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I. PURPOSE

The purpose of this directive is to provide guidance to all personnel when dealing 

with persons who may be experiencing or suffering from psychiatric or cognitive 

disabilities.  Training matters and issues relating to the Americans with 

Disabilities Act (ADA) are outlined to ensure the equitable treatment of 

persons suffering from disabilities. 

II. POLICY

Department personnel will often encounter persons who may suffer from 

psychiatric or cognitive disabilities.  Unexpected actions taken by some 

individuals with disabilities may be misconstrued by officers as suspicious, illegal 

or uncooperative activity or behavior.  Therefore, officers must be aware of 

typical behaviors presented by persons with psychiatric or cognitive disabilities.  

Training, sensitivity, and awareness will help ensure equitable treatment of 

individuals with disabilities as well as effective law enforcement.  Personnel may, 

of course, respond appropriately to real threats to health or safety, even if an 

individual’s actions result from his or her disability.   However, it is important 

that personnel are trained to distinguish behaviors that pose a real risk from 

behaviors that do not.  Although sworn personnel will primarily be the first 

contact with persons experiencing these disabilities, the contents of this directive 

also apply to civilian support staff. 

III. DEFINITIONS

A. Cognitive Disability

Within the context of this directive, “cognitive disability” is a broad term 

that refers to a disability in which the individual experiences greater 

difficulty with one or more types of mental tasks than the average person. 

Most cognitive disabilities have some sort of basis in the biology or 

physiology of the individual.  The connection between a person's biology 

and mental processes is most obvious in the case of traumatic brain injury 

and genetic disorders, but even the more subtle cognitive disabilities often 

have a basis in the structure or chemistry of the brain.  While sometimes 

presenting similar behaviors, conditions such as intoxication or the 

temporary impairment that results from drug or alcohol use would not 

qualify as a cognitive disability for the purposes of this definition. 
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B. Mental Disorder

Within the context of this directive, the term “mental disorder” refers (as 
defined by Maryland State law §10-620, Health-General Article) to 
behavioral or other symptoms that indicate, to a lay person, a clear 
disturbance in the mental functioning of another individual.  Mental 
retardation is not included within this definition.

C. Mental Illness

Within the context of this directive, the term “mental illness” refers to any 
of various conditions characterized by impairment of an individual’s 
normal cognitive, emotional, or behavioral functioning, to include 
disorders such as schizophrenia, schizoaffective disorder, bi-polar 
disorder, obsessive-compulsive disorder, panic and severe anxiety 
disorders, attention deficit/hyperactivity disorder, borderline personality 
disorder, and other such severe, persistent conditions that affect the brain. 

IV. PROCEDURE

A. General Provisions

1. Mental disorders and cognitive disabilities are often difficult for

even the trained professional to conclusively diagnose without

extensive evaluation.  Department personnel are not expected to

immediately determine the specific mental, emotional or

physiological condition being presented, but rather to recognize

behavior that is potentially destructive or dangerous to the

disturbed person or others.

2. Personnel should evaluate demonstrated behavior in the total

context of the situation when making judgments concerning an

individual’s mental state and the need for intervention absent the

commission of a crime.

a. Degree of reactions: Mentally ill persons may show signs

of strong and unrelenting fear of persons, places, or things.

The fear of people or crowds, for example, may make the

individual extremely reclusive or aggressive without

apparent provocation.

b. Appropriateness of behavior: An individual who

demonstrates extremely inappropriate behavior for a given

context may potentially be emotionally ill.  For example, a

motorist who vents their frustration in a traffic jam by

physically attacking another motorist may be emotionally

unstable.

c. Extreme rigidity or inflexibility: Emotionally ill persons
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may be easily frustrated in new or unforeseen 

circumstances and may demonstrate inappropriate or 

aggressive behavior in dealing with the situation. 

