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ABSTRACT 

POLICE DECISION-MAKING IN ENCOUNTERS WITH PERSONS WITH MENTAL 
HEALTH CONDITIONS: CONTENT ANALYSIS OF OFFICERS’ NARRATIVE CIT 
REPORTS 

Megan Stoltz, Ph.D. 

George Mason University, 2021 

Dissertation Director: Dr. Sue-Ming Yang 

 

Police maintain a lot of discretion in their interactions with persons with mental 

health conditions (MHC), and the decisions police officers make during those encounters 

can influence the way the subject reacts, the outcome of the encounter, and to what extent 

that individual becomes involved in the criminal justice system or community-based 

treatment. As decision-making is an internal cognitive process, it cannot be easily 

observed or measured. Yet, understanding officers’ decisions is crucial to understanding 

and guiding their behavior. This analysis examined information contained in police 

officers’ own reports to determine what factors were most salient to an officer’s decisions 

during such interactions. With cooperation from a police agency in southwestern 

Virginia, officers’ written narratives describing these encounters were analyzed to 

identify what factors officers deemed noteworthy and explanations for any decisions 

made.  

Qualitative content analysis of CIT reports revealed themes across officers’ 

interactions with individuals with MHCs. The first step to any encounter was problem 

diagnosis. In some cases, MHCs were readily disclosed, but in other cases, officers 
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observed the emotional, behavioral, and cognitive symptoms of the subject they were 

interacting with to assess the status of their mental health. Officers also assessed the 

situation, the contextual events leading up to the current encounter, and any evidence 

corroborating or contradicting the subject’s account of events. Once the possibility of an 

MHC had been deemed likely, the officer next made an assessment of dangerousness. In 

this sample, danger to oneself was more prevalent than danger to others, but indications 

of either provide the legal basis for police intervention. This assessment of dangerousness 

carries the most weight in determining the outcome of an encounter, as the presence of 

danger to oneself or others limits the outcome to Emergency Custody Order (ECO) or 

voluntary admission. The subject’s willingness to seek treatment was influential in the 

final stage of decision-making; in this sample, 32% of subjects agreed to voluntarily 

admit themselves to the hospital for further assessment, and formal police apprehension 

was not necessary. Fifty-five percent resulted in an ECO, while 11% were released with 

no further action taken when danger was deemed unlikely. Comparative analyses across 

officer and call characteristics were also conducted on the basis of these results. 

The findings from this study have implications for timely policy changes and 

evidence-based practice. Understanding officers’ thought processes during their 

interactions with persons with MHCs could lead to better training and more effective and 

efficient decision-making. It may also influence police response and resource allocation 

to better ensure the most appropriate outcome is provided to individuals experiencing a 

mental health crisis. 
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CHAPTER ONE: INTRODUCTION 

Numerous accounts of police interactions with individuals with mental health 

conditions (MHCs) appear in the media everyday – many with unfortunate outcomes. In 

one instance, a man ran naked through the streets, and his family called the police to 

intervene. Though not violent or dangerous, the man’s behavior was erratic, illegal, and 

violated social norms of appropriate conduct. Police apprehended the man, put a hood 

over his head, and knelt on his body until he lost consciousness. He died in the hospital a 

few days later (Hill & Thompson, 2021). In a separate situation, police responded to 

reports of a homeless man acting erratically, yelling, and waving a baseball bat. The 

situation quickly escalated, and officers shot the man, severely wounding him (Becker, 

2020). Elsewhere, a mother called police and requested an officer with Crisis Intervention 

Team (CIT) training to assist her distraught son with autism. The boy fled, and a short 

foot pursuit escalated to officers shooting the boy ten times (Aaron, 2020). In yet another 

instance, another mother called police to aid her emotionally distraught child, and police 

sprayed the young girl in the face with pepper spray (Hajela & Whitehurst, 2021). More 

recently, police fought an elderly woman with dementia to the ground after she stole 

goods amounting to less than $20 in value (Hassan & Harlan, 2021). Yet, in another 

example, when a man in a mental health crisis implored officers to kill him, officers 

instead turned down their lights and encouraged the man to explain how he was feeling 

(Gehrke, 2021). These cases demonstrate the need to improve police interactions with 

individuals suffering from MHCs. Not all police interactions involving individuals with 

MHCs have to end tragically, as the latter example illustrates. Understanding police 
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officers’ thoughts and perspectives that guide their decisions in such situations can help 

influence their behavior. 

About 25% of people killed by the police suffer from MHCs (Srikanth, 2021; Tate 

et al., 2021). Persons with MHCs are over-represented in the criminal justice system, 

with the prevalence of mental disorders three to four times higher in jails and prisons than 

among the general population (Ditton, 1999). Largely a result of deinstitutionalization 

(Steadman et al., 1984) and legal and practical constraints on the availability of 

psychiatric and mental health treatment services, people with serious mental illnesses 

who end up in the justice system often have had difficulty finding adequate treatment for 

their symptoms, and criminal justice intervention becomes the last resort (Council of 

State Governments, 2002). Additionally, subjects1 that show signs of an MHC are more 

likely to be arrested (Teplin, 1984; Wells & Schafer, 2006) and are more likely to be 

killed by the police (Treatment Advocacy Center, 2005) than are subjects who show no 

apparent signs of an MHC. 

To help officers respond to persons with MHCs more effectively, a better 

understanding of officers’ thought processes is required. Many encounters between police 

officers and persons with MHCs are not for true crimes but instead are for issues of 

 
1  A number of terms are used interchangeably throughout this manuscript. The study focuses on police 

interactions with individuals in mental health crises – as opposed to individuals with mental disorders 
that are being treated and are well-managed. Nonetheless, the broader term, “persons with MHCs” will 
be used going forward. This is not a clinical diagnosis and is typically based on officers’ perceptions of 
what constitutes an MHC, which may be socially constructed and/or based on training. Similarly, this 
manuscript will often refer to these individuals in crisis as “subjects.” Individuals with MHCs can be 
suspects, victims, witnesses, or other stakeholders (Bolton, 2000; Cordner, 2006). This manuscript does 
not make such distinctions, but it is important for the reader to keep in mind. Conversely, police officers 
responding to incidents related to MHCs are referred to as “officers,” although they, too, are subjects of 
the analysis that follows. 
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disorder and peacekeeping (Wood et al., 2017), allowing room for the officer to exercise 

discretion. The decisions an officer makes during any encounter with an individual in 

crisis influence how the individual reacts (with cooperation or violent resistance, for 

example), the disposition regarding that individual (arrest, hospitalization, or release), as 

well as whether the individual gains access to treatment or not (Watson & Angell, 2007; 

Watson et al., 2010).  

In many police encounters with community members (not only those involving 

MHCs), officers exercise discretion in their own actions and in the outcomes of the 

interactions that follow (Lamb et al., 2002; Dempsey, 2017). Once the key decision-

making factors that officers are already using are better identified and understood, they 

can be incorporated into relevant training instruction. Improved training may foster more 

effective problem diagnosis, communication, de-escalation, and reasoning, ultimately 

making a police officer’s job more effective and beneficial for public safety. 

This project sought to answer three research questions, accordingly: RQ1) what 

factors are most salient to officers in determining the presence of an MHC?; RQ2) once 

an officer has determined a mental disorder is likely, what factors are most salient to an 

officer in determining how to control the situation?; and RQ3) once an officer has 

determined an MHC is likely, what factors are most salient to the interaction’s ultimate 

disposition (arrest, hospitalization, or release)? Investigating the answers to these 

questions provides a better understanding of officer decision-making in order to guide 

more effective, fair, and appropriate interactions between law enforcement officers and 

individuals with MHCs.  
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Following this introduction, this manuscript summarizes a review of the literature 

on police officer discretion, generally, and during encounters with individuals with 

MHCs, specifically. It then describes content analysis of officers’ CIT reports used in the 

current study to explore police decision-making. The results of the content analysis are 

presented along with the associations that emerged between the concepts identified and 

coded. Finally, the implications of these results on policy and practice are considered, 

with suggestions for future research. 
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CHAPTER TWO: LITERATURE REVIEW 

Decision-making during encounters with persons with MHCs is a specific type of 

officer decision-making, and much that is true of officer decision-making in general also 

applies to encounters with persons with MHCs. Thus, this literature review begins with 

an introduction to officer discretion. It then draws upon existing research on officer 

discretion specific to interactions with persons with MHCs, explaining what might make 

encounters involving a mental health crisis different from other situations the police 

encounter.  

Understanding the decisions that police officers make requires an understanding 

of certain internal cognitive information that cannot be easily defined, obtained, or 

measured (Loomis & Loomis, 2017). In any situation, human beings are limited to the 

heuristic information most readily available to them (March & Simon, 1958; Kahneman, 

2011). In the course of their jobs, police often need to make decisions quickly, and those 

decisions could have consequences to human life. Kahneman (2011) suggests that 

decisions that must be made quickly, especially in high-risk situations, are even more 

dependent on heuristics than are other types of decisions without time constraints or the 

potential for violence. Relying on heuristics is a reasonable and efficient cognitive 

response, but an overreliance on heuristics can also make one vulnerable to biases, 

unconscious error, and poor judgment (Mears et al., 2017). 

Other situations may allow time to analyze and reflect. In these cases, police 

officers can perform a more careful, deliberate review of the available information 

(Willis & Toronjo, forthcoming). Applicable to either type of situation, Worden and 
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Brandl (1990) offer a more analytical explanation of decision-making, proposing two 

types of decision-making approaches. In the compensatory decision-making approach, a 

wide variety of factors are involved, and the influence of any given factor can outweigh 

or may be offset by the influence of another factor. In contrast, in the noncompensatory 

approach, certain factors are deemed non-negotiable and always carry high influence. 

More practically the decision-making process can be thought of as a cognitive continuum 

(Hammond, 1996), with analytical cognition on one end of the spectrum, and intuitive 

cognition on the other end. The most appropriate balance between analysis and intuition 

depends on the situation. Most decisions fall somewhere in between (Bonner, 2018). 

2.1 Police Discretion 

Patrol officers must balance a number of competing goals in the course of 

performing their duties. Among these goals, they must prevent crime, control violence 

and disorder, diagnose and solve problems, assess danger, avoid injury to themselves, 

avoid offense to community members, and meet departmental expectations (Bayley & 

Bittner, 1984; Mastrofski, 1996). Often the best choice to achieve any one of these goals 

is counterproductive to another of these goals, and so officers must prioritize which goal 

is most important in any given situation and react accordingly, balancing costs against 

benefits (Bayley & Bittner, 1984; Thacher, 2001; Willis & Toronjo, 2019). In their 

interactions with community members, officers must assert authority to gain control, but 

how they do that most effectively depends on context and circumstances (Bayley & 

Bittner, 1984), and community members also have to accept the officer’s authority for the 

interaction to go smoothly (Bonner, 2018). At the same time, officers must always be 
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watchful and alert but must also appear to be calm and relaxed so as not to heighten 

tension further (Bayley & Bittner, 1984).  

In this way, officer decision-making can be viewed through focal concerns. 

Initially developed with the subculture of youth gang members in mind, Miller (1958) 

theorized six underlying themes around which subcultural norms and values of gang life 

centered (trouble, toughness, smartness, excitement, fate, and autonomy) but also 

acknowledged that those themes were intertwined with one another. Steffensmeier and 

colleagues (1998) borrowed this model of interconnected focal concerns and applied it to 

judicial decision-making, asserting that judges’ sentencing decisions are based on the 

focal concerns of blameworthiness, community protection, and practical constraints, 

interconnected as depicted in Figure 1. Next, Spohn and colleagues (2013) used the same 

focal concerns of blameworthiness, community protection, and practical constraints to 

examine police decision-making during investigations of sexual assault. Similarly, Ishoy 

and Dabney (2018) asserted that the factors police officers use in their decisions to 

enforce legal action against someone or not can be categorized in much the same way – 

through blameworthiness, community protection, and practical constraints.  
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Figure 1: Focal Concerns 

 
 
 
 

The American criminal justice system includes a number of principles that 

emphasize each of these focal concerns. Community protection is authorized through two 

principles of legal philosophy that give police authority over individuals in the 

community. The first is that of parens patriae, which is the paternalistic philosophy that 

law enforcement officers have a duty to stop people from endangering themselves. The 

second is public safety, which is the more generally-accepted notion that police have a 

responsibility to prevent people from endangering others (Lamb et al., 2002; Lurigio et 

al., 2008; Pinto, 2004; Teplin & Pruett, 1992). There are also a number of protections for 

persons with MHCs built into the American legal system, stemming from the concepts of 

actus reus and mens rea, that take blameworthiness into account. That is, legal 

responsibility for having committed a crime has two components – unlawful behavior 

(actus reus) and awareness of its wrongfulness (mens rea) – and a suspect cannot be 
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found guilty unless both components are demonstrated (Miller, 1985; Borum & Fulero, 

1999; Lymburner & Roesch, 1999). These concerns occur within the practical constraints 

of legal restrictions, department policies, organizational resources, and community 

concerns. Indeed, officers walk a fine line balancing the needs of society with the rights 

and liberties of the individual, and between their duty to act and exceeding their authority 

(Akins et al., 2016; Engel & Silver, 2001; Green, 1997). The need to balance all of these 

considerations at once explains the complexity of police discretion and demonstrates that 

discretion is a central characteristic of police work.  

In another model of officer decision-making, Bayley and Bittner (1984; see also 

Bayley, 1986) suggested that there are generally three stages to an officer’s interaction 

with a community member that inform discretionary decisions: contact, processing, and 

exit. Each stage includes opportunities for tactical decisions that shape the following 

stage. Similarly, Holmes et al. (1998) also offered a three-stage model of introduction, 

reflection, and last resort. In either model, the first step is for the officer to arrive on 

scene, establish control, and gather information. The second step is to make sense of the 

situation based on the information collected. The third step is to take action to resolve the 

situation, bringing the interaction to a close. Each of these stages requires different types 

of decisions based on different inputs, and each of the three interrelated focal concerns 

may pose greater or lesser emphasis in each stage.  

Further elaborating on officers’ decision-making frameworks, Stalans and Finn 

(1995) suggested that officers use different schemas in the course of their decision-

making processes, in the form of procedural frames and content knowledge. Procedural 



 

10 
 

frames pertain to rules about behavioral response. Procedural frames include factors such 

as evidentiary standards, degree of injury, age of the involved parties, use of force, and 

victim preference. Content knowledge, in contrast, is stored knowledge based on prior 

learning experiences. This may include factors such as subject demeanor, victim 

demeanor, empathy, level of risk, concerns of public perceptions, and efficiency (Bonner, 

2015; Stalans & Finn, 1995). Officers draw from both content knowledge and procedural 

frames to make decisions about their interactions with community members. In this way, 

they must balance the most effective response for any given situation against the socially-

desired response, conditioned through the agency’s policies and the community’s 

expectations.  

Additionally, in a seminal piece of research on office discretion, Sherman (1980) 

identified five levels of classification of factors relevant to police decisions: officer 

(individual) characteristics, situational characteristics, organizational characteristics, 

community characteristics, and legal characteristics. The influence of these levels of 

classification was measured against four types of situations: detection, arrest, service, and 

use of force. Rikcheim and Chermak (1993) re-examined these categories as new 

research emerged more than a decade after Sherman created these classifications. Among 

these categories, research generally indicates that situational factors are the most 

influential to police decision-making. 

Much of the research on officer discretion has been conducted on criminal events. 

However, enforcement-type incidents are only part of an officer’s job. Police officers are 

often called upon for non-criminal disturbances, disputes, and requests for service, and it 



 

11 
 

has been suggested that there is even more discretion involved in these types of calls than 

in enforcement-related calls because there is less clarity in the rules (Bayley & Bittner, 

1984; Black, 1971; Rikcheim & Chermak, 1993; Wilson, 1968). 

2.2 Interactions with Persons with Mental Health Conditions 

While decades of research on police discretion exists, generally, there is very little 

pertaining specifically to officer discretion during their interactions with persons with 

MHCs. Stigmas and stereotypes associated with mental illness pervade society, and these 

biases can influence police officers just as they do anyone else. For example, in a study of 

the impact of mental illness on individuals’ lives, 13% of participants interviewed felt 

that their MHC had led to negative discrimination from the police (Hansson et al., 2013). 

Another study similarly reported 16% of individuals with MHCs felt discriminated 

against by the police (Corker et al., 2013). 

However, police are in a unique position in that they encounter persons with 

MHCs more frequently than typical community members do, although the frequency 

varies by jurisdiction and by officer rank or assignment within jurisdictions. Overall, it is 

generally estimated that about 10% of police contacts involve a person with an MHC. 

While a now-dated study by Deane and colleagues (1999) is heavily cited as the origin of 

this statistic, more recent research indicates similar statistics, ranging from 5% (Brink et 

al., 2011) to 20% (Godfredson et al., 2011). Data analysis in Ontario, Canada estimated 

that the interactions of persons with MHCs and the police are three times as frequent as 

those between the police and persons without apparent MHCs, and persons with MHCs 

are more likely to be involved in violent incidents (Hoch et al., 2009). Data from London 
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similarly estimate that persons with MHCs have three to five times as many contacts with 

police than do persons without such MHCs and are more likely to be involved in violent 

events (Heslop et al., 2013). Gill and colleagues (2018) reported that about half of 

officers surveyed in a west-coast suburban agency in the United States encountered 

persons with MHCs daily. A survey by Yang and colleagues (2018a) showed that more 

than 80% of officers reported encountering a person with an MHC at least weekly in a 

rural county in southwest Virginia.  

Mental-health-related calls for service often take longer than other types of calls, 

and so these encounters consume an even larger proportion of police time. Research 

indicates that police calls involving MHCs take longer, on average, than calls related to 

domestic issues, property crimes, violent crimes, disorderly incidents, and drug or alcohol 

incidents (Yang et al., 2018a; Lum et al., 2020). Calls for service related to mental health 

expend 87% more resources than do interactions without the influence of a mental 

disorder (Charette et al., 2014). 

Offering explanation as to how call involving MHCs differ from other types of 

police calls for service, there have, historically, been two contrasting hypotheses. First, 

the criminalization hypothesis proposed by Abramson (1972) suggested that officers 

interpret mental illness as a criminogenic factor. After the deinstitutionalization 

movement of the 1960s, many individuals were released from mental health institutions 

into the community, only to end up institutionalized again within the criminal justice 

system. Abramson argued that society has a limit for what sort of deviance or disordered 

behavior it will tolerate, and that the pattern of trans-institutionalization that had emerged 
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was a form of social control. Abramson asserted that police officers and community 

members, alike, were looking for pretextual reasons to arrest disorderly individuals, 

thereby criminalizing MHCs in doing so. According to this hypothesis, persons with 

apparent MHCs are policed more heavily and harshly and may be arrested for minor 

infractions that stem from their disorders in an attempt to control their seemingly erratic 

behavior (Engel & Silver, 2001; Johnson, 2011; Morabito, 2007).  

Van Maanen (1978) suggested a more nuanced contrasting explanation in the 

second hypothesis. Van Maanen posited that police officers use a two-step cognitive 

process when interacting with persons with MHCs. In this process, the officer first 

assesses to what extent the person with an MHC is aware of the inappropriateness of their 

behavior. Second, the officer assesses to what extent the person with an MHC has control 

over their behavior. When the officer believes the person to be aware of and in control of 

their inappropriate behavior, the officer treats the individual more harshly. However, 

when the officer assesses the person to be either unaware of their behavior or unable to 

control it, the officer treats the person with an MHC more leniently (Johnson, 2011).  

Empirical research now available tends to support Van Maanen’s hypothesis over 

Abramson’s; officers interpret and react differently to hostility depending on who is 

displaying the resistant behavior and why (Bonner, 2015; Engel & Silver, 2001; Novak & 

Engel, 2005; Johnson, 2011; Gill et al., 2018; Kaur, 2016). This reflects the focal concern 

of a subject’s blameworthiness in police decision-making. However, this approach 

requires that officers first recognize the presence of an MHC. This led to the first research 
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question: what factors are most salient to officers in determining the presence of an 

MHC? 

