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Abstract
In this study, we examine to what extent availability of a crisis center in a behavioral health district is related to changes in 
emergency hold petitions and outcomes of those holds as submitted by police officers. Using data from between 2010 and 
2020 and a series of interrupted time series analysis, we analyze 22,619 police petitions for involuntary commitment and 
their outcomes related to crisis center availability. Results show inconsistent and varied effects between availability of a 
crisis center and emergency hold petitions. Similar results are observed for the emergency hold evaluation process outcome 
and associated final disposition outcome. The implementation of crisis centers in the study site may not have achieved the 
immediate goals of reducing the use of the emergency hold petitions nor relevant outcomes. The results vary in direction 
and magnitude indicating there is more research to be done to understand if, and how, crisis center availability and use are 
associated with changes in the involuntary emergency hold system.
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Introduction

Police hold a unique position as boundary spanners inter-
secting public safety and public health. The quintessential 
‘node’ where this intersection is readily observable are those 
involving serious mental health. Over the last two decades, 
concerted efforts have been made to improve mental health 
responses by improving officer awareness (Comartin et al., 
2019; Hacker & Horan, 2019; Soares & Pinto da Costa, 
2019; Wise et al., 2019), decision-making by way of crisis 
intervention training and mental health first aid (Comartin 
et al., 2019; Dalton et al., 2018; Kane et al., 2018; Watson 
et al., 2010, 2017), and modifying the interaction through 
some co-responding model (i.e., where an officer is co-
deployed with a behavioral health expert, or where a behav-
ioral health expert is deployed prior to an officer). Research 

shows mixed results (Borschmann et al., 2010; Kane et al., 
2018; Shapiro et al., 2015; Taheri, 2016; Teller et al., 2006), 
though largely results show improvements can be made in 
officer awareness, decision-making, and diversion when such 
interventions are targeted, leveraging a holistic response 
(Carson & Wellman, 2018; Chester et al., 2016; Enang et al., 
2019; Ullman, 2022; Wood, 2020). Embedded within this 
holistic response is the importance of examining and docu-
menting the influence of public health interventions (Pepler 
& Barber, 2021; van Dijk et al., 2017; van Dijk et al., 2019; 
White, 2021; Wood, 2020), which in concert with train-
ing and co-responding models could further complement 
improving police responses to serious mental health issues.

In 2018, Makin and colleagues examined the emergency 
hold (EH) petition process (involuntary civil commitment) 
in the state of Idaho. Results of this research revealed the use 
of the EH petition on the part of police officers were among 
the lowest of the qualified petitioners with 49% of petitions 
evaluated as congruent (p. 12). Interpretation of this result 
engaged research suggesting the outcome may be a result of 
population differences introducing bias when interpreting 
variability across petitioners, a training effect, wherein the 
diffusion of crisis intervention team training and messaging 
inadvertently conveyed a “when in doubt call” effect increas-
ing petitions and decreasing rates of congruence, and lastly, 
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the authors explored research suggesting expanding the 
officer “toolkit”, through non-legal means, suggesting the 
availability of community resources could improve the use 
of emergency hold petitions on the part of police officers.

In 2014, the Idaho legislature funded crisis centers as a 
community health intervention. Each of the seven behavioral 
health districts in Idaho employs a version of a crisis center. 
Six districts use standard crisis centers to supply substance 
use disorder and mental health services. These six centers 
are augmented by a Rural Crisis Center Network with three 
locations in more remote communities. Idaho staggered the 
implementation of these crisis centers, with the first center 
launching in December of 2014 and the final one in Novem-
ber 2019. Building from the work of Makin and colleagues 
(2018), this research examines if, and to what extent, the 
availability of a crisis center within a behavioral health dis-
trict is associated with measurable changes in police officer 
emergency hold petitions, rates of congruence with court-
ordered examiners, and petition outcomes, including the rate 
of dismissal and individuals committed. In what follows, we 
turn our attention to an overview of the literature associated 
with the intersection of public health and public safety, the 
emergency hold petitions or involuntary civil commitment 
process, responses implemented in the public safety sector, 
and the state of research on crisis centers as a community 
health intervention.

Literature Review

At the center of interest in the literature on the intersection 
of serious mental illness (SMI) and policing is the aware-
ness of increased interactions between the two groups (SMI 
individuals and police). Bittner’s seminal work on men-
tal health policing (1967) conceptualizes “skid-row” as a 
strange primordial place full of problematic people and rel-
egates their containment to the police. The mythos of skid-
row catches and contains all of the disorder of society and 
shifts the policing model from law enforcement to “peace 
keeping.” The author found that police are reluctant to make 
referrals or intervene with SMI crisis calls unless the indi-
vidual shows considerable evidence of SMI (Bittner, 1967). 
Another article conceptualizes the increase of police inter-
actions with SMI individuals around deinstitutionalization, 
a reduction of mental health care, and more rigorous legal 
standards for involuntary commitment to psychiatric hospi-
tals (Boyd & Kerr, 2016). Police as “streetcorner psychia-
trists” have less options to help SMI individuals, and people 
with SMI have more options for staying out of treatment 
and help. The research finds that whether officers choose to 
refer, commit, or arrest individuals with SMI largely comes 
down to officer discretion and available options (Teplin & 
Pruett, 1992).

