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ABSTRACT 
 

COLLABORATIVE EFFORTS BETWEEN LAW ENFORCEMENT AND MENTAL 
HEALTH PROFESSIONALS WHEN RESPONDING TO MENTAL HEALTH CRISES 

 
 

by Alessa S. Juarez, 2020 
Department of Criminal Justice  

Texas Christian University  
 

Thesis Advisor: Kendra Bowen, Associate Professor  
 
 

 Deinstitutionalization and overburdened community resources have contributed to the 

criminalization of people with mental illness and psychiatric disorders. More specifically, police 

officers have become frontline social workers. As mental health diagnoses continue to increase, 

mental health professionals and police officers must establish proactive partnerships to ensure 

continuity in care for this population. Family members and loved ones who are challenged by 

recognizing mental health needs or are unaware of the resources available to them are also 

greatly affected. This paper explores the insight among mental health professionals and law 

enforcement professionals regarding the determined efforts to appropriately assessing mental 

health crises. The results of this study encourage social destruction against the mental health 

stigma, enhanced community-based services and supports, government funds for housing 

resources and crisis intervention services, followed by educational opportunities for the 

community and family members, and reoccurring training for law enforcement personnel.
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Introduction 
 

 With the rise in mental illness diagnoses and psychiatric disorders among criminals in the 

United States, there are a number of interventions and treatments that have been implemented in 

local communities. Mental Health America of Greater Dallas detailed that in 2012 approximately 

6,474,144 of all Texans would benefit from some form of treatment or program. Yet, only 

211,234 (3%) of those people received community-based mental health services (Mental Health 

America, 2012). Aside from medical professionals, law enforcement and government officials 

also have frequent encounters with this population.  

 A recent study found that people with untreated mental illness are 16 times more likely to 

be killed by law enforcement personnel in comparison to other encounters between law 

enforcement and civilians (Treatment Advocacy Center, 2018). In the spring of 2014, bodycam 

footage captured a Dallas police officer who fatally shot Jason Harrison, a mentally ill man who 

was holding a screwdriver. The victim’s mother, Shirley Harrison, confirmed Jason was bipolar 

schizophrenic, and off his medications. A CNN interview with Jason’s brother showed a 

powerful recommendation for law enforcement, in which police officers should not have 

approached the situation in an aggressive manner (2015). When Shirley called 911, she advised 

the operator that her son had a mental illness and had requested police officers with experience in 

mental health encounters respond to the call. Although there is increased public attention 

regarding mental health crises, police departments are beginning to take action on how to 

appropriately respond to crisis calls.  

 Individuals with a mental illness or psychiatric disorder can not only become a danger to 

themselves but also the community. In 2011, local jails in Texas reported that between 20-24% 

of inmates had a serious mental illness (Bell, 2011). The Treatment Advocacy Center stated 
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nearly 383,000 inmates in both jails and prisons have a mental illness in Texas (2018). In Tarrant 

County, the assistant district attorneys from the criminal district attorney’s office weekly prepare 

between 50 and 60 cases involving individuals with a mental illness or psychiatric disorder 

(Tarrant County, 2016). The prosecutors and their teams work on ensuring safety for the 

individual and the public by searching for involuntary mental health treatment through the 

Tarrant County Statutory Probate Courts as well. In addition, legal teams reach out and interview 

“law enforcement witnesses, psychiatrists, social workers and family members” to gain a better 

understanding and to protect the proposed client (Tarrant County, 2016, para. 1). The demand for 

law enforcement officials, medical professionals, and other agencies to have recognition in the 

mental health arena is vital. The connection and encounter between people who work in these 

agencies and individuals with mental illnesses and psychiatric disorders call for these officials to 

take action with clear and precise strategies versus assumptions and estimation.  

 The stigma that follows mental illness has been a burden to both those with the diagnosis 

and their loved ones. When a person with mental illness or some form of psychological 

disorientation appears to be in a crisis state, the police tend to be the primary contact for 

assistance and all things problem-solving. Law enforcement professionals that work alongside 

people with mental illness are also held to a high-performance standard by the community and 

the families and friends of the person in need, with the hopes of helping their loved one and rapid 

help to solve the present issues at hand. From this, police officers are expected to ignore the 

stigma and know precisely how to respond and work with a specific diagnosis. Bullock and 

Garland (2018) distinguish the stigmatization associated with the mentally ill as “different” from 

the “normal” police social interaction with society, explaining how an officer’s understanding 

and interpretation of a diagnosis can “shape the organizational environment” and ultimately the 
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power of law enforcement has and influence on the general public when labeling and 

stigmatizing mental illness (p.177).  

 Research has shown that police officers must conduct mental health assessments based on 

their judgment and experiences with mental illness and crime, regardless of formal training 

(Bohrman et al., 2018; Ruiz & Miller, 2004). Recent cases, as with Jason Harrison, have shown 

police officers acting on impulse or acting dangerously, increasing the chances of an escalated 

encounter. Police officers then depend on their previous experiences and encounters for future 

situations, which may cause deeper problems and hamper preventive actions. This is not to say 

that the police academy curriculum is insufficient, but to emphasize the lack of concentration on 

preparing officers to deal with the unpredictable circumstances, especially those that occur 

without sufficient assistance. Everything that an officer learns during their formal training is 

applicable towards “the expected,” yet there is not so much confidence when resolving the 

unexpected. Law enforcement resort to arresting an individual based on the “inadequate training 

and difficulties [when] navigating” individuals with a mental illness (Lord & Bjerregaard, 2014, 

p. 468). When police officers and the general public react intuitively, off of previous knowledge, 

or even spontaneously, individuals with a mental illness or psychiatric disorder may lose trust in 

law enforcement and government officials. In order to avoid this route, current police academy 

trainings must be revised to meet the current demands among the mentally ill that may find 

themselves in crises and police encounters.  

 Police academies are responsible for preparing police officers to perform cautiously, but 

do not always prioritize performance competency. Police academy trainings and continuing 

education for clinical professionals differ in the reoccurrence of training material and overall 

ongoing education and trainings (Bohrman et al., 2018; Lord & Bjerregaard, 2014; Ruiz & 
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Miller, 2004). The way medical professionals, including psychiatrists and psychologists, along 

with licensed social workers, are required to attend a certain number of continuing education 

hours, criminal justice professionals and legal representatives should also be held to the same 

standard. In 2013, the criminal district attorney’s office in Tarrant County responded to over 

3,000 involuntary mental health commitment cases with an approximate 10% increase each year 

beginning in 2010 (2016). From this increase, police officers and legal professionals should be 

able to improve their reactions and become more aware and educated on urgent and unexpected 

mental health calls. If precautions are taken in high crime areas where a police department is 

familiar with the criminal activity, allowing police units to tweak the tactics on how to respond 

to these specific areas, then the same should apply with knowing how to respond to people in 

crisis. Unfortunately, the expectations society has created for law enforcement is for them to step 

in and take full control and ultimate responsibility for the encounter. This expectation is based on 

implications on what law enforcement should consider to be permissible and acceptable in 

efforts to control this population, which can place police officers and others under risk and 

dangerous situations (Kelling, Wasserman, & Williams, 1988; Martinez, 2010).  

 The collaboration between law enforcement, as well as medical professionals and 

community resources, can often overstep the boundaries to protect and provide the necessary 

resources (Lamb & Tarpey, 2019; Thompson, Reuland, & Souweine, 2003). Not everyone is 

familiar with how someone with a mental illness may react in certain situations, much less their 

interpretation of what they believe a police officer is doing or will do. Thus, it is imperative for 

family and friends, but more necessary for the community to become familiar with the symptoms 

and the resources available and recognize the symptoms for a mental illness (mild levels) to 

understand the cognitive process of how this population reacts to unexpected situations, 
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specifically situations that involve acting on impulsivity and with force (Martinez, 2010; Oliva, 

Morgan, & Compton, 2010; Thompson et al., 2003).  

 Oftentimes, police academies train officers to “act quickly and decisively” in a situation, 

which can create misinterpretations of the circumstances and cause police officers to focus on the 

outcome instead of correcting the initial behavior (Bohrman et al., 2018). Recognizing primary 

indicators deriving from mental illnesses or psychiatric disorders could provide awareness and 

insight on how the community should interact with this population. If an officer attains basic 

knowledge to better assist this population, the more knowledge and skills they can internalize 

and value among other officers (Kelling, Wasserman, & Williams, 1988). Though an officer will 

familiarize themselves with the law, it is critical for law enforcement to recognize crisis 

indicators before labeling an individual and responding solely with an arrest. As a result, it is 

easy to simply place the solution on resources, but a key component to improving law 

enforcement responses and approaches is the elaboration, if not introduction, to mental health 

education within the law enforcement curriculum.  

 This work examines the knowledge and perceptions of law enforcement and mental 

health professionals when working with mental health crises in Tarrant County. The data for this 

examination was derived from interviews with people in three different professions: law 

enforcement, clinical mental health professions, and non-clinical mental health professions. 

Through these interviews, participants were asked questions pertaining to their professional skills 

and the barriers they have encountered when responding to mental health crises. Semi-structured 

interviews allowed participants to expand on their knowledge within mental health as well as 

their perspectives on where the criminal justice system needs redirection for future performance. 

The results of this study showed a unique difference among professions in regard to crisis 
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response and resource utilization, along with important obstacles found in both the mental health 

field and policing.  

 First, a brief history of the effects the deinstitutionalization movement is presented, 

followed by the rehabilitative efforts shown through treatments and programs, along with 

recidivism efforts. A review of the literature on mental health crises and the community 

collaborations is also presented. Next, a review of the methodology the researcher utilized, and 

the final results of the study are presented, closed by a discussion of the study’s findings and 

concluding remarks for future studies. 

Literature Review 

 Rehabilitative programs and interventions appear to be the straightforward solution when 

assisting people with mental illness or psychiatric disorders, whether this involves incorporating 

therapies, or other resources inside jails and prisons. They are also available upon release in the 

community (Lamb & Weinberger, 2014; Allen & Tracy, 2009). Unfortunately, there may be 

some law enforcement professionals, social workers, or even medical professionals that do not 

necessarily perform as expected. Previous studies have concluded that medical professionals 

with little to no experience working with individuals with a mental illness or psychiatric disorder 

often feel unprepared when working with this population (Lamb & Weinberger, 2017). The 

uneasiness of these professionals can also misguide and complicate the clients they appear to be 

working with, which can then foster fear and anxiety within these individuals.  

 In addition, many people often blame law enforcement and mental health professionals 

for not picking up the pieces and fixing all crimes, but it is essential to acknowledge the various 

professions behind each resource. It is vital for mental health clinicians to understand the goals, 

expectations, and perspectives law enforcement have when working with individuals with a 
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mental illness or psychiatric disorder (Lamb & Weinberger, 2017). Nevertheless, 

misunderstandings and lack of communication can only increase conflicts between this 

population and law enforcement collaboration with medical professionals and social workers. 

Further, a professional’s motivation and willingness to perform a job to its maximum potential 

can severely impact the work ethic and an individual’s success in the community.  

 Modern ‘filler’ jobs and ‘entry-level’ positions can affect the passionate desire to help 

this population. Research has found that when supervisors hire workers without enough 

dedication to their work and who lack interpersonal skills, the company is jeopardizing profits 

and productivity (Hill & Fouts, 2005). This is not to say that recent graduates are not qualified 

for the job- this is to increase awareness and note the prior experiences medical professionals, 

social workers, and law enforcement officials carry and incorporate into their new occupation. 

The highlight behind this issue is the unfolding of misinterpretation, misjudgments, and false 

diagnoses. Behavioral assessments, psychiatric evaluations, and other examinations a medical 

professional conduct may provide inaccurate information or miscalculate a diagnosis. Now, 

someone who accepted a ‘filler’ job refers to someone who is only accepting the job offer, as 

there may not have been other options. This employee may have no prior experience in the given 

field of social work, providing misleading information and omitting details in case notes.  

 Hamilton, Harberger, and Parry (1992) suggested medical terminology can be 

miscommunicated, causing troublesome communications. The researchers found that depression 

can be used to diagnose a person with a significant psychiatric illness requiring hospital 

admission, or it can be used to describe a brief period of postpartum. The linguistics and 

definitions regarding a mental illness, psychiatric disorder, or any mental health information in 

general can be misunderstanding (Henwood, Padgett, Tran Smith, & Tiderington, 2012; Oliva, 
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Morgan, & Compton, 2010). Bohrman et al. (2018) found that dispatch operators and other 

collateral contacts who did not elaborate on pertinent information regarding a mental health 

crisis response left police officers to rely on their physical surroundings and behavioral concerns 

to formulate their response and course of action. There needs to be an essential and well-

differentiated vocabulary when communicating all medical terminology to correctly reflect the 

illnesses and disorders that are being diagnosed (Hamilton et al., 1992; Parabiaghi, Bonetto, 

Ruggeri, Lasalvia, & Leese, 2006). Linguistic and terminology must be coherent and direct to 

avoid misinterpretation across all professional levels, not just in the medical field, but also for 

law enforcement, government officials, and the general population (Rost, Smith, Matthews, & 

Guise, 1994). Without clear linguistics and consistency, it can be easy to cross multiple ideas and 

connotations, creating false conclusions and even incorrect scenario approaches for future 

situations.  

The Aftermath of Deinstitutionalization & Recidivism  

 As a result of deinstitutionalization and inadequate community resources, the 

criminalization of people with mental illness sparked. Community-based mental health programs 

were then expected to accommodate and successfully treat people with mental illness in place of 

inpatient and hospital treatments (Gray, Davies, & Butcher, 2017; Mechanic & Rochefort, 1990). 

The aftermath of the War on Drugs, which lead to the “tough on crime” era, increased the 

number of people incarcerated for the possession, use, and marketing of drugs; nuisance crimes; 

and, other minor offenses (Landess & Holoyda, 2017; Petersilia, 2003; Mechanic & Rochefort, 

1990). Law enforcement then became the “first line of contact” when people experience a mental 

health crisis (Jensen, 2019, p. 131). Society relies on law enforcement to respond to crises, which 

includes arresting or perhaps using excessive force to take control of the situation and persons 
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with mental illness. These encounters may require intensive supervision and direction as a 

mentally ill person’s aggressive behavior can be seen as harmful (de Tribolet-Hardy, Kesic, & 

Thomas, 2015; Oliva, Morgan, & Compton, 2010). In addition, the adoption of harsher policies 

and sentences resulted in more arrests and ultimately higher incarceration rates, which included 

people with mental illness (Lamb & Weinberger, 2014; Sodhi-Berry, Preen, Alan, Knuiman, & 

Morgan, 2014). 

 Recidivism among the mentally ill cannot be traced to numerous factors. The lack of 

mental health treatments further excludes this population from successfully integrating into the 

community. Studies have also shown that the absence of support systems, including familial, 

peer, and staff can impair people with mental illness from confiding in themselves and hinder 

their ability to advance and participate in programs and treatments (Brannan, 2003; Gray, 

Davies, & Butcher, 2017). However, the lack of community partnerships, resources, and 

equipped staff also led to the failure of deinstitutionalization. 

 Deinstitutionalization discharged people with mental illness into the community, 

disconnecting them from psychiatric institutions and appropriate treatments (Gray, Davies, & 

Butcher, 2017; Mechanic & Rochefort, 1990). Homelessness, arrests, substance use, and 

incarceration became increasingly common, and consequently, a part of many people when 

released from institutions. The absence of community services exposes this vulnerable 

population into a community without adequate supports, increasing the likelihood of being 

incarcerated and worsening their mental conditions (Allen & Tracy, 2009; Lamb & Weinberger, 

2014). Research has found that people with mental illness are three times more likely to be 

incarcerated than hospitalized (Sodhi-Berry et al., 2014). Without medications and treatments, 

self-medication paves the way for substance abuse (Boland & Rosenfeld, 2017; Tartaro, 2016; de 
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Tribolet-Hardy et al., 2015). The solution is not found in arrests and incarcerations but treatment 

programs and community collaborations among mental health professionals, policymakers, 

researchers, and law enforcement at the least.  

Rehabilitative Programs  

 Rehabilitative programs have been challenged in terms of their effectiveness on 

recidivism and offenders. Robert Martinson’s (1974) famous evaluation of rehabilitation 

programs in the U.S. led to the belief that “nothing works.” Martinson’s piece created tough on 

crime policies, which then increased prison growth. Cullen (2009) argued against Martinson, 

claiming rehabilitative efforts are imperative for a sustainable, effective, and humane system. 

Besides, Martinson’s claim failed to consider what could work and what does work in terms of 

rehabilitative treatments. Martinson’s conclusion of nothing works ignored the minimal available 

research that did support rehabilitative efforts. Nearly forty years later, numerous studies have 

shown effective programs and novel approaches to better serve people with mental illness. 

Cullen (2004) reflects on twelve “skilled scientists,” or scholars, who notably rejected 

Martinson’s nothing works perspective and argued imprisonment and punitive punishments are 

not the solution to crime (p. 5). Rehabilitation requires thorough methodologies and perspectives 

from multiple professionals and psychological interventions, requiring intercession from both the 

criminal justice field and the mental health field to encompass all aspects.  

 The Risk-Need-Responsivity model, commonly referred to as RNR, calls for intervention 

strategies to identify and tailor a person’s criminogenic needs for treatments and correctional 

programs to be completed (Andrews, Bonta, & Hoge, 1990; Bartholomew, Morgan, Mitchell, & 

Van Horn, 2018; Blank Wilson, Farkas, Bonfine, Duda-Banwar, 2018; Cullen, 2009; Stewart, 

Farrell-Macdonald, & Feeley, 2017). The three principles grounded in RNR aim to reduce 
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recidivism and encourage rehabilitative efforts, followed by prioritizing and encompassing the 

public’s safety (Crocker et al., 2017; Miller & Maloney, 2019; Phillips & Endrass, 2018). First, 

the risk principle aims to advocate placement in residential treatment and therapeutic settings for 

high-risk offenders. The second principle, or the need principle, calls for interventions to 

consider a person’s criminogenic needs (Andrews et al., 1990). In addition, the facilitating entity 

must intervene on the person’s habit to appropriately deconstruct their criminogenic needs. 

Finally, the responsivity principle requires understanding that each offender will have their own 

behavioral and attitude challenges based on different factors. Hence, all intervention strategies 

must take precautions in approaching and directing an offender (Crocker, Leclair, Martin, & 

Nicholls, 2017). The RNR model can determine the essential elements, such as an offender’s 

psychological groundwork that has led to criminal behavior, that will then determine the proper 

intervention (Andrews et al., 1990; Cullen, 2009; Seewald et al., 2018).  

 The objective improvements community mental health treatments aim toward can only 

succeed with required partnerships and evidence-based designs to better serve and assist people 

with mental illness. Martinson’s perspective included poor research design, creating flaws in the 

treatments and programs he studied (1974). The ideologies established through newer studies 

provide a supportive framework in terms of enhancing mental health care in pursuing 

correctional interventions by examining an offender’s psychological roots and criminogenic 

needs. The collaborative efforts between mental health professionals and researchers, law 

enforcement, and governmental agencies are imperative to provide, acknowledge, accommodate, 

and support people in a mental health crisis (Bohrman et al., 2018; Kelling, Wasserman, & 

Williams, 1988; Lamb & Weinberger, 2014; Lord & Bjerregaard, 2014; Martinez, 2010).  
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Existing Studies 

 The targeted service delivery approach, or TSDA, focuses on pivoting the criminogenic 

needs, which include treatment and learning needs, of someone with serious mental illness, also 

known as SMI, who encounters the criminal justice system in some way (Blank Wilson et al., 

2018). The purpose of TSDA is to look at the antisocial cognitions, whereas the traditional 

approach only concentrates on the symptoms. TSDA is grounded in five service delivery options 

that will address their criminogenic needs: repetition and frequent summarizing, amplification 

techniques, active coaching, low-demand practice, and maximizing participation. TSDA focuses 

on observing the “dynamic, malleable criminogenic risk factors” people with SMI have that 

require additional interventions and considerations that are associated with criminogenic needs, 

which includes neurocognitive and social impairments, (Blank Wilson et al., 2018, p. 4679).  

 Blank, Wilson, and colleagues’ (2018) study on TSDA used a sample of 24 individuals 

participating in Thinking for a Change, or T4C, a highly structured intervention program that 

mandates twenty-five sessions twice a week for three months (Blank Wilson et al., 2018). There 

was no test in this study, as it was solely a development design project with no outcomes tested. 

TSDA’s method aims to increase program engagement among people with mental illness 

through interventions and targeting criminogenic needs. Blank, Wilson, et al. (2018)’s study lays 

out the interventions for community mental health programs to better serve the specific learning 

needs of people with SMI.  

 Bartholomew, Morgan, Mitchell, and Van Horn (2018) focalized on criminal thinking 

and psychiatric symptomology, as criminal thinking can prolong the engagement of criminal 

activity and behavior. For mental health treatments to see individuals improve, it is critical for 

community mental health programs to integrate criminogenic needs into their programs to target 
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the psychological and psychiatric needs of a person. A person’s attitude and participation in 

programs such as Assertive Community Treatment, (ACT), or Forensic Assertive Community 

Treatment, (FACT), aim to improve attitudes toward recovery by exhibiting negative 

associations toward criminal thinking (Bartholomew et al., 2018). The relationship between 

criminal thinking and psychiatric symptoms calls for a deeper understanding of both 

perspectives. The researchers found that psychiatric symptomology was associated with high 

criminal thinking.  