2.2.1 Response to Resistance 

In cases of resistant subjects, it may be difficult for an officer to determine 

whether a subject’s resistance is deliberate, or if the subject’s resistance is related to a 

mental or behavioral disorder (Cordner, 2006; Kesic et al., 2013; Morabito & Socia, 

2015; Rossler & Terrill, 2017; Ruiz & Miller, 2004; Schulenberg, 2016; Teplin, 2000). 

Similarly, other subjects might resist because they are confused or scared (Boscarato et 

al., 2014; Krameddine & Silverstone, 2015; Rossler & Terrill, 2017). Some conditions 

make it difficult for a subject to communicate clearly with an officer or to control their 

own behavior, and if an officer does not recognize this difficulty as an impairment, the 

officer may misinterpret the subject’s behavior as intentional disobedience, increasing the 

likelihood of use of force (Police Executive Research Forum [PERF], 2012).  

Officers surveyed by Gill and colleagues (2018) shared that most situations with 

persons with MHCs that escalated to force did so out of fear or confusion from the 

subject. Officers also expressed that they often did not have sufficient information when 

responding to mental-health-related calls. While officers frequently received basic 

information about an individual’s prior contacts with law enforcement, they were not 

equipped with specific information about what sorts of triggers might provoke the 

individual. Officers who had used force in these circumstances expressed, in hindsight, 

that de-escalation before use of force would have been more effective if the officer had 

had more information about the subject’s particular condition. When an officer is able to 
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recognize the reason for the subject’s resistance or reaction, the officer is better equipped 

to de-escalate the situation with lower levels of force (Terrill et al., 2008). 

Use of force in any case is relatively rare (Gill et al., 2018; Terrill et al., 2008). 

Although evidence is mixed as to whether or not officers generally use more force against 

persons with MHCs than those without MHCs (Rossler & Terrill, 2017), there is some 

research that indicates more use of force is associated with persons with MHCs. Kesic 

and colleagues (2013) found that police were more likely to use weapons, or to threaten 

to use weapons against persons with MHCs, after controlling for other factors. Other 

research shows similar results with higher rates of use of force against persons with 

MHCs than against persons without apparent MHCs (Lawton, 2007; Morabito et al., 

2017; Rossler & Terrill, 2017; Treatment Advocacy Center, 2005; Yang et al., 2018a). 

Further, Morabito and colleagues (2017) found that use of force was most common 

amongst subjects with multiple (comorbid) issues and least common among subjects 

without any apparent disorders.  

In some cases, officers influenced by stereotypes and stigmas may expect persons 

with MHCs to behave more dangerously, priming the officer to expect violence (Finn & 

Stalans, 1997). Officers might hold stereotypes that persons with MHCs are violent, 

especially if those officers have encountered a violent person with an MHC in their past 

experience. If so, this belief may color officers’ assessments of situations involving 

persons with MHCs (Fry et al., 2002; Kesic et al, 2013; Pinfold et al., 2003; Ruiz & 

Miller, 2004). Almost half (43%) of the officers Ruiz and Miller (2004) surveyed 

believed that persons with MHCs were generally dangerous, with slightly more than half 
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(56%) disagreeing with that statement. Whether or not an officer expects to use force 

could lead to a sort of self-fulfilling prophecy. Officers that expect a mental health call to 

require force might go to the event primed to use force (consciously or subconsciously), 

which weakens their patience, procedural justice, and willingness to try other de-

escalation tactics. This may further antagonize the subject, thereby leading to more 

resistance (Watson & Angell, 2007; Ruiz & Miller, 2004). 

The relationship between MHCs and use of force is likely not a direct one. Rather, 

a subset of symptoms of certain MHCs can increase hostility, which leads to resistance 

and is associated with more use of force (Johnson, 2011; Link et al., 1992; Swanson et 

al., 1997). While most persons with MHCs are no more resistant or hostile than other 

members of the general population (Kesic et al., 2013; Mulvey, 1994; Pilgrim & Rogers, 

2003), there are some exceptions (Johnson, 2011; McCluskey et al., 1999; Novak & 

Engel, 2005; Swanson et al., 1990). These exceptions include individuals experiencing 

psychotic symptoms, especially if they are not taking appropriate medications (Cordner, 

2006; Krakowski & Czobor, 2004; Link et al., 1992; Swanson et al., 1996; Swanson et 

al., 1997; Swartz et al., 1998; Tardiff, 1986; Watson & Angell, 2007), and persons with 

MHCs using alcohol or illegal drugs (Arseneault et al., 2000; Swanson et al., 1999; 

Swanson et al., 1997; Swartz et al., 1998; Taylor et al., 1998; Watson & Angell, 2007). 

It may be that when people are impaired or in an irrational state of mind, it is 

harder to reason with them, and so a greater degree of force is needed, but officers only 

resort to that option if they deem it necessary (Kaminski et al., 2004). Or, perhaps 

interactions with persons with MHCs are more likely to result in use of force because 
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officers do not know what to do when traditional techniques are not effective (Rossler & 

Terrill, 2017). Mulvey and White (2014) explained that while officers may be more 

accepting of minor affronts from persons with MHCs, there is still a threshold to what an 

officer is willing to tolerate, even from persons with MHCs, and so officers will escalate 

their own behavior when a person with an MHC has surpassed that threshold. Still, other 

research indicates no relationship at all between a subject’s MHC and officer use of force 

(Gill et al., 2018; Johnson, 2011; Kaminski et al., 2004; Terrill, 2005; Terrill & 

Mastrofski, 2002; Mulvey & White, 2014).  

Johnson (2011) found that officers were less likely to use force against persons 

with MHCs but that when officers did use force, the force used against persons with 

MHCs was more severe. While officers were generally less likely to use physical force if 

they perceived a person to have an MHC, persons with MHCs were more likely to be 

resistant or hostile than those without an MHC, sometimes justifying the need for more 

severe force. Thus, at the same time, persons with MHCs were less likely to have force 

used against them, in general, but were also more likely to have serious force used 

against them. This further supports Van Maanen’s (1978) hypothesis of leniency for 

persons with MHCs when it is possible but generated a second research question for 

further exploration: once an officer has determined a mental disorder is likely, what 

factors are most salient to an officer in determining how to control the situation? 

2.2.2 Disposition 

Separate from use of force (but sometimes related) is the decision to arrest and 

file charges against a subject or not. The rate of arrest among persons with symptoms of 
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an MHC is higher than that of those with no symptoms (Charette et al., 2014; Hoch et al., 

2009; Teplin, 2000). Subjects are more likely to be arrested if they have a known 

criminal history (Green, 1997), and persons with MHCs tend to have more frequent 

contact with the police. At the same time, most officers recognize that helping persons 

with MHCs find treatment services and resources rather than arresting them may 

ultimately help prevent future crimes (Morabito, 2018). Among subjects who are 

arrested, there seems to be a relationship between MHCs and subject resistance, and it is 

likely that this relationship is what leads to the arrest (Mulvey & White, 2014). Similar to 

the case with use of force, Novak and Engel (2005) concluded that the subject’s level of 

hostility moderates the relationship between MHCs and arrest. That is, presence of an 

MHC does not, by itself, increase the likelihood of arrest. However, the influence of an 

MHC might increase the subject’s hostility, which is associated with higher likelihood of 

arrest (see also Engel & Silver, 2001). 

Informal disposition through release is usually preferred over arrest, if it resolves 

the issue at hand (Teplin, 2000). For example, in Teplin’s (1984) observational study 

examining police officers’ interactions with persons with MHCs, 72% of interactions 

were resolved informally, while 16% resulted in arrest, and 12% resulted in 

hospitalization. Informal resolutions might include calming the subject with no further 

action (sometimes called psychiatric first aid), contacting a caretaker and releasing the 

subject to them, and proactive preventive checks on people with known disorders. 

Informal resolution is more common for minor violations, or when no legal offense has 

actually been committed. It is also more common for homeless subjects (Green, 1997). 
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Less discussed, sometimes officers might transport problematic individuals outside of 

their jurisdiction, moving the subject and their issues elsewhere. Once transported 

somewhere else, these individuals are separated from their support networks and any 

treatment programs they may have existing connections with, making them vulnerable to 

again becoming subjects or victims in the new location (King & Dunn, 2004). 

Transportation to a hospital is another possible disposition of police interactions 

with persons with MHCs (Gill et al., 2018; Yang et al., 2018a).2 Yet, even if an officer 

recognizes the need for mental health services, appropriate services may be unavailable. 

Police can transport a person with an MHC to a psychiatric center, but the hospital does 

not have to admit them unless the danger is imminent. Moreover, some hospitals even 

refuse to admit potentially-dangerous individuals – even though potential danger is the 

very reason police seek psychiatric hospital services (Browning et al. 2011; Teplin, 

1984). 

Admitting someone to a hospital is often a long, cumbersome process that takes 

officers away from other duties (Stewart, 2009; Browning et al., 2011; Teplin, 2000). 

Transporting a subject to the emergency room typically takes longer than either arrest or 

informal disposition (Green, 1997), and this use of time often does not reflect positively 

 
2  Similar to most states, Virginia offers two types of mental health detention involving hospitalization: 

Emergency Custody Order (ECO) and Temporary Detention Order (TDO) (Yang et al., 2018a). An ECO 
lets the police detain a subject at a hospital or other healthcare setting for a mental health evaluation. It 
can last up to eight hours, and an officer must stay with the individual during this time (Deeds, SB 260, 
2014). If the evaluation indicates that further detention is warranted, a TDO may follow. A TDO allows 
for involuntary commitment to a hospital, but only until the person has been stabilized and no longer than 
72 hours (National Alliance on Mental Illness, 2016). Neither of these options ensures continued care 
(Yang et al., 2018a). In order for a person to be committed involuntarily, there needs to be probable 
cause that the person is a danger to themselves or others or is unable to care for themselves (Dempsey, 
2017; Green, 1997; O’Connor v. Donaldson, 1975).   
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in an officer’s performance metrics (Teplin, 2000). The hospital may be a long drive 

away (especially in rural communities), or have a long wait time (Dempsey, 2017). 

Officers surveyed in Australia indicated that while mental health apprehension was the 

most frequent outcome of their encounters with persons with MHCs, gaining support and 

cooperation from mental health services was also their biggest challenge (Godfredson et 

al., 2011). A Canadian study identified similar struggles; officers identified their three 

biggest challenges in mental health encounters as 1) recognizing the presence of an 

MHC, 2) gaining cooperation from community mental health resources, and 3) the 

culture of the department including factors such as efficiency and performance metrics 

(Schulenberg, 2016).  

It may be easier (Lurigio et al., 2008) and more efficient to arrest the subject, 

especially if they might gain access to some sort of mental health evaluation along the 

pipeline within the criminal justice system (Borum et al., 1998; Lamb et al., 2002; Pinto, 

2004). Many times, arrest may be used as a last resort when the subject’s behavior is 

problematic enough to require intervention, but the person does not meet criteria for 

hospital admission (Bittner, 1967; Green, 1997; Lurigio et al., 2008; Teplin, 1984). This 

has been termed a “mercy booking” when police arrest a person with an MHC simply 

because there are not enough mental health services available to serve that person’s needs 

(Engel & Silver, 2001; Lamb & Weinberger, 1998; Pinto, 2004). 

Arrest may also be more efficient than hospitalization, and efficiency has become 

an increasing concern as police departments are expected to do more and more with less 

(Council of State Governments, 2002). Pinto (2004) explains, “as a general rule, the more 
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procedural steps required to initiate a psychiatric hospitalization, the less likely an 

emergency apprehension would be employed by the police” (p. 24). As a result of these 

obstacles, arrest often becomes the default option in dealing with persons with MHCs 

since it is simpler and more practical than seeking mental health services (Browning et 

al., 2011; Hails & Borum, 2003; Lamb et al., 2002; Wells & Schafer, 2006).  

Some officers explained in Green’s (1997) study that they often base their 

dispositional decisions on what they believe to be the subject’s intent. That is, if the 

subject is not intentionally breaking the law or harming society and complies when asked 

to stop the problematic behavior, the officers see no need for arrest or formal charges. 

Likewise, an officer might also be hesitant to paternalistically take someone into custody 

even for hospitalization if the subject is not harming anyone (Bittner, 1967), reserving 

arrest for only the most blameworthy. This is especially true when officers have 

developed a relationship with a repeat subject who is a person with an MHC. Such cases 

of repeat subjects known to the police are more likely to be dismissed or handled 

informally, particularly when the officer believes the subject had no intent of causing 

trouble (Green, 1997). This, again, reinforces the focal concern of blameworthiness and 

supports Van Maanen’s (1978) hypothesis of assessing behavioral intent and control.  

This literature review indicates that a variety of factors influence police decision-

making outcomes. This led to third research question: once an officer has determined an 

MHC is likely, what factors are most salient to the interaction’s ultimate disposition? 
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2.2.3 The Effects of Training 

A number of interventions have been developed to better prepare the police to 

deal with persons with MHCs including CIT training, Comprehensive Advanced 

Response, mental health service providers as co-responders, and Mobile Crisis Teams 

(MCT). CIT training is the most commonly used approach (Stewart, 2009) (although co-

responder models have recently gained popularity, as well). Typically offered as a 40-

hour course, CIT uses a select group of specially trained officers to respond to calls 

dealing with MHCs. The goals of CIT training are to enhance officers’ knowledge of 

mental health conditions and reduce use of force through de-escalation, thereby 

improving interactions between police and persons with MHCs; decrease criminalization 

by diverting persons with MHCs away from the criminal justice system; and provide 

mental health treatment and follow-up care to reduce recidivism (Browning et al., 2011).  

Comprehensive Advanced Response is similar to CIT training, but instead of 

using a select group of officers, training in dealing with persons with MHCs is required 

of all officers and is included as part of basic training. Other departments employ mental 

health professionals to co-respond to mental health calls directly with police. MCTs 

similarly leverage mental health professionals but as secondary responders, after police 

officers have secured the scene (Council of State Governments, 2002; Addy, 2004). 

These response models demonstrate that police departments recognize a need for their 

officers to be prepared to interact with persons with MHCs. Accordingly, officers’ 

knowledge of de-escalation and other services may influence their use of force and other 

characteristics of their interactions.  
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While CIT training and other related training has become increasingly common in 

police departments across the United States (Reuland, 2004), many officers still report 

that they do not feel adequately trained to handle mental health crises (Watson & Angell, 

2007). Hails and Borum (2003) surveyed 84 police departments about the training they 

provided for interactions with persons with MHCs, and results varied widely. New 

recruits received anywhere from zero to 41 hours of such training in the academy, and the 

effects of MHCs were often combined with the effects of intoxication and other types of 

impairment. In-service follow-up training was even more limited, with one-third of 

agency respondents providing no refresher training on the topic at all. Only about one-

third had a specialized response team (including specially trained officers or a mental 

health professional on staff for co-response). Wells and Schafer (2006) surveyed 

individual officers about their training experiences, and about half of respondents 

reported that they were unsure what to do in a mental health crisis, while 80% agreed that 

their department’s training should be improved. Ruiz and Miller (2004) similarly reported 

that only about half of officers surveyed felt qualified to handle a mental health crisis, 

and about half also reported that their department did not provide any guidelines for 

doing so. 

Further, while CIT started as a voluntary training initiative, similar training is now 

becoming mandatory in many departments (Reuland, 2004; Stewart, 2009), and this 

creates new challenges. Some researchers hypothesize that the training’s voluntary nature 

initially attracted the most receptive officers and is largely responsible for any positive 

results the training yields (Compton et al., 2017; Hails & Borum, 2003). Dempsey (2017) 
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explained, “It is not the officer who would volunteer for the course who I wish to change, 

for they would most likely handle the crisis call correctly anyway. Rather, it is the officer 

who initially did not see the value in the training who I want to convince and win over, 

for in the end they will become the greatest advocate for change” (p. 326).  

Specialized training such as CIT training is meant to make officers more 

knowledgeable and more aware of the symptoms of MHCs so that they are better 

prepared to react. Research generally suggests that specialized training can improve 

officers’ knowledge and perceptions of persons with MHCs (Krameddine et al., 2013; 

Ellis, 2014; Compton et al., 2006; Compton et al., 2014; Strauss et al., 2005; Wells & 

Schafer, 2006) and may reduce officers’ beliefs in stigmas associated with individuals 

with MHCs (Hansson & Markstrӧm, 2014). Specially trained officers are less likely to 

use force against resistant subjects who exhibit characteristics possibly indicative of 

MHCs (Morabito et al., 2012; Gill et al., 2018; Krameddine et al., 2013). Officers trained 

in CIT or similar curricula generally perceive lower levels of threat or danger from 

persons with MHCs than do officers without such training (Bolton, 2000), and they are 

better equipped with relevant knowledge (Hails & Borum, 2003) and de-escalation 

strategies (Morabito et al., 2017). Relatedly, officers with more education tend to be more 

receptive to training, and so officer education may also be indirectly related to use of 

force. Similar effects are seen amongst officers with more exposure to persons with 

MHCs (Bolton, 2000). However, Kaur (2016) found mixed results on the effects of 

training, and Terrill and Mastrofski’s (2002) findings failed to show any association 

between an officer’s training and use of force. 
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Research by Watson and colleagues (2010) also indicated that CIT-trained 

officers are more likely to use diversion to mental health services – typically via hospital 

transport – as a dispositional outcome over arrest or release. An officer’s familiarity with 

MHCs makes this effect even stronger. However, subject resistance moderates the effects 

of officer CIT training. That is, when subject resistance is high enough, arrest is still most 

likely, no matter if the officer has had CIT training or not (Watson et al., 2010).  

An officer’s personal experience and the resources available to them might affect 

the impact of training. While CIT training is generally associated with higher use of 

hospital transportation, this effect is slightly weaker if the officer has a low opinion of the 

mental health services available. Similarly, a high opinion of available mental health 

services combined with CIT training makes an informal release less likely (Watson et al., 

2010). Officers with less experience are more likely to arrest persons with MHCs, 

whereas officers with more experience are more likely to take no action, possibly having 

become jaded after prior experience with ineffective dispositions (Green, 1997). 

Nonetheless, a suicide threat or attempt almost always makes hospitalization more likely, 

as does corroborating information (Bittner, 1967). 

Most research on the effectiveness of CIT training is based on voluntary training. 

The effectiveness of mandatory training is still unknown, but understanding and 

incorporating the factors most salient to officers’ decision-making may be even more 

important to inspiring change now than in the past. Further, much of this training has not 

been significantly updated in more than 25 years since it was created (Srikanth, 2021). 

Thus, more research is needed to better determine what works and what does not work.  
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The most appropriate response might depend on the resources available in any 

given jurisdiction. Steadman and colleagues (2000) compared the dispositional outcome 

of persons with MHCs across three jurisdictions, each with a different type of specialized 

response model. They compared the Crisis Intervention Team in Memphis, Tennessee, 

with the mobile mental health crisis unit in Knoxville, Tennessee, and the Community 

Service Officer Program in Birmingham, Alabama. On-scene resolution was the most 

common disposition in Birmingham, where mental health professionals co-responded 

with police officers to calls for service related to MHCs. Knoxville used cooperative 

agreements between the police department and mental health service providers. Similarly, 

transportation to a treatment facility was the most common disposition in Knoxville, 

followed closely by treatment referral. Transportation to a treatment facility was the most 

common disposition by a large majority in Memphis, but this jurisdiction was unique in 

that the police department had access to a designated drop-off triage center with a no-

refusal policy (see also Borum et al., 1998). Jurisdictions without the resources for such a 

triage center would be forced to leverage other options, illustrating the focal concern of 

practical constraints.  