Involuntary Commitment and Relevant Legislation

The modern precedent for involuntary commitment to a psy-
chiatric hospital comes from the Lanterman-Petris-Short Act 
(LPSA) of 1967. Written as a California state law by State 
Assemblyman Frank Lanterman with help from State Sena-
tors Nicholas Petris and Alan Short, the idea of the legisla-
tion spread to other states in America, and other states wrote 
and enacted similar legislation (Stone, 1975, pg. 60). The 
criteria for involuntary commitment in the LPSA are simple:

1) Danger to self—this criterion most often involves 
threats of self-harm or suicide,

2) Danger to others—this criterion most often involves 
threats or attempts to harm others,

3) Gravely disabled—this criterion most often involves 
inability to take care of oneself through eating enough food 
or maintaining proper housing (Warren, 1977).

A police officer or mental health clinician can recom-
mend someone meeting any of these criteria for initial 5150 
hold, which means the individual showing signs of SMI can 
be held for up to 72 h. During this hold, mental health pro-
fessionals will further examine the individual. If a mental 
health professional finds the person needs additional treat-
ment, or will be unwilling to receive voluntary treatment, 
a second hold (5250) can be filed for the SMI individual 
to be held for up to 14 days (California Office of Patients’ 
Rights, 2018).

Street‑Level Policing SMI Tactics

Street Triage

An interesting policing model in the UK that is being inves-
tigated is called “street triage.” The goal of street triage is 
lowering s136 detentions. A psychiatric nurse attends poten-
tial s136 calls with a police officer to supply immediate care, 
or to refer to other pathways of care when necessary. Often-
times, psychiatric nurses are stationed at the police station, 
where they can screen calls and attend s136 calls with police 
(Dyer et al., 2015; Rodgers et al., 2019). In one study, the 
street triage model in a single constabulary involved the fol-
lowing: a dedicated officer and psychiatric nurse who would 
attend s136 calls, a dedicated unmarked vehicle for the team, 
and designated uniforms—a standard police uniform and a 
lanyard and arm band designating the nurse. During the trial 
time for this study, s136 detentions dropped by 39% (Heslin 
et al., 2016). Because street triage cuts down on the amount 
of s136 detentions, it cuts down the money associated with 
them as well. One study found that over an eighteen-month 
period, the police force made 558 s136 detentions, while 
a street triage team for the same department made only 13 
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detentions. The cost difference of this is quite significant, 
amounting to £993,240 for the police force compared to just 
£23,140 for the street triage team (Dyer et al., 2015).

Dyer et al. (2015) comment on a few challenges to street 
triage, noting “self-presenters,” repeat referrals, and tension 
between agencies. Self-presenters are people who present 
willingly to police for help but are taken to the hospital dur-
ing times when the street triage team is unavailable. Some 
officers were noted for bypassing the street triage team alto-
gether, opting for a quicker route of dealing with the prob-
lem. A similar problem are the repeat referrals. Although 
street triage helps people overcome their problems related 
to mental health crisis or substance misuse, it doesn’t incen-
tivize them to make lasting change (Comartin et al., 2019). 
Finally, the tension between agencies has to do with disa-
greement about what needed to be done. An existing model 
before street triage (crisis teams) was seen as the paragon of 
providing mental health crisis assistance for the police, but 
the crisis teams were phased out. Street triage and the model 
that not everyone needs to be detained is not a model that 
all cooperating agencies (police, medical and mental health 
professional, social services) agree with (Dyer et al., 2015).

Crisis Intervention Teams and Co‑Responding Units

The idea for co-response is that mental health professionals 
either offer assistance over the phone or are dispatched to 
the call with officers to help on location; this is similar to 
the street triage model in the UK (Dyer et al., 2015). Co-
response is believed to increase cooperation between police 
agencies and mental health providers and increases police 
knowledge of mental illness as a byproduct rather than overt 
training. Similar to the CIT model, the idea is to have a 
specially trained officer and mental health professional on 
a shift to ease up call volume for other officers on the shift 
(Lamanna et al., 2018). While plenty of research has been 
done on the CIT model, the co-responding model is lacking 
in the amount of literature available (Boscarato et al., 2014; 
Shapiro et al., 2015). A meta-analysis on the co-respond-
ing units model found that while mental health providers 
felt safer answering mental health calls with officers, law 
enforcement officers did not feel that the co-response was 
necessary. The co-responding model has been found to lower 
arrest rates for SMI individuals, and lower time spent on 
calls, but it is not the perception of some officers in co-
responding units (Boyd & Kerr, 2016; Shapiro et al., 2015). 
More research has been called for on co-responding units 
(Forchuk et al., 2010).

One study on co-responding units determined that men 
and women in mental health crisis used the crisis response 
option almost evenly in their sample (50% and 48% respec-
tively). Of diagnoses uncovered from the data, psychotic 
disorders ranged among the highest (42.9%), and nearly a 

third of the sample were repeat consumers of the program 
(29.9%). Co-responding units were more likely to escort 
people on their calls to a psychiatric hospital than police-
only units, but police-only units were more likely to initiate 
involuntary holds from their calls (Lamanna et al., 2018). 
Another unit found that co-responding units both increases 
the hospitalization and involuntary commitment of SMI 
individuals, as well as decreases use of force incidents. It 
increases referral to community resources and helps people 
find help within their own social network (Blais et al., 2020).

