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Summary of Findings

Response Awareness, De-Escalation, and Referral (RADAR) was developed by the Shoreline Police
Department, in collaboration with the Center for Evidence-Based Crime Policy at George Mason
University and the National Police Foundation, under a FY 2015 Strategies for Policing Innovation
(SPI) grant from the Bureau of Justice Assistance. RADAR was first implemented in January 2017
after a one-year planning period. It aimed to institutionalize department-wide and regional
information sharing about community members with behavioral health issues or developmental
disabilities (BH/DD) who may be at increased risk of violence or use of force; and offer opportuni-
ties for outreach and connection to services and resources through a mental health “navigator.”
A total of 27 response plans for information sharing were created during the RADAR implemen-
tationperiod, and 200peoplewere contactedbyRADARdeputies and themental health navigator.

Our process and outcome evaluation finds that RADAR was successfully implemented and was
well-received by deputies. By 2019 all Shoreline deputies who responded to our survey had heard
of RADAR. A majority checked for response plans before responding to calls, viewed RADAR fa-
vorably, and believed the program contributed to their job satisfaction and effectiveness. RADAR
deputies surveyed after RADAR implementation were also significantly more likely than those
surveyed during the planning phase to feel empathy for people with BH/DD and significantly less
likely to have used force against them.

Our evaluation did not find significant effects on rates of mental health-related calls for service
or incidents. Consistent with the survey, we found that use of force was lower after RADAR was
implemented, but this was not statistically significant. However, due to the small number of
calls and incidents, especially those involving force, it is likely that we would not have been able
to detect significant effects in this study even if they exist. Nonetheless, RADAR has clearly had
a positive influence on Shoreline Police Department’s culture in terms of changing attitudes
and responses to people with BH/DD. It is likely that the translation of this cultural shift into ro-
bust effects on calls and incidents could takemany years, but the trendpoints in the right direction.

We conclude our report with a number of recommendations for sustaining and expanding RADAR,
particularly the navigator portion, in order to realize any potential long-term benefits of the pro-
gram. These include:

• continuing to expand the existing regional collaboration, particularly in terms of streamlin-
ing technology and information-sharing systems;

• institutionalizing the navigator position as a formal social work career path through inten-
tional, structured hiring, onboarding, and training; and

• identifying additional resources and sources of support in the community to continue im-
plementing the program at relatively low cost.
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RADAR: Response Awareness, De-Escalation, and Referral

1. The Research Basis for RADAR

As first responders to a broad variety of criminal and non-criminal incidents, the police encounter com-
munitymembers in numerous and complexways. Police interactionswith peoplewith behavioral health
and/or developmental disorders (BH/DD)1 starkly illustrate this challenge. Over the last fifty years, the
deinstitutionalization of people with BH/DD; limited funding of and access to community-based behav-
ioral health services; and “tough on crime” policies have positioned the police as the first, and some-
times only, option when people with BH/DD and their families need help (Manderscheid et al., 2009).
For example, family members, friends, or people with BH/DD themselves may call the police to assist
in a crisis; or an individual may be acting abnormally in public, attracting the attention of police or con-
cerned citizens, or engaging in unlawful activity. Furthermore, the shift in contemporary policing toward
proactive, community-based approaches rather than reactive strategies has normalized encounters with
people with BH/DD who may not have committed a crime (Godfredson et al., 2011). As a result, a sub-
stantial proportion of people with BH/DD are likely to have contact with the police, which in turn leads
to overrepresentation in jails and prisons (Steadman et al., 2009; Sullivan & Spritzer, 1997). According
to a frequently-cited statistic, 7 percent of police-citizen interactions in large U.S. cities involved some-
one whom the police believed to have a mental illness (Deane et al., 1999; see also Gill et al., 2018), but
given the age of this study and the lack of systematic data collection on mental and behavioral health
in many agencies (Crocker et al., 2015) this is likely an underestimate. There is debate about whether or
not police are more likely to use force against people with BH/DD and whether interactions with these
individuals are inherentlymore dangerous for police (e.g. Alpert, 2015; Johnson, 2011; Morabito & Socia,
2015; Rossler & Terrill, 2017; Ruiz & Miller, 2004), but there is some risk that these encounters can esca-
late, particularly when people with BH/DD are resistant to police (Engel & Silver, 2001; Johnson, 2011;
Morabito et al., 2012; Novak & Engel, 2005), and they can become deadly. A 2015 investigation by the
Washington Post found that 25 percent of fatal police shootings in the United States that year involved a
personexperiencingamental healthor emotional crisis (Kindy&Elliott, 2015; see alsoCordner, 2006), and
the FBI estimates that around 5 percent of identified individuals who feloniously killed law enforcement
officers between 2009 and 2018 were known to the officer’s agency as having a prior mental disorder.2

Even less serious calls for service involving people with BH/DD take up a substantial amount of police
time and resources compared to other call types (Akins et al., 2016; Borum et al., 1998; Cordner, 2006; Gill
et al., 2018; Kisely et al., 2010; Teller et al., 2006; Yang et al., 2018).

The myriad ways in which people with BH/DD interact with law enforcement and the increased amount
of time police spend responding to callsmay increase the likelihood of escalation, which in turn increases
the risk to people with BH/DD and officers alike, simply through increased exposure (e.g. Watson et al.,
2008). However, there are a number of other ways in which encounters with people with BH/DD can
escalate unpredictably. Fear and misunderstanding on the part of both officers and people with BH/DD
can lead to resistant or noncompliant behavior evenwhen the police are simply trying to help rather than
coerce. Police officers may be unsure about whether the person is showing symptoms of a BH/DD or if
they are simply resistant, and people with BH/DDmaymisunderstand officers’ intentions (Cordner, 2006;
Livingston et al., 2014; Morabito & Socia, 2015; Rossler & Terrill, 2017; Ruiz & Miller, 2004; Schulenberg,
2016; Teplin, 2000; Van Maanen, 1978). Studies have shown that people with BH/DD feel particularly
threatened by weapons and are specifically afraid of being handcuffed (Boscarato et al., 2014; Butler,

1We use this term broadly to describe people with a diagnosed disorder, people exhibiting a symptom of a disorder, or people
experiencing a mental health crisis.

2Federal Bureau of Investigation, Law Enforcement Officers Killed and Assaulted 2018, Table 45. https://ucr.fbi.gov/leoka/2018/
tables/table-45.xls, accessed September 19, 2019.
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2014; Krameddine & Silverstone, 2015). Beyond fear, some people with developmental disabilities or
who are in extreme distress may simply be unable to process or respond to commands, which an offi-
cer may perceive as resistance. Verbal commands and orders from officers could intimidate or aggravate
people with BH/DD, causing resistant behavior to escalate (Boscarato et al., 2014; Meade et al., 2017). Of-
ficersmay alsomisconstrue unexpected reactions to touch or other stimuli as examples of resistance. For
example, some people on the autism spectrum or who have schizophrenia experience touch and pain
differently, and their behavior may escalate in response to restraint or even a comforting touch (Blake-
more et al., 2006; Dunn, 2001; Riquelme et al., 2016). Furthermore, in the case of people with BH/DD,
resistant or erratic behavior may be so severe that officers may not have an opportunity to de-escalate.
If someone is posing an active danger to themselves or others, such as threatening suicide by holding a
gun to their head or a knife to their wrist, or trying towalk into traffic, the officer’s first priority is to ensure
the safety of the scene by anymeans necessary. Finally, the substantial proportion of people with BH/DD
who also experience co-occurring substance use disorders are perceived by police as more aggressive,
resistant, and disrespectful and are more likely to have force used against them (Morabito et al., 2017;
Novak & Engel, 2005; Watson et al., 2010). Thus, the combination of some or all of these factors and the
unpredictabilitywithwhich they can occur potentially endangers peoplewith BH/DD, police officers, and
other community members.

Police departments are increasingly adopting approaches to better prepare officers for interactions with
peoplewith BH/DDandhelp facilitate alternatives to the criminal justice system. Crisis Intervention Team
training (CIT), which was first developed by the Memphis Police Department and the Memphis chapter
of the National Alliance on Mental Illness (NAMI) in 1988 (Deane et al., 1999), is the most well-known
and studied of these approaches. CIT involves specially trained officers who create collaborative rela-
tionships withmental health professionals in their departments and community, and receive training on
behavioral health issues and de-escalation skills. CIT has been found to enhance officers’ attitudes about
mental illness, and improve their knowledge of de-escalation skills and behavioral health treatment op-
tions (Compton et al., 2008; Compton et al., 2014a; Reuland et al., 2012; Reuland et al., 2009; Teller et
al., 2006). However, CIT has no effect on use of force (Compton et al., 2014b; Taheri, 2016), although
Morabito et al. (2012) found that CIT-trained officers were less likely than those who had not attended
training to use force as subject resistance escalated. CIT is primarily an organizational-level approach
rather than officer-centric, and some officers find it too theoretical and insufficiently focused on practi-
cal tactics and specific information about local options (Gill et al., 2018). Further, CIT programs do not
necessarily emphasize formal person-specific information sharing, whereby officers who know how to
successfully de-escalate specific people with BH/DD in their communities can easily and systematically
share this information with colleagues who may need to respond to that person in an emergency, or a
direct referral mechanism to ensure people with BH/DD can access needed services. These challenges
could explain the mixed findings of CIT evaluations: despite increased awareness and understanding of
BH/DD in general, officers may still be wary or even fearful in their encounters with people with BH/DD
given the risk of unpredictability and actual or perceived resistant behavior. In addition to this, officers’
limited access to specific details about the person’s condition or behavior during a crisis response could
ultimately influence use of force decisions (Engel & Silver, 2001; Reuland, 2010; Ruiz & Miller, 2004).

This report describes the RADAR—Response Awareness, De-Escalation, and Referral—program, devel-
oped by the Shoreline (WA) Police Department, a contract agency of the King County Sheriff’s Office
(KCSO), under a 2015 Strategies for Policing Innovation (SPI) grant in collaboration with research part-
ners from theCenter for Evidence-BasedCrime Policy at GeorgeMasonUniversity and theNational Police
Foundation. RADAR, which began implementation in January 2017, aims to address limitations in cur-
rent practices by emphasizing department-wide and regional information sharing betweenofficers, their
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supervisors, and mental health professionals about specific individuals in the community, and targeted
outreach to people with BH/DD by an officer and a mental health “navigator” working in partnership.
RADAR aims to reduce fear, misunderstanding, and the risk of force through several mechanisms. Re-
search shows that systematic and subject-specific information sharing is supported by both police and
people with BH/DD (Butler, 2014; Herrington, 2012; Livingston et al., 2014), and a formalized system sup-
ports officer needs by being immediately accessible when needed, decreasing some of the traditional
obstacles to information sharing (Borum et al., 1998; Crocker et al., 2015). RADAR’s outreach and referral
component is a collaborative approach intended to increase trust and break down stigma between po-
lice and peoplewith BH/DD throughmutual problem solving and improved access to resources. The pro-
cess seeks to treat people with BH/DD with dignity and respect, emphasize police trustworthiness, and
give community members a voice and access to more options—the pillars of procedural justice. People
with BH/DD especially value and prioritize elements of procedural justice, particularly voice and dignity
(Boscarato et al., 2014; Butler, 2014; Livingston et al., 2014), and negative perceptions of procedural jus-
tice among this population are associatedwith increased resistance in police encounters (Boscarato et al.,
2014; Butler, 2014; Watson & Angell, 2013).

2. Study Design and Methodology

The Shoreline Police Department partnered with the Center for Evidence-Based Crime Policy (CEBCP), a
research center in the Department of Criminology, Law and Society at George Mason University, and the
National Police Foundation to undertake a process and outcome evaluation of RADAR. Themission of CE-
BCP is to make scientific research a key component in decision-making about crime and justice policies.
CEBCP is committed to collaborations and knowledge exchange with the policy and practice communi-
ties. The National Police Foundation’s mission is to advance policing through innovation and science. It
is the oldest nationally-known, non-profit, non-partisan, and non-membership driven organization dedi-
cated to improving policing, and has been on the cutting edge of police innovation for almost fifty years.

The two research partner organizations were involved at all stages of the project. During the planning
phase (2016)weproducedacomprehensiveproblemanalysis andactionplan in collaborationwithShore-
line PD. As part of this processweobtained and analyzed calls for service and incident reports; conducted
ride-alongs and focus groups with deputies, command staff, and mental health professionals; and sur-
veyed deputies about their attitudes towardmental health and their experiences of dealing with people
in crisis. During the implementation periodwe continued our data analysis, including conducting a thor-
ough search of incident report narratives from 2015 through 2018 to identify behavioral health compo-
nents in cases not classified as mental complaints or suicide attempts; participated in regular planning
and update calls with the police department; and reported on relevant trends from police and navigator
data.

2.1. Study location

Shoreline, WA is a city of over 55,000 residents3 located immediately north of Seattle. Almost 70 per-
cent of its residents are White, and the city is relatively affluent, with just 9% of the population below

3Demographic data cited here are from the American Community Survey 2017 5-year population estimate: https://factfinder.
census.gov/, accessed October 24, 2019.

3
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the poverty level. Nonetheless, in the initial development of the SPI grant we found that Shoreline dis-
proportionately contributes to mental health-related calls for service within the KCSO service area. The
city has a relatively high number of group homes and subsidized housing units, and one of the county’s
five methadone clinics, which may contribute to mental health-related issues. There is also easy access
to the larger city of Seattle via public transit (a major thoroughfare, Aurora Avenue/Highway 99, runs
north from Seattle through the center of the city, with multiple bus lines and a transit center along the
route), and people who are transient often ride the bus routes from end to end. Shoreline residents com-
prise approximately 10 percent of the population of the KCSO service area but account for around 15
percent of mental health-related calls. This figure is likely an underestimate because of the number of
non-residents moving in and out of Shoreline, and also because KCSO does not routinely flag calls or in-
cidents that include amental or behavioral health component, so these numbers are based only on calls
specifically classified as “mental complaints” or “suicide attempts.”4 Table A1 shows the total number of
BH/DD calls for service and incidents in Shoreline during the study period.5 On average, 3.5% of calls for
service in Shoreline in the pre-RADARperiod (2015-16)were classified asmental health complaints or sui-
cide attempts. Around 6.5% of incident reports during the same period were classified as mental health
complaints/suicide attempts or involved other indicators of BH/DD, which aligns with the estimates from
prior research that we described above.

Shoreline Police Department (PD) has 50 sworn staff at all ranks. It is one of 16 cities, tribes, and tran-
sit authorities that contract with KCSO for police services. Under this model, contract jurisdictions share
communication systems, records, and command staff, and it is common for officers (deputies) to later-
ally transfer or be promoted to other KCSO divisions or contract agencies, leading to relatively high staff
turnover. During the planning phase we conducted informal, exploratory focus groups with deputies
and command staff in Shoreline (separate from the post-project focus groups described below) to under-
stand their perceptions and experiences of responding to BH/DDcalls.6 This turnoverwasmentioned fre-
quently in those focus groups: participants told us it contributed substantially to the challenges of deal-
ing with people with BH/DD, because deputies build up knowledge about the characteristics and needs
of specific people in the community that can help them de-escalate crisis situations, but this knowledge
is not always shared with new arrivals and can be lost when deputies move on.

2.2. Data, research design, and analytic strategy

In this report we describe the findings from our process and outcome evaluation. We hypothesized that
RADARwould help to reducemental health-related calls for service and incidents, repeat calls for service
for RADAR-involved individuals, and use of force incidents. We also hypothesized that RADAR would im-
prove Shoreline deputies’ understanding of mental health-related crisis incidents, attitudes toward peo-
ple with BH/DD, and knowledge of available options. We assessed these outcomes using official KCSO
calls for service and incident data for Shoreline and a comparison jurisdiction, case management notes
provided by the mental health navigator, and surveys of Shoreline deputies conducted before imple-
mentation began and again at the end of the grant period. We provide specific details on these data
sources and our analytic strategy for each outcome below.

In addition to theseoutcomes,wealso conducted semi-structured interviewsand focusgroups at theend

4Under KCSO’s reporting system these call/incident types are coded as 371 and 232 respectively.
5The comparison city shown in Table A1 is described in Section 2.2.1.
6Full details are available in our 2016 action plan.
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of the grant period to provide qualitative insights into the history and implementation of RADAR and the
experiences of those involved in delivering the program. We also used our second wave of surveys to
assess the implementation process through questions about deputies’ attitudes toward RADAR and how
it had impacted their work. We conducted face-to-face interviews or focus groups with the following
stakeholders in Shoreline:

• Police chief

• Captain

• RADAR consultant (this person joined the RADAR team in March 2019 and is a researcher with ex-
pertise in social work and workplace violence who also served as a mental health navigator with
another police agency)

• Project coordinator (a doctoral candidate in social work who has been working with RADAR since
2018 to help develop the navigator portion of the initiative)

• RADAR sergeant, who oversees RADAR implementation and referrals

• Three RADAR deputies

• Two patrol deputies who are not assigned to RADAR but have experienced its use through their
patrol work

• Mental health navigator

• The retired captain who originally developed the RADAR concept (phone interview)

The focus groups and interviews were conducted in August 2019. We asked participants about their role
in RADAR and how they would describe the program; the effectiveness of the program and how it com-
pared to other options available to assist people in crisis; their expectations at the beginning versus how
RADAR had worked in practice; examples of success stories and challenges; and their recommendations
for other police departments that are considering implementing similar programs. The semi-structured
nature of the conversations also allowed participants to elaborate on specific issues relative to their ex-
pertise or experience. For example, the former captain provided a rich history of the development of the
program and the RADAR consultant described her previous role as a mental health navigator in a law
enforcement setting and how RADAR compared to her experiences. We organized our detailed inter-
view and focus group notes around these key themes and use the data in this report to describe RADAR’s
history and current process in detail, assist in interpreting our quantitative findings, and shape our con-
clusions and recommendations.

As we discussed in our implementation plan, we decided not to conduct a randomized controlled trial
of RADAR at the outset due to both practical and ethical concerns. We intended to develop a quasi-
experimental design based on propensity scorematching (PSM)methods inwhich RADAR response plan
recipients would bematchedwith similarly-situated people in a comparison jurisdiction to compare out-
comes. However, RADAR evolved during the course of implementation and the eligibility criteria devel-
oped for the response plans were intentionally restrictive, so only a small number of individuals received
a plan (there were 27 response plans as of September 2019). There are too few response plans to con-
duct a rigorous statistical analysis of outcomes. Nonetheless, the addition of the navigator component of

5
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RADAR,whichwas not part of the original implementation plan, offered a broader (albeit lower-risk) pool
of people who received outreach and were connected with services. As we explain below, we were not
able to conduct a quantitative analysis of outcomes for these individuals by the final report deadline, but
we are able to draw some broad descriptive conclusions using the Navigator’s case management data.

