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		PURPOSE:  

The purpose of this general order is to provide guidelines to members of the Bow Police Department (BPD) for handling persons who are developmentally disabled, emotionally disturbed, or are suffering from mental illness. 

DISCUSSION:

It is important to recognize at the outset that mental illness is not, in and of itself, a police problem.  Obviously, it is a medical and social services problem. However, many of the problems caused by or associated with people with mental illness often become police problems. These include crimes, suicides, disorder, and a variety of calls for service. Though mentally ill, developmentally disabled, or emotionally disturbed persons are not more dangerous or violent than the general population, Officer and public safety tactics need still be considered an assessment priority.

This general order is intended to provide broad guidance to Officers in their encounters with victims, witnesses, or suspects who may have developmental disabilities or mental illnesses. As service personnel, Officers may be called upon to help individuals obtain psychiatric attention or other needed services. Helping persons with mental illnesses and their families obtain the services of mental health organizations, hospitals, clinics, and shelter care facilities has increasingly become a prominent role for police. No single general order or procedure can address all of the situations in which Officers and other Department personnel may be required to provide assistance to persons who have developmental disabilities or mental illnesses. The following procedures are intended to address the most common types of interactions with such individuals. 

POLICY:
  
It is the policy of the Bow Police Department:

·  To treat persons who are developmentally disabled, emotionally disturbed, or are exhibiting behaviors symptomatic of mental illness with patience, dignity, and respect; 

· Too provide them with the same services to which all citizens are entitled; 

· To refer them to community mental health services and to seek other professional assistance for them when available; 

· To take those persons into protective custody who pose a threat to themselves or another person as a result of a mental condition or illness; and

· To have all sworn members of the BPD complete CIT (Critical Incident Team) training either while attending the NHPSTC basic recruit training Academy or as in-service training whenever CIT training classes are available.

DEFINITIONS: 

[For the purposes of this general order, unless otherwise appropriate when referring to a specific topic, the term “Mental Illness” shall be used interchangeably with the terms developmentally disabled, developmental disability, and emotionally disturbed.]

Developmental Disability – a severe, chronic disability caused by one or more physical or mental impairments that place substantial limitations on major life activities of understanding and expressing language, learning, mobility, self-direction, self-care, capacity for independent living, and ability to hold a job and support oneself.

Emotionally Disturbed – a person demonstrating a temporary condition that may appear as mental illness, but is not chronic in nature. [Note: Persons who are not mentally ill but are exhibiting disturbance indicators can generally be assisted by dealing with the environmental or situational factors creating the crisis.]  

Mental Illness – as per RSA 135-C:2, a substantial impairment of emotional processes, or of the ability to exercise conscious control of one's actions, or of the ability to perceive reality or to reason, when the impairment is manifested by instances of extremely abnormal behavior or extremely faulty perceptions.  [Note: It does not include impairment primarily caused by epilepsy, mental retardation, continuous or non-continuous periods of intoxication caused by substances such as alcohol or drugs, or dependence upon or addiction to any substance such as alcohol or drugs.]

Excited Delirium – a state of extreme mental and physiological excitement, characterized by extreme agitation, hyperthermia, hostility, exceptional strength, and endurance without fatigue.

I.		RECOGNIZING MENTAL ILLNESS					                            

A.        While many persons with mental illnesses control symptoms successfully with the use of medications, others who do not have access to mental health services, who fail to take their medications, or who do not recognize that they are ill can experience psychiatric difficulties. Consequently, BPD Officers must be prepared to deal with situations involving persons who have mental illnesses and know how to respond to these situations in an appropriate and sensitive manner.
	
B.        Indicators of Possible Mental Illness: The following are indicators that a person may be suffering from mental illness. Generally, BPD Officers will observe a combination of indicators, and the Officer should also take into account environmental or situational factors that may influence a person’s behavior.

1.	     Verbal Cues:

· Illogical Thoughts

· Expressing a combination of unrelated or abstract topics
· Expressing thoughts of greatness (e.g., person believes s/he is God)
· Expressing ideas of being harassed or threatened (e.g., CIA 
	monitoring their thoughts through the TV)
· Preoccupation with death, germs, guilt, etc.