Crisis Centers

Central to the police intervention models for people with 
SMI are crisis centers. A policy analysis of Vancouver Police 
Department’s response to mental health service calls found 
that the police were more interested in increased police pres-
ence in the area of the mental health calls rather than com-
munity resources for SMI individuals. The justification for 
this is so that those visiting and living in the area would 
feel safer. This model and justification came at the ignor-
ing of multiple community services available for individuals 
with SMI (Boyd & Kerr, 2016). Rather than focusing on 
a paradigm of competition between the police and a tran-
sient population of individuals with SMI, the public health 
literature shifts to a focus community resources and recov-
ery as the priority. The principle of this model is to relieve 
care from psychiatric and specialist care, and shift focus to 
primary care. However, recovery is not a standard measure 
for care, and so mental health consumers may experience 
disparate outcomes, resulting in a variety of outcomes on a 
community level (Battersby & Morrow, 2012). A collabo-
rative community level of recovery, coupled with a chronic 
illness model of care, has been a public health exhortation 
for over fifteen years (Jacobson & Greenley, 2001; Lester 
& Gask, 2006).

An alternate point of contact for individuals with SMI 
apart is through calling a crisis hotline (Ingram et al., 2007). 
The crisis hotline can alert crisis services, which can then 
respond to the mental health crisis, and then take the indi-
vidual with SMI to the physical location—the crisis center 
(Steadman et  al., 2001). A systematic review found no 
standard measure of what a “frequent” caller is, and mixed 
results of how studies of crisis hotlines define. Some were 
as low as eight times a month, but some thresholds were as 
high as twenty times a month. Analysis of covariates of fre-
quent callers find suicidality and self-harm were commonly 
found with frequent callers, as well as anxiety and panic 
disorders. Other covariates included loneliness, physical ill-
ness or disability, and having seen a psychiatrist in the last 
month (Mishara et al., 2022). Further hotline studies have 
found an increase of calls to crisis hotlines in the wake of the 
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COVID-19 pandemic and restrictive government lockdowns. 
The pandemic has influenced mental health, and the rise in 
crisis hotline volume shows this (Arendt et al., 2020). Three 
out of four callers to a hotline were found with newly onset 
anxiety or insomnia from fear of exposure to COVID-19. 
The hotline was able to refer 86% of callers who needed help 
to telehealth options for mental health counseling (Abdullah 
et al., 2021).

The availability of care through crisis centers is on the 
rise. A study of crisis centers from 2001 to 2007 found an 
increase in the number of centers, and the amount of peo-
ple receiving services from them. A total of crisis centers 
between 2001 and 2007 rose from 748 to 1067, and the ser-
vice reach increased from 1,223,408 to 2,738,408 encoun-
ters. The same study found that by 2007, 77% of these 
crisis centers offered mental health services, 51% offered 
substance abuse treatment, but only 20% offered 24-h cri-
sis intervention services (Wells et al., 2010). While crisis 
centers are a common and expanding mode of service for 
helping people in crisis, there is a lack of literature on them. 
One study referred to them as the “black box” of the service 
sector (Edmond et al., 2020). This may be from the small 
and community nature of these centers, or that taboo nature 
of the services they provide. Crisis centers specialize in a 
service for those who need it—the most common of these 
centers are mental health crisis (most commonly suicide or 
self-harm), substance abuse problems, or victims of rape 
or sexual violence (Forchuk et al., 2010; Steadman et al., 
2001).

The Impact of Crisis Centers

The impact of crisis centers in particular is hard to conceptu-
alize on a community level. It is easy to talk about their need 
in the terms of mental health crisis and SMI, but it is hard 
to generalize about their impact. Other measures of lack of 
availability of mental health and psychiatric care and their 
impact are worth considering here. A study suggested a gen-
eral shortage of mental health professionals. An estimate of 
18% of counties in America had some unmet need in terms 
of mental health care, and 77% of counties lacked mental 
health prescribers (psychiatrists; Thomas et al, 2009). In 
the same study, this unmet need corresponded with rural 
areas of America, while met need corresponded with areas 
of America with higher income (Thomas et al., 2009). One 
study conceptualized availability of psychiatric care as avail-
ability of psychiatric beds, and conceptualized rates of SMI 
as suicide rates. A decrease of one available psychiatric bed 
per 100,000 individuals resulted in an estimate of a decrease 
of 1818 beds nationwide. The estimate of decrease of one 
psychiatric bed corresponded with 45 suicides per year 
(Yoon & Bruckner, 2009).

The availability of these crisis centers is critical in help-
ing individuals in crisis. A systematic review of prearrest 
diversion for individuals in mental health crisis found that 
those who received help at crisis centers were more likely 
to be prescribed medication and receive counseling for their 
mental illness. However, arrest outcomes were inconclusive, 
as one intervention group showed reduced risk for arrest, 
while others showed increased risk for arrest. (Schucan Bird 
& Shemilt, 2019). A review of three crisis centers showed 
estimates between 450 and 1150 people came through the 
crisis centers each year, and that 20–70% of those that came 
through the centers were referrals or direct transports from 
police officers. While the review did not provide direct out-
come measures, the high amount of people coming through 
the crisis centers, and especially the referrals or direct 
transports from law enforcement suggest that the police-
community collaboration can be a success. The effective 
principles outlined in the review are central crisis center 
location, police-friendly procedures (no refusal and quick 
intake), legal underpinnings to make police referral and 
access simple, training for mental health professionals and 
law enforcement (mostly referring to the CIT training here), 
and referral of SMI individuals to community resources after 
their crisis center experience (Steadman et al., 2001).