2.3 Methods of Study 

Much of the existing research on police decision-making is quantitative and 

focused on discrete outcomes, but this approach may be too simplistic (Bayley, 1986). 

Bonner (2018) explained, “Each piece of information available to an officer, or 

combination of pieces of information, may lead to choices within the encounter that 

shape the ultimate resolution. Put another way, officers often make a series of interim 
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decisions before deciding on a final disposition” (p. 91). Bonner continued, “If outcomes 

are determined by choices made at earlier decision points, then encounters should be 

studied as an interaction, not as a static event with a single decision point” (p. 95). Thus, 

a more nuanced, qualitative approach to officer decision-making is required to understand 

and improve the cognitive processes employed. 

Some research has relied on hypothetical vignettes as a quantitative approach to 

studying the decision-making process (Finn & Bettis, 2006; Finn & Stalens, 1997). Yet, 

the decisions made in a laboratory setting are not subject to the same pressures and 

constraints as decisions made in the field. Moreover, quantitative models are helpful for 

studying stimulus-response relationships but provide little insight into the process 

through which cues are translated into choices (Bonner, 2015; Worden & Brandl, 1990).  

Using a qualitative process-tracing approach in the field, Mastrofski and Parks 

(1990) observed interactions between police officers and community members and then, 

after the interaction concluded, asked the officer to explain their thought process. They 

studied officers’ search processes for information, the information officers used, and the 

order in which that information was used to make inferences about decisions. Schafer and 

Mastrofski (2005) used a similar approach. However, neither of these studies were 

specific to interactions with persons with MHCs.  

Schulenberg (2016) attempted to fill this gap by using a mixed-methods approach 

to examine both decision-making processes and outcomes through systematic social 

observation. The quantitative components of Schulenberg’s study suggested 

criminalization of minor offenses among persons with MHCs, but the qualitative 
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components of the study indicated that officers felt restrained and frustrated at often 

having no other options. This highlights the complexity of decision-making and the need 

to further study decision-making through a wide variety of methodological approaches. 

Additionally, researchers were present during the interactions observed in both Mastrofki 

and Parks’ (1990) and Schulenberg’s (2016) studies, and so it is possible officers may 

have been susceptible to reactivity bias. Additional research that is unobtrusive is needed 

to shed further insight into the decision-making process. 

Realizing this, Bonner (2018) conducted a study of police decision-making 

through content analysis of observers’ narrative descriptions of police encounters with 

community members. Bonner (2018) explained that content analysis is underused in this 

context but provides essential information and insight into the factors officers deem most 

important. However, Bonner studied all types of dispute encounters, and the project was 

not limited to officers’ encounters with persons with MHCs. Additional research is 

needed on how officers make decisions during their interactions with persons with MHCs 

(Kaur, 2016). Thus, the current study sought to apply a similar approach, using 

conceptual content analysis of officers’ narratives to the more specific context of police 

officer decision-making during their encounters with persons with MHCs. 
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CHAPTER THREE: METHOD 

The analysis presented here aimed to improve existing understanding of the 

factors that are key to officers’ decision-making during their interactions with persons 

with MHCs. To achieve this, police officers’ CIT reports – including their written 

narratives – were coded to identify what factors officers deemed most critical to their 

decision-making processes based on the information they included and its frequency. 

This type of narrative content analysis is unobtrusive. Officers must already write 

narrative CIT reports as part of their normal job duties, and analyzing these reports 

required no additional effort or cooperation from practitioners. The particular details 

officers chose to include in their narrative reports without having been prompted indicate 

what factors officers deemed most salient and provide insight into how and why officers 

make the decisions they do.  

This approach of narrative content analysis offers advantages over other 

techniques such as surveys or observation. Surveys, vignettes, and simulations are not 

subject to the same time constraints, or the realistic emotional pressures of fear or anxiety 

that could be present for decisions made while on the job. Such methods do not measure 

the quick, almost instinctive thinking3 that officers may employ in the moment while 

under pressure. Moreover, the controlled nature of vignettes and simulations cannot 

provide enough variation to be generalizable to the real world. While lab-based methods 

 
3 See also Kahneman, (2011) and Mears et al. (2017) for further discussion of quick decision-making. 
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certainly provide valid and valuable information, there is no substitute for real-world 

field study. 

As an alternative to lab-based approaches, systematic social observations are 

usually conducted by trained researchers observing events in the field in real time, but a 

weakness to this approach is that events are filtered through the observers’ 

interpretations, even with the best intentions of objectivity (Yang et al., 2018b). With this 

weakness in mind, officers’ self-reported perspectives are arguably more important to 

understanding their own decision-making than are the perspectives of external observers. 

Observers might miss a lot that the officer notices, not having had the same training as 

the officer. Countering these concerns, the current examination of officers’ self-reported 

accounts of events as they unfolded in an uncontrolled setting provides helpful insights 

into officers’ decisions during encounters with persons with MHCs. 

This qualitative research followed the paradigm of pragmatism (Maxwell, 1996; 

Mihas, 2019a) – also called “reality-oriented inquiry” (Patton, 2002). Qualitative research 

seeks to understand meanings, contexts, and processes (rather than just outcomes, which 

is often the focus of quantitative research) (Maxwell, 1996; Mihas, 2019a). A pragmatic 

paradigm, however, recognizes that quantitative empirical measures often complement 

constructivist inquiries to understand processes, and sometimes qualitative and 

quantitative approaches cannot be easily separated (Morgan, 2014; Kaushik & Walsh, 

2019). In this view, the purpose of one’s research question and its intended results are 

more important than adherence to any particular methodology. On a spectrum of 
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positivism to constructivism, pragmatism falls somewhere in between the two (Kaushik 

& Walsh, 2019). 

This study relied primarily on narrative analysis, with officers’ own documented 

experiences serving as the data source. Similar to a diary of events, a narrative is a 

structured perceptual experience written with a particular audience in mind – in this case, 

primarily the police department’s leadership. Bonner (2018), who employed a similar 

approach, explained,  

“Because it provides a view of the encounter in a story-like format, these qualitative data 
provide essential information on the interaction between citizen and officer, as well as 
information on the types of information deemed important by the officer. Thus, analysis of the 
[narrative report] data can provide valuable information about police decision-making 
behavior.” (p. 98).   
 

Narrative analysis typically seeks to link personal and social worlds by exploring 

meaning in the content, context, and structure of personal stories and how those stories 

are presented (Mishler, 1995). This project focused mainly on content and context in 

order to understand officers’ decision-making processes with less emphasis on narrative 

structure.  

The researcher was not present during the documented interactions that were 

studied. Instead, the researcher had to interpret the events and the decision-making 

processes that took place first through a filter that the report’s authoring officer created in 

the form of a narrative description of events, then filtered again through the researcher’s 

own interpretation. Although qualitative research is sometimes criticized for being overly 

dependent on subjective interpretation, constructivism views the researcher’s 

perspectives and potential biases as formative tools that reveal aspects of the research 
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results that may have otherwise been unnoticed (Guba & Lincoln, 2005). Similarly, 

pragmatic research welcomes personal reflection as a way to generate new ideas from 

differing perspectives, but also acknowledges that the researcher’s background influences 

the analytical process and the interpretation of its results, viewing the researchers 

themselves as coding instruments (Kaushik & Walsh, 2019).  

3.1 Research Setting 

This study was conducted using data from Roanoke County Police Department 

(RCPD) from the years 2014-2015. Located in southwestern Virginia, Roanoke County is 

comprised of rural and suburban areas, with a population of about 94,000 people (U.S. 

Census Bureau, 2015) in 250 square miles (U.S. Census Bureau, 2019). In 2015, 

approximately 90.9% of the population was white, 5.6% was black or African American, 

and 3.7% was Asian. Approximately 2.6% identified as Hispanic or Latinx. This was a 

more homogeneous population than the United States (U.S.) national average, which was 

76.1% white, 13.8% black or African American, 6.1% Asian, and 17.1% Hispanic/Latinx 

(U.S. Census Bureau, 2016). In 2015, the greater Roanoke Metropolitan Statistical Area 

had a violent crime rate of 213.9 per 100,000 inhabitants (well below the 2015 national 

average of 372.6 per 100,000 inhabitants) and a property crime rate of 2128.6 per 

100,000 inhabitants (below the 2015 national average property crime rate of 2487.0 per 

100,000 inhabitants) (Federal Bureau of Investigation, 2015). The police department had 

an authorized force of 140 sworn officers (RCPD, 2019), yielding an average of 1.5 

officers per 1,000 people (slightly less than the 2015 average of 1.6 officers per 1,000 
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residents for jurisdictions of similar population size) (Federal Bureau of Investigation, 

2015). 

All data from this study came from a single department. Thus, any generalizations 

of this study’s results should be made with caution. Table 1 compares characteristics of 

RCPD to police agencies in the U.S. that served a similar size jurisdiction and to U.S. 

police agencies nationally. RCPD was similar to other agencies in the number of sworn 

officers, proportion of female officers, and minimum education requirements for new 

hires. RCPD required longer academy training than other departments, and more field 

training than the national average, but less field training than the average of agencies 

serving a similar population size. RCPD had an established policy for responding to 

persons with MHCs (see Appendix C) but did not have a formal agreement established 

with any community health or social services provider – both similar to other U.S. police 

agencies at the time (U.S. Department of Justice, 2016). 

 
 
 
 Table 1: RCPD Comparison to Average Police Agencies 

 
RCPD 

Average of U.S. agencies 
serving a population of 

50,000-99,999 
U.S. National Average 

Number of sworn 
officers 

146 125.9 171.0 

Percent female sworn 
officers 

8.9% 11.3% 12.8% 

Minimum education 
required 

High school 
diploma or 
equivalent 

RCPD requirements are 
similar to 74.7% of U.S. 

police agencies of similar size 

RCPD requirements are 
similar to 79.0% of U.S. 

police agencies 
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RCPD 

Average of U.S. agencies 
serving a population of 

50,000-99,999 
U.S. National Average 

Academy training 
hours required for 
new recruits 

1080 719.5 677.1 

Field training hours 
required 

480 561.2 400.4 

Agency has a policy 
for responding to 
persons with MHCs 

Yes 
Existence of policy is similar 

to 90.6% of U.S. police 
agencies of similar size 

Existence of policy is 
similar to 81.0% of U.S. 

police agencies 

Agency has an 
agreement with 
community 
health/social services 
partner 

No 
Lack of formalized agreement 

is similar to 98.8% of U.S. 
police agencies of similar size 

Lack of formalized 
agreement is similar to 
89.8% of U.S. police 

agencies 

 
 
 
 

Similar to other rural and suburban low-crime areas in the U.S., mental-health-

related issues were quite prevalent in Roanoke County (Weisheit et al, 2006). Data from 

2010 through 2015 indicate that RCPD officers responded to 550 mental-health-related 

calls per year, though this number seemed to be decreasing (RCPD, 2016). These calls, 

on average, took nearly 2.5 hours of an officer’s time to resolve per incident, and those 

that resulted in an ECO averaged more than 3.5 hours (RCPD, 2015). This is consistent 

with research in other agencies that shows calls involving MHCs typically take longer to 

resolve than do calls not involving MHCs (Henning et al., 2019). Moreover, although 

mental-health-related calls accounted for only about 2% of RCPD’s total calls, mental-

health-related calls accounted for approximately 24% of RCPD’s use-of-force incidents 

in 2015 (RCPD, 2016; RCPD, 2017a). Although some research indicates that use of force 
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is generally more prevalent in calls involving MHCs than calls not involving MHCs 

(Kesic et al., 2013; Lawton, 2007; Morabito et al., 2017; Rossler & Terrill, 2017; 

Treatment Advocacy Center, 2005; Yang et al., 2018), by 2015, RCPD, nonetheless, 

recognized its response to individuals in crisis as a growing area of concern.  

Understanding organizational factors contextualizes the way officers wrote the 

reports used in this analysis. By 2014, the RCPD had adopted an emphasis on evidence-

based policing. Data-Driven Approaches to Crime and Traffic Safety (DDACTS) and hot 

spots policing were being implemented to guide the strategic deployment of officers and 

the decisions officers made. At the same time, the department also encouraged the 

community to participate in their own public safety, facilitating neighborhood watch 

groups within hot spots. When asked about officers’ behavioral motivations at the time, 

Assistant Chief James Chapman (2020) suggested most officers felt an obligation to the 

oath they had sworn, and they performed out of a sense of duty. Most wanted to do good 

and to do the “right” thing and they generally deferred to the law, to department policy, 

and to leadership direction to determine what the “right” course of action was in any 

situation. However, Assistant Chief Chapman also explained that there were times when 

the resistant attitudes of a few disgruntled officers negatively influenced their peers. In 

such cases, police leadership addressed their concerns with the group, reminding officers 

that their time, while on duty, belonged to the county. Supervisors focused on influencing 

officers’ behavior rather than attitudes, because behavior is easier to measure and control 

than is attitude, yet they acknowledged that attitudes drive behavior. Assistant Chief 

Chapman, suggested, however, that peer influence played only a minor role in officers’ 
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decisions. He speculated that factors driving officers’ decisions, from most influential to 

least, were the responsibilities of one’s sworn duty, parameters in discretion, supervision 

and leadership, and peer influence.  

The department collected metrics on officers’ activities, which provided an 

indication of to what extent they were complying with recommendations. If any officer 

appeared to be noncompliant with department strategy, that officer’s supervisor would 

talk to them individually. However, those who were enthusiastic about participating and 

who went above and beyond expectations were recognized amongst their colleagues. 

They were rewarded with public praise and, at the same time, used as an example to 

inspire their peers. Patrol supervisors also worked closely with crime analysts to connect 

police work to demonstrable outcomes in the form of crime reductions, where possible. 

Although officers were not directly incentivized, supervisors saw it as important for 

officers to know that their efforts made a positive difference to the community.  

The department was close to fully staffed at the time, and so officers, generally, 

did not feel especially constrained in their time. Although staffing numbers declined for a 

short period during the 2014-2015 timeframe, the department recovered quickly, and 

morale was generally high. A change in leadership around that time had instituted 

rotational assignments, which provided more variety in officers’ duties and led them to 

become more engaged in their jobs and personally invested in the interconnected 

workings of the department. 

By 2015, RCPD had an operational CIT program in place, according to the 

Virginia Department of Behavioral Health and Developmental Services (2016) CIT 
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Inventory Survey. This classification requires five elements: 1) a CIT task force that 

meets regularly and provides program oversight; 2) a designated CIT coordinator; 3) 

enough CIT-trained officers to provide 24/7 CIT response capability; 4) a therapeutic 

assessment site and protocols designated for its use; and 5) relevant data collection. CIT 

training was voluntary at the time,4 but most officers who stayed with the department for 

more than a few years would likely have attended CIT training at some point, even before 

it was mandated. While most officers were not especially enthusiastic about participating 

in CIT training (although an exceptional few were especially interested), nor were they 

resistant. Assistant Chief James Chapman noted that the change from this time onward 

was apparent; as more and more officers attended CIT training, they became more aware 

and sensitive to MHCs in the community. The department also had a CIT Coordinator 

who read each CIT report. The CIT Coordinator had wide discretion in what they used 

the reports and the data contained within them for. More proactive coordinators would 

reach out to the Community Services Board and other community service organizations 

to discuss trends observed in the reports, known subjects in need of frequent repeat 

services, and potential coordination. In any case, the CIT Coordinator used these reports 

to submit an annual CIT report to the chief. 

It should be noted that relevant state legislation regarding mental health 

apprehension changed during the time period from which the data came. At the start of 

2014, ECOs could last up to four hours with a possible two-hour extension (for a total of 

 
4 CIT training has since been incorporated into required academy training in partnership with Mental Health 
America, and RCPD officers are now 100% CIT-trained (J. Chapman, personal communication, 2019). 
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six hours). However, this changed in 2014, with the passage of SB260/HB478, which 

went into effect on July 1, 2014 and extended the length of an ECO to up to eight hours. 

Under the new law, enacting an ECO often took more of an officer’s time than it had in 

the past. RCPD Assistant Chief, James Chapman (2020), recalled some sensitivity among 

the officers around how long ECOs took as a result, but he reported that this change was 

merely an annoyance and did not seem to affect officers’ decisions; that is, it did not 

deter officers from issuing an ECO when it was warranted.  

3.2 Sample 

In Virginia (and in most other states), officers are required to complete a CIT 

form when they encounter a person with an MHC, documenting the officer’s interactions 

with the subject (Virginia Department of Behavioral Health & Developmental Services, 

2014). The report describes the interaction between the subject and the responding 

officer5 and often includes a description of the subject’s demeanor and behavior. For 

reference, a blank CIT form is included in Appendix B and RCPD’s policy for 

responding to persons with MHCs is in Appendix C. The format of the RCPD’s CIT 

report was revised in late 2014, but both versions of the form included similar fields and 

contained much of the same information. A progressive department, RCPD’s leadership 

emphasizes evidence-based data-driven practices and ongoing research in order to 

improve the department’s performance, and so the department agreed to share its CIT 

reports with George Mason University (Mason) researchers. RCPD provided the 

 
5 The officer who authored the report describing the incident is considered the responding officer in this 
analysis (often, more than one officer was present on scene). 
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complete collection of 382 CIT reports from January 1, 2014 to December 31, 2015 for 

analysis. 

The 2014-2015 time period was selected to represent “typical” police decisions. 

In 2016, RCPD began an experimental crisis intervention program specifically designed 

to improve responses to individuals in crisis (RCPD, 2017b). This intervention sought to 

achieve specific goals and provided officers with additional resources previously 

unavailable to them. Participating in the intervention undoubtedly influenced the ways in 

which officers handled mental-health-related calls and the decisions they made during 

such interactions. With this in mind, reports documented during the active experimental 

intervention were removed from the present analysis. For this project, only reports from 

2014-2015, prior to the intervention, were examined in order to capture a more accurate 

picture of police “business as usual,” reflecting the situations officers encountered under 

ordinary circumstances. Mason’s Institutional Review Board (IRB) reviewed this project 

and approved use of the existing datasets (see Appendix A). 

According to RCPD policy, officers must complete a CIT report anytime an ECO 

is enacted, anytime a subject is voluntarily hospitalized for an MHC, and anytime clear 

symptoms of an MHC are present and seem to be related to the issue police are called to 

resolve. There are two ways in which an ECO can be issued. One is through a magistrate, 

with sworn testimony from a responsible person (often a family member or caregiver) 

that an individual has an MHC that makes them likely to cause harm to themselves or 

others in the near future and is in need of treatment that they are unwilling or incapable of 

seeking out themselves. In these instances, the responsible person submits paperwork and 
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testimony to the magistrate to make their case. If the magistrate approves their request, 

the police find the person with an MHC and take them to the hospital. The second way in 

which an ECO can be issued is from a police officer (known as an “officer-initiated 

ECO” or a “paperless ECO”). In these instances, the officer makes an assessment on 

scene as to whether or not an individual qualifies for an ECO. This is an expedited 

process, and the officer does not have to petition the magistrate, and sworn testimony is 

not required.  

In an ECO issued by a magistrate, the police officer has very little discretion. The 

responding officer simply serves the order and transports the person to the hospital for 

assessment, following procedure. When officers issue ECOs themselves, however, they 

must assess the person’s mental health and dangerousness to themselves or others in 

order to determine whether an ECO is warranted or not. These cases are much more 

pertinent to understanding officer discretion and decision-making. Thus, ECOs issued 

from a magistrate were removed from this dataset to focus specifically on interactions in 

which officers had high levels of discretion.6 This resulted in a sample of 332 cases for 

further analysis. This process is depicted in Figure 2. The narratives within these reports 

ranged from 16 words in length to 1,822 words, averaging approximately 300 words per 

report. 