2.2.1. Comparison jurisdiction

In addition to the Shoreline data, we received data from KCSO for another contract city to use as a com-
parison for our analysis of calls for service, incident reports, physical contact and resistance (see below),
and repeat calls. The comparison city also borders Seattle, as well as other cities in the wider Seattle
metropolitan area, but is not adjacent to Shoreline. The population is just under 51,0007 and 62 percent
of residents are White. The poverty rate is somewhat higher, with 15 percent of residents living below
the poverty level. Numbers of police calls and incidents, both overall and mental health-related, were
significantly different from those in Shoreline during the baseline period (see Table A1). Nonetheless,
while there are some key differences with Shoreline, adding the comparison city allows us to assess the
data from Shoreline in relation to a similar jurisdiction that did not make any specific efforts to change
its response to people with BH/DD during the intervention period.

2.2.2. Calls for service and incidents at the department level

As previously noted, we received data on calls for police service and incident reports recorded by Shore-
line PD and the comparison jurisdiction between January 2014 and December 2018.8 The reports were
provided tous inMicrosoft Excel spreadsheetsbyKCSOcrimeanalysts. Thedatasets includedunique case
numbers that allow us to match calls with their subsequent incident reports if one was taken. The calls
for service data included the date, time, type, and location (street address) of the call, and the disposition
(i.e. incident reportwritten, no action taken, unfoundedetc.). The incident report data also includedbasic
demographic information (age, sex, race) about the people involved in the incident and the responding
deputy’s summary narrative report of the circumstances.

Calls for service and incidents were classified according to KCSO’s FCR (final classification reporting) code
system. There were two codes directly relevant to BH/DD: “mental complaints” (FCR 371) and suicide
attempts (FCR 232). However, as we noted above, we believed that many other incident types could
involve a BH/DD. For example, if someone heard noises next door and called 911, the dispatcher might
classify this as a disturbance or “suspicious circumstances.” However, when the police arrive, they might
find that the disturbance is due to a personwith a BH/DD acting violently due to amedication issue. Due
to the high comorbidity between substance use and BH/DD, a call for service relating to someonewho is
drunk in public or using drugs might reveal a BH/DD issue as the incident unfolds. KCSO does not have
a way to track these more nuanced cases, such as a behavioral health flag in the database.9 This means
that calls involving a BH/DD that were not originally classified as such by the dispatcher cannot be easily

7Demographic data cited here are from the American Community Survey 2017 5-year population estimate: https://factfinder.
census.gov/, accessed October 24, 2019.

8Weuse data from January 2015 toDecember 2018 in our analyses unless stated otherwise to ensure an equal number ofmonths
pre- and during-intervention (RADAR went into operation in January 2017).

9Shoreline deputies completed amental health incident report form to document cases involving people with BH/DD, but these
were only available on paper at the time of the study and we did not have the resources to analyze them.
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identified.

To overcome this issue in the incident data, we used the deputy’s narrative summary to qualitatively
code for BH/DD in the incident reports (narratives for the call data were not available). In consultation
with the RADAR team we developed a list of key words and phrases denoting potential BH/DD and re-
lated concepts, and used Excel’s search function to identify narratives that included these terms. The
search terms included: “mental,” “overdose,” “nudity,” names of local hospitals, “diagnosis/diagnosed,”
names of specific diagnoses such as autism or schizophrenia, the name of the paper mental health in-
cident form, “ITA” or “invol” (terms that refer to circumstances where the deputy can call an ambulance
and require an involuntary transfer to hospital), “group home,”10 “agitation,” “excited delirium,” “suicide,”
“danger to self/others,” the term “medication” or names of specificmedications, and the nameof the local
ambulance provider. Due to the research we cited above showing the high co-occurrence of BH/DD and
substance use disorders, we also included drug and alcohol-related cases (e.g. public intoxication) if they
had escalated to the point where people were unable to care for themselves, whichwe determined to be
the case if the report stated that the deputy ordered them to detox or involuntary transfer to hospital.

In this report we present descriptive analyses of the number and type of calls for service and incident re-
ports involving BH/DD. We use basic statistical tests to compare trends in calls (including the time spent
on BH-related calls) before and during RADAR implementation, and a difference-in-differencesmodeling
approach using Poisson regression with robust standard errors to estimate whether RADAR is associated
with any differences inmonthly calls for service and incident reports between Shoreline and the compar-
ison city. The models include the monthly outcome (i) in Shoreline and the comparison area (t), treat-
ment group assignment (Ai t), timeperiod (pre/during; Pi t), the difference-in-differences interaction term
(Pi t × Ai t), which is interpreted to assess the effect, and controls for seasonality and secular trends. We
report the incidence rate ratio (IRR) for eachmodel, which represents the ratio of the number of incidents
or calls in Shoreline to the number in the comparison city.

2.2.3. Physical contact and subject resistance

Weoriginally intended to examine police use of force against peoplewith BH/DDas one of our outcomes.
We received basic data on reportable use of force incidents from KCSO’s internal affairs database, which
could be linked back to incident reports via the case number. KCSO’s use of force policy requires deputies
to formally report any incident involving physical or deadly force. Physical force is defined as hitting;
kicking; use of a conducted electrical weapon (CEW), firearm, or chemical agent such as pepper spray or
teargas; any forceapplied to the subject’s neck, andanyother actions that result in actual or alleged injury
to the subject.11 However, we found that reportable use of force incidents in Shoreline were very rare
(in one year there were just four reports), and the internal affairs database did not provide information
about thenatureof the encounter or any resistance from the subjectwithout referringback to theoriginal
incident report. Given the interplay between use of force and resistance, particularly in cases involving
BH/DD, as discussed in the Background section above, wedecided to take a broader approach to defining
force and resistance andqualitatively coded instances of eachbasedon thedeputies’ summarynarratives
in the incident report dataset (see also Gill et al., 2018). We coded force and resistance for all incidents

10There are a large number of group homes for people with BH/DD in Shoreline. However, they are not well-regulated and we
were unable to obtain a comprehensive list of addresses that would have allowed us to track calls and incidents occurring at
specific homes.

11This policy is documented in the KCSO General Orders Manual, available at https://www.kingcounty.gov/depts/sheriff/
about-us/manual.aspx (accessed October 25, 2019).

7

https://www.kingcounty.gov/depts/sheriff/about-us/manual.aspx
https://www.kingcounty.gov/depts/sheriff/about-us/manual.aspx


RADAR: Response Awareness, De-Escalation, and Referral

classified as mental complaints and suicide attempts, and all additional BH-related incidents identified
through the coding process described above.

We expanded the definition of “force” to include any physical contact between the deputy and subject,
including routine handcuffing and physical escorting. While this includes many cases that would not
need to be formally reported per the use of force policy, we justified this definition based on the research
cited above that shows people with BH/DD may be particularly affected by any form of physical con-
tact and are particularly afraid of being handcuffed. Thus, we refer to “physical contact” in this report to
describe incidents in which police had a physical encounter with an individual with BH/DD (as defined
below), but we note that this is a much broader and less conservative assessment of force than the ma-
jority of the existing police use of force literature, and most of these incidents would not be considered
“force” in practice.

Although verbal force (e.g. shouted commands) has been included in prior research on the use of force
continuum (e.g. Garner et al., 1995; Hickman et al., 2008; Klinger, 1995; Skolnick & Fyfe, 1993; Terrill &
Reisig, 2003), we did not include it here because we did not expect deputies to consistently record their
specific words and commands in the narrative reports (whereas we believed that physical actions would
be more likely to be documented, particularly as the level of force increased). We classified instances of
physical contact as follows: physical escort, forced to ground, restrained, hobbled, hit/kicked/pushed,
handcuffed, use of spit hood or mask, placed on gurney, less-lethal force (includes chemical agent, pep-
per spray, and CEW), and use of a firearm.

To code resistance by the individual with BH/DD, we relied on Terrill’s (2003) resistance scale, which clas-
sifies resistant behaviors as verbal, passive, defensive, or active. However, based on the research cited
above showing thatmisunderstandings andmisinterpretations are common in interactions between po-
lice and people with BH/DD, we added two additional categories to try to capture some of these specific
circumstances. In a number of the BH-related incident reports we found that deputies had to use phys-
ical contact to move or restrain people who were unable to care for themselves or were actively placing
themselves in danger. We believed it was important to distinguish these cases from instances where a
personwas being deliberately obstructive or intending to harm the deputy. We developed the following
expanded resistance scale, adding “self-care” and “harm” to Terrill’s scale:

• Passive: Unresponsive to police commands; inactivity (e.g. ignoring a command, going limp).

• Self-care: Unable to care for self; acting inappropriately (e.g. nudity, inability to communicate or
move).

• Verbal: Verbally rejects police directives; refuses to cooperate.

• Defensive: Tries to evade police control (e.g. runs away, hides, pulls away from deputy’s grip).

• Harm: Poses an active danger to self (e.g. attempting suicide, running into traffic, and/or deliberate
overdose in response to police efforts to control).

• Active: Attacks or attempts to attack deputy with hands, feet, object, or weapon; aggressively
approaches deputy.

In addition to coding instances of physical contact and resistance in the narratives, we also tracked the
order in which they occurred. Our progression started with resistance by the person with BH/DD, based
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on our decision not to code verbal force by the police (deputies appeared to document verbal resistance
more consistently than their own verbal commands) and our observation that the person might be re-
sistant before the police initiated any physical contact. We then coded the deputy’s response, which was
either “no force” or one of the physical contact categories above, followed by the person’s response to
that action, and so on. This gave us four physical contact-resistance pairs (resistance1-contact1 up to
resistance4-contact4).

We use descriptive statistics and Poisson regression to compare monthly counts of physical contact and
resistance in Shoreline before and during the program, and difference-in-differences Poisson regression
to compare physical contact and resistance in Shoreline and the comparison jurisdiction. We decided
not to look at physical contact and resistance outcomes for specific individuals who had contact with the
RADAR program because of the very small number of cases overall that resulted in physical contact or
resistance, even under our expanded definition.

2.2.4. Survey of Shoreline deputies

We conducted a two-wave online, department-wide survey of Shoreline deputies to learn about their
experiences and perceptions of dealing with people with BH/DD. The survey included questions about
the frequency and types of situations in which deputies encounter these individuals; the options avail-
able to them to handle BH/DD-related calls; their experiences of using forcewith peoplewith BH/DD; and
their attitudes toward CIT training and encounters with peoplewith BH/DD.We included three questions
from a validated psychometric scale, the Toronto Empathy Questionnaire (Spreng et al., 2009), to assess
deputies’ feelings of sympathy and protectiveness toward people with BH/DD. In the secondwave of the
survey, as noted above, we also asked specific questions about deputies’ experiences with and attitudes
toward RADAR. The first wave of the survey was conducted between June and July 2016. We received
28 responses out of a possible 47 (a 60% response rate). The second wave was sent out in July 2019 and
remained open until September. We received 26 responses out of a possible 50 (52% response rate).

Because of the small total number of sworn staff in Shoreline and the even smaller sample size, we pri-
marily use descriptive statistics to analyze the survey. We intended to track within-deputy changes in
outcomes between the two waves of the survey, but staff turnover in Shoreline is high (as it is in other
KCSO contract cities, as noted above) and the number of responses overall was small, so it was not pos-
sible to do this reliably. We simply present overall pre-post comparisons across the entire sample. By
mid-September 2019 we had received a very low number of responses; following encouragement from
the Chief we were able to increase that number by the grant end date.

2.2.5. Individual-level outcomes

Wehadplanned to analyze outcomes for specific individualswhohad contactwith RADARusing propen-
sity score matching to identify a comparison group of similar individuals in the comparison city to im-
prove the rigor of our estimates. However, because there was no flag for RADAR involvement or Naviga-
tor outreach in the calls for service or incident data we had to rely on incident or CAD numbers collected
by the RADAR sergeant, addresses to which response plans were attached, and the names listed in the
Navigator’s case management records to manually match relevant calls for service and incidents.
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In addition to the challenges with coding the comparison city data, we were not confident that the
individual-level data were reliable. For example, there were sometimes multiple incident numbers for
a single RADAR referral, and it was difficult to tell which person named in the incident data was the sub-
ject of the referral (there was not always amatch with the casemanagement notes). We lacked sufficient
information to account for changes in address, incidents occurring at different locations, or alias names.
Finally, about one-third of people referred to RADAR for outreach hadno associated call for police service.
Their referrals came from other sources, such as school outreach or word-of-mouth in the community.
Others only appeared to have the single call that got them referred to the program, and did not have any
other contact with the police before or during RADAR. Thus, evenwith the larger pool of individuals who
had contact with the program but no response plan, we have not been able to perform a rigorous statis-
tical analysis due to a lack of data. We plan to continue exploring ways to examine individual outcomes
and we will share this analysis with Shoreline PD, BJA, and CNA if we are able to complete it.

3. RADAR in Practice

RADAR stands for “ResponseAwareness, De-escalation, AndReferral.” In our original SPI proposal, the first
R represented “Risk” rather than “Response”—the programwas originally envisaged as a way to improve
safety for both deputies and people with BH/DD by sharing information about factors that increased
the risk of harm to both parties during an encounter. However, we made the change during the plan-
ning phase to better reflect the broader mental health issues in Shoreline. Our initial focus groups re-
vealed that high 911 utilization by some people with BH/DD and a lack of effective options for police to
de-escalate situations and refer people to useful treatment and service options were crucial issues. The
original objectives and activities for each program element were as follows:

1. Response awareness: Deputies would work with people with BH/DD and their family members,
caregivers etc. to develop subject-specific response plans that detailed the person’s “hooks” (de-
escalation factors that enable thedeputy tomake a connection and calm theperson) and “triggers”
(escalation factors thatmay heighten the person’s fear or stress); key officer safety information such
as presence of weapons in the home and outcomes of previous calls; and contact information for
family and service providers. The goal of this portion of the program was to prepare both the
person with BH/DD and deputies for encounters and equip them with tools to achieve positive
outcomes.

2. De-escalation: This portion of the program involved developing a core group of “RADAR desig-
nated” deputies, a sergeant, and a captain. This group would oversee response planning, training
(which was intended as a complement to existing CIT training), and policy development. The ulti-
mate goal of the RADAR teamwas to help reduce use of force and improve safety for both deputies
and people with BH/DD through improved knowledge and understanding of the program.

3. Referral: The final piece of RADAR involved the RADAR team collaborating with a mental health
professional called a “Navigator” to help refer people with response plans, as well as other people
with BH/DD deputies might encounter in the community, to treatment and services. While the
Navigator position was not part of the original grant proposal, we realized during the planning
phase that this element of the program was going to be too difficult for the police department
alone to implement. It was too labor-intensive and not always within deputies’ skill sets to be re-
sponsible for recognizing BH/DD, collecting information, identifying resources, and following up
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on services. Wewere able to leverage the SPI grant to receive an additional $100,000 from the King
County Mental Illness and Drug Dependency (MIDD) Behavioral Health Sales Tax Fund, a local tax
levy that generates funding for programs and services for people with BH/DD, in July 2016. We
also planned to collaborate with Shoreline Fire Department’s Community Medicine Team and the
King County Regional Mental Health Court for referral to services, but these partnerships did not
materialize and, as we describe below, the Navigator role became much more important than we
originally anticipated.

3.1. The history of RADAR in Shoreline12

Retired Shoreline Captain Scott Strathy, who worked as a consultant on the RADAR grant, first had the
idea for RADAR in the early 2000s when hewas a sergeant. He observed that there had been a number of
dangerous—and in some cases fatal—encounters between officers and people with BH/DD, in which he
believed officers had walked into situations without enough information to react safely. For example, in
2000 Deputy Wally Davis was shot in Clallam County, WA while responding to someone who was “going
crazy.” Deputy Davis knew the man and had handled him before, so he responded to the call alone and
was killed.13 In 2008 Deputy Anne Jackson was killed in Skagit County, WA by a “well-known criminal
with mental problems.”14 In both cases, the departments were familiar with the people involved, and
Strathy became curious as to why there was no system in place to better prepare deputies to respond to
them. Shortly after Strathy transferred to Shoreline, policewere called to a domestic situation involving a
personwith BH/DD in the city duringwhich the suspect was killed after aiming a rifle at deputies. Strathy
recalled his colleague testifying at the inquest, in response to the judge asking what he knew going into
the call: “On these types of calls you put it together in your brain as you’re driving to the scene,” before
telling the jury “we need more information.”

As a result, Strathy also became interested in the research around “front-loading” information and police
interactions with people with BH/DD, which he discovered through contacts with local CIT trainers. He
realized thatmost aggressionbypeoplewith BH/DD is drivenby fear, and that police adapt their response
depending on whether they think someone is a “creep” or “troublemaker” or may be in crisis and not in
control of their actions (e.g. Johnson, 2011; Van Maanen, 1978). He viewed this research as aligning well
with his experience in the field. As he came to understand more about the fear experienced by people
with BH/DD, the concept of RADAR as a collaborative information-sharing tool began to emerge. If these
individuals were afraid of the police, and this fear posed a risk to their own and officers’ safety, perhaps
the risk could be reduced ahead of time through proactive outreach so that people would not be afraid
when the police are called. It also became clear to Strathy that this collaborative approach was more
attractive to policymakers and potential funders. He had previously explored grant funding for an officer
safety-focused program, but this was not a priority at the time.

After we received the SPI grant for RADAR, Strathy noted that local interest and funding opportunities
began to open up. In addition to the MIDD funding for the Navigator, project partners met with KCSO’s

12Information in this section is primarily drawn from an interview with retired Captain Scott Strathy conducted on August 29,
2019.

13https://www.odmp.org/officer/15432-deputy-sheriff-wallace-edward-davis (accessed November 1, 2019); http://community.
seattletimes.nwsource.com/archive/?date=20000806&slug=4035466 (accessed November 1, 2019).

14https://www.odmp.org/officer/19538-deputy-sheriff-anne-marie-jackson (accessed November 1, 2019); https://www.
seattletimes.com/seattle-news/skagit-county-shooting-spree-leaves-6-dead-including-sheriffs-deputy-2-injured/ (accessed
November 1, 2019).
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Office of RiskManagement Services early in the process. They saw the benefit from a liability perspective
and provided $50,000 in seed money, which Shoreline PD used in part to visit other agencies that were
using innovative approaches to address encounters with people with BH/DD, including Portland, OR and
Houston, TX. According to Strathy, a key finding from these information-gathering visits was that a small
agency like Shoreline would not be able to sustain the type of “robustly funded” co-response or 24-hour
CITunitmodel usedby theseagencies. This inspired theexpansionof RADAR intoa regional collaboration
across five agencies (includingother KCSOcontract cities and independent departments). The expansion
was partly a sustainability effort and also reflected the observation that people with BH/DD in Shoreline
tended to cross jurisdictional boundaries regularly. Note that in this report we limit our analysis and
discussion to RADAR as it operates in Shoreline; we did not evaluate the regional collaboration.