Mental Health and Crisis Centers in Idaho

Idaho is divided into seven regions for public health pur-
poses, and therefore has seven major crisis centers. These are 
the Northern Idaho Crisis Center (NICC) in Coeur d’Alene; 
the Pathways Community Crisis Center of Southwest Idaho 
(PCCCSI) of Boise; The South East Idaho Behavioral Cri-
sis Center (SEIBCC) of Pocatello; the Rural Crisis Center 
Network (RCCN), which is spread across five counties just 
south of the panhandle of Idaho, including Latah, Nez Perce, 
Lewis, Idaho, and Clearwater counties; the Crisis Center 
of South Central Idaho (CCSCI) of Twin Falls, Idaho; the 
Western Idaho Community Crisis Center (WIDCCC) of 
Caldwell, Idaho; and the Behavioral Health Crisis Center of 
East Idaho (BHCC) of Idaho Falls, Idaho. The data for these 
crisis centers do not appear consistently collected by the 
IDHW. Table 1 covers the data put forth in the 2021 State 
Behavioral Health Planning Council Governor’s Report. The 
2021 State Behavioral Health Planning Council Governor’s 
Report seems to be the available report for any collection of 
crisis center data from 2020 and 2021 (State of mind, 2021). 
Other reports from individual crisis centers were encoun-
tered, but they were either from a different year, or only for 
a certain quarter of 2020 or 2021 (2016 annual report, 2016; 
Quarter Four 2020–2021, 2021; 2nd quarter report, 2021).

Other variables collected by different crisis cent-
ers according to the report included total admission and 
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non-episode contacts, percentages of referral sources (i.e. 
self-referred, hospital, or law enforcement), type of admis-
sion (mental health crisis, substance use, or sexual violence), 
average stays for different types of referrals, average square 
miles that the crisis center covered, contacts helped via 
telephone, admission decreases, and admission screening 
categories (mental health crisis, co-occurring disorders, sub-
stance use). According to the 2021 Governor’s Report, the 
WIDCCC submitted decreased admission rates but not total 
admission rates, and only the PCCCSI provided cost savings 
rates. The PCCCSI estimated that their services saved an 
average of $1000 per mental health call for the police. This 
estimate was based off the costs to dispatch four officers, 
one fire truck, and one ambulance, as well as a transport to 
a hospital (State of mind, 2021).

Idaho seems committed to treatment of SMI through psy-
chiatric hospitals. In May 2021, State Hospital West (SHW) 
opened in Nampa. This new hospital (SHW) is an adoles-
cent unit, designed to treat patients ages 12–17. This unit 
replaced the adolescent unit at State Hospital South (SHS) 
in Blackfoot, which used the new space to free up more beds 
to treat more individuals with SMI. There are three psy-
chiatric hospitals in Idaho—SHW, SHS, and State Hospital 
North (SHN), which is in Orofino. State Hospital West is 
the smallest of the hospitals, is the only adolescent-specific 

hospital, and has 16 beds, SHN is the next largest with 60 
adult beds, and SHS is the largest hospital, with 110 adult 
beds, and 42 skilled nursing home beds (Jeppeson et al., 
2021). Idaho has a hotline called “2-1-1 Idaho Careline” 
for referring individuals who need crisis care or community 
resources. Idaho also has the Idaho Suicide Prevention Hot-
line, which is a state-specific hotline that individuals in crisis 
can call or text message. (Idaho crisis & suicide hotline, 
2022; Sewell, 2020). The Idaho Suicide Prevention Hotline 
has had approximately 81,000 contacts since 2012 (State 
of mind, 2021). Notably, Idaho plans to launch a crisis line 
for behavioral health crisis and suicide prevention in July 
2022. This hotline (9-8-8) will help those in crisis find com-
munity resources and access to treatment during their crisis 
and ongoing treatment for mental health problems (Hadley, 
2022; State of mind, 2021). For monthly data by region on 
police and medical holds from 2019 to the current month, 
please review the mental health public dashboards available 
through the IDHW Division of Behavioral Health (Mental 
health dashboards, 2022).

Methods

In partnership with the Idaho Department of Health and 
Welfare Division of Behavioral Health, data for this study 
represent emergency hold petitions, as made by police offic-
ers between 2010 and 2020. These measures are monthly 
and were labeled by the Behavioral Health District where the 
petition originated. There were 22,619 petitions submitted 
by police officers. Table 2 provides the descriptive statistics 
associated with petitions made, the percentage of petitions 
evaluated as not meeting the legal criteria for an involuntary 
hold, the number of outcomes dismissed, and total number 
of petitions where the disposition resulted in a commitment. 
As the purpose of this research is to document to what extent 
the availability of a crisis center within a behavioral health 
district is associated with changes in petitions for emergency 
holds, as made by police officers, the independent variable is 