3. Not all mentally ill persons are dangerous.  Some mentally ill

persons may represent danger only under certain circumstances or

conditions.  Personnel may use several indicators to determine

whether an apparently mentally ill person represents an immediate

or potential danger, including:

a. The availability of weapons;

b. Statements made by the person that indicate the individual

is prepared to commit a violent or dangerous act;

c. A personal history that reflects prior violence under similar

or related circumstances;

i. The person’s history may be known to the officer,

family, friends, or neighbors.

ii. Personnel should attempt to solicit relevant

information from sources available at the time.

d. Signs of a lack of self control, including:

i. Extreme agitation, inability to sit still or

communicate effectively, wide eyes, and rambling

thoughts;

 ii Clutching objects to maintain control;

iii. Begging to be left alone or offering frantic

assurances that there is not a problem.

4. These disorders can profoundly disrupt a person’s thinking,

feelings, moods, ability to relate to others, and capacity for coping

with the demands of life.  They can affect persons of any age, race,

religion, or income and are not the result of personal weakness,

lack of character, or poor upbringing.

5. Mental illnesses are treatable.  Most people with serious mental

illness need medication to help control symptoms, but also may

rely on supportive counseling, self-help group assistance with

housing, vocational rehabilitation, income assistance, and other

services in order to achieve their highest level of recovery.
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6. Mental illnesses are biologically based brain disorders.  They

cannot be overcome through will power and are not related to a

person’s character or intelligence.

B. Commonly Encountered Conditions

1. Schizophrenia is a brain disorder that interferes with a person’s

ability to think clearly, distinguish reality from fantasy, manage

emotions, make decisions, and relate to others. When receiving

treatment, most people with schizophrenia are not dangerous or

violent towards others.  Some indicators for recognition of

schizophrenia include:

a. Delusions: A delusion is a firmly held idea that a person

has, despite clear and obvious evidence that it is not true.

Delusions are extremely common in schizophrenia.  Often,

these delusions involve illogical or bizarre ideas or

fantasies. Common schizophrenic delusions include:

i. Delusions of persecution - Belief that others, often a

vague “they,” are out to get him or her.  These

persecutory delusions often involve bizarre ideas

and plots (e.g. “Aliens are trying to poison me with

radioactive particles delivered through my tap

water”).

ii. Delusions of reference - A neutral environmental

event is believed to have a special and personal

meaning. For example, persons with schizophrenia

may believe a billboard or a person on television is

sending messages meant specifically for them.

iii. Delusions of grandeur - Belief that one is a famous

or important figure, such as Jesus Christ or

Napoleon. Alternately, delusions of grandeur may

involve the belief that one has unusual powers that

no one else has (e.g. the ability to fly).

iv. Delusions of control - Belief that one’s thoughts or

actions are being controlled by outside, alien forces.

Common delusions of control include thought

broadcasting (“My private thoughts are being

transmitted to others”), thought insertion

(“Someone is planting thoughts in my head”), and

thought withdrawal (“The CIA is robbing me of my

thoughts”).
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b. Hallucinations: Hallucinations are sounds or other

sensations experienced as real when they exist only in the

person's mind.  Hallucinations can involve any of the five

senses.

i. Auditory hallucinations (e.g. hearing voices or some

other sound) are most common in schizophrenia.

Research suggests that auditory hallucinations occur

when people misinterpret their own inner self-talk

as coming from an outside source.

ii. Schizophrenic hallucinations are usually meaningful

to the person experiencing them. Many times, the

voices are those of someone they know. Most

commonly, the voices are critical, vulgar or abusive.

iii. Hallucinations also tend to be worse when the

person is alone.

c. Disorganized speech: Fragmented thinking is characteristic

of schizophrenia.  Externally, it can be observed in the way

a person speaks.  People with schizophrenia tend to have

trouble concentrating and maintaining a train of thought.

They may respond to queries with an unrelated answer,

start sentences with one topic and end somewhere

completely different, speak incoherently, or say illogical

things.  Common signs of disorganized speech in

schizophrenia include:

i. Loose associations - Rapidly shifting from topic to

topic, with no connection between one thought and

the next;

ii. Neologisms - Made-up words or phrases that only

have meaning to the patient;

iii. Perseveration - Repetition of words and statements;

saying the same thing over and over;

iv. Clang - Meaningless use of rhyming words (“I said

the bread and read the shed and fed Ned at the

head.").