· Unusual Speech Patterns 

· Nonsensical speech or chatter
· Word repetition – frequently stating the same or rhyming words or 	phrases
· Pressured speech – expressing an urgency in manner of speaking
· Extremely slow speech

· Verbal Hostility or Excitement

· Talking excitedly or loudly
· Argumentative, belligerent, unreasonably hostile
· Threatening harm to oneself or others

2.	      Behavioral Cues:

· Physical Appearance

· Inappropriate to environment (e.g., shorts in cold weather, heavy       coats in summer)
· Bizarre clothing or makeup, taking into account current trends

· Body Movements

· Strange postures or mannerisms
· Lethargic, sluggish movements
· Repetitious, ritualistic movements

· Seeing or hearing things that can’t be confirmed
· Confusion about or unawareness of surroundings
· Lack of emotional response
· Causing injury to self
· Nonverbal expressions of sadness or grief (e.g., crying)
· Inappropriate emotional reactions

· Overreacting to situations in an overly angry or frightened way
· Reacting with opposite of expected emotion (e.g., laughing at a 
	vehicle crash)


3.		Environmental Cues (i.e., surroundings are inappropriate):

· Decorations
· Strange trimmings, inappropriate use of household items (e.g., aluminum
       foil covering windows)
· Waste, trash, rotting food, etc.
· Hoarding – accumulation of objects (e.g., string, newspapers, bags, clutter, 
       etc.)
· Presence of feces or urine on floor or walls
· Odd objects that may not be age appropriate or strike you as bizarre for
       which the occupant has no rational or logical explanation 

C.        When making observations, BPD Officers should note as many cues as possible; put the cues into the context of the situation; and be mindful of environmental and cultural factors.

1.        The degree to which symptoms exist varies from person to person according to 
              the type and severity of the mental illness or environmental stressors.
  
2.        Many symptoms represent internal, emotional states that are not readily 
              observable from a distance, but are noticeable in conversation with the person. 
              
D.        Gathering Information: If a BPD Officer encounters a person who they believe has, or exhibits symptoms of, mental illness, the Officer should, if feasible:

1.        Attempt to gather as much information from the person and any family, friends, 
or witnesses about the events that preceded the Officer’s involvement in the situation.

2.        Ascertain any mental or medical condition that may exist (e.g., medical alerts, 
medications, etc.)

   3.           Assess and de-escalate/stabilize the situation as much as possible.

4.           Determine the severity of the behavior in the context of danger presented by 
the individual to themselves or others.

E.	       De-Escalation Techniques: The below should be followed in all contacts with mentally ill 			persons, whether the encounter occurs on the street or during more formal interviews 
		and interrogations.									

1.	Try to avoid making the person more upset, or triggering tantrums or self-destructive behavior or aggression which may occur due to fear, frustration, or small changes in their daily routine or surroundings.

· Be aware that your police uniform, handgun, handcuffs, etc., may frighten a 	person with mental illness.
· Attempt to reassure them that no harm is intended.

2.        Maintain a safe, tactical distance – do not “crowd” the person.

· Speak politely and in a calm tone of voice.
· Use non-threatening body language.  
· Keep your hands to your sides, but be alert.
· Keep onlookers calm and keep the commotion down.
· Have the appropriate number of Officers to assist, if necessary.
· Continually assess the situation for danger – look for weapons or objects 
	that could be harmful.

3.        Avoid loud sounds, bright lights, and over-stimulation.  

· Turn off sirens and strobe lights.

· Have onlookers clear the area or move the person to more placid 	
	surroundings. 

4.        Look for personal identification, including medical ID wrist tags or neck chains, 
	tags on shoes, belts or other apparel.  

· Follow procedures indicated on the medical alert bracelets or necklaces.

· See if the person carries a card indicating that they are developmentally 	
	disabled, with a phone number to contact.
   
· Have the dispatcher call the person’s caregiver if one can be identified.

5.        Be patient, and prepare for what may possibly be a long encounter.  

· Understand that a rational discussion may not take place.
· Respond to delusions and hallucinations by talking about the person’s 
       feelings rather than what s/he is saying.
· Don’t get angry at antisocial behaviors or if the person suddenly screams 
	or yells inappropriately.   
· Do not rush the person unless an emergency requires you to do so.  
· Advise the MCSO dispatcher so that the dispatcher does not become 
	unduly alarmed for your safety by the length of time you are taking to 
	handle the call.