3.2. BH-related needs and challenges in the Shoreline Police Department

The original idea for RADAR was driven by the potential for serious or fatal violence in encounters be-
tween police and people with BH/DD. However, the consensus among Shoreline PD command staff and
deputies we interviewed was that Shoreline experiences daily challenges with people with BH/DD that
do not necessarily run the risk of escalating into a ‘worst-case scenario’ but nonetheless stretch their re-
sources. The RADAR sergeant felt Shoreline had more mental health issues compared to other areas in
King County and larger cities, and several other Shoreline PD stakeholders shared this belief. While we
do not have full county data to corroborate it, we did report in our implementation plan that Shoreline
residents comprised 10 percent of the population of KCSO’s service area and accounted for 15 percent of
itsmental complaint and suicide attempt calls in 2012-15. There are a number of high-volume repeat 911
callers with BH/DD, and deputies told us that repeated proactive contacts with these callers are a drain
on first responders that can lead to complacency in how they respond.

Our interviewees emphasized the unique building codes in the city, which allow for a large number of
group homes for people with mental, behavioral, and developmental disabilities. Furthermore, Seattle
has recently started to crack down on homeless encampments, which has (anecdotally) pushed people
with BH/DD into neighboring jurisdictions like Shoreline. However, the RADAR sergeant felt that the
group homes did not explain the high level of BH-related calls in Shoreline. While a lot of calls come
from group homes, they are less of a concern from a patrol perspective because they are generally well-
managed and usually have to call 911 per policy rather than because of a situation that is out of control.
On the other hand, the bigger challenges for police tend to arise from people who live alone and lack a
support system.

Common lower-level but intractable issues relating to BH/DD that deputies experience include question-
able disputes (such as the caller believing that their neighbors are spying on or poisoning them); young
teenagers with autism or other behavioral issues who are engaging in increasingly violent behavior at
home, leaving their parents with limited options beyond the police; and school shooting threats. In the
latter case, the RADAR sergeant noted that there seems to be a difference between young people who
would likely act on the threats, and those with a BH/DD who are unlikely to follow through. Prior to
RADAR, according to Chief Shawn Ledford, deputies’ only options in these cases were the mobile crisis
team (which, as we learned during our planning stage, serves the entire KCSO area and can take several
hours to arrive); jail; or (in)voluntary commitment to hospital. None of these options addresses the un-
derlying issues that leads people to call the police regularly, and can result in criminalizing people who
need help. For example, the RADAR sergeant pointed out that in the case of young people with autism
who are acting violently at home, the police only really have criminal justice system-based options such
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as making an arrest for domestic violence. Deputies find such BH issues particularly challenging during
the “graveyard” (night) shifts when access to resources is even more limited and they do not have a lot
of time to help people with their issues. As the RADAR sergeant said about one frequent caller in the
community: “What can you do about alcoholism and bipolar at 2am?”

3.3. The evolution of RADAR

3.3.1. Response planning

As we described above, RADAR originally focused on developing individualized response plans and de-
escalation strategies for identified people with BH/DD in the community. While this remained a key goal
of the program, Shoreline PD set restrictive eligibility criteria for the response plan in line with the officer
safety priorities of the program. According to the RADAR StandardOperating Procedures (SOP), response
plans are initiatedwhen “the person’s behaviors in the community suggest the presence of a BH/DD” and
they meet one or more additional criteria, including involvement in a documented use of force incident
or exhibiting behaviors that increase the chance of a use of force incident; making a documented threat
of violence against first responders or being subject to an officer safety flag; being under supervision for
a violent incident; or having three or more 911 calls within a 7-day period.

The SOP also states that response plans must be requested by a Shoreline deputy or member of the
RADAR team, based on personal observations, case reports, or information from an outside party; thus,
the development of the response plan was less collaborative than originally envisaged. Nonetheless,
the addition of the Navigator to the RADAR program allowed for outreach to the person for whom the
response planwas developed, as well as their familymembers, caregivers, and (where appropriate) treat-
ment providers. The SOP states that “A RADAR deputy and the Navigator are not required to meet with
the individual and others, but will determine on a case-by-case basis whether such contact is safe, pro-
ductive and appropriate.”

If deputies encounter someone they think is appropriate for a response plan, the SOP instructs them to
email their patrol sergeant with the person’s name and the case number of the incident. The sergeant
then forwards this to the RADAR deputy team and the case is reviewed by a member of that team in
consultation with the RADAR sergeant. Once the response plan has been completed, the RADAR team
sends an internal email to all precinct personnel with the name and address of the individual and for-
wards the information to the CAD system administrator. Technology was a significant challenge in the
RADAR process—we originally envisaged that the response plans themselves would be available in CAD
for all deputies to consult while responding to calls, but KCSO’s CAD system did not permit this. As a
compromise, the CAD system administrator creates a “premise warning” for the address, which is a type
of flag that alerts the deputy to additional information when responding to that location. The SOP also
states that dispatchers will alert deputies when they are responding to a call for service at an address
that has a response pan flag. Deputies can then pull up a PDF document from the records management
system (RMS) with the response plan information.

The response plans are considered by the department to be advisory in nature. The SOP states that it
should not contain private medical information or any other information that is highly personal or po-
tentially embarrassing to the subject. While Shoreline PD is not a treatment provider and therefore not
subject to the privacy provisions of the Health Insurance Portability and Accountability Act (HIPAA), the
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absence of specific information of this nature was also intended to mitigate legal concerns about infor-
mation sharing. The type of information contained in a RADAR response plan includes descriptions of
behaviors, individualized strategies to help deputies de-escalate behavior, and information relevant to
officer safety such as the presence of weapons at the address. The response plan also lists recent con-
tacts with the police, and the RADAR team reviews the plan after each subsequent contact to determine
whether it needs to be updated.

3.3.2. Navigator referral

The additional funding from the MIDD allowed Shoreline PD to substantially enhance the “Referral” por-
tion of the RADAR model compared to the original vision. While the response plans were intentionally
restricted to people who were at high risk of violence or a use of force incident, the addition of the Navi-
gator allowed the department to connect with a broader section of the community. As noted previously,
the Navigator became a point of contact for people who did not meet response plan criteria or were not
approved for a plan after referral to the RADAR team, as well as a resource for response planning. The
RADAR SOP explicitly states that deputies may refer people with or without a response plan to the Nav-
igator to connect them with services, with subsequent outreach occurring at the Navigator’s discretion.
The Navigator identified towork in Shoreline (and the partner jurisdictions in the regional RADAR collab-
oration) is Susie Kroll, a licensedMental Health Professional (MHP)who originally served on RADAR’s local
advisory group. Before coming to Shoreline she hadpreviouslyworkedwith other KCSO jurisdictions and
the Seattle Police Department on behavioral health calls, crisis planning, and hostage negotiation. She
initially assisted with the program on a temporary basis, but eventually began working in the Navigator
role full-time with five different departments including Shoreline.

The Navigator role varies by jurisdiction—although Ms. Kroll has been the only person in the position,
her activities and access in terms of collaborating with the police was shaped by the unique cultures and
norms of the different departments. For example, she has full access to the police station in Redmond,
WA but cannot access the Shoreline PD building independently. She does not have access to a laptop in
Shoreline (using a personal laptop is problematic due to the sensitive nature of client data); in Kirkland,
WA shewas given a laptop but is only allowed to use it in the precinct building. In some departments she
acts asmore of a “co-responder,” ridingwith officers to “live” (in-progress) calls to de-escalate and support
people with BH/DD at the scene. In Shoreline, deputies were not receptive to riding with an MHP so the
model has been more focused on outreach after the calls.

The Navigator works a 4-hour shift on Friday evenings (4-8pm) in Shoreline. During this time, she reviews
response plans and BH/DD calls and conducts home visits with a RADAR deputy to follow upwith people
who have been referred to RADAR. Occasionally, but not often, she will work additional shifts during
the week to conduct further follow-up. She noted that she has occasionally done live calls in Shoreline,
but it requires approval from the sergeant. However, she stated that Shoreline’s RADAR structure works
well because the RADAR sergeant has clear responsibility for follow-up and communication. She is also
responsible for casemanagement: keeping track of initial and subsequent contacts with people who are
referred to the program and maintaining case notes.

The Navigator viewed her role in Shoreline (and other jurisdictions) as very closely aligned with broader
community policing and relationship-building initiatives. As she noted, “the cop is there whether some-
thing is bad or not,” and she views her role in part as helping to normalize the police as a resource for
support and assistance rather than simply responding to “trouble.” She is intentional about her appear-
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ance and behavior during follow-up calls to ensure she is well-received by community members. She
does not wear a uniform or carry a weapon, but does wear body armor for her protection (which she
purchased herself in order to transition between the different departments). She wears a “MHP” badge
on her jacket, but said that this is not always well-received by people—in particular, those who do not
want to be seen as having a “mental health problem”—so she will cover it if necessary and emphasize
the Navigator/police partnership role. However, she noted that other people really want to see a mental
health professional so she ensures the badge is visible to them.

3.3.3. Additional changes to the program

In addition to the restriction of eligibility for response plans and the enhancement of the Navigator role,
the implementation of RADAR was different from the original proposal in several other ways. First, as we
noted above, the proposed collaboration with the Shoreline Fire Department did not materialize. This
was partly due to data issues—we had hoped to supplement our analysis of calls for police service with
data on ambulance/medical calls, but thedatawe received from thefiredepartmentwashighly restricted
due to patient confidentiality andwas not adequately geocoded. Furthermore, the expansion of theNav-
igator role largely took the place of the collaboration with the Community Mental Health team. Second,
the regional focus and expansion of RADAR to five different departments during the course of implemen-
tation (which was done using additional grant money leveraged from local sources) considerably broad-
ened the scope of the intervention, even though the program operated somewhat differently in each
location. While we only evaluated RADAR in Shoreline, our conclusions and recommendations below
do include references to the regional collaboration, as we learned about comparisons between Shore-
line and other jurisdictions and related benefits and challenges for RADAR through our focus groups and
interviews.

4. Evaluation Results

4.1. RADAR implementation

As of August 2019, 27 formal RADAR response plans were active in Shoreline.15 The majority of these
response plans were connected to addresses in Shoreline, but three were associated with addresses in
Kenmore and four response plan subjects were considered transient. However, 200 people in total were
contactedby Shoreline PDand theNavigator in 2017-18, with a total of 383 individual contacts (including
follow-up contacts in 2019). One individual, who also had a formal response plan, had 34 separate con-
tacts with the Navigator. The nextmost frequent RADAR user had nine contacts, followed by two individ-
uals who had eight contacts each. Two-thirds (67%) of initial contacts were connected to a Shoreline PD
incident report, while other people were identified through reviews of 911 calls by the RADAR sergeant,
outreach to the community, and word of mouth. Over three-quarters (76%) of people contacted by the
Navigator agreed to accept assistance. Based on our review of the Navigator’s case management notes,
the issues leading to referral were as follows:16

15Wedonot have the dates onwhich the response planswere approved, so somemayhavebeen created in 2019 after our analysis
period ended.

16More than one issue may have been present for a given person.

15



RADAR: Response Awareness, De-Escalation, and Referral

• Behavioral health andmedical issues (e.g. paranoia, delusions, schizophrenia, dementia, traumatic
brain injury): 44%

• Mental health issues (e.g. depression, suicidal behaviors): 38%

• Intoxication/substance use issues: 19% (13% of contacts involved a person with co-occurring sub-
stance use and BH/DD issues)

• School issues: 15% (4% threats of school violence and 11% other school stress issues)

• Other crimes (as suspect or victim): 11%

• Life stress: 7%

We also received data from the RADAR sergeant showing the number of referrals from patrol deputies.
This information has only been recorded since the current RADAR sergeant took on the role, so it cov-
ers July 2018 to July 2019 instead of our 2017-18 analysis period. Nonetheless, Figure 1 shows a steady
increase in the number of monthly referrals to the program from non-RADAR-affiliated patrol deputies,
with a slight drop during the less busy winter months. This suggests increased awareness and uptake of
the program, as supported by the findings from our focus groups that we report below.

Figure 1: Monthly referrals to RADAR from patrol deputies, July 2018-July 2019
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4.2. Mental health-related calls for service

Table A1 (in the Statistical Tables appendix) shows the total number of BH/DD calls for service and inci-
dents in Shoreline and the comparison city during the study period. The average monthly count of all
calls for service in the pre-RADAR period (2015-16) was 1,284 in Shoreline and 1,736 in the comparison
jurisdiction, which was significantly different (t = 10.58, p < .0001). On average, 3.5% of calls for service
in Shoreline in the pre-RADAR period (2015-16) were classified as mental health complaints or suicide
attempts, compared to 3% of calls in the comparison city. Again, the monthly counts of mental health
calls were significantly different in the two locations in the pre-RADAR period, with 45mental health calls
per month in Shoreline and 51 in the comparison city (t = 2.07, p= .045).

During RADAR implementation (2017-18), there was a significant increase in overall calls for service in
Shoreline (an additional 277 calls per month on average; t = -5.28, p < .0001). However, the number
of mental health calls per month remained steady at 45, so the proportion of calls classified as mental
health-related decreased to 3% during RADAR implementation. There were no similar changes in the
comparison city. As we would expect given this steady rate, our difference-in-differences model did not
show that RADAR had any effect onmental health-related calls for service, controlling for seasonality and
trend (see Table A2). Figure 2 shows the predicted number of mental health-related calls for service be-
fore and during RADAR in both areas from themodel. Although there was a slight decrease in Shoreline,
there was a comparable decrease in the comparison city as well, so we cannot conclude that the change
was caused by RADAR.

Figure 2: Change inmental health-related calls for service in Shoreline and comparison city, 2015-16 (pre)
vs. 2017-18 (during)
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Wealso looked at the amount of timedeputies spent responding tomental health-related calls for service
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(mental complaints and suicide attempts), based on the research showing that mental health calls can
take up more police resources than other call types. Again, Shoreline and the comparison city differed
significantly in the pre-RADAR period in the amount of time spent on calls. Across all call types, the
average amount of time between deputies’ arrival and call closure was 63.4 minutes, compared to 58.8
in the comparison city (t = -5.67, p < .0001), and for mental health-related calls the time increased to 81
minutes, compared to 70.5 (t = 2.40, p = .016). In both Shoreline and the comparison city deputies spent
a significantly longer time on mental health calls compared to non-mental health calls. In Shoreline the
amount of time spent on mental health calls significantly increased during the RADAR implementation
period compared to the pre-RADAR period (98 minutes vs. 81 minutes; t = -3.30, p = .001). However,
time spent onmental health calls also increased in the comparison city, and our difference-in-differences
analysis showed that while the increase was greater in Shoreline (controlling for seasonality and trend),
it was not significantly different from the comparison jurisdiction (Table A3; Figure 3). Again, this means
that we cannot attribute the changes in the time spent on mental health calls to the RADAR program.

Figure 3: Change in time spent on mental health-related calls for service in Shoreline and comparison
city, 2015-16 (pre) vs. 2017-18 (during)

70

80

90

100

Pr
ed

ic
te

d 
m

in
ut

es
 o

n 
ca

ll

Pre During

Comparison Treatment

4.3. Mental health-related incident reports

As with calls for service, Shoreline and the comparison city differed significantly in both total incidents
and mental health-related incidents (mental complaints and suicide attempts) in the pre-RADAR period
(see Table A1). The average monthly count of incident reports was much higher in the comparison city
(865 in 2015-16 versus 528 in Shoreline; t = 15.92, p < .0001). The average monthly count of mental
health incidents was also higher in the comparison city (27 vs. 21; t = 3.21, p = .002), but the proportion
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of incidents classified as mental complaints or suicide attempts was higher in Shoreline (4.0% vs. 3.1% in
the comparison city), consistent with deputies’ perceptions that Shoreline has a higher concentration of
mental health issues relative to its neighbors.

As we described in theMethodology section, we also identified additional incident reports that were not
classified as mental complaints or suicide attempts, but also involved a BH/DD component in the narra-
tive. Table A1 shows the numbers of these “other BH/DD” incidents in Shoreline and the comparison city,
as well as “total BH/DD,” which also includes the mental complaint and suicide attempt reports. Across
the entire study period (2015-18), the most common non-mental complaint or suicide attempt reports
that involved a BH/DD component were:

• Drunkenness (33.6% of all non-mental complaint or suicide attempt incidents involving a BH/DD
component)

• Trespass (9.2%)

• Welfare status check (7.6%)

• Simple assault (7.2%)

• Person lost, found, or missing (4.8%)

As with mental complaint and suicide attempt incidents, the average monthly count of total BH/DD re-
ports was significantly higher in the comparison city during the pre-RADAR period (49 vs. 34 in Shoreline;
t=5.79, p< .0001), but theproportionof incidents involving amental complaint, suicide attempt, or other
BH/DD component was higher in Shoreline (6.5% vs. 5.7%).

During the RADAR implementation period (2017-18), therewas very little change in the averagemonthly
counts of all types of incident reports in Shoreline. At the same time, therewas a larger decrease in overall
incident reports in the comparison city, and a slight decrease in total BH/DD reports. Thus, our difference-
in-differences model does not show any significant difference between Shoreline and the comparison
city in terms of changes in total BH/DD calls between 2015-16 and 2017-18 (see Table A4; Figure 4).

4.4. Physical contact and resistance

As described above, we coded BH/DD incident reports for physical contact (our broad proxy for use of
force) and resistance (verbal or physical) to police contact. Table A5 shows the number and types of
physical contact and resistance in Shoreline before and during RADAR implementation. The number
of instances of both physical contact and resistance occurring during BH/DD incidents was significantly
lower during RADAR implementation compared to the pre-RADAR period (physical contact: χ2 = 5.49,
p = .019; resistance: χ2 = 13.82, p < .0001). While the numbers are very small, which limits the value of
the statistical analysis, Table A5 shows that among different types of physical contact, the reduction in
the number of times a deputy physically escorted an individual was statistically significant ( χ2 = 7.48, p
= .006). Verbal, self-care, and defensive resistance were all significantly lower during the implementation
period (verbal: χ2 =16.07, p< .0001; self-care: χ2 =4.80, p= .028; defensive: χ2 =7.45, p= .006). However,
the reductions in physical contact and resistance were not statistically significant whenwe controlled for
seasonality and trend (Tables A6 and A7; Figures 5 and 6). We also ran difference-in-differences models
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Figure 4: Change in total BH/DD incident reports in Shoreline andcomparison city, 2015-16 (pre) vs. 2017-
18 (during)
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comparing physical contact and resistance in Shoreline with the comparison jurisdiction, but there were
no statistically significant differences between the two areas (Tables A8 and A9).