 
 
 

 
6 In some cases, stakeholders sought a paper ECO from the magistrate at the same time the officer was on 
scene interacting with the subject. These cases remained in the dataset. 
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Figure 2: Sample7 

 
 
 
 

Although 332 incidents were analyzed, this dataset included 299 unique subjects, 

as some persons were involved in more than one incident. Although some subjects were 

included in the dataset multiple times, each encounter was unique, and different 

encounters with the same subject were treated independently.8 Even across encounters 

 
7 While none of these cases resulted in arrest, in nine cases, the responding officer noted their intention to 
follow up with the magistrate or the Commonwealth Attorney's Office to seek issuance of a warrant or 
summons. The 183 instances of ECO were further dispositioned as either TDO, voluntary hospitalization, 
release, or medical hold; however, this decision was beyond the scope of the officer’s discretion and thus 
was not analyzed here. 

8 Pragmatism asserts that, in reality, it is impossible to create the same situation twice. Any individual’s 
thoughts, feelings, or actions are dependent on context, and no two experiences are the same (Kaushik & 
Walsh, 2019). 
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involving the same subject, each encounter involved a different set of circumstances 

(different responding officer, different reason for the call, different contextual setting, 

etc.) – all of which may have influenced the officer’s response differently. Thus, all 

incidents were treated independently in this analysis. Across incidents, subjects in this 

sample were mostly white (88.6%), and the sample was roughly evenly distributed across 

men (47.6%) and women (52.51%). Subjects ranged in age from 7 to 93 (18.1% were 

under age 18), with an average age of 38.1 (SD=19.7). These statistics are similar to 

those of the jurisdiction’s population. 

Eighty unique officers responded to the 332 incidents analyzed. As was the case 

for subjects, each incident was unique, and each incident officers responded to was 

treated independently. No officer responded to the same subjects more than once. 

Responding officers ranged in age from 21 to 51, but more than half (56.0%) were under 

age 30 (average=30.8; SD=7.3). At least half of responding officers had been CIT-

trained. Demographics of subjects and responding officers are presented in Table 2. The 

number of reports each officer author ranged from one to 15 and averaged 4.2. 

 
 
 
Table 2: Demographic Data 

Demographics 
Subjects – By Incident 

(N=332) 
Officers – By Incident (N=332) 

Gender 

   Male 158 (47.6%) 240 (72.3%) 

   Female 173 (52.1%) 92 (27.7%) 

   Unspecified 1 (0.3%) -- 

Race 

   White 294 (88.6%) 305 (91.9%) 
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Demographics 
Subjects – By Incident 

(N=332) 
Officers – By Incident (N=332) 

   Nonwhite 37 (11.1%) 27 (8.1%) 

   Unspecified 1 (0.3%) -- 

Age 

   Under 18 60 (18.1%)  

   18-29 77 (23.2%) 186 (56.0%) 

   30-39 49 (14.8%) 95 (28.6%) 

   40-49 48 (14.5%) 34 (10.2%) 

   50-59 51 (15.4%) 9 (2.7%) 

   60-69 22 (6.6%) 8 (2.4%) 

   70+ 25 (7.5%) -- 

   Unspecified -- 8 (2.4%) 

CIT Training 

   CIT-trained -- 166 (50.0%) 

   Not CIT-trained -- 130 (39.2%) 

   Unspecified -- 36 (10.8%) 

 
 
 
 

3.3 Procedures 

The CIT reports examined began with a form that included a series of 

checkboxes, allowing officers to code for a subject’s gait, posture, mood, grooming, and 

behavior (see Appendix B). This formed the base of a preliminary coding structure. 

However, the form was supplemented with richer data from the officer’s descriptive 

narrative that followed the form. Conceptual content analysis was employed to examine 

the narratives officers included in their CIT reports, with the goal of identifying what 

factors officers found most salient in determining the presence of an MHC and in 

deciding how to respond. This included several iterations of qualitative coding.  
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Some officers were more descriptive in their narratives than others. This may 

have been due to practical constraints. There may have been times when the authoring 

officer felt rushed to complete the report or chose not to elaborate further due to other 

limitations on time and resources. Recognizing this, coding focused on content rather 

than depth. That is, codes identified the elements of an interaction the officer chose to 

include in the report, rather than the total number of elements included or the extent to 

which relationships between those elements were described.  

An iterative abductive approach to qualitative analysis was used (Reichertz, 2007; 

Timmermans & Tavory, 2012; Deterding & Waters, 2018). The first iteration consisted 

of inductive line-by-line coding, using Atlas.ti software. With no structure or outcome in 

mind, narratives were examined and coded in sentence fragments, assigning meaning to 

groups of words. This initial round of open coding resulted in a list of preliminary codes. 

The list of codes was examined to assess how frequently each was used and the 

relationships between codes. Some codes were closely related to one another, and 

decisions were made to either delineate distinctions between these items or to combine 

categories, where applicable. Codes were grouped into larger themes through axial 

coding, drawing from Sherman’s (1980) typology of influences over police discretion. 

Although this axial coding structure was not used in the final analysis, it was helpful in 

examining how the factors identified in qualitative coding were related to one another 

and could be conceptualized. 

This resulted in a more structured and more clearly defined list of codes. The 

second iteration of coding followed this existing coding scheme, though this list of codes 
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was further refined and adjusted during the second iteration, as well, using a constant 

comparative method. As commonalities began to emerge from the data, coding moved 

from an inductive approach toward a more focused abductive approach. This was an 

iterative process that required codes to be adjusted and refined as the process progressed. 

While the second iteration of coding further refined and solidified the coding 

structure, broader themes across narratives were still unclear. The inductive line-by-line 

coding approach had resulted in a collection of discrete codes, but it provided little 

description of, or insight into, the holistic processes that the texts described. This led the 

researcher to examine the collection of narratives a third time, this time disregarding the 

list of codes and any software, seeking a comprehensive view of the unfolding stories 

told within the dataset. Only then did themes begin to emerge. Coding was again adjusted 

based on this integrated review. 

An example of coding is depicted in Figure 3. In the passage below, the officer 

included a practical challenge (recent breakup), emotion (he became irate), behavior 

(damaged property, throwing items), evidence (dents in wall), danger to others (small 

child present), danger to self (threw himself down the stairs), and diagnosis (bipolar), 

with all of these factors culminating in an ECO (outcome). 
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Figure 3: Example Coding 

 
 
 
 

Once the narratives were coded, qualitative coding of the narratives was 

compared against the systematic indicators officers had coded in the corresponding 

forms, where categorical indicators were available. When any information presented in 

the narrative contradicted what was indicated in the form, the form was re-coded, 

defaulting instead to the officer’s narrative description. For example, the CIT form 

provides checkboxes for officers to indicate if the subject was clean, dirty, disheveled, 

neat, and/or wearing appropriate clothing. Sometimes these checkboxes were left blank 

or were contradictory in that both “clean” and “dirty” were checked, indicative of 

possible errors. Triangulating these indicators with the information in the narratives 

allowed for a more holistic judgement of the subject’s demeanor and the context of the 

interaction. Notes were documented during the entire process, in the form of memos. 
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Memo-writing allows the qualitative researcher to reflect upon the themes that emerge 

while coding, track when codes are added or changed, interpret the possible meaning of 

codes in context, and record preliminary thoughts for future consideration. Memos served 

as a heuristic tool to assist in the analysis that followed (Mihas, 2019b).  

Characteristics were coded as binary variables, then scaled, where appropriate. 

Cognitive symptoms were summed into a single scale measuring the number of cognitive 

symptoms present. The same was done with behavioral symptoms, emotional symptoms, 

and practical challenges. Cognitive, behavioral, and emotional symptoms were difficult 

to differentiate (crying, for example, is a behavioral response rooted in emotion), but 

were organized into these categories based on Beck’s Cognitive Triad (Beck et al., 1987) 

– a theoretical model well-established in the field of psychology that views thoughts, 

feelings, and actions as separate but interconnected components. Cognitive symptoms 

included confusion, disorganized thoughts, and lack of orientation to the current time and 

place. Behavioral symptoms included observable actions as well as speech disturbances. 

Emotional symptoms related to the subject’s feeling or affect, either expressed or implied 

through posture and body language.  

Research in clinical psychology indicates an association between social support 

and mental health, theorizing that lack of social support can increase symptoms of MHCs 

(see Turner & Brown, 2010). Social support in the presence of a capable caregiver might 

also provide a responding officer with an option for informal release when responding to 

someone with an MHC. Thus, social support was rated on a scale of zero to two, with 

zero indicating no social support and two indicating strong social support. 
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Dangerousness was coded using a subjective scale created by the researcher. 

Dangerousness is a key legal factor to police decision-making during encounters with 

individuals with MHCs and can be measured in terms of danger to oneself or danger to 

others. Initially, both forms of dangerousness were loosely framed according to a zero-to-

four scale, differentiating thoughts, threats, plans, and actions to harm oneself or others. 

However, there were a number of instances where the subject admitted to intentionally 

harming themselves but denied intentions to kill themselves, and a distinction between 

self-harm and suicide became apparent, requiring further differentiation in the scale 

(whereas the intention to harm another or kill another was less clear). Moreover, drug 

overdoses were coded as danger to self, but it was often unclear whether the overdose 

was intentional or not, and a separate code was added for ambiguous overdose situations. 

Additionally, danger to self also included the inability to care for oneself, which is a 

subjective assessment the police have authority to make (with no analogous measure in 

danger to others), and this was also added to the scale of dangerousness to oneself. In the 

end, danger to others was measured on a scale of zero (no thoughts of harm to others) to 

four (active attempt to harm another person), while danger to self was measured on a 

scale of zero (no thoughts of self-harm) to ten (suicide attempt). These scales are shows 

in Table 3. 
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Table 3: Dangerousness Coding Scales 

Characteristic Description 

Danger to Self 

   0 – No indications of harm to self No indications of harm to self disclosed. 

   1 – Admission to thoughts of self-harm Affirmed thoughts of self-harm, when prompted. 

   2 – Admission to thoughts of suicide Affirmed thoughts of suicide, when prompted. 

   3 – Verbalized threats of self-harm Verbalized unsolicited threats of self-harm. 

   4 – Verbalized threats of suicide Verbalized unsolicited threats of suicide. 

   5 – Verbalized plans for self-harm Verbalized the method of self-harm they intended to 
use. 

   6 – Verbalized plans for suicide Verbalized the method of suicide they intended to use. 

   7 – Inability to care for oneself Officer’s discretion that the subject could not perform 
major life functions (eating, dressing, attending to 
hygiene, seeking healthcare) without substantial 

assistance. 

   8 – Intentional overdose suspected It was often unclear in overdose cases whether the 
intention was to be fatal or not, and so this was coded 

separately. 

   9 – Self-harm attempt Intentional injury to oneself, meant to inflict pain but 
not be fatal. 

   10 – Suicide attempt Intentional action to end one’s life. 

Danger to Others 

   0 – No indications of harm to others No indications of harm to others expressed. 

   1 – Admission to thoughts of harm to others Affirmed thoughts of harm to others, when prompted. 

   2 – Threats of harm to others Verbalized unsolicited threats of harm to others. 

   3 – Plans to harm others Verbalized the method of inflicting harm they intended 
to use. 

   4 – Attempts to harm others Intentional injury inflicted upon another individual. 

 
 
 
 

Use of force was coded on a scale of one to five. Officers were explicit in how 

uses of force were described, and coding followed this existing structure. Adhering to 

agency policy, officers described both their assessment of a situation or subject and their 
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own behavioral response in accordance with the Integrated Force Management Use of 

Force Model (Connor, 1991). Both a subject’s resistance and an officer’s response were 

each coded, based on this model as included in RCPD’s policy on use of force (2014). 

This model and examples from the policy are summarized in Table 4. RCPD’s full policy 

on use of force is included in Appendix D. 

 
 
 
Table 4: Use of Force Coding 

 Reasonable Officer’s Perceptions of 
Subject’s Behavior (Assessment) 

Reasonable Officer’s Response 

Level I: Strategic 

Compliant – Cooperative and 
compliant 

Cooperative Controls – No use of 
force indicated. May include 
communication and standard restraints 
such as handcuffs 

Level II: Tactical 

Passive Resistance – Noncompliant but 
with no physical resistance (examples 
include verbal resistance and subject 
letting body to limp) 

Contact Controls – Hands-on tactics 
such as holding the subject by the 
elbow or wrist 

Level III: 
Volatile 

Active Resistance – Physical 
noncompliance 

Compliance Techniques – May 
include hands-on techniques or non-
lethal weapons such as pepper spray 

Level IV: 
Harmful 

Assaultive (Bodily Harm) – Physical 
offensive attack that would not result in 
death or serious injury 

Defensive Tactics – May include 
kicking, punching, baton strikes 

Level V: Lethal 
Assaultive (Serious Bodily Harm or 
Death) – Physical offensive attack that 
would result in death or serious injury 

Deadly Force – Use of a firearm or 
lethal strikes 

 
 
 
 

Previous research has shown that the strongest predictor of an officer’s use of 

force is the subject’s level of resistance (Lawton, 2007; Terrill & Mastrofski, 2002; 

Rossler & Terrill, 2017). This makes logical sense; as the subject becomes more unruly 
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and noncompliant, a greater level of force is needed from the officer to maintain control 

of the situation. Thus, rather than measuring subject resistance and officer force 

independently, the difference between the subject’s resistance and the officer’s response 

was calculated, resulting in a force factor that measured resistance and force in relation to 

each other (Alpert & Dunham, 1997). The resulting force factors ranged from -3 to 2, 

with a mean of -0.39 (SD=0.63). Positive numbers indicate that the officer exhibited 

more force that the subject’s resistance. Negative numbers indicate that the subject’s 

level of resistance was stronger than the officer’s use of force. Nearly 95% of cases had a 

force factor of -1 or zero.  

The final set of codes included incident characteristics, characteristics of the 

responding officer, characteristics of the subject, the subject’s mental health history, the 

subject’s behavioral symptoms, the subject’s cognitive symptoms, the subject’s 

emotional symptoms, the presence of a weapon, the subject’s level of resistance, the 

subject’s risk of harm to others, the subject’s risk of harm to self, officer demeanor or 

tactical response, the officer’s use of force, and the disposition of the encounter.  

3.4 Methodological Limitations 

There were a number of benefits to this research method. Foremost, qualitative 

content analysis of officers’ narratives offered insight into the decision-making process, 

rather than just its discrete outcomes, and, unlike previous research, this sample was 

specific to encounters with individuals with MHCs. This method studied the decisions 

made during real-life interactions within all the pressures and constraints of reality. It 

captured officers’ first-person perspectives. As the researcher was not present, there was 
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no reactivity bias affecting officers’ decisions, affirming the authenticity of those 

decisions. Further, this method was unobtrusive; it did not require any additional time, 

effort, or buy-in beyond officers’ regular job duties. It only required cooperation from the 

department’s leadership in sharing the data.  

Despite the benefits of content analysis of officers’ CIT reports, this method 

presented a number of limitations, and the validity and credibility of the information 

presented in the reports must be considered with caution. First, while a strength to this 

method was that it captures officers’ first-person perspectives, a weakness to this 

approach was that some decisions are made so quickly that the officers themselves may 

not be fully aware of the processes they use. Thus, this method did not capture the 

intuitive decision-making aspects that officers are not consciously aware of applying or 

that officers do not recognize as valuable to describe, but it does include the factors 

officers deemed most salient while writing their reports. 

The CIT form, itself, posed some limitations. Ericson and Haggerty (1997) 

explained that communication is not simply a transfer of knowledge but is a process 

shaped by organizational rules and norms. More specifically, Bayley and Bittner (1984) 

suggested that forms that present options for the officer to select from may prime them to 

pay attention to the characteristics listed on the form. Presenting pre-set categories on a 

form can help structure officer discretion but may also distract from more inherent or 

instinctive cognitive cues and processes that are, thus, not included in officers’ narratives. 

The structure and content of the form prompts the responding officer to consider certain 

factors over others and may alter the officer’s response and influence the choices an 
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officer makes (Ericson & Haggerty, 1997). However, the CIT form and any priming 

resulting from it is part of the actual process of how officers make decisions on the job, in 

the real world. The methods employed study the decisions officers actually made, though 

they don’t necessarily provide insight into the reasons why. 

Within this sample, there were two versions of the CIT form, as the department 

updated the form in the time period examined. While the old form was paper-based with 

hand-written notes, the new form was electronic with typed narratives. While many of the 

same form fields were retained, some were changed. This change in the reporting form 

may have also impacted what factors officers paid most attention to.  

The older version of the form offered more specificity in symptoms. The old form 

prompted the officers to indicate if the subject was suicidal or homicidal; if they showed 

evidence of thought disturbances or psychosis; and if they were generally aware of the 

date, place, time, and situation. These fields were removed from the revised form. 

Categorical appraisals of the subject’s gait, speech, mood, and actions were also 

removed. Additionally, the old form included fields to indicate the subject’s complexion, 

whether or not they wore glasses, and whether or not they were handicapped. These fields 

were also removed.  

The new form added a number of fields. Although less specific to a subject’s 

symptoms, the revised form prompted the officer to code the nature of the incident, the 

relationship between the caller and the subject, any threats of violence, the presence of a 

weapon, and use of force. To code symptoms, the revised form consolidated a number of 

fields from the old form that were removed under a single subheading of “Behaviors 
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Evident at Time of Incident.” The options presented in this field included an abbreviated 

list of emotional and behavioral symptoms. 

Additionally, the length, quality, and amount of detail contained in the narrative 

portion of the reports varied. Some were quite brief, and the authoring officer’s thought 

process was not always thoroughly explained. This might have been due to the authoring 

officer’s personal distaste for writing. It may have also been due to competing priorities, 

limited time, individual officer differences, or other practical constraints such that the 

officer felt rushed to finish the report quickly.  

Further, social desirability biases were a concern. Distinguishing organizational 

concerns from an officer’s own focal concerns was a challenge. While officers were 

obviously not concerned with researchers’ expectations (reactivity bias) in this case, they 

were likely concerned with the expectations of their superiors who might read the report. 

So, officers might have included factors that they believed were relevant to the 

department’s policies and may have omitted some other details that they saw as irrelevant 

or problematic relative to agency policy. This is especially true concerning use of force, 

as officers supported any decision to use force in accordance with RCPD policy. Using 

only the officer-authored reports, it is impossible to judge whether an officer’s use of 

force objectively adhered to RCPD policy or, rather, was described in such a way, in 

hindsight, to justify the officer’s actions and avoid criticisms of excessive use of force. 

Thus, these reports may not be a truly accurate portrayal of reality and officer decision-

making.  
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Relatedly, this analysis focused on situational and officer characteristics but 

provided little insight into organizational characteristics. Although the description of the 

organization in Section 3.1 provides context, this study would have had to include some 

measure of organizational characteristics and their relation to officers’ decisions in order 

to study the organizational dimension of decision-making. This might be captured 

through interviews with the officers who completed the reports in this sample. Another 

approach could be to use a sample of multiple agencies – presuming organizational 

characteristics varied within each agency – and compare results across agencies. 

Additionally, this study used a non-random sample that was not collected 

systematically. RCPD requires its officers to document a CIT report for any ECOs or 

voluntary hospital admissions, or for known offenders whose behavior has noticeably 

changed. RCPD also recommends that officers complete a CIT report when a subject is 

criminally charged and not hospitalized if that subject shows signs of an MHC that may 

have played a role in the incident. These policies are loosely written, with room for 

judgement and discretion from the officers as to when they feel a CIT report is applicable 

or not (J. Chapman, personal communication, 2019; a full copy of the RCPD policy on 

Responding to Persons with Mental Illness is included in Appendix C). Thus, it is 

possible that many cases that could qualify as mental health cases were not included in 

the current sample – especially those cases that did not result in hospitalization, 

interactions with high-utilizers the officers were familiar with, or instances in which the 

presence of an MHC was not completely obvious or did not conform to the officers’ 
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expectations. The accuracy of officers’ ability to identify the presence or influence of an 

MHC is unknown. 