6.         When you give the person instructions or requests, repeat as you would for a 
			 child, in short, direct phrases and a calm voice.  

· Use phrases such as “Come here,” rather than “Come over to the cruiser 
	so we can talk.” 
· Gain eye contact with the person directly by saying calmly and politely, 
       	“Look at me.” If you learn their name, use it.

7.        Look for impairments to the senses, such as autism, deafness, full or partial 
		blindness or others.  

· Some developmentally disabled persons experience buzzing in their ears 
       that hampers their hearing. 

· Do not assume that a person who does not respond cannot hear.

8.        Touching: Do not touch the person unless you have to for safety, and speak 
quietly and in a non-threatening manner, using soft gestures and tone of 
voice.

· Although touching can be helpful to some people who are upset, for the 
	disturbed mentally ill person, it may cause more fear and lead to violence.
   
· If possible, ask before you touch and tell them what you are doing. 

9.        Avoid abrupt movements or actions.

10.        Provide or obtain on-scene medical aid when treatment of an injury is needed.

F.	        Actions to Generally Avoid:							              

· Assuming the person is more dangerous just because they are mentally ill.
· Joining in the behavior related to the person’s mental illness, forcing discussion, 	challenging delusional or hallucinatory statements, agreeing or disagreeing with 	delusions or hallucinations.
· Direct, continuous eye contact (i.e., staring at the subject).
· Crowding the person or moving into their zone of comfort.
· Using inflammatory language, such as “mental” or “mental subject.”
· Deceiving or misleading the subject. Being dishonest increases fear and suspicion.
· Giving multiple choices/options – this increases the subject’s confusion.
· Whisper, laugh, or joke about the situation – this increases the subject’s 	suspiciousness and may increase the potential for violence.

G.	Potentially Suicidal Subjects

1.	       Because 75% of all suicides give some warning of their intentions to a friend or family member, all suicide threats and attempts must be taken seriously.
2.	       Listen: When engaged with a person who is expressing or has expressed suicidal 	       		ideation, be willing to listen.  

· Take the initiative to ask what is troubling them and persist to overcome any reluctance to talk about it.

· If professional help is indicated, the person is more apt to follow such a 	
recommendation if you have listened to him or her.

3.	       Ask: If the person is depressed, don't be afraid to ask whether s/he is considering suicide or even if s/he has a particular plan or method in mind. 

· Let the person know you care and understand; that s/he is not alone; that suicidal thoughts are temporary; that depression can be treated, and problems can be solved.
 
· Avoid the temptation to say, "You have so much to live for," or "Your suicide 
       will hurt your family."

· Do not attempt to argue anyone out of suicide. 

4.	       Recommending Professional Help
	
	       a.	Officers should be actively involved in encouraging the person to see a 
			physician or mental health professional immediately.  

	(1)	Individuals contemplating suicide often don't believe they can 	be helped, so the Officer may have to do more such as 
	suggesting that a trusted friend, roommate, or family member accompany the person on a visit to a professional.  

	(2)	Officers can make a difference by helping the person in need of 
	help find a knowledgeable mental health professional or reputable treatment facility. 

			b.	NH Rapid Response Access Point System

(1)	The NH Rapid Response Access Point is now available 24 hours a 
day, 7 days a week – including holidays – by phone, text or chat to support persons experiencing mental health or substance abuse problems in their time of need. 

(2)	If the Officer discerns that the person may benefit from the services that can be provided by the RRAP System, the Officer should call or strongly recommend that a family member or other responsible person present at the scene of the CFS contact all and speak to a member of the RAP System staff.

(3)	NH RRAP is a statewide effort initiated by the NH Department of Health and Human Services and Bureau of Behavioral Health in collaboration with community mental centers statewide.

(4)	Police Officers or friends/relatives of a person in crisis can contact the RRAP at 833-710-6477 or visit https://www.nh988.com/. Police Officers or individuals will speak with a trained staff member that can assist callers with:

· Phone support and problem solving to help resolve a behavioral health crisis
· Over the phone support for referrals to outpatient or inpatient services.
· In-person Mobile Crisis Response Team (MCRT) that comes to the individual where they are in the community if the crisis can’t be resolved over the phone.

