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With deinstitutionalization and the influx into the community of persons
with severe mental illness, the police have become frontline profession-
als who manage these persons when they are in crisis. This article exam-
ines and comments on the issues raised by this phenomenon as it affects
both the law enforcement and mental health systems. Two common-law
principles provide the rationale for the police to take responsibility for
persons with mental illness: their power and authority to protect the safe-
ty and welfare of the community, and their parens patriae obligations to
protect individuals with disabilities. The police often fulfill the role of
gatekeeper in deciding whether a person with mental illness who has
come to their attention should enter the mental health system or the
criminal justice system. Criminalization may result if this role is not per-
formed appropriately. The authors describe a variety of mobile crisis
teams composed of police, mental health professionals, or both. The need
for police officers to have training in recognizing mental illness and
knowing how to access mental health resources is emphasized. Collabo-
ration between the law enforcement and mental health systems is crucial,
and the very different areas of expertise of each should be recognized
and should not be confused. (Psychiatric Services 53:1266—1271, 2002)

Since the advent of deinstitution-
alization and the exodus of per-
sons with mental illness into the

community, law enforcement agencies
have played an increasingly important
role in the management of persons
who are experiencing psychiatric
crises. The police are very often the
first to be called to deal with persons
with mental health emergencies (1—4).

The purpose of this article is to re-
view the literature on the role of the
police in responding to persons with
severe mental illness in the communi-
ty who are experiencing crises and on
issues that often arise during the nec-
essary interactions between law en-
forcement and mental health profes-

sionals. On the basis of both the liter-
ature and our own experience, we of-
fer recommendations on how to opti-
mize the collaboration between the
law enforcement and mental health
systems to improve the care of per-
sons with severe mental illness who
are in crisis.

Background
The rationale for the police to inter-
vene in the lives of persons with men-
tal illness derives from two common-
law principles: the power and author-
ity of the police to protect the safety
and welfare of the community, and
the state s paternalistic or parens pa-
triae authority, which dictates protec-
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tion for citizens with disabilities who
cannot care for themselves, such as
those who are acutely mentally ill
(5,6). Often both principles are in-
volved when police are dealing with
persons with mental illness who pose
a threat of danger to the community
or to themselves.

Police officers have a legal obliga-
tion to respond to calls and to provide
services 24 hours a day, seven days a
week. With respect to persons with
mental illness, police in all states have
the power to transport persons for
psychiatric evaluation and treatment
when there is probable cause to think
that they are a danger to themselves
or to others because of their mental
condition.

The police are typically the first
and often the sole community re-
source called on to respond to urgent
situations involving persons with
mental illness. They are responsible
for either recognizing the need for
treatment for an individual with men-
tal illness and connecting the person
with the proper treatment resources
(7) or making the determination that
the individual's illegal activity is the
primary concern and that the person
should be arrested (8). This responsi-
bility thrusts them into the role of pri-
mary gatekeepers who determine
whether the mental health or the
criminal justice system can best meet
the needs of the individual with acute
psychiatric problems (9).

As a result, law enforcement offi-
cers may have assumed the role of
"street-corner psychiatrist" by de-
fault. It would appear that many offi-
cers have grown accustomed to this
role and consider it one of their duties
(7); however, other officers do so re-
luctantly, and some with resentment
(10). A major problem with having to
fulfill this role is that the police have

1266 PSYCHIATRIC SERVICES • http://psychservices.psychiatryonline.org • October 2002 Vol. 53 No. 10

© 2002 American Psychiatric Association; Psychiatric Services online: http://ps.psychiatry.org



little training in performing this kind
of triage (3,4,7,10—13). As we discuss,
this lack of training is one of the fac-
tors that has played an important part
in the criminalization of persons with
mental illness.

Police discretion
The police have a great deal of dis-
cretion in the exercise of their duties,
including determining what to do
when dealing with a person with
acute mental illness in the communi-
ty (4,14—16). In most cases, the police
use informal tactics, such as trying to
"calm" the person or taking the per-
son home. One study found that such
arrangements occurred in nearly
three-fourths of cases (1). Bittner
(11) referred to this practice in the
1960s as "psychiatric first aid." In sit-
uations that cannot be handled infor-
mally, the police may have to take
persons with mental illness to hospi-
tals or to jails.