 Bartholomew et al. (2018) focused on two groups, one incorporating ACT and the other 

FACT, with 234 participants. The main finding was there was no significant difference in 

criminal thinking, nor was there a difference in program type, or past criminal justice 

involvement. Researchers concluded that when a person with mental illness has any interaction 

with law enforcement, such as an arrest, the person’s continuity of care is disrupted. 

Subsequently, this may influence a person’s likelihood to continue exhibiting criminal behavior, 

which can lead to future incarceration or victimization (Bartholomew et al., 2018; Blitz, Wolff, 

& Shi, 2008). The researchers concluded that the majority of people with mental illness and 

criminal history would continue to have encounters with law enforcement throughout their 

lifetime. Hence, the encouragement of community mental health programs provide allows staff 

to focus on the mental health care and constructing partnerships in the community to help this 

population with reentry and facilitate reintegration (Bartholomew et al., 2018). One of the 

limitations of the study was that the data utilized was cross-sectional, which precluded causal 

relationship conclusions in the study. Bartholomew et al. (2018) encourage researchers to 

replicate their study to arrive at different outcomes with different populations. Regardless, this 
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study serves to promote mental health programs to provide the necessary treatments to focus on 

the criminogenic needs and psychiatric symptoms of a person with mental illness.   

 As described previously, the ACT principles include not only positive engagement but 

also target continuity of care, mental illness education, substance abuse treatment, and 

psychiatric emergency services when needed (McKenna et al., 2014).  

 Since ACT focuses on community care for people with serious mental illness, another 

program has been established to provide internal mental health care at the prison level. 

Developed in New Zealand, the Prison Model of Care, or PMOC, was designed to deliver 

services to “bridge the gap with primary health care provision” already available in prison 

(McKenna et al., 2014, p. 431). This model is completed in five steps: screening, referral, 

assessment, treatment, and release planning. The research aimed to study the effect PMOC had 

on prisoners with serious mental illness upon their release and the subsequent impact PMOC left 

on released offenders who received CMHS, or community mental health services, in terms of 

reoffending (McKenna et al., 2014).   

 In the study conducted by McKenna et al. (2014), there were a total of 170 study 

participants from four different prisons in New Zealand, ranging from minimum security prisons 

to maximum-security prisons, focusing on pre-trial and pre-sentence. The findings showed 

before and after PMOC participation, there were high numbers in prisoners with serious mental 

illness who not only had a release plan in place but also were more likely to contact mental 

health services after their PMOC’s implementation (McKenna et al., 2014). The researchers 

claimed a couple of limitations based on the variables that were not manipulated, which could 

make comparing difficult, in that some variables remained unaffected while others were affected. 

Overall, the study encourages treatment planning for offenders during incarceration so they can 
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promote success upon release through service engagement and success, which includes 

stabilizing their mental health.  

 Another general study on pre-sentence mental health services, or MHS, claims high 

incarceration rates are rooted in not just deviant behavior, but also substance abuse disorders and 

ineffective diversion programs (Sodhi-Berry et al., 2014). A cohort study involving the Western 

Australian data linkage system found MHS was used more in the year before a criminal 

offender’s first sentence in comparison to non-offenders. The sample derived from the Western 

Australian Department of Corrective Services, with a cohort of 23,755 adult offenders under a 

community correction order within the Western Australian prison, and another cohort with 

21,977 offenders in a general community comparison cohort.  

 Sodhi-Berry et al. (2014) concluded that MHS is proven to be significant at the pre-

sentence stage, as the utilization before sentencing indicates people with mental illness are 

attempting to reduce their criminal behavior by partaking in “corrective services” (Sodhi-Berry 

et al., 2014). Substance abuse is also one of the strongest predictors of violent crimes for 

someone with mental illness (Fazel, Långström, Hjern, Grann, & Lichtenstein, 2009). The 

complexity of substance abuse brings forward in dual diagnoses calls for an attentive approach to 

prevent people with mental illness from falling back into the vicious crime cycle and reentering 

the prison system. Sodhi-Berry et al. (2014) noted a limitation in their study was the sample size 

and selection, along with no offender identification, meaning whether the offender had used 

private services and general practitioners for their mental health care was unknown and 

unaccounted for. Nevertheless, the researchers claim that reassurance of prevention and 

therapeutic infrastructures are vital for people with mental illness to avoid incarceration. 
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 Aside from substance abuse and illicit drug dependence, persons with both mental illness 

and substance abuse may also struggle with securing employment, housing accommodations, and 

essential community integration (Heath, 2017; Petersilia, 2003; Wright, Gournay, Glorney, & 

Thornicroft, 2002). The Community Mental Health Initiative, or CMHI, assists offenders in 

ensuring continuity of care between transitioning from incarceration to community supervision 

to reduce the likelihood of an offender’s criminal recidivism (Stewart et al., 2017). CMHI also 

references the ACT model, as ACT incorporates a comprehensive community-based treatment 

program for rehabilitative efforts and psychiatric services for people with serious mental illness 

and persistent mental illness. The community integration rooted in the ACT model also serves as 

a guide to reduce substance abuse and criminal engagement (Boland & Rosenfeld, 2017; Stewart 

et al., 2017).  

 Stewart et al. (2017) utilized three different data sources to formulate four groups: the 

CMHI dataset, the Offender Management System, or OMS, and the Canadian Police Information 

Centre, (CPIC), to identify criminal recidivism. In total, there were four study groups for a total 

of 646 male federal prisoners. The findings indicated that male prisoners with serious mental 

illness under CMHI with the provision of community mental health services after their 

imprisonment had a much lower recidivism rate. Community mental health services were also 

found as sustainable for at least ten years after prison release. Furthermore, co-occurring mental 

illness and substance use disorders may lead to future criminal reoffending and incarceration 

with the absence of evidence-based interventions (Stewart et al., 2017). Although Stewart et al. 

(2017) studied only criminological outcomes, the researchers advocate for improving mental 

health to change an offender’s chances of reoffending.  
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 Australian scholars, Furness, Maguire, Brown, & McKenna (2016) suggested improving 

interactions between law enforcement and people with mental illness by initiating a model 

similar to the Northern Police and Clinician Emergency Response (NPACER). The partnership 

between the Area Mental Health Service and the Victoria Police allowed a second co-responder 

model, such as a mental health clinician, to assist a first responder police officer, (OFF), when 

encountering an emergency mental health crisis (Furness et al., 2016). The NPACER and OFF 

would alleviate the person in crisis by providing behavioral de-escalation skills to reduce violent 

tendencies.  

 Furness et al. (2013) recruited 43 participants from an adult inpatient mental health unit 

in Melbourne who were divided into two groups based on who interacted with NPACER and 

OFF and then police officers only. The study’s main finding was NPACER and OFF provided 

“greater procedural justice” for people in community-based mental health crisis compared to 

people who only experienced an OFF response (Furness et al., 2016, p.406). In Lamb & 

Weinberger’s (2014) study on mental health courts, the researchers advocated for “therapeutic 

jurisprudence,” at the mental health court level (p.306). Thus, the more procedural justice 

facilitation, whether NPACER and OFF or even mental health courts, the less likely police 

officers will exert physical force and avoid threats. The NPACER and OFF approach improves 

law enforcement engagement with people in mental health crises when compared to an OFF 

only. Another highlight from this study was the advisement toward mental health resource 

expansion to provide quality encounters instead of stressing the importance of law enforcement’s 

focus on educating police officers.  

 The research from the studies described strive toward enhancing the mental health 

treatments and programs that are currently available in the community and the prison systems. 
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The various combinations of research methodologies create novel ideas for scholars and 

professionals who work with mental health crises to establish unique approaches to these 

encounters. Studies similar to Furness et al. (2016), McKenna et al. (2014), and Stewart et al. 

(2017) concentrate on treating the mental illness itself through rehabilitative efforts, similar to 

the current resources available. Bartholomew et al. (2018), Blank Wilson et al. (2018), and 

Sodhi-Berry et al. (2014) focus on the criminality aspect of mental health crises, which is not a 

large concentration among mental health resources currently available in the projected area of 

this study.  

Theory 

Criminological theories, specifically biological trait theory, labeling theory, and strain 

theory, relate to the study of mental illness. Biological trait theory concentrates on genetic 

predispositions and biological conditions that control human behavior and lead to criminal 

activity, specifically from a neurophysiological and genetic view (McCay, 2016; Morse, 2006). 

Labeling theory assumes behaviors are not necessarily deviant but become deviant based on 

society’s interpretation (Barkan & Bryjak, 2009; Heary, Hennessy, Swords, & Corrigan, 2017). 

Link et al. (2016) tie mental illness to a variety of social factors that may have contributed to 

crime from previous experiences that were stressful with severe and chronic strains.  

 Although the origin is unknown, studies have shown biology and genetics can explain the 

origin of mental and psychiatric diagnoses by looking at family history and noting symptoms 

early on (Jones, 2006; McCay, 2016; Morse, 2006; van Wormer, 2004). Mental illnesses do not 

have a single root that can precisely pinpoint the origin. Each psychiatric disorder’s diagnosis 

traces back to a neuro-dysfunction, meaning an individual’s brain’s activity has been severely 

impaired, causing them to act in a manner that most would not label as socially acceptable 



 19 

(Gjørup Pedersen, Wallenstein Jensen, Johnsen, Nordentoft, & Mainz, 2013; Morse, 2006). 

Now, the external world and environment also serve as primary inhibitors, including personal 

contacts such as parents, partners, sisters or brothers, and even roommates and neighbors 

(Gabrielli Jr. & Mednick, 1984). However, the genetic vulnerability among individuals with a 

psychiatric disorder increases the likelihood of a family member to have a psychiatric disorder 

unfold in the future (Jones, 2006; Walsh & Yun, 2013). The development of a psychiatric 

disorder may not be entirely avoidable, but its development can at least be slowed down. 

Psychiatric disorders such as schizophrenia are “viewed as a neurodevelopmental disorder,” 

meaning the symptoms presented can be lessened if not stopped by “a variety of clinical, social, 

neurobehavioral, and morphologic indicators” early on before the dominant diagnosis (Hans et 

al., 2009, p. 1196). If an individual is introduced to these resources prior to the disorder’s onset, 

then the chance of criminal activities to take in effect is also decreased. Genetic forces and the 

interactions between other individuals with a psychiatric disorder can influence criminal activity.  

With any sort of medical diagnosis or abnormality, a stigma is naturally placed on the 

individual that it applies to. This is not any different for individuals with a mental illness or 

psychiatric disorder. The fundamentals of labeling theory involve studying the secondary 

mechanisms, also known as the socially constructed elements that unfold and foster both 

criminal behavior and criminal activity (Craig, Piquero, Murray, & Farrington, 2018; Heary et 

al., 2017; Kroska & Harkness, 2011; Whitt & Meile, 1985). The labels society creates for this 

population are negative and demoralizing, which can ultimately add to the demoralization they 

already feel (Karaffa & Koch, 2016). Studies have shown that “diagnostic labels are predicted to 

harm patients by producing a negative self-concept,” which can lead to what is known as a 

secondary deviance (Kroska & Harkness, 2011). Secondary deviance is the reaction, which is 
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what labeling theory primarily concentrates on instead of the primary deviance, or the initial acts 

of crime and deviance (Kroska & Harkness, 2011). The application of labeling theory among 

people and criminals can be quite discouraging. Needless to say, when a criminal has some sort 

of mental illness or psychiatric disorder, the labeling can be traumatizing, emotionally impairing 

an individual with the same intensity and resentment as someone without either diagnosis 

(Rotenberg, 1974). Though the labeling process aims to correct behavior by assumption to deter 

future criminal activity, the way an individual reacts to a label is unpredictable (Craig et al., 

2018). Mental illness among criminals has created various labels, whether the stigma is created 

by law enforcement officials or the general public. Activist and campaigner Dawn Willis claims 

that the prejudice experienced by people suffering from mental illness or psychiatric disorder 

does not necessarily come from “public ignorance, but from public knowledge that mental health 

problems could inflict profound stress on sufferers,” (Long, 2014, p. 218). Research has 

illustrated that the default connotation in association with a mental illness or psychiatric disorder 

is interpreted negatively, leaving no room for assistance and leading straight to rejection. In some 

instances, this population is rejected due to a lack of awareness and education on how to 

approach their situation or plea for help, leaving individuals feeling weak and helpless.  

Strain theory is derived from social factors that may contribute to crime, such as stressful 

and traumatic events from childhood, sexual or physical abuse, victimization, and neglect (Link 

et al., 2016). Additional strains that can affect families include growing up with a low 

socioeconomic status, having difficulties with employment, or living in impoverished areas. 

Homelessness can be a result, which is then transcribed into label theory, as individuals appear to 

have a scattered and unstable mindset (Fox, Mulvey, Katz, & Shafer, 2016; Shipley & 

Tempelmeyer, 2012; van Wormer, 2004). Scholars believe substance use is common among 
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people with a mental illness or psychiatric disorder that partake in criminal activity, but the 

criminal activity can be a result of “self-medication or increased vulnerability,” thus “the 

presence of substance use disorders and personality disorders” must be separated when a 

mentally ill individual is being labeled a criminal or is being incarcerated and punished (Crocker 

et al., 2018, p. 90). The National Institute of Drug Abuse found that nearly half of those who 

have a mental illness at some point in their life will also a substance abuse disorder, and vice 

versa (2018). In 2012, the National Survey on Drug Use and Health found that about 84 million 

adults have a mental illness disorder or related condition along with a substance abuse disorder. 

Sadly, only 7.9 percent of those individuals were being treated for both their mental health and 

substance use, while 53.7 percent were receiving no treatment at all (National Institute of Drug 

Abuse, 2019).  

The differentiation between these three theories is crucial, as law enforcement’s 

recognition of substance abuse increases the likelihood of an arrest, whether or not the person 

has a notable mental illness or psychiatric disorder (Bohrman et al., 2018; Craig et al., 2018; 

Whitt & Meile, 1985). The general public’s familiarity with symptoms may even be absent, 

creating not just a barrier for the individual, but also future encounters. Without distinctions 

between homelessness and substance abuse from a mental or psychiatric disorder, the effect can 

be detrimental (Chorlton & Smith, 2016; Rotenberg, 1974; Shipley & Tempelmeyer, 2012; van 

Wormer, 2004; Wright et al., 2002). Although research has shown a correlation between mental 

illnesses and substance abuse, the connection does not serve as a justification to sync the two. 

The labels society places on these individuals creates an internal strain, as this population will 

then have a higher chance of rejecting treatments form the negative “discrimination and 

exclusion form others” (Link et al., 2016, p. 731). Further, over 98% of people with a mental 
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illness or psychiatric order report experiencing at least one traumatic encounter in their lifetime 

that involved a serious injury, a threat or actual death, or another helpless or horrific experience, 

deepening the trauma they already had (Link et al., 2016). The genetic argument could also be 

considered a strain, in that law enforcement officials, the general public, and maybe even family 

members confide in family backgrounds, softening the issue by simply ignoring the symptoms. 

Response Strategy  

 Policy fellows Kate Murphy and Christi Barr noted that economic funding may also play 

a large part in how the criminal justice system responds to criminals with a mental health need 

(2015). Transporting individuals to mental health hospitals may be logical, but it is not a 

permanent and efficient solution. High incarceration rates do not only apply to ‘normal’ jails and 

prisons, but also mental health hospitals and psychiatric wards. Murphy and Barr also found “not 

guilty by reason of insanity and or incompetent to stand trial for an average of 370 and 135 days” 

to have a “lesser the likelihood of success” upon release, increasing reentry (2015). People with a 

mental health diagnosis require additional resources and treatments and may have higher 

recidivism rates if not accommodated, leading to even more negative outcomes, such as 

homelessness, substance abuse, and even unemployment upon release (Lord & Bjerregaard, 

2014). Without acknowledging mental health concerns and a lack of education in mental health 

symptoms, as well as weak communication among community supports, the criminal justice 

system and government services will find themselves in a deeper hole.  

 Though it is not an established tradition for police officers to fully understand 

fundamental functions regarding people with a mental illness or psychiatric disorder, assisting 

the mentally ill has become more reactive than proactive. For this reason, when attempting to 

identify a mental illness, police officers should not focus on determining which specific mental 
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illness they are encountering but try to recognize basic signs and symptoms from a variety of 

diagnoses (Bohrman et al., 2018). Police administrators must modify police trainings for officers 

to become better equipped to recognize, assess and generally treat and respond to encounters 

involving mental illnesses and psychiatric disorders (Kane, Evans, & Shokraneh, 2017; de 

Tribolet Hardy et al., 2015). In fact, there have even been blurred lines between what a mental 

illness and psychiatric order entails versus a substance abuse disorder. Lord and Bjerregaard 

(2014) found when law enforcement responds to a mental health crisis, officers tend to believe 

the person is simply intoxicated with either a psychotic or mood disorder. The person in crisis is 

twice as more violent than they would be when assisted by someone other than a law 

enforcement official. The researchers suggested law enforcement officers were not adequately 

trained, as they had trouble directing the individuals within the mental health system. 

 In attempts to improve responses, Jensen (2019) advocated for “active cooperation” 

between law enforcement and other community and local agencies, instead by reconstructing 

training material, improving communication, or increasing community partnerships (p. 135). 

Police officers have also expressed the lack of training focusing on mental health awareness 

(Lamb & Tarpey, 2019; Ruiz & Miller, 2004). With the rise of mental health crises, police 

officers should strive toward implementing field trainings or joint trainings with mental health 

professionals and other agencies to help law enforcement better recognize and understand mental 

health fundamentals.  

Resource Strategy  

 Deinstitutionalization has resulted in the need for community services to plan and 

construct mental health care treatments and programs to facilitate a person’s continuity of care 

transition from facilities back into the community (Boland & Rosenfeld, 2017; Griffin, 1966; 
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Lamb & Weinberger, 2014). The techniques required for both mental health professionals and 

prison staff involve community resources and other agency developments to establish the needed 

structures within the facilities. One of the critical factors in a person’s success is the staff they 

work with, meaning the team themselves must be committed to assisting, kind-hearted, and 

person-centered in developing a patient’s plan to succeed during treatment and ultimately in the 

community (Griffin, 1966; Allen & Tracy, 2009). The continuity of care component also serves 

as an imperative organizational structure for a person’s success while they are in treatment to 

provide consistency and reassuring support (Bartholomew et al., 2018; Elwell, 1970; McKenna 

et al., 2014; Mireau & Inch, 2009; Stewart et al., 2017; Wright et al., 2002). 

 Intervention resources and community resources provided by local authorities and health 

courts are considered to be supportive resources for law enforcement’s contact with a potential 

mental illness or psychiatric disorder. Researchers Kane, Evans, and Shokraneh (2017) studied 

four types of intervention methods: Liaison and Diversion Services, Street Triage, Embedded 

Mental Health Professionals in Police Contact Control Rooms (CCRs), and Crisis Intervention 

Teams (CIT). The researchers concluded that liaison and diversion services led to a decrease in 

arrests and fewer days incarcerated through the appropriate services, as well as quicker and 

suitable responses via street triage to assist this the mentally ill safely. Crisis intervention teams 

worked with police officers to provide training and guidance for people with mental illness, 

allowing police officers to steer away from their prior approaches and on-the-job experiences 

(Kane, Evans, & Shokraneh, 2017). Embedded mental health professionals in police CCRs were 

not as efficient as the other concentrations. Interestingly enough, crisis intervention teams have 

been challenged, in that there are inadequate studies to justify the effectiveness in reducing 

officer injury when handling an encounter, nor is it evidence of any positive effect on arrest 



 25 

outcomes or police use of force (Taheri, 2014). However, CIT teams were not responding as 

expected and would instead transport people with a mental illness or psychiatric disorder to a 

community-based service, where the individual could be accommodated in terms of health and 

safety. So, community collaboration was considered adequate instead of turning these 

individuals in for arrest or incarceration (Kane, Evans, & Shokraneh, 2017; McKenna et al., 

2014).  

 Providing and securing a person’s continuity of care in services and treatments enables 

the person to feel consistent support and empowerment. The treatments and interventions needed 

to assist mental health crises include improving trainings, introducing crisis intervention teams to 

police departments, and overall continuous funding for these resources (Allen & Tracy, 2009; 

Boland & Rosenfeld, 2017; Griffin, 1966; Kane, Evans, & Shokraneh, 2017). These necessities 

are imperative in both the law enforcement field and among mental health professionals.  

