DEALING WITH EMOTIONALLY DISTURBED PERSONS

(ADULTS & JUVENILES)]

STUDY GUIDE
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A *collaborative Approach and Training

August 2009

Police/Corrections/Mental Health/District Attorney/Parents

This training is designed to give officer’s information that will help guide them when responding to calls for Emotionally Disturbed Persons, both Juveniles and Adults.  Developing a protocol for response to calls, and, working with agencies to provide information sharing, will help provide the proper treatment/detention for the adult/juvenile.  Working with local agencies to develop a “Crisis Plan” plan will help reduce the amount of repetitive calls an officer receives.    

Juveniles in Crisis:  A Juvenile Displaying One or More of the following:

· Disruptive

· Destructive

· Violent

· Criminal

· Self-harming

· Threatening

· Assaultive

MELT DOWN:  “The child has moved beyond coherent and rational thought”.   *Dr. Ross Green

Triggers:

· Lack of or changes in medications

· Trauma (current or past)

· Change in normal routine (divorce/loss, moving, changing schools, home disruption)

· Lack of child/parent coping skills

· Power struggles

· Inability to deal with conflict

Cycle of a Melt Down: 

· Agitation State

· Melt Down

· Recovery Stage

Primary Collaborative Partners

· District Attorney’s Office

· Juvenile Corrections

· DHHS

· Crisis/Hospital

· Schools

· Community Support Groups

· Parent and Parent Support Groups

· Police Services

Effective Response to a Juvenile Crisis Call

· Recognize the juvenile is in crisis

· Understand the surrounding/causal factors

· Document critical information (identify and collect information)

· Be familiar with local and state support agencies

· Be prepared to communicate with support agencies (in accordance with state privacy laws)
· Possess a working knowledge of each agencies responsibilities and resources

· Provide appropriate referral information to the parent

Determine the nature of the call

· Public safety

· Jeopardy

· Mental Health

· Criminal

· Combination of the above

· Gather critical and appropriate information

· Make the scene safe

· Make a decision which action is most appropriate:

· Transport for an emergency mental health eval

· Refer to crisis

· Refer to DHHS

· Provide support agency info to parent/guardian

· Charge the juvenile

· Call the JCCO
De-escalation Strategies With Children & Adolescents

· Don’t get into a power struggle, focus on the 3 S’s

Safety

Support

Stabilization (biological, cognitive and emotional)

· Approach slowly, create a calm and a sense of safe adult control

· Scan for possible dangerous escape routes or objects

· Physically position self in the least threatening posture possible, but be prepared to move quickly

· Simply introduce yourself and let the child know that you are there to help

· Go slowly and try not to introduce any unnecessary strangers into the situation

· Keep the child informed of what you are doing so as to reduce any startle response

· Use redirection if at all possible

· Use ignoring and work not to be baited or triggered by language, name calling and oppositional behaviors

· Assess the developmental age of the child.  Don’t let chronological age fool you

· Assess for any comforting individuals or objects to build a relationship

· As the child stabilizes, check on the basic needs as appropriate such as food, liquids, blanket, comfort from a loved one..

· Know your own triggers when dealing with parents, teens and children
Types of Interventions for Mental Illness (Adults and Children)

· Biological (medications
· Social (behavior plans)
· Educational (accommodations and support)
· Substance abuse counseling
INFORMATION SHARING
Share information between (no consent needed unless indicated)

· Law Enforcement

· DHHS

· Hospital (Child may be released prematurely if accurate info is not provided)
· Crisis Services

· Non-emergency crisis (with consent)
· Community Providers (with consent)
· Schools (only with imminent threat
Basic Information to Capture  (written report with critical information is best)

· What specific behavior generated the call

· Parent/guardian-(denote relationship) contacted yes/no

· Parent/guardian concerns (juveniles behavior)

· Include 911 call information and excited utterances about the behavior and juvenile history

· Self harming/threatening and violent behavior and statements

· Statements made about behavior

· Statements made about medication

· Statements made about mental health conditions

· Statements made about fear of the child

· Statements made about assaults/threatening

· Statements made about parents inability to control the child

· List possible criminal behavior committed. (felonies to be highlighted)

Juvenile History

· Number of times the police were called because of the child’s behavior?  The last time/date?  (to demonstrate the need for additional services)
· Would you consider the juvenile a threat to self or others?
· Is the juvenile on probation/who is his/her P.O.?  Contacted yes/no
Voluntary Information