In some cases, however, public pol-
icy limits the police officer's discre-
tionary ability. For instance, if the
person with mental illness is alleged
to have committed a major crime, the
disposition is clear—that person is
taken to jail because of the serious-
ness of the offense. In this situation, it
is hoped that mental health evalua-
tion and treatment will take place
while the person is in custody.

A number of factors have been pro-
posed to explain why, when minor of-
fenses are involved, a police officer
decides to arrest a person with mental
illness rather than take the individual
to a hospital. A person who seems to
be mentally ill to a mental health pro-
fessional may not seem so to police
officers—who, despite their practical
experience, have not had sufficient
training in dealing with this popula-
tion (7,17). In some cases mental ill-
ness may seem to the police to be al-
cohol or drug intoxication, especially
if at the time of arrest the person has
been determined to have been using
drugs or alcohol. Another factor is
that in the confusion that may accom-
pany an encounter with the police
and other citizens, in which the indi-
vidual may be forcibly subdued, signs
of mental illness may go unnoticed
(18). It has also been shown that the
occurrence of violence at the time of

arrest increases the chances that the
person with mental illness will be tak-
en to jail (19).

In addition, law enforcement offi-
cers may be more inclined to charge
persons with mental illness with a
misdemeanor and take them to jail if
they think that no appropriate alter-
natives are available (20), a practice
that has been referred to as mercy
booking. Despite the euphemism, the
authors regard this as a major cause of
criminalization. In jurisdictions that
have few psychiatric inpatient beds or
have limited community mental
health services, psychiatric treatment
may be more accessible in jail than in

the community. Moreover, with the
advent of strict civil commitment pro-
cedures, making use of the available
treatment resources may be difficult
with persons who do not want to re-
ceive treatment. Thus the relative
availability of services in jail may influ-
ence police officers' decision on
whether to arrest a person with mental
illness. Although mercy booking may
be viewed as unconstitutional, most
states do not have laws against detain-
ing in jail people with mental illness
who are obviously not criminals (9,21).

Even if the police consider a per-
son's urgent problem to stem largely
from mental illness, their choosing

the mental health option can be both
problematic and aggravating for
them. There may be long waiting pe-
riods for psychiatric emergency serv-
ices during which police officers can-
not attend to other duties. Mental
health professionals may question the
judgment of police officers and refuse
to admit the person, or they may
quickly release a person who just a
short time earlier was thought by the
police to constitute a clear menace to
the community (22,23).

On the other hand, the police are
well aware that if they refer a person
with mental illness to the criminal jus-
tice system, the individual will be
dealt with in a more predictable way.
He or she will be taken into custody,
will probably be seen by a mental
health professional attached to the
court or the jail, and will probably re-
ceive psychiatric evaluation and treat-
ment. Thus arrest is a response with
which the police are familiar, one over
which they have more control and one
that they think will lead to an appro-
priate disposition (24,25). Moreover,
when persons with mental illness who
are socially disruptive are excluded
from psychiatric facilities, the criminal
justice system becomes the system
that "can't say no" (26).

When the interaction between the
police and the person with mental ill-
ness is initiated by the police them-
selves, police officers have the great-
est amount of discretion. In such sit-
uations, there is considerable poten-
tial for the disposition to be influ-
enced by police officers' personal at-
titudes or beliefs. There may well be
no one—neither citizens nor the po-
lice officers' superiors—overseeing
whether a situation is handled in a
standardized fashion and in a way that
protects both society and the individ-
ual. In these instances, the officers act
freely and solve the problem in
whichever way they deem appropri-
ate, on the basis of their particular at-
titudes toward, perceptions of, and
assumptions about persons with men-
tal illness. The result is that some po-
lice officers are more prone to arrest
persons with mental illness, some
make a more vigorous attempt to
have these persons hospitalized, and a
few tend simply to release them with
no further disposition (4).
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Often, however, the interaction be-
tween the police and the person with
mental illness is initiated by citizens.
In such cases, the citizens' demands
also may come into play and limit the
discretion of the police (4). For ex-
ample, many retail stores have a pol-
icy that anyone caught shoplifting
should go to jail, and store managers
are instructed to make a citizen's ar-
rest and call the police without ex-
ception. In another kind of situation,
people who have just been assaulted
by a psychotic person frequently are
not inclined to be sympathetic to
their assailant, even when mental dis-
turbance is evident. The result may
be an angry citizen who insists on
having the person arrested and taken
to jail.