Table 1  Behavioral health districts data

Total admissions Weekly 
admissions 
stay

Daily 
admis-
sions

Average hours

NICC ND ND ND ND
PCCCSI 1715 33 ND ND
SEIBCC 2185 12.5 182 6
RCCN 612 ND ND 4.5
CCSCI ND ND ND ND
WIDCCC ND ND ND ND
BHCC 2762 ND ND ND

Table 2  Descriptive statistics for outcome measures by behavioral health district (mean) (2010–2020)

Behavioral 
health district

Crisis center 
available

Police emergency 
hold petition

Police emergency hold peti-
tion negative percentage

Police EMERGENCY HOLD 
OUTCOME DISMISSED

Police emergency hold 
outcome commitment

BHD A 2015 34.02 0.62 2.35 4.34
BHD B 2019 6.06 0.67 1.41 0.81
BHD C 2019 45.18 0.34 32.00 6.70
BHD D 2017 71.11 0.53 4.20 10.92
BHD E 2016 5.41 0.43 0.10 1.14
BHD F 2019 3.44 0.42 0.08 1.55
BHD G 2014 6.14 0.31 0.49 2.16
Total 24.48 0.48 5.81 3.95
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the date the crisis center was active. As a layer of obfusca-
tion, we present the year the crisis center was available for 
each behavioral health district, though the specific month of 
operational availability is included in each model. Due to the 
staggered rollout, three of the behavioral health district crisis 
centers were not implemented until 2019 leaving a limited 
period of observation suitable for analysis. The Washington 
State University (WSU) institutional review board approved 
the protocol used in the study. There are no known conflicts 
of interest, and all authors certify responsibility for the mate-
rial contained in the study.

Analytical Plan
Given the purpose of this research is documenting if, and 
to what extent, the availability of a crisis center is associ-
ated with changes in the use of emergency hold petitions by 
police officers, we employ interrupted time series analysis 
(ITSA). Developed by Linden (2015), ITSA relies on ordi-
nary least squares (OLS) regression and is available as a 
downloadable package in Stata. All models were analyzed in 
version 17 of Stata. Linden (2015) defines the single group 
and multiple-group interrupted time-series analysis regres-
sion series model as follows:

Single Group

As described by Linden (2015) and as summarized by Makin 
and Bowers (2020), Yt is the emergency hold petition out-
come and is measured monthly (t). Xt is the intervention 
(date the crisis center is available), and XtTt signifies the 
interaction between the time measurement and the interven-
tion. β0 represents the intercept, or starting point, which is 
January 2010. β1 assesses represents the slope between the 
intercept and the availability of the crisis center. β2 indicates 
the effect of the immediate effects of the implementation, 
β3 while represents the difference immediately following 
the intervention. For ease of interpretation, there are three 
primary variables of interest _t (trend prior to implementa-
tion), _x (direct effect of the implementation), and _xt (post 
intervention trends).

Multi‑Group

As described by Linden (2015), and as summarized by 
Makin et al, (2021), Yt is the outcome variable at each time 
point, the first four terms (β0 through β3XtTt) represent 

Yt = �0 + �1T1 + �2Xt + �3XtTt

Yt = b0 + b1Tt + b2Xt + b3XtTt + b4Z + b5ZTt

+b6ZXt + b7ZXtTt

the comparison group, and the last four terms (β4 through 
β7ZXtTt) represent the interaction of the treatment group. 
β0 is the starting point, or intercept, of the outcome vari-
able for the comparison group, whereas β4Z represents the 
difference in starting points between the comparison group 
and the treatment group. Tt is the variable for how many 
time units (in this analysis months) have passed since the 
initial measurement. Xt is a dummy variable used to indi-
cate the intervention, where any time at or after the time of 
intervention is 1 and everything before the intervention is 0. 
XtTt0 is an interaction term between the time measurement 
and the intervention. Z is a dummy variable to indicate the 
treatment group (1) and the comparison group (0). The final 
three terms in the model are the interaction of the treatment 
group with the regression terms previously described. β5 
through β7 indicate the difference between the comparison 
group and the treatment group outcome variable slopes prior 
to the intervention, immediately following the implementa-
tion of the intervention, and over time post-intervention. All 
models are adjusted to account for heteroskedasticity issues 
and seasonality using the Prais transformation command and 
monthly controls.

Unfortunately, given the staggered nature of the rollout 
of the crisis centers in Idaho, and as depicted in the descrip-
tive statistics, many of the behavioral health districts are not 
comparable, nor suitable for synthetic controls. As such, we 
were unable to employ a multi-group ITSA. Several alterna-
tive modeling approaches were tried, though there were con-
cerns over biased estimates. For example, we suppressed the 
years 2019 and 2020 from the period of analysis to compare 
BHD C and BHD D (note BHB C deployed a crisis center in 
2019). The initial mean level difference and mean baseline 
slop are significantly different indicating BHB C is not com-
parable with BHB D. However, this solution did allow for 
comparison of BHD G and BHD F. For ease of presentation, 
we present the results of the single group ITSA, and discuss 
the supplemental analysis in the text.