 Continuing education among law enforcement and government officials to understand a 

person with any mental illness would not only help comprehend their criminal actions but would 

also draw attention to specific areas these individuals need assistance in (Kane, Evans, & 

Shokraneh, 2017; Kelling, Wasserman, & Williams, 1988). In addition, medical professionals 

are not exempt from said continuing education. Clinicians, therapists, and psychiatrists must 

collaborate to assist families and individuals. Unfortunately, schizophrenic patients do not 

always receive the “recommended processes of care,” meaning “clinical guidelines 

recommendations on schizophrenia care are only partially implemented in routine clinical 

practice” (Gjørup Pedersen et al., 2013, p. 516) The importance of educating family members is 

the impact learning about what a loved one is suffering from and the immediate family can best 

help and support them. In essence, it will spread into the community, for others who also have 
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loved ones with schizophrenia and for the benefit of the general public to comprehend. For 

example, looking at the symptoms and learning how to be patient when working among the 

schizophrenic population, as schizophrenia is often misunderstood (Gjørup Pedersen et al., 2013; 

Thompson, Reuland, & Souweine, 2003). The public has grown fond of pointing fingers at 

police officers and prison officials as the responsible ones to ‘fix’ prisoners with a mental illness 

or known psychiatric disorder, yet law enforcement officials are not the only ones who need this 

knowledge and guidance (Link et al., 2016; Oliva, Morgan, & Compton, 2010). Medical 

professionals need this form of education as well. Advocating for this population includes the 

expansion of resources. Government funding for mental illness and psychiatric disorders should 

be a mandated priority (Martinez, 2015). In order to see improvement, the criminal justice 

system must work alongside the government to demand services in the community and during 

incarceration. Continuing education for medical and law enforcement professionals, aside from 

the psychoeducation individuals and family members need, are appropriate resources. The 

support system for this population is largely absent, making it not only difficult for the individual 

but also the general population. 

Methodology  

 The purpose of this qualitative study was to develop data based on interviews to improve 

the way mental illness and psychiatric disorder crises are handled in Tarrant County, Texas. This 

study could lead to improvements among the professional work involving the mentally ill by 

adding a more profound understanding of the critical factors of mental health crises.  

 A social network recruitment approach, a type of convenience sample, was utilized to 

study perceptions and knowledge of mental illness in Tarrant County. Tarrant County is 

classified as the third-largest county in the State of Texas, with just under 2,100,000 residents 
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(U.S. Census Bureau, 2019). The researcher’s objective was to gather data based on semi-

structured interviews to improve the way mental illness and psychiatric disorder crisis cases are 

approached in Tarrant County. The social network recruitment approach consisted of utilizing 

the researcher’s readily available professional network. The researcher works for a non-profit 

organization that provides various professional perspectives to construct this project. The 

researcher’s network then incorporated other clinical and non-clinical professionals, as well as 

law enforcement professionals, that serve the citizens of Tarrant County.  

 As such, a qualitative design was necessary. Qualitative semi-structured interviews were 

conducted with open-ended questions to gain a deeper understanding of how working 

professionals interact with and assist people with mental illness or psychiatric disorders when in 

crisis. The semi-structured approach allowed the study participant to elaborate on the initial 

question and branch off into different areas of their respective profession or discuss themes of 

interest to them. The researcher asked questions by following the appropriate script paralleled to 

the research participant’s professional field.  

 All interviews were conducted face-to-face with only the researcher and single 

participant present in the interview. This minimized any possibility of undue influence or 

coercion, and participation was voluntary. The researcher utilized an interview script to begin the 

interview, allowing for flexible questioning and thoughts by both the researchers and the 

participant. The purpose of the study was to gain a deeper understanding of how each profession 

responds to mental health crises. The subjects met the study’s requirements to participate and 

provide information and perspectives on their knowledge of mental health resources and the 

direction programs should work toward, along with how professionals working with this 

population should work productively.  
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Sampling 

 The sampling frame for this study included people with knowledge and expertise in 

mental illness within Tarrant County. The sample was recruited via an informal social network 

sample (convenience) with snowball sampling to reach as many respondents for this study as 

possible. Convenience sampling ensures that the population selected will thoroughly provide and 

generalize the data (Etikan, Abubakar Musa, & Sunusi Alkassim, 2016).  

 The researcher contacted potential participants via informal social networking utilizing a 

sample recruitment social script (see Appendix A), detailing study subject eligibility 

requirements, the study’s focus, and the researcher’s contact information. Participants were also 

recruited through snowball sampling, requiring primary participants to connect the researcher 

with potential study candidates. The researcher used snowball sampling to collect additional 

participants through profession-specific network connections. 

 The research sample consisted of 17 law enforcement officials and mental health 

professionals, ranging from social workers to a police lieutenant. To meet eligibility criteria, 

study subjects had to be over the age of 18, work in Tarrant County, and have a knowledge of 

mental illness and how to best respond to people in crises. For law enforcement professionals, all 

participants had at least five years in law enforcement. For non-clinical professionals, 

participants needed a minimum of two years in social work. Lastly, clinician participants had at 

least three years of practice in their respective clinical licensing.  

 The sample consisted of 6 known participants who were directly approached by the 

researcher, and 11 recruited through the snowball sampling procedure utilizing the recruitment 

social script, which resulted in a total of 17 participants. A total of 23 professionals were invited 

to participate in the study, yielding a 74% acceptance rate. The researcher reached out to three 
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potential study participants via social media who neither accepted nor did they respond to the 

invitation, two being police officers within Tarrant County and one being a clinical crisis 

program director from a behavioral facility.  

Data Gathering 

 The researcher conducted in-person interviews lasting no longer than 45 minutes per 

participant. The longest interview lasted roughly 44 minutes, and the shortest interview lasted 

about 8.5 minutes. The interviews were conducted at the convenience of each participant’s 

comfortability. The participants were given a choice to interview in the setting, date, and time of 

their preference. All interviews were held in a private office or professional setting to maintain 

confidentiality and decrease the likelihood of interruptions. Of the 17 participants, 6 interviews 

were held in a private office, 9 interviews were held in conference rooms, and 2 interviews were 

held in a participant’s home, as this was most convenient for them.  

 Prior to the researcher beginning the interview, all participants were asked to sign an IRB 

consent form, which detailed the purpose of the study, who was eligible, and the consequences of 

the study (see Appendix B). The researcher was the only person to interview each participant, 

and interviews were conducted independently, meaning no one else knew who was participating 

in the study. The recordings began with appropriate interview questions, excluding names. The 

researcher informed all of the participants that participation was voluntary, there were minimal 

risks, and there was no compensation for participating in the study. The researcher also explained 

to the participants that they could decline to participate, or, in the event the participant changed 

their mind after the interview, the participant could contact the researcher to exclude the data 

from the study with no penalty. The researcher also explained the interview process and 

informed the participant that the data would be stored in TCU’s secure file system, TCU Box, 
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and the researcher would be the only person to have access to the interview data. All participants 

received a copy of the IRB consent form.  

Interview Instrument 

 The instrument used in the interviews consisted of three different semi-structured 

interview guides, depending on the participant’s profession. Instruments did not have the same 

number of questions for each profession: for a law enforcement official, the instrument included 

18 questions; for clinical professionals, the instrument included 20 questions, and; for non-

clinical professionals employed by a local non-profit, the instrument included 21 questions. All 

instruments were divided into four sections: employment demographics, education, employment 

duties in regard to crisis, and profession-specific questions. The questionnaire was constructed 

by the researcher’s concentration on the literature review to enhance content validity.  

 The first section covered the participant’s employment demographics, beginning with the 

participant’s profession and how long he or she has been in their current position and field, 

followed by their prior job experience. This section also focused on how long the participant 

planned on working in their current field. Some participants talked about their end goals, which 

included either retiring in their current field, promoting within their employer, or going back to 

school.  

 The second section covered the participant’s highest educational attainment, including 

official license or degree. Some participants explained their interest in pursuing higher education, 

while others stated their degree met their job description’s requirements.  

 The third section contained crisis-specific duties based on the participant’s employer 

protocol. Participants informed the researcher how often they work with people with mental 

illness in crisis on a daily basis or at least a weekly basis for those in supervisory positions. For 
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non-law enforcement professionals, the researcher also asked participants how often they 

contacted law enforcement for assistance and whether they contacted medical attention first for 

an emergency detention. This section also highlighted community collaboration between local 

agencies and resources with police departments within Tarrant County. 

 The fourth section varied, as it revolved around the participant’s profession. In total, there 

were three instruments based on the study population’s professions, allowing all participants to 

examine further views and present unique discussion. For law enforcement officials, the 

questions ranged from how long the average mental health call takes to respond and what police 

officer training involves in terms of crisis intervention and mental health response. For clinical 

professionals, the researcher asked participants to discuss law enforcement’s response 

methodology, and what types of resources law enforcement would benefit from. Clinical 

professionals also provided feedback on what police academy training should look like related to 

working with this population. One of the profession-specific questions focused on clinician 

opinions on non-clinician staff’s understanding of mental illness and psychiatric disorders, as 

this can ultimately affect cases. Finally, for non-clinical professionals employed by local non-

profits, the researcher guided the interview with the same questions asked to clinical 

professionals, but also concentrated on questions regarding resource implementation.  

 Although the fourth section was divided based on professions, all participants were asked  

to provide their perspectives on the impacts of substance use and homelessness on mental illness 

and psychiatric disorders. Additionally, all participants expressed their views on barriers the 

criminal justice system has providing effective mental health treatments and the prison systems. 

The final question for every interview explored each participant’s biggest challenge when 
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addressing mental health crises and assisting people with mental illness and psychiatric 

disorders.  

 All interview questions aimed to address profession-specific perspectives and protocols 

of how specific entities respond to mental health crises. The researcher utilized a semi-structured 

interview to allow study participants to elaborate in certain areas of expertise. Although the 

interviews were semi-structured, the questionnaire was presented in a structured nature that was 

further broken down and specified based on the participant’s experience (see Appendix C). The 

profession-specific approach focused on the participant’s overall professional experience, not 

just their current job role. All professionals had to have knowledge or work in the mental health 

profession, providing valuable information for the study’s objective. Furthermore, the study 

population had the opportunity to convey professional experiences, a critical strength qualitative 

analyses provided (Merriam & Tisdell, 2016).  

Data Analysis 

 The semi-structured interviews provided a deeper understanding of the critical and 

unique roles of participants when responding to mental health crises. All interviews conducted in 

this study were audio-recorded utilizing the researcher’s Voice Memo application for iPhone. 

The interviews were then transcribed verbatim in Microsoft Word for analysis by using thematic 

content analysis to find common patterns in the data. 

 Thematic content analysis identifies and analyzes repeated patterns and themes found in 

the data explored (Crowe, Inder, & Porter, 2015; Vaismoradi, Jones, Turunen, & Snelgrove, 

2016). Thematic content analysis is appropriate for this study, as it enables the researcher to 

identify commonalities and differences participants provide in terms of their experiences. A 
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narrative analysis was also used to compare different responses and interpret those 

commonalities and differences.  

Strengths within Methodology  

 Thematic content analysis is a robust qualitative research technique that helped identify 

the skills mental health clinicians utilize in their practice to develop a stronger understanding of 

mental health challenges (Crowe et al., 2015). Convenience sampling provides a finite subject 

population, allowing the researcher to target the intended population based on the practical 

criteria (Etikan, Abubakar, Sunusi Alkassim, 2016). The study population is easily accessible, 

both geographically and timewise. All participants had at least one year of experience in their 

current profession within Tarrant County. One non-clinical professional had at two years of 

experience in their profession in a different state, allowing them to describe and compare their 

experience working in Texas to working in their former state.  

Results 

The researcher uncovered 4 themes and 14 subthemes from the 17 interviews, including 

common and distinctive subjects exclusive to law enforcement personnel and mental health 

personnel. Some of the themes include universal concepts that focus on internal changes, such as 

training and staff, while other concepts concentrate on external influences, such as the mental 

health stigma and personal relationships. The following section details the themes discussed and 

provides extensive perspectives on mental health crises.  

Characteristics of the Study Population  

 A total of 17 participants were interviewed for the study. The participant demographic 

information collected was gender, job title, number of years in their current role, the number of 

years in the mental health profession or law enforcement, and highest educational attainment, 
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including license or major. Table 1 presents the professional title, highest educational attainment, 

and number of years in the participant’s current profession for all participants. The majority of 

participants were female (n=9). Subjects held various professions, including Licensed 

Professional Counselor, (LPC) (n=2); Clinical Crisis Program Director, (CCPD) (n=1); Clinical 

Crisis Assistant Program Director, (CCAPD) (n=1); social workers (n=2); Police Mental Health 

Coordinator, (PMHC) (n=1); Police Lieutenant (n=1); Police Sergeant (n=2); Program Manager 

(n=1); Mental Health Peace Officer, (MHPO) (n=5) and; Police Corporal (n=1). In total, there 

were ten participants in the law enforcement field (n=10) and seven participants in the mental 

health field (n=7). The Police Mental Health Coordinator and the Police Lieutenant were also 

Licensed Professional Counselors, or LPCs, but were not tallied under LPC, given their 

respective titles. In addition, the Program Manager was previously a probation officer for 15 

years but was noted as a Program Manager in the mental health profession. The mean for law 

enforcement experience was 15.9 years, and the mean for mental health experience was 5.1 

years.  

 In terms of educational attainment, participants held the following degrees: High School 

Diploma (n=1); some college (n=3); Bachelor of Arts in Criminal Justice (n=1); Bachelor of 

Science in Criminal Justice (n=2); Bachelor of Arts in Philosophy (n=1); Bachelor of Arts in 

Psychology (n=1); Bachelor of Science in Psychology (n=2); Bachelor of Arts in Social Work 

(n=1); Licensed Master of Social Work (n=1) and; Licensed Professional Counselor (LPC) 

(n=4). One of the participants with a B.S. in Criminal Justice is currently working on a Master of 

Science in Criminal Justice, and the participant with a B.A. in Criminal Justice is also working 

on a master’s degree in Public Administration.  
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Table 1. Participant Demographics (n=17) 
Professional Title Educational Attainment  Experience (years)  

LPC I LPC License   3  
LPC II LPC License 10 
CCPD LMSW   3 

CCAPD B.S. in Psychology    7 
Social Worker I B.A. in Psychology    7 
Social Worker II B.A. in Social Work   3 

Program Manager B.S. in Criminal Justice   3 
PMHC  LPC License   17 

Police Lieutenant LPC License  20 
Police Sergeant I B.A. in Philosophy  15 
Police Sergeant II Some college 18 
Police Corporal  B.A. in Criminal Justice    8 

MHPO I   B.S. in Psychology  15 
MHPO II B.S. in Criminal Justice  17 
MHPO III High School Diploma 18 
MHPO IV Some college   6 
MHPO V Some college 25 

**acronyms described on pgs. 34-35.  

Findings 

 The professions were divided into three categories, hence the three different 

questionnaire instruments: law enforcement professionals, clinical professionals, and non-clinical 

professionals. The law enforcement professionals were asked questions pertaining to mental 

health crises and what their specific police department required them to do in terms of responses 

and collaborating with mental health agencies. The clinical professionals and non-clinical 

professionals discussed their perspectives on how effective law enforcement professionals were 

in terms of their responses. Non-clinicians and clinician participants serve as mental health 

professionals. All professionals identified training barriers and the strengths in community 

collaborations when assessing people with mental illness who are in crisis. From the data 

analysis, several themes were identified. 
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Theme 1: Criminal Justice Reformation 

 The following section discusses three subthemes that tie in with criminal justice 

reformation: the stigma associated with attending to mental health needs, the need for 

restructuring trainings of law enforcement, and the importance of continuity in services and 

treatments for people in mental health crises who face incarceration. 

Subtheme 1: “The Stigma” 

 A majority of the study participants (n=12) stated the stigma attached to mental illness 

has affected the mentally ill in numerous ways. Five police officials (n=5) were represented in 

this subtheme. The stigma attacks the person with the illness or disorder, not the illness or 

disorder itself. One of the study participants, a Licensed Professional Counselor or LPC, noted 

that the mentally ill are often interrogated with “what’s wrong with you” or “don’t put that crazy 

here.” A person who is mentally ill is not “crazy.”  

 The general public’s lack of understanding in regard to mental health as a whole is weak, 

and for some completely absent. A mental health peace officer affirmed, “I think it’s externally 

that people just don’t get it.” The mental health peace officer explained, “getting people” the 

resources and assistance they need is “not some straightforward solution.” A different mental 

health peace officer from a different police department proclaimed the “lack of understanding 

[comes] from both law enforcement and the public.”  

 In providing direct care, social workers are also challenged by the stigma. A social 

worker specified that because policymakers and the general public often do not understand the 

obstacles mental health present to those it affects, the lack of knowledge has impeded their 

empathy. This social worker noted: 
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 I tell people what I do, and they’re like ‘I don’t understand how you can work with those 
 people,’ and it annoys me to the T when they say it like that. I’m like ‘well, that’s what I 
 do, and I don’t mind “those people”- they’re fine. 
 
 The traditional approach to policing focuses on implementing the law and enforcing 

order, instead of observing a criminal’s characteristics and qualities that may be a hindrance to 

the way an officer responds to a crisis. A police mental health coordinator stated the law 

enforcement field: 

 Historically [has] been told not to talk about mental health, and mental health has been a 
 taboo topic so there’s that stigma that comes along with mental health and officers getting 
 help themselves. 
 
The mental health coordinator felt that law enforcement’s traditional practice did not prioritize 

mental health and focusing on how to better serve a vulnerable population, which has greatly 

affected how police officers respond to mental health crises and even how police officers 

themselves seek help. A police corporal claimed: 

 Society needs to catch up. They need to really realize there are lots of problems that don’t 
 ever get addressed because people don’t wanna talk about them. Whether it be- and 
 again, it’s gotten better over the years with most things, whether it be racism or whatever, 
 things get better over time typically. But it takes a lot of time, and recently it’s gotten 
 better like sexual assaults... but the child crimes, no one wants to talk about that, but it’s 
 prevalent and it’s pervasive, and it’s unfortunate, but it’s pervasive. Mental health is 
 another one- no one wants to talk about it, until it comes to the forefront, it’s not gonna 
 be addressed.  
 
A program manager over jail staff felt the same way, noting that police departments have to go 

through a “cultural change to realize there’s more than an illness that needs to be treated, more 

awareness, that it’s not just a choice.” The choice is in reference to the lifestyle and challenges 

specific disorders, such as schizophrenia, have on the person. This program manager also had 

experience in probation and argued that police departments “deal with people with criminal 

records, and they deal differently with people that do not have mental illness; the barrier is the 

stigma.”  A person with mental illness and a criminal record challenges the system based on their 
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criminal behavior and their mental health challenges. In addition, the same program manager 

believes different metropolises may have different perspectives of what mental illness is or what 

is looks likes, based on their trainings. However, the program manager noted that there has been 

improvement in larger city police departments, such as Fort Worth, San Antonio, and Austin. 

 A police sergeant over a crisis intervention unit noted that patrol officers must overcome 

traditional police operations and encourage “innovative thinking to produce a cultural shift.” 

Police officers struggle with detaining someone who is exhibiting crisis-like symptoms, such as 

hearing voices or admitting to not taking their medications. The police sergeant stated that 

traditional detainments did not consider mental health challenges as a reason to actually detain 

someone. “It’s not just helping [the person in a mental health crisis]- by helping them, you are 

helping the family, friends, coworkers, and maybe it’s society as a whole.” added the sergeant. 

Given the traditional policing expectations, the mental health stigma affects the way modern 

policing should look like, challenging police officers on how to innovate responses. 

 The hardest thing has been educating, is letting everybody know that you can do things 
 differently and we can make an impact, but it has to be a collective agreement amongst 
 everybody, like “hey we are going to do this,” and slowly and surely we are chipping 
 away, and I think it’s making a difference.  
 
The police sergeant hoped to educate officers by sharing past experiences and success stories. In 

the end, the “crisis intervention unit’s goal is to not arrest people.”  

 The prison systems have seen a decrease in funding for mental health treatments and 

prevention programs. As a result of the lack of funds, prisoner reentry that involves an untreated 

mental health need has also added to the stigma. An LPC stated that the public stigma with 

mental health creates public complaints toward people with a mental illness or psychiatric 

disorder. These complaints range from “these people don’t want get a job,” or “these people just 

don’t wanna get off the drugs,” to “these people just wanna take the money they get and go buy 
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alcohol.” Self-medication and external factors may be “their only way to function,” which the 

LPC refered to as “a sticky situation” overall. The same LPC also noted that the stigma also 

affects the prison systems, as prison staff “probably don’t really know how quite to handle the 

[offenders] with mental illness, or they don’t realize how it affects their mind, their body, 

absolutely everything about them.” All participants in this subtheme argued that the prison 

system is underfunded and understaffed, affected how the system serves offenders with mental 

health needs, a problem that is addressed in later sub-themes.  

  The stigma with mental health has also affected the community. One police sergeant 

expressed that people are “closeted on the fact” that a citizen may not know his neighbor has 

PTSD or bipolar because “[they] would never know about it, but also [because they] don’t know 

anything about bipolar.” The police sergeant believed the “misconception” ties to mental health 

is affected by “what people read on the internet or what they see on TV.” The stigma has led to 

the assumption that “when someone is going through a mental health crisis” and the variety of 

“exhibiting signs” of different disorders, they are going to react violently. “They aren’t going to 

be mass murders all of a sudden,” added the police sergeant. The stigma can be completely 

mistranslated, which can then misguide police response. A police lieutenant discussed the 

community’s engagement as a valid approach toward educating the general public on mental 

health and creating basic awareness. This police department hosted an informative community 

event with “presentations on how to identify, how to intervene, how to talk to people, how to 

find some resources rather than just calling the police.” The police lieutenant “ha[d] no doubt 

that [the event] will continue,” claiming the event will be held at least once a year for the 

community to engage and know the basics of mental illness.  