This sample also includes multiple events by the same officers and some of the 

same subjects. Thus, the incidents are not completely independent of one another. 

However, the same combination of subject and responding officer was never repeated, 

and no two encounters involved the same circumstances.9 Further, most officers 

completed less than five reports each, and so there was not enough repetition to cluster 

events by officer and derive statistically meaningful results. A more systematic approach 

to data collection could consider this and might include only one report from each officer 

randomly chosen to ensure independence. Alternatively, a smaller pool of officers might 

be selected and the time period expanded to collect a greater number of reports per 

officer and allow for statistical clustering, bearing in mind that different officers can 

interpret situational cues differently (Worden & Brandl, 1990). The results that follow 

should be interpreted with these limitations in mind.  

 
9 “No man ever steps in the same river twice, for it is not the same river and he is not the same man” 
(Heraclitus; see also Robinson, 1987). 
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CHAPTER FOUR: RESULTS 

This chapter details findings from the qualitative content analysis of officers’ CIT 

reports. It begins with a description of incident characteristics and the action officers took 

upon arrival on scene. It then discusses indicators of an MHC including disclosed 

diagnoses, emotional symptoms, behavioral symptoms, and cognitive symptoms. Next, it 

describes the officer’s assessment of dangerousness, and the subject’s demeanor. This 

section then examines use of force and dispositional outcomes of the encounters. Finally, 

patterns and trends in these identified factors are examined by characteristics of the 

responding officer and of the call. 

Overall, the narratives followed a similar pattern. First, the authoring officer 

typically stated the date, time they arrived on scene, address or location, and reason for 

the call. Next, the authoring officer provided a brief description of the things they initially 

saw or heard, including any observable symptoms of an MHC. Then, they gathered 

additional information – often by talking to the caller, the victim, or any other 

stakeholders on scene. In addition to verbal information, the authoring officer often 

looked for physical evidence to corroborate the alleged sequence of events their witnesses 

shared. The officer used the verbal and physical information gathered along with the 

officer’s own observations to diagnose the problem and assess the possibility that an 

MHC might be influencing the subject’s actions.  

If the officer deemed an MHC apparent, the officer then assessed dangerousness. 

Dangerousness can be active danger to oneself (such as suicide attempts or other types of 

self-harm), passive danger in the form of inability to care for oneself, or danger to others. 
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The officer’s assessment of dangerousness was the most influential factor in determining 

how to proceed, likely because it is the legal basis for enacting an ECO. Despite this legal 

standard, however, the officer’s own discretion determines what level of danger warrants 

an ECO. Danger cannot be objectively measured on the basis of a single interaction, and 

so this assessment is dependent on officer perception. 

 If the officer assessed that danger was likely, the officer would typically offer the 

victim a chance to go to the hospital to talk to a mental health practitioner voluntarily (if 

the victim was a minor, the officer would also seek consent for treatment from the 

victim’s guardian). If the victim agreed, they would be voluntarily transported and 

admitted to the hospital for further assessment. If the victim did not agree to voluntary 

admission, the officer would issue an ECO, put the person in handcuffs, and transport 

them to the hospital involuntarily.  

If the victim did not display any indications of dangerousness, then there were no 

legal grounds for the officer to issue an ECO. Rather, in these cases, the officer might try 

to contact a caregiver (like a parent, adult child, spouse, other family member, or 

neighbor). The officer might also suggest other community resources for mental health 

services should the victim wish to seek services in the future. This process is depicted in 

Figure 4. 
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Figure 4: Decision-Making in Mental Health Encounters 

 
 
 
 

The decision-making process depicted in Figure 4 was reviewed with RCPD 

Assistant Chief Chapman as a version of member-checking. Assistant Chief Chapman 

(2020) confirmed the general accuracy of this process but also noted that a multitude of 

other factors not captured may also influence an officer’s decision, with severity and type 

of crime committed being some examples. These factors were not apparent in the 

narratives analyzed in this study, and previous research indicates mixed results about the 

role of legal variables in officers’ decisions (Belknap, 1995; Berk & Loseke, 1980-1981; 

Black, 1971; Ferraro, 1989; Finn & Stalans, 1997; Kane, 2000; Mastrofski et al., 1995; 
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Stalans & Finn, 1995; Waaland & Keeley, 1985; Dabney et al., 2017; Stalans & Finn, 

1995; Worden & Pollitz, 1984).  

With previous research on the increased use of arrest on persons with MHCs 

(Charette et al., 2014; Hoch et al., 2009; Teplin, 2000), it was interesting that none of the 

subjects in this sample were arrested. Member-checking to validate these results, 

Assistant Chief Chapman explained that officers could often get a warrant for arrest later, 

after treatment, and thus, an ECO was often the preferred immediate disposition. As 

previous research indicated, this analysis also provides evidence for Van Maanen’s 

(1978) hypothesis over Abramson’s (1972).  

4.1 Incident Characteristics 

Although the nature and characteristics of incidents varied, some common themes 

emerged. Most incidents occurred in the late afternoon or evening, between 2PM and 

midnight. Incidents ranged in length from five minutes to more than 11 hours and 

averaged approximately three hours. The caller was most likely to be a parent, guardian, 

or caregiver (30.4% of calls); followed by the victim themselves (20.2%); and then by a 

spouse, partner, or ex-partner (14.2%).  

Many calls – especially those related to overdoses and attempted suicide – were 

assumed from the beginning to have a metal health component. More than 60% of calls 

came to police as suicide attempts or well-being checks (60.8%). Domestic disputes were 

the next most common type of call (9.6%), followed by suspicious events (7.8%), and 

disorder or complaints (5.1%). In these cases, an MHC was often not obvious from the 

call type designation, but the responding officer recognized an MHC on scene. In one 
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report, the authoring officer amended prior call records after this realization, noting, 

“There are previous calls at Q's residence for alarm calls, and break-in residence that were 

changed to a well-being check” (Report #9773).  

As an example, the event described below was reported as a domestic dispute, but 

officers recognized an MHC when they found no evidence to corroborate the caller’s 

claims: 

“I responded in reference to a domestic between a Ms. C and her brother. After arriving on 
scene and checking the residence, we were unable to locate the brother. Ms. C advised that 
lately she had been hearing a male and female arguing outside at night. She also stated that 
her "brother" has been doing "gotcha" things to her and then disappears. She also stated that 
the blood on her floor was from him but there was no blood.” 

- Report #526010 

Similarly, the next example came from a case reported as a burglary, but the 

responding officer could find no indication as such upon arrival: 

“[Officer] responded in reference to a burglary. Upon arriving, [officer] met with D at the 
front door. According to D, there have been 5 cars that have been following him. He went to 
the store and came back home, and someone broke the lock to his front screen door. [Officer] 
looked at the door and the lock was not damaged. D walked [officer] around the house and 
there were chairs propped up against every door throughout the house. All items in the house 
were in its proper place and the house was extremely clean.” 

- Report #2198 

In some cases, subjects were experiencing some sort of hardship that led to the 

crisis at hand. Most often, it was trouble in one’s romantic relationship (14.5%), though 

tension between family members was also somewhat common (9.6%). Other subjects 

were experiencing physical pain, struggling financially, or processing trauma. In many 

 
10 Each report was assigned a randomly-generated four-digit identification number to differentiate 

encounters.  
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cases, subjects had no social support (41.0%). The frequency with which officers 

included a description of the subject’s surrounding circumstances, even when seemingly 

irrelevant to the events in question, indicates empathy from the officer for the individual 

and their experiences. It may also be an indication that the officer was trying to 

differentiate clinical symptoms from expected reactions to difficult situations. For 

example, a subject’s background and the conditions leading up to the current situation 

was described, as follows: 

“Her grandparents gained custody of her around the age of 8. Her mother is bi-polar, and 
after a domestic situation involving her mother and mother's boyfriend, she has lived with her 
grandparents. She advised her mother lives a few streets over, and she visits her from time 
[to time], but that a couple years her mother physically beat her, and she does not stay there 
now.” 

- Report #2472 

In another report, the officer made a connection between the current situation and 

prior events that had had cascading consequences for the subject. This sequence of events 

explained the subject’s noncompliance with his prescribed treatment plan:  

“When speaking with T, he stated that the break-up with his girlfriend was approximately 1 
month ago; however, his neighbor who he was very close to "K" died from cancer about 1 
week ago. Since that time, he has had little to no appetite, and due to not eating he was 
unable to take his meds.” 

- Report #9175 

These and other incident characteristics are included in Table 5. 
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Table 5: Incident Characteristics 

Characteristics Number (%) 

Reason for Call  

   Wellbeing check (including suicide attempts and overdoses) 202 (60.8%) 

   Domestic dispute 32 (9.6%) 

   Suspicious event 26 (7.8%) 

   Disorder or complaint 17 (5.1%) 

   Backup EMTs 12 (3.6%) 

   Other 14 (4.2%) 

   Unspecified 29 (8.7%) 

Complainant  

   Parent, guardian, or caregiver 101 (30.4%) 

   Self 67 (20.2%) 

   Spouse, partner, or ex-spouse/partner 47 (14.2%) 

   Other family member 31 (9.3%) 

   Friend or acquaintance 27 (8.1%) 

   Stranger bystander 23 (6.9%) 

   Proactive police stop 3 (0.9%) 

   Mental health hotline 2 (0.6%) 

   Unspecified 31 (9.3%) 

CIT-Trained Officer Responded  

   Yes 166 (50.0%) 

   No 130 (39.2%) 

   Unspecified 36 (10.8) 

Practical Challenges*  

   Romantic relationship 48 (14.5%) 

   Familial conflict 32 (9.6%) 

   Physical health 16 (4.8%) 

   Financial hardship 14 (4.2%) 

   Trauma 11 (3.3%) 

   Bereavement 4 (1.2%) 

   Conflict with peers 4 (1.2%) 

   Other 22 (6.6%) 

Social Support**  
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Characteristics Number (%) 

   Present 105 (31.6%) 

   Partial  88 (26.5%) 

   None 136 (41.0%) 

*These categories were not mutually exclusive. Some reports mentioned more than one practical challenge, 
while others did not include this information. 
**Although these categories were mutually exclusive, N=329 in this case because three reports did not 
include sufficient information to make this determination. 
 
 
 
 

4.2 Officer Actions on Scene 

As an initial response tactic, officers almost always described their attempts to 

gather more information to better diagnose the problem. This most often included 

soliciting verbal information from the victim, caller, or other stakeholders (36.7%). It 

might also include a description of physical evidence (22.9%) or seeking information 

from dispatch records (9.9%) (see Table 6). In 71.4% of cases, overall, officers described 

their attempts to gather information (arguably, officers may have done so in the 

remaining 28.6% of cases, too, but not made note of it). 

 
 
 
Table 6: Officer Actions 

Officer Actions* Number (%) 

Solicit verbal information  122 (36.7%) 

Gather physical evidence 76 (22.9%) 

Gather information from dispatch 33 (9.9%) 

Attempt de-escalation 17 (5.1%) 

*These categories are not mutually exclusive. 
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Strategically, officers responded in a variety of ways, depending on the situation 

and the information available. In the following example, based on information dispatch 

provided indicating a high level of danger (see Section 4.5 for further discussion of 

dangerousness), officers conferred nearby as a group to strategize before approaching the 

subject: 

“On the way to the call, we were informed that J had been making threats to shoot himself 
with a 9mm handgun and that he would commit suicide by cop if police showed up. At that 
point, myself and several officers stationed at the [gas station] in the city to set up in an 
approach. We approached the house on both sides and J came out willingly. J was 
cooperative with all of our commands and admitted to making all the threats that his 
girlfriend had stated to us.” 

- Report #7665 

It was more common for officers to solicit information from other stakeholders 

familiar with the individual or otherwise involved in the incident to corroborate the 

sequence of events reported. In the following example, the subject’s mother and sister 

reported the events in question differently than the subject had: 

“Mr. P said he saw these people many times while I was on scene and I advised him that I 
didn't see anything. Both his mother and his sister advised they haven't seen anything or 
anyone, and that no one had broken into the house. They stated that he was fine yesterday, 
but randomly started hallucinating around 03:00…” 

- Report #6353 

Often, verbal information was supplemented with the officer’s own observations or other 

physical evidence, including property damage, drugs, suicide notes, and recent injuries. 

The following example illustrates a physical count of prescribed pills as evidence of a 

potential overdose: 
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“Her mother provided the bottle of Klonopin which had been filled…with a count of 105. I 
counted only 38 left in the bottle. The mother told me she has only taken 6-9 herself in the 
past two days which is consistent with the directions on the bottle. Roughly 58-61 pills are 
unaccounted for based on this information.” 

- Report #1637 

Based on the verbal and physical evidence gathered, offers then had to assess the 

truthfulness of multiple testimonies and evaluate the most likely sequence of events, 

demonstrated in the following example: 

“At this point, most of her statements really were not making any sense. All of her times of 
incidents were not adding up and she was unwilling to give detailed information about what 
had happened. I was able to determine that no assault had taken place and that the likely 
source of the cuts on Mr. S's arms came from him breaking into a window in the 
basement…Both stories from both sides really were not adding up and were very unclear. I 
believe this is due to both of them having been drinking and not wanting to get each other in 
trouble.” 

- Report #1341 

In some cases, other authorities were consulted. In the following example, after 

dealing with an assaultive juvenile, the officer consulted a juvenile intake officer and 

social services: 

“Following my conversation with M, I got in touch with an intake officer and advised her on 
the severity of the domestic assault. After looking over his past, she advised that there would 
not be enough for a detention at this time but to write up the report and bring it in. It was 
also determined that since there were other children in the house and that having J and M in 
the same house is dangerous, Social Services should be contacted. I was able to make contact 
with Social Services, who advised that since the parties were separated for the evening that 
they would wait and send someone out from Child Protective Services tomorrow. She did 
however, express that the two parties needed to stay separated and should not come into 
contact with each other at all.” 

- Report #8328 
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4.3 Diagnoses 

More than half of subjects (56.9%) readily disclosed one or more diagnosed 

MHCs (many were diagnosed with more than one condition). Depression or mood 

disorders were most common (27.1%), followed by bipolar disorder, anxiety disorders 

(including obsessive-compulsive disorder and post-traumatic stress disorder), 

schizophrenia, and behavioral control disorders (including attention deficit disorder and 

oppositional defiant disorder) (see Table 7). In 10.24% of cases, subjects were noted as 

noncompliant with treatment recommendations; that is, they had stopped seeing their 

doctor or stopped taking their medication as prescribed.  

 
 
 
Table 7: Mental Health Status 

Diagnosis* Number (%) 

None specified 143 (43.1%) 

Depression or mood disorder 90 (27.1%) 

Bipolar disorder 52 (15.7%) 

Anxiety or related disorder 34 (10.2%) 

Schizophrenia 25 (7.5%) 

Behavioral control disorder 16 (4.8%) 

Other  49 (14.8%) 

*These categories were not mutually exclusive. Some reports mentioned more than one diagnosis, while 
others did not include this information. 

 
 
 
 
Officers noted when the subject had a history of mental illness including formal diagnosis 

(disclosed by the subject or other stakeholders), prior behavioral episodes, or 

prescriptions used to treat psychiatric conditions. Often, subjects disclosed their own 
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mental health diagnoses. In other cases, subjects were less forthright, or had less insight 

into their own condition, and officers instead had to use other symptomatic cues (further 

described in Section 4.4) to infer that a mental health issue was present: 

“When speaking with X, it became apparent right away that she suffers from various mental 
issues. Her speech and motor skills were very repetitive, and it was difficult to keep her on 
topic…She was very frightened that harm would come to her, though she would not specify as 
to how. She informed me that she had been very depressed and sad lately. She informed me 
right away that she was not trying to harm herself or anyone else. However, through 
speaking more with X, she began to subtly suggest that if law enforcement left, harm would 
be done to her. She never bluntly stated that she was thinking about harming herself. But she 
continuously stated that she was scared for her well-being and that she wouldn't intentionally 
harm herself; however, she may accidentally harm herself and accidents do happen' - but she 
did not want to do that.” 

- Report #6535 

Substance use can make this distinction harder, as it is often difficult to 

distinguish symptoms of substance use from symptoms of an MHC. Approximately 

34.0% of cases included substance use. Illicit drugs were present in 19.9% of cases, and 

alcohol was present in 18.1% of cases, and some cases (5.4%) included both drug and 

alcohol use (see Table 8).  

 
 
 
Table 8: Substance Use 

Characteristic Number (%) 

Alcohol 56 (16.9%) 

Other drugs* 65 (19.6%) 

Unknown substance 10 (3.0%) 

None or unspecified 219 (66.0%) 

*In 18 instances, both alcohol and other drugs were indicated (n=18; 5.4%). Thus, the total number 
reported here is more than the total number of encounters. 
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In many instances, subjects admitted their drug use openly; fear of arrest was not 

a deterrent. As stated in one example, “V admitted to excessive drug use, including heroin, 

cocaine, and methamphetamine. V advised that she and W used meth as recently as the night 

before” (Report #3384). 

In other cases, visible symptoms indicated intoxication, as in the following 

example: 

“She was noticeably intoxicated. Her eyes were bloodshot and glassy, her speech was 
slurred, she had a strong odor of alcohol coming from her person, and she was unsteady on 
her feet and almost fell over several times in the living room.” 

- Report #2301 

In some cases, simple statements such as “R was very intoxicated,” (Report #3689) 

were included in the report without further description of what led the officer to draw that 

conclusion or what kind of substance was suspected. 

4.4 Symptoms of a Mental Health Condition 

Symptoms of an MHC were coded and grouped into emotional symptoms, 

behavioral symptoms, and cognitive symptoms based on Beck’s Cognitive Triad 

framework of depression (Beck et al., 1987). The number of mental health symptoms 

subjects showed ranged from zero to 14 and averaged 4.45 (SD = 2.62). Symptoms and 

their frequencies of occurrence are listed in Table 9. 
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Table 9: Symptoms 

Characteristic* Number (%) 

Emotional Symptoms  

   Depression/sadness 212 (63.9%) 

   Anger/irritation 169 (50.9%) 

   Anxiety 65 (19.6%) 

   Distress 32 (9.6%) 

   Mania 21 (6.3%) 

   Fear 15 (4.5%) 

   Apathy 10 (3.0%) 

   Fluctuating emotions 12 (3.6%) 

   Other 15 (4.5%) 

Behavioral Symptoms  

   Dirty/disheveled (person) 147 (44.3%) 

   Physical aggression 41 (12.3%) 

   Peculiar body language 35 (10.5%) 

   Slurred speech 36 (10.8%) 

   Yelling/screaming 30 (9.0%) 

   Crying 26 (7.8%) 

   Attention-seeking 13 (3.9%) 

   Dirty/disheveled (home) 9 (2.7%) 

   Fluctuating behavior 9 (2.7%) 

   Repetitive speech 9 (2.7%) 

   Irregular breathing 6 (1.8%) 

   Insufficient clothing 6 (1.8%) 

   Other speech disturbance 84 (25.3%) 

   Other odd behavior 30 (9.0%) 

Cognitive Symptoms  

   Paranoia 89 (26.8%) 

   Hallucinations 83 (25.0%) 

   Confusion 64 (19.3%) 

   Disorganized thoughts 55 (16.6%) 

   Unconscious 8 (2.4%) 
*These categories were not mutually exclusive. Some reports mentioned many symptoms, while others did 
not include this information. 
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4.4.1 Emotional Symptoms 

The subject’s emotional state was often included in the officer’s description of the 

encounter. Subjects averaged 1.66 emotional symptoms (SD=1.01). However, emotional 

and behavioral symptoms were often difficult to separate. For example, anxiety, anger, 

and fear were often inferred from body language (“When I first spoke with Mrs. T, she was 

very shaky, fidgety, anxious and seemed frightened” – Report #6320). Thus, emotional 

symptoms and behavioral symptoms could not always be easily separated and were not 

coded as mutually exclusive.  