· Is the child receiving services (counseling) currently?
· From what agencies?
· Who is the case manager (s)?
· What medications is the child taking?
· Last time medication was taken?
· What diagnosis does the child have?
· How many times has your child had a crisis evaluation?
· Does the child use drugs/alcohol?
· Where does the child attend school/grade?
· Are juveniles associates/friends in trouble with the law/school?
Crisis Plan (ask if they have a crisis plan and review it with them)

· The officer should determine if the plan appropriately identifies a crisis and the appropriate time to call the police (911)

· The officer should work with the parent/agency to improve the plan if necessary

· Many parents and social service agencies have a fundamental misunderstanding of the role and abilities of the police

· Crisis plans developed without input from police or an understanding of the police’s role often call fro police intervention for misguided reasons

· Parents may incorrectly call the police to discipline their child, take their child out of the home or frighten their child

· Police officers should educate the parents about what the police can and cannot do

The above steps will help you reduce the amount of repetitive calls you receive!

	Case Number:  SP  -          ATN/CTN:       

	

	Date:            Time:       Hours     

	Location of Incident:  Street / Road Address, Town/City:  Town/City  State:      Zip Code:       

	

	JUVENILE INFORMATION:
	
	

	Name:  First Name MI Last Name  DOB:    /  /      

	Height:    ’   ”  Weight:       Eyes:         Hair:         

	Scars, Marks, Tattoos:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   If yes describe:  Unlimited Text


	Juvenile’s general health/ injuries describe: Unlimited text


	

	PARENT(S)/GUARDIAN(S)-(DENOTE RELATIONSHIP) BIOGRAPHICAL INFORMATION:

	Name:  First Name MI Last Name  DOB:    /  /      Relationship to Juvenile:       

	Address:  Street / Road Address, Town/City:  Town/City  State:      Zip Code:       

	

	Name:  First Name MI Last Name  DOB:    /  /      Relationship to Juvenile:       

	Address:  Street / Road Address, Town/City:  Town/City  State:      Zip Code:       

	

	Parent/Guardian Contacted:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  Time:       Hours

	Location:  Street / Road Address, Town/City:  Town/City  State:      Zip Code:       

	

	Method of Contact:       

	

	Who else lives in the home – List all members:  Unlimited text


	

	INCIDENT SUMMARY

	Describe specific behavior(s) that generated the police response:  Unlimited Text


	

	List possible criminal behavior committed Title & Section:  Unlimited Text


	

	JUVENILE HISTORY

	Last Date / Time police called:  Date:            Time:       Hours     

	Number of times Police/Sheriff’s have been      

	Why were the police called:  Unlimited Text


	Would you (parent/guardian) consider the juvenile a threat to self or others?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   If yes explain:  Unlimited Text


	

	Is the juvenile on probation:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	Name of J.C.C.O:         Telephone No:     -   -    

	JCCO contacted:     FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA    Date:         Time:       Hours     

	

	VOLUNTARY INFORMATION

	Is the child currently receiving services (counseling)?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	 FORMCHECKBOX 
  FFT (Functional Family Therapy)
	 FORMCHECKBOX 
  Family Counseling (Not FFT nor MST)

	 FORMCHECKBOX 
  MST (MultiSystemic Therapy)
	 FORMCHECKBOX 
  Treatment Foster Care (Not MTFC)

	 FORMCHECKBOX 
  MultiDimensional Treatment Foster Care
	 FORMCHECKBOX 
  Residential Care Group Home or RTC

	 FORMCHECKBOX 
  Trauma-Focused CBT
	 FORMCHECKBOX 
  Detention Alternatives Program (Portland West)

	 FORMCHECKBOX 
  MH Case Management
	 FORMCHECKBOX 
  Drug Treatment Court

	 FORMCHECKBOX 
  Substance Abuse Treatment (Out-Patient)
	 FORMCHECKBOX 
  Juvenile Risk Reduction Program

	 FORMCHECKBOX 
  Section 24 Services`
	 FORMCHECKBOX 
  Individual MH Treatment (Not TF-CBT)

	 FORMCHECKBOX 
  CAP (Community Alternatives Program)
	 FORMCHECKBOX 
  ACT Team

	 FORMCHECKBOX 
  HCT/Home Based Family Services
	 FORMCHECKBOX 
  Other:       