Coordination of police and
mental health professionals
Generally, the potential for violence
underlies the majority of psychiatric
emergencies (27—29). A growing body
of evidence suggests that a subgroup
of persons with serious mental illness
are significantly more dangerous than
persons in the general population—
particularly those who are psychotic,
do not take their medications, and are
substance abusers (30—35). This sub-
group poses a considerable challenge
both to mental health professionals
and to the police.

From the standpoint of the police,
it is clear that officers need and want
rapid on-site assistance from mental
health professionals when they are
called on to deal with difficult or com-
plex situations involving persons with
mental illness who are acutely psy-
chotic, behaving bizarrely, or exhibit-
ing violent behavior or persons who
have attempted suicide or made a sui-
cidal gesture (36). Similarly, mental
health professionals who are working
as members of psychiatric emergency
teams without police support may
feel ill equipped to handle such indi-
viduals in the field (37-39). Thus it
has become increasingly apparent in
recent years that when persons with
mental illness in the community are
in crisis, neither the police nor the
emergency mental health system
alone can serve them effectively and
that it is essential for the two systems
to work closely together (3).

Mobile crisis teams
Psychiatric emergencies have been
dealt with effectively in communities
in which close formal liaisons between
law enforcement and the mental
health system have been established
(3,40). These arrangements facilitate
the resolution of crises of persons with
mental illness in the field without the
need to resort to hospitalization or in-
carceration. When resolution is not
possible, the existence of these li-
aisons increases the number of per-
sons with mental illness who are re-
ferred to the mental health system
rather than jailed, thus reducing crim-
inalization. For those who need psy-

chiatric hospitalization, these ap-
proaches tend to increase the rate of
acceptance by hospitals (7,37,41).

Different strategies have been de-
veloped to provide a mobile team of
police, mental health professionals, or
both to respond to persons with men-
tal illness in the community who are in
crisis (42,43). Many jurisdictions use
sworn police officers who have special
mental health training to provide cri-
sis intervention services and to act as
liaisons to the mental health system
(44). This approach is often referred
to as the Memphis model. These per-
sons may actually deal with mental
health emergency situations on-site or

act as consultants to the officers at the
scene. This model places a heavy re-
liance on psychiatric emergency serv-
ices that have agreed to a no-refusal
policy for persons brought to them by
the police (43). This strategy mini-
mizes the participation of mental
health professionals in the field.

Another strategy that police de-
partments use is one in which mental
health consultants who are not police
officers are hired by the police de-
partment (42). These consultants pro-
vide on-site and telephone consulta-
tions to officers in the field. Another
widely accepted strategy uses psychi-
atric emergency teams of mental
health professionals who are part of
the local community mental health
service system but have developed a
special arrangement with the police
department to respond to special
needs at the site of an incident (42).

Another model that some jurisdic-
tions use deploys teams composed of
both specially trained sworn police of-
ficers and mental health professionals
employed by the local community
mental health department. These
teams have been shown to be effective
in resolving emergency situations in
the community involving persons with
mental illness and in diverting them to
the mental health system rather than
to the criminal justice system (37).

The major goals of these specialized
mobile crisis teams are to resolve the
crisis and to reduce criminalization.
Studies that have evaluated such
teams found that they had arrest rates
ranging from 2 to 13 percent (with an
average of less than 7 percent)
(37,41), in contrast to an arrest rate of
21 percent for contacts between non-
specialized police officers and persons
who were apparently mentally ill (45).
This finding lends credence to the
idea that a specialized response lowers
the incidence of inappropriate arrests.

Regardless of whether police offi-
cers act as part of a team with mem-
bers of the mental health system or
whether police officers or employees
of the police department deal on-site
with emergency situations on their
own, it is imperative that they obtain
all available information about past
police contacts with the individual
when mental illness was thought to be
present. Such information may in-
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clude certain aspects of the person's
actions during the previous police
contact, such as suicide attempts, vio-
lence, and how the previous contact
was resolved (38,46). In at least one
program (37), this information as well
as photographs of the individual are
added to the police database and
downloaded daily to laptop comput-
ers that are taken into the field by the
mobile crisis team. A photographic
record provides a clear view of what
the person looks like and how he or
she has changed from one police con-
tact to another.