(5)	A brochure with additional information about the RRAP System
is available at the below link –
https://www.dhhs.nh.gov/sites/g/files/ehbemt476/files/documents2/rapid-response.pdf

			c.	Resolution of Immediate Crisis

(1)	If a staff member of the NH RRAP System informs the Officer that they are going to handle the situation and that police involvement will not be needed further at that point, the BPD Officer(s) on-scene may clear the scene after notifying the MCSO dispatcher of the CFS disposition.

(2)	If an MRCT has been dispatched and is enroute, it shall be left the Officer’s discretion as to whether or not s/he should stand by until the MRCT arrives. If the MRCT is coming from a distance that would cause the Officer(s) to remain for an extended period of time, the Officers should consult with a Supervisor/OIC before returning to service.

(3)	In all such instances, the investigating Officer shall submit a detailed Incident Report in IMC, describing the events, to include the names of any NH RRAP or MCRT personnel who were contacted and the times of those phone calls.



                  5.	       Acute Crisis 

a. In some instances, hospitalization may be necessary at least until the crisis abates. If a BPD Officer believes this to be so, the person should be taken to Concord Hospital, or the Officer should summon assistance from Riverbend Mental Health Services (Concord office) at 603-228-1600/1-833-710-6477 (see link - https://www.riverbendcmhc.org/ or both. 

                           b.          In such cases, do not leave the person alone while waiting for help.  
                                         Remove from the vicinity any firearms, drugs, or sharp objects that 
                                         could be used in a suicide attempt.

 c.	Responding Officers may also access the below resources:

· The Samaritans (http://www.samaritans.org/), PH 116 123.
· Teen Hotline (http://teenlineonline.org/teens/), 
	PH (310) 855-4673, text to 839863.
· National Suicide Prevention Lifeline, PH 1-800-273-8255
          (http://www.suicidepreventionlifeline.org/)

H.        Excited Delirium

1.		Inasmuch as Excited Delirium can be a manifestation of a combination of several types of mental illness, it is important that BPD members take active steps to recognize and accomplish the safe restraint of and turn over to EMS personnel those persons who are in the midst of an Excited Delirium episode.

2.	       Excited Delirium may be caused by any of the following or combinations thereof:

· Drug Use
· Hypoxia (i.e., an inadequacy in the oxygen reaching the body's tissues)
· Hypoglycemia (i.e., a lower than normal level of blood glucose) 
· Stroke
· Intracranial bleeding

3.	       Characteristic Behavior: Persons suffering an Excited Delirium episode may exhibit any of the following behaviors/actions: 

· Irrational speech/speaking in gibberish
· Shouting, yelling, or screaming
· Confusion
· Sudden changes in behavior, e.g., raging followed by sudden calmness
· Paranoia
· Frightened, panicky
· Hallucinating, hearing voices
· Violence, destroying property
· Unexplained strength or endurance
· High level of pain tolerance
· Sweating profusely, high body temperature
· Foaming at the mouth
· Drooling
· Dilated pupils
· Evidence of self-inflicted injuries (self-mutilation)
· Removing clothing
· Running/moving about completely naked

4.	       Handling an Excited Delirium Episode

	       a.	      Initial Response Using CALMS Model

(1) Containment – Ensure that the subject is contained in a manner 
which protects all persons including the Officer(s) and the subject, and that the subject is controlled within the containment area.

(2) Announcement – Let MCSO dispatcher know that you believe that
	you are dealing with an Excited Delirium subject.

(3) Lots of Backup – Additional police assistance should be immediately
sought to enable the initial responding Officer(s) to effectively deal with the subject.

(a)	      Extra Officers are necessary to deal with custody procedures
		which are, as indicated in the cases above, extremely difficult.  

(b) In situations where the subject is outside, the backup/assisting Officers will also be necessary for the containment perimeter.
  
(c) If specially trained crisis intervention Officers or trained negotiators are available, they should be called.

(4) Medical Attention – EMS (i.e., Bow Fire Department 
ambulance) shall be called to the scene and staged to provide immediate medical attention to the subject once the subject is controlled and it is safe to do so. 
  