4.5. Survey of deputy perceptions

Table A10 shows descriptive statistics for participants in our survey of Shoreline deputies.17 As described
above,Wave1was conducted in the summerof 2016during thegrantplanningphaseandprior toRADAR
implementation. Wave 2 was conducted in the summer and early fall of 2019. Although there was con-
siderable staff turnover between the twowaves, which prevented us from being able tomeasure within-
officer changes in outcomes over time, the two samples did not significantly differ in rank ( χ2 = 2.930, p=
.403), assignment ( χ2 = .793, p= .851) or tenure at Shoreline PD ( χ2 = .469, p= .926). However, therewas a
significant difference in the number of survey respondents who had received CIT training betweenWave
1 andWave 2 ( χ2 = 9.397, p = .024). InWave 1, themajority of respondents had received at least the short
8-hour training, but seven had not received any training and nobody had received the advanced training.
ByWave 2, all respondents reported that they had received at least some training, and almost half (46.2%)
had attended either the full 40-hour or advanced (> 40-hour) course. This change reflects Shoreline PD’s
increased focus on responding to people with BH/DD during this time period—recall that RADAR was
intended as a complement to CIT in the department and that the “de-escalation” part of the program

17We did not collect demographic information such as gender or race because of the risk of identifying specific deputies among
the small number of participants.
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Figure 5: Change in instances of physical contact during MH/DD incidents in Shoreline, 2015-16 (pre) vs.
2017-18 (during)
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involved a commitment to better preparing all members of the department to respond to BH/DD issues.

4.5.1. Deputies’ experiences with BH/DD and RADAR

In bothWave 1 andWave 2, themajority of survey respondents stated that they encounteredpeoplewith
BH/DD every day. This proportion increased from 53.6% in Wave 1 to 69.2% in Wave 2, although the dif-
ferencewas not statistically significant ( χ2 = 1.391, p= .238).18 Therewere no differences betweenwaves
in the types of situations in which deputies encountered people with BH/DD, such as “on-views” (when
deputies come across an incident in the course of their patrol), requests for assistance, crisis situations,
or as a victim or suspect in a crime.

InWave2weaskeddeputieswhether theyhadheardof RADARandhow theyhave encountered it in their
work. All 26 respondents to theWave2 survey said theyhadheardof RADAR. This shows that theprogram
has clearly been implemented and publicized in Shoreline, given that in Wave 1 only 57.1% of respon-
dents (16 people) said that they hadheard of RADARduring theplanningphase. Survey respondents also
appeared to be using RADAR.19 Almost 81% of respondents said that they checked at least sometimes

18The original survey question had seven response options ranging from “Never” to “Every Day.” These statistics were obtained
by comparing the proportion of respondents who answered “Every Day” to respondents who selected any other response.

19Note that 9 respondents to the survey stated that they were current or former RADAR deputies and 7 stated they were current
or former RADAR supervisors. There is some overlap here as respondents could select more than one response to this question,
but these numbers seem too high so some respondents may have misunderstood the question.
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Figure 6: Change in instances of resistance during MH/DD incidents in Shoreline, 2015-16 (pre) vs. 2017-
18 (during)
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to see if there was a response plan before responding to a call involving someone with BH/DD; 31% said
they checked often. Sixteen respondents (61.5%) said they hadmade a referral to RADAR, 13 (50.0%) had
consulted a response plan, and 3 had ridden with the navigator (2 of these 3 also identified themselves
as current or former RADAR deputies so may have been involved in conducting targeted outreach with
the navigator).

In both waves we asked deputies to rank a list of commonways they resolved calls involving people with
BH/DD, and in the Wave 2 survey we added “refer to RADAR deputy” and “refer to RADAR navigator” to
the list of options. While RADAR did not replace other methods of resolving calls involving people with
BH/DD, the survey did show that some deputies had begun using it by the second wave. Involuntary
transfer to hospitalwas ranked as themost commondispositionbymost respondents in bothwaves; only
two respondents said theywould refer to the RADARdeputy (N=1) or navigator (N=1) as their first option.
However, four respondents chose “referral to RADAR deputy” as the second most likely disposition in
Wave 2 (the most frequently selected second option, arrest, was chosen by 5 respondents and 4 others
listed voluntary transfer to hospital as their second option).20

We also asked respondents whether they typically shared their experiences with their colleagues after
experiencing a personwith a BH/DD, and to rank themost commonways inwhich they did so. We looked
at these questions across both waves to assess whether the addition of RADAR referrals and response
plans as information-sharing options changed the nature of responses. In both waves, all respondents

20We acknowledge that a number of respondents noted they did not like this ranking question because the disposition depends
heavily on the circumstances of the particular call. Thus, these results should be viewed with some caution.
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said they shared information at least sometimes, but surprisingly the proportion who answered “often”
fell from 60.7% inWave 1 to 42. 3% inWave 2 (this changewas not statistically significant: χ2 = 1.830, p =
.176). Again, the method of information sharing ranked by respondents as most common was informal
sharing (for example, over coffee or car-to-car) in both waves. Almost three-quarters of respondents in
bothwaves said this was themost commonway inwhich they shared informationwith each other (Wave
1: 73.1%;Wave 2: 73.9%). However, among the options ranked as secondmost common, RADAR referrals
or response plans were selected by 6 respondents in Wave 2 (an equal number selected group email in
Wave2, and7 respondents selected roll call). It is possible that some respondents inWave2mayalsohave
been thinking about RADARwhen they selected “group email,” as RADAR response plans and referrals are
initiated by sending an email to the RADAR team.

In Wave 2 we also asked respondents whether they shared information about people with BH/DD with
non-police entities, such as prosecutors, mental health professionals, hospitals, or community service
providers. These types of sharing were reasonably common, with the exception of community service
providers. Almost 62% of respondents in Wave 2 said they shared information with prosecutors at least
sometimes; 88.5% with mental health professionals (we did not specify the RADAR navigator here, but
some respondentsmayhavebeen referring toher); and 68%with hospitals. Forty percent of respondents
said they shared information with community service providers sometimes, but nobody said often.

In Wave 2 only we asked respondents about their attitudes toward RADAR and whether they thought it
affected their job satisfaction and effectiveness.21 Figure 7 shows respondents’ attitudes toward RADAR,
which are overall very positive. Almost all respondents agreed or strongly agreed that RADAR gave them
a tool to proactively assist people with BH/DD and connect them to services (92% of respondents for
both questions). A substantial majority (73%) also agreed that RADAR addresses the “revolving door” of
mental health calls. However, 42% agreed that RADAR does not address the underlying problems that
cause people with BH/DD to call the police. This is not a surprising finding given that, for many people,
addressing these problems may well require longer-term services and treatment for which deputies are
unlikely to see immediate effects.

The results for the job satisfaction questions are a little more equivocal, but still very positive overall (Fig-
ure 8). Over three-quarters (77%) agreed or strongly agreed that RADAR helped them be more effective
at their job, and 70% agreed or strongly agreed that it helped them feel more satisfied with their job.
Sixty-five percent of respondents agreed or strongly agreed that RADAR helps them feel they aremaking
a positive difference in people’s lives.

Finally, we asked several open-ended questions to learn what respondents viewed as the most and least
successful aspects of RADAR and their suggestions for improving the program. The most successful as-
pects highlighted by respondents were the ability to refer people directly to a MHP for outreach and ser-
vices (including providing support to their family members); reducing frequent callers; and the response
plans. One respondent noted that while the response plans were rarely used, they did provide informa-
tion about high-risk people. Several other respondents highlighted the officer safety and de-escalation
information in the response plans as important—as one respondent wrote, “the more info the better.”

Responses to the question about least successful aspects were more varied. Several respondents men-
tioned that there wasn’t enough follow-up in the community and that the program was not expanded

21We broke out this analysis by respondents who identified as current or former RADAR deputies/supervisors and those who did
not, but there were no significant differences in any of the questions. Given the issue noted in Footnote 19 and the lack of
significant differences, we did not include this analysis in the report.
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Figure 7: Survey respondents’ attitudes toward RADAR, Wave 2 survey
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enough; one felt that there was not enough help from the navigator (based on this person’s other re-
sponses, we interpret this as insufficient navigator positions or resources rather than a criticism of the
navigator’s work). However, several others felt that community outreach to people who do not qualify
for a response plan was not successful, or that RADAR does nothing for the immediate situation. One
respondent noted, in line with the questions discussed above, that RADAR provides useful information
but does not address the recurring issues that lead people to call 911 regularly. Another highlighted the
technology piece as a challenge; particularly keeping things consistent between agencies and tracking
information consistently.

When asked how RADAR could be improved, almost all of the people who answered the question said
that more navigators and funding for both navigators and officer overtime were needed to expand and
sustain the program. However, one person (who also felt there was too much community outreach to
lower-risk people) recommended sticking to the original plan of focusing on officer safety and frequent
callers rather than broader BH/DD issues. Several respondentsmentionedmaking RADAR amore regular
program (i.e. more than weekly outreach) or having a 24-hour crisis line or involving dispatchers to in-
crease the program’s availability. Related to this, another respondent did not recommend expanding the
program, but cautioned that it should not be sold as something thatmakes a difference on a daily or call-
to-call basis in its current form. The personwho highlighted technology and consistency across agencies
also recommended developing RADAR as amodel policy with support from theWashington Association
of Sheriffs and Police Chiefs (WASPC) to ensure the fundamentals of the program are consistent across
agencies. This person noted that this would lead to “a better chance to incorporate best practices and
work with key service providers.”

24



RADAR: Response Awareness, De-Escalation, and Referral

Figure 8: Survey respondents’ job satisfaction related to RADAR, Wave 2 survey
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4.5.2. Changes in deputies’ perceptions and experiences with BH/DD and RADAR

We asked several questions in both waves of the survey about issues that we hypothesized could be af-
fected by RADAR: deputies’ perceptions of fear in encounters with people with BH/DD (both their own
fear and fear on the part of the individual with BH/DD); use of force encounters; whether they received
sufficient informationprior toencounterswithpeoplewithBH/DD; satisfactionwith currentoptions to re-
solve calls; andperceptions of peoplewith BH/DD. It is important to note again here thatwehadhoped to
be able tomeasure these changes “within-officer,” i.e. explore whether specific deputies who responded
toboth surveys experienced changes as a result of RADAR, but due to the low response rate andhigh staff
turnover in Shoreline we were unable to do so. The results below therefore reflect overall department
changes, which could be driven by factors other than RADAR (e.g. new staff members coming in who
have had different experiences). We had also intended to look at whether there were differences in the
Wave 2 outcomes depending on whether or not the respondent had made a RADAR referral or checked
a response plan, but the numbers are too small to draw meaningful conclusions from such an analysis.

Nonetheless, there are some interesting changes between Waves 1 and 2. Respondents in Wave 2 were
less likely than those in Wave 1 to say that in encounters with people with BH/DD they had feared for
their own or their partner’s safety, perceived that the person was afraid of them, or used force (Table
A11). Almost 90% of Wave 1 respondents said they had feared for their safety, compared to 73.1% in
Wave 2 (this changewas not statistically significant: χ2 = 2.35, p = .125). The differences in perceptions of
fear on the part of the personwith a BH/DD and use of force were statistically significant. Again, 89.3% of
Wave 1 respondents believed the personwas afraid of them, compared to 65.4% inWave 2 ( χ2 = 4.46, p=
.035). The change in use of forcewith peoplewith BH/DD is striking: while 89.3% said they had used force
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in Wave 1, only 42.3% had done so in Wave 2 ( χ2 = 13.39, p < .0001). While our finding of a reduction in
physical contact in BH/DD incidentswas not statistically significant, it lends some support to these survey
fundings.

We asked respondents who had used force several questions about their experiences: was their de-
escalation techniqueeffective; did they think theywouldhavebeenmoreeffective if theyhadhad subject-
specific informationormoregeneral information about BH/DD; anddid they think the situation escalated
because of the individual’s fear or confusion about police.22 These results are shown in Table A12. Re-
spondents inWave 2 were less likely than those inWave 1 to agree that the de-escalation technique they
used was effective, that subject-specific or general information would have made their response more
effective, or that the situation escalated because of the individual’s fear or confusion. In the latter case,
only 18.2% ofWave 2 respondents agreedwith this statement comparedwith 41.7% atWave 1, but none
of these differences was statistically significant. We caution against reading too much into these num-
bers because so few people in Wave 2 said they had used force. It is possible that those who did found
themselves in much more challenging situations where many other factors affected the outcome.

There was no difference between waves in whether respondents felt they received enough information
about an individual’s mental state or cognitive disabilities before responding to a call. In both waves, a
majority of respondents said they did not (Wave 1: 75.0%, Wave 2: 76.9%; χ2 = .03, p = .869). Among
the different types of subject-specific information deputies might receive before a call (information on
the person’smental health condition; familymember or caregiver contact information; prior contactwith
law enforcement; medications; drug/alcohol history; things that tend to calm or excite the person; and
information relevant to officer safety), the only statistically significant difference23 between waves was
the frequencywithwhich respondents said they received information about things that calm or excite—
the “hooks and triggers” described in response plans. In Wave 1 only 18.5% of respondents said they
received this information sometimes or often, whereas 48.0% said they did inWave 2 (z = -2.27, p = .023).
More respondents in Wave 2 also said they received information pertinent to officer safety, which is also
included in response plans, sometimes or often (84.6% vs. 53.9% in Wave 1), but this fell just short of the
conventional threshold for statistical significance (z = -1.91, p = .056). Overall, in both waves themajority
of respondents were not satisfied with the options available to them to resolve calls involving people
with BH/DD, but there was a non-statistically significant increase in those saying they were satisfied in
Wave 2 (42.3% compared to 25.0% in Wave 1; χ2 = 1.82, p = .178).

Finally, we assessed whether there were any changes in deputies’ perceptions of people with BH/DD
during RADAR implementation. We asked whether respondents agreed that treatment can help peo-
ple with BH/DD live normal lives; that family members of people with BH/DD lack sufficient information
about resources; and that first responders have a duty to help people with BH/DD access information
and resources (Figure 9). Respondents in Wave 2 were significantly more likely than those in Wave 1 to
agree that treatment helps ( χ2 = 5.32, p = .021).24 There was also an increase in the number of people
agreeing that family members lack information, but this was not statistically significant ( χ2 = 3.20, p =
.074). Interestingly, the proportion of respondents who agreed that first responders had a duty to help
was lower in Wave 2 than Wave 1 (61.5% vs. 78.6% agreed or strongly agreed), although this was not
statistically significant ( χ2 = 1.88, p = .171). We speculate that greater exposure to the navigator, and the
overall positive disposition of deputies toward the navigator’s role, may have influenced respondents to

22Respondents could answer these questions on a 4-point scale, from “strongly disagree” to “strongly agree.” Because of the small
number of responses we recoded these questions to “agree/disagree.”

23Based on two-sample Wilcoxon rank-sum (Mann-Whitney) tests.
24Due to low numbers of responses we recoded the 4-point agreement scale to “agree/disagree” for the statistical analysis.
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believe that a MHP is better placed than them to provide support and resources to people with BH/DD.

Figure 9: Survey respondents’ attitudes toward people with BH/DD, Wave 1 (2016) vs. Wave 2 (2019)

19 22 7

11 35 6

8 30 11

19 21 11

34 15

9 25 17

0 10 20 30 40 50

Percent of respondents

Duty to help

Insufficient info

Treatment helps

Wave 2

Wave 1

Wave 2

Wave 1

Wave 2

Wave 1

No respondents selected 'strongly disagree'

Disagree Agree Strongly agree

Finally, we examined changes in responses to the three questions from the Toronto Empathy Question-
naire, which measured respondents’ empathy toward people in need (see Figure 10). We asked how
often (on a scale of Never to Always) respondents did not feel sympathy toward those who cause their
own serious illness; how often they got a strong urge to help when they see someone who is upset; and
how often they feel protective of someone they see being taken advantage of. There was a significant
difference between responses to the first question between Waves 1 and 2. More respondents in Wave
2 said they never or rarely lacked sympathy for people (z = 3.12, p = .002). There was little difference
in respondents’ urge to help (z = -.3, p = .977). Respondents were more likely in Wave 2 to say they felt
protective often or always, but this did not meet the threshold for statistical significance (z = -1.87, p =
.062).

4.6. Focus groups with key stakeholders

As we described in the Methodology section, we conducted focus groups in August 2019 to understand
how various stakeholders had experienced RADAR. We spoke to deputies and their supervisors, com-
mand staff, mental health professionals, and others who have been involved with the development of
RADAR specifically in Shoreline. Topics of discussion included perceptions of RADAR, including the util-
ity of the response plans and partnerships with the navigator; job satisfaction; and success stories and
challenges. We also asked stakeholders what advice they would give to police chiefs or command staff
at other departments who were interested in implementing a similar program in their jurisdiction. Re-
sponses to this last question are summarized in the Recommendations section.

27



RADAR: Response Awareness, De-Escalation, and Referral

Figure 10: Survey respondents’ empathy toward people with BH/DD, Wave 1 (2016) vs. Wave 2 (2019)
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4.6.1. Benefits of RADAR

The overall attitude of focus group participants to RADAR can best be described as “guarded optimism.”
Stakeholders highlighted a number of benefits to the department, but also noted some of the ways in
which the program had not delivered as expected or been challenging to implement.

An importantpositive themewas the increase inbuy-inover time fromdeputies in thedepartment,which
especially grewwhen the current (as of August 2019) RADAR sergeant assumed his position. RADARwas
initially seen as just another “flavor of themonth,” and deputies did not recognize anything concrete that
was useful to them. Our survey findings show this attitude still persists among a handful of deputies,
but on the whole most see benefits from the program. The Chief noted that hearing RADAR mentioned
across the radio regularlymaintains a level of exposure for deputies that reminds them to check response
plans. He believed that the terminology of the program is becomingmore familiar and has a connotation
of importance for deputies when they hear it. The patrol deputies we spoke to agreed that they were
skeptical at first because of the limited time they typically have available to spend on calls, but they now
see that the program can help them start to address challenging long-term issues in the community.
They view RADAR as “one extra tool in the toolbox,” especially when a response plan is available. Adding
the navigator has been particularly useful because a big reason for lack of buy-in originally was deputies’
resistance to doing outreach and referrals themselves.