Results

The availability of a crisis center in a behavioral health dis-
trict does not show consistent effects on the use of emer-
gency hold petitions. Table 3 depicts the trends in emergency 
hold petitions made by police in four of the seven behavio-
ral health districts and the immediate and post-intervention 
trend associated with the availability of the crisis center. 
Results show there are regional variation in the trends, with 
two of the four behavioral health districts (A & D) showing 
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an upward trend in petitions prior to availability and two 
showing decreasing trends (E and G). Marginal significance 
is associated with the immediate effect of the availability of 
the crisis center in BHD E, showing a decrease the month of 
availability (− 2.98, p < 0.10). The post-trend shows mixed 
results with a decrease in petitions by police in BHD A, an 
increase in BHD G, and no effect in the remaining districts. 
The transformed Durbin-Watson statistics corrected issues 
with autocorrelation showing slight positive autocorrelation 
for three of the four districts with slight negative autocorre-
lation for BHD G (Durbin-Watson Statistics should be close 
to a value of 2).

Recall prior research finds that petitions for emergency 
hold are more often evaluated by designated examiners as 
negative (see, Makin et al., 2018). Given crisis centers are 
believed to act in a diversionary manner, it has been hypoth-
esized the availability of a crisis center would be associated 
with decreases in the percentage of petitions deemed nega-
tive. Table 4 shows the results of the ITSA demonstrating 
there are no immediate or post-intervention trends associated 
with the availability of a crisis center. These results are con-
sistent across all of the behavioral health districts.

As shown in Table 5, increasing trends in emergency hold 
petitions dismissed by a judge were associated with two of 
the four districts (A and D). The immediate effect of a crisis 
center shows a substantial decrease in district D (− 2.31, 
p < 0.05), though was not associated with a post-intervention 
trend. However, district A did not experience an immedi-
ate intervention effect, though shows a decrease in petitions 
dismissed (− 0.06, p < 0.001).

Lastly, we looked at changes in disposition. Specifi-
cally, if the availability of a crisis center is associated with 
changes in commitment. As shown in Table 6, results are 
mixed with effects documented across each behavioral 
health district, though the direction and magnitude of 
those effects vary. Trends in district A do not show an 
immediate intervention effect, though the availability 
of a crisis center in the district is associated with slight 
decreases in the use of commitment (− 0.04, p < 0.05). 
District D shows an increasing pre-intervention trend 

(0.09, p < 0.001), and a decreasing post-intervention 
trend (*0.011, p < 0.10). District E shows an inverse with 
a decreasing pre-intervention trend (− 0.04, p < 0.001), 
and an increasing post-intervention trend (0.04, p < 0.001). 
Lastly, District G shows a decreasing pre-intervention 
trend (− 0.08, p < 0.001), an immediate intervention effect 

Table 3  Interrupted time-series 
models of crisis center on police 
emergency hold petition

 + p < .10, * p < .05, ** p < .01, ***p < .001, Monthly Controls for Seasonality

Variable BHD A BHD D BHD E BHD G

Pre-intervention time trend 0.27***
(0.07)

0.45***
(0.05)

− 0.08**
(0.03)

− 0.10**
(0.03)

Immediate intervention change − 0.49
(3.31)

1.93
(4.40)

− 2.98 + 
(1.63)

− 0.09
(0.98)

Post-intervention trend − 0.36***
(0.10)

0.11
(0.19)

0.05
(0.05)

0.16***
(0.04)

Intercept 23.17***
(3.21)

50.01***
(3.48)

11.94***
(1.48)

9.70***
(1.29)

Transformed Durbin-Watson 2.12 2.08 2.39 1.97

Table 4  Interrupted Time-series models of crisis center on police 
emergency hold petition negative percentage

 + p < .10, * p < .05, ** p < .01, ***p < .001, Monthly Controls for 
Seasonality

Variable BHD A BHD D BHD E BHD G

Pre-intervention time trend 0.00
(0.00)

0.00***
(0.00)

0.01***
(0.00)

0.00 + 
(0.00)

Immediate intervention 
change

0.03
(0.06)

0.01
(0.03)

− 0.12
(0.17)

− 0.09
(0.07)

Post-intervention trend 0.00
(0.00)

0.00
(0.00)

− 0.01
(0.01)

0.00
(0.00)

Intercept 0.64***
(0.06)

0.65***
(0.03)

0.15
(0.09)

0.18**
(0.06)

Transformed Durbin-
Watson

2.33 1.99 1.45 1.99

Table 5  Interrupted Time-series models of crisis center on police 
emergency hold petition dismissed

 + p < .10, * p < .05, ** p < .01, ***p < .001, monthly controls for sea-
sonality

Variable BHD A BHD D BHD E BHD G

Pre-Intervention Time 
Trend

0.02*
(0.01)

0.05***
(0.01)

0.00
(0.00)

0.00
(0.01)

Immediate Intervention 
Change

0.75
(0.61)

− 2.31*
(1.08)

0.02
(0.11)

− 0.20
(0.28)

Post-Intervention Trend − 0.06***
(0.02)

− 0.01
(0.04)

0.00
(0.00)

0.01
(0.01)

Intercept 1.40***
(0.58)

1.63*
(1.08)

0.23
(0.19)

0.87**
(0.31)

Transformed Durbin-
Watson

1.98 1.95 2.06 1.96
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(0.91, p < 0.10), and an increasing post-intervention trend 
(0.08, p < 0.02).