 40 

 A distinctive perspective came from a clinical crisis assistant program director, who 

expressed frustration toward the way media perceives and presents mental health. “It shouldn’t 

take a celebrity to come out with their own mental illness to normalize mental illnesses.” The 

assistant program director understands that celebrities are trying to encourage people to seek 

mental health resources and professional help, but claims “mental illness has always been 

around,” believing it is unfortunate that society has burdened people with a mental impairment to 

be comforted by a celebrity “coming out with a mental illness as if it were a trend.” Mental 

illness and psychiatric disorders should be taken seriously and should not be viewed as 

something that one can simply self-diagnose.   

 One of the LPC participants explained how the stigma with mental health does not 

always mean people with mental illnesses or psychiatric disorders are always in crisis. The LPC 

believed the public “is afraid of what they don’t know, or they don’t understand,” which 

ultimately affects the effort “pu[t] into destigmatizing what mental health is.” In trying to 

understand the person and their disorder more, one can come to realize “[mental illness] is not 

scary- it’s something they have to deal with on a daily basis, and it does not mean they are going 

to shoot up a movie theater, or come and assault somebody.” In correlation to better understand 

people with mental illness and psychiatric disorders, the same LPC proposed a solution. The 

LPC explained that simply include people with mental health barriers in the community can 

proactively remove the stigma. The LPC stated, “bringing them in and making them part of the 

culture” can actually improve their social relationships, as this engagement will help their 

emotional state of being “because they are feeling cared about.” 

 Many of the study participants believe the stigma associated with mental health has 

impeded the community’s knowledge and engagement with this population, and has even 
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challenged the way police assist mental health crises. In order to destigmatize mental health, 

Participants believe there are a number of options and routes available to the criminal justice 

system and the clinical field to destigmatize mental health.  

Subtheme 2: Reconstructing Training  

 All study participants (n=17) confirmed completing a crisis-intervention training. All five 

police officials (n=5) were represented in this subtheme as well. Study participants (n=14) also 

referred to improving training to better serve and respond to people with mental illness in crisis, 

whether this means increasing, mandating, or reconstructing training courses. All of the law 

enforcement-field participants explained that some form of crisis intervention training is required 

for all police officers going through the police academy. However, not all of the police 

departments required the same training. This subtheme includes perspectives on trainings from 

14 participants.  

 A police corporal said his department’s course took approximately 40 hours to complete 

and must be completed within the first two years of being a police officer. The course “cover[s] 

pretty basic stuff like what the signs are of different cases, manic to depression, schizophrenia, 

and the different social orders.” The same police corporal confirmed this training was a one-time 

training, similar to “a lot of the stuff that you get in the academy- it’s a one-time thing.” 

However, the police corporal noted that some police officers “have a passion” for certain 

challenges, like drugs and addiction, claiming that officer involvement is based on those 

“involvements and interests.” A mental health peace officer also referred to the mental health 

police officer training, and believes the training should be mandatory for everyone, as “the 

majority of the people that go into crisis may have a mental health concern.” The mental health 

peace officer noted that police officers who are not solely working as mental health peace 
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officers would benefit from understanding basic mental health symptoms, hence he suggested all 

police officers should have a sense of what a mental health impairment consists of and what 

challenges an officer can face.  

 Some departments place officers in specific units, for police officers who have a passion 

for helping the mentally ill or have a personal connection with mental health. A police lieutenant, 

who is also an LPC, explained that police officers who serve under the mental health unit “do 

more intensive training each quarter.” The police lieutenant also mentioned that police officers 

also review the Mental Health Code and do additional education on their own and at their leisure. 

In addition, this specific unit undergoes training with neighboring jail staff and surrounding 

behavioral and mental health hospitals. These trainings happen at least on a quarterly basis. The 

police lieutenant advocated for police officers to attend these additional trainings to increase 

alertness and being ready for the “unpredictable.” Of the five police officials interviewed, only 

one works in a department with an official crisis intervention unit, while another works in a 

department with an unofficial crisis intervention unit.  

 A clinical crisis assistance program director mentioned her unit conducts trainings with 

law enforcement personnel as well as with the local fire department. “I think the more 

community partnerships we build helps cover different agencies and different professionals, 

regardless of how often they encounter people with a mental illness,” added the assistant 

program director. She expressed interest in training college students, as “the number of young 

adults is increasing by the second.”  

 A different mental health peace officer explained how “not all officers are trained 

equally” and how society does not understand how understaffed police departments are. The 

mental health peace officer noted that not all police officers are required to hold a mental health 
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peace officer credential, but the mental health peace officer expressed mandating the mental 

health peace officer training would benefit the police department as a whole. “Officers won’t do 

it if it’s not mandatory,” said the mental health peace officer. A different mental health peace 

officer from the same department stated, “crisis-intervention training helps with the interaction,” 

which determines the overall interaction with someone in crisis. The same mental health peace 

officer believed the mental health peace officer training can help reduce the number of crisis 

intervention referrals patrol officers make in regard to a person in a mental health crisis.  

 A police sergeant over the crisis intervention unit supported the call for mandated mental 

health peace officer training or mandated crisis intervention training. The police sergeant 

explained that patrol officers do not understand that “yes, you can detain someone for something 

outside a traditional arrest.” Specifically, the police sergeant stated hearing voices and 

medication non-compliance could account for an arrest, as this can facilitate a psychological 

evaluation for the person exhibiting a mental disturbance.  

 A different police sergeant listed additional trainings required within that specific police 

department. These trainings included “anything from like high-risk, you know, de-escalation 

tactics, things along those lines.” The sergeant made sure to confirm these required trainings had 

“just started” to become mandatory. For someone that had been with the department for about 

fifteen years, there may be skepticism to receive crisis intervention training:  

 No interest whatsoever in mental health or mental health crisis, or de-escalation tactics 
 for somebody who is going through a mental health crisis, he or she is probably gonna 
 have very little education or knowledge as to what to do. 
 
The same sergeant referred to this as a “gap” within performance and knowledge, which could be 

a disadvantage to the entire police department. When a veteran officer does not have the same 

knowledge and skills as a rookie, the veteran officer may have more difficulties when responding 
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to mental health crises. The police sergeant also confirmed the department’s Chief of Police 

requires all police officers to go through an 8-hour to 16-hour block of Crisis Intervention 

Training to satisfy the department’s CALEA accreditation.  

 From the non-clinical standpoint, a clinical crisis program director from a non-profit 

organization explained how the unit she is over is responsible for conducting trainings with law 

enforcement and other neighboring agencies in Tarrant County on how to help people with a 

mental health or intellectual developmental disability-need. The program director argued training 

law enforcement is vital and reminds police officers “if we’ve called you, we need you.” The 

unit as a whole focus on both crisis-prevention and crisis-intervention for vulnerable populations 

and even offers a TCOLE certified-training. One of the challenges posited was time to attend the 

crisis, referring to how law enforcement “have to be there for a very short amount of time and 

diffuse an immediate crisis.” One of the solutions the program director expressed was an 

interactive training for police officers and people with a mental illness or disability, which could 

better assist in helping police officers “differentia[te] the split-minute decisions in that moment.”  

 Civilian positions within law enforcement can also provide valid input when it comes to 

mental health crises response. A police mental health coordinator who also serves as the 

department’s LPC explained the challenges police officers face with training. The coordinator 

believes police officers “are getting better with understanding [mental illness]” and argued 

“Tarrant County is way above the curve on trainings” especially with the “40-hour mental health 

peace officer class that most police departments in Tarrant County [mandate] their officers go 

through.” As mentioned, this mental health peace officer class is not mandated through the State 

of Texas. However, most departments do mandate the course. The police mental health 

coordinator’s police department does “a lot of advanced training” and even brings in experts to 
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“incorporate specialized trainings to keep things updated.” One of the trainings is a two to four-

hour block on communicating and interacting with persons who are autistic, to which police 

officers have provided “positive feedback.” In addition, the coordinator encourages introducing 

resources such as support groups to families with people who suffer from a mental illness or 

psychiatric disorder and diverting families from using the internet. The coordinator stated: 

“trainings and support groups and things like that for families” are more beneficial and overall 

reliable instead of turning to the internet. Self-diagnosing is more damaging and problematic.  

 Non-clinicians at jails and prisons also benefit from training to work with offenders with 

mental health needs. A program manager who oversees a team of jail staff mentioned jail staff 

only complete a 40-hour crisis intervention training during their new hire period. “Beyond that, I 

don’t know what additional training they get,” the program manager said. This program manager 

presented an interesting perspective, claiming specialized trainings can help, but “it’s kind of 

cultural change that is needed.” The program manager explained how there is “just this 

perception amongst a lot of [the jail staff] that people, they are interacting with who have a 

mental illness in the jail are more of a nuisance.” There are some law enforcement units who 

have resisted the change to better serve people with mental health barriers. The program manager 

stated training new staff from their new hire date can help shift the culture and stigma attached to 

mental health.  

 Social workers also have to go through a number of trainings and have to renew specific 

trainings on an annual basis, or within a certain timeframe. However, one of the social workers 

explained that a previous employer would require social workers to train with police officers 

once a month. “Police officers would shadow us and drive with us to the individuals to see how 

we work with them, the way we talk to them,” the social worker said. It is important to note that 
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this particular employer was in a different state. The social worker stated that having a similar 

hands-on trainings and shadowing between agencies and law enforcement could help law 

enforcement professionals understand how people with mental illness or a disability react to 

police officers. The same social worker emphasized a need for training the “actual individuals 

with the disorder that are coming in to get help.” People with a mental health impairment may 

not fully understand their diagnosis either, especially with a complex disorder such as bipolar or 

borderline personality. Sometimes, the person suffering a mental illness or psychiatric disorder 

knows their trigger but does not understand why they react a certain way. The same social 

worker describes an ideal training for people to understand their bodies better and recognize their 

reactions could be “therapeutic teachings” and for police officers to “know steps to decrease the 

crisis and get them to be more calm if possible.” Cross-trainings between people with a mental 

illness or disability and law enforcement was a common answer for improving training. From the 

clinical stance, an LPC also mentioned training police officers with tape recordings of voices, so 

officers can go through what people with schizophrenia or psychosis experience. 

 Another LPC suggested trainings that focus on trauma-informed care. Trauma-informed 

care would allow police officers to differentiate regular offenders from offenders with a mental 

health need, disability, or apparent trauma. The LPC explained how staff that is trained in 

trauma-informed care, or TBRI, which stands for trust-based relation intervention, along with 

CPRI, “which is basically how to restrain and protect other patients without hurting anyone,” can 

help with interactions, which includes interviewing offenders. A unique observation the LPC 

described involved clinical staff “getting trained on how law enforcement officers work with 

these patients” and seeing police officers “in action,” as this could help clinicians understand 
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what kind of background some police officers have or do not have to better help people with 

mental illness or psychiatric disorders.  

 The overall solution for reconstructing training is showing the state and or federal 

government, that there needs to be “grant money toward the education of police officers.” A 

police corporal claims that they “don’t know if it’s really on officers not being able to identify 

what’s going on” as a result of a lack of funding for increase opportunities for training to better 

serve people with mental illness or psychiatric disorders. One of the mental health peace officers 

and the police mental health coordinator both stated they try to attend many external trainings to 

bring back to their respective departments to update the training curriculum in hopes of 

improving performance across the police department.  

Subtheme 3: Continuity of Care  

 Some of the study participants (n=5) discussed a need for an alternative setting to 

incarceration for people with a mental health need. Only two police departments (n=2) were 

represented in this subtheme. A commonality among the participants was for non-profit 

organizations and other community partnerships to work alongside law enforcement agencies. In 

order to ensure people with mental health needs are receiving the medications or treatments they 

need, it would behoove the criminal justice system to have alternative resources to appropriately 

serve offenders with mental illness.  

 A few participants noted that diversion programs, such as a clinic or a resource center 

would help police officers respond to mental health crisis calls to benefit the person themselves 

in the long run. A program manager overseeing jail staff expressed if police officers respond to a 

call with someone with a mental illness, the police officer knows he or she has “the option to 

diverting them to a clinic or something, a safe place, pre-charge, before they get charged with an 
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offense.” The program manager referred to one of the psychiatric hospitals in the area, claiming 

if facilities similar to these hospitals had “a standalone facility where people can just stay and 

calm down for a while and get services while they are there pre-charge, that would be great.” 

One of the benefits of standalone facilitates like the one described is the specified attention that a 

particular individual is receiving. Increased awareness of law enforcement and jail staff on what 

people with mental illness have could also contribute to decreasing recidivism. The same 

program manager conveyed probation departments benefit from working with mental health 

clinicians and non-clinicians to ensure continuity of services and health-needs and divert away 

from criminal charges and unnecessary force. 

 Both the program manager overseeing jail staff and a mental health peace officer 

advocated for diversion programs to assist “frequent fliers,” or offenders with frequent police 

contact. The program manager specified “the frequent fliers” would benefit from “evidence-

based approaches that actually work as opposed to what makes people feel good based on their 

biases.” The mental health peace officer suggested that keeping a consistent and strong rapport 

between law enforcement and the person who is frequently in crisis could facilitate future 

responses and ideally decrease the number of times police have to encounter the person in crisis.  

 An LPC suggested that diversion opportunities, whether it is “finding places or creating 

different opportunities” for people with mental illnesses or psychiatric disorders would be more 

proactive than locking them up and ignoring their mental health needs. If the prison systems had 

a way to divert to facilities out in the community with programs and services, then the mentally 

ill could be “linked” to then have intervention opportunities to not just attend to their illnesses or 

disorders but also to increase the chances of success out in the community and opportunities. The 

LPC stated: 
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 Diversion opportunities are common in the mid-west, and there’s some in the northwest 
 as well, where police officers can drop off people that they suspect have a mental illness. 
 They don’t take them to jail, to a dunk tank, they just let them go to like a 24-hour 
 facility, watch them, and get them connected to the local mental health authority.  
 
Once the person is detoxed, then the person is able to reconnect with authority for further 

assistance and crisis stabilization.  

 A police lieutenant also felt a need for “diversionary procedures” but coming directly 

from the court system. These “procedures” would consist of mental health consultants to assist 

police officers and detectives and act as liaisons when they “have a case that involves a mental 

health component” and the case is being investigated. Not all police departments have mental 

health units that focus only on mental health crimes and investigations. With these diversionary 

procedures, the responder would be able to determine if the person “needs more of a mental 

health treatment or whether they need to be in jail with mental health treatment” by using 

“diversionary tactics.” The same police lieutenant acknowledged an officer in the mental health 

unit actively works with Tarrant County’s housing authority to help people get into a housing 

diversion slot.  

 On a separate account, a clinical crisis assistant program director felt the issue in 

successfully providing continuity of care is “the lack of government funding.” From this, the 

assistant program director encourages staff personnel to be “mindful” of the population they are 

working with, as the “way people talk to someone who cannot process emotions like the average 

person can affect the person’s trust with police officers and medical providers.”  

Theme 2: Mental Health Barriers 

 The following section discusses four subthemes that participants considered barriers for 

people in a mental health crisis: substance use and homelessness, claiming it is not uncommon 

for a person to be self-medicating and being homeless; trauma, whether it is personal or from the 
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criminal justice system, and; the lack of government funding to better serve the mentally ill in 

various capacities.  

Subtheme 1: Substance Use  

 A consistent theme among respondents (n=9) was that a contributing factor for people 

with mental illness was the idea of self-medication through substance use. Nearly all police 

departments (n=4) were represented in this subtheme. All study participants explained the 

challenges substance-use by self-medication had on both the mentally ill and those on the 

responding end, including law enforcement and mental health professionals. In addition, 

substance-induced psychosis was another commonality mentioned among participants as a 

frequent factor. A mental health peace officer stated “it’s always difficult to tell which one came 

first,” referring to the substance abuse problem or the mental illness- “were they mentally ill and 

trying to self-medicate or did we start off with meth and we have an amphetamine-induced 

psychosis now?” The mental health peace officer noted nicotine is common and can be easily 

spotted by police officers when they do a follow-up visit. If a person specifically has manic 

bipolar disorder, there tends to be “lots of alcohol going on.”  

 In relation to the vicious crime cycle, a social worker expressed mental illness affects the 

way a person processes emotion and affects their cognitive thinking. Mental illness can influence 

a person’s ability to make decisions and create “a moment of weakness.” The social worker 

vaguely described a previous encounter with a client:  

 I had an individual I served who had been sober for 11 years, and due to a few 
 inconsistencies in her routine, she got in contact with old “friends” that still used 
 Methamphetamine and had a moment of weakness while handing out with them one 
 night and decided to uses again, because she was out of her normal routine, and in a more 
 toxic environment than she had been for the past 11 years.  
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 A police mental health coordinator noted co-occurring disorders with self-medication and 

mental illness, often leading into substance-induced psychosis. This coordinator is also an LPC, 

who emphasized the importance of treating “underlying mental health first in hopes of 

stabilization to get them in for substance abuse treatment.” The coordinator clarified if the 

substance abuse is looked at before the mental health need, then the hospital is more likely to 

release the person after they are sober, which “starts a cycle again.” A police sergeant’s claim 

supports the police mental health coordinator’s approach, emphasizing the importance of treating 

a person’s mental illness before “looking at their criminality and the severity of the charge.” This 

police sergeant is over a crisis intervention unit that utilizes a person-centered model.  

 A non-traditional approach the police mental health coordinator described was the 

person’s compliance with treatment. The coordinator disclosed, “sometimes the only compliance 

we have is jail because then they can be mandated and forced into treatment,” which serves as 

the alternative to arresting the person on a drug charge. This claim was supported by a different 

mental health peace officer’s perspective on compliance. This mental health peace officer stated, 

“I would rather take them to jail over [psychiatric hospital] because they can still get help from 

non-profit organizations and the Sheriff’s department,” which includes assessments and 

medications.  

 Another obstacle both mental health professionals and the criminal justice system face is 

drug trades within the prison system. A social work participant believes drug access in jails is 

also an issue. Not only does this hinder a person’s rehabilitative efforts, but it “defeat[s] the 

whole point” of the recovery process. The same social worker countered the police mental health 

coordinator’s statement of treatment compliance, with “if the person wants to get clean, it needs 

to be their decision to get clean.” The social worker affirmed the decision to “get clean” and be 
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sober is ultimately up to the person themselves, not necessarily law enforcement. The social 

worker suggested a possible avenue in terms of compliance, especially when it involves 

substance abuse, by making the intervention “more of a recovery process.” With a similar 

mindset, an LPC mentioned that for “a lot of people with mental health issues, it’s easier to quiet 

the voices with drugs, or take medication to make it go away.” The rejection and 

misunderstanding that goes along with mental health disorders is difficult to understand. The 

LPC suggested professionals must keep in mind that “there’s nothing that’s gonna take [the 

illness] away, but there are things that can be given that can make life more manageable.”  

 The synthetic drug crisis has also increased drug use among people with a mental illness 

or psychiatric disorder. A different police sergeant hypothetically described an encounter: 

someone with schizophrenia does meth for a certain amount of time, and then moves on to 

fentanyl and starts to consume synthetic K2, leading to “chemicals in [their] brain start reacting 

to the chemicals in which the drugs [they] have taken, causing [them] to be in a constant state of 

psychosis.” As a result of synthetic drugs, or as the police sergeant described “drugs that aren’t 

just plant-based,” the person is now “in a constant state of paranoia.”  

 A mental health peace officer stated group home staff could overlook the people in the 

homes and ignore the person’s need for medication administration, which can oddly challenge 

police officers when it comes to confirming the person who has medication prescribed to them is 

actually taking their medication. Group homes are not operated by police departments, and the 

people residing in group homes may or may not have a mental health need but are a felon. The 

same mental health peace officer provided the following scenario:  

 In some of these houses, the people that will go rent a house, will take on ten patients in a 
 home. Ten patients are overlooked by somebody that is a convicted felon, maybe for 
 narcotics. and they are in charge of dispersing the narcotic medication to these people. 
 There is a huge problem with- the clients will say they are not getting their medications 
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 and then officers don’t know who to believe, who not to believe because when they show 
 up on scene the validation of them being credible is often not there.  
 
Subtheme 2: Homelessness 

 Nine study participants tied substance abuse and homelessness as “direct correlations” 

with mental illness. Three of the five police departments were represented in this subtheme. A 

police corporal argued, “the main two causal factors of homelessness [are] addiction and mental 

illness.” Mental illness has influenced a person’s drug dependency, their ability to have a stable 

environment, and for some it has inhibited a person from holding a job or has even caused family 

problems. Specifically, law enforcement professionals describe homelessness as a “large 

difficulty” when responding to crisis calls that involve someone who is homeless and exhibiting 

mental health symptoms.  

 In large, metropolitan areas, police departments have enough funds to develop homeless 

outreach teams, especially if homelessness is a significant portion of the population. A mental 

health peace officer posed, “there is not a huge homeless population if [the city] has a homeless 

shelter,” which further justifies the need for housing authority funds. Without a permanent 

address, the person is unable to hold a form identification. The mental health peace officer added 

that “a lot of homeless people don’t have an ID and then don’t have the birth certificate to get an 

ID.” This mainly affects a person’s ability to maintain a job or to even coordinate services. An 

LPC stated that without a permanent address, “we cannot route them towards a clinic or 

treatment,” forcing the person in crisis to “bog down the legal system.” 