Most subjects (91.6%) showed at least one emotional symptom. About half 

(49.7%) showed two or more. The subject’s emotional state was often self-reported 

(“…she stated that she was depressed and had nothing else to live for” - Report #6014), though 

sometimes it was inferred (“Ms. C appeared to be distraught and depressed” – Report #5375). 

Similar to apparent diagnoses, symptoms of depression or sadness were the most 

commonly noted emotional symptoms (63.9%). Other emotions included anger (50.9%) 

(“I observed several outbursts of anger that seemed to come from nowhere” – Report #3453); 

anxiety (“…she was just adamant that her boyfriend and the stress which encompasses her 

relationship with him was the cue for her anxiety. F reiterated that she felt her anxiety had 

reached new highs over the last several weeks” – Report #1850); distress (“J was extremely 

upset” – Report #2617); mania; and fear. Officers also noted when subjects showed a range 

of emotions fluctuating quickly (“K continued to change her mood from calm, to angry, to 

signs of depression” – Report #2873). 
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4.4.2 Behavioral Symptoms 

Behavioral symptoms were also frequently included in officers’ descriptions. 

Subjects showed at least one behavioral symptom in 41.0% of cases, and 15.4% showed 

two or more behavioral symptoms (average = 1.49, SD = 1.37). Physical aggression (such 

as punching a wall) was noted in 12.3% of cases, and yelling or screaming occurred in 

9.0%. Abnormal body language such as fidgeting, shaking, swaying, or hunched posture 

occurred in 10.5% of cases. Other behavioral symptoms noted include crying, wearing no 

clothes or insufficient clothing, seeking attention, sleep disturbances, and abnormal 

breathing. Further, subjects in 44.3% of cases appeared as disheveled or unkempt, and 

subjects in nearly one-third of cases (30.4%) showed a speech disturbance such as 

slurred, repetitive, or rapid speech.  

Sometimes, the behavior noted was peculiar and irrational: 

“She began rearranging the furniture while I waited for rescue and then began "scrubbing" 
herself with her cell phone stating that she was washing. She became less and less 
cooperative when rescue arrived and began moving her arms around in circles as well as 
removing her clothing.” 

- Report #6792 

Other times, subtler cues related to body language were apparent: 

“I began asking him very basic questions, such as his name and where he was coming from. 
The subject would look off in the distance like he was concentrating and then suddenly jerk, 
forgetting I had asked him a question. He would repeatedly tense and relax his muscles, often 
wincing like he was in pain. His legs were noticeably shaky at times.” 

- Report #5400 

Many narratives included multiple components of behavior. The following 

example includes symptoms related to speech, body language, and coordination: 
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“At that time, she reached over for her drink at the bedside table and was unable to keep the 
drink in her hand and it fell on the floor. During our conversation Ms. R appeared to begin to 
cry when talking about her boyfriend. Ms. R then began to pull the bed covers over her and 
leaning over. Her eyes were very glassy, and her speech began to become more slurred. 
Every time she would talk about the incident with her boyfriend she began to cry.” 

- Report #5991 

As was the case for emotional symptoms, officers also noted when a subject’s 

behavior did not seem to be appropriate for the circumstances: 

“I asked B if she had any weapons on her, and, at first, she said, "Yes. And I'm homicidal and 
suicidal." When she made this statement, however, she was grinning and holding her hands 
out for me to place handcuffs on her.” 

- Report #9105 

Sometimes, subjects revealed that the reason for their behavior was to seek 

attention: 

“When asked why he had taken the pills, D stated that he was trying to get his mother to pay 
attention to him. He stated that if his mother thought that he was going to hurt himself, she 
would listen to him.” 

- Report #5716 

Other times, officers drew this conclusion themselves and provided evidence to support it 

using the information and observations they had gathered on scene. The following 

passage describes an officer’s response to a reported overdose: 

“The neighbors advised that Ms. T does this all of the time and she is just seeking 
attention…Ms. T was sitting on the couch in the living room when we arrived taking on her 
cellular phone. She was lounged back in a relaxed state. Ms. T had bags neatly packed with 
some personal belongings, i.e. clothes and toiletries. Ms. T advised that she was thinking 
about leaving, "running away", the reasoning for her packed bags. Ms. T's speech was 
slurred at times and fine at other times…Ms. T did not appear to be under the influence of 
any medication. Ms. T did not show any signs that she had taken as many pills as she 
stated…Ms. T has a history of similar behavior. It did not appear that Ms. T was being honest 
about her actions. I did not observe Ms. T's behavior to be that of someone wanting to harm 
themself or others. I believe that Ms. T's actions were that of someone in search of attention.” 

- Report #5546 
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4.4.3 Cognitive Symptoms 

Perhaps the most apparent symptoms of an MHC, subjects in more than half of 

cases (53.0%) showed symptoms of cognitive impairment (average = 0.77; SD = 0.88). 

Subjects in 39.2% of cases showed symptoms of psychosis (paranoia or delusions in 

26.8% and hallucinations in 25.0%), while 19.3% showed signs of general confusion, and 

16.6% demonstrated disorganized thoughts. Officers frequently included statements such 

as, “[He] was aware of date, his location, president, and wearing appropriate clothing,” (Report 

#1099) indicating that they had made a valid attempt to assess basic cognition. While 

31.3% of subjects seemed generally aware of the time and place, less than 1% showed 

insight into how their MHC might affect their behavior. The following passage illustrates 

one of the more extreme examples of psychosis: 

“Z was wearing 2 dresses and 2 jackets. He appeared to be having delusions and 
hallucinations. He could hear his deceased wife talking to him. She had told him that she was 
in a car with cannibals and they were taking her to eat her. When asked for more information 
on his wife, Z stated that he watched her take her last breath, but she was reincarnated as a 
porn star named Jennanine who starred in a film called "private openings." Z told me that he 
was diagnosed with schizophrenia approximately 7-10 years ago, but he stated, "I don't have 
that. I'm not crazy." Z also stated that before his wife C passed away, she was also seeing Bill 
Clinton who wanted to make her a porn star in DC.” 

- Report #9023 

Other examples were less extreme, but indicated the officer’s suspicions of psychosis: 

“I was dispatched to [address], in reference to an elderly female reporting people inside her 
home that do not belong there (hallucinations). This was the second time I had been 
dispatched to this address in reference to possible hallucinations.” 

- Report #7985 

In the following example, the subject’s thoughts and speech seemed to be 

disorganized or nonsensical: 
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“When I arrived, I observed a white female in the middle of the parking lot. I apprehended 
her and began to ask her questions She only partially acknowledged my existence and would 
not answer my questions with any discernable thought pattern. She spoke seemingly random 
words and phrases that made no sense. She began yelling very loudly at no particular person 
or thing. She spoke only in incomprehensible phrases and referred to me as "Candy." I 
detained her, and rescue personnel attempted to speak with her, but she would or could not 
answer them.” 

- Report #4160 

Other subjects showed general confusion or lack of awareness of the situation. 

The following example does not include psychosis but demonstrates cognitive 

impairment, nonetheless: 

“I then placed Mr. S in the back of my patrol vehicle and was en route to Roanoke Memorial 
Hospital. While en route to Roanoke Memorial, Mr. S had dozed off to sleep for a few 
moments. When Mr. S woke up, he was very confused, disoriented, and asked me where he 
was. I explained to Mr. S that we were on our way to Roanoke Memorial, and he asked me 
what for. I told Mr. S because he tried to hurt himself just moments earlier, and he did not 
remember anything that just happened at his residence. Mr. S did this several times while en 
route to Roanoke Memorial.” 

- Report #3094 

4.5 Dangerousness 

As the responding officer gathered information, he/she/they assessed 

dangerousness of the situation. Dangerousness can be measured in terms of danger to 

oneself and/or danger to others, but danger to oneself was an especially recurrent theme. 

Subjects in 69.9% of cases demonstrated at least some thoughts of self-harm. The 

average score on this scale was a 4.15 (SD = 3.72), which equates to slightly more danger 

to self than making threats of suicide (see Table 7). An example of danger to oneself 

follows: 

“I observed G had something in his hands and was making a cutting motion across his left 
arm. I gave G commands to stop walking. After repeating the commands a couple of times, G 
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stopped walking and turned and faced me. I then observed that G had a small pocket knife in 
his hand. I then gave G a command to drop the knife, at which point he said, "it's helping me" 
and started to stab his left forearm on the inside just below his bicep…Another officer and I 
then gave G several more commands to drop the knife. After a short time, G dropped the 
knife…While in custody, G told me that the plan was to slit his throat or hit a main artery in 
his arm. G advised me that he lost everything he cared about and that is why he was wanting 
to kill himself.” 

- Report #3064 

Danger to oneself also includes the inability to care for oneself, and the police 

have wide discretion in making this determination. The following example illustrates this 

situation: 

“Ms. A was completely naked & it took her 30 minutes to put a shirt on & put one leg in a 
coat sleeve thinking it's her pants. She could not find her shoes or pants. The apartment was 
very messy. She had scabs on her right side waist. She was very dirty & smelly. Unable to 
take care of herself.” 

- Report #1714 

Subjects in 13.6% of cases demonstrated at least some thoughts of harm to others. 

The average score on this scale was 0.26 (SD = 0.72) (see Table 7). The following 

illustrates an especially elevated risk of danger to others posed by two juveniles subjects: 

“…both juveniles had threatened to shoot the staff and were harassing the other residents. 
According to B [residential staff member], C even attempted to place a call to his uncle to 
help him carry out the plan but was unsuccessful. I was advised that C had stated on more 
than one occasion that he had a gun hidden in the field near the group home. B stated that C 
had a history of killing animals, and also set a kid on fire while in high school. When I spoke 
to C about setting the kid on fire, he stated he did it because he did not like the kid. Upon 
attempting to speak to the individuals, C voiced his homicidal ideations towards the staff in 
front of me. As for Mr. R, B felt that if in fact C were to act on his homicidal ideations, that R 
would follow right alongside. R seemed to feed off of C's behavior and was clearly a 
follower.” 

- Report #5444/925311 

 
11 As this incident involved two subjects, a separate report using the same narrative was documented for 
each individual. 
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A weapon was present in at least 22.0% of cases, though this number is reported 

with caution. There were instances, for example, in which a weapon was reported but not 

confirmed, and other instances in which there may have been weapons unreported. A 

knife was the most commonly reported type of weapon in 14.2% of cases, followed by a 

razor blade (5.1%) and then a gun (3.9%) (see Table 10). The following example 

demonstrates the actions an officer took to assess the availability of weapons and to 

remove and secure those weapons: 

“I arrived on scene and spoke with Mr. S and asked him where the firearm was, and he stated 
it was in the truck. I noticed a large silver folding knife on the coffee table next to the chair 
where he was sitting and took possession of the knife. I also noticed a black handgun in a 
holster on the kitchen counter next to a large black folding knife. I took possession of the 
knives and firearm and unloaded it.” 

- Report #3092 

In any case, whether there were other indications of dangerousness or not, officers 

almost always asked the subject if they had any thoughts or intentions of hurting 

themselves or others and included the answer, even when negative (“W advised he does not 

want to hurt himself or others.”– Report #3567). As evidence of dangerousness is the legal 

basis to enact an ECO, asking the subject about their intentions and reporting their 

response was the most straightforward way to gather and provide evidence of this 

assessment to justify the officers’ actions.  
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Table 10: Dangerousness 

Characteristic* Number (%) 

Danger to Self  

   No thoughts of self-harm 100 (30.1%) 

   Admission to thoughts of self-harm 9 (2.7%) 

   Admission to thoughts of suicide 46 (13.9%) 

   Verbalized threats of self-harm 6 (1.8%) 

   Verbalized threats of suicide 32 (9.6%) 

   Verbalized plans for self-harm 8 (2.4%) 

   Verbalized plans for suicide 26 (7.8%) 

   Inability to care for self 10 (3.0%) 

   Intentional overdose suspected 17 (5.1%) 

   Self-harm attempt 52 (15.7%) 

   Suicide attempt 26 (7.8%) 

Danger to Others  

   No thoughts of harm to others 287 (86.4%) 

   Thoughts of harm to others 16 (4.8%) 

   Threats of harm to others 22 (6.6%) 

   Plans to harm others 3 (0.9%) 

   Attempts to harm others 4 (1.2%) 

Weapon  

   Knife 47 (14.2%) 

   Razor 17 (5.1%) 

   Gun 13 (3.9%) 

   Lighter 2 (0.6%) 

   Other 24 (7.2%) 

*These categories are not mutually exclusive. 
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4.6 Subject Attitude/Demeanor  

The attitude and demeanor of subjects varied. While 15.4% expressed a desire for 

treatment, 8.4% resisted treatment (see Table 11). While 12.7% were fully compliant, 

13.6% resisted the officer nonviolently, and 7.9% resisted physically (see Section 4.7 for 

further discussion on use of force). 

 
 
 
Table 11: Subject Attitude/Demeanor 

Symptom* Number (%) 

Treatment-seeking 51 (15.4%) 

Nonviolent resistance 45 (13.6%) 

Compliant 42 (12.7%) 

Resistant to treatment 28 (8.4%) 

Behavior de-escalates 23 (6.9%) 

*These categories are not mutually exclusive. Some reports indicated more than one type of attitude, while 
many reports did not include this description at all. Open coding was employed, and categories were not 
mutually exclusive. 
 
 
 
 
While the frequency by percentage was only moderate, it was striking, nonetheless, how 

many subjects were actively seeking mental health treatment and saw no other way to 

access that treatment but to involve the police. This is illustrated in the following 

example: 

“He called us saying that he needs help with his anxiety & depression. I asked him if he 
wants to go to the hospital…He has no ride. I asked him if he would like me to drive him. He 
said yes. He wanted me to take him all the way inside because he might panic and go 
somewhere else. Last couple months the thought of harming himself or someone else is 
getting worse.” 

- Report #5077 
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Others were resistant to the idea of mental health treatment: 

“D stated that we did not need to worry about him, that no one else did, so why should we. 
When D realized that we were there to aid/assist in saving his life, D made it clear that he did 
not want us to save him.”  

- Report #1530 

Some resented police presence entirely (“T was very verbally aggressive by cursing, 

yelling, and telling officers she would get us fired” – Report #9890). In some cases, a subject’s 

violent or volatile behavior subsided over the course of the interaction. In the example 

below, the subject had run away upon police arrival but grew more cooperative as he 

became familiar with the responding officer and other bystanders were removed from the 

situation: 

“He was pacing back and forth and in an agitated state. He remembered who I was from a 
previous call and said he would only talk to me. After getting the other resident children of 
the home to go inside, N began to calm down. I got him to agree to let me come close to him 
and then I was able to get him to sit where we could maintain control of him if he attempted 
to flee again.” 

- Report #3298 

Similarly, the example below illustrates a subject whose demeanor changed drastically 

once he was removed from the situation that had provoked him: 

“Y would initially cycle very quickly from angry to sad and nearly crying while I spoke to 
him. Y's anger was never focused toward me, but more the situation. Y calmed down on the 
ride to the hospital and was telling jokes by the time we pulled into the ER at Roanoke 
Memorial.” 

- Report #7657 

Still, in many instances, subjects were cooperative and compliant for the entirety of the 

interaction, and officers also noted when this was the case (“H was taken into custody for 

ECO without incident” – Report #6615). 
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4.7 Use of Force 

Despite officers’ best attempts to control the situation at hand peacefully, these 

situations sometimes escalated to the need to use force. Both a subject’s resistance and an 

officer’s response were each rated on a scale from one to five, based on the Integrated 

Force Management Use of Force Model as included in RCPD’s policy on use of force 

(2014) and depicted in Table 4. Subject resistance ranged from one to five on this scale 

and averaged 1.29 (SD=0.58). Officer response ranged from one to five and averaged 

0.15 (SD=0.62). Subjects showed some level of resistance in 21.1% of cases, whereas 

officers used some level of force in just 4.8% of cases (see Table 12).  

 
 
 
Table 12: Use of Force 

Characteristic Number (%) 

Subject Resistance  

   Compliant 262 (78.9%) 

   Passive resistance 51 (15.4%) 

   Active resistance 13 (3.9%) 

   Assault (bodily harm)  5 (1.5%) 

   Assault (serious injury or death) 1 (0.3%) 

Officer force  

   Cooperative controls 316 (95.2%) 

   Contact controls 5 (1.5%) 

   Compliance techniques 9 (2.7%) 

   Defensive tactics 1 (0.3%) 

   Lethal force 1 (0.3%) 

Force Factor  

   -3 2 (0.6%) 

   -2 4 (1.2%) 
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Characteristic Number (%) 

   -1 56 (16.9%) 

   0 267 (80.4%) 

   1 2 (0.6%) 

   2 1 (0.3%) 

 
 
 
 

Instances of higher levels of use of force were described in great detail, likely in 

order to adhere to agency standards for reporting use of force (see Appendix D). In these 

descriptions, officers typically referenced the Integrated Force Management Use of Force 

Model in describing their appraisal of the situation and as justification for their response. 

A typical example follows: 

“As I approached, E pulled away from me. I attempted to take a hold of E's left arm, but he 
bucked against me and began physically resisting. [The other officer] and I attempted to take 
control of E's arms; however, he began flailing out with his arms and hands, and struck me in 
the face with his fist. The subject's actions at that time were that of Level IV (assaultive) and 
my threat perception was that of Level III (volatile). My threat perception did not rise to 
Level IV due to my perception of E's actions not being intended to harm me but to free 
himself, and a complete lack of injury on my behalf due to E's assault. My reasonable officer 
response was Level III (compliance techniques) in the form of pushing E onto his bed while 
grabbing his arms and attempting to restrain his arms behind his back. I utilized Level III 
contact controls by pulling his left wrist against his arm to obtain a viable position to 
handcuff E. I also utilized my body to pin E against the bed and keep him from getting back 
up. [The other officer] assisted and we were able to secure E's arms behind his back.” 

- Report #7686 

4.8 Dispositional Outcomes 

Subjects were taken to the hospital under ECO in 55% of cases, went to the 

hospital voluntarily in 31.6% of cases, and were released in 10.8% of cases (see Table 
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13). While none were arrested in this sample, officers took enforcement action by 

additionally filing criminal charges in 2.7% of cases. 

 
 
 
Table 13: Disposition 

Disposition 
Before Law 

Change (N=72) 
After Law Change 

(N=260) 
Total  

(N=332) 

ECO 40 (55.6%) 143 (55.0%) 183 (55.1%) 

Voluntary admission to 
hospital 

23 (31.9%) 82 (31.5%) 105 (31.6%) 

Release 8 (11.1%) 28 (10.8%) 36 (10.8%) 

Unknown/unclear 1 (1.4%) 5 (1.9%) 6 (1.8%) 

Medical hold 0 (0.0%) 2 (0.8%) 2 (0.6%) 

 
 
 
 

Incidents resulting in ECO took the longest, on average, and varied most in length 

(see Table 14). This may indicate more diverse conditions that required differential 

treatment, but it also may be related to the availability of mental health resources and 

time spent waiting after arrival at the hospital. ECOs took the longest both before and 

after SB260/HB478 went into effect. Before the change in state law, subjects could be 

held under an ECO with an officer for up to six hours before either being released or 

being detained under a Temporary Detention Order (TDO). Under the new law, ECOs 

could last up to eight hours, and so officers spent longer at the hospital with subjects. 

Both the mean and the standard deviation of ECO outcomes increased after the law 

change, as the change effectively extended the maximum duration (but did not change the 

minimum). Whereas many ECOs did not take even six hours and were largely unaffected 
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by the new legislation, the new law meant that encounters that would have ended after six 

hours of ECO could now be extended. 