Results of the multiple-group ITSA, comparing Dis-
tricts G (Control) and F (Intervention) show no effect at 
the month of the intervention or the post-trend interven-
tion in comparison to the control. However, there is an 
immediate effect at the month of the intervention, when 
compared to the control, showing an immediate decrease 
(− 0.33, p < 0.01). There is no detectable influence of the 
availability of a crisis center and changes in petitions dis-
missed, nor committed. These results show the importance 
of integrating an equivalent control group into the analy-
sis, as the single-group ITSA indicated marginal effects 
that were statistically significant. The use of commitment 
was decreasing at equivalent rates for both districts, and 
flat post the intervention. Figure 1 visualizes the patterns 
for the respective districts.

Discussion

The goal of this study was to explore the effect of the avail-
ability of a crisis center on police officer petitions for emer-
gency holds in Idaho. Results show mixed associations on 
the availability of crisis centers in a behavioral health dis-
trict. In terms of the level and slope of the intervention, 
results are marginal, though there are clear variation across 
districts with reductions in petitions in one district and an 
increasing trend in another. Placing these results within the 
existing body of literature further supports the importance 
of isolating and examining the contexts and constraints 
associated with individual decision-making on the part of 
the officer. As Woods and Beierschmitt (2014) explored in 
their mixed-method study of officer decision-making, con-
text matters (p. 446). They argue that it is critical to link 
knowledge systems, including the street level knowledge 

Table 6  Interrupted Time-series 
models of crisis center on police 
emergency hold commitment

+ p < .10, *p < .05, **p < .01, ***p < .001, monthly controls for seasonality

Variable BHD A BHD D BHD E BHD G

Pre-intervention time trend 0.00
(0.01)

0.09***
(0.02)

− 0.04***
(0.01)

− 0.08***
(0.02)

Immediate intervention change 0.67
(0.77)

1.10
(1.73)

0.38
(0.31)

0.91 + 
(0.49)

Post-intervention trend − 0.04*
(0.02)

− 0.11 + 
(0.06)

0.04***
(0.01)

0.08***
(0.02)

Intercept 5.15***
(0.80)

6.35
(1.15)

3.55***
(0.51)

5.19***
(0.64)

Transformed Durbin-Watson 2.06 1.99 2.02 1.99

Fig. 1  Use of commitment
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of officers doing the direct engagement and the knowledge 
from organizational data systems (p. 446).

As with other situations, officers have an array of options 
to choose from as they handle situations and make decisions 
during mental-health related encounters. Early research by 
Bittner (1967) suggests that police conduct “psychiatric first 
aid” and act as situational problem solvers with the goal 
of providing safety and normalcy to a given encounter. To 
do so, officers engage in a process of communication and 
interaction. This interaction is inevitably impacted by vari-
ous contextual factors all complicated by the intersection of 
law enforcement and mental health/social services in which 
police operate. Practically, police deal with a range of situ-
ations and serve people with a range of needs from day-to-
day. The decision police make to transport an individual to 
a crisis center rather than submitting them for an emergency 
mental health hold or vice versa could be guided by their 
desire and discretion to minimize the negative conditions 
of their work (Lipsky, 2010). For example, Charette et al. 
(2014) found that police interventions involving individu-
als with mental illnesses used 87 percent more resources 
than interventions involving those without, and their anal-
ysis included the calculation of time spent in response to 
both populations. The impact of the daily realities on police 
work and decision-making, in this case the utilization of 
crisis centers as a diversionary option instead of emergency 
services, should further be explored by incorporating the 
perspective of those conducting the work on the ground.

Another practical explanation in understanding this 
phenomenon includes the impact of training on police 
decision-making during encounters involving people with 
mental illnesses. Although as described in previous sec-
tions, the effectiveness of CIT training has been explored, 
other training and guidance provided to officers must be 
understood to understand how officer’s make decisions 
in each situation. This point is noted by Krameddine and 
Silverstone (2015) who argue that the focus of trainings 
and evaluations of those trainings needs to be on changing 
behaviors rather than just attitudes towards people with 
mental illnesses. Bahora et al. (2008) who distributed 
surveys to analyze the impact of CIT training on police 
self-efficacy and social distance also suggest that more 
research is needed on officer level outcomes. Analyzing 
the impact of police training on in-field behavior change 
is difficult for numerous reasons. Notably are the qualita-
tive methodological challenges in terms of gaining access 
to such population (Nix et al., 2019) and the complexity 
and inconsistencies across policing-mental health data-
bases (Earley, 2007). Police agencies vary in terms of 
trainings provided to officers and resources expended on 
certain concerns. The current study and the findings high-
light the need to analyze and evaluate the training (formal) 
and guidance (informal) officers receive across the state of 

Idaho regarding the use of emergency holds versus crisis 
centers. Further, the priorities and approaches to respond-
ing to individuals with mental illnesses within each agency 
exist against a backdrop of several other contextual fac-
tors—including the availability of a crisis center.

To conceptualize the extent of contextual influences 
on police decision-making during encounters with people 
who have mental illnesses, Morabito (2007) (drawing on 
Bittner, 1967) suggests that three different contextual layers 
(referred to as horizons) come into play; scenic, temporal, 
and manipulative horizons. The scenic horizon incorporates 
the characteristics of the community, offender and incident 
shaping an officer’s discretion. In this case, the frequency 
of repeat contacts and the nature of the relationship that has 
been established between the police and a specific individual 
could influence the outcome of the situation. The temporal 
horizon includes police knowledge that goes beyond the spe-
cific incident. For example, this may include officer knowl-
edge of resource availability. Although crisis centers exist 
as a physical location, officers may be in tune to bed and/or 
staffing shortages that impede meeting the immediate needs 
of the individual. The working relationships with involved 
agencies (police, crisis center staff and emergency services 
staff) may also factor into decision making at this level.