 Distinct perspectives were brought to attention by a social worker, arguing that 

homelessness should be a political priority. The social worker conveyed, “policymakers do not 

understand the mental health field whatsoever.” She expressed a concern regarding a ruling 

against homeless people, in which they would be required to pay a certain amount of money if 
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they are not on their property. If a person is homeless, it is assumed they probably do not have 

enough money for some form of housing. “These people are homeless! They don’t have money 

to begin with,” exclaimed the social worker. The political agenda should take into consideration 

vulnerable populations when it comes to policies. Another claim from the same social worker 

was that people who are mentally ill and homeless “don’t feel comfortable going to a shelter 

either,” as this would require a person to speak with other unknown people, which is out of their 

comfort zone.  

 A police sergeant specified in her overall career in law enforcement, she has maybe met 

three people that were homeless that did not have a mental health issue.” Excluding those three 

individuals, the rest of the homeless population this police sergeant came across had severe 

mental illness and did not like taking their medication. The police sergeant believed 

homelessness “greatly affect[ed] their ability obviously to maintain a job, to maintain being 

clean, maintain any type of social structure, a marriage, family life.” The same LPC from before 

thinks the absence of accountability from family members means the person doesn’t have to 

worry about disappointing anybody. The LPC believes substance abuse and homelessness “go 

hand in hand because [the person] doesn’t have to disappoint anybody they can just medicate it 

or go wherever they want to go and don’t have to worry about making anybody feel safe.” A 

different LPC touched on the proper routine homelessness lacks, saying that once a person does 

not have an address, proper food, hygiene products, or clothes, it is impossible for an employer 

to hire that person. The only routine, or “cycle” homeless people know is “they don’t know 

another way of life, or they don’t have another opportunity.”  

 In relation to homelessness, it can be argued that a person is homeless “because they want 

to be,” stated the police sergeant. The difficulties are found when a person loses the housing they 
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were given, or the absence of affordable mental health care. There is only so much law 

enforcement can do or attempt to provide. A police lieutenant from the same police department 

pointed out that police officers have to take into account their own safety:  

 I think the biggest thing is safety because you have people that are homeless, and of 
 course they, they carry their home with them almost, so that can mean weapons, that can 
 mean, you know, anything that can hurt others or hurt officers. What we try to do is in 
 our trainings talk to officers about the fact that they could have something, and it isn’t 
 predictable, so we always respond with at least two officers.  
 
The police sergeant’s police department has both a mental health unit and a homeless outreach 

unit, allowing specialized police officers to provide valuable information, resource connections, 

and safety tips for all officers.  

 A social worker, who also serves as a housing liaison for a non-profit organization, 

conveyed, “mental illness definitely affects a lot of the homeless population’s safety.” The social 

worker shared a personal experience:  

 While driving down a street well known for homeless being there, I was stopped at a red 
 light as a busy intersection and saw what appeared to be a bipolar or schizophrenic 
 individual wandering in between cars and yelling about the “voices” and yelling at people 
 who are not there. 
 
The same social worker explained how a person’s mental illness or psychiatric disorder could 

jeopardize a person’s obligation or contract with affordable housing or can affect their encounter 

with agencies such as the United States Department of Housing and Urban Development, to 

obtain housing. Mental illness affects a person’s ability to “process emotions and cognitive 

thoughts, therefore when faced with a decision, a wrong situation, or a toxic environment or 

company, they tend to cycle into old habits,” stated the social worker. In relation to housing, a 

bad episode can “breach [a person’s] housing contract” or can break their contract. The same 

social worker explained how a mentally ill person might have “a moment of weakness with their 
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mental illness, which can cause a person to break their contract, meaning they can no longer stay 

there and have no option but to return to the streets.” 

Subtheme 3: Trauma  

 When people with mental illness or psychiatric disorders encounter law enforcement, 

there may be a negative experience in association with someone wearing a badge, the sound of 

the sirens, or the fear of aggression and unknown results. Nine participants noted that trauma in 

people with mental health needs is common, especially when the person has had frequent 

encounters with the criminal justice system. Only two police departments (n=2) were represented 

in this subtheme.  

 A clinical crisis program director discussed the importance of trauma-informed care. The 

program director believes the TCOLE certification training the program offers a “pretty intense” 

training to police officers that includes the concept and implementation of trauma-informed care. 

Police officers receive a basic introduction to trauma-informed care and “learn grounding 

techniques” should officers respond to a crisis call involving a mental health need or disability. 

One of the mental health peace officers described a challenge when responding to people with 

any form of trauma, as “most people won’t share their trauma.” A different mental health peace 

officer countered this claim with people trusting mental health peace officers and opening up to 

officers. This mental health peace officer stated, “a lot of times you’ll have somebody who has 

trauma that may open up to us, whereas they didn’t open up to their medical providers in the 

field because they genuinely feel that we were there to protect them and help them.” 

 An LPC participant believes law enforcement has progressed in training and education, 

specifically with the current “push for trauma-informed care and psychiatric disorders” among 

police departments. The LPC has a background in working with both adults and children with 
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mental illness and psychiatric disorders, concentrating in the trauma branch of counseling as 

well. Forensic interviews and soft interview rooms have also improved interview processes 

between “regular offenders” and those with a mental health need. The same LPC emphasized the 

importance of training on how people with a mental illness or psychiatric disorder must be 

treated differently than an average offender: 

 I know there’s a huge push everywhere for trauma-informed care, but I know there’s 
 certain instances where you can’t treat them as you do a regular offender, and so I do 
 think there needs to be training on the best way to handle that, how to talk to them, how 
 to approach them, how to interview them, instead of doing, you know, your normal 
 interrogation.  
 
In addition, the LPC classified trauma as “a gateway drug,” given the likelihood of co-

occurrence between mental illness and substance use. The same LPC asserted, “I don’t think that 

any certain drug is a gateway drug, but I think trauma is directly correlated to mental illness.” 

The drugs themselves are a coping mechanism and easy fixes, which facilitates self-medication.   

 The subtheme of trauma was not consistently discussed in other interviews, but there 

were some participants who believe past experiences should be considered when law 

enforcement becomes involved with crisis encounters. A police lieutenant stated some people 

who find themselves in mental health crises might have a negative reaction toward police 

officers due to a bad experience in the past. “We don’t want things to be worse, we don’t want to 

escalate things,” the lieutenant said. The same lieutenant claimed calling the police is “probably 

not the best thing to do, and that’s probably not what the person wants.” A mental health peace 

officer shared a similar opinion, in that it is important to note any past interactions with law 

enforcement and how previous notes from the dispatchers benefit the current crisis at hand. The 

same mental health peace officer believed the difference in patrol officer uniforms and the crisis 

intervention team’s uniforms can help ease the trauma from negative experiences with police 
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officers, especially with “the regular people that we see on a frequent basis that are trauma-

affected with mental illness.”  A social worker added that developing a system where law 

enforcement can register a person’s historical information, or “key indicators” that include 

trauma, or a confirmed diagnosis can help police officers “if they ever come in contact with 

those individuals.” The social worker believes registering negative experiences, symptoms, and 

diagnoses can help police officers “know how to handle the situation based on their mental 

illness or condition.”  

 The crisis intervention team does not wear the traditional police officer uniform with 

weapon visibility. One of the mental health peace officers confirmed that the team modified their 

uniforms to khakis and a t-shirt or polo with the department’s logo and approach their crisis calls 

in a calm manner and “not in an authoritative, psychological aspect” in comparison to traditional 

police officers. Additionally, the crisis intervention team operates in vehicles different from the 

traditional “black and white” police cars, driving white vehicles with a “ghost marking” to 

“soften [the] approach” and help the person or people in a high-risk situation recognize “it is not 

a normal patrol officer, it’s a crisis intervention officer,” stated the police sergeant over the crisis 

intervention unit. 

 The same police sergeant continued to explain that high-risk situations often involve 

people with a mental health need who are also coping with their trauma through substance use 

and or are even homeless as well. However, the sergeant also indicated medication compliance 

can lead to drug-induced psychosis and can worsen their traumatic triggers. With trauma-

informed care trainings, law enforcement professionals are able to understand past experiences 

that involved a mental health crisis, how to not trigger a person’s reaction, and understand how 

trauma in general affects a person’s reaction and relationship in specific situations.  
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Subtheme 4: Lack of Funding  

 Ten participants referred to government funding and support to better serve people with 

mental illness and psychiatric disorders. Only two of five police departments (n=2) were 

represented in this subtheme. Law enforcement participants agreed access to community-based 

treatments is difficult and is “funding-related,” due to the lack of treatment, the accessibility to 

receive treatment or even be seen based on hours of operation, and access to additional 

resources. Specifically, a mental health peace officer identified a critical issue in group home 

settings, as people with a mental health need who are housed in “group settings need regulation” 

to continue meeting their health and safety necessities. Mental health participants had similar 

views, but also expressed concerns toward the negative effects of increased funds for resources, 

explicitly the lack of improvement within certain programs and interventions, and the negative 

attitudes from the general public regarding increased taxes.  

 As discussed in an earlier subtheme, diversion programs, including group homes and 

halfway houses, continue to be in high demand. Housing facilities for people with a mental 

health need must provide quality care. A mental health peace officer affirmed group homes are 

“not managed 24/7.” She stated, “the homes are overpopulated, food is often locked up” and the 

people residing in these homes are “often in dangerous situations as far as safety situations and 

fire hazards” as a result of people who smoke inside the house. Funding for mental health 

programs and treatments is vital, but funding is also needed for the facilities and homes people 

with a mental health need reside in, including inpatient, outpatient, and any diversion facilities.  

 In relation to mental health facilities, such as psychiatric hospitals, a mental health peace 

officer believed funding for facilities can decrease the issue of overcrowding and improper 

discharge. A different mental health peace officer said, “if the issue at hand doesn’t matter, [the 



 60 

facility] will just release them.” Increased funds could help build bigger facilities, increasing the 

number of beds available for people needing temporary and inpatient care. A social worker 

stated that overcrowding contributes to the vicious crime cycle. 

 Early discharges and overcrowding create a domino effect. If all the boxes are checked, 
 [psychiatric hospital] releases them to ensure no overcrowding... they do not have enough 
 beds, which translates to them discharging them out into the community.  
 
 A police sergeant expressed that the D.A.R.E. program was taken out of schools, as the 

program was no longer effective. However, “I think there needs to be programs,” but “it’s all 

about funding,” the sergeant stated. The sergeant also pointed out the neighboring agencies and 

resources are also affected by the funding, as police departments have a hard time getting 

assistance from mental health staff when it comes to crisis encounters. The same sergeant also 

discussed funding throughout the country, specifically comparing the northwest to the southeast 

regions: 

 Washington state probably has a lot of funding, or even Oregon probably has a lot of 
 funding for those things because they are usually pretty progressive when it comes to 
 social issues, where other states tend to be less progressive with social issues because 
 they don’t see a reason for it. Texas has been on the forefront of progressiveness when it 
 comes to social issues, for whatever reasons that may be.  
 
This approach was similar to an LPC’s perspective, who noted that “it’s not a republican or 

democrat thing, but in the south, or in more republican-directed states, you see them lagging in 

restorative justice.” The funds that are being used to “lock-up individuals” should be reallocated 

toward “programs that give people with mental illness tools to prevent them from coming back 

in the first place and breaking the cycle,” said the LPC.  

 Another LPC stated government funding would create disagreement between the general 

public and the government, as “everyone is going to complain ‘we have more taxes, we have to 

fund these people.” If citizens have this approach, the LPC assumes the public stigma will rise 
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with claims such as: “these people just don’t wanna get jobs, these people just don’t wanna get 

off the drugs, these people just wanna take the money they get and go buy alcohol,” which are all 

valid reasons. This LPC expressed funding and support should come from churches, with support 

from the government.  

 A clinical crisis assistant program director compared government support and funding in 

Washington to the government support and funding in Texas.  

 It’s devastating to the point where it’s frustrating for everyone who is familiar with this 
 population. If you ask non-profit organizations in Washington how long their waitlist is 
 to provide mental health services or even resources for people with disabilities, they look 
 at you funny, as if asking that question is a concern. In Texas, the waitlists can be as little 
 as a couple of months to even 16 years, depending on what kind of program a person is 
 needing. Not to mention, they have to fall under qualifications too. Yeah, the higher the 
 waitlist, the more in demand those services are.  
 
The assistant program director believed increased funds would help provide adequate training 

and awareness programs. The stigma that is attached to mental health “influences the way the 

government should spend their money which is counterproductive.” The same participant 

thought the more awareness programs there are, the more people feel at ease talking about 

mental illness and seeking professional help.  

 The numerous mental health barriers all create disempowerment and fear for people suffering 

from a mental illness or psychiatric disorder. Many of the study participants claimed some of these 

people only know a toxic lifestyle, which may include substance use, homelessness, and trauma. Other 

participants described trauma as an interpersonal challenge that is not as physical and obvious as other 

traumas. These traumas can include physical, emotional, or sexual abuse, and even environmental 

trauma, including homelessness.  
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Theme 3: Mental Health Services and Community Partnerships 

 The following section discusses three subthemes that participants referred to as practical 

resources from neighboring non-profit organizations and hospitals: law enforcement project 

representatives and their follow-up strategies; community relations and resources, including 

clinical and non-clinical service treatments, and; the challenges communication between 

community partners and law enforcement encounters.  

Subtheme 1: Law Enforcement Liaisons and Follow-Ups 

 The majority of law enforcement participants (n=8) discussed collaborating with local 

non-profit organizations and psychiatric hospitals with law enforcement liaison units to conduct 

follow-up appointments with people who have recently had a mental health crisis. The five 

police departments represented in this study claimed to utilize a law enforcement liaison agency. 

The objective of these law enforcement units is to provide follow-up visits with people who were 

in a mental health crisis within at least the past 30 to 60 days alongside a police officer. A police 

corporal explained these follow-up visits are “to ensure that we do a follow-up and meet with 

[the person] face-to-face, see how they’re doing, and see if they need assistance.” A law 

enforcement liaison is employed by a for-profit or non-profit organization, which is external 

from the criminal justice system. The police mental health liaison that participated in this study 

clarified that bigger police departments have divisions, such as a homicide division, fraud 

division, and a crisis intervention division, which typically also serves as the mental health 

division.  

 The police corporal confirmed the network between police departments and law 

enforcement liaisons are to visit with people who recently had a mental health crisis that 

involved a police officer to go out to the person’s home or the scene. The visits were to: 
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 ...see if [the person] needs any of the programs that are offered and just offer them, let 
 them know that we care. We express to them that we don’t want another incident to 
 happen again, and we are here to offer these services if they want to take part. 
 
The same police corporal shared that the follow-ups with a liaison started about a year and a half 

ago, and the department has seen a decrease in “things that a typical person wouldn’t do.” The 

liaison brings in relevant information, and determines whether this person is receiving outpatient 

services, services through a resource center, or alternative government-funded services. The 

liaison can also identify if the person in mental health crisis has a confirmed mental health 

diagnosis. The information-sharing is a starting point and “will help our officers” and to 

“mitigate those instances” where police force does not need to be exerted from “a lack of 

knowledge,” expressed the police corporal.  

 A mental health peace officer said non-profit organizations assist with law enforcement 

liaison projects, especially when the police department receives a report that is lacking 

information on whether the person in crisis is receiving ongoing treatment. The peace officer 

said police reports get forwarded to the liaison unit, “so they wind up being the central depositor 

for that information, and they forward that information out to a neighboring agency so at least 

they’re aware of it.” The peace officer provided a general example with a pseudonym: 

 “Hey, we’ve got Bill. Bill belongs in your city and we’re dealing with him over here so 
 just letting you know so you are aware and maybe you need to go out and touch base with 
 him too,” or something of that nature.  
 
The same mental health peace officer disclosed the follow-up time frame begins two weeks after 

the crisis encounter. “That’s usually enough time if they’ve been stabilized,” said the mental 

health peace officer, allowing police officers and liaisons to conduct home visits with the people 

who were in a mental health crisis. In addition to the follow-up visit, the mental health peace 

officer confirmed reaching out to the person in crisis with a contact letter. 
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 The first thing I do is I get the report, I’ll send a letter out and just say, “here’s who I am, 
 here’s my normal process, so in a couple of weeks you should hear from me and here’s a 
 couple of phone numbers, so crisis line, [neighboring agency].” I just explain it. Suicide 
 prevention hotline, VA hotline, and a handful of others, Legal Aid, and a couple of other 
 resources. Just as a block at the bottom of the letter, just to get them started. If they get 
 home, they get the letter, something to go, “okay, maybe you can start here.” The back of 
 [the letter] is like a checklist that if you or your family member calls 911, here’s some 
 information [the police department] needs, here is what you’re gonna see. 
 
The mental health peace officer continued to explain the back of the letter, as it provides a step-

by-step guide for the person in crisis to understand how law enforcement will approach him or 

her.  

 So-and-so is gonna come out, don’t come running up to the officers and, it may look like 
 [you are] getting arrested, but [you’re not]. We do put people in handcuffs because we 
 gotta make sure that we’re safe and that you’re safe.  
 
The same mental health peace officer expressed these letters and reports are meant to provide 

future assistance as screening tools for both law enforcement and neighboring law enforcement 

liaisons.  

 In regard to discharges and law enforcement liaison follow-ups, a different mental health 

peace officer from a different police department stated, “mental health follow-ups occur after a 

person has been taken into the hospital for a mental detention.” After the mental detention has 

been cleared, the mental health peace officer noted follow-ups take place between two to three 

weeks after a person’s discharge, giving the person time and the effect to settle in, especially “if 

they’re taking medications, then that gives [the medication] time to process in their systems.” 

The mental health peace officer and the law enforcement liaison both ask sets of questions:  

 ...are they eating well; sleeping; are they making their follow-up appointments; do they 
 still have a support system; if not, can we help them get a support system; are you taking 
 your medications; do you think you’re medications are working; if not, how can we get 
 you somewhere to maybe change them up; and of course, the last thing we always like to 
 make sure that they don’t wanna hurt themselves, more importantly, in all honesty, 
 anybody else.  
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The same mental health peace officer acknowledged that “law enforcement liaison partners 

encourage the jail diversions,” especially for the people with bipolar and schizophrenia that 

“were off of their medications for an extended amount of time where they’d get these tic-tac 

violations for like public intoxication all the time.” Law enforcement liaisons and jail diversion 

programs “alleviate these situations,” added the mental health peace officer. A police sergeant 

from the same police department as this mental health peace officer confirmed that the law 

enforcement liaisons and their jail diversion coordination help a mentally ill person who is 

arrested “get treated in hopes that once we figure that issue out, maybe they’ll stop committing 

whatever the crimes they are committing are.”  

 A police mental health coordinator, who also served in a similar role to the law 

enforcement liaisons projects in Tarrant County, described the difficulties liaisons face, 

including funding and staff availability. The liaisons that work in the field, along with the ones 

who work in resource centers and hospitals, are also understaffed and sometimes unable to 

provide as much time as they would like to spend with a client.  

 I mean, if we have a liaison in these hospitals, I can tell them this is what we’ve got, we 
 can tell them, “Hey, this person’s threatened to kill a cop or shoot up a school, and 
 they’re getting released today,” well now I can be back at their house today to follow-up 
 with them. So, I think just having that follow-up piece would be huge.  
 
 In response to a mental health crisis, a different police sergeant also recognized that 

neighboring liaison programs “might not respond to the scene but we can call them to see what 

their background and history is.” Within this police sergeant’s department, the liaison makes the 

decision if a police officer and the liaison themselves “need to follow up more than once,” or for 

just that one visit. The person in crisis is given the freedom to choose whether they would want 

additional follow-ups.  



 66 

 A police lieutenant had a similar opinion to the police sergeants in relation to the follow-

up visits, as mental health peace officers are the designated officers to ride with law enforcement 

liaisons. The lieutenant also expressed that all police officers in that specific police department 

hold a mental health peace officer certification. Some of the police officers are also Licensed 

Professional Counselors, making the officers from that department “unique positions.” The 

liaisons respond to the crisis calls specifically with the mental health peace officers.  

 They go out, it may be something innocuous, like a disturbance, someone is talking to 
 themselves, they’re concerned about them, they go out, they discover that “this guy has a 
 mental health issue but he is not doing anything wrong, he’s not harming anyone, and he 
 seems okay, so what do I do?” So, what they do is they clear the call, when they clear the 
 call you have different numbers and what they do is they check a box that says “Mental 
 Health” that is pulled each day by the [law enforcement liaison project] and they read it. 
 So, in that call they’re reading, “Joe Brown, says he’s hearing voices but there’s no 
 danger, says he’s off his medication, he can’t afford it, here’s his name and here’s his 
 number.” So, our liaison will get that and go, “we need to see them.” So, the next time  
 they ride out with an officer, they go see him. “Hi, I’m so-and-so officer, with the mental 
 health unit with the department, this is so-and-so from [law enforcement liaison project 
 agency]. We are here to talk to you; maybe help you get some medication.” That’s how it 
 kind of works, and we’ve done a pretty good job in identifying and maybe averting 
 maybe some really bad things.  
 
In addition, the same liaison working with the police lieutenant’s officers created a small flyer 

for police officers to provide to non-emergency mental health crisis calls, where the person was 

not an apparent harm to themselves or others but would benefit from hearing about resources 

available to him or her.  