 
 
 
Table 14: Duration of Encounter by Disposition (measured in minutes) 

 Before Law Change After Law Change Total (N=310) 

Disposition n Range Mean 
Standard 
Deviation 

n Range Mean 
Standard 
Deviation 

n Range Mean 
Standard 
Deviation 

ECO 36 5-436 235.81 108.38 137 6-673 284.43 138.67 173 5-673 274.31 134.12 

Voluntary 23 7-249 59.17 53.58 74 9-339 66.01 66.82 97 7-339 64.39 63.73 

Release 6 15-70 43.33 19.90 26 14-160 41.77 28.62 32 14-160 42.06 26.92 

Medical 
Hold 

0 NA NA NA 2 77-102 89.5 17.68 2 77-102 89.50 17.68 

Unknown 1 8 8 NA 5 13-210 69.80 87.74 6 8-210 59.50 78.19 

Note: Total N=310 in this case because 22 reports did not include information sufficient to determine the 
duration of the encounter. 
 
 
 
 
4.8.1 Emergency Custody Order 

An ECO was the most common outcome to the situations studied. Typically, this 

occurred when the individuals showed indications of an MHC as well as danger to 

themselves or others, as the following justification demonstrates: 

“Based on B’s extremely erratic behavior, admitting to drinking with her medications, her 
having difficulty understanding simple directions or suggestions, and her rapidly changing 
emotions, I took B into custody on an ECO.” 

- Report #9738 

Less frequently, lack of alternatives influenced an officer’s decision to issue an 

ECO. The following example describes a situation in which an individual was unable to 

care for himself, which is another type of dangerousness that may warrant an ECO. In 
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this case, the officer evaluated other options and may have considered release to a 

caregiver if it had been an option, but the officer could not identify a responsible 

caregiver and enacted an ECO out of concern for the individual’s well-being: 

“He advised me that he had no family around the local area. He is on his own except for his 
neighbor who comes by and checks on him a couple times a day. The neighbor is on oxygen. 
He said that he is unable to help anymore because of his own medical concerns. Due to no 
one to call to help H with his medical needs, I decided to do a paperless ECO.” 

- Report #5398 

Officers may have also been influenced by a pattern of prior incidents involving 

the same subject repeatedly. In some cases, a similar incident had occurred in the past 

and the individual had been released, but police were again being called to intervene. In 

the following example, there had been repeated calls for service involving the same 

person, and the subject’s mother had already tried to obtain an ECO herself but was 

denied. Given that release had not been effective in the past, the officer felt a more severe 

outcome was now warranted to keep others safe and prevent future incidents – though the 

officer still provides supporting evidence to justify this decision: 

“His mother, who already tried to obtain an ECO during the previous call for service but 
was denied by the magistrate, stated she was afraid for her safety if J stayed. I took J into 
custody for an ECO due to his state of mind and threats to kill in addition to the fact he was 
not taking his medication.” 

- Report #2366 

4.8.2 Voluntary Hospitalization 

The next most common outcome was voluntary admission to the hospital. In some 

cases, the individual was actively seeking help with their situation and saw the police as a 

resource: 
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“R had originally told dispatch that she was feeling depressed, and as a result, was having 
suicidal thoughts. Upon arrival, I was met by R, who appeared disheveled and depressed. She 
informed me of her issues with depression and that she is currently taking medication to 
better manage it. However, recently she has been having 'suicidal and homicidal thoughts'. 
She never threatened herself or others directly but wanted to be transported so medical 
personnel could help her depression. She said she was not hallucinating or having any 
problems with delusions or disorientation. She informed me that she had been to Roanoke 
Memorial in the past where they treated her depression. She asked if she could be voluntarily 
taken over to Roanoke Memorial Hospital to be seen again.” 

- Report #6570 

In other cases, individuals were not actively seeking help, initially, but were 

receptive to the idea when it was offered: 

“Mr. K was sitting on the bed in the room and told me that his situation was not working. I 
asked what he was talking about and he explained that he was very depressed…I asked Mr. K 
what he would like me to do to help him out and he explained that mostly he had a lot of 
physical pain and just wanted to try and fix that. I recommended that we could take him to 
Roanoke Memorial Hospital and they would be able to not only talk to him about his mental 
state but also his physical state. Mr. K said he would like that and agreed to go with us.” 

- Report #5561 

In the following passage, the responding officer even noted that police intervention was 

likely unnecessary: 

“I met with O who had called Roanoke College Security about having suicidal thoughts. He 
said he didn't have a plan or means to kill himself, but he was stressed out with school 
functions, work, and other personal problems and he feels that he needs help. He was asking 
for assistance from the moment I walked in the door. His mother had just arrived home, prior 
to my arrival and was prepared to take him to the hospital upon hearing that her son was in 
distress…O and his mom elected to go to RMH in her car. I followed behind them and 
verified that O checked in. His mom remained with him in the event he changed his mind. 
However, his demeanor from the beginning suggests he is seeking this help and police 
assistance was not necessary.” 

- Report #6381 
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4.8.3 Release 

Sometimes, officers did not feel the situation rose to the level of danger that 

warranted hospitalization. In these cases, officers might offer the individuals or their 

caregivers information on mental health resources. Typically, some sort of social support 

was also available in these cases to help keep the person safe. In the following example, 

the subject’s sister called police, concerned that her brother was in danger of an overdose, 

but police determined the risk of overdose was unlikely: 

“L was aware of his surroundings, understood why I was on scene, and was coherent. L 
stated he did not want to harm himself or others and was taking care of himself. L stated he 
only took the prescribed medications as indicated above at the appropriate times. L stated he 
did have a fentanyl patch, however, it was prescribed to him and he no longer had the patch 
on. L stated he sometimes uses the patch when he has tooth aches or after recent tooth 
surgeries. L showed me around his apartment and showed me all of his prescription bottles. 
L stated he had been sick for the last couple of days and just wanted to get some rest and he 
did not want to go to the hospital. I informed T [subject’s sister] how to obtain an ECO and 
provided her with a mental health pamphlet.” 

- Report #7810 

4.8.4 Medical Hold 

In a minority of cases, police officers were called to respond to a mental health 

crisis, but the subject’s condition made a mental health evaluation impossible. The 

following example illustrates a suicide attempt, indicative of depression or other MHC. 

However, the substances the individual consumed caused him to become nearly 

unresponsive. Thus, a mental health evaluation could not be conducted until the effects of 

the substances had been treated through physiological attention: 

“Mrs. L showed me to his room, and I found M unconscious on his bed. At that time, dispatch 
was advised and medics were requested. I immediately attempted to communicate with him 
with no response. I conducted a sternum rub on M for approximately 20 seconds before he 
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finally opened his eyes. I continued to communicate with him in an attempt to keep him awake 
until medics arrived on scene. M was not alert and able to communicate on a functioning 
level…Medics arrived on scene and I advised them of the situation. They completed their 
assessment and determined that he needed to be transported to RCH. While en route to the 
hospital he informed the medics that it was a "poor suicide attempt". Once at the hospital he 
stated that he took approximately 30-40 Xanax, smoked marijuana, and drank hard 
alcohol…Contact was made with the on-call EOS worker and she was advised of the 
situation. She stated that due to the medical condition of Mr. M the hospital would admit him 
prior to their evaluation. ECO was not pursued due to medical condition and Mr. M being 
admitted into the hospital.” 

- Report #9220 

4.9 Comparative Analysis 

During the course of any interaction between an officer and a subject, multiple 

factors may be influential at any given time and affect the events and decisions that 

follow. To better understand how various factors may have affected one another, 

comparisons were analyzed by officer characteristics, call type, and other incident 

characteristics. Detailed description of the patterns and trends identified during this 

analysis follow. 

4.9.1 Officer Characteristics 

Officers’ demographic characteristics were examined against characteristics of the 

encounter to better determine any differences by officers’ traits. First, the number of 

symptoms reported was examined against officer characteristics to explore possible 

patterns and trends.12 Analysis indicated that the number of symptoms reported within 

each incident did not differ by the responding officer’s gender, race, or CIT training 

status. However, there was a difference in the officer’s age and the number of symptoms 

 
12 Most officers completed too few reports for statistical clustering to be meaningful. Rather, officer 

characteristics were examined by incident. 
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reported. Officers in their 50s reported more symptoms than did younger officers, but this 

finding must be interpreted with extreme caution due to the small number of officers in 

their 50s in this sample. This pattern is illustrated in Figure 5. 

 
 
 

 
Figure 5: Average Number of Symptoms Reported by Officer Age Interval 

 
 
 
 

It could be the case that this small group of older officers encountered subjects 

with the most symptoms, or it may be that older officers wrote longer reports. Testing 

these speculations, officers’ age was compared against the word count of the narrative 

reports. The officer’s age and number of words in the narrative report were only mildly 

correlated, in a negative direction, with older officers writing shorter reports, shown in 

Figure 6, and this relationship was not noticeable when the officer’s age was measured in 

intervals. With both of these comparisons in mind, it may be that older officers better 
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understood what information was most important to capture in their reports, and so they 

were more succinct in their writing, focusing on those salient characteristics. In contrast, 

younger officers with less experience wrote more formally, in longer sentences using 

more words, capturing information in a more verbose way, perhaps wanting to 

demonstrate professionalism despite their youth. 

 
 
 

 
Figure 6: Word Count by Officer Age 
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limits the inferences that can be drawn from this analysis. Further, there was no apparent 

association between officer force and age when age was measured on an interval scale, 

and there was no apparent association between force factor and officer age. Additionally, 

there were no apparent differences in level of officer force or force factor based on the 

responding officer’s gender, race, or CIT training status. There were also no apparent 

differences in subjects’ level of dangerousness based on the responding officer’s gender, 

race, CIT training status, or age.  

 
 
 

 
Figure 7: Average Officer Age by Level of Force Used 
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Next, turning to gender, analysis found no difference in number of symptoms 

reported, use of force, or dangerousness by the responding officer’s gender. However, 

there were differences by officers’ genders in the encounter’s disposition, the duration of 

the encounter, and the length of the narrative report. Figure 8 displays the proportion of 

outcome dispositions by officer’s gender, indicating female officers were more likely to 

issue an ECO than were male officers, while male officers were more likely to release a 

subject. As the traditional female role is that of nurturer or caregiver, female officers may 

have felt a responsibility to connect a subject in crisis to services of some sort, whereas 

male officers may have seen the same options with the negative association of being 

“paternalistic” or condescending and erred, instead, toward respect for personal liberty. 

Further, there was no meaningful association between the officer’s race or age and the 

interaction’s disposition. 
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Figure 8: Frequency of Disposition by Officer Gender 

 
 
 
 

It follows, then, that female officers spent more time on their encounters, on 

average, than did male officers, since events resulting in an ECO tended to take the 
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all encounters to gather information, create time and space with the subjects, and 

carefully de-escalate. This difference in duration by gender is illustrated in Figure 9. 
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tactics than are male officers (Braithwaite & Brewer, 1998; Brandl et al., 2001; White et 

al., 2019). However, there was no apparent difference in use of force by officer’s gender 

in this analysis. Gender may not be related to use of force at all, or it may be than male 
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and female officers tend to rely on different techniques but both methods are similarly 

effective.  

 
 
 

 
Figure 9: Average Event Duration by Officer Gender 

 
 
 
 

Female officers also wrote longer narrative reports, on average, than did male 

officers, as shown in Figure 10. This makes sense; as their encounters were longer in 

duration, they had more information to describe and include in their narrative reports. 

This finding supports the assertion that encounters involving female officers were longer 

than encounters involving male officers because female officers took more time to gather 

information and may have paid closer attention to details. The duration of encounters did 

164.73

217.27

0

50

100

150

200

250

Male
(n=240)

Female
(n=92)

A
ve

ra
ge

 D
ur

at
io

n 
in

 M
in

ut
es

Officer Gender



 

95 
 

not differ by the officer’s race, age, or training status, nor did it vary by call type, making 

these potential confounds unlikely. 

 
 
 

 
Figure 10: Average Report Word Count by Officer Gender 
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different races (see Bolton & Feagin, 2004; Smith et al., 2015). The same speculation 

could also contribute to longer reports by female officers. Minority officers may feel 

added pressure to demonstrate their competency through added effort. 

 
 
 

 
Figure 11: Average Report Word Count by Officer Race 
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training were better able to de-escalate a volatile situation involving MHCs, enabling 

release, whereas officers without CIT training relied more heavily on the ECO process 

when they were uncertain. Officers who had been CIT trained also wrote longer narrative 

reports, on average, than did officers without CIT training, shown in Figure 13. Training 

on responding to persons with MHCs likely made them more aware of a greater number 

of factors that may be considered noteworthy, whereas officers without such training may 

not have noticed the same level of detail. Although this study did not test the effects of 

CIT training directly, these results provide support that CIT training does have an effect 

on officers’ behavior and decisions.  

 
 
 

 
Figure 12: Frequency of Disposition by CIT Training Status 
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Figure 13: Average Report Word Count by Officer Training Status 
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and detailed that recognition in their report. Elaborating on the observed clinical 

symptoms within that report offers explanation for the officer’s discretionary decision to 

file a CIT report. Similarly, while length of the report did not vary significantly across 

call types, there was a significant difference in word count between calls initially 

identified as involving MHCs and other types of calls, shown in Figure 15, adding 

support to this speculation. 

 
 
 

 
Figure 14: Average Number of Symptoms Reported by Binary Call Type 
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Figure 15: Average Report Word Count by Binary Call Type 
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factors while disorders and suspicious events showed the lowest force factors, shown in 

Figure 17. In this case, domestic disputes had a negative force factor indicating that, 

while domestic disputes involved a higher level of force than other types of calls, they 

also involved stronger levels of subject resistance.  

 
 
 

 
Figure 16: Average Level of Officer Force Used by Call Type 
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Figure 17: Average Force Factor by Call Type 
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Figure 18: Average Level of Force Used by Binary Call Type 

 
 
 
 

It follows, then, that differences in danger to others were also apparent both 

across all call types and in a binary comparison of mental health calls compared to all 

other types. In this case, calls coded as ‘other’ and domestic disputes showed the greatest 

level of danger to others, while calls coded as well-being checks or suspicious events 

showed the least amount of danger to others. This pattern is displayed in Figure 19. In 

many of these cases, the danger was speculative. For example, seven of the 12 events 

coded as ‘other’ involved a missing person. In such a case, the missing person may be 

appraised as dangerous to others based on reports from stakeholders, but force cannot be 

used against that person until the individual is found. Other instances in this group 

1.04
1.21

0

1

2

3

4

5

Mental Health Events
(n=202)

Other Events
(n=101)

A
ve

ra
ge

 L
ev

el
 o

f O
ff

ic
er

 F
or

ce

Call Type



 

104 
 

consisted of threats of violence with which, upon further investigation, the individual 

never intended to follow through. 

 
 
 

 
Figure 19: Average Danger to Others by Call Type 
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expected, since calls coded as mental health events included those related to suicidal 

thoughts or attempts. Self-harm and/or suicidal ideations are very recognizable symptoms 

of depression, making such calls easily identified as involving MHCs. Other symptoms of 

MHCs not involving harm to self may be harder to identify, and the actions resulting 

from them more ambiguous, leading the caller to describe the situation without any 

attribution to potential MHCs. 

 
 
 

 
Figure 20: Average Danger to Self by Binary Call Type 
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aligns with previous research suggesting indications of harm to oneself typically leads to 

hospitalization (Bittner, 1967). Danger to others was generally very low across this 

sample, and so meaningful differences in danger to others by any characteristics were 

unlikely to be detected. That higher levels of danger to oneself were associated with 

hospitalization, though, is as expected.  

Dangerousness (in general) is the legal basis for an ECO. It may be somewhat 

surprising, then, that there was no apparent difference in dangerousness between 

encounters resulting in voluntary hospitalization and ECO. This indicates that, of the 

interactions considered dangerous enough for hospitalization, approximately half of 

subjects agreed to treatment voluntarily. While 20% of the sample sought police 

intervention themselves, more than 30% ultimately agreed to treatment. This difference 

indicates that, in some cases, the officers’ interactions with the subjects in crisis were 

persuasive and empowering enough to convince subjects to seek treatment without the 

need to use force, coercion, or the power of government authority. This form of peaceful 

compliance is what one would hope for in such encounters. Further, there was no 

apparent association between call type and disposition, overall. This indicates the initial 

identification or label of the call had little to do with its ultimate outcome, while the 

information the officer gathered on scene while interacting with the subject was much 

more influential to the call’s ultimate disposition. 
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Figure 21: Average Level of Dangerousness by Disposition 
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active symptoms are present, as might be expected, but this relationship does not appear 

to be meaningful. This pattern is depicted in Figure 23. It should also be noted that there 

were too few cases of use of force in this sample to make any inferences from this pattern 

without extreme caution. 

 
 
 

 

 
Figure 22: Average Number of Symptoms Reported by Level of Force Used 
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Figure 23: Number of Symptoms Reported by Force Factor 
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apparent trends, illustrated in Figure 25, further indicating an individual’s mental health 

symptoms may not be a good predictor of the encounter’s disposition. 

 
 
 

 

 
Figure 24: Average Number of Symptoms by Disposition 
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Figure 25: Average Number of Symptoms by Disposition and Symptom Type 
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Figure 26: Frequency of Evidence by Disposition 
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dangerousness, and the evidence available are stronger predictors of an encounter’s 

disposition than are active symptoms or social support.  

 
 
 

 
Figure 27: Average Level of Social Support by Disposition 
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CHAPTER FIVE: DISCUSSION 

This project explored the factors most salient to officers in determining the 

presence of an MHC, in controlling the situation, and in the encounter’s ultimate 

outcome. The interaction is a dynamic exchange and cannot be easily simplified into 

inputs and output. The responding officer is primed by information from dispatch 

(Taylor, 2020), which affects their behavioral approach upon arrival. The officer’s 

approach, in turn, influences the subject’s reaction to police presence. The subject’s 

reaction then impacts the officer’s approach to controlling the situation, which can affect 

the subject’s behavior again. Multiple decision points interact with one another and affect 

the progression of the encounter, as a whole. Bayley (1986) noticed this complexity, 

describing, “…choices made at one stage of an encounter affect subsequent 

decisions…Encounters between police and public are both determined by circumstances 

and scripted by the police” (p. 347).   

The first research question asked what factors are most salient to officers in 

determining the influence of an MHC. This study identified emotional, behavioral, and 

cognitive symptoms that officers interpreted as being indicative of an MHC. Aligning 

with the findings of Godfredson and colleagues (2011), officers relied primarily on the 

information they gathered on scene rather than reference to records or databases. 

Emotional symptoms indicative of an MHC were often expressed in the form of severe 

depression and frequently associated with feelings of self-harm. Anger was also relatively 

common in this sample. Strong emotional feelings are not, necessarily, a clinical 

condition on their own, but they may be considered clinical symptoms when combined 
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with dangerousness. Although dangerousness was the threshold for taking legal action, 

emotional symptoms were typically the first sign that an MHC might be present, leading 

the responding officer to then screen for indications of potential dangerousness.  

Behavioral and cognitive symptoms were less common. Behavioral symptoms 

included dirty or disheveled appearance, physical aggression, peculiar body language, 

and slurred speech. These symptoms signified an inability to control oneself in 

accordance with social expectations and possible unpredictability. Cognitive symptoms 

included paranoia, hallucinations, confusion, and disorganized thoughts. These symptoms 

indicated a disconnect from reality such that the individual had difficulty making rational 

decisions. Some of these symptoms – both behavioral and cognitive – may be considered 

clinical without an alternative explanation. An officer’s training and content knowledge 

likely aided officers’ perceptions as to when these symptoms might be indicative of an 

MHC and would prompt the officer to screen for further risk.  