	 FORMCHECKBOX 
  Wraparound Maine
	 FORMCHECKBOX 
  Other:       

	

	Describe:  Unlimited Text


	List Case Workers:  

	First Name Last Name     Telephone No:     -   -    

	First Name Last Name     Telephone No:     -   -    

	First Name Last Name     Telephone No:     -   -    

	First Name Last Name     Telephone No:     -   -    

	

	VOLUNTARY JUVENILE ASSESSMENT QUESTIONS

	List all medications being taken by the child:  Unlimted Text


	Last time medication was taken and name of medication:  Unlimited Text


	What diagnosis does the child have:  Unlimited Text


	How many times has your child had a crisis evaluation:       

	Does the child use drugs / alcohol?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  UNK/Suspected    Describe:  Unlimited Text


	Where does the child attend school:  Name of School       Grade:    

	Address:  Street / Road Address, Town/City:  Town/City  State:      Zip Code:       

	Are juveniles associates/friends in trouble with the law/school?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 

	

	CHECK BEHAVIORS THE CHILD HAS DISPLAYED:

	 FORMCHECKBOX 
  Bullies
	 FORMCHECKBOX 
  Threatens

	 FORMCHECKBOX 
  Intimidates
	 FORMCHECKBOX 
  Used a Weapon

	 FORMCHECKBOX 
  Physically Cruel to People
	 FORMCHECKBOX 
  Physically Cruel to Animals

	 FORMCHECKBOX 
  Stolen Property
	 FORMCHECKBOX 
  Broken into Someone’s Home/Car

	 FORMCHECKBOX 
  Lies (Cons)
	 FORMCHECKBOX 
  Stays Out Past Curfew

	 FORMCHECKBOX 
  Runs Away
	 FORMCHECKBOX 
  Truant From School

	 FORMCHECKBOX 
  Plays with Fire
	 FORMCHECKBOX 
  Truant From School

	 FORMCHECKBOX 
  Destroyed Property
	

	

	VOLUNTARY PARENT QUESTIONS:

	Do you have concerns for your child?     FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No    

	Please Explain:  Unlimited Text


	What additional services do you feel would help you/juvenile/family?  Unlimited Text


	

	Form released to one or more of the following:

	 FORMCHECKBOX 
  JCCO
	 FORMCHECKBOX 
  DA’s Office
	 FORMCHECKBOX 
  DHHS
	 FORMCHECKBOX 
  Hospital

	 FORMCHECKBOX 
  Crisis
	 FORMCHECKBOX 
  Crisis Services (York County, Attn:  Jen Goodwin / Sylvie Demers)

	

	Please refer family to 211 for more services and or Family Support Organization

	

	Trooper / Officer Action

	Explain what action was taken:

	Charged:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No     Explain:  Unlimited Text


	Referred / Diverted:  Explain:  Unlimited Text


	Emergency Evaluation:  Explain:  Unlimited Text


	Medicated:  Explain:  Unlimited Text


	Residence Flagged:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  (Flag if repeat calls at home)

	What where your (Officer) observations to include (but not limited to) 911 tape, excited utterances, statements made by parent:  Unlimited Text


	Narrative:  Unlimited Text



Overview of Child Diagnoses

· Disruptive Disorders

· Mood Disorders

· Anxiety Disorders

Disruptive Disorders

Attention Deficit Hyperactivity Disorder (ADHD)

· Inattention

Careless mistakes

Difficulty paying attention

Not listening

Failure to complete tasks

Easily distracted

Forgetting

Losing things

· Hyperactivity

Fidgeting

Excessive movement

Talkative

Blurts out answers

Impulsivity

Interrupting others

Intrudes upon others

Cannot stay seated

     Oppositional Defiant Disorder (ODD)



Pattern of negative, hostile and defiant behavior 

· Deliberately annoying

· Often angry

· Resentful

· Defies rules

· Argumentative


Conduct Disorder


Pattern of behavior in which the basic rights of others and societal norms or rules are violated (according to age)

· Aggression to people and animals

· Destruction of property

· Theft

· Truancy, run away, violate curfew

Interventions for Disruptive Disorders

Interventions should address immediacy; instant gratification; distraction as an intervention