(5) Slow down – If the safety of the public or third parties is not in danger,
	take your time. 

	      b.	    Tactical Response

(1) If the circumstances allow, take the time to pre-plan your approach, 
          i.e., which Officer is going to play what role. 

(2) If the use of a TASER is justified as per G.O. #208 Less Lethal
          Weapons, Part I, C, if possible, consider using a single probe 
	       deployment coupled with immediate restraint to decrease the 
          likelihood of a drawn-out confrontation which may further diminish 
	       the subject’s respiration levels.

(3) Remember Triggers & Touch: Persons suffering from Excited 
          Delirium may become more agitated by some triggering event, such 
          as Officers closing in on their body space or touching them.

(4) The 4-Officer approach contemplates assigning at least one Officer 
          for each limb.

(a) Assigning one Officer for each limb has been found to be effective for purposes of control during the restraint process.

(b) One Officer should be assigned to protect the person’s head 
			during the restraint process, and to speak calmly to the 
subject in an effort to reduce agitation.

(5) Get medical help as soon as possible; then pass custody of the 
          person to EMS personnel immediately upon accomplishing control, 
          and restraint.

       II.     	INTERVIEWING/INTERROGATION OF MENTALLY ILL PERSONS                                  
		
A.        If you do conduct an interview of a developmentally disabled or mentally ill person, be aware that they may later claim that they did not understand your questions or did not understand their rights, and in fact they may not have.  

1.	       If a mental health professional is available, they can advise you during the questioning. Be prepared to cite facts and circumstances you used to determine that the person 	understood the nature of the interview and, if the person was a suspect, that they understood their right to a lawyer and their right to remain silent and consciously waived these rights.

2.	       If necessary, the Juvenile Rights form may be used, as per G.O. #223 Juvenile 	   
              Operations, Part I, I.3b.

B.        Do not interpret downcast eyes or strange actions or responses as absolute indications of deceit, deception or evasion, as they may not be. Use simple, direct questions. Avoid compound questions, and questions that suggest an answer. 

1.	       Do not complete sentences for them or ask them hypothetical questions, because developmentally disabled persons are easily manipulated, highly suggestible, and often eager to please.
  
2.	       They may give you the answer they think you want, rather than a factual 
		answer.
       					                
C.	       All other requirements of G.O. #302 Interviewing & Interrogations should be followed 
		as applicable.

       III.		ACCESSING COMMUNITY MENTAL HEALTH SERVICES	

A. 	Utilizing the Best Resources

1.	Most often, police encounters with mentally ill persons are resolved 
satisfactorily without additional resources. However, there are times when the severity of the illness or the persistency of the behavior demands additional, professional resources.
	
2.	       The immediate family of the person at issue often will have the longest history 
with the person and an understanding of the specific illness from which the person suffers.
                                              
B.        Utilizing the Best Resources: Most often, police encounters with mentally ill persons are resolved satisfactorily without additional resources. However, there are times when the severity of the illness or the persistency of the behavior demands additional, professional resources.
	
1.        The immediate family of the person at issue often will have the longest history 
with the person and an understanding of the specific illness from which the person suffers.

2.	       Often, persons suffering from mental illnesses have a caseworker assigned. If the name of the caseworker can be learned from either the person or his or her family, this will probably be the most valuable immediate resource.

a.        If a caseworker is not assigned or cannot be reached, a representative 
			of Riverbend Mental Health  for assistance. 

b.        Riverbend Mental Health is the community mental health 	provider designated by the NH Department of Health & Human Services 
	to offer support to persons with mental illness and their families in the 
	Town of Bow. As such, Riverbend Mental Health often has knowledge of 
	and previous relationships with many of the persons the BPD deals with.

C.        Taking Developmentally Disabled Persons into Custody

                    1.          If the developmentally disabled person has not committed a crime and a 
		             caregiver is present or a Mobile Crisis Team is on the way, avoid taking physical 
		             custody of the person unless it is absolutely necessary in order to ensure the 
		             person’s safety and well-being as well as Officer Safety.

	               2.          Anxiety Response to Arrest: Be aware that an arrest or protective custody could 
  trigger an anxiety response and escalate matters. In cases of a minor offense 
  where there was not conscious intent to commit a crime, you may wish to 
  explain the person’s condition to the complainant and try to resolve the 
  situation in some amicable way. 

