law enforcement 

agents handled 40% more cases than 

mental health professionals when an 

emergency evaluation was required 

for chronic recidivist individuals 

(those who had been previously 

evaluated more than 15 times in a 21-

month period).
6
 

 

The impact on law enforcement of 

what are essentially medical cases 

(individuals who need treatment for a 

mental illness) is evident when the 

frequency of emergency psychiatric 

evaluation cases is compared to crime 

and arrest statistics in the state of 

Florida.  In 2000, there were 34% 

more emergency psychiatric 

evaluation cases (80,869)
7
 than DUI 

arrests (60,337).
8
  Florida law 
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enforcement agents alone initiated 

nearly 100 emergency psychiatric 

evaluations each day.
9
   

 

That is comparable to the number of 

aggravated assaults arrests conducted 

by Florida law enforcement agents in 

2000 (111 per day) and 40% more 

than the number of burglary arrests 

(71 per day).
10

  Most discouraging is 

the fact that, while there has been a 

steady reduction in violent crime since 

1997 in Florida
11

, there has been a 

steady increase in the number of 

emergency psychiatric evaluations 

over the same period (69,235 cases in 

1997 to 80,869 cases in 2000).
12

   

 

Involvement of law enforcement with 

individuals with mental illnesses does 

not stop at calls for service, however.  

It is estimated that 16% of the inmates 

in state jails and prisons have mental 

illnesses – nearly five times the 

number of people with mental 

illnesses in state psychiatric 

hospitals.
13

   

 

It is not uncommon for individuals 

who have severe mental illnesses and 

are homeless to cycle in and out of 

jail.  For example, William Hoover, a 

homeless man with schizophrenia, has 

been arrested at least 18 times since 

his first arrest for loitering in 1992.  In 

one 831-day period, Mr. Hoover spent 

323 days in jails, mostly for 

trespassing charges.
14

 

 

Some persons with severe mental 

illnesses may have to be incarcerated 

because of their actions or law 

violations.  Many, however, find their 

way into jails and prisons because the 

criminal justice and mental health 

systems have not forged an 

appropriate way of responding to 

psychiatric crises.  The original 

impetus for the creation of the state 

hospital system was the number of 

inmates with mental illnesses in jails 

in the 1840s.  

 

 From the beginnings of the state 

hospital system to the 1950s, efforts 

were made to divert people with 

mental illnesses from jails and prisons 

to places where they could receive 

treatment.  This system was 

completely disrupted with the 

deinstitutionalization movement in the 

1960s.  The initial wave of 

deinstitutionalization in the 1960s to 

the 1980s was not accompanied by an 

investment in the community services 

needed to adequately address the 

needs of de-institutionalized persons.   

 

Furthermore, state hospital closures 

continued at a rapid pace between 

1990 and 1997, with 40 state hospitals 

closed in this period alone (more than 

in the previous two decades 

combined).
15

   

 

There has been a dramatic reduction 

of persons in state psychiatric 

hospitals from 560,000 in 1955 to less 

than 60,000 in 2000.
16

  It is probably 

not a coincidence that the reduction in 

hospital census has been accompanied 

by a dramatic increase to nearly 

300,000 people with mental illnesses 

in jails and prisons in the United 

States.
17

 

 

In many cases, state laws and practices 

governing mental illness treatment 

prevent intervention for an individual 

who refuses treatment until he or she 

becomes dangerous enough to become 

an issue for law enforcement.  Aside 

from incarceration, which is not in the 

best interest of either the person with a 

mental illness or the criminal justice 

system, there are other issues 

necessitating that encounters between 

persons with mental illnesses and law 

enforcement be reviewed and 

changed.  

 

 In one search of newspaper articles 

from 1998, at least 9 law enforcement 

officers and 35 persons with mental 

illnesses were killed in encounters 

between law enforcement and 

individuals with mental illnesses.
18

  In 

Miami-Dade alone, 8 people with 

mental illnesses were killed in 

encounters with law enforcement in a 

two-year period.
19

  Finally, nearly 

one-third of the people killed in police 

shootings in New York City in 1999 

had mental illnesses.
20

 

 

The potential threat to the safety of the 

public, the risk of the death for people 

with mental illnesses and law 

enforcement officers, and 

incarceration of persons with mental 

illnesses when more appropriate 

alternatives are available all argue 

forcefully for the need to reform the 

way persons with mental illnesses are 

dealt with by social service, mental 

health,  and the criminal justice 

systems.   

 

Many cities and counties in the U.S. 

have created models to address the 

needs of people with mental illnesses 

from both a community and a criminal 

justice perspective.  These successes 

are not widespread, however, because 

of a failure to recognize that these are 

systemic problems that must be 

addressed with multidisciplinary 

partnerships.  This project seeks to 

promote promising programs and 

practices that can be used to 

adequately serve people with mental 

illnesses while preventing them from 

becoming a potential risk to law 

enforcement or further burdening an 

already overtaxed corrections system. 