Mood Disorders

· Depression

· Bipolar Disorder

· Substance Induced Mood Disorder

Depression in Children

· Separation Anxiety

· Behavior problems

· Family history of mood disorder or substance abuse

· Unrealistic fears/anxieties/phobias

· Drug and/or alcohol use

· Negativity/irritability

· Aggressiveness or overactive behavior

Bipolar Disorder in Children

· Sleep disturbance and irritability dating from infancy

· Separation anxiety

· Night terrors

· Phobias and/or school phobia

· Raging and tantrums

· Oppositional behavior

· Rapid cycling of mood

· Sensitivity to stimuli

· Distractibility and hyperactivity

· Impulsivity and risk taking

· Grandiosity and aggressiveness

Interventions for Mood Disorders

Interventions support self regulation; de-escalation; identify triggers; using language to convey feelings

Anxiety Disorders

· Generalized Anxiety Disorder

· Panic Disorder
· Phobic Disorder
· Post Traumatic Stress Disorder
· Obsessive-compulsive Disorder

Generalized Anxiety Disorder


Overwhelming feelings of anxiety that impair functioning


Panic Disorder

Panic attacks-significant physical symptoms to include pulse racing, hyperventilating, chest pain, dizzy, etc…Develop abruptly and reach peak within 10 minutes

Phobic Disorder

Intense anxiety when faced with specific stressor (i.e. closed spaces, heights, insects, social situations). 

In children, anxiety may be expressed by crying, tantrums, freezing, clinging

Post Traumatic Stress Disorder

Nightmares, hyper vigilance, feeling and reacting as if in the traumatic event, psychological distress at exposure to cues that resemble an aspect of the traumatic event

Interventions for Anxiety Disorders

Interventions address fears and increase comfort level; increase mastery over fear

The Developmental & Physical Disability Spectrum

· Autism Spectrum Disorder
· Mental Retardation
· Hearing Loss
· Cerebral Palsy
· Vision Impairment
· Brain Injury

Autism

A Pervasive Developmental Disorder (PPD)

On set by 36 months with serious to profound disturbances in language, social interactions, interest, and motor behaviors.  Disturbances are highly repetitive, stereotypical and resistant to change

Asperger’s

Also a Pervasive Developmental Disorder

Intact language and intellectual development, but highly restricted capacity for social and emotional interactions.

Mental Retardation

· Limitation in functioning related to limited intelligence

· IQ below 70 (90% mild MR)

· Issues relating to: communicating, social skills and self care

· Affects 3 out of every 100 persons

· Important to consider developmental age vs. chronological age when dealing with a youth with mental retardation

Cerebral Palsy

Cerebral palsy refers to a group of disorders that affect a person’s ability to move and to maintain balance and posture.  It is due to a non-progressive brain abnormality, which means that it does not get worse over time, though the exact symptoms can change over a person’s lifetime.

People with cerebral palsy have damage to the part of the brain that controls muscle tone.  Muscle tone is the amount of resistance to movement in a muscle.  It is what lets you keep your body in a certain posture or position.  

Hearing Loss

Impairments in hearing can happen in either frequency or intensity, or both.  Hearing loss severity is based on how well a person can hear the frequencies or intensities most often associated with speech.  Severity can be described as mild, moderate, severe, or profound.  The term “deaf” is sometimes used to describe someone who has an approximately 90 dB or greater hearing loss or who cannot use hearing to process speech and language information, even with the use of hearing aids.  The term “hard of hearing” is sometimes used to describe people who have a less severe hearing loss than deafness.

Vision Impairment

Vision impairment means that a person’s eyesight cannot be corrected to a “normal” level.  Vision impairment may be caused by a loss of visual acuity, where the eye does not see objects as clearly as usual.  It may also be caused by a loss of visual field, where the eye cannot see as wide an area as usual without moving the eyes or turning the head. 

Brain Injury

There are two types of brain injury:


Traumatic brain injury and


Acquired brain injury

· Traumatic Brain Injury is a result of a direct blow to the head

· Acquired brain injury is one that has occurred after birth, and is not hereditary, congenital, or degenerative.

