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5
RESPONDING 
TO CRISES
Health professionals — not police officers — should respond 
when people with mental health and developmental disabilities or 
with substance use disorders are in crisis. Yet officers increasingly 
respond to calls relating to people in crisis.1 Indeed, about 10 
percent of police encounters are with people experiencing mental 
health problems, and the percentage of encounters with people 
with substance use disorders is even higher.2 In 2016, one-quarter 
of all fatal police shootings “involved people with behavioral health 
or substance use conditions,” according to Mental Health America, 
a community-based nonprofit organization.3

Many factors contribute to crises relating to mental health and 
developmental disabilities and substance use disorders, such as 
inadequate social services and supports; high rates of poverty, 
income inequality, and housing insecurity; and an ongoing opioid 
epidemic.4 Yet, in recent years, federal, state, and local governments 
have cut spending on mental health and social services, rendering 
police officers the nation’s “first responders” not only to accident 
and attack but also to mental health and other crises.5
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Crises should be handled 
by professionals with 
expertise in mental health, 
developmental disability, and 
substance use disorders — 
not police officers.



This places a great burden on officers, who often respond repeatedly to the same people 
in crisis, and poses significant enforcement challenges. People in crisis may resist or fail 
to comply with orders or engage in behavior that officers may interpret as aggressive, 
threatening, or otherwise problematic.6 Inadequate police training and insufficient expertise 
in crisis response can escalate interactions and result in dangerous, and sometimes deadly, 
encounters. Indeed, officers who see themselves as warriors against chaos are more likely to 
escalate crises, while officers who see their roles as guardians of public safety are better able 
to respond to crises without escalating them or using force.7 

People with disabilities also experience crises. Under the Americans with Disabilities Act 
(ADA), a disability is a “physical or mental impairment that substantially limits one or more 
major life activities.”8 This includes substance addictions or a history of substance addiction.9

Police interactions with people with disabilities present a host of challenges if officers aren’t 
properly trained. People with disabilities may be unable to interpret or respond to commands 
or communicate effectively with officers. Training in communication, de-escalation, cultural 
competency, and implicit bias helps officers recognize and respond to people with disabilities. 
(For more detail, see Chapters 1 and 2.)

In all cases, society should aim for the least “police-involved” responses to crises. By 
providing adequate prevention, support, and referral services, communities and departments 
can divert people with mental health and developmental disabilities from the criminal justice 
system. Indeed, these crises should be handled by professionals with expertise in mental 
health, developmental disability, and substance use disorders — not police officers. Officers 
are not the answer to public health matters.

That said, all departments should work in tandem with mental health and other professionals 
to develop crisis responses and a network of services to direct people in crisis to appropriate 
health services. All officers should be trained to identify and respond appropriately to people 
with mental health or developmental disabilities and to people experiencing substance use 
disorder crises. 

This chapter considers community-based responses to crisis and the appropriate 
police-based responses to crisis within that structure. 
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5.1
Develop integrated 
community-based 
support services to 
prevent crises.

To limit their role in and respond more 
appropriately to crises, departments should 
work with and support communities, 
government officials, and service providers to:

RECOMMENDED
BEST PRACTICES



5.2
Develop integrated 
community-based 
services to respond 
to crises.

5.7
Carefully select 
crisis response 
program coordinators 
and officers.

5.3
Establish protocols 
for interactions with 
people with mental 
health or developmental 
disabilities or who are 
experiencing substance 
use disorder crises.

5.4
Train emergency 
call operators.

5.5
Train all officers in basic 
techniques to identify 
and manage crises.

5.8
Partner with local 
service providers 
to coordinate crisis 
responses.

5.6
Pair crisis response 
teams with 
mental health and 
developmental disability 
co-responders.

5.9
Adopt harm-reduction 
models for people 
with substance use 
disorders.

5.10
Track officer responses to 
crises and assess crisis 
response programs.



THE 
HISTORY 
OF POLICE 
CRISIS 
RESPONSES

In 1987, police officers arrived at a 
public housing project in Memphis, 
Tennessee, where Joseph DeWayne 
Robinson10 was cutting and stabbing 
himself with a butcher knife.11 Robinson, 
who had mental health problems, did not 
respond to police orders and allegedly 
charged the officers with a knife.
 
The officers shot and killed Robinson, 
which sparked community outrage. 
In response, elected and community 
leaders turned to the National Alliance on 
Mental Illness, community mental health 
professionals, police officers, and others 
to find a better way to respond to people 
with mental health or developmental 
disabilities.12 They developed an 
approach known as the Memphis Crisis 
Intervention Team (CIT) model, which has 
since been adopted by over 2,700 police 
departments nationwide.13
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• Dispatchers are trained to identify people 
in mental health or other crisis.