 A different mental health peace officer affirmed that the law enforcement liaison 

personnel’s “connections with hospitals and mental health facilities help verify if there is room 

for that one person that we might be taking them to.” The liaisons provide a supportive network 

to continue providing consistent treatment through their rapport with the person or their 

association with a previous facility from where the person is more comfortable getting 

assistance.  
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 Law enforcement liaison projects across Tarrant County have benefitted police 

departments when responding to mental health crises. The liaison can provide resources and even 

de-escalation tactics for officers to utilize for future responses. This specific partnership between 

liaison agencies and law enforcement creates productive communication and encourages police 

officers to receive mental health peace officer training.  

Subtheme 2: Deinstitutionalization and Emergency Detention 

 Most study participants (n=9) discussed the deinstitutionalization movement and the 

negative effects of inadequate and lack of mental health treatments. All five police departments 

(n=3) were included in this subtheme. Concerning emergency detention, the majority of 

participants approved the use of detainment only if the person is a danger to themselves or to 

others. 

 The John F. Kennedy and Lyndon B. Johnson deinstitutionalization campaign through 

the Community Mental Health Act was referred to by a couple of LPCs. One LPC believed the 

removal of state hospitals was “great in theory” by turning to community mental health. 

However, the access to community mental health is limited.  

 Now, what do we do? Our jail systems became our new mental health systems...trying to 
 divert the person from the prison system back into treatment services, so we don’t just 
 seat people in jail because they are trespassing, and we don’t know what else to do.  
 
A police corporal expressed a similar opinion, agreeing that the mental health system 

“transitioning in the 1960s through the 1970s,” during and after the Kennedy and Johnson 

campaign in the 1960s, was revolutionary for health care providers and the criminal justice 

system. The corporal stated the mental health system’s transition: 

 ...gave a lot of power to the oath, and I get it, people having freedom over their choices, 
 obviously. I’m sitting here wearing a uniform so everybody can have those rights, but 
 there are certain people that have certain conditions that can’t make decisions that are in 
 the best interest of themselves, or their families, or their finances. 
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In relation to freedom of choice, a mental health peace officer noted that providing a person in a 

mental health crisis with choice is a helpful approach to compliance. For the people who are in 

and out of psychiatric facilities, the person may already have a preference or active insurance in 

a specific facility. 

 Another notable obstacle law enforcement and all professionals face is forcing treatment. 

The police corporal added: 

 It’s difficult to get these people the help that they need because we can’t force them to. 
 And it’s not like an addiction where the person comes to terms with what they have- it 
 has to be their decision, and then they get the help they need and then they can recover: a 
 lot of these mental health condition don’t have cures. There are just treatments to try and 
 make the symptoms better and if they go without their medicine for one week, they go 
 right back into that cycle and it’s just tough. I think the biggest barrier is that law 
 enforcement and mental health social workers really have their hands tied with what we 
 are able to do for these people.  
 
One LPC argued there does not necessarily need to be a new law drafted, but “kind of like 

Robert Kennedy, the institutionalized psychiatric hospitals in the 1960s is making it illegal to 

lock up those with mental illness.” The LPC added the government’s dictation plays a rather 

large part in how the general public can acknowledge the seriousness of understanding mental 

health. A mental health peace officer described how mental health awareness and response had 

changed traditional police practices.  

 Back in the old days, in order for us to take someone to [psychiatric hospital], they had to 
 say they wanted to kill themselves. Hurt themselves, kill themselves, or they were 
 actually a danger to themselves or others. As time has progressed, there’s so many other 
 variables that are involved that you can get them to mental health. And a lot of officers 
 don’t understand that, unless you’ve gone to a mental health class, they still think the old 
 way. 
 
The same mental health peace officer expressed that police officers report that the person in 

crisis was not a danger to themselves at that moment, but “he was hallucinating, he was being 

paranoid, and he was hearing things.” These variables are enough to connect someone to mental 
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health resources and medical attention “because all of those involvements can lead to them being 

a danger to themselves or others.”  

 Emergency detentions result in either a transfer to a psychiatric hospital for a psychiatric 

evaluation, or the detention is cleared with a report if the person was not a danger to themselves 

or others. The police corporal described emergency detention as a “tool that we can use to go and 

take [the person in crisis] for an evaluation.” An emergent circumstance, as described by a 

mental health peace officer, would be: 

 ...an overdose, or let’s say the person attempted suicide through a cut, or they were a 
 cutter and got a little too enthusiastic about it and we need some kind of medical 
 treatment like a literal physical medical. 
 
A police mental health coordinator expressed police officers provide little medical attention to 

people in mental health crises but do associate with resource centers “for an emergency stay,” 

allowing the person to “get dysregulated and need psychiatric treatment.” The coordinator also 

pointed out how “psychosomatic responses” can be confusing when a person in crisis has an 

anxiety disorder or is having trouble breathing and “saying their chest hurts,” which the police 

have to take serious in attempts to seek medical attention to prevent a heart attack. After the 

person who was in a mental health crisis is released from the hospital, the coordinator and the 

police officer do a follow-up visit with the families and “make sure the person is] taking their 

medications, that they have access, that they are going to their doctor’s appointments, that kind 

of thing.”  

 A police lieutenant stated emergency detention notifications are “quite frequent,” 

especially if the person in a mental health crisis is “paired with a threat.” The threats range from 

shootings, to threat of harm to the public, to anything that “raises red flags in the police 

department.” The same police lieutenant provided data on the number of emergency detentions 



 70 

her police department issues monthly, which typically range between 100 and 160 emergency 

detentions in that department alone. The police lieutenant explained the challenge police officers 

come across is when the crisis presents the officer with two options: leaving the person at their 

home or taking the person involuntarily. The mental health unit and the police department are 

“working on what’s a middle ground and what are some things we can do instead of, like safety 

planning, leaving them with someone who is responsible.” The police lieutenant expressed 

forcing people into treatment may not always be beneficial: 

 ...but I don’t know if officers realize that that’s not good because they think they’re 
 helping because they aren’t taking them to jail. A lot of police departments, they’ll just 
 take them to jail sometimes. So, we really do a good job in recognizing mental health 
 issues and they need treatment, but I think officers have a fault sense of “well, I’ll take 
 them. It’s not like a car wash where they take them, and they come out and they’re fine. 
 And I think sometimes officers think that’s gonna solve it. So, we’re trying to look for 
 more middle options, and using programs, using outpatient, using maybe some 
 counseling agencies that can help us out with some free pro bono counseling. That’s kind 
 of down the road. 
 
 A police sergeant from a different police department stated that the crisis-intervention 

unit have a box labeled PSR, or public safety risk, only mental health peace officers can check 

off on the affidavit. Regular patrol officers in the police department cannot select PSR in their 

affidavits. The sergeant explained the PSR helps “hold the person longer,” if an officer believes 

the person in crisis is a public safety risk: 

 We can make sure that [psychiatric hospitals] know, “Hey, this person is a public safety 
 risk, even if they tell you here in the next assessment that they don’t wanna hurt 
 themselves, they don’t wanna hurt anybody else, they have exhibited indications that they 
 might do that to us within the last our, day, and they need to be detained.”  
 
The PSR requires psychiatric hospitals and clinicians to hold the person inside the facility for 

additional evaluations to determine the appropriate treatments or “what the next step should be.” 

The same police sergeant confirmed early discharges “have been a problem in the past,” and 

noted that although it is up to the medical personnel, PSRs prevent individuals who need mental 
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health services and treatments from harming others or themselves. Psychiatric hospitals cannot 

override the PSR in the affidavit: 

 Now, we put [PSR] on there, we list the reasons why we believe they are a public safety 
 risk, if they decide to for whatever reason to kick that person out, and that person goes 
 and does a mass act of violence, well the liability is going to fall back on the [psychiatric 
 facility] and they know that, so they aren’t going to kick them out. They are going to say, 
 “okay, yeah you believe that.” Which is one reason we don’t give access- we don’t allow 
 patrol officers to have that ability to do a PSR because if that’s the case, then everybody 
 is going to get PSRed. 
 
 Deinstitutionalization largely contributed to the present challenges law enforcement and 

mental health professionals face with mental health crises. Law enforcement professionals 

described emergency detentions as a last resort, drawing an emphasis on utilizing community 

resources and de-escalation strategies through community partnerships. Select police 

departments have not only established crisis-intervention teams and methods but have also 

strategized and implemented procedures in a proactive manner to respond to mental health crises.  

Subtheme 3: Community Relations 

 A key provision for adequate mental health treatment is community interaction between 

law enforcement agencies and mental health professionals. Study participants (n=12) confirmed 

community collaboration is essential to better serve people in mental health crises. Nearly all 

police departments (n=4) were represented in this subtheme. Communities will continue to 

struggle if there is no progress in educating citizens on understanding and accepting mental 

health challenges. If citizens are educated on a surface level to recognize basic symptoms of 

mental illness and psychiatric disorders, and are aware of resources in the community, then the 

public can better interact with the mentally ill. A police sergeant noted that government agencies, 

such the Federal Bureau of Investigations (FBI) field office in Fort Worth, have expressed 

interest in receiving educational opportunities for their agencies. The FBI “doesn’t have a whole 



 72 

lot of mental health training, and they’ve gone out with us on a few referrals,” said the police 

sergeant.   

 A mental health peace officer stated that different police departments have “little 

collaborations” of mental health peace officers, as not every department has full-time mental 

health peace officers. The mental health peace officer specified: 

 Every month we’ll have a meeting where we touch base with each other because some of 
 these folks, especially if they are mentally ill, they don’t sit in one city. So, we may let 
 one another know, “hey, we know that we are both working on this one person, “or we 
 may staff a case ourselves, “man, I’ve had this, and I can’t seem to get anywhere, 
 anybody have any ideas?” So, we’ll bounce off of each other.  
 
In regard to the law enforcement projects, the majority of police officers commended the project 

as a primary community resource. The same mental health peace officer conducts trainings with 

other police departments, jailers, and even court employees throughout northeast Tarrant County 

“because obviously people that up over there aren’t really happy about being over there.” The 

mental health peace officer specified the training is about a forty-hour course and includes de-

escalation skills, which the courts need. In addition to the mental health peace officer offering 

training, the clinical crisis program director noted that the crisis unit also provides trainings for 

police departments, hospitals, fire departments, and even community colleges and local 

universities: 

 There’s a lot of outreach on our part in terms of focusing on. One of our goals is to help 
 develop supports, for the people that we serve and another one of our goals is trying to 
 build capacity within the system... so, it’s not just outreach to other agencies to help our 
 people, but also to build up the community in terms of knowledge and resources. 
 
 In relation to Tarrant County courts, a program manager over jail staff mentioned the 

community would also benefit from hearing about success stories on the media and the progress 

non-profit organizations have when they work alongside the legal system when there is a mental 

health crisis. The program manager believed sharing success stories allows the “voting public” to 
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see first-hand how the criminal justice system is working toward decreasing criminal activity in 

the community and “changing the perception of others.” The same program manager also 

emphasized the need for diversion programs. Diversion programs can serve as an effective 

alternative to incarceration before a person in crisis gets charged. “If [police officers] had this 

option of taking this person to a facility rather than taking them to jail or psych unit, then they 

might be willing to consider maybe not just arresting this person,” said the program manager. 

Diversion facilities would expedite the rehabilitation process, as clinical professionals could 

attend to people in crisis and help them transition smoothly back into the community. This claim 

was supported by a mental health peace officer, A different mental health peace officer believed 

“there is a growing dilemma in our community” for mental health resources and the decline in 

group homes and diversion programs for people with a mental illness who lack a support system. 

 Aside from community outreach and partnerships, participants also expressed the need 

for community education on mental health awareness. A police mental health coordinator 

believed the community must become more educated. However, “the community has to want to 

be educated,” which is ultimately a barrier. The police mental health coordinator claimed police 

officers are pressured to be society’s “new frontline social workers” from the community’s lack 

of education in mental health and the criminal justice system. “Engaging the community in 

training, and not only in mental health and substance abuse but also in resources available and 

how to access those resources,” proposed the mental health coordinator. A police lieutenant 

described the police department’s crime prevention unit has created community watch 

presentations for the public and present to community watch groups in neighboring areas. These 

presentations cover “how to spot, how to intervene,” and when it is appropriate to call the police.  
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 Educational opportunities can even begin within the public education system, specifically 

the high school curriculum. A different police sergeant explained that introducing mental health 

education can lead to a student’s interest in mental health as a profession: 

 The same reason we started adding chemistry and biology to schools, should be the same 
 reasons we are adding psychology to high schools you know? Not just in college but as in 
 high school. As somebody who could be interested in those fields, you know, because 
 honestly other than clinical psychologists, there’s not a lot of people out there who know 
 pounding the sand when it comes to mental health.  
 
The importance of educating younger generations can help break the culture of stigmatizing 

mental health while simultaneously increasing mental health awareness. An LPC described 

regulating mental health in health education at both the high school and collegiate levels can 

normalize mental health as “a part of all of us” and a normal part of life. In third world countries 

where there is no modern medicine or alternative options, engaging the mentally ill improves the 

person’s emotional state of being, as “they feel cared for and included,” stated the LPC. 

Inclusion and attempting to better understand mental health challenges can decrease negative 

assumptions and fear of the unknown.  

 Two mental health peace officers also believe community resources should expand to 

include and assist veterans suffering from post-traumatic stress disorder and other psychiatric 

disorders, along with resources for people with autism. These officers were from the same police 

department and also worked in the crisis intervention unit. Another mental health peace officer 

from the same police department proposed adding a therapy dog as a helpful resource to 

facilitate an encounter that involves “a person with trauma.”  

 Community integration creates opportunities for the public to join mental health 

professionals and law enforcement to work together and better understand the complex nature of 

mental health. From this, a social system can be constructed to continue providing appropriate 
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follow-ups and continue connecting people with mental health needs to treatments and services 

in the local community.  

Subtheme 4: Communication Efficiency  

 In discussing the barriers in providing effective mental health treatments, five study 

participants referred to communication as a critical component in assisting people with a mental 

health need. Three of the five police departments represented in this study were represented in 

this subtheme. Law enforcement participants held a common view that law enforcement liaison 

agencies serve as a central resource for communicating and responding to mental health crises. 

Participants also referred to HIPAA and confidentiality regulations and the obstacle of sharing 

limited information to ensure appropriate care legally.  

 A clinical crisis program director explained how the crisis unit and professionals 

responding to a mental health crisis have to “be really careful about the language” that is used. 

The program director stated in emergent situations, “I am ensuring continuing of care for that 

person, I’m allowed to share some of that information with law enforcement” due to a person’s 

disability, mental illness, or psychiatric disorder. HIPAA compliance aims to protect the person’s 

personal and confidential information, but effective communication between law enforcement 

and mental health professionals is imperative to assess the crisis at hand.  

 In relation to HIPAA compliance, a police mental health coordinator felt that 

“confidentiality laws can be a hindrance in a way because [people with mental illness] don’t 

wanna communicate with law enforcement.” The police mental health coordinator then 

emphasized the imperative need for social workers or law enforcement liaison representatives in 

hospitals to facilitate these transitions of care. The criminal justice system, specifically police 
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officers, must acknowledge that mental health professionals are not necessarily trying to override 

protocols. The same police mental health coordinator stated:   

 We hear a lot of people get caught up on HIPAA and HIPAA-protected, understanding 
 that if we are working on a case together, it constitutes as a crisis situation and we can 
 communicate with one another for that continuity of care piece.  
 
The mental health coordinator continued to elaborate on the interaction of prison staff with the 

mentally ill population, proposing a “non-traditional approach” to working with this population 

instead of putting them behind bars. This results in the person being imprisoned, charged with 

the appropriate charge, and getting attorneys involved to mandate treatment to ensure the 

person’s mental and physical health is being accounted for. The mental health coordinator 

believes there is another way to ensure compliance between the person in crisis and law 

enforcement. 

 A program manager over prison staff noted that all responders involved in a mental 

health crisis are on “different agendas,” due to the specific approaches and regulations each is 

responsible for completing:  

 ... because the law enforcement community has a certain approach, and the courts have 
 another approach, and the defense attorneys have another approach, and even sometimes 
 within [non-profit organization], different units have different agendas, and there tends to 
 be a lot of siloing, where people say, “I’m gonna stay in my lane, focus on my thing, and 
 I don’t really care what you’re working on, so I’m gonna do my thing and then I’m gonna 
 go home and live my life.” 
 
Law enforcement professionals and mental health professionals must communicate transparently 

to better serve people in crisis. The same program manager stated that all of the responders in 

mental health crises “are working in the same direction” and are working to keep the 

“community safe and improving the lives of people.” Instead of siloing each other and not 

wanting to help one another, “we should try to work together to see what we can do to get 

Releases of Information from the client to see if there’s a way the client will agree to 
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communicate with us,” said the program manager. A police sergeant identified the 

communication between police officers and outreach groups must improve. Without proper 

communication, mental health professionals and law enforcement professionals can sometimes 

find a person is receiving, or has received in the past, “duplicate services, or something was 

missed.” The same police sergeant added the follow-ups police officers conduct could help 

prevent these duplications, or the follow-ups can help officers direct a person to mental health 

resources. There needs to an effort exerted toward communicating efficiently between law 

enforcement professionals and mental health professionals overall.  

 Internal communications within the agency, organization, psychiatric hospital, or the 

police department is also highly encouraged. A police lieutenant shared, “mental health is so 

fluid, sometimes it is subjective.” From this, police officers are “encouraged to share their 

encounters and follow-ups with people in the community,” even if they are with the same person. 

The police lieutenant stated: 

 Most of the time, the end result is not really what I am looking at. The end result is more 
 of, you know, how you interacted and what plan you set up. We try to stress it’s not the 
 end result. It’s really how the intersection went and are they okay with your decision.  
 
 The study participants thoroughly explained the benefits of community collaboration 

when assessing people in crisis with mental health needs. Proactive and efficient communication 

methods were also emphasized by participants, as communication can sometimes hinder 

professional help. A common theme throughout discussions was the need for additional funding 

to continue building these partnerships and strengthen the treatment and resource availability.  

Theme 4: Professional Barriers 

 The following section will discuss three subthemes that participants commonly described 

as barriers in professions: staff availability, both law enforcement professionals and mental 



 78 

health professionals; staff personnel, and; family supports and obstacles that affect the person in 

a mental health crisis and all professionals involved in the crisis and ongoing treatment.  

Subtheme 1: Staff and Resource Availability    

  A common theme among study participants (n=9) was the absence of mental health 

clinicians, social workers, and police officers with basic knowledge in mental health and crisis 

intervention. All police departments (n=5) were represented in this subtheme. Furthermore, the 

participants noted that both mental health professionals and law enforcement professionals are 

overwhelmed with the intensive assistance and care mental health crises demand. A police 

corporal believed that because there is a small number of open beds in a state hospital, 

psychologists are pressured into diagnosing a person with something and discharging the person 

from the hospital. A mental health peace officer described the barriers between effective mental 

health treatments, and the prison system is availability:  

 ... lots of times, the system is so overwhelmed. Like, if I try to get someone to call [non-
 profit organization] right now, typically, it’s like a four-month wait. So, what [is the 
 person in a mental health crisis] supposed to do for four months, and that’s not [non-
 profit organization]’s fault. They’re overwhelmed with the need. 
 
The mental health peace officer also stated that availability gets age and gender-specific, as there 

can be more resources for kids, and not so much for males. He stated: “it’s so geared to a very 

niche-clientele.” Hospital staff can range from psychiatrists and psychologists to social workers 

and other liaisons, to assuage a crisis. The same mental health peace officer described a situation 

from the morning of the interview and referred to hospitals as having a standing-room-only 

intake process.  

 A different mental health peace officer from a different police department believed 

hospital discharges occur not just because the person is no longer a harm to themselves or 

because the person appears to be stable but because the facility is “extraordinarily 
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overburdened.” The same mental health peace officer expressed that hospitals are not large 

enough, there are not enough clinicians and staff, and there are not enough bed spaces to provide 

assistance for every person exhibiting a mental health crisis. This is frustrating for both clinicians 

and law enforcement professionals.  

 Other participants noted that the lack of availability is centered upon social workers. A 

police mental health coordinator elaborated on her previous work experience in social work and 

mental health clinicians in general: 

 There’s such a high turnover in our treatment providers that by the time you get your 
 treatment provider up to date and educated on what’s out there and how to navigate those 
 systems, they’re so burnt out because they’re underpaid and overutilized that we see a 
 high turnover and it’s hard to keep our high, solid caseworkers, honestly.  
 
The mental coordinator believed social workers need higher pay and adequate training and 

management supervisor. A social worker’s caseloads can get up to one-hundred people that must 

be seen on a monthly basis. The mental health coordinator also stated: 

 If we are paying [social workers] $30,000 to $40,000 a year, I mean you are just not 
 gonna keep a good person. It takes somebody with a master’s degree, I mean they may do 
 that right out of school but they’re going to get burnt out. And so, I think we have just go 
 to expand all of our treatment centers and all of our systems and we’ve got to pay all of 
 our people to keep them.  
 