Common Medications Used for Youth

Antidepressants- Prozac, Zoloft, Lexapro, Celexa, Luvox Wellbutrin, Cymbalta, Effexor

Mood Stabilizers/Antipsychotics- Ability, Seroquel, Geodon, Zyprexa, Risperdal, Depakote, Lithium, Lamictal, Thorazine

Stimulants- Ritalin, Concerta, Ritalin LA, Focalin, Daytrana, Adderall, Vyvanse, Strattera

Psychotropic Medications (commonly used)-Buspar, Vistaril, Ativan, Klonopin, Valium, Xanax, Doxepin, Clonidine, Tenex, Propranolol, Trazodone, Remeron, Melatonin, Benadryl

T 34-B §3862. Protective custody 

1. Law enforcement officer's power.  If a law enforcement officer has reasonable grounds to believe, based upon probable cause, that a person may be mentally ill and that due to that condition the person presents a threat of imminent and substantial physical harm to that person or to other persons, or if a law enforcement officer knows that a person has an advance health care directive authorizing mental health treatment and the officer has reasonable grounds to believe, based upon probable cause, that the person lacks capacity, the law enforcement officer: 

A. May take the person into protective custody; and [1983, c. 459, §7 (NEW).]
B. If the law enforcement officer does take the person into protective custody, shall deliver the person immediately for examination as provided in section 3863 or, for a person taken into protective custody who has an advance health care directive authorizing mental health treatment, for examination as provided in Title 18-A, section 5-802, subsection (d) to determine the individual's capacity and the existence of conditions specified in the advance health care directive for the directive to be effective. The examination may be performed by a licensed physician, a licensed clinical psychologist, a physician's assistant, a nurse practitioner or a certified psychiatric clinical nurse specialist. [2007, c. 178, §1 (AMD).]
When, in formulating probable cause, the law enforcement officer relies upon information provided by a 3rd-party informant, the officer shall confirm that the informant has reason to believe, based upon the informant's recent personal observations of or conversations with a person, that the person may be mentally ill and that due to that condition the person presents a threat of imminent and substantial physical harm to that person or to other persons. 

[ 2007, c. 178, §1 (AMD) .] 

1-A. Law enforcement officer's power.  

[ 1995, c. 62, §2 (RP) .] 

2. Certificate not executed.  If a certificate relating to the person's likelihood of serious harm is not executed by the examiner under section 3863, and, for a person who has an advance health care directive authorizing mental health treatment, if the examiner determines that the conditions specified in the advance health care directive for the directive to be effective have not been met or, in the absence of stated conditions, that the person does not lack capacity, the officer shall: 

A. Release the person from protective custody and, with the person's permission, return the person forthwith to the person's place of residence, if within the territorial jurisdiction of the officer; [1999, c. 423, §4 (AMD).]
B. Release the person from protective custody and, with the person's permission, return the person forthwith to the place where the person was taken into protective custody; or [1999, c. 423, §4 (AMD).]
C. If the person is also under arrest for a violation of law, retain the person in custody until the person is released in accordance with the law. [1999, c. 423, §4 (AMD).]
[ 1999, c. 423, §4 (AMD) .] 

3. Certificate executed.  If the certificate is executed by the examiner under section 3863, the officer shall undertake forthwith to secure the endorsement of a judicial officer under section 3863 and may detain the person for a reasonable period of time, not to exceed 18 hours, pending that endorsement. 

[ 1983, c. 459, §7 (NEW) .] 

3-A. Advance health care directive effect.  If the examiner determines that the conditions specified in the advance health care directive for the directive to be effective have been met or, in the absence of stated conditions, that the person lacks capacity, the person may be treated in accordance with the terms of the advance health care directive. 

[ 1999, c. 423, §4 (NEW) .] 

4. Transportation costs.  The costs of transportation under this section must be paid in the manner provided under section 3863. Any person transporting an individual to a hospital under the circumstances described in this section shall use the least restrictive form of transportation available that meets the security needs of the situation. 

 *Overview of Crisis Services.. 

· Primary Purpose. The primary purpose of crisis services is to assess the individual in crisis and determine and assist him/her in receiving the least restrictive, most effective treatment that is 

· Goals. The goals of crisis services are to: 

· Provide services at locations other than an emergency department of a hospital unless the consumer chooses to receive services in an emergency department, requires treatment for a medical condition, or is in protective custody. 

· Resolve crises in the least restrictive manner and setting possible; and 

· Achieve outcomes consistent with the ISP and other mental health treatment goals of the person in crisis, whenever applicable and possible. 

· Guiding Principles. The following principles guide the delivery of crisis services: 

· Crisis services are accessible 24 hours a day, 7 days a week in a variety of community sites and with access at all times via a toll free 1-888 statewide crisis hotline telephone number. 