	      	3.          Use of Handcuffs: If it is necessary to take custody of a developmentally disabled 
                                          person, and it is possible to do so, you may wish to forego handcuffing them in 
                                          order to avoid triggering panic or resistance but only after consulting with a 
		             Supervisor.  

		             a.	In general, follow the guidelines for mandatory use of handcuffs as per 
				G.O. #212 Restraining Devices, Part I, A.3a & A.7b(6). However, you 				should only dispense with handcuffing if you reasonably believe your 
	safety or that of others or of the developmentally disabled person will not be compromised. Always err on the side of your own safety! 

		              b.	If it is necessary to apply handcuffs, have backup present if available, and 
try to “talk the person into” the cuffs. Use calming and de-escalation techniques from beginning to end of the encounter.

      4.           If no caregiver is available and a mental health worker is available, consider 
requesting him/her to respond to the scene.

      IV.	       INVOLUNTARY EMERGENCY ADMISSION (IEA)

       A.     	A person shall be eligible for involuntary emergency admission if s/he is in such mental 	
		condition as a result of mental illness as to pose a likelihood of danger to himself or others. As used in this section, “danger to himself” is established by demonstrating that:

                     1.          Within 40 days of the completion of the petition, the person has inflicted serious 
			bodily injury on himself or has attempted suicide or serious self-injury and there 
			is a  likelihood the act or attempted act will recur if admission is not ordered. 

                     2.          Within 40 days of the completion of the petition, the person has threatened to 
			inflict serious bodily injury on himself and there is a likelihood that an act or 
			attempt of serious self-injury will occur if admission is not ordered, or; 

 3.             The person’s behavior demonstrates that he so lacks the capacity to care for his 
own welfare that there is a likelihood of death, serious bodily injury, or serious 
debilitation if admission is not ordered.

B.	As used in this section “danger to others” is established by demonstrating that within 
40 days of the completion of the petition, the person has inflicted, attempted to inflict, or threatened to inflict serious bodily harm on another.

  V.     	NON-EMERGENCY IEA  

A.        The required process to be followed for an IEA is as follows:

1.        Step 1 – Petition for Involuntary Emergency Admission: The initial step for the 
involuntary commitment of a person suffering from an eligible mental condition is the completion of the Petition for IEA form.  Riverbend Mental Health 
should be contacted to assist BPD Officers in their dealings with the mentally disturbed person. 

                 2.		The petitioner is the person seeking the IEA and may be a physician, a member 
of the professional staff of Riverbend Mental Health, or anyone seeking the IEA.

                 3.           While Police Officers are not excluded from signing and acting as petitioners by 
		statute, as a matter of departmental general order, BPD Officers shall request the 
		medical or mental health professional involved in the case to act as petitioner.  

                 4.		In the event that an IEA must be accomplished, and there is an inability of the Officer involved to obtain a medical or mental health professional to act and sign as petitioner, an BPD Supervisor, after securing approval of the Chief of Police, may act and sign as petitioner.

                 5.		Copies of all forms completed by BPD Officers shall be submitted along with the       
		Officer’s Incident Report.

B.        Step 2

1.	Consent Given: in cases where the subject agrees to an examination, the second 
step in the process of commitment of a person with mental illness is the completion of the certificate by the physician. The certificate shall be completed by a qualified physician which can be the family physician, a hospital physician, or another qualified physician. 

a.	The certificate shall be completed in detail by the examining physician, 
listing the acts s/he has observed or which others have witnessed. 

 	b.    	Personnel from Riverbend Mental Health cannot complete this 
certification.

  2.	Consent Refused  

  a.	In cases where a person sought to be hospitalized refuses to consent to 
a physical examination, the petitioner may sign a complaint which sets 
forth in detail the acts or admissions of the person to be hospitalized which, in his opinion, requires compulsory mental examination of the person sought to be detained.  

 	b.	The complaint must be sworn to before a Justice of the Peace who shall 
       	determine if the mental examination is necessary.

C.        Once the petition and the complaint have been signed, and if the Justice of the Peace 
orders an examination, any law enforcement Officer may take custody of the person and deliver the person to the place specified in the court order.