Goal 

The goal of this project is to facilitate 

a more effective collaboration 

between local law enforcement, 

criminal justice agencies, and mental 

health professionals in responding to 

citizens with mental illnesses.  

Specifically, this project seeks to 

ensure that officers become more 

aware of alternatives and challenges, 

are better equipped to access 

community mental health resources, 

and that they respond in an informed 

way with an appropriate concern for 

safety when they encounter 

individuals with mental illnesses.  The 

project also seeks to make clear the 

roles of different social service and 

mental health providers so the most 

appropriate entity has primary 

responsibility, and all players and 

stakeholders understand and support 

each other.  

 

To accomplish this goal, this project 

seeks to provide local communities, 

criminal justice agencies, and mental 

health providers with the tools needed 

to develop proactive partnerships that 

redirect individuals with mental 

illnesses away from unnecessary 

incarceration and toward appropriate 
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community-based treatment and 

residential programs.   

 

This coalition may also be able to 

leverage resources for more effective 

delivery of services.  The unique 

leadership role of law enforcement 

executives in their communities is a 

special focus of this project.   

Philosophy 

Two basic tenets of community 

policing are developing community 

partnerships and problem solving 

approaches to community problems.  

In their roles as community leaders, 

law enforcement executives, judges, 

prosecutors and defense attorneys, and 

heads of social service and mental 

health providers can collaborate to 

deal with the continuing crisis of 

untreated mental illnesses in their 

communities.  The philosophy of this 

project is to create opportunities in the 

criminal justice system, particularly 

law enforcement, to divert people with 

mental illnesses where appropriate, 

instead of incarcerating them as a 

response to unlawful behavior related 

to their illnesses.  

Stakeholders 

The stakeholders in any effort to deal 

effectively with mental health issues 

involve groups from several areas of 

community services.  These include 

law enforcement entities such as law 

enforcement executives, patrol 

deputies and officers, community 

corrections, and jail administrators.   

 

It also involves other elements of the 

criminal justice system such as 

prosecutors, public defenders, and 

judges.  State and local governments 

are also important stakeholders in any 

effort to create and fund successful 

projects.  Another category of critical 

participants in this process is mental 

health providers, including adult living 

facilities (ALF), advocacy groups and 

other mental health service providers.   

 

Finally, dealing effectively with 

people with mental illnesses requires 

the involvement of members of the 

community, including people with 

mental illnesses and their families, 

victims of crimes by persons with 

mental illnesses, and the citizens in the 

community where people with mental 

illnesses live.   

 

Responses to people with mental 

illnesses in crisis may also include 

combined responses that include key 

individuals from one or more of these 

groups working together to resolve a 

crisis situation.  A successful coalition 

may not necessarily include all of 

these entities.  The mix of 

stakeholders in any location will 

depend upon the available resources 

and interests.   

Responses to Mental Illnesses  

Each of the stakeholders must come 

together to form partnerships and 

collaborations that go beyond 

traditional law enforcement responses.  

This must include alternative 

responses at different points in the 

contact between persons with mental 

illnesses and mental health providers, 

the community, and the criminal 

justice system.  These points of 

contact include prevention, 

intervention, and response. 

Prevention 

The best way to deal with the people 

with mental illnesses in crisis is to 

address critical issues before they 

reach the point of needing a law 

enforcement response.  Although 

prevention is primarily a mental health 

profession issue, prevention is central 

to law enforcement because, when 

prevention fails, law enforcement 

often encounters the person with a 

mental illness in crisis.  It is important 

that law enforcement be proactive on 

mental health issues and become 

involved in prevention efforts in the 

community. 

 

The key to effective prevention 

activities is establishing partnerships 

and coalition building.  Law 

enforcement can be a key leader in 

establishing these partnerships 

because mental illness can be as much 

a public safety and quality of life issue 

as it is a clinical issue.  Specifically, 

law enforcement executives should 

become involved in or preferably lead 

the development of partnerships.  The 

sheriff or police chief is an excellent 

choice for this task because of his or 

her unique role in mental health issues 

and public safety.  As has been well 

documented, law enforcement is often 

the front line contact for emergency 

mental health services in the 

community.  Furthermore, as stated 

above, when a person with a mental 

illness reaches a crisis point, it often 

becomes a public safety issue that the 

law enforcement executive has to deal 

with.  Support from law enforcement 

leaders is vital to the mental health 

community which may not have 

sufficient clout alone to advocate for 

resources needed to build a sufficient 

network of appropriate and necessary 

services. 

 

From the law enforcement executive’s 

perspective, building coalitions to 

address mental illness crises response 

is important because of the liability 

issues that may arise in altercations 

with the people with mental illnesses.  

It can dramatically reduce resource 

costs of responding officers and the 

cost and liability issues of holding 

persons with severe mental illnesses in 

detention facilities.  Procedurally, the 

law enforcement executive can 

personally invite stakeholders, which 

often carries more weight than if 

invited by a non-governmental entity.  

A law enforcement executive also may 

be able to provide funding and staff to 

support a partnership committee.  