When mobile crisis teams comprise
both sworn police officers and mental
health professionals employed by the
local community mental health de-
partment, it is possible for the com-
plete mental health history of the per-
son with mental illness—not only pre-
vious police contacts—to be made
available to the mental health profes-
sional on the team. This history can
be obtained from a centralized data-
base operated by the local depart-
ment of mental health. The informa-
tion might include past psychiatric
treatment, diagnoses, and the name
of the person’s case manager, if any.
Mental health professionals working
for the mental health department are
legally entitled to this information.
However, the importance of main-
taining the confidentiality of mental
health information cannot be overem-
phasized, and disclosure of this infor-
mation must be scrupulously con-
trolled, with the release of informa-
tion limited to a need-to-know basis.

This arrangement offers important
benefits. With access to information
from the mental health department,
the mental health professional on the
team has more knowledge about per-
sons with mental illness encountered
in the field and is thus in a better po-
sition to make an accurate evaluation.
Furthermore, if the team takes the
person to a hospital, the mental health
professional will have more relevant
information to give to clinicians at the
emergency department, which may
allow appropriate and effective treat-
ment to be initiated earlier.

A crucial part of developing and
maintaining specialized mobile re-
sponse teams is that a rigorous and
ongoing evaluation of the program

must be conducted. For instance, re-
sponse times—the time from the call
to the arrival of the team on the
scene—should be measured on a rou-
tine basis (44). If response times are
too long, police officers tend not to
call on the mobile teams. Surveys
should be conducted routinely among
randomly selected police officers on
their views of the usefulness and ef-
fectiveness of these teams. Such
monitoring can allow for the ongoing
correction of problems. Most impor-
tant, the less useful the teams seem to
the police officers in the field, the less
they will be used. The teams' arrest
rates, in addition to the mental health
alternatives they choose, need to be
evaluated regularly to be sure that ap-
propriate dispositions are being made
and that mental health facilities are
cooperating with these efforts.

Training of police
There is evidence that police training
generally is inadequate to prepare po-
lice officers to identify and deal with
persons with mental illness (7,10,47).
The police themselves think that they
lack adequate training to manage this
segment of the population (7). They
want to know how to recognize men-
tal illness, how to deal with psychotic
behavior, how to handle violence or
potential violence among these per-
sons, what to do when a person is
threatening suicide, and when to call
the specialized mobile crisis team.
They also want to know what commu-
nity resources are available and how
to gain access to them (48). This men-
tal health training is needed for all po-
lice officers, not just for those who are
part of the specialized mobile crisis
teams (47).

Training led by both law enforce-
ment and mental health profession-
als, with the active participation of
police trainees, is thought to be the
most effective teaching process (49).
At a minimum, training for the police
officers should include becoming fa-
miliar with the general classification
of mental disorders used by mental
health professionals; learning and
demonstrating skills in managing per-
sons with mental illness, including
crisis intervention; knowing how to
gain access to meaningful resources
less restrictive than hospitalization;

and learning the laws pertaining to
persons with mental illness, in partic-
ular the criteria specified for involun-
tary psychiatric evaluation and treat-
ment. In addition, considerable em-
phasis should be placed on deescalat-
ing situations that might lead to the
use of deadly force on persons with
mental illness (10). However, as Bo-
rum (10) has noted, training alone is
not sufficient without the establish-
ment of mobile crisis teams and
changes in police academies in mat-
ters such as the use of deadly force.

"Suicide by cop"
Probably no situation is more difficult
for law enforcement officers to cope
with than what has been called suicide
by cop, or police-assisted suicide
(50—53). In these situations, a suicidal
individual engages in life-threatening
behavior with a lethal weapon, or with
what appears to be a lethal weapon,
toward law enforcement officers or
civilians specifically to provoke offi-
cers to fire at the suicidal individual in
self-defense or to protect civilians.

In one of the most carefully con-
ducted studies on the subject (52), it
was found that suicide by cop ac-
counted for 11 percent of all officer-
involved shootings in a large metro-
politan law enforcement agency. Al-
though only 46 of 437 shootings dur-
ing a ten-year period were examined,
the criteria for inclusion were fairly
rigorous in terms of evidence of suici-
dal intent, evidence that the individ-
ual specifically wanted officers to
shoot him or her, evidence that the
individual possessed a lethal weapon
or what appeared to be a lethal
weapon, and evidence that the indi-
vidual intentionally escalated the en-
counter and provoked officers to
shoot in self-defense or to protect
civilians. Other studies have reported
higher percentages (16 to 46 percent)
of police shootings that may have
been suicide by cop; however, the in-
clusion criteria in those studies were
less rigorous (54,55).