Related to this, theChief noted that hehas seen a culture change arounddealingwith peoplewith BH/DD
since RADAR began. He sees deputies doing a good job of de-escalating situations and exercising pa-
tience and understanding compared to when they started the program, which aligns with our survey
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finding that fewer deputies have had to use force against a person with BH/DD since RADAR began. The
Chief noted that RADAR is a culture shift from typical CIT training because it goes beyond simply raising
awareness of different behavioral health issues. He reported hearingmore compliments about deputies’
professionalism and calm responses, and hearing compliments more than complaints. In summary, the
community has an “expectation of professionalism” and RADAR contributes to increased awareness of
this among the deputies.

Both RADAR and regular patrol deputies said that the ability to refer cases to the navigator helps them.
Deputies donot have the timeor resources to solveproblems like thosedescribedby theRADAR sergeant
as “neighbor disputes” with a BH/DD element (for example, people who call the police believing their
neighbors are spying on them or trying to poison them), which can spiral into disruptive behavior. Now,
instead of responding to the same people over and over again with limited recourse, they canmake a re-
ferral to the navigator that opens up the range of resources available to address the issue. They recognize
that the problem may not be immediately solved, but in the short-term and from a policing perspective
the number of repeat 911 calls noticeably decreases. These success stories are also important for get-
ting buy-in from deputies. We heard several anecdotes about deputies who had been openly skeptical
or critical of RADAR but changed their minds and started sending in referrals after seeing examples of it
working in practice.

Deputies reported that they particularly liked collaborating with the navigator because she has profes-
sional knowledge of available resources and can provide a lot of information that deputies don’t know
about. Thisgoesbeyond informationprovided to the community—Shoreline’s RADARconsultant stressed
that aMHPcanalsohelp to increaseawarenessof howthebehavioral health systemworks amongdeputies
themselves. For example, a particular source of frustrationwe have heard frequently fromdeputies is the
“revolving door:” when they send someone to hospital on an involuntary transfer, the person is often
released hours later and comes straight back to the police’s attention. The MHP can help explain why
hospitals work this way—deputies may not know that the involuntary transfer paperwork they fill out
is essentially just a suggestion. As the RADAR consultant noted: “The navigator helps officers navigate
the system as well as the community.” While the revolving door still creates frustration for deputies, the
partnership with the navigator addresses some of the dissatisfaction they often feel about only being
able to do “triage” rather than solving the problem. The expertise of the navigator allows them to “di-
vide and conquer,” focusing on the skills each party is most adept at. For example, deputies can focus
on documenting law enforcement-relevant information that can increase the risk of escalation while the
navigator provides advice and connections to services in the community.

Command staff in particular found the RADAR response plans useful, even though there were very few
of them. The plans help to acclimate new personnel to people in the community who are well-known
to other deputies because of repeated personal interactions over time. They can also help supervisors
better plan for and control potentially dangerous situations. Wewere told an anecdote about a sergeant
whouseda responseplan tohelp formulate a “gameplan”withdeputieswhowere taskedwith serving an
arrest warrant on a personwith a violent historywho had already been identified by the RADARprogram.

In general, deputies reported that RADAR has a positive effect on their job satisfaction. This also aligns
with our survey findings showing that a majority of respondents viewed RADAR favorably from this per-
spective. The RADAR deputies noted that it offers a different pace, approach, and mindset from regular
patrol. Because they divided their time between RADAR and regular patrol, this made the job more dy-
namic and interesting, and allowed them to feel like theywere having a positive impact on people’s lives.
For example, deputies told us about several well-known high-frequency callers in the community who
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had reduced their contact with police since receiving outreach from the RADAR deputies and navigator,
such as a man who typically calls police several times a day believing his neighbors were shooting lasers
at himwho had not called in severalmonths. The deputies described RADAR as a “long game:” “You can’t
look at RADAR as being able to ‘fix’ someone… but how has it helped us to get them to where they are
now?” They see their role in the program as trying to get people to the point where they’re willing to
seek help. Then, even if they relapse, the process has still been set in motion, so they believe they have
still successfully moved the needle.

The Navigator has also seen benefits of RADAR in Shoreline. She reported that she has been largely well-
received by people in the community. While some people are understandably embarrassed about being
referred, only a few have refused to work with her at all. Reflecting the comments of the RADAR deputies
about the “long game,” she saw the co-responder model as a way to improve rapport between people
with BH/DD and the police, even if the outcome isn’t an immediate or obvious “success story.” Some
people will stop engaging with treatment but still proactively work with the RADAR team, maintaining
the “in” that opens up opportunities for more support in the future. She appeared to view herself as
playing a supporting role in changing community perceptions of the police—through their collaborative
outreach, she and the RADAR deputy can show people that the police are there to help and don’t only
come when someone is in trouble. Ultimately this could help to reduce fear of the police among people
with BH/DD. The “long game” is about using these changed perceptions to create supportive, positive
police-community relations where people feel comfortable reaching out to police and service providers
about their mental health needs.

To this point, it is important to caution that we did not collect data directly from people with BH/DDwho
were involved with RADAR and therefore only have the word of the police and the navigator about the
benefits to the community. However, this collaborative, community-oriented approach does align with
the research discussed above on procedural justice and the police’s ‘caregiving’ role. Although RADAR
originally focused primarily on the creation of response plans for people who were considered a danger
to police and/or high-frequency callers, the addition of the navigator allowed for a greater variety of out-
reach and assistance, identifying “hooks and triggers,” and creating alternatives to arrest. As the RADAR
project coordinator—a doctoral candidate in social work—stated, “this is the way of the future.” Ques-
tions are often raised about the extent to which police should be expected to carry out ‘social work’ roles
whereas RADAR brings the social workers to the street to an extent. In the project coordinator’s words,
“social workers can be in any situation—it’s like the EMT relationship to the fire department.”

Finally, while we did not evaluate the broader regional RADAR collaboration and cannot speak to the
program’s implementation in the other agencies, several stakeholders noted the benefits of this col-
laboration. In particular, the fact that people regularly cross jurisdictional boundaries (especially in a
suburbanmetropolitan area like Shoreline that lacks clear delineation between cities—for example, one
crosses from Shoreline into Seattle simply by driving fromone side of an intersection to the other) under-
scores the importance of information sharing across agencies, and several response plan subjects have
addresses outside of Shoreline city limits. Several stakeholders told us a story about someone who as-
saultedapoliceofficer inoneof the collaborating jurisdictions. WhenShorelineheardabout the case they
created a response plan for the perpetrator. Later on, therewas a call involving someonewith BH/DD in a
third participating jurisdiction that shares a data systemwith Shoreline, which turned out to be the same
person. They were able to pull up Shoreline’s response plan and de-escalate the situation (this particular
story was also held up as a RADAR selling point for a notably skeptical sergeant).
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4.6.2. Challenges of RADAR and areas for improvement

While our focus group participants highlighted a number of RADAR benefits and success stories, they
also discussed several challenges and problems. These primarily revolved around the sustainability of
the navigator position—similar to our survey findings, there was strong support for the navigator but
concerns about how the role works in practice—and failure to deliver on the technology side of the pro-
gram.

It was clear in our discussions with the deputies that they had developed a great deal of trust and respect
for the current navigator. In fact, one of the RADAR deputies stated: “If we didn’t have [Ms. Kroll], the
program would have died years ago.” However, this relationship took time to develop and may not be
replicated fullywith adifferent person. Therewere somepersonality conflicts at first, especially given that
police officers are not used to riding with a non-law enforcement partner. As we noted above, Shoreline
quickly moved away from a true co-responder model where deputies and MHPs responded to ‘live’ calls
because deputies did not want to ride with ‘outsiders’ and were understandably nervous about being
responsible for an untrained person in the middle of an unfolding law enforcement situation. Ms. Kroll
was able to navigate her role more easily because, although she has not worked in law enforcement, she
comes from a law enforcement family and has an understanding of the culture and hierarchy. Future
navigators may not have the same experience or mindset. As the RADAR consultant pointed out, co-
responder models are a very new area for social work and there is nothing in social work training about
working with the police.

Another important challenge with the navigator, which was also borne out in the survey responses, was
that there was only one. In Shoreline specifically, deputies wanted the navigator to be more proactive in
making contact with people rather than reviewing reports and responding later (for example, the project
coordinator suggested that navigators should have radios to be able to check inwith dispatchwhen they
arriveon shift to findoutwhat situationsmayhavehappened thatday). However, withonly onenavigator
(who works across all five collaborating agencies, plus a sixth agency), deputies felt they couldn’t always
get access to the program when they wanted or needed it. They wanted a dedicated person, at least
during high-volume call times.

The RADAR sergeant highlighted this as RADAR’s “biggest challenge.” He said that Ms. Kroll “shouldn’t
have to be a counselor or case manager for the whole city—everyone is calling or checking in with her
for support.” She frequently gets calls and emails at all hours of the day or night, and because she is
“known and a friendly face” she may come across to people as “less faceless than using the resources
she’s connected themwith.” Thus, RADAR has effectively displaced the problemof repeat calls for service
to the navigator rather than addressing the issue. This might not sound like a bad thing, but for the fact
that there is only one navigator, who just happens to be particularly dedicated. The navigator herself
understands and appreciates that she “can’t be everywhere at once” or cover a department full-time by
herself.

There is a resource-sharing agreement between the five agencies participating in RADAR, which includes
a plan to hire 4 part-time navigators and a full-time program manager. The navigators will go wherever
they are needed across the region rather than being assigned to a specific department. However, the cur-
rent navigator explained that addingmore navigatorswill only be feasible if there is a deliberate structure
for interviewing, onboarding, and training in place—it is crucial to continue working on getting buy-in
from the police to work with a “stranger.” Just because they are used to working with one navigator, it
does notmeananewonewill automatically be tolerated. The lack of knowledge about police-socialwork

31



RADAR: Response Awareness, De-Escalation, and Referral

collaborations in the social work field has also limited their ability to hire a program manager, according
to the RADAR consultant.

As the current navigator’s experience highlights, an important challenge for the navigator side of RADAR
is the blurring of roles betweenoutreach and casemanagement. The RADAR consultant felt it was a good
idea for the navigator to do case management, but police departments in the region wanted someone
more focused on doing triage and referral; the navigator here has ended up having to do a bit of both.
She explained that casemanagement (or performing diagnostic or clinical work in the field) represents a
different typeof relationshipwith the client. Thenavigator is supposed to serve as a “bridge” between the
police department and the community; the communitymembers is “not supposed to think the navigator
is ‘theirs.’ ” A further challenge here is that this also represents a change in mindset for most MHPs who
might becomenavigators: the consultant noted thatMHPs are typically trained to followpeople through
the system, whereas RADAR requires them not to follow but to refer out.

Returning to deputies’ concerns about riding with untrained outsiders, recruitment and training of navi-
gators is also a key challenge for RADAR. Again, this has not been a specific issuewith the current naviga-
tor, but this is primarily because of her personality and experience (she described her job as “a calling”)
and is not sustainable. The RADAR deputies even said that the qualities she has “can’t be trained”—she
understands workingwith police, knows her role, and “doesn’t ask stupid questions,” whereas other peo-
ple might be more like an inexperienced ride-along participant who ends up being more of a liability
than an asset. Other stakeholders did feel that training is possible (see the Recommendations section for
more details), but highlighted important qualities that should be selected for at the recruitment stage.
The patrol deputies stressed that the navigator should be “realistic but positive” about the realities of law
enforcement and could not be someonewho is hostile towardpolice. Theynoted, for example, that some
people outside law enforcement have the view that the police should never use force, but a navigator
would need to recognize that sometimes it is necessary to use force to secure a scene.

The current navigator reiterated this view, stating that navigators need to be able to see the value in
both worlds and translate between them. However, she also highlighted challenges to recruitment and
hiring. Some MHPs who work with people who are multiple-system involved view the police as “adver-
sarial, harmful, and have traumatized their client,” and she was even hesitant to tell her colleagues what
she was doing initially because of the cultural and ideological differences between the two fields. An-
other challenge with hiring navigators is that a non-trivial number of MHPs would not be able to pass
a background check. She believed that some people go into mental health work because they are “in
recovery from something” themselves. Furthermore, while marijuana is legal in Washington, it can still
create problems for law enforcement background checks and it is likely that people would fail on that
basis.

Finally, the technology piece of RADAR has been the source of numerous challenges. The difficulties
are twofold: at the local level, the integration of response plans into the CAD system was not effectively
realized; and at the regional level stakeholders reported difficulties sharing information across different
agencies and systems. While some commanders felt that the workaround of attaching response plans
as PDFs in the records management system (RMS) had been useful, deputies on the ground found them
difficult to access and “not quick to look at”—they had to navigate throughmultiple screens to find them.
On the other hand, the deputies found that the summary emails sent by the current RADAR sergeant
contained all the information they needed about “hooks and triggers” and were easy to understand.
Thus, as it currently stands, the information sharing piece of RADAR has not really addressed the “front-
loading” goal—the front-loading is being done manually by the sergeant, which is not sustainable. The
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RADAR sergeant moved to another agency in October 2019 and it is possible that his successor may use
a different approach. While the patrol deputies felt the response plans were useful for people who were
new or not working in Shoreline full-time, the specific deputies we spoke to preferred to continue relying
on their own knowledge of people in the community.

A further issue with the response plans is that the RMS workaround only allowed a plan to be connected
to its subject by address. This is at odds with the reality of people in the community with BH/DD, some
of whom are homeless or transient, or simply move frequently. The Chief noted that it would be helpful
to be able to connect the response plans to other data points, like the person’s name or driver’s license
number. However, for privacy reasons this would require legislative action. The technologymay be years
away from being fully realized, and is not a priority for KCSO. One important challenge is that a new
King County Sheriff was elected during the RADAR implementation period and Shoreline and the other
collaborating agencies under KCSO’s purvieware still workingondevelopingbuy-in from leadership. The
program may be viewed as “the previous Sheriff’s program” and therefore not a key priority for the new
administration. Thus, the broader operational context for implementation is not as favorable and the
elements of RADAR that rely on external support have been more limited.

Onemember of the command staffwe spokewith noted that in terms of the regional collaboration, tech-
nology and systemswere “so compartmentalized it’s hard to integrate” RADAR—especially given that the
collaboration involves some agencies that are KCSO contract cities and others that are completely inde-
pendent. RADAR has evolved differently in each area, whichmay create challenges for sustainability and
broader recognition and political support. He stated that it needs to be thought of as one would think
about scaling up a business—identifying the right staff for different roles and gauging political will and
funding availability. The collaboration across different jurisdictions also creates territorial issues, even
when they have agreed to cooperate. Chiefs still have to focus on what is best for their own city, because
ultimately they are responsible for their own city. This may explain why RADAR looks so different in the
various agencies. Ultimately, the success of the regional collaborationmay hinge on visionary chiefs who
arewilling to take risks. This has largely been the case so far, which has helped the collaboration develop,
but not all chiefs may follow the same approach and the program could ultimately rise or fall depending
on who is in the role.

5. Conclusions and Recommendations

In this report we described a process and outcome evaluation of RADAR—Response Awareness, De-
Escalation, and Referral. This program was developed by the Shoreline Police Department under a FY
2015 Strategies for Policing Innovation (SPI) grant from the Bureau of Justice Assistance and evaluated
by the Center for Evidence-Based Crime Policy at GeorgeMason University and the National Police Foun-
dation. RADAR was first implemented in January 2017 after a one-year planning period. It aimed to
institutionalize department-wide and regional information sharing about communitymembers with be-
havioral health issues or developmental disabilities (BH/DD) who may be at increased risk of violence or
use of force; and offer opportunities for outreach and connection to services and resources through a
mental health “navigator.”

RADAR evolved during the course of implementation to become more focused on the outreach and re-
ferral portion of the program than originally expected. Subject-specific response plans, used to highlight
information about communitymembers’ “hooks and triggers”—factors that could calmor excite them—
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and potential risks posed to the police were created, but limited to those at highest risk of violence, use
of force, or repeat calls. Only 27 response planswere created during the two-year implementation period
we studied, but 200 people in total were contacted through response plans and/or navigator outreach
during the same period. However, there were no significant changes in mental health-related calls for
service or BH/DD-related incident reports during the implementation period compared to a similar juris-
diction in the King County Sheriff’s Office service area. There were fewer instances of physical contact in
Shoreline during RADAR implementation—a broad definition of “use of force” that also includes routine
actions like handcuffingandphysically escortingpeople, which can also increase fear amongpeoplewith
BH/DD. While this finding is promising, it is not statistically significant.

Althoughouroutcomeevaluationdidnot showstrongpositive results, there are somepromisingfindings
from our survey of Shoreline deputies and our focus groups with deputies and other stakeholders. While
there were some implementation challenges, particularly around the technology issues that limited the
ways in which response plans were shared and sustainability and resources to support the navigator’s
role, RADAR was generally well-received by deputies. Most deputies checked for response plans at least
sometimes when responding to calls and viewed the navigator very favorably. They viewed RADAR as a
useful additional tool in their toolbox for dealing with situations involving people with BH/DD and an-
other way to help address the “revolving door” of mental health calls, especially through the support
provided by the navigator. A majority of deputies we surveyed post-RADAR implementation felt it im-
proved their job satisfaction. Our survey results indicated significant culture changes in Shoreline Police
Department following RADAR implementation. All respondents to our follow-up survey had received CIT
training. Deputies were much less likely to have used force in encounters with people with BH/DD, and
felt that people with BH/DD were less afraid of them. They felt they received more information about
people’s “hooks and triggers” before responding to a call. Finally, there were improvements in deputies’
attitudes and empathy toward people with BH/DD—they were significantly more likely to feel sympathy
toward people with BH/DD and believe that treatment can help them.

There are several limitations to our study. Most importantly, we lack any data on the perceptions and
experiences of people with BH/DD who received response plans or navigator outreach. We found that
most people who received outreach were willing to accept help, which is promising, but we lack insight
into why or whether the support helped them in the longer term. This points to a larger issue with the
available data that may explain why we did not find statistically significant differences in incidents, calls
for service, and physical contact. Even though Shoreline has a higher volume of mental health-related
calls relative to other agencies, the actual numbers of calls and incidents are small and the number of
people who received response plans and even navigator outreach is unlikely to make a significant dent
in department-wide call rates. Furthermore, as we discussed above, the response rates for our deputy
surveys were low and the total population surveyed was also small. There was considerable turnover in
thedepartment betweenWave1 andWave2. Thus, our survey findings should not be taken as conclusive
evidence of change. Finally, as we have noted throughout, the changing nature of the RADAR program
over time, its multiple components, and challenges with data availability, make it very challenging to
produce a rigorous evaluation.