 

The other essential stakeholder at the 

prevention stage is the mental health 

service provider.  Mental health 

providers are important because they 

can facilitate access to treatment for 

persons who have a propensity to 

repeatedly experience psychiatric 

crises.  Perhaps most importantly, they 

can provide an effective referral 

system for people with mental 

illnesses who may be de-

compensating to a psychiatric crisis.  

Finally, mental health providers can 

provide valuable feedback on the 

partnership’s prevention efforts.  

 

It is also important at this stage to 

have advocacy groups involved in the 

partnership.  Advocacy groups are 

important in prevention because they 

can assist in both statewide initiatives 

as well as local efforts, and because 
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they are skilled at framing issues 

about severe mental illnesses in ways 

that can be understood by lawmakers 

and the public. 

 

An effective means of developing and 

fostering collaboration between 

nontraditional stakeholders is to 

facilitate a preliminary summit to 

discuss concerns involving people 

with mental illnesses and law 

enforcement.  The summit provides an 

opportunity to identify deficiencies in 

the local mental illness response 

system.  The results of the summit 

should be memorialized in a written 

cooperative agreement that clearly 

delineates the participants’ goals and 

responsibilities 

Promising Practices 

The promising practices in the 

prevention stage focus on early 

recognition and action systems.  They 

include: advocating for reform and 

proper use of mental illness treatment 

laws, registration programs, and early 

recognition systems. 

 

Each state has mental illness treatment 

laws which govern how and when a 

court can intervene to order treatment 

for people with severe mental illnesses 

who refuse it.  Most of these laws 

were restricted in the 1960s and 1970s 

the nature and treatment of these 

illnesses was less understood.  Most 

notably, state laws were changed to 

require a court finding of 

“dangerousness” before treatment 

could be provided to those incapable 

of recognizing their need for it.  When 

the mental health system withholds 

needed treatment until a person 

becomes dangerous, law enforcement 

becomes the front line contact for 

people in crisis situations. While well 

intentioned, reform efforts meant to 

protect people with mental illnesses 

resulted in many of the most severely 

ill going without needed treatment 

and, in too many cases, becoming 

homeless, incarcerated, suicidal, 

victimized or prone to violent 

episodes. 

 

The action trend in mental illness 

treatment laws typically entails 

updating and reforming the laws to 

include a treatment standard for early 

intervention and court-ordered 

community based treatment. (For a 

listing of state treatment standards and 

whether a state’s law allows for court-

ordered community based treatment, 

please see Appendix B.)  Several 

states have abandoned dangerousness 

as the sole standard upon which 

treatment decisions are based.  

 

The states that have done so have 

incorporated the following factors into 

their standards in different 

combinations: probability of 

deteriorating symptoms that will result 

in dangerousness; incapacity to make 

an informed treatment decision; likely 

to benefit from treatment; history of a 

need for treatment; exhibiting 

symptoms that previously resulted in 

the need for treatment; needs 

treatment to prevent deterioration of 

symptoms.  Standards based on the 

need for treatment allow for a medical 

intervention before an individual 

spirals to the depths of his or her 

illness.  State treatment laws can also 

be reformed to include court-ordered 

community based treatment.  As 

psychiatric hospitals continue to close, 

more and more individuals with severe 

mental illnesses are placed in the 

community.  Court-ordered 

community based treatment can help 

to ensure medication compliance, 

monitoring and services that are 

necessary for some people to live 

successfully in the community.  Court-

ordered community treatment 

combined with adequate services have 

been shown to increase medication 

compliance, while reducing 

hospitalizations, arrests and 

violence.
21

 

 

Laws in each state should be re-

examined to ensure they adequately 

meet the current needs and situation of 

individuals who are most severely ill.  

Progressive laws, where they exist, 

must be properly understood and 

implemented.  It is imperative that 

communities have sufficient inpatient 

care and effective community based 

programs. 

 

Any effort to effect change is most 

successful when pursued by a 

coalition of stakeholders.  One 

successful model is the Florida 

Partners in Crisis.  This statewide 

coalition and others like it work to 

bring all stakeholders together for 

effective change.  Typical activities 

include promoting awareness in the 

public and influencing legislative 

agendas for funding and laws 

supporting a more effective mental 

illness treatment response.  

 

Early recognition systems begin by 

building relationships between people 

with mental illnesses, advocacy 

groups, and mental health providers.  

People with mental illnesses and their 

families can contribute by introducing 

themselves to law enforcement 

officials in their communities.  Early 

recognition may also include a 

database of the locations where patrol 

units are likely to encounter people 

with severe mental illnesses such as 

adult living facilities (ALFs) to assist 

law enforcement agents responding to 

crisis calls.  Training for all law 

enforcement agents and mental health 

providers is vital to effective early 

recognition systems and should 

include training patrol deputies and 

officers to recognize persons 

experiencing a mental illness crisis 

and to respond effectively.   