d. Disorganized behavior: Schizophrenia disrupts goal

directed activity, causing impairments in a person’s ability
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to take care of him or herself, work and interact with 

others.  Disorganized behavior may be evidenced by: 

i. A decline in overall daily functioning;

ii. Unpredictable or inappropriate emotional responses;

iii  Behaviors that appear bizarre and have no purpose; 

iv. Lack of inhibition and impulse control.

e. Negative symptoms: Negative symptoms of schizophrenia

refer to the absence of normal behaviors found in healthy

individuals.  Important negative symptoms of

schizophrenia include:

i. Flattened or blunted affect: Lack of emotional

expression, including a flat voice, lack of eye

contact and blank or restricted facial expressions.

ii. Avolition: Lack of interest or enthusiasm; no ability

to pursue goal driven activities.

iii. Catatonia: Apparent unawareness of the

environment, near total absence of motion and

speech, aimless body movements and bizarre

postures, lack of self care.

iv. Alogia: Difficulties with speech, inability to carry a

conversation, short and sometimes disconnected

replies to questions, lessening of fluency.

2. Bipolar disorder, also known as manic depression, causes serious

shifts in a person’s mood, energy, thinking, and behavior; from the

highs of mania on one extreme, to the lows of depression on the

other.  The cycles of bipolar disorder may last for days, weeks, or

months.  Unlike ordinary mood swings, the mood changes of

bipolar disorder are so intense that they interfere with the ability to

function.

a. In the manic phase of bipolar disorder, feelings of

heightened energy, creativity and euphoria are common.

People experiencing a manic episode often talk very

rapidly, sleep very little and are hyperactive.  They may

potentially feel all-powerful, invincible or destined for

greatness.  People often behave recklessly during a manic



General Order 602.2 Page 7 of 20 

episode, becoming angry, irritable and aggressive.  Some 

people even become delusional or start hearing voices.  

Common signs and symptoms of mania include: 

i. Feeling unusually “high” and optimistic or

extremely irritable;

ii. Unrealistic, grandiose beliefs about one’s abilities

or powers;

iii. Sleeping very little, but feeling extremely energetic;

iv. Talking so rapidly that others can’t keep up;

v. Racing thoughts jumping quickly from one idea to

the next;

vi. Highly distractible, unable to concentrate;

vii. Impaired judgment and impulsiveness;

viii. Acting recklessly without thinking about the

consequences;

ix. Delusions and hallucinations (in severe cases).

b. People experiencing bipolar depression are often not helped

by antidepressants.  There is a risk that antidepressants can

make bipolar disorder worse, triggering mania, causing

rapid cycling between mood states or interfering with other

mood stabilizing drugs.  Bipolar depression is more likely

to involve irritability, guilt, unpredictable mood swings,

and feelings of restlessness.  Common symptoms of bipolar

depression include:

i. Feeling hopeless, sad, or empty;

ii. Irritability;

iii. Inability to experience pleasure;

iv. Fatigue or loss of energy;

v. Physical and mental sluggishness;

vi. Appetite or weight changes;

vii. Sleep problems;
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viii. Concentration and memory problems;

ix. Feelings of worthlessness or guilt;

x. Thoughts of death or suicide.

c. A mixed episode of bipolar disorder features symptoms of

both mania and depression.  Common signs of a mixed

episode include depression combined with agitation,

irritability, anxiety, insomnia, distractibility, and racing

thoughts.  This combination of high energy and low mood

makes for a particularly high risk of suicide.

3. Clinical depression can significantly interfere with an individual’s

thoughts, behavior, mood and physical health.  Depression is a

major risk factor for suicide.

a. Depression varies from person to person, but there are some

common signs and symptoms.  These symptoms can be part of

life’s normal lows, but the number, strength and duration of

symptoms will be greater for a person who is experiencing

clinical depression.

i. Feelings of helplessness and hopelessness;

ii. Loss of interest in daily activities;

iii. Appetite or weight changes (more than 5% of body

weight in a month);

iv. Sleep changes (insomnia, especially waking in the

early hours of the morning or oversleeping);

v. Psychomotor agitation or retardation (feeling

“keyed up” and restless or sluggish and physically

slowed down);

vi. Feeling fatigued and physically drained;

vii. Strong feelings of worthlessness or guilt;

viii. Trouble focusing, making decisions, or 

remembering things.

b. Depression often looks different in men and women, and in

young people and older adults.  An awareness of these

differences helps ensure that the problem is recognized and
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treated. 

c. Depression is not just the result of a chemical imbalance in

the brain and is not simply cured with medication.