Lastly, the manipulative horizon involves the immediate 
incident and officer/community safety concerns. It is possi-
ble that police are interacting with a different population that 
is not suitable for a crisis center. This decision may be influ-
enced by an officer’s concern for community or their own 
safety during the encounter. If an individual is causing an 
immediate disruption, the officer’s choice may be reflective 
of the quickest solution to the problem. Being that a major 
role of the police is to respond to calls for service and issues 
that arise within the community, if the situation warrants 
police attention it may be indicative of more severe situa-
tions. The mixed results of the current study indicate that the 
implementation of crisis centers does not result in consistent 
decreases in negative petitions for emergency mental health 
holds across the regions, highlighting the need to explore 
the impact of contexts. To better understand why, how, and 
in what way officers decide to utilize diversionary options 
requires a mixed method approach, informed by our current 
results. Transitioning to a qualitative approach will provide 
valuable insight to the inconsistency observed in the present 
findings.

The overlap between criminal justice, specifically polic-
ing, and mental health domains has been extensively noted, 
demonstrating the need for research that thoroughly explores 
the complexity of this intersection. The current study con-
tributes to empirical research and practical efforts by fur-
ther aligning policing and public health discussions aimed at 
improving the handling, treatment, and processing of people 
with mental illnesses.
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Limitations and Future Research

While our results do not find a direct effect on the avail-
ability of crisis centers on police officer petitions for 
emergency holds, there are limitations that must be con-
sidered when interpreting these results. First, these data 
are monthly measures lacking individual and situational 
variables that may reveal the conditions under which 
there may be an effect. That is, the convergence of indi-
vidual level characteristics and environmental factors or 
what Wood and Beierschmitt (2014) identify as a transi-
tion from “places” to “cases” may reveal situations where 
the availability of a crisis center contributed to improved 
officer decision-making. Relatedly, a critical missing data 
point is the use of the crisis centers, which is a required 
element to study diversion. It is possible the availability 
of a crisis center is acting to divert individuals from this 
formal process, though our inability to track individuals 
obscures the impact. For the present study, we were unable 
to track the number of admissions to each crisis center, nor 
track individual pathways. For example, when analyzed at 
the individual level, it would be possible to examine how 
an individual moves within and between the crisis center 
and emergency hold systems. Research capable of engag-
ing these data sets would enable examinations isolating 
under what conditions crisis center availability improves 
individual outcomes—reducing the cycling individuals 
experience between the public safety and public health 
systems.

The integration of public health and public safety data 
sets would allow for a more direct measure of relation-
ships between crisis centers in a community and individual 
level outcomes. Wood and Watson (2017) introduced the 
importance of integrated data sets in better isolating and 
documenting the effects of interventions aimed to improve 
interactions and outcomes of those impacted by mental 
illness. Embedded within these data sets is a need to rede-
fine organizational success (Garland, 2012) modifying 
data collection practices to standardize and collect out-
come measures beyond the use of the system to expand 
to the reliable collection of measures associated with the 
experience. Krameddine and Silverstone (2015) included 
data elements specific to police, and while their study 
focused on improving training efficacy, it demonstrates the 
importance of data collection across the process to better 
understand the predictors associated with the decision to 
petition an individual for an emergency hold and the deci-
sion to refer a person to the crisis center. Our inability to 
engage the crisis center data, nor track individuals as they 
transition within and between the community health and 
public safety is a limitation of the present study, and a key 
area of future research.

Conclusion

The last two decades have experienced a concerted effort 
to improve police interactions and outcomes associated 
with those experiencing serious mental illness. As bound-
ary spanners, police officers and their organizations become 
tasked with making critical decisions that directly influence 
the trajectory of a vulnerable population. Police organi-
zations, by their very nature, focus on short term results 
because they are both immediate and practical—given their 
operating constraints. The availability of a crisis centers 
was believed to impart an expansion to the officer ‘toolkit’ 
affording officers a diversionary outlet in lieu of a formal 
legal process. While our results are mixed, they supply a 
direction for future research moving beyond an “if” analysis 
to examine “when” the availability of a crisis center influ-
ences the interaction and outcome of these contacts. There 
is an increasing call to reimagine policing within a public 
health lens (see. Bucerius et al., 2021). Embedded within 
this public health ideology is a reorientation towards holis-
tic responsivity that is outcome focused on the individual 
(the case management approach), leverages improvements 
in local community resourcing, is contextually aware, inno-
vative (looking to improve processes and outcomes) and 
mindful of equity.

The implementation of crisis centers in Idaho may 
not have achieved the immediate goals of diversion from 
the emergency hold system, though this is a crucial step 
towards investing in communities. This research is a first 
of many that will explore the direct and indirect effects of 
crisis center availability on police practice or public safety 
more broadly. As data collection efforts improve and can 
be supplemented with primary data collection at the officer 
level, it will allow for a better understanding around when 
and how crisis centers are associated with improvement by 
focusing on individual level outcomes and disrupting the 
cycling involving those with serious mental health illness 
who interact with the police.
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