 

Deputies and officers can develop 

relationships and earn the trust of 

people with mental illnesses in their 

patrol areas so that if the individual 

has a psychiatric emergency, it can be 

dealt with more effectively and safely 

because the officer or deputy has 

already established the trust necessary 

to de-escalate a dangerous situation.  

Local mental illness support and 

advocacy groups can be contacted to 

encourage families of persons with 

severe mental illnesses to develop 

relationships with law enforcement 

and provide information about special 

needs or potential problems their 

loved ones might have. 

 

The Medical Security Program is a 

successful registration program 

operated by the Mental Health 

Association of Central Florida in 

Seminole and Orange Counties, 

Florida.  This is a system of voluntary 

registration of mental health patients.  

This system partners law enforcement 
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with mental health providers to 

promote public safety for law 

enforcement agents and persons with 

mental illnesses.  Individuals are 

issued bracelets or identification cards 

that identify their condition and their 

preferred response in the event of a 

psychiatric crisis.  A database is 

maintained in the law enforcement 

communication center to alert 

responding deputies or officers to the 

person, his or her prior history, and 

prior calls for service to the location.   

 

An effective tool for individuals with 

severe mental illnesses who are 

involved in their treatment planning is 

the advanced directive or health care 

proxy for individuals with severe 

mental illnesses that provides care 

instructions should the person 

experience a psychiatric crisis.  

Advanced directives might provide 

instructions such as authorization to 

contact a treating physician or provide 

information such as preferred 

medications or treatment facilities.  

Maintaining this information for 

registered individuals allows a 

responding officer to contact the 

communications center to obtain 

information vital to providing timely 

and appropriate care for a person in a 

crisis situation. 

 

Prevention should also include 

effective follow-up by both law 

enforcement and mental health 

providers and should also include 

effective documentation.  Being 

familiar with citizens with severe 

mental illnesses in a patrol area assists 

officers with effective follow up and 

prevention.  Prevention can be 

accomplished by including mental 

illness treatment and monitoring 

requirements as conditions of 

probation/parole.  Prevention may also 

include more effective delivery of 

medications and follow-up by officers 

and mental health teams. 

Training 

 

Stakeholders should be cross-trained 

and exposed to pertinent aspects of the 

mental health and/or criminal justice 

systems.  For example, law 

enforcement officers should visit 

mental health facilities and mental 

health professionals should visit jails 

holding individuals with mental 

illnesses.  This will facilitate an 

understanding of the interdependent 

nature of the stakeholder relationships 

and their effect on treatment delivery.  

In addition, supervisors must be 

trained in such a manner that they 

understand the partnership, support it, 

and allow officers to effectively divert 

appropriate individuals to mental 

illness treatment. 

 

Cross training could include the 

following topics: 

 

 Recognizing mental illness 

symptoms 

 Signs and symptoms of 

substance abuse 

 Understanding the mental 

health treatment system 

 Prescription drugs used to 

treat severe mental illnesses 

 De-escalation of psychiatric 

crisis events 

 Evaluation procedures for 

severe mental illnesses 

 Children and elder mental 

illness issues 

 Community resources 

 Mental illness treatment laws 

for emergency evaluation and 

civil commitment 

 Re-orienting response from 

arrest to diversion 

 Diversion placement and 

involuntary hospitalization 

 Training patrol units to utilize 

law enforcement crisis 

response programs 

 Training 911 operators to 

recognize mental illness 

related calls 

 

The goal of this stage of the process is 

for the partnership to provide early 

intervention where mental health 

professionals, the person with a 

mental illness, their family, and law 

enforcement can address issues and 

seek treatment before a tragedy or 

incarceration results.  It is not 

reasonable to believe that prevention 

will be successful in all situations, 

however.  When a person with a 

mental illness experiences a dangerous 

psychiatric crisis, law enforcement 

may become actively involved and 

intervention may become necessary. 

Pre-Arrest Intervention 

If, for whatever reason, a person with 

a mental illness escalates in a 

psychiatric crisis to a point of 

potential violence, then law 

enforcement must be ready to respond 

in an appropriate and effective 

manner.  The key to effective 

intervention is understanding mental 

illness and knowing how to access 

treatment alternatives in a timely 

manner.  If police officers know how 

to properly respond, the outcome of 

many calls for service may be 

improved.  For example, if an officer 

understands that a person may be in a 

psychiatric crisis, he or she may take 

steps to deescalate the situation where, 

under normal conditions, the officer’s 

seemingly appropriate response might 

escalate the situation to the point of a 

physical confrontation.  

 

The primary activity of this stage is 

the creation of a streamlined process 

for the diversion of persons with 

mental illnesses in crisis away from 

the criminal justice system where 

appropriate and into treatment.  The 

most promising practice for law 

enforcement intervention is the crisis 

response team.  Crisis response teams 

serve as a formal link between the 

community, the criminal justice 

system, and mental health providers.  

They may also utilize crisis 

stabilization units and other 

innovations that attempt to effectively 

deal with a person in a psychiatric 

crisis. 