Depression may be caused by a combination of biological,

psychological and social factors.  Lifestyle choices,

relationships and coping skills are believed to matter as

much as genetics.  Certain risk factors can make a person

more vulnerable to depression.

i. Loneliness;

ii. Lack of social support;

iii. Recent stressful life experiences;

iv. Family history of depression;

v. Marital or relationship problems;

vi. Financial strain;

vii. Early childhood trauma or abuse;

viii. Alcohol or drug abuse;

ix. Unemployment or underemployment;

x. Health problems or chronic pain.

4. Panic disorder may manifest in an uncontrollable panic response

to ordinary non-life threatening situations.

a. A panic attack typically peaks at about ten minutes and

lasts about half an hour.  A full-blown panic attack includes

a combination of the following signs and symptoms:

i. Shortness of breath or hyperventilation;

ii. Heart palpitations;

iii. Chest pain or discomfort;

iv. Trembling or shaking;

v. Choking feeling;
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vi. Feeling unreal or detached from your surroundings;

vii. Sweating;

viii. Nausea or upset stomach;

ix. Feeling dizzy, lightheaded, or faint;

x. Numbness or tingling sensations;

xi. Hot or cold flashes;

xii. Fear of dying, losing control, or going crazy.

b. Panic attacks can occur in anyone.  Chemical or hormonal

imbalances, drugs or stress, or other situational events can

also cause panic attacks.

5. A phobia is an intense fear of something that, in reality, poses

little or no actual danger. Common phobias and fears include

closed-in places, heights, highway driving, flying insects, snakes

and needles.

a. Phobias are divided into three (3) types:

i. Specific phobia is an unreasonable fear of specific

circumstances or objects, such as traffic jams or

snakes;

ii. Social phobia is an extreme fear of looking foolish,

stupid or unacceptable that causes people to avoid

public occasions or areas;

iii. Agoraphobia is an intense fear of feeling trapped in

a situation, especially places, combined with an

overwhelming fear of having a panic attack in

public surroundings.

b. People with phobias experience many anxiety related

symptoms when exposed to the object or situation they

fear.  The symptoms are both emotional and physical, and

can range from mild feelings of apprehension to a full-

blown panic attack.

6. Obsessive-compulsive disorder (OCD) is an anxiety disorder

characterized by uncontrollable, unwanted thoughts and repetitive,
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ritualized behaviors that the person feels compelled to perform.  A 

person with OCD may recognize that the obsessive thoughts and 

compulsive behaviors are irrational, but still feels unable to resist 

them. 

a. Most people with OCD have both obsessions and

compulsions, but some people experience just one or the

other.

i. Obsessions are involuntary, seemingly

uncontrollable thoughts, images or impulses that

occur over and over again in a person’s mind.  The

person does not want to have these ideas, usually

knows that they do not make any sense, but can not

stop them.  These obsessive thoughts are usually

disturbing and distracting.

ii. Compulsions are behaviors or rituals that a person

feels driven to act out again and again.  Usually

compulsions are performed in an attempt to make

obsessions cease.  For the OCD sufferer, the relief

does not last and the obsessive thoughts often come

back stronger.  The compulsive behaviors often end

up causing anxiety themselves as they become more

demanding and time consuming.

b. The symptoms of OCD may wax and wane over time.

Often, the symptoms get worse in times of stress.

i. Common obsessive thoughts in OCD include:

a) Fear of being contaminated by germs or dirt

or contaminating others;

b) Fear of causing harm to themselves or

others;

c) Intrusive sexually explicit or violent

thoughts and images;

d) Excessive focus on religious or moral ideas;

e) Fear of losing or not having things you

might need;

f) Order and symmetry;
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 g) Excessive attention to something considered 

lucky or unlucky. 