        VI.		EMERGENCY DETENTION FOR IEA 

A.        In cases where an Officer observes a person engaging in behavior which gives the Officer reasonable suspicion to believe that the person may be suffering from a mental illness AND Probable Cause to believe that unless the person is placed in protective custody s/he poses an immediate danger of bodily injury to him/herself or others, the Officer may place the person in protective custody.

B.	Any person taken into protective custody under this section of RSA 135-C:28 shall be transported directly Bow Regional Health Care for the purpose of determining if an IEA shall be ordered.

       C.		The period of protective custody shall end when a physician or clinician makes a determination as to whether involuntary emergency hospitalization shall be ordered or, at the end of six (6) hours, whichever occurs first.

        VII.      	TRANSPORTATION OF IEA TO CCONCORD HOSPITAL OR OTHER DESTINATION

A. Proper security measures while transporting prisoners are of paramount concern. The safety of the transporting Officer, the security and welfare of prisoners and mentally ill persons, as well as the safety of the public is critically important. Therefore, it is BPD general order to ensure that all persons taken into protective custody will be properly and safely transported, detained, and processed.

B.	       When placing a person into protective custody, Officers shall use only that amount of force that is objectively reasonable and necessary to affect the restraint while protecting the person, Officer, and/or the public consistent with G.O. #207 Use of Force.

B.        Once a person has been taken into protective custody for IEA, the Officer may transport the IEA to Concord Hospital or another destination in a BPD cruiser. However, if the IEA has another known medical condition that could jeopardize the safety of the Officer, the Officer or a Supervisor shall call for an ambulance to transport the person to the appropriate facility. 
 D.	       When transporting an IEA, all procedures required by G.O. #214 Transportation of 	  Prisoners & Other Persons, particularly Part III, D & J, shall be followed. 

		E.	Search of IEA Detainee

1.	       For the purposes of this section, “prisoner” shall mean any person who has been 
arrested, detained, or taken into protective custody, including mentally ill persons/IEAs. The transporting Officer is legally responsible for the safety and custody of the prisoner being transported.  

	       a.	       It must never be assumed by the transporting Officer that someone else 
				has searched the prisoner.
  
	       b.	       The Officer who is assigned to transport a prisoner shall search the 
			prisoner for weapons only before transporting.

2.	Searches by Same Gender 

	a.	Prisoners should be searched by BPD Officers of the same gender if 	available. When circumstances do not allow this, the BPD transporting 	Officer should, when possible, have a second Officer from another agency 
		present to witness the search.
  
			b.	This does not exclude searches made by Officers of the opposite sex 
	without a second Officer present. In those instances when a BPD Officer must search a member of the opposite sex, searches will be conducted following established professional standards with the primary importance being the protection of the Officer.

	       F.     	Transportation to State Hospital

1.        The Merrimack County Sheriff’s Department has the responsibility for transporting IEA patients to the NH State Hospital.

2.        In cases of voluntary admission, the BPD may transport the person to Concord Hospital for assessment and evaluation.  

        VIII.	REPORTING REQUIREMENTS

	       A.			Contacts with mentally ill persons resulting in their being taken into protective custody or hospitalized shall be documented in a IMC Incident Report.

       B.	 	The report shall include:

· Name of and pertinent data about the mentally ill person

· Name(s) and telephone number(s) of caseworkers, the on-call clinician, and the    
responsible agency, if applicable

·  A detailed description of the person’s behavior that led to protective custody

·  Method of transportation used 

·  Location to which the person was transported 

·  Final disposition of the matter as known at the conclusion of the Officer’s shift

        IX.		SUPERVISOR’S RESPONSIBILITIES: If the Chief of Police or Lieutenants are off duty when a BPD Officer is dispatched to a service call involving a person with mental illness, an attempted suicide, or a suicide, the Supervisor shall be responsible for the following:

· Assessing the information received from the Officer(s) involved at the scene.

· Determining the appropriate number of Officers to maintain control of the situation and to 
	continue to de-escalate the situation.
 
· If the person has already been placed in custody, considering alternatives, such as releasing on a summons to a responsible adult.

· Determining if the person should be taken into protective custody for the protection of themselves or others.

· Determining if the person should be brought to a hospital for an IEA under the guidelines of RSA 135-C:28.