Conclusions and
recommendations
On the basis of both the literature and
our experience, we think it crucial
that police and mental health depart-
ments collaborate closely, that mental
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health resources be more readily
available and more easily accessible,
that police departments participate in
specialized mobile crisis teams, and
that police officers receive better
training. With these principles in
mind, we offer the following conclu-
sions and recommendations.

Neither the mental health system
nor the law enforcement system can
manage mental health crises in the
community effectively without help
from the other (40). If the collabora-
tion between the two systems is to be
successful, police and mental health
professionals need to remember who
they are. It is important that police of-
ficers be aware that their primary role
remains that of law enforcement,
even though they may have special-
ized mental health training. For in-
stance, in one program in which po-
lice officers and mental health profes-
sionals work closely together in
teams, the police officers' primary
role is described clearly as providing
security that reduces the threat of
harm to persons with mental illness
and to others as well as providing
transportation to the most appropri-
ate treatment center.

Likewise, it is important that men-
tal health professionals who are mem-
bers of mobile crisis teams not view
themselves as or try to function as po-
lice officers. Mental health profes-
sionals may unwittingly identify with
the power and authority conferred by
society on the police officers with
whom they collaborate, but they too
need to remember who they are and
why they are there. They need to un-
derstand law enforcement and what it
entails while retaining and under-
standing that their primary role in
dealing with psychiatric emergencies
is assessment, crisis resolution, and
appropriate disposition.

Obviously, there will be some over-
lap of responsibilities of police officers
and mental health professionals, but
their primary roles should reflect their
specific areas of expertise. Each disci-
pline needs to use the skills of the oth-
er if crisis intervention in the field is to
work. Mental health professionals
need to feel safe, and police officers
need to rely on the clinical expertise of
mental health professionals.

To further promote collaboration

between community mental health
departments and police departments,
there should be regular and ongoing li-
aison meetings of representatives from
the two agencies. The number of per-
sons attending should be small, so that
issues and problems can be discussed
and resolved meaningfully and effi-
ciently. The persons attending should
have an understanding of the issues
and be of high enough rank in their de-
partments so that they have the power
to make and execute decisions.

Another important element in re-
solving crises involving persons with
mental illness in the community, as
well as in reducing their criminaliza-
tion, is the availability of adequate
mental health resources. These re-
sources include both outpatient and
inpatient treatment facilities and
therapeutic housing arrangements.
This would decrease the number of
persons who decompensate and come
to the attention of the police. Acute
inpatient beds are needed so that
there is an appropriate place other
than jail to take persons with acute
mental illness. Long-term beds are
needed for the minority of persons
with severe mental illness who, even
with active and competent treatment
and supportive housing, cannot cope
with living in the community (56,57).
This would mitigate the revolving-
door syndrome among many of these
persons, who quickly decompensate
after a brief acute hospitalization.

Resources also should be made
available for every jurisdiction to have
specialized mobile crisis teams. In
our view, these teams should include
mental health professionals. The ef-
fectiveness of these teams relies on
rigorous and continuous evaluation.

There is a need for better training
for all law enforcement officers on
mental illness, on how to best meet the
needs of persons with mental illness,
and on how to use mental health re-
sources. A key part of such training is
learning how to distinguish which per-
sons with mental illness who risk caus-
ing harm to themselves or to others
can be managed more appropriately
by the mental health system than the
criminal justice system.

Clearly, much can be done by both
the law enforcement system and the
mental health system to better serve

persons with mental illness. Further-
more, working with this population
can be made more gratifying to police
officers by giving them the ability to
feel a greater sense of professionalism
as they fulfill the responsibilities that
have been thrust on them in the era of
deinstitutionalization. At the same
time, collaboration with the police can
enable mental health professionals to
feel a greater sense of confidence and
competence in dealing with psychi-
atric emergencies in the field.

Across the United States, persons
with mental illness have been killed or
seriously injured during attempts to
manage their crises. These events
have outraged the community and
frustrated law enforcement and men-
tal health professionals, and rightly so.
If we are to reduce these tragic mis-
takes and ensure better safety for all,
we must develop an effective working
partnership between the law enforce-
ment and mental health systems. •
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