 

ii. Common compulsive behaviors in OCD include: 

 

a) Excessive double checking of things, such 

as locks, appliances, and switches; 

 

b) Repeatedly checking in on loved ones to 

make sure they are safe; 

 

c) Counting, tapping, repeating certain words, 

or doing other senseless things to reduce 

anxiety; 

 

d) Spending a lot of time washing or cleaning; 

 

e) Praying excessively or engaging in rituals 

triggered by religious fear; 
 

f) Accumulating items such as old newspapers, 

magazines, and empty food containers or 

other things that the person does not need. 

 

7. Post-traumatic stress disorder (PTSD) can develop following a 

traumatic event that threatens a person’s safety or makes the 

person feel helpless.  Most people associate PTSD with battle-

scarred soldiers, and military combat is the most common cause in 

men, but any overwhelming life experience can trigger PTSD, 

especially if the event is perceived as unpredictable and 

uncontrollable.  
 

a. PTSD can affect those who personally experience the 

catastrophe, those who witness it and those who pick up the 

pieces afterwards, including emergency workers and law 

enforcement officers.  It can even occur in the friends or 

family members of those who went through the actual 

trauma.  
 

b. Those with PTSD often use alcohol or other drugs in order 

to self-medicate.  Individuals with this disorder may also be 

at an increased risk of suicide.     

 

8. Autism is a brain development disorder characterized by impaired 

social interaction and communication, and by restricted and 

repetitive behavior.   
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a. Autism may be confused by the lay person with 

schizophrenia, suspicious behavior, or noncompliance. 
 

b. Individuals with autism: 
 

i. May be unresponsive to people or focus intently on 

one item to the exclusion of others for long periods 

of time; 
 

ii. May fail to respond to their name and often avoid 

eye contact with other people; 
 

iii. Have difficulty interpreting what others are thinking 

or feeling because they typically do not understand 

social cues, such as tone of voice or facial 

expression and do not watch other people’s faces 

for clues about the appropriateness of their 

behavior; 

iv. May speak in a sing-song voice about a narrow 

range of favorite topics, with little regard for the 

interests of the person to whom they are speaking; 

v. May engage in repetitive movements such as 

rocking and twirling, or in self-abusive behavior 

such as biting or head-banging; 

 

vi. May experience a reduced sensitivity to pain, but 

are abnormally sensitive to sound, touch, or other 

sensory stimulation.  These unusual reactions may 

contribute to behavioral symptoms such as a 

resistance to being touched or moved. 

 

9. Traumatic brain injury (TBI) is a form of acquired brain injury 

that occurs when a sudden trauma causes damage to the brain.  

Disabilities resulting from a TBI depend upon the severity of the 

injury, the location of the injury, and the age and general health of 

the individual. Some common disabilities include problems with: 

 

a. Cognition (thinking, memory, and reasoning); 

 

b. Sensory processing (sight, hearing, touch, taste, and smell); 

 

c. Communication (expression and understanding); 

 

d. Behavior or mental health (depression, anxiety, personality 

changes, aggression, acting out, and social 
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inappropriateness). 

10. Alzheimer’s disease is the most common form of dementia, a

serious brain disorder that impacts daily living through memory

loss and cognitive changes.

a. Alzheimer’s is a degenerative disease, progressing from

mild forgetfulness to widespread neurological impairment

and ultimately death.  Chemical and structural changes in

the brain gradually destroy the ability to create, remember,

learn, reason, and relate to others.  As critical cells die,

drastic personality loss occurs and body systems fail.

b. People with Alzheimer’s disease are prone to wander and

can become lost, leave a safe environment or intrude in

inappropriate places.  Wandering can happen anytime or

anyplace and can be life threatening for the individual.

C. Interviewing and Dealing With the Mentally Ill

1. When individuals are suspected of being mentally ill, and a

potential threat to themselves or others, or may otherwise require

law enforcement intervention for humanitarian reasons as 

prescribed by law, the following guidelines should be followed: 

a. Request back up, especially in cases where the individual

will be taken into custody;

b. If available, a Crisis Intervention Team (CIT) trained

officer will be contacted for assistance;

c. Take steps to calm or de-escalate the situation.  When

possible, eliminate emergency lights and sirens, disperse

crowds and assume a quiet and non-threatening manner

when approaching or conversing with the individual;

d. Where violence or destructive acts have not occurred, avoid

physical contact and take time to assess the situation;

e. Provide a stabilizing presence in any conflicts which may

arise from the actions of the mentally ill person;

f. Request appropriate medical attention;

g. Communicate with the individual calmly and in a low key

fashion, in attempt to further assess the situation;
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h. Where possible, gather information about the individual

from family members or acquaintances, and seek

professional assistance from sources such as the

individual’s doctor, counselor, case worker, etc.;

i. Do not threaten the individual with arrest or in any other

manner, as this will likely create additional fright, stress,

and potential aggression;

j. Always attempt to be truthful with a mentally ill individual.