        X.          CIRCUIT COURT HEARING & CONDITIONAL MENTAL HEALTH CUSTODY PROCEEDINGS

1.	Every person who is subject to an IEA must have a hearing within three (3) days of detention. This hearing is held in the Sixth Circuit Court District Division at the State Hospital. The purpose of this hearing is to determine if there was Probable Cause to involuntarily hospitalize the individual. In most cases, the witnesses testifying will be 
from the staff of the State Hospital; however, other witnesses may be called to testify.

2.	In cases where the revocation of a conditional discharge from the State Hospital is being contemplated by Riverbend Mental Health, the psychiatrist may seek to conduct or cause to be conducted by a treatment team member or an emergency staff member an examination of the person to determine if the conditional discharge should be revoked. 

3.           If the person refuses to consent to an examination, the mental health worker may sign 
a complaint which does not need to be sworn before a Justice of the Peace.

4.           Upon issuance of the complaint, any law enforcement Officer shall take custody of the 
person and immediately deliver him to the place specified in the complaint. 

       XI.         TRAINING										             

	       A.	       All newly hired members shall receive entry-level training in recognizing and dealing 
			with persons suffering from mental illness within the first six (6) months of employment. 

1.	       BPD Officers shall receive this training at the NH Police Standards & Training 
Council Academy.

	       2.	       Non-sworn members shall receive training in-house.

       3.	       The goal of the BPD is that all members shall receive Crisis Intervention Team 
		(CIT) training.

3.        CIT trained Officers shall recertify each year.           

	       B.	       All such training shall be documented as per G.O. #127 Training, Part I, G.

	       C.		A diagram of the IEA process is provided at Addendum A to this general order, and can be 
				used during in-service training to review the steps in the process.

XII. 		APPLICABILITY & COMPLIANCE
 
A.        This general order shall apply to all BPD members, including part-time employees, paid 
and unpaid interns, and civilian volunteers consistent with their job classification and specific assigned duties and responsibilities.  BPD members assigned to or assisting other law enforcement agencies shall be guided by this general order. Formal disciplinary action may be imposed for any violation of this general order.

	B.	This general order constitutes departmental general order and is intended for the internal governance of the Bow Police Department.  As provided in RSA 516:36,  in any civil action against any individual, agency or governmental entity, including the State of New Hampshire, arising out of the conduct of a law enforcement officer having the powers of a peace officer, standards of conduct embodied in policies, procedures, rules, regulations, codes of conduct, orders or other directives of this local law enforcement agency shall not be admissible to establish negligence when such standards of conduct are higher than the standard care which would otherwise have been applicable in such action under State law.  


By Order of:  Kenneth P. Miller, Chief of Police

Sources: UNHPD Policy #A-0101, A-0110; PSUPD Dir. #11; UPenn PD Dir. #20; Greenland PD Dir. #101; Lt. F. Harris, DOS S.O.C. PD (1/11/2022); Enfield PD Dir. #245; Center for Life Management, https://www.centerforlifemanagement.org/nh-rapid-response-access-point; Conte, Maj. Russell, NHSP (Ret.), Chm., NAMI of NH; Tolson, H., Riverbend Community Mental Health Center, https://www.riverbendcmhc.org/; Littleton PD Policy #245

Attachment A

STEPS IN THE IEA PROCESS
[image: Diagram

Description automatically generated]
[image: Diagram

Description automatically generated] 
image2.png
Sent Home

IEA Brought to Evaluation
Prepared ER for Eval performed
Complaint Pt. sent to
& Prayer NHH* when a

bed becomes
available.

g





image3.png
IEA Hrg with
District Ct w/in 3
days excluding
Sundays & holidays

Pt discharged <: PC Not Found PC Found

]

NHH
IEAs

=

£E

*Or other designated receiving facility:
Franklin Regional Hospital, Franklin NH
Cypress Center, Manchester, NH

Elliot Hospital, Manchester, NH

Pt may be
ﬂ held at NHH
for up to 10

business days

g

:> Pt absolutely
discharged

Petition Pt absolutely
Dismissed discharged

Petition for longer admission
filed with Probate court. Hrg,
scheduled.

Order granted

?J?w

Pt stays at NHH for treatment.
Discharged on a conditional
discharge for 3m to 5 years.





image1.jpeg