Nonetheless, social workers are not the only professionals with caseloads. A mental health peace 

officer explained, “the caseload is enormous,” and affirmed the crisis intervention unit is 

understaffed. The same mental health peace officer stated that patrol officers are just as 

overwhelmed, but patrol officers outnumber mental health peace officers in that specific unit. A 

different mental health peace officer supported the previous mental health peace officer’s 

opinion on caseload size. This mental health peace officer stated, “the insane caseload that we 

have is insanely high, and we can’t keep up with the limited amount of officers we have.” The 
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mental health peace officers added that patrol officers are also “understaffed,” which also poses a 

challenge to the department.  

 A different mental health peace officer from the same police department shared the same 

perspective: 

 if there were just more programs in place to keep these people- more case managers, I 
 think more than anything, to keep them on their routines, to have a support systems 
 because a lot of the chronic ones out there, they’re families have given up on them and 
 it’s hard. 
 
The same mental health peace officer elaborated that social workers can continue monitoring a 

person’s progress and “keep them on task,” which can keep them from regularly encountering 

law enforcement. 

 In terms of resource availability, a police sergeant expressed that medication availability 

in the prison systems is a large barrier for inmates with mental health needs. The police sergeant 

described bipolar disorder medication as a medication that “change[s] over time because the way 

that bipolar disorder works.” If an inmate with a bipolar disorder is in prison long-term, then the 

inmate may have trouble accessing their bipolar medication. “A large portion of our prison 

systems probably are overloaded with medical and mental health staffing is also an issue,” said 

the sergeant. In the private sector, prisons are also underfunded and vary in terms of the 

treatments the prison offers. The police sergeant explained inconsistent counseling sessions, 

independent or group sessions, as well as family counseling sessions, are interrupted by the 

facility’s priority to “just do the bare minimum to keep people alive,” which can include “not 

providing mental health services.” This statement justifies this sergeant’s strong emphasis on 

ensuring continuity of care upon release, as some people “turn out being worse going in than 

whey they were put in.” A social worker believed “proper supports” in the prison system include 

“proper counseling from a licensed profession.” Due to limited funding, the social worker 
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suggested: “to save cost, a counseling intern with oversight from a licensed and experienced 

professional” could also help the mentally ill receive proper treatment and support.  

 A police lieutenant noted that the barrier is technically not while a person is in the prison 

system but when the person leaves the prison system: 

 It’s kind of the aftercare part is where I see more of the issues, because while they are 
 there, they are being supported, they are being taken care of, they are on their medication. 
 Maybe they are in group or they have kind of a supportive environment for them. It’s 
 confined, it’s in structure, it’s control, and then, “okay, now you can leave.” 
 
When the person exits the prison system, the continuity of care often struggles, whether this is 

connecting with a mental health professional, resources, or establishing and continuing mental 

health care. The same police lieutenant identified transportation and location as barriers for 

people with mental health needs, as mental health crises can then become cyclical without a 

“safety net.” The apparent issue, from the lieutenant’s perspective, is officer availability to 

continuing follow-up visits more than just a couple of times after the initial crisis.  

Subtheme 2: Staff Personnel  

 The lack of staff availability and mental health education results in clinical professionals 

and law enforcement professionals being responsible for determining if a person is no longer a 

harm to themselves or a harm to the public. One of the biggest challenges when ensuring 

continuity of care is confirming assessing the current crisis is no longer posing an immediate risk 

or harm to others, as each profession has a specific protocol and under intense pressure. 

However, due to the lack of funding, staff availability, and mental health education, clinicians 

must focus on the immediate crisis at hand and handle the situation to the best of their 

availability while responding appropriately. 
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 A police sergeant expressed that when psychiatric hospitals discharge a person with a 

mental illness who is in crisis, police officers become responsible to take action and prevent a 

future crisis: 

 ... because they were no longer considered a danger to themselves or others. If you ask an 
 officer, any officer, that deals anything with mental health issues, is they will say the ones 
 that actually need the help, [the psychiatric hospital] seem[s] to kind of just push aside 
 because they are so understaffed or so over-worked. The ones that don’t need the help, 
 they’re so interested in getting them admitted.  
 
The police sergeant believed psychiatric hospitals lack funding for staff availability, which 

ultimately affects the people seeking mental health treatment and contributes to the revolving 

crisis cycle. From the law enforcement perspective, the police sergeant feels that if something 

happens to a person who is discharged from any facility, society will “point at the police 

department for not doing their job.”  

 An LPC pointed out the importance of law enforcement’s approach with people who 

suffer from a mental illness or psychiatric disorder. The LPC indicated, “checking one’s own 

approach and who they are working with,” as well as taking into consideration the person’s past 

life experiences and history, are vital for the person in crisis to be compliant. The same LPC 

believes giving the person options of what opportunities there are “to change and grow for 

themselves” is important. A mental health peace officer had a similar opinion when providing a 

person with choices: 

 And sometimes, that’s part of how you sell, the you know, because no one wants to be 
 forced to go to the hospital, and I mean, we honestly don’t even wanna go to the hospital, 
 right? But if you can sell it like hey, you have insurance, or you have a history, like “I 
 don’t wanna go to [psychiatric hospital], it’s scary.” Okay, I get it. So, what are some of 
 our other options? “If I can get you a bed, if I can get [psychiatric hospital] or 
 [psychiatric hospital] or one of these others and they have a bed, would you prefer to go 
 there?” If we’re all good with that and we aren’t gonna have to have a fight or argument 
 about it, then shoot, why would we not provide give them the choice?  
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 A police lieutenant also advocated specifically for corrections officers to take into 

consideration that when a person with a mental health need is incarcerated, “they don’t always 

get their medications right away like they should,” and sometimes, the person may go “days 

without their medication, which can mess up their whole system, hormones, and everything.” No 

law enforcement professional or any professional for that matter should “try to have power over 

the prisoners,” as this can lead the mentally ill person to believe that the corrections officer or the 

working professional is “just another person telling them what to do and they don’t quite 

understand the effects afterward,” said the same police lieutenant.  

 A unique argument came from a mental health peace officer, who claimed that staff at 

group homes that house mentally ill people are not trained appropriately to work with this 

population. The mental health peace officer stated there is not just a lack of group home staff, 

and group home staff are often not “mental health or crisis trained.” This impedes staff from 

having a decent understanding of what mental illness and psychiatric disorders look like and how 

to treat them. If group home staff were trained appropriately, then “it might alleviate some of the 

calls that go out to patrol,” said the same mental health peace officer.  

 The theme of empathy was brought up in a couple of interviews. Participants believed 

empathy itself is not the only solution, but the way a person approaches the situation and their 

willingness to address the behavior and current situation first, rather than focusing on the 

criminal offense. The same LPC feels that a lot of people that rely on substance use drugs and 

alcohol to make themselves feel better and loved: 

 I think loving them and helping them understand [their diagnosis] is going to be here and 
 there’s nothing that’s gonna take [it] away necessarily, but there are things that can be 
 given that can make [their] life more manageable.  
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The LPC added that social workers sometimes find themselves doing the bare minimum and not 

wanting to be in the field. The effort is sometimes absent, which feeds into the disappointment 

the mentally ill often experience with social services. The same LPC stated that instead of 

empathizing with a person and “feeling sorry” for them, social workers and mental health 

professionals should encourage the person and “walk alongside [them] and help [them] get to 

where [they] want to go.”  

 A mental health peace officer explained that communication between police officers or 

mental health clinicians with a person in crisis should be approached with a “relaxed demeanor, 

even if it’s a hostile encounter.” Still, professionals must be able to protect themselves and the 

person they are assisting. The mental health peace officer provided an example of responding to 

a person with schizophrenia:  

 If you go in there and they’re amped up, you know, and they are hearing multiple stimuli 
 and multiple voices, and you don’t know what they’re hearing, your communication has 
 to be different. It has to be slow and methodical because you have to be able to pierce 
 through those other voices to actually make sure that they are actually hearing me. I like 
 to do things as slow and methodical as possible.  
 
The same mental health peace officer explained that mental health peace officers in the unit are 

not constricted to the radio, allowing officers to spend as much time on site as needed. “If I 

needed to spend 24 hours with an individual, I can,” affirmed the mental health peace officer.  

 In adopting a person-centered approach, the person suffering from a mental illness or 

psychiatric disorders can help the person learn more about their specific diagnosis and are able to 

make choices about how they want to get better, or even if they want to be treated at that 

particular time. Participants stated that on-going trainings on crisis encounters and basic 

understandings of mental health would benefit all professionals involved in how to encounter 

mental health crises and to learn about person-centered language.  
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Subtheme 3: Family Supports and Challenges   

 The final subtheme among participants (n=5) was the support from family members, 

friends, and loved ones, along with obstacles family members encounter and even partake in. 

Only two of the five police departments elaborated on perspectives in this subtheme. As 

discussed in previous themes, HIPAA and confidentiality laws are honored to keep a person’s 

information secure. However, family members provide as much assistance as they can, but often 

struggle with providing support for treatments, interventions, and access to medications and 

medical professionals.  

 Law enforcement participants expressed that some officers have a passion for serving as 

a mental health peace officer or at least working within the mental health unit or crisis 

intervention team within their police department. A police corporal mentioned officers with 

personal connections “tend to be more involved with these types of calls, more involved with 

trying to come up with solutions,” and are “more involved with attending continuing training.”  

 The same police corporal pointed out family members cannot be the ones to force their 

loved one into treatment:  

 ... the main issue is that we kind of have our hands tied, and the families do too. You have 
 a family that is dealing with a person that, just say they’re bipolar, right? I mean, what do 
 they do? The family can’t shove the pill down their throat, or like physically restrain 
 them. I mean, you could, but how incredibly cumbersome is that for a family that is 
 already dealing with whatever this bipolar individual is already doing, in between their 
 cycles. 
 
The police corporal highlights a need for establishing a balance between the person’s freedom 

and acknowledging their mental impairment. If a family member or friend sees the need to obtain 

a Medical Power of Attorney, then: 

 ...those Power of Attorneys can allow for crisis intervention to take place and help that 
 individual with Power of Attorney get that person to a doctor, the same way if we had a 
 warrant for someone. Like, I have an arrest warrant, let’s take him to jail. “I have a 
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 medical Power of Attorney, he’s not taking his medication, this is what he is diagnosed 
 with, can you please help me take him to the doctor?” And then they will become 
 involved in that way.  
 
Though the corporal did not explicitly encourage applying for Medical Power of Attorney, the 

corporal thinks families who are involved with a mentally ill person who is constantly in crisis 

would benefit from a Medical Power of Attorney when it comes to enrolling their loved one in 

treatment or medication prescriptions.  

 A police mental health coordinator mentioned that if treatment centers had more funding, 

the facilities would be able to flex the hours of operation, giving the family members the 

opportunity to take their loved ones to get services or treatments. Family members often have to 

wait with the person seeking assistance through walk-in appointments and end up having “to stay 

there all day,” said the mental health coordinator. The same mental health coordinator claimed 

that the biggest challenge in working with people who suffer from a mental illness or psychiatric 

disorder is that people who are mentally ill “typically don’t have a lot of family support because 

law enforcement gets involved.” At that point, the family has already exerted enough energy and 

support of their own and end up losing accountability. From this, the police mental health 

coordinator believed connecting families to NAMI, the National Alliance on Mental Illness, to 

encourage families to attend trainings or join support groups could help families and friends have 

a better understanding of mental illness. As families lose motivation, they sometimes turn to the 

internet, which is not a reliable source: 

 Honestly, I think the internet has been a hinderance. I see a lot of people who, everybody 
 I go talk to is self-diagnose bipolar, you know. Or, they’ve diagnosed their loved one 
 with bipolar. I think we Google things too much, we self-diagnose too much, we self-
 diagnose loved ones too much. I think that you know you really don’t see a lot of people 
 going to classes anymore to get educate, they just wanna sit at home and read it on the 
 internet. We can find anything to validate anything we want.  
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 As far as linking families and friends with resources for a person with a mental health 

need, a program manager over jail staff commended non-profit organizations and how social 

workers and employees “talk with family members about the services provided and what [non-

profit organization] can do when [they] are dealing with community resources.” A social worker 

from a non-profit organization suggested that educational opportunities for families should begin 

at the point of a person’s diagnosis. The social worker believed that if a mental illness or even a 

disability runs in a person’s family, then “intervention needs to take place and given the 

resources to understand” the genetic patterns and better understand the person’s diagnosis. This 

perspective was akin to the clinical crisis assistant program director’s perspective, as early 

intervention is a targeted approach:  

 Families may not know that their loved one has a mental illness. Not every mental illness 
 is physically visible. If families don’t know the symptoms, then they aren’t going to 
 necessarily support their family member. It’s a silent killer that needs more awareness 
 and advocacy. If [mental illness] runs in the family, then its easier to perhaps treat early 
 on.  
 
The majority of participants support educating the community, but more specifically families and 

those who have daily interaction with the person suffering from a mental illness.  

 Although professional barriers can be subjective, study participants disclosed honest 

opinions on where government funding should go and what mental health training should 

emphasize. Mental health professionals and law enforcement professionals also discussed family 

education as an imperative priority for family members and friends of people with a mental 

illness or psychiatric disorder to better their personal relationships and assist the professions 

involved in crisis response appropriately.  
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Discussion  

 The purpose of this study was to explore Tarrant County law enforcement and mental 

health personnel perspectives through qualitative semi-structured interviews. A total of 

seventeen participants and five police departments participated in this study. Table 2 details the 

main findings of the study. Furthermore, this section details continuation of mental health 

resources and community partnerships needed to establish novel methods and strategies to 

further excel in care for this population. 

Table 2. Key Finding   
Theme Subtheme Finding 

Theme 1: Criminal Justice 
Reform 

Subtheme 1: “The Stigma” Disempowerment and 
discrimination 

 Subtheme 2: Reconstructing 
Training 

Cultural shifts among police 
departments and reoccurring 
trainings among all 
professionals  

 Subtheme 3: Continuity of 
Care 

Diversion programs and 
transitional services  

Theme 2: Mental Health 
Barriers 

Subtheme 1: Substance Use Medication availability in 
the criminal justice system 
and transitional support  

 Subtheme 2: Homelessness Funding for homeless 
outreach teams and group 
homes  

 Subtheme 3: Trauma Trust-Based Relation 
Intervention training and 
awareness of past traumas  

 Subtheme 4: Lack of 
Funding  

New facilities, enhanced 
mental health treatments, 
and additional funds for 
crisis intervention units  

Theme 3: Mental Health 
Services and Community 
Partnerships  

Subtheme 1: Law 
Enforcement Liaisons and 
Follow-Up 

Decrease in arrests and 
violent reactions from the 
person in crisis 

 Subtheme 2: 
Deinstitutionalization and 
Emergency Detention 

Respecting legal rights, 
implanting crisis-coding, and 
enhanced community-based 
programs 

 Subtheme 3: Community 
Relations 

Community education and 
engagement  
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 Subtheme 4: 
Communication Efficiency  

Strong partnerships between 
all professionals who 
encounter mental health 
crises  

Theme 4: Professional 
Barriers 

Subtheme 1: Staff and 
Resource Availability  

Increase in pay and selective 
hiring processes for qualified 
candidates with education 
and experience compatibility   

 Subtheme 2: Staff Personnel Person-centered skills and 
methodical responses with a 
positive approach 

 Subtheme 3: Family Support 
and Challenges  

Educational expansion and 
supportive interventions 

 

Summary of Findings 

 When discussing the stigma associated with mental illness, a theme across participants 

was the disempowerment and discrimination people with a mental health needs experience. This 

research study aligns with Kroska & Harkness (2011), which found that negative social 

constructions and demoralization are based on secondary deviances. The results of this study 

found common themes of discrimination and internal strains, including homelessness, substance 

use, and seclusion from society that contributed to the mental health stigma, similar to Link et al. 

(2016) and Sodhi-Berry et al. (2014).  Study participants suggested that educating the 

community could help decrease the public’s ignorance and lack of understanding on mental 

health, as seen in Long (2014) and Ruiz & Miller (2004). The study’s results also emphasized the 

need for a cultural change in police departments. The participants that are currently in law 

enforcement or at least have experience in law enforcement described the imperativeness for the 

criminal justice system to turn away from the stigma and consider novel approaches from 

training opportunities and new community partnerships.  

 The findings support studies by Kane, Evans, & Shokraneh (2017), Kelling, Wasserman, 

& Williams (1988), Murphy & Barr (2015), Ruiz & Miller (2004), de Tribolet-Hardy et al. 
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(2015), and Wilson et al. (2018) through focusing on revamping training material and enforcing 

reoccurring trainings to justify the importance of training law enforcement personnel efficiently. 

Nevertheless, the results from this study solidify the findings from Lamb & Tarpey’s study 

(2019), as police officers have limited crisis intervention training and would benefit from 

continuous training. As such, law enforcement participants suggest ongoing trainings and 

support from mental health professionals can assist in reconstructing training to meet the socially 

constructed expectations the public has placed on law enforcement as mental health crisis first 

responders. Participants from this study are confident that ongoing training could help reduce the 

number of referrals that do not involve a mental health crisis. Law enforcement professionals 

supported mandating the mental health peace officer certification, though there is little to no 

existing literature on the advantages this certification can bring to crisis responses. 

 An interesting finding came from a program manager over jail staff, who believed the 

change needed is a cultural shift among police departments. This cultural shift should change 

performance and how professionals serve people with mental illness. This belief is similar to the 

“spoiled identity” presented by Bullock & Garland (2018) and de Tribolet-Hardy et al. (2017), 

who claim police officers are often responsible from labeling and responding to mental health 

crisis based on not just previous experiences and encounters but how the police culture in the 

officer’s department shapes mental illness and the stigma placed on mental health. The mental 

health stigma affects the person with the mental health need but also the way professionals who 

are not familiar with mental illness, as it shapes their personal opinion before fully understanding 

and expressing interest in how to better serve the person with a mental health need. This finding 

correlates with Bullock & Garland (2018) and Kroska & Harkness (2011), given the focus on 

how labeling theory and cultural beliefs affect mental health encounters. 
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 Many of the study participants encouraged community education and would like to see an 

increase in community engagement to avoid misunderstanding mental health impairments, and 

support for current research on how police officers assess mental health crisis encounters. 

Community education includes expanding educational opportunities to families, as there are 

family members who do not know there is a variety of mental illnesses. Fundamental 

misinterpretation can begin with police dispatchers (Bohrman et al., 2018; Oliva, Morgan, & 

Compton, 2010). From this observation, it is critical for all law enforcement personnel to 

comprehend the necessary assessments regarding mental health crises. Reuland (2010) 

emphasized the importance of successfully establishing community partnerships to better serve 

the mentally ill. However, a couple of participants from this study noted that the communication 

between professionals must improve. The collaboration between mental health clinicians, law 

enforcement professionals, and the criminal justice system in general should not focus on who 

can outdo the other party- the objective should be on ensuring the person in crisis has the 

appropriate care, and his or her needs are met. The findings from this study also highlight 

importance and benefits of law enforcement’s partnerships with governmental agencies to 

provide educational opportunities and training opportunities, which is new to the literature on 

police training.  

 The present study emphasized the importance of funding to address training concerns 

among police departments and funding toward novel facilities and mental health treatments. Law 

enforcement participants also disclosed the need for funding to establish mental health units and 

crisis intervention services. This finding supports Lord & Bjerregaard (2014), Martinez, (2010), 

and Ruiz & Miller (2009) by examining the need for increased funding to provide sufficient 

support to people experiencing mental health issues who frequently encounter law enforcement 
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responses. As noted with the deinstitutionalization movement, the findings from this study 

further justify the ongoing need for community-based programs and strengthening community 

collaborations, as described in Lamb & Weinberger (2017) and Ruiz & Miller (2004). 

Participants noted that a lack of funding contributed to the lack of staff working in both the 

mental health field and as a mental health peace officer. There is little evidence to support that 

the lack of funding also contributed to the absence of crisis intervention units in police 

departments, however the current findings described the correlation between funds and unit 

divisions among law enforcement agencies. Successful treatments, programs, mental health 

units, and crisis divisions rely on solid funding.  

 Results from this study are similar to findings from prior studies that also supported the 

challenges mental health impairments pose on a person’s daily life, specifically substance use 

and homelessness (see Fox et al., 2016; Henwood et al., 2012; Stewart et al., 2017; de Tribolet-

Hardy et al., 2017). Self-medication was discussed by several participants and was described as a 

coping mechanism from the lack of medicinal treatment both in and out of the criminal justice 

system (see also Boland & Rosenfeld, 2018; Crocker et al., 2018). Participants described 

substance use as a norm for people with mental illness, whether the substance was alcohol, 

fentanyl, marijuana, or prescribed medications. Given that there are not many studies that focus 

on medication availability in the prison systems, this study clarified prison systems operate 

independently of one another and are often privately operated. Thus, future studies should 

concentrate on examining medication availability for inmates inside prisons and jails.  

 A unique finding came from law enforcement officials, as people in a mental health crisis 

often seek a structured environment within the corrections system. More specifically, some 

individuals will find a way to get back behind bars, as this is the only way the individual has 
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access to treatment. There is no existing literature to justify this finding. Therefore, future studies 

should include discussion with personnel from correctional facilities to explore this perspective.  

A similar, yet distinctive finding consisted of police officers preferring jail admission over 

hospitalizations. Some participants felt that jails could provide as much mental health treatment 

need in comparison to psychiatric hospitals, as a person can be discharged earlier than needed. 