 

Increasingly, jurisdictions are 

adopting special programs that instruct 

officers on how to handle interactions 

with a person with a mental illness.  

These programs are consistent with 

the paradigm shift in police methods 

in recent years from a traditional 

enforcement model to a community 

oriented policing model that involves 

a “problem-solving” orientation to 

operational problems and community 

partnerships to accomplish operational 

objectives. .
22

  Using community 

oriented policing, departments focus 

on serving the needs of specialized 
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populations, including those 

precipitating more service oriented 

calls or contributing to public 

disorder.  Police agencies have applied 

these principles to create crisis 

response programs with the following 

objectives: 

 

 meeting the needs of people with 

mental illnesses in crisis; 

 minimizing the amount of time 

officers spend on psychiatric 

crisis calls;  

 improving community safety and 

quality of life; 

 reducing recidivism in jails and 

hospitals; 

 reducing police injuries; and 

 reducing liability. 

 

There are a variety of model programs 

with unique features that generally fall 

into one of the following three 

categories described by Borum, et al.
23

 

 

 Police-based specialized police 

response - Sworn officers with 

mental health training serve as the 

first-line police response to 

mental health crises in the 

community and act as liaisons to 

the formal mental health system; 

 Police-based specialized mental 

health response – mental health 

professionals (not sworn officers) 

are employed by the police 

department to provide on-site and 

telephone consultations to officers 

in the field; 

 Mental-health-based specialized 

mental health response - 

partnerships or cooperative 

agreements are developed 

between police and mental health 

crisis teams that exist as part of 

the local community mental 

health services system and 

operate independently of the 

police department. 

 

Many of these programs work with 

mobile crisis units staffed by mental 

health professionals who can be 

employed to assist in handling a crisis 

situation.  Although jurisdictions may 

use different models for crisis 

response programs, they all have 

similar structures and goals.  The most 

successful programs include some or 

all of the following participants in 

training and planning: 

 

 Law enforcement agents (including 

patrol, SWAT, and dispatch) 

 Judges 

 Prosecutors and state attorneys 

 Public defenders 

 Corrections agents (jail and 

community corrections) 

 Mental health professionals 

 Court and judicial security 

 Forensic case managers 

 Emergency medical services 

 Elder and child protective services 

 Advocacy group members 

 Homeless and protective shelter staff 

 Residential program staff 

 Members of the business community 

 

Ideally, members of law enforcement 

crisis response programs should be 

volunteers who have between 2 and 6 

years of experience.  If team members 

are not in a supervisory role, 

supervisors should be trained in such a 

manner that they endorse the team and 

know how to utilize it.  It will 

typically be necessary to rewrite 

Standard Operating Procedures 

(SOPs) and General Orders to cover 

the actions of the crisis response teams 

and to ensure appropriate and effective 

diversion procedures.  Crisis response 

programs should be available on a 

full-time, 24-hour basis, and should be 

in sufficient number to cover the 

patrol area. 

 

Crisis stabilization units (CSUs) or 

emergency evaluation facilities 

typically serve as receiving units for 

persons in crisis (where patrol officers 

or crisis response team personnel can 

bring a person who is in psychiatric 

crisis).  These are typically existing 

mental health facilities that can be 

utilized by law enforcement and may 

also include addiction or 

detoxification receiving units.  The 

key to effective utilization of these 

units is developing collaborations or 

cooperative agreements.  These 

agreements are beneficial because all 

parties know what is expected and 

what individual responsibilities are.  

For example, agreements should be 

established so that officers are not 

required to wait at the facility while a 

person is being evaluated.  There 

should be procedures in place for the 

timely, orderly and legal transfer of 

custody of the person from law 

enforcement to the facility.  The 

availability of 24-hour, 7-day a week 

law enforcement response and mental 

illness assessment facilities is crucial 

to an effective crisis response 

program. 

 

A key to effective intervention is 

increased data availability and 

information sharing between mental 

illness treatment providers and law 

enforcement.  However, it is important 

to note that laws and practices 

governing confidentiality and privacy 

of medical records vary in 

jurisdictions.  Before establishing 

information sharing programs, a 

review of applicable local law should 

be conducted.   

 

Law enforcement agencies and mental 

health providers should work together 

to develop field diversion policies and 

procedures, including forms and data 

collection.  Databases providing 

access to medical records and patient 

history are a crucial source of 

information for crisis responders 

allowing them to anticipate and 

properly respond to problems.  

Databases should be linked with law 

enforcement dispatch, and include 

flags that notify first responders to 

locations of facilities for persons with 

mental illnesses, prior episodes at a 

particular location, and potential 

safety issues.  This database may 

include information collected by 

health providers, law enforcement, 

and corrections.   