· Crisis services are provided to all persons in crisis requesting help. In order to achieve the best possible outcomes for those requesting help, it is expected that CSWs, ICMs, and other treatment providers also will help their clients resolve crises prior to the involvement of the crisis service. 

· Crisis services focus on intervention, de-escalation, stabilization, and referral to needed follow-up services. 

· Crisis services are flexible and creative; based on the level of care needed; clinically appropriate; delivered in the least restrictive available setting; and consistent with ISP goals and other treatment goals, whenever possible and applicable. 

· Whenever possible, the same crisis services staff should be involved throughout the course of a crisis episode. 

· Effective crisis services require the cooperation of many organizations and service systems. 

Crisis services programs and staff: 

· Respect the needs and wishes of each person in crisis; 

· Value and protect the rights, privacy, and confidentiality of each person in crisis, unless the person presents an imminent risk and confidentiality would compromise the required intervention; and 

· Consider the strengths and resources of both the person in crisis and the community; and 

· Collaborate with others involved with the person in crisis, whenever appropriate and possible. 

· Major Program Components. The major crisis services program components include: 

· Qualified crisis services staff; 

· Telephone services; 

· Walk-in services; 

· Mobile outreach services; 

· Crisis stabilization units; 

· Psychiatric consultation; 

· Crisis counseling as well as community resource counseling and referral; 

· Crisis assessments and outcome recommendations; 

· Incorporation of crisis services plans, whenever possible, especially for persons receiving mobile outreach services or admitted to a CSU; and 

· Collaboration, whenever possible and appropriate, with others who are also involved with persons in crisis, such as family members, CSWs, ICMs, other treatment providers, community hospital emergency departments, psychiatric inpatient facilities, law enforcement agencies, and county jails. 

· Quality assurance activities. 

· Role of CSW, ICM and CSW Agency, ICM Regional Office 

· During regular business hours, the first line of responsibility for crisis resolution is the consumers’ CSW, ICM. The CSW, ICM may subsequently involve crisis services 

· The CSW is responsible among other duties to develop with the consumer and ISP, crisis plan, and advance directives. 

· The CSW Agency, ICM Regional Office is the lead agency for the consumer receiving the services of their respective CSW or ICM. 

· The CSW Agency, ICM Regional Office must make available to crisis services and/or hospital emergency departments the consumer’s ISP, Crisis Plan, Advance Directives and the name of the prescriber of psychiatric medication and contact information. 

· The CSW is responsible for communicating with the crisis provider or the hospital to assure appropriate follow-up services, and for reviewing the ISP and crisis plan with the consumer whenever there is a major psychiatric event, updating the plans as needed. 

                                         Officers should do the following:

· Remain calm and avoid overreacting.

· Provide or obtain on-scene emergency aid when treatment

      of an injury is urgent.

· Follow procedures indicated on medical alert bracelets or

      necklaces.

· Indicate a willingness to understand and help.

· Speak simply and briefly, and move slowly.

· Remove distractions, upsetting influences, and disruptive

      people from the scene.

· Understand that a rational discussion may not take place.

· Recognize that the person may be overwhelmed by

      sensations, thoughts, frightening                                                                               beliefs, sounds

      (“voices”), or the environment.

· Be friendly, patient, accepting, and encouraging, but

       remain firm and professional.

· Be aware that a uniform, gun, and handcuffs may frighten

      the person with mental illness, and                                            reassure the person

      that no harm is intended.

· Recognize and acknowledge that a person’s delusional or

 hallucinatory experience is real to                                                                him or her.

· Announce actions before initiating them.

· Gather information from family or bystanders.

· If the person is experiencing a psychiatric crisis, ask that

      a representative of a local mental         
health organization

       respond to the scene.

Officers should not do the following:

· Move suddenly, giving rapid orders or shouting.

· Force discussion.

· Maintain direct, continuous eye contact.

· Touch the person (unless essential to safety).

· Crowd the person or move into his or her zone of comfort.

· Express anger, impatience, or irritation.

· Assume that a person who does not respond cannot hear.

· Use inflammatory language, such as “crazy,” “psycho,”

· “mental,” or “mental subject.”

· Challenge delusional or hallucinatory statements.

· Mislead the person to believe that officers on the scene

· think or feel the way the person does.