RADAR is also unlikely to affect outcomes at the point of the call because in Shoreline the navigator out-
reach was reactive and limited in time. We had hoped to be able to analyze outcomes for specific people
who received RADAR contact, but as we documented earlier it was extremely difficult to identify them
in the official data. Furthermore, many people contacted for outreach were low-risk and only had one
contact with police—the call that initially got them referred to RADAR. A substantial minority of people
were referred throughother channels andhadno calls for police service at all. For example, several young

34



RADAR: Response Awareness, De-Escalation, and Referral

people who were contacted were identified because their schools were concerned about their behavior
and referred them to the school resource officer. In this case there was no call for service or specific in-
cident that led to the outreach. This does not provide us with enough data to reliably assess individual
effects. Overall, it is likely that our study is underpowered to detect any effects of RADAR on calls and
incidents, even if they do exist.

In addition, as several of the deputies andother stakeholders in Shoreline told us, RADAR is a “longgame.”
Even if RADAR is effective and we couldmeasure it, it is possible that the full benefits have not been real-
ized yet, especially in terms of contributing to reductions in BH/DD calls and incidents involving physical
contact and resistance. As evidenced by the survey findings, a majority of deputies recognized that one
or two outreach contacts with a person with BH/DD may not be enough to address all the underlying is-
sues, but they at least felt like they were helping the person to take a step in the right direction and open
up the possibility of getting further help in the future. Overall, RADAR’s initial implementation focused
on changing the culture of the police department in terms of how deputies responded to and interacted
with people with BH/DD. The promising results from our survey, showing that deputies are less likely to
use force and that they like the program and are using it, do provide some evidence that this culture
change is happening, although we could not rigorously assess this. Ultimately that culture change may
set the scene for longer-term effects that cannot be measured yet.

5.1. Recommendations

Weconclude this reportwith recommendations for the further development and sustainability of RADAR,
many of which are based on our focus group conversations with RADAR stakeholders. These recommen-
dations are important for sustaining the culture change that may allow for more positive effects in the
future.

5.1.1. Recommendation 1: Improve RADAR data tracking

A crucial element of program evaluation is being able to successfully track data to measure outcomes.
As our challenges with this evaluation demonstrate, we cannot measure outcomes for specific individ-
uals unless we know who participated in the program. Matching people by names or addresses is not
sufficient, as people often change addresses or give different names to the police (whether aliases or
differences in spelling etc.). RADAR needs a standardized way of tracking referrals from patrol that
still needs to be user-friendly for deputies and the RADAR sergeant—the use of emails to refer cases has
worked well in practice, but it presents challenges from an evaluation perspective. The RADAR sergeant
whowas in the role whenwe conducted our focus groups had developed an excellent Excel-based track-
ing system, but this was entirely based on his own skill set and attention to detail and still did not provide
a standardized way for an evaluator to connect the referral with data from the CAD and RMS systems.

We recommend including a RADARflag in both the CAD and RMS systems. In CAD, dispatchers could
add the RADAR flag whenever a call comes in that is related to someone with a RADAR response plan—
this is more proactive than looking up the premise warning, which may not attach to every call. To get
around the challengeof responseplansbeing linkedonly to addresses, deputies could also radiodispatch
to add a flag during the call if it becomes clear that the person has or needs to be referred for a response
plan. In the RMS, deputies could check abox indicating that the incidentwas related to RADARwhen they
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write up their incident report. Finally, while this does add some work for deputies, we recommend that
RADAR deputies write reports when they conduct outreach with the navigator. This would document
the nature of the outreach in a way that is accessible to deputies who might respond to that person in
the future and would also ensure that the police department has a record of the contact—which means
it can be measured. For our evaluation we could only rely on the navigator’s case management notes
to understand the outreach, but these are not written from a police operational perspective. Ideally, it
may be worthwhile to add a CAD call type for RADAR outreach that deputies can log when they go to an
address (just as they would log that they are going on directed patrol or checking out for a break), which
could then be connected to a related incident report documenting the details of the outreach.

5.1.2. Recommendation 2: Continue regional collaboration efforts

As we have seen, the regional collaboration Shoreline has been developing around RADAR will be
crucial to working out the program’s technology challenges. Regional collaboration and funding is es-
pecially important for small and midsize agencies that serve populations of 50,000 or less (i.e. the vast
majority of police departments in the United States)—although the Shoreline area is relatively affluent
compared to many of these agencies, the small population can still limit access to sufficient resources
so it becomes very important to pool efforts across multiple departments wherever possible. We rec-
ommend that the departments continue their partnership and efforts to strengthen awareness of
RADARwithin KCSO overall. This will require special focus on overcoming the challenges of information
sharing across different data and dispatch systems. Efforts are already under way to do this; however, the
RADAR deputies suggested to us that lessons could be drawn from programs like the Amber Alert sys-
tem, which could be leveraged into a regional notification that goes out when someone has a response
plan.

5.1.3. Recommendation 3: Focus on sustainability of the navigator position

One of the biggest issues identified in our surveys and focus groups was the sustainability of the navi-
gator position, especially given that there is currently only one navigator who is shared across multiple
agencies. In general, deputies sawopportunities to expand thenumber of issues that couldbe referred to
andhandledby the navigator, but recognized that therewere insufficient resources to have the navigator
available whenever needed. The collaborative outreach also has implications for officer time, especially
in a smaller agency with a more limited pool of deputies. Rather than incurring large overtime costs for
deputy outreach, increasing the capacity of the navigator portion of the program could eventually allow
them to conduct follow-ups alone, as long as they were comfortable with the environment and there
were no safety issues.

In order to expand and sustain the navigator program, the role needs to be further developed with a
deliberate structure for navigator interviewing, on-boarding, and training. The current navigator
suggested that a “mini-FTO” (supervised field training) program should be developed for navigators, mir-
roring police field training. This could be followed by a probationary period during which new naviga-
tors would ride with deputies and learn more about police culture and the nature of BH/DD incidents.
Although in Shoreline deputies were generally resistant to riding with MHPs, the deputies we spoke to
agreed that it was important for navigators to ride with officers to get a feel for the job. As the RADAR
sergeant put it: “Themore exposure in the cop car, the better.” However, he cautioned that you can’t just
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put a deputy and a navigator together in a car and expect them to immediately work as a team because
they are not natural partners. There needs to be a period where they sit down and talk over coffee and
share different resources in order to develop trust.

As we heard in our focus groups, selecting the right person for the navigator role is vital to develop
this trust and overcome the challenge of not being a “natural partner” for the police. Based on our con-
versations with both the deputies and MHPs, the ideal candidate for a navigator needs to be humble;
able to take direction and defer to officers while also being able to take the lead in some situations; un-
derstand the criminal justice system and police perspectives; possess strong CIT or de-escalation skills
and good clinical skills if the role moves more toward case management; and work independently. Cru-
cially, they need to understand police culture but also understand that they are “not a cop” and cannot
misrepresent their role. It is important that the navigator is not too “extreme” in either direction: they
cannot be “scared of guns” and must be willing to accept the risk that they could get hurt. It is very dif-
ferent to the normal MHP experience of sitting in a clinic, which is a closed, controlled environment. The
project coordinator noted that the navigator must feel comfortable “tromping through the woods,” go-
ing to homeless encampments and encountering used needles and feces. On the other hand, too strong
a personality may also be a disadvantage. The navigator must be able to respect the police hierarchy
and not come in thinking they can change policing (for example, they must accept that it is sometimes
necessary to use force).

Clearly, then, the navigator role is not for everyone. While some of the deputies we spoke to felt that
the success of the current navigator was down to elements of her personality that could not be trained,
the RADAR consultant has developed a certification program that is being offered at Shoreline Commu-
nity College, with the goal ofmaking the navigator role a new and specific career pathwithin social work.
The program is a 60-hour course that includes the continuing education credits MHPs need for accredita-
tion. The course focuses specifically on familiarizing MHPs with police culture and procedures, including
how to document activities via witness statements and affidavits if they witness use of force issues or
other challenges. The consultant believes this program will be crucial to improving the acceptance of
the navigator among deputies, because it focuses on empowering MHPs to handle themselves in the
field—deputies do not want to feel responsible for the safety of a non-law enforcement partner on top
of everything else they have to deal with. There are a number of successful police-MHP partnerships
around the United States that could serve as models for the development of the training (e.g. Reuland
et al., 2012; Reuland et al., 2009).

TheMHP stakeholders we spoke to also stressed the importance of creating a structured navigator team,
including a supervisor. This is important not only for sustainability, but also for the integrity of the pro-
gram. The RADAR consultant noted that it is not appropriate for the navigator to be supervised by a law
enforcement officer, just as it would not be appropriate for the navigator to tell the deputies how to do
their job. The supervisor should have clinical social work experience, especially if the role moves more
toward case management. Ideally the supervisor would also be well-equipped to go out into the field,
while also being able tomanage people who are in the field. Stakeholders likened the role to the naviga-
tor program’s equivalent of a community outreach officer—the supervisor should be public facing and
able to talk to the media if issues arise, for example. They cautioned that this work is emotionally heavy,
especially for a supervisor, so a focus on self-care in training and day-to-day work is a must.

Ultimately, for full integration of the navigator into the department, there could be centralized RADAR
check-ins, weekly team meetings, and/or briefings to ensure navigators and deputies were on the same
page. Integration of the navigator is crucial for sustainability—the navigator is the key point of contact
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or “bridge” between the police department and the community and needs full access to information to
be able to do their job (for example, access to the police department building and systems). The cur-
rent navigator suggested that the navigators should be able to write and update response plans so that
behavioral health information can be accurately reported and updates can be documented quickly af-
ter conducting outreach or attending briefings. She noted that response plans are often not updated
because they are created in-house and she does not always have an opportunity to conduct outreach
specifically with people who have response plans.

5.1.4. Recommendation 4: Select the right deputies for RADAR

The RADAR sergeant and deputies we spoke to also provided insights into the ideal law enforcement
candidates for a program like RADAR. The RADAR sergeant needs to be someone who is well-known
and respected in the department, otherwise deputies will not feel comfortable making referrals. RADAR
deputies need to be open-minded and willing to come off the patrol shift and start a different job with a
slower pace and a completely different approach to dealing with people. The RADAR deputies we spoke
to cautioned that this job is not “proactive policing or running warrants”—it is hands-off and focused
on identifying resources. They warned: “Don’t use RADAR as sticks to offer people carrots”—in other
words, RADAR should not be used to arrest their way out of a problem and then attempt to gain trust
and offer assistance. Overall, the programneeds to be developed from the bottomup, not the top down,
in order to succeed. The RADAR sergeant and deputies need to be allowed the autonomy to fine-tune
the program in the field, as the current RADAR sergeant has done with the referral and tracking process,
to avoid the program being viewed as just another “flavor of the month.”

5.1.5. Recommendation 5: Develop a supportive organizational context

Asked what advice they would give to chiefs in other departments whomight want to implement a pro-
gram like RADAR, stakeholders stressed the importance of not reinventing the wheel. It is important to
collaborate with other agencies and find out what they are doing, understand the resources that exist in
the jurisdiction, and then take the elements that work for the specific context and improve on them as
needed. It is important to start slowly and make sure there is a strong foundation and training for the
program so that it gets off the ground smoothly. Ideally, stakeholders recommended hiring a project
manager who knows the worlds of both policing and social work to help build the program. This per-
son should have practical knowledge of law enforcement procedures and social work licensing require-
ments, as well as a good understanding of cultural differences and challenges. To increase buy-in for the
program, deputies and command staff recommended selling RADAR as an officer safety, police-focused
program with assistance from a mental health professional, rather than a MHP-run program. Comman-
ders should be able to point to the ways in which it specifically responds to officers’ needs. However, this
also needs to be balanced with the potential benefits of the program for the community, including the
identification of effective resources for referral.

Finally, stakeholders highlighted the importance of using existing resources and maximizing efficiency,
especially in a smaller agency. They believed that RADAR could be a relatively low-cost program if atten-
tion was paid to these issues. Commanders felt that being able to demonstrate how existing resources
are being used and shared across jurisdictions is crucial to obtain buy-in from local and regional funders
because it demonstrates fiscal responsibility. They acknowledged that other police departments may
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not have the luxury, like Shoreline did, of being able to tap into taxpayer bond-funded resources like the
MIDD funding, which provided support to develop the navigator program. However, agencies should
take the time to carefully research what other options might be available instead. Overall, while we did
not find that RADAR had demonstrable benefits for rates of calls for service, incidents, or physical con-
tact and resistance, it has clearly changed police culture around people with BH/DD in the short term,
providing a strong foundation for longer-term improvements. A focus on sustainability and creative ap-
proaches to resource allocation and sharing will go a long way toward ensuring these potential effects
can be realized.

39



RADAR: Response Awareness, De-Escalation, and Referral

References

Akins, S., Burkhardt, B. C., & Lanfear, C. (2016). Law enforcement response to ”frequent fliers”: An examina-
tion of high-frequency contacts between police and justice-involved personswithmental illness.
Criminal Justice Policy Review, 27(1), 97–114. https://doi.org/10.1177/0887403414559268

Alpert, G. P. (2015). Police use of force and the suspect withmental illness: Amethodological conundrum.
Criminology & Public Policy, 14(2), 277–283. https://doi.org/10.1111/1745-9133.12128

Blakemore, S.-J., Tavassoli, T., Calò, S., Thomas, R. M., Catmur, C., Frith, U., & Haggard, P. (2006). Tactile sen-
sitivity in Asperger syndrome. Brain and Cognition, 61(1), 5–13. https://doi.org/10.1016/j.bandc.
2005.12.013

Borum, R., Deane, M. W., Steadman, H. J., & Morrissey, J. (1998). Police perspectives on responding to
mentally ill people in crisis: Perceptions of programeffectiveness.Behavioral Sciencesand theLaw,
16(4), 393–405. https://doi.org/10.1002/(SICI)1099-0798(199823)16:4<393::AID-BSL317>3.0.CO;
2-4

Boscarato, K., Lee, S., Kroschel, J., Hollander, Y., Brennan, A., & Warren, N. (2014). Consumer experience of
formal crisis-response services and preferredmethods of crisis intervention. International Journal
of Mental Health Nursing, 23(4), 287–295. https://doi.org/10.1111/inm.12059

Butler, A. L. (2014).Aqualitative studyof police interactionsasperceivedbypeople livingwithmental disorder
(Masters Thesis). Simon Fraser University. Burnaby, Canada. Retrieved December 15, 2019, from
http://summit.sfu.ca/item/13903

Compton, M. T., Bahora, M., Watson, A. C., & Oliva, J. R. (2008). A comprehensive review of extant research
on Crisis Intervention Team (CIT) programs. Journal of the AmericanAcademyof Psychiatry and the
Law, 36(1), 47–55. http://jaapl.org/content/36/1/47/tab-article-info

Compton, M. T., Bakeman, R., Broussard, B., Hankerson-Dyson, D., Husbands, L., Krishan, S., Stewart-Hutto,
T., D’Orio, B. M., Oliva, J. R., Thompson, N. J., & Watson, A. C. (2014a). The police-based Crisis In-
tervention Team (CIT) model: I. Effects on officers’ knowledge, attitudes, and skills. Psychiatric
Services, 65(4), 517–522. https://doi.org/10.1176/appi.ps.201300107

Compton, M. T., Bakeman, R., Broussard, B., Hankerson-Dyson, D., Husbands, L., Krishan, S., Stewart-Hutto,
T., D’Orio, B. M., Oliva, J. R., Thompson, N. J., & Watson, A. C. (2014b). The police-based Crisis Inter-
vention Team (CIT)model: II. Effects on level of force and resolution, referral, and arrest.Psychiatric
Services, 65(4), 523–529. https://doi.org/10.1176/appi.ps.201300108

Cordner, G. (2006). People with mental illness (No. 40). U.S. Department of Justice, Office of Community
Oriented Policing Services. Washington, DC. Retrieved December 15, 2019, from https ://cops.
usdoj.gov/RIC/Publications/cops-p103-pub.pdf

Crocker, A. G., Nicholls, T. L., Seto, M. C., Roy, L., Leclair, M. C., Brink, J., Simpson, A. I. F., & Côté, G. (2015).
Research priorities in mental health, justice, and safety: A multidisciplinary stakeholder report.
International Journalof ForensicMentalHealth, 14(3), 205–217. https://doi.org/10.1080/14999013.
2015.1073197

Deane, M. W., Steadman, H. J., Borum, R., Veysey, B. M., & Morrissey, J. P. (1999). Emerging partnerships
between mental health and law enforcement. Psychiatric Services, 50(1), 99–101. https://doi.org/
10.1176/ps.50.1.99

Dunn, W. (2001). The sensations of everyday life: Empirical, theoretical, and pragmatic considerations.
American Journal of Occupational Therapy, 55(6), pmid 12959225, 608–620. https://doi.org/10.
5014/ajot.55.6.608

Engel, R. S., & Silver, E. (2001). Policing mentally disordered suspects: A reexamination of the criminaliza-
tion hypothesis. Criminology, 39(2), 225–252. https://doi.org/10.1111/j.1745-9125.2001.tb00922.
x

40

https://doi.org/10.1177/0887403414559268
https://doi.org/10.1111/1745-9133.12128
https://doi.org/10.1016/j.bandc.2005.12.013
https://doi.org/10.1016/j.bandc.2005.12.013
https://doi.org/10.1002/(SICI)1099-0798(199823)16:4<393::AID-BSL317>3.0.CO;2-4
https://doi.org/10.1002/(SICI)1099-0798(199823)16:4<393::AID-BSL317>3.0.CO;2-4
https://doi.org/10.1111/inm.12059
http://summit.sfu.ca/item/13903
http://jaapl.org/content/36/1/47/tab-article-info
https://doi.org/10.1176/appi.ps.201300107
https://doi.org/10.1176/appi.ps.201300108
https://cops.usdoj.gov/RIC/Publications/cops-p103-pub.pdf
https://cops.usdoj.gov/RIC/Publications/cops-p103-pub.pdf
https://doi.org/10.1080/14999013.2015.1073197
https://doi.org/10.1080/14999013.2015.1073197
https://doi.org/10.1176/ps.50.1.99
https://doi.org/10.1176/ps.50.1.99
https://doi.org/10.5014/ajot.55.6.608
https://doi.org/10.5014/ajot.55.6.608
https://doi.org/10.1111/j.1745-9125.2001.tb00922.x
https://doi.org/10.1111/j.1745-9125.2001.tb00922.x


RADAR: Response Awareness, De-Escalation, and Referral

Garner, J. H., Schade, T., Hepburn, J., & Buchanan, J. (1995). Measuring the continuumof force used by and
against thepolice.Criminal JusticeReview,20(2), 146–168. https://doi.org/10.1177/073401689502000204