Promising Practices 

Crisis response programs have a great 

advantage in that they typically do not 

require hiring new officers to achieve 

the desired effect.  Existing officers 

should be trained in this area, and 

linkages between law enforcement and 

mental health providers should be 

established.  The most commonly 

replicated model is the Memphis 

Crisis Intervention Team, but the other 

models described below are also 

effective. 
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Memphis, TN - Crisis Intervention 

Teams (CIT) 

The Memphis Police Department 

Crisis Intervention Team (CIT) 

concept was implemented in 1988 and 

prompted by a tragic shooting of a 

citizen with a sever mental illness.  It 

is a community-based collaboration of 

the police department, local Alliance 

for the Mentally Ill affiliate, 

consumers of mental health services, 

and mental health providers.   

 

Uniformed police officers volunteer 

for CIT and, if selected, attend an 

initial 40-hour training curriculum 

provided by a volunteer faculty of 

mental health providers, family 

advocates and consumers of mental 

health services at no expense to the 

city.  CIT is more than just training.  

CIT officers are “generalist-specialist” 

police officers who have training and 

experience in a special duty 

assignment (responding to emotional 

disturbance crisis calls) in addition to 

making regular police services calls.  

CIT officers are dispatched to respond 

to crisis calls.   

 

This allows for an immediate 

specialized response on the scene.  

Furthermore, CIT officers who have 

expertise and experience with 

individuals with mental illnesses take 

charge of the scene during a crisis.  

CIT officers are trained to de-escalate 

a mental illness crisis situation thereby 

promoting safety for the officers and 

the person with a mental illness.  

When appropriate, the CIT officers 

also divert individuals with mental 

illnesses away from the criminal 

justice system and into treatment.  An 

essential component of the Memphis 

model is that police officers can 

transport individuals and transfer 

custody to a centralized psychiatric 

facility for evaluation and/or 

treatment.  In Memphis, police 

officers are back on the streets in 15 

minutes on average after bringing an 

individual to the mental health facility. 

This program has proved highly 

effective.  Referrals to mental health 

services increased dramatically in the 

3-year period after CIT was 

implemented as compared to the prior 

3-year period.  There was also a five-

fold decrease in officer injury rate 

during that period.
24

 

Los Angeles County, CA - Mental 

Evaluation Team (MET) 

Los Angeles’ Mental Evaluation Team 

(MET) is a collaborative effort 

between the Los Angeles County 

Sheriff’s Department and the Los 

Angeles County Department of 

Mental Health, designed to intercept 

people with mental illnesses at the 

point of contact with the criminal 

justice system, and divert them away 

from county-funded jails.  MET teams 

consist of one deputy and one mental 

health clinician, paired together, who 

assist field officers in assessment, 

crisis intervention and management, 

and appropriate commitment or 

diversion of a person in crisis.   

 

They also provide training to police 

officers in the handling of people with 

mental illnesses, assist family 

members and citizens who have 

witnessed violent crimes, and develop 

lists of resources for shelter, food and 

clothing, to assist citizens who can be 

successfully diverted back into the 

community.  If a minor misdemeanor 

occurs and the victim agrees not to 

prosecute, the MET team can divert 

the individual to treatment.  If the 

individual does not meet the standard 

for involuntary hospitalization, the 

MET team will exhaust all other 

resources to find an appropriate 

disposition for the individual. 

Ithaca , NY Program 

In Ithaca, New York, a tragedy in 

which both a woman with mental 

illness and a police officer were killed 

resulted in the creation of new 

program.  As in the MET program, a 

police officer and mental health 

professional team up to respond to 

calls.  But, the Ithaca program puts a 

special emphasis on prevention.  

Ithaca devotes police resources to 

follow-up with people with chronic 

problems.  The police-mental health 

team revisits individuals who have had 

problems.  For example, they maintain 

contact with a man with schizophrenia 

who threatened his ex-wife and made 

harassing phone calls to public 

officials at their homes.  They also 

follow-up with a paranoid factory 

worker who wanted the police to 

investigate "mind intrusion machines" 

that he insisted were planted in his 

home and workplace.  The team 

succeeded in steering the two men into 

treatment.  The team focuses on 

prevention, not just crisis response. 

 

Sacramento, CA - Project H.O.P.E. 

Sacramento’s Homeless Outreach 

Partnership (H.O.P.E.) is designed 

specifically to address the city’s 

homeless population.  Law 

enforcement officers team with mental 

health workers to initially locate and 

identify homeless individuals with 

mental llnesses.  The H.O.P.E. teams 

try to build a rapport with homeless 

mentally ill individuals.  The 

partnership is important because the 

law enforcement officer provides 

security for mental health workers so 

that they can be more assertive in their 

outreach efforts and can visit clients in 

remote or high crime areas.  Mental 

health workers can more easily gain 

the trust of an individual with a mental 

illness than a uniformed officer and 

can better navigate the mental health 

service system to find services for 

individuals in need.  Treatment, 

rehabilitation, residential services, and 

intensive teams have been specially 

funded and made available to the 

H.O.P.E. clients.  The H.O.P.E. teams 

try to resolve a variety of issues for 

their clients, including helping to 

resolve minor criminal charges and 

uniting individuals with their families.   