If deception is detected by a mentally ill person, he or she

may withdraw from the contact in distrust and may become

hypertensive or retaliate in anger; and

k. Be alert, as behavior may be unpredictable.

2. In the event an officer believes it to be in the individual’s best 
interests to take him or her into custody for an emergency 
evaluation (EEP), two criteria must be met, absent an existing 
court order for involuntary commitment:

a. The officer (a lay petitioner - Maryland State law §10-622, 
Health-General Article) must have reason to believe that 
the individual has a mental disorder; and

b. The individual must present a danger to the life or safety of 
the individual or of others.

3. Once the decision has been made to take the individual into 
custody for involuntary commitment:

a. Do it as soon as possible to avoid prolonging a potentially 
volatile situation.

b. Remove any dangerous weapons, or any other items that 
could be used as weapons, from the immediate area;

c. Be cognizant that the use of restraints on mentally ill 
persons is for the sole purpose of protecting the person’s 
safety and/or that of the officer, and could potentially 
aggravate the person’s level of resistance.  Therefore, 
officers should use restraints that are appropriate for the 
situation and the person.

d. Officers shall use the least amount of force necessary to 
take the individual into custody and to accomplish lawful 
objectives; 
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e. Once in custody, officers shall respond to the individual’s

resistance or aggression in a manner consistent with the

situation, their training and Department policy;

f. Individuals taken into custody will be restrained and

transported in accordance with General Order 601.1 –

Prisoner Searches and Transport.

D. Interrogations

1. In addition to the requirements of General Order 801.1 –

Interviews, Interrogations and Access to Counsel, an officer

contemplating an interrogation of a person who is suspected of

being mentally ill should attempt to ascertain information about the

person’s mental health, prior to the interrogation, from family

members or other credible sources.

2. In many cases, an officer interrogating a person will not know that

the person is mentally ill until after the interrogation is in progress.

However, if an officer suspects that a person to be interrogated is

mentally ill, special precautions must be observed to ensure the

voluntariness and credibility of any statement or confession made.

3. Consideration should be given to audio and/or videotaping the

interrogation, ensuring that all constitutional and legal

requirements for such taping are followed.

4. To attempt to determine the person’s credibility and truthfulness,

interrogating officers should ask the person some preliminary

control questions for which the answers are not incriminating.

5. Whenever a person that is suspected of being mentally ill is

interrogated, officers shall always seek corroboration of the

person’s statements from credible sources, such as other witnesses,

family members, lab reports and other analyses, if available.   The

ideal confession contains information unknown to police that can

be independently corroborated.

6. Statements or confessions made must be analyzed by interrogating

officers to guard against false confessions.  When evaluating and

analyzing a person’s statements, officers should:

a. Determine whether the person could have actually

committed the crime, as opposed to being hospitalized or

incarcerated at the time the offense was committed;
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b. Consider the presence of supportive evidence that bolsters

or refutes the person’s statements;

c. Thoroughly investigate all other potential suspects and

assess whether the ones who have not confessed can be

eliminated as suspects;

d. Evaluate whether forensic tests such as ballistics,

fingerprints, or DNA, corroborate the confession;

e. Consider whether the person’s statements are based on his

or her personal knowledge of the crime or incident and

contain details that only the guilty person would know;

f. Evaluate whether the statement or confession fits the

known facts and the police theory of the incident or crime.

E. General Resources

1. Personnel can consult the Administrative Bureau’s Standard 
Operating Procedure/Community Resource Manual, found at the 
station’s front counter, which contains listings of government and 
community based agencies to which referrals can be made for 
advice or general information.

2. Most entities can be contacted by the officer from the scene so that 
first-hand information can be provided to those in need.  However, 
during hours that a particular entity may not be operational, but for 
whom a representative is on call, the PSCC should be contacted for 
assistance in reaching that resource.