Gill, C., Jensen, R., & Cave, B. (2018). Exploring physical force and subject resistance in police encounters
with people with behavioral health issues. Victims &Offenders, 13(8), 1106–1131. https://doi.org/
10.1080/15564886.2018.1512025

Godfredson, J. W., Thomas, S. D. M., Ogloff, J. R. P., & Luebbers, S. (2011). Police perceptions of their
encounters with individuals experiencing mental illness: A Victorian survey. Australian & New
Zealand Journal of Criminology, 44(2), 180–195. https://doi.org/10.1177/0004865811405138

Herrington, V. (2012). Inter-agency cooperation and joined-up working in police responses to persons
with a mental illness: Lessons from New South Wales. Policing, 6(4), 388–397. https://doi.org/10.
1093/police/pas019

Hickman, M. J., Piquero, A. R., & Garner, J. H. (2008). Toward a national estimate of police use of nonlethal
force. Criminology & Public Policy, 7(4), 563–604. https : / /doi .org/10 .1111/ j .1745- 9133.2008.
00528.x

Johnson, R. R. (2011). Suspectmental disorder and police use of force. Criminal Justice andBehavior, 38(2),
127–145. https://doi.org/10.1177/0093854810388160

Kindy, K., & Elliott, K. (2015). 990 people were shot and killed by police this year. Here’s what we learned
[newspaper]. TheWashington Post. https://www.washingtonpost.com/graphics/national/police-
shootings-year-end/

Kisely, S., Campbell, L. A., Peddle, S., Hare, S., Pyche, M., Spicer, D., & Moore, B. (2010). A controlled before-
and-after evaluation of a mobile crisis partnership between mental health and police services
in Nova Scotia. The Canadian Journal of Psychiatry, 55(10), 662–668. https : / /doi .org/10 .1177/
070674371005501005

Klinger, D. A. (1995). The micro-structure of nonlethal force: Baseline data from an observational study.
Criminal Justice Review, 20(2), 169–186. https://doi.org/10.1177/073401689502000205

Krameddine, Y. I., & Silverstone, P. H. (2015). How to improve interactions betweenpolice and thementally
ill. Frontiers in Psychiatry, 5(186), 1–5. https://doi.org/10.3389/fpsyt.2014.00186

Livingston, J. D., Desmarais, S. L., Verdun-Jones, S., Parent, R., Michalak, E., & Brink, J. (2014). Perceptions
and experiences of people with mental illness regarding their interactions with police. Interna-
tional Journal of Law and Psychiatry, 37(4), 334–340. https://doi.org/10.1016/j.ijlp.2014.02.003

Manderscheid, R. W., Atay, J. E., & Crider, R. A. (2009). Changing trends in state psychiatric hospital use
from 2002 to 2005. Psychiatric Services, 60(1), 29–34. https://doi.org/10.1176/ps.2009.60.1.29

Meade, B., Steiner, B., & Klahm, C. F. (2017). The effect of police use of force onmental health problems of
prisoners. Policing and Society, 27(2), 229–244. https://doi.org/10.1080/10439463.2015.1049602

Morabito, M. S., Kerr, A. N., Watson, A., Draine, J., Ottati, V., & Angell, B. (2012). Crisis intervention teams
andpeoplewithmental illness: Exploring the factors that influence theuse of force.Crime&Delin-
quency, 58(1), 57–77. https://doi.org/10.1177/0011128710372456

Morabito, M. S., Socia, K., Wik, A., & Fisher, W. H. (2017). The nature and extent of police use of force in
encounters with people with behavioral health disorders. International Journal of LawandPsychi-
atry, 50, 31–37. https://doi.org/10.1016/j.ijlp.2016.10.001

Morabito,M. S., & Socia, K.M. (2015). Is dangerousness amyth? Injuries andpolice encounterswith people
with mental illnesses. Criminology & Public Policy, 14(2), 253–276. https://doi.org/10.1111/1745-
9133.12127

Novak, K. J., & Engel, R. S. (2005). Disentangling the influence of suspects’ demeanor and mental disor-
der on arrest. Policing: An International Journal of Police Strategies &Management, 28(3), 493–512.
https://doi.org/10.1108/13639510510614573

41

https://doi.org/10.1177/073401689502000204
https://doi.org/10.1080/15564886.2018.1512025
https://doi.org/10.1080/15564886.2018.1512025
https://doi.org/10.1177/0004865811405138
https://doi.org/10.1093/police/pas019
https://doi.org/10.1093/police/pas019
https://doi.org/10.1111/j.1745-9133.2008.00528.x
https://doi.org/10.1111/j.1745-9133.2008.00528.x
https://doi.org/10.1177/0093854810388160
https://www.washingtonpost.com/graphics/national/police-shootings-year-end/
https://www.washingtonpost.com/graphics/national/police-shootings-year-end/
https://doi.org/10.1177/070674371005501005
https://doi.org/10.1177/070674371005501005
https://doi.org/10.1177/073401689502000205
https://doi.org/10.3389/fpsyt.2014.00186
https://doi.org/10.1016/j.ijlp.2014.02.003
https://doi.org/10.1176/ps.2009.60.1.29
https://doi.org/10.1080/10439463.2015.1049602
https://doi.org/10.1177/0011128710372456
https://doi.org/10.1016/j.ijlp.2016.10.001
https://doi.org/10.1111/1745-9133.12127
https://doi.org/10.1111/1745-9133.12127
https://doi.org/10.1108/13639510510614573


RADAR: Response Awareness, De-Escalation, and Referral

Reuland, M. (2010). Tailoring the police response to people with mental illness to community charac-
teristics in the USA. Police Practice and Research, 11(4), 315–329. https : / / doi . org / 10 . 1080 /
15614261003701723

Reuland, M., Draper, L., & Norton, B. (2012). Statewide law enforcement/mental health efforts: Strategies to
support and sustain local initiatives. Council of State Governments Justice Center. New York, NY.
Retrieved December 15, 2019, from http://csgjusticecenter.org/jc/publications/statewide-law-
enforcementmental-health-efforts-strategies-to-support-and-sustain-local-efforts/

Reuland,M., Schwarzfeld,M., &Draper, L. (2009). Lawenforcement responses topeoplewithmental illnesses:
Aguide to research-informedpolicyandpractice. Council of StateGovernments JusticeCenter. New
York, NY. Retrieved December 15, 2019, from https : / /csgjusticecenter .org/ law- enforcement/
publications / law - enforcement - responses - to - people - with - mental - illnesses - a - guide - to -
research-informed-policy-and-practice/

Riquelme, I., Hatem, S. M., & Montoya, P. (2016). Abnormal pressure pain, touch sensitivity, propriocep-
tion, and manual dexterity in children with autism spectrum disorders. Neural Plasticity, 2016, 1–
9. https://doi.org/10.1155/2016/1723401

Rossler, M. T., & Terrill, W. (2017). Mental illness, police use of force, and citizen injury. Police Quarterly,
20(2), 189–212. https://doi.org/10.1177/1098611116681480

Ruiz, J., & Miller, C. (2004). An exploratory study of Pennsylvania police officers’ perceptions of danger-
ousness and their ability to manage persons with mental illness. Police Quarterly, 7(3), 359–371.
https://doi.org/10.1177/1098611103258957

Schulenberg, J. L. (2016). Police decision-making in the gray zone: The dynamics of police–citizen en-
counters with mentally ill persons. Criminal Justice and Behavior, 43(4), 459–482. https://doi.org/
10.1177/0093854815606762

Skolnick, J. H., & Fyfe, J. J. (1993). Above the law: Police and the excessive use of force. New York, NY, Free
Press.

Spreng, R. N., McKinnon, M. C., Mar, R. A., & Levine, B. (2009). The Toronto Empathy Questionnaire: Scale
development and initial validation of a factor-analytic solution to multiple empathy measures.
Journal of Personality Assessment, 91(1), pmid 19085285, 62–71. https : / / doi . org / 10 . 1080 /
00223890802484381

Steadman, H. J., Osher, F. C., Robbins, P. C., Case, B., & Samuels, S. (2009). Prevalence of serious mental
illness among jail inmates. Psychiatric Services, 60(6), 761–765. https://doi.org/10.1176/ps.2009.
60.6.761

Sullivan, G., & Spritzer, K. (1997). The criminalization of persons with serious mental illness living in rural
areas. The Journal of Rural Health, 13(1), 6–13. https://doi.org/10.1111/j.1748-0361.1997.tb00829.
x

Taheri, S. A. (2016). Do crisis intervention teams reduce arrests and improve officer safety? A systematic
review and meta-analysis. Criminal Justice Policy Review, 27(1), 76–96. https://doi.org/10.1177/
0887403414556289

Teller, J. L. S., Munetz, M. R., Gil, K. M., & Ritter, C. (2006). Crisis Intervention Team training for police officers
responding to mental disturbance calls. Psychiatric Services, 57(2), 232–237. https://doi.org/10.
1176/appi.ps.57.2.232

Teplin, L. A. (2000). Keeping the peace: Police discretion and mentally ill persons. National Institute of
Justice Journal, 244, 8–15. Retrieved December 15, 2019, from https://www.ncjrs.gov/pdffiles1/
jr000244c.pdf

Terrill, W. (2003). Police use of force and suspect resistance: The micro process of the police-suspect en-
counter. Police Quarterly, 6(1), 51–83. https://doi.org/10.1177/1098611102250584

Terrill,W., & Reisig,M.D. (2003). Neighborhood context andpolice useof force. JournalofResearch inCrime
and Delinquency, 40(3), 291–321. https://doi.org/10.1177/0022427803253800

42

https://doi.org/10.1080/15614261003701723
https://doi.org/10.1080/15614261003701723
http://csgjusticecenter.org/jc/publications/statewide-law-enforcementmental-health-efforts-strategies-to-support-and-sustain-local-efforts/
http://csgjusticecenter.org/jc/publications/statewide-law-enforcementmental-health-efforts-strategies-to-support-and-sustain-local-efforts/
https://csgjusticecenter.org/law-enforcement/publications/law-enforcement-responses-to-people-with-mental-illnesses-a-guide-to-research-informed-policy-and-practice/
https://csgjusticecenter.org/law-enforcement/publications/law-enforcement-responses-to-people-with-mental-illnesses-a-guide-to-research-informed-policy-and-practice/
https://csgjusticecenter.org/law-enforcement/publications/law-enforcement-responses-to-people-with-mental-illnesses-a-guide-to-research-informed-policy-and-practice/
https://doi.org/10.1155/2016/1723401
https://doi.org/10.1177/1098611116681480
https://doi.org/10.1177/1098611103258957
https://doi.org/10.1177/0093854815606762
https://doi.org/10.1177/0093854815606762
https://doi.org/10.1080/00223890802484381
https://doi.org/10.1080/00223890802484381
https://doi.org/10.1176/ps.2009.60.6.761
https://doi.org/10.1176/ps.2009.60.6.761
https://doi.org/10.1111/j.1748-0361.1997.tb00829.x
https://doi.org/10.1111/j.1748-0361.1997.tb00829.x
https://doi.org/10.1177/0887403414556289
https://doi.org/10.1177/0887403414556289
https://doi.org/10.1176/appi.ps.57.2.232
https://doi.org/10.1176/appi.ps.57.2.232
https://www.ncjrs.gov/pdffiles1/jr000244c.pdf
https://www.ncjrs.gov/pdffiles1/jr000244c.pdf
https://doi.org/10.1177/1098611102250584
https://doi.org/10.1177/0022427803253800


RADAR: Response Awareness, De-Escalation, and Referral

VanMaanen, J. (1978). The asshole. In P. K. Manning & J. VanMaanen (Eds.), Policing: A view from the street
(pp. 307–328). Santa Monica, CA, Goodyear Publishing.

Watson,A. C., &Angell, B. (2013). The roleof stigmaanduncertainty inmoderating theeffect of procedural
justice on cooperation and resistance in police encounters with persons with mental illnesses.
Psychology, Public Policy, and Law, 19(1), 30–39. https://doi.org/10.1037/a0027931

Watson, A. C., Morabito, M. S., Draine, J., & Ottati, V. (2008). Improving police response to persons with
mental illness: A multi-level conceptualization of CIT. International Journal of Law and Psychiatry,
31(4), 359–368. https://doi.org/10.1016/j.ijlp.2008.06.004

Watson, A. C., Ottati, V. C., Morabito, M., Draine, J., Kerr, A. N., & Angell, B. (2010). Outcomes of police
contacts with persons with mental illness: The impact of CIT. Administration and Policy in Mental
Health andMental Health Services Research, 37(4), 302–317. https://doi.org/10.1007/s10488-009-
0236-9

Yang, S.-M., Gill, C., Kanewske, L. C., & Thompson, P. S. (2018). Exploring police response to mental health
calls in a nonurban area: A case study of Roanoke County, Virginia. Victims & Offenders, 13(8),
1132–1152. https://doi.org/10.1080/15564886.2018.1512540

43

https://doi.org/10.1037/a0027931
https://doi.org/10.1016/j.ijlp.2008.06.004
https://doi.org/10.1007/s10488-009-0236-9
https://doi.org/10.1007/s10488-009-0236-9
https://doi.org/10.1080/15564886.2018.1512540


Center for Evidence-Based Crime Policy
Department of Criminology, Law & Society

RADAR: Response Awareness,
De-Escalation, and Referral

Final Evaluation Report

Appendices



RADAR: Response Awareness, De-Escalation, and Referral

A. Statistical Tables

Table A1: Calls for service and incidents in Shoreline and the comparison city, 2015-18

Shoreline Comparison

Pre (2015-16) During
(2017-18)

Pre (2015-16) During
(2017-18)

N N N N

Calls for service
Total 30,820 37,455 41,659 42,540
MH-relateda 1,088 1,084 1,246 1,291

Incidents
Total 12,670 12,797 20,750 19,137
MH-relateda 509 554 653 670
All BH/DDb 819 841 1,186 836
a Mental complaints and suicide attempts
b Mental complaints, suicide attempts, and other incidents coded as having a BH/DD component

A.1
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Table A2: Difference-in-differences Poisson regression on mental health-related calls for service

MH calls for service

IRR Robust SE
During .853 .079
Treatment .873∗∗ .045
During × Treatment .962 .070
Month (ref: Jan)
Feb .861 .115
Mar 1.049 .094
Apr 1.160 .112
May 1.225∗ .121
Jun .994 .104
Jul 1.224∗ .124
Aug 1.030 .105
Sep .909 .098
Oct 1.001 .097
Nov .920 .112
Dec .967 .092

Trend 1.008∗∗ .003
Constant 41.343∗∗∗ 4.038

Log pseudolikelihood -351.101
Pseudo R2 .119
Wald χ2 82.598∗∗∗

N 96

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A3: Difference-in-differences linear regression on time spent onmental health-related calls for ser-
vice

Average time arrival to close (mins)

b Robust SE
During 9.618∗ 4.357
Treatment 11.007 7.327
During × Treatment 7.178 6.713
Month (ref: Jan)
Feb -1.300 8.624
Mar -9.495 7.754
Apr -2.597 8.091
May 14.814 8.629
Jun -1.325 8.122
Jul 5.314 8.924
Aug -3.491 7.742
Sep 6.652 8.956
Oct 1.460 8.017
Nov 1.855 8.338
Dec 3.116 8.082

Trend -.000 .000
Constant 69.500∗∗∗ 7.259

F 3.12∗∗∗

R2 .010
RMSE 112.344
N 4571

∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A4: Difference-in-differences Poisson regression on BH/DD incident reports

BH/DD incidents

IRR Robust SE
During .656∗∗∗ .070
Treatment .691∗∗∗ .032
During × Treatment 1.457∗∗∗ .121
Month (ref: Jan)
Feb .870 .117
Mar .963 .102
Apr 1.086 .109
May 1.233∗ .123
Jun 1.138 .136
Jul 1.114 .136
Aug 1.063 .136
Sep .997 .126
Oct 1.084 .120
Nov .917 .120
Dec .981 .111

Trend 1.003 .003
Constant 44.273∗∗∗ 5.398

Log pseudolikelihood -338.999
Pseudo R2 .161
Wald χ2 132.615∗∗∗

N 96

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A5: Physical contact and subject resistance in Shoreline, 2015-18

Pre (2015-16) During (2017-18)
N (%) N (%)

All BH/DD incidents 819 841

Physical contact
Incidents with physical contact 120 (14.7%) 91 (10.8%)
Escorted 12 2
Forced to ground 4 7
Restrained 17 21
Hobbled 1 1
Handcuffed 87 68
Spit hood/mask 4 2
Gurney 15 21
Less-lethal force (e.g. CEW) 5 3
Firearm 0 1
Hit/kick/push 0 1

Subject resistance
Incidents with subject resistance 114 (13.9%) 69 (8.2%)
Passive 13 11
Verbal 29 6
Self-care 26 13
Defensive 44 23
Active 29 17
Harm 21 15
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Table A6: Poisson regression on incidences of physical contact in Shoreline (pre/during RADAR)

Physical contact

IRR Robust SE
During 1.602 .566
Month (ref: Jan)
Feb .802 .274
Mar 1.123 .480
Apr 1.342 .484
May 1.573 .611
Jun 1.428 .464
Jul .670 .311
Aug 1.106 .452
Sep .713 .376
Oct 1.765 .664
Nov .835 .337
Dec 1.565 .643

Trend .969∗ .014
Constant 9.094∗∗∗ 2.836

Log pseudolikelihood -109.207
Pseudo R2 .121
Wald χ2 26.310∗

N 48

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A7: Poisson regression on incidences of subject resistance in Shoreline (pre/during RADAR)

Subject resistance

IRR Robust SE
During 1.255 .423
Month (ref: Jan)
Feb .663 .209
Mar 1.442 .576
Apr 1.487 .632
May 1.694 .538
Jun 1.663 .505
Jul .943 .446
Aug 1.060 .369
Sep .547 .244
Oct 2.253∗ .794
Nov .774 .285
Dec 1.996 .755

Trend .970∗ .013
Constant 7.640∗∗∗ 2.284

Log pseudolikelihood -95.471
Pseudo R2 .189
Wald χ2 58.411∗∗∗

N 48

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A8: Difference-in-differences Poisson regression on incidences of physical contact

Physical contact

IRR Robust SE
During 1.537 .524
Treatment .976 .148
During × Treatment .992 .245
Month (ref: Jan)
Feb .858 .180
Mar 1.148 .296
Apr 1.182 .266
May 1.467 .349
Jun 1.606 .474
Jul 1.125 .368
Aug 1.090 .282
Sep .806 .315
Oct 1.444 .414
Nov .669 .211
Dec 1.530 .434