Given that there is no research on why law enforcement personnel believe this, scholars should 

address this in future research.  

 Fox et al. (2016) and Ruiz & Miller (2004) refer to victimization as a result of mental 

illness, but the results of this study did not support this theory. In fact, only one participant in the 

study, a police sergeant, discussed violent victimization. The sergeant noted that victims of a 

mental health crises could also be police officers and other law enforcement personnel, as a 

person suffering from a mental health impairment is unstable and can possess weapons as a form 

of protection, while unknowingly placing a police officer in danger. Not many, if any, 

participants referred to violence as a common response in mental health crises, contrasting Link 

et al. (2016) and Wright et al. (2002).  

 Although validating trauma as a mental health barrier is appropriate, there is not much 

literature justification to further support this finding. Link et al. (2016) expressed trauma as a 

cause of stress among people with mental illness, but mental illness itself does not increase 

trauma or the strain associated with trauma. A finding about trauma was past trauma from a prior 

negative encounter involving police officers, as trauma is not just physical or sexual abuse as 

Link et al. (2016) suggested. Participants are aware that trauma looks different for everyone and 

can be triggered by anything, especially if the person had a negative encounter with the police. 

There has been a push for implementing a trauma-informed care system among police 
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departments to assist officers in responding to people who also suffer from trauma, even if the 

officer has not had a previous encounter with that particular individual. The current literature on 

staff personnel suggests that any professional who is attempting to deescalate a person in crisis 

should approach the situation with a person-centered mindset by using active listening skills, 

speaking in a calmly and slowly, and remaining attentive (Bullock & Garland, 2018; Oliva, 

Morgan, & Compton, 2010). The participants of this study view trauma-informed care as a 

priority, along with fully engaging in what the person is saying and remaining proactive rather 

than reactive. A police corporal expressed interest in creating tools to populate notes and tips on 

people who are frequently in crisis for officers to be aware of, such as confirming a diagnosis, 

describing how the person typically reacts, or suggestions on what has worked to help deescalate 

the situation in the past for that person.  

 Shipley & Tempelmeyer (2012) found homelessness had a strong correlation with mental 

illness, which the results of this study also supported. Law enforcement participants noted that 

mental health crises often involved homelessness, and some form of substance use, or both. 

Specifically, a mental health peace officer confirmed that the criminal justice system continues to 

house people with a mental health need, which is also noted in Shipley & Tempelmeyer (2012). 

Homeless Outreach Teams, as described by law enforcement participants, can also use the 

additional funding to support a homeless person with a co-occurring disorder as well. This study 

also revealed the need for adequate group homes, including the importance of training group 

home staff on how to recognize mental illness symptoms. There is little evidence to support this 

claim.  

 In accordance with unit-specific teams, there were only five law enforcement participants 

from an official crisis intervention team. The other law enforcement participants explained that 
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their department did not have an official crisis unit, but they primarily worked with people in a 

mental health crisis. In addition to establishing crisis intervention units, this study also found 

unit-specific coding that allows mental health officers to prevent a person from discharge. There 

is limited literature that expands on internal coding among police departments for certain 

encounters. However, only mental health peace officers from one police department can enforce 

this unit-specific code. The absence of crisis intervention teams across police departments 

impedes departments from dedicating their service to one single encounter type, as a police 

officer from the crisis intervention unit can spend as much time needed onsite. Some police 

departments have multiple units that focus on a single service, such as narcotics, domestic 

violence, or economic crime divisions. The participant from the crisis intervention unit also 

confirmed the positive impact police vehicle modifications and uniform modifications have on 

crisis responses. This finding explores crisis intervention units in the targeted geographic area 

and presents the need for large police departments to incorporate a unit specific to mental health 

crisis response.  

 Continuity of care between the prison systems and law enforcement agencies is 

imperative (see McKenna et al., 2014; Petersilia, 2004; Reuland, 2010; Stewart, Farrell-

Macdonald, & Feeley, 2017). The findings from this study suggested that standalone facilities for 

police officers to take people who are undergoing a crisis could provide the necessary 

intervention instead of incarcerating the person. When a person with mental health needs finds 

themselves behind bars, the person may react negatively and even normalize the criminal justice 

system’s cycle, rejecting the aftercare and supportive environments that can support the person. 

Furthermore, the findings of this study suggested that that upon a person’s discharge from a 
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psychiatric hospital or jail, the absence of mental health resources negatively impacts their 

progression toward success in the community.  

 An inconsistent finding involved assessing the person’s criminal behavior versus the 

person’s mental health need, as described in Bartholomew et al.’s (2018) study. The present 

findings did not find that people in mental health crises are often violent, as the existing literature 

often describes (see Boland & Rosenfeld, 2018; Oliva, Morgan, & Compton, 2010). The findings 

also recommended treating mental illness before criminality, which justifies the ongoing need for 

mandating mental health training and training on crisis intervention. The participants of this 

study did not perceive violence as a primary concern among people who are mentally ill. Violent 

tendencies as symptoms of mental illness are noted to be common, but the findings from this 

particular study do not justify the existing literature among mental health and violence. Jensen 

(2019) argued that nearly a quarter of mental health crises end in arrests. In contrast, the findings 

from this study often resorted to emergency detentions or utilizing law liaisons, not arrests. Law 

enforcement participants stated arresting someone with a mental health need was last resort. 

Existing studies (see Bartholomew et al., 2018; Jensen, 2019; Link et al., 2016) draw attention to 

assessing the criminality of a mental health crisis, but the participants from this study prioritize 

assessing a person’s mental health first thing. Participants acknowledged violent tendencies were 

higher among people with schizophrenia or personality disorders, which support previous 

research such as Fazel et al., 2009; Hans et al., 2009; and Walsh and Yun, 2013. 

 The findings from this study do not support the findings in Lord & Bjerregaard (2014), as 

the study revealed that police officers arrest people as a result of inadequate crisis intervention 

trainings. Law enforcement participants from this study stated arrests were made when the 

person with a mental impairment was an immediate risk or harm to themselves, officers, or the 
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public. In contrast, all of the law enforcement participants were trained to respond to mental 

health crises appropriately and informed the researcher arrest was a final resort, not a primary 

reaction. Both mental health professional and law enforcement professional participants 

commend the work of law enforcement liaisons and utilize their assistance when responding to 

mental health crises, as the support the liaisons provide can deescalate the crisis encounter and 

minimize the use of police force and arrest.    

 Community resources and partnerships further assist law enforcement professionals by 

assessing mental health treatment and introducing mental health resources available to people in 

mental health crisis. However, the findings from this study confirm the lack of funding to 

respond and provide these resources and treatments rapidly (see Martinez, 2015; Murphy & Barr, 

2015). The mental health professional participants in this study argue an increase in government 

funding will increase staff availability and improve service assessments for people with a mental 

health need. The mental health professionals and resources that partner with law enforcement 

and crisis intervention teams are overworked and notably understaffed, findings which are 

consistent with established studies (see Kane, Evans, & Shokraneh, 2017; Reuland, 2010). The 

mental health professional participants commonly suggested that an increase in pay can increase 

the likelihood of a social worker or law enforcement liaison’s probability of continuing to work 

in their current position instead of resigning from lack of pay. In addition, findings encourage 

mental health treatment providers to implement resources for veterans suffering from a mental 

health impairment, along with resources for people with an intellectual or developmental 

disability, such as autism. Participants from this study noted that broadening recipient scope 

could provide assistance to populations who feel isolated as is.  
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 The present study also highlighted the importance of educational background and 

professional experiences among staff that encounters people with mental illness and psychiatric 

disorders. The majority of law enforcement participants were highly experienced in their current 

role, allowing them to use previous roles, such as Patrol Division and Investigations, to assist 

their interactions with mental health crises. For mental health professionals, the majority of the 

participants either held a social work degree or were a Licensed Professional Counselor, and 

were highly trained in crisis intervention, trauma-informed, and de-escalation skills. These 

professionals referred to previous internships that facilitated their transition into their mental 

health field. While there is no literature that directly supports the correlation between educational 

attainment and success specifically within the mental health field, the researcher noted 

educational backgrounds impacted the professional’s understanding of mental health among both 

mental health professionals and law enforcement professionals. This finding supports Hill and 

Fouts (2005) and de Tribolet-Hardy et al. (2017), who found that previous work experiences 

benefit a person’s work ethic and concentration in their current field.  

 Family support systems sometimes challenge both a person with a mental health need and 

the professionals serving the person in need. The findings from this study concur with existing 

studies that describe the lack of support systems that can expose a person suffering from a mental 

illness or psychiatric disorder to social disadvantages and overall supportive interventions 

(Brannan, 2003; Gray, Davies, & Butcher, 2017). There are some families that are unaware of 

treatments, recovery methods, or the basics of their loved one’s illness. This finding also 

contributes to the current studies on mental health interventions, as participants referred to 

supportive family ties can help recognize the need to implement family support groups and other 

resources for family members who have a loved one with a mental health challenge.  
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Strengths and Limitations 

 Overall, this study is limited by excluding law enforcement professionals and mental 

health professionals from neighboring counties outside Tarrant Counties. Also, data was 

gathered from five different police departments with a small number of mental health peace 

officers versus other counties with larger police departments with crisis intervention divisions. 

Only one of the five police departments had an official crisis intervention unit. This study was 

also qualitative, limiting the generalization of the professionals interviewed. The researcher was 

also at an advantage for working in the mental health and networking with the respective 

professionals who could provide excellent input on the question at hand.  

 Another limitation is rooted in the number of police departments represented in this 

study, as the researcher only interviewed departments who serve Tarrant County residents. 

Regardless of department size, participants were aware the study was only in Tarrant County and 

disclosed information regarding Tarrant County mental health crisis response. Finally, the 

researcher’s professional experience helped interpret the results to benefit the study’s objective.  

 The strength of this study stems from the data exploring a few of Tarrant County’s police 

departments. Tarrant County is the 3rd largest county in Texas, the 15th largest county in the 

United States, and among the 10 fastest growing counties in Texas (U.S. Census Bureau, 2018; 

U.S. Census Bureau, 2019). Participants from this study were also employed by the largest 

community-based mental health center in Tarrant County (2016). All study participants were 

knowledgeable in their profession, having at least three years of experience in their current field 

and Tarrant County.  

 The sample size can be considered a limitation, as the researcher gathered data from 

professionals working only within Tarrant County. Convenience sampling is an obvious 
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limitation due to the bias required by the researcher in the study population. Snowball sampling 

can also be seen as a limitation, as the network connections introduced by the original participant 

may have referred someone who holds the same idea or perspective as them (Emerson, 2015). 

Given the targeted population, another limitation in this method is the researcher does not know 

how extensively accurate the data is in terms of the population. The researcher’s experience in 

the mental health field and active professional network in the mental health sector can arguably 

be another bias, although the researcher maintained a high level of professionalism during the 

study. These limitations hinder the generalizability of this study. 

Conclusion  

 This study introduced new areas for future research on improving mental health 

treatments and resources currently available. The data analyzed and discussed continued to 

emphasize the need for additional funding, internal policy implementations, and community 

support for people suffering from a mental illness or psychiatric disorder. Future research should 

concentrate on direct challenges trauma introduces for law enforcement professionals. 

Additionally, future research should expand on the benefits of psychotherapy among the 

mentally ill and the need for trauma-informed care among professionals who encounter mental 

health crises.  

 The present study also introduced the need for police practices to undergo cultural 

changes and adopt new practices to better serve people suffering from a mental health 

impairment and to better assist police officers who do not hold a mental health peace officer 

certification or fully understand the imperativeness of understanding and attaining basic mental 

health knowledge. Future studies should consider interviewing clinicians and professionals that 

are responsible for providing direct care and mental health treatments, as the concern toward 
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inappropriate discharges were expressed during this study. The need for mandatory and frequent 

trainings on crisis intervention and mental health awareness, such as Mental Health First Aid 

training, should also be revisited (Mental Health First Aid, 2020.) 

 Although this study did not elaborate on medication compliance, researchers should 

arrange pilot studies from police departments, jails, and prison facilities that assess mental health 

needs, as current studies argue criminal factors are prioritized over mental health needs 

(Bartholomew et al., 2018; Fazel et al., 2009; Hans et al., 2009; Jensen, 2019; Link et al., 2016; 

Walsh & Yun, 2013). In addition, studying the benefits or lack of resources and treatments 

available in jail and prison facilities would help better understand the challenges people with 

mental health impairments face during their incarceration. The relationship between jail staff and 

inmates with mental health needs should also be studied. Government funding would assist the 

mentally ill and establish proactivity to reduce the number of individuals cycling in and out of 

correctional facilities when the individual is only seeking resources and treatments provided in 

jail. 

 The need for community education was a significant finding and concentration among 

study participants, the community at large can provide insight on mental health education and 

mental health awareness. Family members deserve to be supported by the professionals who 

encounter people with mental health needs, which can include criminal justice personnel. The 

perspectives from policymakers would also benefit existing literature and the question of 

increased funding toward mental health programs and resources in the state of Texas when 

compared to other progressive states. Policymakers and legislative bodies should utilize this 

study and existing literature on mental health when discussing community-based projects and 
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mental health treatments. Given the absence of practicing attorneys and judges who work on 

cases involving mental health issues, future studies should include these professions.  
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Dear Prospective Participant,  
 
 
My name is Alessa Juarez and I am a graduate student working on a master thesis under Dr. 
Kendra Bowen at Texas Christian University in the Criminal Justice and Criminology program. I 
am also the full-time training specialist at MHMR in the Disability Services unit over at 1300 
Circle Drive. I wanted to reach out from my student email and not my work email, as this 
research is not in any way tied to the agency and will remain independent.  
 
We are conducting a research study about the role of law enforcement, medical professionals, 
and other local agencies when encountering crisis situations involving people with a mental 
illness or psychiatric disorder. I would be interviewing you and asking basic job descriptions, 
previous work experiences, and what your role entails when responding to mental health crisis 
calls. I am contacting you to ask if you would like to participate in a 20-40-minute interview for 
this research project. Participation is completely voluntary, and your answers will be anonymous. 
 
 
There will be no compensation for participation in this survey. Additionally, there are no known 
risks involved in this research.  
 
If you have any questions, please do not hesitate to contact me (alessa.juarez@tcu.edu) or Dr. 
Kendra Bowen (k.bowen@tcu.edu).  
 
 
Please do not hesitate to contact me via email with any questions. I look forward to hearing from 
you! 
 
 
 
 
Alessa Juarez 
M. S. Candidate, Criminal Justice and Criminology 
Texas Christian University 
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Texas Christian University Fort Worth, Texas 

CONSENT TO PARTICIPATE IN RESEARCH-INTERVIEWS 
Title of Research: The Knowledge and Perspectives of People Concerning Mental Illness in 

Tarrant County 

Study Investigator: Alessa Juarez 
Principal Investigator: Kendra Bowen, Ph.D.  

You are invited to participate in a research study. To participate, you must have knowledge and 
concerning the mentally ill. All participants must be over the age of 18. Taking part in this 
research is voluntary. Please take time to read this entire form and ask questions before deciding 
whether to take part in this research project.  

What is the purpose of the research?  

The purpose of this study is to recruit people with knowledge about mental illness or psychiatric 
disorders.  

How many people will participate in this study?  

If you decide to participate in this study, you will be one of 15-20 participants in this research 
study.  

What is my involvement for participating in this study?  

You will be asked to complete an interview concerning your perception and knowledge of the 
mentally ill population in Tarrant County. We expect participation to be approximately 20-40 
minutes to complete.  

What are the risks of participating in this study and how will they be minimized?  

This research is of minimal risk to you. The questions asked concern time and resources devoted 
to individuals with a mental illness or psychiatric disorder in crisis. This research is expected to 
yield knowledge to gain a better understanding of this population. The information gathered will 
not have any identifying information (like your name) and information will be reported in 
aggregate form.  

What are the benefits for participating in this study?  

There are no direct benefits to you by participating in this research.  

Will I be compensated for participating in this study?  

You will not be compensated for participating in this study.  
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What is an alternate procedure(s) that I can choose instead of participating in this study?  

There is no alternate procedure. You can choose not to participate in this study without any 
negative consequences.  

How will my confidentiality be protected?  

If you choose to participate, all information and answers discussed in the interview will be 
confidential. Only the researchers will have access to the interview data. The interview does not 
require names to be disclosed. If any identifying information is disclosed, they will be masked 
using proxy descriptors or omitted in all reports and publications. Upon completion of the study, 
interview data will be kept for the appropriate time period. However, all identifies will be deleted 
from the transcriptions, so the information kept remains anonymous.  

Is my participation voluntary?  

Your participation in this study is voluntary. You are free to decide whether or not you wish to 
participate, and you are free to withdraw from the study at any time without any negative 
consequences.  

Can I stop taking part in this research?  

You are free to withdraw from completing the interview at any time without any negative 
consequences.  

What are the procedures for withdrawal?  

You can verbally request the interview to end during the interview or contact the researchers via 
telephone or email if you wish to withdraw any information collected after the interview has 
ended and during the data collection period.  

Will I be given a copy of the consent document to keep?  

Yes, we will give you a copy of the consent document for your records.  

Who should I contact if I have questions regarding the study?  

Alessa Juarez, Graduate Student, Phone 817-929-8119. 
Dr. Kendra Bowen, Researcher/Faculty Member, Phone 817-257-4791.  

Who should I contact if I have concerns regarding my rights as a study participant?  

Dr. Dru Riddle, Chair, TCU Institutional Review Board, (817) 257-6811, d.riddle@tcu.edu; or 
Ms. Lorrie Branson, JD, TCU Research Integrity Officer, (817) 257-4266, l.branson@tcu.edu.  
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By signing this document, you are agreeing to be in this study. Make sure you understand what 
the study is about before you sign. You will be given a copy of this document for your records. A 
copy also will be kept with the study records. If you have any questions about the study after you 
sign this document, you can contact the study team using the information provided above.  

I understand what the study is about, and my questions so far have been answered. I agree to take 
part in this study.  

_________________________________________________  

Printed Subject Name  

_________________________________________________  

Signature Date  

_________________________________________________  

Printed Name of person obtaining consent  

_________________________________________________  

Signature Date  

Consent to be audio/video recorder  

I agree to be audio/video recorded. Yes ________ No __________  

_________________________________________________  

Signature Date  
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Appendix C: Semi-Structured Interview Questionnaire  
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Semi-Structured Interview  
 

Employment Demographics 
1. How long have you been in your current position? 
2. How long have you been in your current field? 
3. What was your job experience prior to this? 
4. How long do you plan on working in this field? End goal?  

Education 
5. What is your highest educational attainment? 
6. What is your degree in? 
7. Do you plan on going back to school?  

Employment Duties in Regard to Crisis 
8. How often do you work with people in crisis? 
9. During a crisis response, when you contact law enforcement? Do you see medical 

attention? 
10. Do you collaborate with other local non-profits or community resources for assistance or 

outreach sources?  
 
Law Enforcement Semi-Structured Interview 

11. How long does it take for you to investigate an average case involving a mental health 
disturbance?  

12.  In your opinion, what are some barriers between effective mental health resources and 
treatments and the prison systems? 

13. Do you believe homelessness has affected the way law enforcement responds to people 
with a mental illness? 

14. Do you believe substance abuse has affected the way law enforcement responds to people 
with a mental illness? 

15. What do you think is the appropriate response when a law enforcement official suspects a 
person has a mental illness or related condition?  

16. Have you been trained on how to respond to people with a mental illness or a psychiatric 
disorder? What trainings and how often?  

17. What are some resources you often refer to in terms of resources for this population?  
 

Local Agencies/Community/Non-Profits  
      11. What are some resources that would help law enforcement with their job? 
      12. What do you think about law enforcement training to work these cases? What can be 
 improved?    
      13. Do you believe non-clinical staff, such as correction officers and patrol officers, have a 
 good understanding of mental illness and psychiatric disorders? Please explain.  
      14. In your opinion, what are some barriers between effective mental health resources and 
 treatments and the prison systems? 
      16. Do you believe mental illness has affected homelessness? Please explain. 
      17. What do you think is the appropriate response when a law enforcement official suspects a 
 person has a mental illness or related condition?  

18. Have you been trained on how to respond to people with a mental illness or a psychiatric 
 disorder? What trainings and how often?   
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19. Do you think the community should incorporate more resources/educational 
opportunities and trainings to assist people with mental illness?  
 

Clinical and Medical Professionals 
11. What do you think about the resources law enforcement offers when responding to 

mental health crisis calls? 
12. What are some resources that would help law enforcement with their job?  
13. What do you think about law enforcement training to work these cases? What can be 

improved?  
14. Do you believe non-clinical staff, such as correction officers and patrol officers, have a 

good understanding of mental illness and psychiatric disorders? Please explain.  
15. In your opinion, what are some barriers between effective mental health resources and 

treatments and the prison systems? 
16. Do you believe non-clinical staff, such as correction officers and patrol officers, have a 

good understanding of the difference between a mental illness and a substance abuse 
disorder? Please explain.  

17. Do you believe mental illness has affected homelessness? Please explain.  
18. Do you believe mental illness has affected substance abuse? Please explain.  
19. Have you been trained to work with people with a mental illness and how to respond 

appropriately? How often? 
 
Final Question: What has been the biggest challenge in working with this population 

 