3. When determining the type or appropriateness of a particular 
resource, personnel should:

a. Promptly and safely assess the person’s behavior and 
possible needs; and

b. Determine the name of the person’s physician, psychiatrist, 
psychologist, case worker, or other professional that can be 
contacted for advice or information about the person.

4. For direction concerning the availability of resources for specific 
situations, personnel may contact or make a referral to the:

a. Montgomery County Crisis Center (301) 315-4000;

b. Psychiatric Institute of Montgomery County (301) 251- 
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4545; or 

c. Well-Robertson House (301) 258-6399.

5. For persons suspected of suffering from a mental illness, the

State’s Attorney’s Office should be consulted prior to the

placement of criminal charges.

F. Operation Safe Return

1. Operation Safe Return is a nationwide identification, support and 
registration program at the community level.  It provides assistance 
whether a person becomes lost locally or far from home and is 
available 24 hours a day, whenever a person is lost or found.

2. Persons who register in the program through the Alzheimer’s 
Association receive an engraved identification bracelet or necklace 
and iron-on clothing labels.

a. If a registrant is missing, Safe Return can fax the person’s 
information and photo to the local law enforcement agency.

b. If a registrant is found, a citizen or law enforcement officer 
can call the toll-free number found on the back of the 
registrant’s bracelet (1-800-572-1122).

G. Project Lifesaver

1. Project Lifesaver International (PLI) helps provide rapid response 
to save lives and reduce potential for serious injury for adults and 
children who wander due to Alzheimer’s, Autism, Downs 
Syndrome, dementia and other related disorders.

2. PLI provides equipment, training, certification and support to law 
enforcement, public safety organizations and community groups 
which operate the Project Lifesaver program in their communities.

a. Citizens enrolled in Project Lifesaver wear a small LoJack 
SafetyNet personal transmitter around the wrist or ankle 
that emits an individualized tracking signal.

b. If an enrolled client goes missing, the caregiver notifies 
their local Project Lifesaver agency, and a trained 
emergency team responds to the wanderer's area.

i. Most who wander are found within a few miles 
from home, and search times have been reduced 
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from hours and days to minutes. 

 

ii. Project Lifesaver can be contacted at 757-546-5502 

for additional information. 

 

 H. Training 
 

1. Entry-level 

 

a. All personnel will receive training in recognizing and 

dealing with emotionally ill and disabled persons as part of 

entry level academy training.   
 

b. Because civilian support personnel do not attend an entry-

level academy, training will be provided soon after 

assignment to the Department. 
 

c. Training is documented in the training records of the 

employee.   

 

2. In-Service 

 

a. All personnel will receive in-service training on responding 

to persons with mental illness and disabilities at least every 

three (3) years as part of a formal Maryland Police Training 

Commission (MPTC) approved in-service training 

program, as roll-call training, or both.  

  

b. Training is documented in the training records of the 

employee.   

3. Crisis Intervention Team (CIT) 

a. The Montgomery County Crisis Intervention Team training 

program was established as a means to enhance service 

delivery to those individuals who are most vulnerable and 

in need of appropriate treatment.  
  

b. The purpose of the CIT program is to provide personnel 

with a higher level of training in order to appropriately 

assess an individual believed to be in need of treatment. 
 

c. CIT trained personnel receive at least 40 hours of training 

that pertains to mental illness and the techniques used to 

effectively de-escalate crisis incidents involving mentally 

ill individuals. 
 

d. First-responders on calls involving mentally ill persons 
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shall assess individuals pursuant to their education, training 

and skills. 

e. Officers shall request Emergency Response Team (ERT) 
activation and call out, if the situation warrants (See 
General Order 603.9 – Requesting E.R.T./Hostage 
Negotiators).

i. When officers request activation and response by 
ERT, they shall attempt to avoid confrontation in 
favor of controlling and containing the situation.

ii. Tactical and/or hostage negotiation personnel will 
be briefed on all details and information gathered 
upon arrival.

f. CIT officers may be requested to respond to the scene to 
assist with assessment of an individual.

g. All sworn personnel will attend CIT training. 