• Officers volunteer to serve as 
crisis intervention officers and 
receive specialized training in crisis    
intervention techniques. 

• CIT officers are spread across the city 
during all shifts.  

• CIT officers perform regular patrol 
duties but are immediately dispatched to 
scenes of mental health crises.

• CIT officers use de-escalation techniques 
and verbal tactics to defuse crises.

• CIT officers determine whether to 
transport people to hospitals or other 
service providers for further evaluation.

• Receiving facilities refer people to 
resources, such as community mental 
health services, social services, and 
veterans’ services.

Sources: Univ. of Memphis CIT Center, Memphis Model, 
http://www.cit.memphis.edu/overview.php?page=2; 
Randolph Dupont et al., Univ. of Memphis, Crisis Intervention 
Team Core Elements, 10,15 (2007), http://cit.memphis.edu/
pdf/CoreElements.pdf.

Elements of the  
Memphis Crisis Intervention 
Team (CIT) Model:



Crisis response training programs 
vary by department but share several key 
elements, including: partnerships with 
mental health and other service providers; 
coordination between dispatch and police 
officers; referrals to and coordination with 
mental health providers; and continuous 
evaluation of outcomes.
 
Specialized CIT officers receive training 
beyond the basic crisis intervention training 
that all officers receive, which usually 
involves 40 hours of training over five 
days14 on topics including implicit bias, 
cultural awareness and responsiveness, 
empathy, procedural justice, effective 
social interactions, tactical skills, verbal 
intervention and de-escalation, and 
negotiation. These skills apply not only to 
mental health crises but also to interactions 
with people with developmental disabilities, 
substance use disorders, and other issues 
that require a police response, such as 
homelessness, intimate partner violence, 
human trafficking, and child abuse.

Evaluations conclude that CIT programs 
are effective in: “developing positive 
perceptions and increased confidence 
among police officers; providing very 
efficient crisis response times; increasing 
jail diversion among those with a mental 
illness; improving the likelihood of 
treatment continuity with community-
based providers; and impacting psychiatric 
symptomatology for those suffering from 
a serious mental illness, as well as 
substance [use] disorders[,]” while 
reducing officer injury rates.15

Studies also show that CIT programs 
reduce the use of force in encounters 
with people in mental health crises.16 
In addition, officers report feeling more 
comfortable interacting with people with 
mental health disabilities, and mental health 
service providers report more positive 
views of police.17

  
The Final Report of the President’s 
Task Force on 21st Century Policing 
(the President’s Task Force Report) 
underscores the need for police crisis 
intervention training and calls on the 
federal government to fund it.18 Legislation 
that would do so was introduced in the U.S. 
House of Representatives in 2017 but has 
not yet been passed into law.19

  
While this type of legislation aims to 
improve police responses to crises, 
community-based support services can 
help prevent crises — and are ultimately 
more appropriate than police-based 
responses. Communities, departments, and 
elected officials should therefore prioritize 
strengthening social services so people in 
crisis can get the care and treatment they 
need and to reduce reliance on officers. 
This approach will channel people in crisis 
into the appropriate system (i.e., the public 
health system) and allow officers to focus 
on law enforcement matters, such as 
investigating serious crime.
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BEST PRACTICES IN 
RESPONDING TO CRISES

Police departments should work with community stakeholders, social service providers, mental health 
and developmental disabilities professionals, and others to develop holistic, nonpunitive responses 
to people in crisis. With their participation, collaboration, and input, departments can coordinate 
responses with community-based social service networks.

The scope and depth of community involvement in the crisis response process is regularly cited as a 
significant predictor of its success.20 A strong commitment to addressing these challenges can reduce 
the use of force, increase community and officer safety, and improve outcomes for people in mental 
health and other crises.

Communities, police departments, service providers, and local and state governments should work 
together to provide a comprehensive continuum of crisis prevention and response services to people 
with mental health disabilities.21 These services should be designed “to stabilize individuals in 
psychological distress and engage them in the most appropriate course of treatment.”22 Both service 
types (those focusing on prevention and treatment) offer alternatives to police-based responses and 
lessen involvement with the criminal justice system.

Ideally, communities should have adequate community-based services that people can access to 
prevent crises. To limit their role in and respond more accurately to crises, departments should work 
with and support communities, government officials, and service providers to:
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COMMUNITIES 
SHOULD HAVE 
ADEQUATE 
COMMUNITY-
BASED 
SERVICES 
THAT PEOPLE 
CAN ACCESS 
TO PREVENT 
CRISES. 