Seminole County, FL - CIT 

After a Seminole County Sheriff’s 

Deputy and a man with schizophrenia 

were both killed in a confrontation, the 

Sheriff’s  Office implemented a Crisis 

Intervention Team.  The Seminole 

County model, like the Ithaca, New 

York team, takes its model one step 

further by focusing on prevention in 

addition to crisis response.  Data from 

CIT calls is stored in a computer 

database and can be recalled if, for 

example, there is another incident at 

the same location. 

 

Mental health providers are a vital part 

of the partnership at this level.  Their 

primary function at this stage is to 
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provide an effective and efficient 

treatment system for those persons 

who are in crisis.  Police officers must 

have the ability to contact competent 

professionals who can respond to the 

person’s treatment needs quickly.  As 

in the prevention stage, mental health 

providers can also provide valuable 

feedback on the process at the 

intervention stage. 

Training 

 

The key to training for intervention is 

the successful integration of 

knowledge between stakeholders.  

Mental health professionals need to 

understand the criminal justice process 

and what actions will likely be taken 

when law enforcement responds to a 

person experiencing a psychiatric 

crisis.  Law enforcement agents need 

to know what to anticipate when 

responding to a person in psychiatric 

crisis so they can differentiate between 

symptoms and lack of cooperation for 

other reasons with the deputy or 

officer.  

 

Crisis response training can be varied.  

Typical training will bring partners 

together to understand respective roles 

and responsibilities.  While the 

members of the crisis response team 

should receive the most extensive 

training, others should also receive 

training relative to their potential.  For 

example, under certain circumstances, 

tactical units (SWAT, HRU) may 

become involved in the situation.  

Tactical units should also be trained 

and informed in proper responses and 

use for force when confronted with a 

person with a mental illness in crisis. 

Not all situations will allow a 

person with a mental illness to be 

diverted prior to arrest.  Some persons 

will be incarcerated which requires 

consideration of a post-arrest 

response. 

Post-Arrest Response 

If intervention fails, then law 

enforcement agents may be required to 

make an arrest and transport the 

person with a mental illness to jail.  If 

this occurs, then an appropriate 

response to incarceration must be 

addressed.  The primary difference 

between the intervention phase and the 

response phase is that, in the 

intervention phase, law enforcement 

officers may be able to divert the 

person with a mental illness to 

treatment or social service providers 

without the need for arrest, whereas 

response occurs once the person with 

a mental illness is arrested and 

incarcerated.  The primary goals of 

response are to determine if the person 

should be diverted (after booking) to 

treatment or social service providers 

instead of being incarcerated, or how 

to best provide care and treatment for 

the person with a mental illness while 

he or she is incarcerated.  The 

response stage is necessarily the most 

comprehensive because it involves all 

components of the criminal justice 

system: responding officers; jails; 

court; and community corrections. 

Jail 

 

When a person with potential 

psychiatric issues arrives at jail, the 

most important issue to be addressed 

is the immediate and proper 

identification of any mental illness.  A 

vital component here is information 

availability and collection.  If the 

database discussed above is 

established, the information should be 

passed on to jail personnel so they can 

address the needs of the person with a 

mental illness.  If this information is 

not available, then the person should 

be carefully evaluated by a mental 

health professional. 

 

A procedure for computer links, phone 

calls, or faxes to mental health 

providers can be established to assist 

in identifying patients who are being 

treated in the community.  This 

information should include the 

criminal and mental health history of 

the person.  Screening forms for 

classification can also be used for both 

medical and mental health 

classification and placement in jail.  

There should be a provision, either on 

the screening form or through another 

method, where the arresting officer 

can also provide input on observed 

potential symptoms of a mental 

illness.  This information gathering 

should be streamlined and occur 

shortly after the person with a 

mental illness arrives at the jail so that 

appropriate treatment can be provided 

in a timely manner.   

 

If diversion of the person with a 

mental illness is not possible, then 

caseworkers (either from external 

service providers or within the 

criminal justice system) should 

prepare a continuity of care plan so the 

person receives proper treatment while 

incarcerated.  Two types of 

caseworkers may facilitate treatment 

and appropriate actions.  One type of 

caseworkers could handle 

misdemeanor and non-violent cases.   

 

The caseworker can seek alternatives 

that foster treatment rather than 

incarceration such as having the 

charges conditionally suspended, 

arranging referrals to outpatient 

treatment, or other methods of 

diversion.  More specialized 

caseworkers may be needed to deal 

with felony or chronic cases.  These 

caseworkers, whose primary goal is to 

see that the person gets proper 

treatment while in the system, may 

coordinate activities between the 

courts, jail, community corrections 

and mental health providers.   

 

If external to the system, both types of 

caseworkers should operate under 

written agreements that detail steps in 

the process, and the actions that each 

party is required to perform.  Included 

in the written agreement should be the 

requirement that caseworkers make 

contact with individuals in the jail 

within 48 hours of arrest.  

Caseworkers may also create a pre-

release planning package.  This 

document would provide information 

about the individual, voluntary or 

court-ordered follow-ups, completed 

documentation for benefits such as 

Medicaid, transition programs, 

transitional housing, and VA referrals.   