The second research question asked, once an officer had determined an MHC 

likely, what factors are most salient in determining how to control the situation. No single 

factor emerged in this case; rather, officers sought to corroborate a variety of factors by 

speaking with the subject and other stakeholders on scene to understand the sequence of 

events and to verify this information from multiple perspectives or with physical 

evidence. Evaluating the truthfulness of a subject’s version of events can be challenging 

in any interaction with the public, but especially so in cases where an MHC might be 

influencing an individual’s perceptions. 
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Often, officers tried to understand the subject’s situation and empathize with their 

feelings – also likely similar to situations not involving MHCs, too. Empathy posed 

challenging, however, when the subject was physically aggressive or when symptoms of 

psychosis were present. As physical aggression is associated with dangerousness, the 

presence of physical aggression would often serve as cause for police intervention. 

Symptoms of psychosis, however, might lead the officer to continue their line of 

questioning in an attempt to identify a caretaker that could be contacted. 

This leads to the third research question, which asked what factors are most 

salient to an interaction’s ultimate disposition. Dangerousness overwhelmingly stood out 

as the primary reason to enact an ECO – the most common outcome observed in this 

dataset. ECO was followed by voluntary hospitalization as the next most common 

outcome, but voluntary admission is contingent upon the subject’s insight and desire to 

seek mental health services. Interestingly, there were no arrests in this dataset, even when 

the subject was resistant. This goes against previous research (Engel & Silver, 2001; 

Novak & Engel, 2005) but further supports Van Maanen’s (1978) hypothesis. Indeed, 

previous research acknowledges that it can be difficult for an officer to determine 

whether a subject’s resistance is deliberate, or if the subject’s resistance is related to a 

mental or behavioral disorder (Cordner, 2006; Kesic et al., 2013; Morabito & Socia, 

2015; Rossler & Terrill, 2017; Ruiz & Miller, 2004; Schulenberg, 2016; Teplin, 2000), 

and so officers in this study may have preferred to use a more conservative approach of 

enacting an ECO rather than an arrest, with the option to file charges in addition to 

mental health apprehension. It is also possible that many instances of arrest involved 
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MHCs, but the responding officer did not recognize the MHC, and those instances were 

not included in this dataset. 

These findings generally align with the idea that multiple interconnected focal 

concerns influence officer decision-making. Just as Spohn and colleagues (2013) found in 

cases of sexual assaults and Ishoy and Dabney (2018) found in enforcement situations, 

police officers encountering persons with MHCs also considered multiple concepts that 

interact with one another and are difficult to separate. Previous work examined police 

officers’ decisions in terms of blameworthiness, community protection, and practical 

constraints. Police officers in this study also considered blameworthiness – as 

demonstrated by the officers’ attempts to understand the context of the subject’s situation 

and empathize with them. Officers considered community protection, as well; in this 

case, assessment of community protection came in the form of the officers’ assessments 

of danger to self or to others and their duty to intervene. Practical constraints were most 

apparent in disposition options – whether the subject was receptive to voluntary treatment 

and whether a capable caregiver was available. This process is illustrated in Figure 28. 

This process also aligns loosely with Bayley and Bittner’s (1984) three-stage 

model of contact, processing, and exit. In the case of individuals with MHCs, the contact 

stage focuses on problem diagnosis and identification of an MHC, affecting the person’s 

blameworthiness. The processing stage is an assessment of dangerousness, and the exit 

stage is the disposition determination. 
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Figure 28: Combined Decision-Making Model 

 
 
 
 



 

119 
 

This process includes both compensatory and noncompensatory factors. The first 

stage of assessing the presence of an MHC is a compensatory decision point (Worden & 

Brandl, 1990). That is, factors such as a formal diagnosis or active symptoms may 

influence an officer’s decision as to how to act, but none of these factors are 

deterministic. Although any indication of an MHC will likely lead an officer to complete 

a CIT report on the encounter, the ultimate disposition of the encounter may depend on 

the type of symptoms present, the severity of those symptoms, the insight the individual 

has into their condition, and the officer’s ability to recognize these indicators.  

Dangerousness, however, is noncompensatory. That is, the individual will never 

be released informally when indicators of dangerousness are present. If both danger and 

mental health symptoms are present, apprehension will be in the form of an ECO or 

voluntary hospitalization (if danger is present but mental health symptoms are not, 

apprehension would likely be in the form of arrest, although this claim is speculative and 

cannot be drawn from the current study). In this dataset, the risk of danger was more 

often targeted toward oneself than toward others. No matter the target, though, officers 

have a duty to intervene when danger is indicated – in this case, according to the doctrine 

of parens patriae as well as that of community safety. Dangerousness can also be thought 

of as a procedural frame with strict rules for behavioral response that override content 

knowledge. Compensatory factors, in contrast, are highly influenced by an officer’s 

content knowledge, which relies on experience, and so may be interpreted and reacted to 

differently depending on the lens of perception (Stalans & Finn, 1995). 
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Receptiveness to voluntary treatment is noncompensatory, while the presence of a 

caregiver is a compensatory factor. If the subject admits themselves to the hospital 

voluntarily, police custody is not required. If the subject is not receptive to treatment (but 

shows signs of both danger and MHCs), an ECO is generally required. However, 

exceptions may be rarely made in this case if a responsible caregiver is present and 

willing to take custody of the potentially dangerous subject.  

Much like Sherman’s (1980) research found situational characteristics most 

influential to officer discretion, so did this research. Also similar to Sherman’s results, the 

relationship between officer characteristics and measured outcomes was mixed, overall. 

Although race is a contentious topic in policing and warrants additional research in other 

contexts, there were no meaningful differences by officer race to the number of 

symptoms or level of dangerousness recorded, the level of force used, or the event’s 

disposition or duration. There were differences by race in the lengths of the narrative 

reports written, and this may relate to the current social climate and a perceived need for 

greater explanation when racial differences are present. Minority officers might feel like 

they have to do more and work harder to earn respect within the agency, as racial 

discrimination internal to the department and the culture of policing presents barriers 

(Bolton & Feagin, 2004; Smith et al., 2015). Female officers wrote longer reports than 

male officers, further strengthening this supposition. In a male-dominated industry, 

female officers may feel similar pressure to over-perform. The same might also be true of 

younger officers, who also wrote longer reports, trying to prove their competency and 

their place in the agency. 
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Beyond just word count of their narratives, there were also difference in the 

duration of interactions and their ultimate dispositions between male and female officers. 

Female officers were more likely to enact an ECO, while male officers were more likely 

to release a subject. Female officers also spent more time, on average, on each encounter 

and wrote longer reports than did male officers. Although purely speculation, it might be 

that women have traditionally been socially conditioned as caregivers and so female 

officers felt more of an obligation to provide services to a subject, even if that was in the 

form of an ECO to connect them to treatment. Meanwhile, male officers may be more 

concerned with perceptions of over-policing and criticism of a patriarchal industry and so 

have a higher threshold for intervention during interactions with individuals with MHCs. 

This aligns with Bittner’s (1967) conjecture that some officers might also be hesitant to 

intervene if the individual is not entirely blameworthy or a risk to community safety. 

CIT training also seemed to make a difference. Officers with CIT training were 

more likely to release subjects, whereas those without CIT training were more likely to 

enact an ECO. This contradicts previous research that suggests CIT training is associated 

with higher levels of subject hospitalization (Watson et al., 2010). This result is 

somewhat surprising, seeing as the goals of CIT training are to improve officers’ 

knowledge of MHCs, reduce use of force through de-escalation, divert persons with 

MHCs away from the criminal justice system, and provide mental health treatment 

(Browning et al., 2011). This study did not test officers’ knowledge of MHCs, but this 

analysis showed no clear differences in use of force among CIT-trained officers. 

Moreover, though release may divert the subject from the criminal justice system, it does 
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not provide mental health treatment (although officers would sometimes refer released 

subjects to treatment providers, should they wish to seek treatment on their own). An 

ECO may be more effective in these two aspects as it both diverts the subject from the 

criminal justice system and provides an avenue to treatment.  

Then again, an ECO does not offer long-term treatment, and officers – CIT-

trained or not – may see the ECO as a “revolving door” of release and recidivism. 

Balancing costs against benefits as is constant during all discretionary policing (Bayley & 

Bittner, 1984; Thacher, 2001; Willis & Toronjo, 2019), to some officers, the cost of an 

ECO in terms of time and police resources may not justify the short-term gains that are 

typically not sustainable. Alternatively, it might also be that officers without CIT training 

are over-reliant on the ECO process, whereas officers with CIT training are better able to 

make a more accurate assessment of the individual’s condition. It should also be noted 

that the number of individuals released in this analysis was much fewer than the number 

of individuals under ECO, and this imbalance in cell sizes gives reason for caution.  

5.1 Implications 

Although it has been a concern for decades, police response to persons with 

MHCs has recently gained heightened attention. Amid the backdrop of a nationwide 

movement to re-allocate funding from the police in favor of social services, the Virginia 

House of Delegates recently passed House Bill 5043. The Mental health Awareness 

Response and Community Understanding Services (MARCUS) bill, named after Marcus-

David Peters, who was killed by police during a mental health crisis, requires the creation 

of multidisciplinary community care teams (WTKR, 2020). Community care teams will 
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be comprised of law enforcement officers, peer recovery specialists, and mental health 

practitioners, supported by Virginia’s Department of Criminal Justice Services (DCJS) 

and the Department of Behavioral Health and Developmental Services (DBHDS), and 

trained to de-escalate mental health crises (Code of Virginia, 2021).  

For effective implementation, community care teams must be designed based on 

scientific evidence. Officers must be able to recognize the symptoms of an MHC to 

engage the community care team, accordingly. Some calls for service to the police are not 

immediately recognized as being mental health incidents. This analysis, for example, 

included calls reported as domestic disputes, suspicious events, disorder, and complaints. 

So even with mental health specialists on hand, police may be called to respond and need 

to be able to recognize the symptoms of MHCs so they can triage the case and engage the 

appropriate resources. A more thorough understanding of how and why police officers 

make the decisions they do in their interactions with persons with MHCs will support the 

effective operation of the community care teams. Science can help identify which choices 

produce the most desirable outcomes, and this knowledge can and should be further 

incorporated into training both for police officers and for co-responders (Willis & 

Mastrofski, 2017). 

Similar co-response models are being considered and evaluated nationwide, and 

this analysis shows support for these alternative responses. It is striking that subjects 

contacted police out of concern for their own well-being in 20.2% of the cases examined, 

were actively seeking treatment in 15.4% of cases, and ultimately admitted themselves to 

the hospital voluntarily in 31.6% of cases. Many subjects willingly disclosed their own 
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substance use as well; fear of criminal charges or the stigma that could follow from 

involvement in the justice system were not deterrents to treatment. This suggests the 

potential that a large portion of police calls related to mental health could be diverted to 

other specialized services, allowing police resources to be re-allocated to other issues of 

public safety. Previous research has called for such diversion and notes that these services 

are especially needed in rural communities (Chandrasekera, 2011), like Roanoke County. 

Of those subjects who did not seek police intervention themselves, the possibility of a 

police record may have been a deterrent; eliminating this stigma as a barrier may make 

mental health treatment more attractive and accessible.  

  Training – whether part of a co-responder model or a police-led program – 

should include guidance on motivational interviewing, problem identification, and risk 

assessment. While all of these components are important to interactions with individuals 

with MHCs, they are also crucial to any interaction between police and the community, 

even when MHCs are not involved. Motivational interviewing is a therapeutic technique 

founded in clinical psychology that empowers individuals to identify their own goals and 

a path to achieving them. Motivational interviewing relies heavily on active listening, 

which is already incorporated into CIT curricula. Motivational interviewing shows 

empathy and allows the subject to feel heard, while also gathering information. It is 

already used in trauma-informed approaches to law enforcement and other criminal 

justice settings. Such an approach may help encourage voluntary treatment or at least 

reduce resistance, facilitating cooperation and compliance. Although officers could be 

trained in motivational interviewing and could use the technique by themselves, 
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motivation interviewing could also be incorporated into a co-responder model, where 

mental health practitioners are available.  

Through the motivational interview, police officers can elicit information to better 

understand the root cause of the issue at hand, more accurately diagnosing the problem. 

In this sample, 39% of events were not initially identified as mental health calls, and, 

indeed, MHCs are not always the cause of the problem, though they are important to risk 

assessment. A missing person with an MHC, for example, must first be treated as a 

missing persons case, but the presence of an MHC would likely change police response 

and search techniques. Similarly, a domestic violence call involving a person with an 

MHC must be treated as a domestic violence call, ensuring the safety of the victim first 

and foremost. However, knowing that an MHC is present could inform the officer’s 

demeanor and approach toward the alleged offender. For efficiency and simplicity, police 

call types are often categorized as only one type of event; while this approach is not 

wrong, it may not provide all the information an officer needs to respond most 

effectively. Thus, while information collected from communications personnel can be 

extremely helpful, accurate problem diagnosis on scene remains imperative as it informs 

assessments of blameworthiness. Police agencies might even consider adding secondary 

codes or tags indicating call characteristics to their calls for service records.  

Problem diagnosis informs risk assessment – both in terms of officer safety and in 

the likelihood of recidivism – important to concerns of community protection. In this 

study, subjects with pre-identified MHCs posed greater risk to themselves than they did 

to the officer or any others. In contrast, calls not initially identified as involving MHCs 
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showed the greatest risk toward others and led to higher levels of force. It may follow, 

then, that identifying the presence of MHCs sooner can better prepare officers to de-

escalate the situation without needing to use force. It might also follow that empathy, 

accurate problem diagnosis, and valid risk assessment can inform the decisions police 

officers make with community members, more generally; improve their outcomes; and 

strengthen police-community relations. 

Additionally, according to previous research, the relationship between MHCs, 

danger to others, and use of force is mixed, and so more accurate problem diagnosis may 

be more informative to explaining this relationship than the simple presence or absence 

of an MHC. For example, preconceived notions of a person with an MHC may prime the 

officer to doubt the accuracy of the subject’s perspective, and the officer may overlook 

subtle cues indicative of greater risk and future harm. In contrast, not recognizing an 

MHC may prime the officer to take enforcement action when treatment through social 

services may be more effective to the individual and the community. In this way, 

gathering accurate information facilitates problem diagnosis and informs a more accurate 

risk assessment, which would help officers identify the most effective response.  

Finally, the findings of this analysis provide evidence that officers can be taught 

to make decisions in certain ways. Dangerousness and the subject’s demeanor were the 

most influential determinants of an encounter’s outcome, as officers had, undoubtedly, 

learned the legal criteria for an ECO. Further, even though demographic characteristics 
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like gender14 are often thought of as innate, the differences they made to officer decision-

making were likely the result of social constructionism and thus taught through social 

reinforcement. An officer’s age, which is truly innate, seemed less influential to decision-

making. Moreover, this analysis provides evidence that CIT training has an effect on 

officers’ behavior and decisions, although further research is needed to better understand 

this relationship. 

5.2 Limitations and Future Research 

While beneficial, this research has a number of limitations. Perhaps the biggest 

limitation is that it uses external outcomes as a proxy for internal cognition. This is true 

of any research on decision-making processes. Nonetheless, this study’s innovative 

approach to studying decision-making through content analysis adds to the current body 

of literature until more sophisticated methods are developed. 

Another limitation is that relevant legislation changed during this time, which 

may have impacted officers’ decisions. In mid-2014, the length of time an officer could 

spend on an ECO was extended from six hours to eight hours. Although RCPD Assistant 

Chief Chapman (2020) reported that he did not think this deterred officers from enacting 

ECOs, it may have changed officers’ behavior in less noticeable ways. This may have 

impacted their decisions. 

Generalizability is also a limitation. Data for this project came from a single 

police department and from a limited time period. Although RCPD is, arguably, similar 

 
14 The author acknowledges that gender does not, necessarily, equate to biological sex, but the terms are 

used interchangeably for purposes of this analysis. 
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to many other police departments across the U. S., with 18,000 police departments in the 

country, no two are the same (PERF, 2012), and what works in one jurisdiction might not 

work in another (Green, 1997). It is important for researchers to acknowledge these 

limitations, consider the way they operationalize constructs in their research, and be 

cognizant of how it might affect generalizability of their results. For example, some ways 

in which RCPD might differ from other departments are that there is little racial diversity 

in this police department, and all of its officers are now CIT-trained (as of 2019). 

Scholars might examine the effects of officer demographics and training experience in 

other settings in future research to help address these limitations. 

Finally, this research can only be considered exploratory research. It had no 

control group nor randomization, and it cannot identify causation. Additional research is 

needed to more fully understand how various factors involved in officers’ encounters 

with persons with MHCs affect the progress and outcome of the interaction. While this 

analysis shed light on officers’ decision-making during their interaction with persons 

with MHCs, additional research will help understand the cognitive process further.  

One technique that might be used in future studies is protocol analysis. In this 

technique, officers are asked to think aloud during or very shortly after their decisions 

(Worden & Brandl, 1990). A researcher might ride along with an officer throughout the 

day and interview them about their decision-making process after a relevant interaction. 

This would likely be inefficient, though, as there is no guarantee an officer would 

respond to a mental health incident in any given shift. It could also be simulated in a 

laboratory setting using hypothetical scenarios, and the officer would be asked to think 
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aloud while making decisions. Moreover, lab studies do not present the same pressures as 

experiences in the field do, and protocol analysis in any setting requires officers to 

verbalize their thought process – which is often difficult to do. 

 Policing research might instead draw from other disciplines to mitigate these 

challenges. For example, studies of cognitive psychology regularly conduct laboratory 

studies in which research participants are asked to make decisions while fMRI machines 

scan their brain to identify the cognitive processes at work. Although it seems unlikely 

that many police officers would agree to such an invasive experience, knowing the 

possibility exists paves the way for further innovation and development. 

Further, while officers’ narratives offer insight into their own perspectives during 

their interactions with community members, theirs is not the only perspective that 

matters. Other methods may be better suited to provide a more objective, holistic 

perspective. For example, as body-worn cameras (BWCs) become increasingly common 

in police departments around the world, analysis of recorded footage from BWCs may 

add additional insight into the dynamic process of police-community member 

interactions. Yet, despite their popularity, many departments, including RCPD, do not yet 

use BWCs, and so such an approach would not be feasible everywhere.15  

  

 
15 The department conducted a feasibility study and found that the potential benefits of BWCs were so low, 
they did not justify the costs of acquisition and maintenance. The department is open to adopting BWCs in 
the future if/when a positive return on investment is demonstrated.  



 

130 
 

5.3 Conclusion 

This analysis examined police officers’ decision-making during their interactions 

with persons with MHCs using officers’ documented CIT reports. More specifically, in 

conjunction with the information from the CIT form, conceptual content analysis was 

conducted on the officers’ self-written narratives describing these interactions. This 

analysis aimed to understand the factors most salient to officers in determining the 

presence of an MHC, how to handle the situation, and the interaction’s ultimate outcome. 

Often, MHCs were self-disclosed or presumed by the nature of the incident; however, 

officers sought to corroborate any suspicions with information from witnesses; physical 

evidence; and observation of a subject’s emotional, behavioral, and cognitive symptoms. 

The officer’s appraisal of the risk of danger to the subject’s self or others was very 

influential in deciding how to manage the situation and in the encounter’s ultimate 

outcome. The subject’s own demeanor and their attitude toward mental health treatment 

often made the difference in whether an ECO was necessary or if the subject was 

admitted to the hospital voluntarily. 

 This research adds to the existing literature by studying officers’ decisions in the 

field as reported in their own words – an approach that had not been previously leveraged 

in the context of police interactions with persons with MHCs. The findings of this 

research are important to policy changes regarding police response and police resource 

allocation. Future research should further examine this topic by employing alternative 

methods such as protocol analysis, cognitive imaging techniques, and examining BWC 

footage. 
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APPENDIX A: IRB APPROVAL 
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APPENDIX B: CIT REPORT FORM 
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APPENDIX C: RCPD POLICY FOR RESPONDING TO PERSONS WITH MENTAL ILLNESS 
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APPENDIX D: RCPD POLICY ON USE OF FORCE 
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