RECOMMENDATION 5.1 
DEVELOP INTEGRATED 
COMMUNITY-BASED 
SUPPORT SERVICES TO 
PREVENT CRISES.

When supporting people with mental health 
or developmental disabilities, government 
officials and department leaders should be 
mindful of their obligations under Olmstead 
v. L.C., which requires states to provide 
integrated community-based services for 
people with disabilities so they have the option 
to live in the community.23 In other words, 
they should not fix one problem (inadequate 
services) if it creates or exacerbates another 
(services and supports, such as involuntary 
institutions, that segregate people with mental 
health and developmental disabilities from the 
larger community).
 
Community-based services provide 
individualized treatment in the community so 
people don’t have to go to facilities to access 
care. The assertive community treatment (ACT) 
model, for example, sends teams of clinicians, 
psychiatrists, social workers, and employment 
and housing specialists to people to provide 
various support services.24 Employment 
specialists help people search and apply for 
jobs, access training and transportation, and 
succeed on the job.25 Case managers identify 
needs, coordinate services, and help people 
manage logistics, such as transportation to 
appointments for services.26 And “peers” — 
people who draw on their own experiences 
with mental health crises who are certified to 
support others in crisis27 — are also involved.

Department leaders should support 
community members and service providers 
to identify needed services. A stronger, more 
comprehensive network of community-based 
services will help people with mental health 
and developmental disabilities manage their 
health issues so that they do not result in crisis 
— or bring them in contact with police officers 
and the criminal justice system at large.
 
Communities are best situated to know 
what services they need. Departments also 
have valuable insights based on the calls 
they receive and respond to. For this reason, 
departments should work with communities 
to advocate for increased and improved 
community-based services to address the 
needs identified. Funding for community-
based support programs is available from the 
U.S. Centers for Medicare & Medicaid Services 
and other federal agencies, state and local 
governments, and philanthropic foundations.28

RECOMMENDATION 5.2
DEVELOP INTEGRATED 
COMMUNITY-BASED 
SERVICES TO RESPOND 
TO CRISES. 

Department leaders should support 
community members, government officials, 
and service providers in working together to 
create a range of services to support people 
in crisis.29 There are a variety of community-
based crisis response services, including:30
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Crisis hotlines. These hotlines help people 
cope with crises and access medical 
and community support services.31 They 
provide immediate, around-the-clock 
support and should be toll-free and staffed 
by licensed clinical professionals.32

 
Walk-in centers. These centers offer 
community-based psychiatric and 
counseling services, reducing arrest as a 
response to crisis. They should be open 
24 hours a day, seven days a week, and 
staffed by licensed clinical professionals.33

  
Mobile crisis teams. MCTs provide 
services and treatment to de-escalate 
crises for people at home or in community 
settings.34 They are staffed by mental 
health professionals, community health 
workers, and peers,35 who are able to 
empathize with and gain the trust of people 
in crisis. They are also cost-effective; one 
study compared the effectiveness and 
efficiency of an MCT program to regular 
police intervention and found, on average, a 
23 percent lower cost per case.36

Peer crisis support services. 

Community-based services should 
include peers who have lived experiences 
with crisis. In Tennessee, certified peer 
specialists work on MCTs, and Maine staffs 
central crisis lines at designated mental 
health centers with peers as well as 
mental health professionals.37 Other states 
operate “warm lines” staffed by peers 
who respond to situations that threaten to 
become emergencies.38

  
Crisis stabilization units. These in-patient 
facilities provide direct care to de-escalate 
crises, stabilize people, and reduce 
reliance on hospitals.39 The Tennessee 
Department of Mental Health & Substance 
Abuse Services operates seven such units 
across the state, in addition to walk-in 
sites and detoxification units.40
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RECOMMENDATION 5.3
ESTABLISH PROTOCOLS 
FOR INTERACTIONS 
WITH PEOPLE WITH 
MENTAL HEALTH OR 
DEVELOPMENTAL 
DISABILITIES OR WHO 
ARE EXPERIENCING 
SUBSTANCE USE 
DISORDER CRISES.  