 

This package may also include 

sufficient medication to allow the 

person time to obtain continued 

medication or until benefits may be 

obtained.  Caseworkers might also 

help establish proper procedures to 

ensure that individuals with mental 

illnesses are released during hours 
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when they can make contact with 

mental health and other social service 

providers.  

Court 

Courts provide another important 

venue for diversion of individuals with 

mental illnesses from the criminal 

justice system.  Judges, like law 

enforcement executives, are in a 

unique position to marshal community 

treatment resources to accomplish pre 

and post-arrest diversion.  Timely 

transfer of detainees from jail to 

treatment can be accomplished with 

the cooperation of the prosecutor, 

defense attorney, law enforcement and 

department of corrections.  Courts can 

also utilize the expertise of probation 

specialists to co-ordinate appropriate 

community treatment.  The courts can 

also leverage quality services by 

restricting referrals to service 

providers that meet the court’s quality 

standards. 

 

The 11
th

 Judicial Circuit in Miami–

Dade County, Florida, where 20% to 

30% of the jail inmates have severe 

mental illnesses, remodeled its 

misdemeanor court system in the 

manner in which it deals with 

offenders with severe mental illnesses.  

The court was instrumental in 

establishing a local collaboration of 

law enforcement, public defenders, 

prosecutors, corrections officers, and 

mental health providers to develop a 

system of providing misdemeanor 

diversion program treatment for 

offenders with mental illnesses.  The 

program saved the county 2,000 jail 

night beds and $100,000 in the first 

year.   

Corrections 

In jurisdictions with adequate 

community corrections resources, 

probation (or parole) can be an 

effective means of preventing 

recidivism and ensuring that 

individuals comply with the terms of 

discharge plans.  Ideally, the 

individual is assigned to a specially 

trained probation (or parole) officer 

who is familiar with the mental illness 

treatment system. 

Promising Practices 

Best practices for post-arrest response 

include the Miami-Dade County, 

Florida Eleventh Judicial Circuit 

Mental Health Project led by Judge 

Steven Leifman.  This model includes 

pre-arrest diversion through a Crisis 

Intervention Team, post-arrest 

diversion (often within 48 hours), and 

standardized discharge summaries for 

prosecutors.  It also includes 

specialized probation officers, 

transitional housing, a quality of care 

agreement with local Assisted Living 

Facilities, computer links between 

mental health providers, law 

enforcement, the courts, and 

probation, and jail case managers. 

 

A model in Memphis, Tennessee 

works primarily with the Indigent 

Defense System (public defenders) 

and usually begins assistance after the 

person with a mental illness is in jail.  

The program was initiated because of 

the large number of persons with 

mental illnesses who could not be 

diverted, and yet had no one to assist 

them.  The average length of 

incarceration for these people was 

almost twice as long as for other 

prisoners.  This model works using the 

process of intervention litigation. 

 

If a person with a mental illness is 

appropriate for and agrees to 

hospitalization or treatment, the public 

defender can work with the victim and 

prosecutor to have the charges 

dropped.  Another option sought in 

this system is conditional release for 

the person with a mental illness.  In 

this case, the person can be released 

pending trial if he or she gives 

voluntary consent to aftercare.   

 

The agreement provides that if the 

person has no more problems and 

continues to receive appropriate 

treatment for one year, the charges can 

be dropped.  Both of these 

alternatives, where appropriate, are 

excellent solutions because they 

reduce jail time and court resources 

expended and provide for the public 

safety.  

Training 

Training at this stage should focus on 

the stakeholders who must be aware of 

their options.  Jail operators should be 

trained on the need to have proper 

evaluations of detainees, and they 

should be made aware of the benefit of 

diverting persons from jail where 

appropriate.  Judges, prosecutors and 

public defenders should be trained on 

diversion alternatives and how 

treatment can be an alternative.  

Corrections officials should have 

persons trained in mental illness 

treatment issues on staff so that 

persons with mental illnesses receive 

proper continuity of care while 

incarcerated.  Finally, probation and 

parole officers should be trained in the 

signs of mental illness and how to 

provide effective follow-up with 

probationers or parolees with mental 

illnesses.  This would also include 

working closely with mental health 

providers to ensure that the 

probationer or parolee receives proper 

and needed treatment. 

Conclusion 

There is little question that there is a 

crisis in the criminalization of people 

with severe mental illnesses.  This 

places a heavy burden on law 

enforcement – decreasing the safety of 

officers, increasing required resources, 

and increasing potential liability.   

 

At the same time, health care 

providers have definite obstacles to 

providing services to individuals with 

mental illnesses, such as the legal 

inability to provide services until it is 

often too late.  All stakeholders in 

providing mental health services 

should come together in partnerships 

that can address services for people 

with mental illnesses in a variety of 

aspects.  This could reduce the burden 

on any one entity, provide more 

effective support for individuals with 

mental illnesses and keep them out of 

the revolving door to incarceration. 
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