Crisis response plans should include policies 
that address interactions with people in 
crises.41 Ideally, they should provide specific 
examples and necessary skills for handling 
encounters without force or arrest.42 
Community members, especially those with 
mental health and developmental disabilities, 
should participate in the development of 
these policies and procedures and in the 
development and delivery of training.43

Departments should provide specialized 
training that addresses sensitivity, 
awareness, and effective communication. 
Officers should have the skills to interact with 

people with disabilities so that encounters do 
not escalate or result in the use or misuse of 
force. People with developmental disabilities, 
for example, may not make eye contact or 
communicate verbally, and they may make 
sudden movements. Officers who mistake 
this behavior for noncompliance might 
escalate the encounter.44 And unexpected 
or sudden actions by people with disabilities 
could be misconstrued as suspicious activity.
 
The ADA requires police officers to be able 
to communicate effectively with people with 
disabilities.45 American Sign Language (ASL) 
is the primary language for people who are 
Deaf and hard of hearing, but it may also 
be the preferred and most effective way to 
communicate with people who are nonverbal. 
By working with disability experts and people 
with developmental disabilities, departments 
can create protocols for interactions with 
people with disabilities. This should involve 
hiring people who speak ASL who can serve 
as interpreters. Officers should never serve as 
interpreters for people who are Deaf or hard of 
hearing during questioning or interrogations.
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RECOMMENDATION 5.4 
TRAIN EMERGENCY CALL OPERATORS.

Training should cover how to identify when people are in crisis so that officers are prepared to use crisis 
response tactics upon arrival. In departments with CITs, operators should be trained to dispatch CIT 
officers46 and should prepare officers to use crisis response tactics. Call operators should have a script 
with specific questions so they can get needed information, including whether callers have weapons and 
whether they have mental health or developmental disabilities or substance use disorders.

RECOMMENDATION 5.5 
TRAIN ALL OFFICERS IN BASIC TECHNIQUES TO IDENTIFY 
AND MANAGE CRISES. 

All officers (even those in departments that have CITs) should receive basic crisis response training, 
including sensitivity training to recognize people with disabilities and understand their unique needs.47 
Basic crisis response training should be 40 hours, and departments should require additional (and 
continual) in-service training. The Houston Police Department, for example, requires all officers to take 
eight-hour refresher courses every two years after they have received 40 hours of basic training.48

In 2015, a Chicago police officer shot and killed Quintonio LeGrier and his neighbor, 
Bettie Jones, when responding to a call about a domestic disturbance. The officers 
who arrived on the scene did not know that LeGrier was experiencing a mental 
health crisis and therefore did not use crisis response techniques. 

Jones answered the door as LeGrier was coming down the stairs with a baseball 
bat; officers shot both of them. LeGrier had called the police three times to complain 
about being threatened before his father called 911 to report a domestic disturbance 
with his son. The dispatcher did not identify any of the calls as a crisis, hung up on 
LeGrier the first time he called, and did not dispatch CIT officers to the scene.

Source: Jeremy Gorner & Annie Sweeney, Quintonio LeGrier Called 911 Three times Before a Chicago Cop Shot 
Him, Chi. Tribune (Jan. 26, 2016), https://www.chicagotribune.com/news/local/breaking/ct-met-quintonio-legrier-
police-shooting-trial-20180621-story.html.

The Importance of 
Training Emergency Call Operators:
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RECOMMENDATION 5.6 
PAIR CRISIS RESPONSE TEAMS WITH MENTAL HEALTH AND 
DEVELOPMENTAL DISABILITY CO-RESPONDERS.

Under the Memphis CIT (crisis intervention team) model, officers volunteer to receive advanced 
training and are available for rapid response to mental health crises.51 They lead de-escalation efforts 
at the scene and assess the need to connect people with mental health services.52 The Chicago Police 
Department, for example, offers two 40-hour advanced trainings to help officers safely and effectively 
respond to youth and veterans in crisis.53

While these officers are better equipped to respond to people in crisis, they do not have the advanced 
skills and expertise that mental health professionals and/or community-based service providers do. 
Thus, CIT officers should be dispatched with qualified professionals from community-based services to 
respond to and manage crisis situations.54 These “co-responders” can be located within departments 
or be called to crises.55

By involving professionals, departments can avoid defaulting to arrest and jail, even when people have 
apparently violated the law (so long as they pose no immediate threat to public safety).56 Often, people 
who are acting erratically or causing a public disturbance but not committing an act of violence are 
placed under custodial arrest and/or issued a summons. If the summons turns into a warrant for failure 
to appear or pay fines, they can end up in jail for a minor initial offense and become ensnared in the 
criminal justice system.

As noted above, training should be mandatory, and it should cover topics including implicit bias, 
cultural awareness and responsiveness, empathy, procedural justice, effective social interactions, 
tactical skills, verbal intervention and de-escalation, and negotiation.49 These skills strengthen officers’ 
ability to recognize when people are in crisis, defuse crises, and refer people to needed services. The 
President’s Task Force Report recommends that state Peace Officer and Standards Training boards 
(which set training requirements for law enforcement in regions across the country) include CIT 
training in basic recruit and in-service training requirements.50
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RECOMMENDATION 5.7 
CAREFULLY SELECT CRISIS RESPONSE PROGRAM 
COORDINATORS AND OFFICERS.

When creating crisis response programs, department leaders should carefully select officers to serve 
as program coordinators and responders from a pool of volunteers.57 Not all officers are well suited 
for this specialized task. Leaders should select those who are skilled at interacting with people and 
who are committed to and genuinely interested in helping people in crisis.58 Being a crisis response 
program coordinator or officer can be a source of esteem if it is promoted as such.

RECOMMENDATION 5.8 
PARTNER WITH LOCAL SERVICE PROVIDERS TO 
COORDINATE CRISIS RESPONSES.

Central to proper crisis responses is the ability to connect people with the community-based services 
that can help address and treat the underlying circumstances and conditions that lead to crisis. 
Departments should create a network of mental health and social service providers to work with in 
order to help connect people to services and to help develop departmental crisis response policies and 
training.59 This includes hiring experts in mental health and developmental disabilities and substance 
use disorders, and especially people who have lived experiences, to coordinate crisis responses.60



RECOMMENDATION 5.9 
ADOPT HARM-REDUCTION MODELS FOR PEOPLE WITH 
SUBSTANCE USE DISORDERS.

Police officers frequently interact with people with substance use disorders (whether alcohol or drugs) 
and often express frustration with the “revolving door” that some individuals (many of whom also have 
mental health problems) find themselves in. Indeed, some people are “arrested, detained, and released 
— only to be arrested again.”61 To reduce their involvement with the criminal justice system, these 
individuals need social supports and mental health services — not involvement with the police.62

For this reason, departments are turning to deflection programs and other models of harm-reduction 
policing. Deflection programs refer people to treatment (when possible) instead of arresting them. In 
2018, the Tucson Police Department in Arizona partnered with a local service provider to create a 
program that gives people with substance use disorders the option to enter treatment.63 The program 
trains officers to explain what treatment involves (because not everyone opts for it). Officers then call 
service providers and either drive people to providers or wait until they are picked up.
 
In other programs, officers become “partners” in treatment; in the Tucson program, officers’ 
involvement is over when the call ends. As a result, this program moves people with substance use 
disorders into the public health system, allowing officers to spend more time addressing serious crime 
and protecting and preserving public safety. 



As the rate of opioid addiction climbs, 
officers are increasingly responding to drug 
overdoses. In 2016, the U.S. Department of 
Justice issued a memorandum recognizing 
the power of naloxone (popularly known as 
Narcan) to reverse overdoses and save lives. 
The memorandum encourages departments 
to administer naloxone64 and offers guidance 
to departments seeking to create naloxone 
programs. Nearly 2,500 law enforcement 
agencies are known to carry naloxone.65 
Departments should implement these types 
of programs according to guidelines put forth 
by the White House Office of National Drug 
Control Policy to ensure safe implementation 
and administration.66

RECOMMENDATION 5.10 
TRACK OFFICER 
RESPONSES TO CRISES 
AND ASSESS CRISIS 
RESPONSE PROGRAMS.

To assess the incidence of crises and 
the efficacy of crisis response practices, 
departments should track data,67 including the 
number of encounters with people in crisis 
and the nature of the encounter (e.g., mental 
health crisis, suicide attempt, drug overdose, 
disability, etc.). Departments should also track 
officers’ responses and the outcomes of their 
responses, which supports internal analysis 
and promotes transparency. These data help 
all involved — officers, clinicians, and service 
providers — create and refine a systemwide 
approach to mental health crises.

Department leaders and officers should 
use data and draw on the experiences of 
community members with mental health 
problems who have interacted with police 
to assess the efficacy of crisis response 
programs, and they should work with 
community members and service providers 
to do so. As the President’s Task Force 
Report recommends, community members 
should hold officers accountable and work 
with them to continually improve and adapt 
programs to changing needs and problems.68

  
Departments should also conduct post-
training assessments of officers who 
respond to crises, as well as the outcomes 
of those responses, to ensure that programs 
are effective and that training addresses 
community challenges (e.g., an opioid crisis). 
To identify shortcomings and improve 
trainings, assessments should be done 
in partnership with community members, 
and especially with people from affected 
communities, and with mental health and 
other professional service providers.69
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