Trend .971∗∗ .010
Constant 8.858∗∗∗ 2.198

Log pseudolikelihood -227.607
Pseudo R2 .096
Wald χ2 39.048∗∗∗

N 96

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001
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Table A9: Difference-in-differences Poisson regression on incidences of subject resistance

Subject resistance

IRR Robust SE
During 1.159 .433
Treatment .760 .133
During × Treatment 1.009 .263
Month (ref: Jan)
Feb .899 .235
Mar 1.354 .337
Apr 1.323 .360
May 1.709∗ .425
Jun 1.398 .465
Jul 1.842 .693
Aug 1.098 .282
Sep .856 .280
Oct 1.480 .471
Nov .740 .206
Dec 1.648 .538

Trend .973∗ .011
Constant 9.427∗∗∗ 2.669

Log pseudolikelihood -227.153
Pseudo R2 .145
Wald χ2 54.838∗∗∗

N 96

Exponentiated coefficients (incidence rate ratio, IRR)
∗ p < 0.05, ∗∗ p < 0.01, ∗∗∗ p < 0.001

A.9



RADAR: Response Awareness, De-Escalation, and Referral

Table A10: Characteristics of survey respondents

Wave 1 (2016) Wave 2 (2019)
N N

Total respondents 28 26

Rank
Deputy 21 14
Sergeant 4 6
Deputy MPO 1 3
Command 2 3

Assignment
Uniformed patrol 19 17
Special emphasis team 2 2
Criminal investigations 3 2
Other 3 5
Unknown 1 0

Tenure in Shoreline
Less than 1 year 2 3
1-5 years 14 11
6-10 years 5 5
More than 10 years 7 6

CIT training
None 7 0
Short (8 hours) 11 14
Full (40 hours) 9 10
Advanced (>40 hours) 0 2
Unknown 1 0

Table A11: Survey respondents’ experiences in encounters with people with BH/DD

Wave 1 Wave 2
N (%) N (%)

Ever feared for safety?
Yes 25 (89.3) 19 (73.1)
No 3 (10.7) 7 (26.9)

Person with BH/DD afraid of you?
Yes 25 (89.3) 17 (65.4)
No 3 (10.7) 9 (34.6)

Ever used force?
Yes 25 (89.3) 11 (42.3)
No 3 (10.7) 15 (57.7)
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Table A12: Experiences of survey respondents who used force with people with BH/DD

Wave 1 Wave 2
N (%) N (%)

De-escalation technique
was effective
Yes 15 (62.5) 6 (54.5)
No 9 (37.5) 5 (45.5)

Would have been more effective
with subject-specific information
Yes 18 (75.0) 7 (63.6)
No 6 (25.0) 4 (36.4)

Would have been more effective
with general information about BH/DD
Yes 19 (79.2) 7 (63.6)
No 5 (20.8) 4 (36.4)

Situation escalated because of
person’s fear/confusion
Yes 10 (41.7) 2 (18.2)
No 14 (58.3) 9 (81.8)
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B. RADAR Standard Operating Procedures
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RADAR 

Response Awareness De-escalation And Referral 
 

STANDARD OPERATING PROCEDURES 

 

INTRODUCTION: 

 

RADAR is an effort by the Shoreline Police Department to address the rights and needs 

of individuals with behavioral health issues and/or developmental disabilities (BH/DD). 

Its purpose is to decrease use-of-force incidents between police and individuals with 

BH/DD and to reduce the repeated and inappropriate use of emergency services. It uses 

community-policing strategies to achieve these objectives. RADAR encourages the 

building of relationships between police and the populations they serve and the sharing of 

information amongst first responders to allow a more effective and safe response during a 

times of crisis. Through communication and collaborative planning, RADAR seeks to 

reduce use of force incidents engendered by fear or misunderstanding. It is a pilot 

program funded by the United States Department of Justice through the Bureau of Justice 

Assistance Smart Policing Initiative. The program will go into effect January 1, 2017 and 

will be evaluated by researchers at George Mason University and the Police Foundation 

in 2018.    

 

MISSION:   

 

During police incidents involving people with behavioral health issues and/or 

developmental disabilities (BH/DD), RADAR will improve the safety of individuals, the 

safety of the public, and the safety of Shoreline Deputies and other first responders.  In 

order to reduce the occurrence of police incidents, RADAR also seeks to connect people 

with behavioral health needs to appropriate treatment and services. 

 

GOALS:   

 

 Develop individualized de-escalation strategies to reduce police use-of-force 

incidents during encounters with people with BH/DD. 

 Collaborate with a mental health professional to connect individuals with BH/DD 

to existing services and treatment. 

 Reduce repeat encounters with first responders and increase the effectiveness of 

police responses. 

 Create cost effective community-policing strategies and promote increased 

collaboration between deputies, persons with BH/DD, caregivers, and families.  
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RADAR is intended to support the King County Sheriff’s Office GOM 5.08.10 “Persons 

in Behavioral Crisis” and existing Crisis Intervention Team (CIT) training. 

 

DEFINITIONS: 

 

“Behavioral Health Issues and/or Developmental Disabilities” (BH/DD) refers to 

people who have or appear to have sensory, mental, or physical impairment as a result of 

mental illness, developmental disability, other cognitive disabilities, or co-occuring 

substance use. 

 

“Behavioral Health Crisis” means a significantly disruptive episode of mental and or 

emotional distress in a person due to a BH/DD. People experiencing behavioral health 

crisis may self-identify or be exhibiting signs of mental illness, developmental disability, 

other cognitive disabilities including intellectual disability or traumatic brain injury, or 

co-occurring substance use.   

 

“Precinct RADAR Team” consists of one RADAR Sergeant, three RADAR Deputies, 

one RADAR Training Coordinator, one RADAR Navigator, and the Program 

Coordinator. The Community Service Officer will work with the Precinct RADAR Team 

on an as-needed basis. 

 

“RADAR” is an abbreviation for Response Awareness, De-escalation, And Referral. 

 

“Response Plan” is a document that contains information to promote safe, collaborative 

and effective interactions with individuals with BH/DD, including individualized de-

escalation strategies.  

 

“Response Plan Flag” is an indication within the KCSO Computer Aided Dispatch 

(CAD) System that a Response Plan for a specific individual is available. 

 

PROGRAM POSITIONS: 

 

The Shoreline Chief will be briefed on RADAR activity by the Project Coordinator on a 

regular basis.  Each member of the Precinct RADAR team will be responsible for the 

following duties. 

 

RADAR Deputies 

 

 Work with individuals with BH/DD and their caregivers on an as needed basis 

to develop and modify Response Plans. 
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 Work with the RADAR Sergeant, Program Coordinator and the Navigator to 

create, modify, and update individual Response Plans. 

 Serve as a subject matter resource in RADAR procedures. 

 Work with the RADAR Navigator to connect frequent utilizers of police 

services who have BH/DD to services and treatment. 

 

Deputies interested in becoming a RADAR deputy should submit an Officer’s’ Report to 

the Precinct Commander via the chain of command. Selections are made by the Precinct 

Commander or their designee.  

 

RADAR Navigator 

 

 Assists RADAR Deputies and the Project Coordinator in creating Response 

Plans. 

 Works with people identified by police and fire personnel as at risk of crisis to 

divert away from jail and emergency services. 

 Works to connect at risk individuals to resources and treatment. 

 Assists Deputies with information pertaining to community resources. 

 

RADAR Project Coordinator 

 

 Serves as the point of contact for the community on RADAR-related issues. 

 Organizes internal and external meetings related to the RADAR program. 

 Works with community partners. 

 Maintains the RADAR website. 

 Supervises the RADAR Navigator. 

 Coordinates the activities of the RADAR Sergeant, RADAR Navigator and 

RADAR Deputies to create, update, and purge Response Plans. 

 

RADAR Sergeant  

 

 Manages the workload and resources associated with the RADAR Deputies, 

Training Coordinator, and Community Service Officer.  

 Pre -approves overtime associated with the Department of Justice Smart 

Policing grant.  

 

RADAR Training Coordinator 

 

 Develops training protocol and curriculum based on policy and procedure. 
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 Manage and schedule training activities associated with the Department of 

Justice Smart Policing grant.   

  

Community Services Officer  

 

  Provide support to the RADAR program on an as needed basis.  

 

RESPONSE PLAN FORMATION, PROCEDURES, AND RETENTION: 

 

Referral Sources:  Response Plans can be requested in three ways: 

 

1. A Shoreline Deputy may request a plan based on personal observation, 

experience, or information from an outside party.  

2. A member of the Precinct RADAR team may request a plan based on information 

in case reports or information from an outside party.  

3. A community member may request a plan by contacting the RADAR Program 

Coordinator. 

A referral for a possible Response Plan should occur whenever Deputies encounter a 

person who has attempted suicide with a weapon or exhibited signs of acute crisis that 

impact the safety of others.  A RADAR referral should be made even if other actions 

have been taken such as arrest, hospital transport, use of Crisis Response Team, etc. 

Referrals should be made to the RADAR Sergeant via email. 

 

Identification of Possible Response Plans:  Upon receiving a referral, the RADAR 

Sergeant will direct the Project Coordinator to assemble a packet documenting police 

contacts and other relevant information.  After reviewing this information, the RADAR 

Sergeant will determine if a Response Plan is appropriate and assign a RADAR Deputy 

to prepare a Response Plan.  

Content of Response Plan.  The RADAR Deputy, in collaboration with the RADAR 

Navigator and RADAR Project Coordinator, shall prepare a draft Response Plan using 

RADAR Response Plan form #100.  A RADAR Response plan may include some or all 

of the following information:  

 Photograph and other identifying information; 

 Officer safety and public safety considerations;  

 Special response protocol (example: two Deputy response); 

 Known weapons; 

 Possible behavioral triggers and inhibitors; 
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 Suggested de-escalation plan, including positive behavioral interventions, specific 

de-escalation strategies and other useful information; 

 Recent contacts with summarized description of event and closure; 

 Suggested behavioral agreements with person to decrease risk of use-of-force 

incidents; 

 Contact information for relevant family, friends, and/or caregivers; 

 Follow-up services/treatment; and/or 

 Release conditions/conditions of supervision. 

 Other information that may assist Deputies in deescalating crisis situations 

A RADAR Deputy will, when appropriate, partner with the Navigator to meet with an 

individual who appears to meet Plan criteria. This initial outreach is for the purpose of 

establishing a positive relationship and obtaining input for the Response Plan, especially 

on collaborative de-escalation strategies.  Where appropriate, the RADAR Deputy and 

Navigator will solicit input from a person’s treatment provider, caregiver, and circle of 

support.  A RADAR Deputy and the Navigator are not required to meet with the 

individual and others, but will determine on case-by-case basis whether such contact is 

safe, productive and appropriate. 

Draft Response Plans.  A Draft Response Plan created by the RADAR Deputy will be 

reviewed by the RADAR Project Coordinator and the Sergeant for consistency with 

program policy.  Response Plans will be written to minimize private information or 

potentially embarrassing content.  Where possible, Response Plans will not include 

highly personal information or private medical information like specific diagnoses or 

prescribed medications.  The focus of the plan is to describe behaviors and identify 

practical, individualized strategies to help responding Deputies de-escalate crisis 

situations. 

RADAR Response Plans are advisory in nature and used only as an informational tool for 

Deputies responding to a crises situation. A RADAR Response Plan is created solely for 

police community caretaking activities.  It does not create a special relationship with a 

person or imply a specific duty to any individual beyond the need to treat all citizens with 

care, respect, and professionalism.   The Shoreline Police Department is not a treatment 

provider and the Response Plan is not a HIPAA protected record. 

Final Response Plan Approval and Implementation.  The RADAR Sergeant is 

responsible for approving all Response Plans.  The Response Plan shall be effective upon 

approval.  A Response Plan may be authorized and implemented when the RADAR 

Sergeant determines that the following criteria are satisfied: 
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1. The person’s behaviors in the community suggest the presence of a BH/DD, AND 

 

2. The person meets one or more of the following criteria: 

 

(a) has a prior charge or conviction for a violent offense within the last three 

years;
1
  

(b) has a prior use-of-force incident with police or other first responders within 

the last three years;  

(c) has made a documented threat of violence against police or other first 

responders within the last three years;  

(d) is the subject of an officer safety flag, active law enforcement alert, or officer 

safety bulletin;  

(d)  is under supervision for a violent incident;  

(e) exhibits behaviors that significantly increase the chance of a use-of-force 

incident due the nature of those behaviors; 

(f) has frequently used emergency response systems in a manner that suggests 

overutilization of public resources; OR  

3. A RADAR Response Plan has been authorized by Command Staff for 

documented reasons consistent with the goals of the RADAR Program. 

A Response Plan for a person who meets criteria 2 (a)-(e) will be color-coded red. All 

other Response Plans will be color coded blue.  

Provisional Response Plans.  Based on the above criteria, the RADAR Sergeant, a 

RADAR Deputy or Command staff may authorize a provisional RADAR Response Plan, 

which will take effect immediately and remain in effect for up to five days.  At the 

conclusion of the five-day period, where appropriate, a provisional Response Plan may be 

replaced by a regular Response Plan that has been fully approved under this section.  

Communications Center.  Once a Response Plan is approved, the Communications 

Center will connect a Response Plan Flag to the individual’s address within the CAD 

system to indicate to Dispatchers and Deputies that a Response Plan is available.  

Communications Center Dispatchers shall notify Deputies when a Flag corresponds with 

a dispatched call for service.   

Updates to Response Plans.  Once a Plan is created, RADAR Deputies and the 

Navigator may make follow-up outreach efforts to build relationships with the person, 

continue to refine de-escalation strategies, and connect the person to resources and 

services.  The efficacy and nature of further follow-up visits with the person or the 

                                                        
1 Any three year period listed in this section does not include any periods of incarceration or 
confinement. 
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person’s circle of support is a matter within the discretion of the Precinct RADAR Team.  

The RADAR Deputies, in conjunction with the Navigator, will determine whether further 

outreach efforts are likely to yield positive results, or be counterproductive.   

 

When a police event occurs involving a person with a Response Plan, the responding 

Deputy shall notify their supervisor and the RADAR Project Coordinator via email. The 

notification shall include a brief summary of the event and the associated incident 

number. The Project Coordinator will consult with the Precinct RADAR Team to 

determine whether to include the new information in the Response Plan.  When 

appropriate, the most recent event shall be added to the “Recent Contacts” portion of the 

RADAR Response Plan.   A RADAR Sergeant will approve any proposed changes to the 

de-escalation plan based on new information. 

 

Referrals to RADAR Navigator. Deputies may refer an individual with or without a 

Response Plan to the RADAR Navigator in order to connect them to beneficial services.   

All referrals to the Navigator should be made through email and include the case number 

(if available) and a brief description of why a Navigator is requested.  Using professional 

discretion, the Navigator will determine if outreach is warranted and shall document all 

actions and the reasons for those actions. 

 

Retention of Response Plans.  Response Plans will remain active for a period of up to 

three years.  After three years, a Response Plan will be removed from the RADAR 

system unless it is re-approved using the criteria above. The Project Coordinator will 

ensure that deactivated Response Plans are sent to the King County Sheriff Office’s 

Records Unit to be destroyed in accord with state record retention laws.   

 

INCIDENT REPORTING: 

 

Deputies will follow standard report writing procedures. Whenever responding to a call 

involving an individual who appears to have BH/DD, the deputy should write “BHI” in 

the IRIS Quick Summary box.  

 

The Program Coordinator and RADAR Navigator will review all reports marked BHI on 

a weekly basis.  

 

PUBLIC RECORDS REQUESTS: 

 

Public records requests for RADAR information shall be directed to the King County 

Sheriff’s Office records unit.  
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INTERAGENCY INFORMATION SHARING: 

  

Information contained in a Response Plan may be shared with other agencies and/or 

mental health professionals when it is consistent with RADAR goals.  

RADAR TRAINING: 

   

The Department of Justice Smart Policing grant provides all members of the Shoreline 

Police Department a 4-hour core block of training directly related to the RADAR pilot 

program. This training will compliment existing CIT training. 

 

COMMUNITY OUTREACH: 

When a person does not meet the criteria for a Response Plan, Shoreline Deputies should 

inform community members of resources like Smart 911 and other crisis planning tools. 

In situations where it would be beneficial and where resources allow, Shoreline deputies 

should contact the RADAR Navigator who may be able to assist individuals who do not 

qualify for a Response plan with obtaining access to treatment and other resources.    
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SPI Action Plan 
Shoreline, WA 
 

Introduction 
 
This project is for the development, implementation, and evaluation of an innovative 
subject-specific police information sharing, de-escalation and response strategy for persons 
with behavioral health issues (PBHI), including mental illness, cognitive and 
developmental disabilities, and substance use called RADAR: Response Awareness, De-
Escalation, And Referral. The goals of our project are to:  

1. enhance community and first responder safety by reducing police use of physical 
force with PBHI; 

2. strengthen community/police partnerships; and 
3. increase the connection of persons at risk with effective behavioral health services 

and treatments. 
RADAR involves direct engagement, information sharing, and collaboration between police, 
high-risk individuals, and individuals’ circles of support (such as their families and mental 
health professionals). In addition, RADAR provides a welcoming outlet where PBHIs who 
pose no risk to first responders or the community can voluntarily enter into cooperative 
alliances with police in order to prevent misunderstandings. This report describes our 
initial analyses of the challenges facing police and individuals with behavioral health issues 
in Shoreline to date, and the planned intervention and evaluation strategies to address 
them. 
 
The Targeted Problem 
 

Nature and Extent of the Problem 
Shoreline, WA is a city of approximately 53,000 residents located immediately north of 
Seattle. It is one of 16 cities, tribes, and transit authorities that contract with King County 
Sheriff’s Office (KCSO) for police services. Under this model, partners share communication 
systems, records, and command staff. The initial analysis that we conducted for our grant 
proposal indicated that Shoreline disproportionately contributed to mental health related 
complaints and suicide attempt calls in King County, perhaps because of its relatively high 
number of group homes, subsidized housing units, and the presence of one of the county’s 
five methadone clinics. Shoreline residents comprise 10.2 percent of the population within 
the KCSO service area but account for 15 percent of mental health/suicide related calls. 
This number may be an under-representation, since behavioral health issues also factor in 
calls that are not immediately identified as mental health related (i.e. where a crime has 
been committed, or there is another type of complaint such as suspicious circumstances or a 
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disorderly person). KCSO does not systematically flag these other calls with a behavioral 
health component. We are in the process of examining the narrative reports of incidents 
that are not classified as mental health complaints to assess the extent to which this is the 
case. 
 

Mental health related calls for service in Shoreline 
We examined mental health related calls for service and incident reports recorded in 
Shoreline in 2014 and 2015. The term “mental health related” in this analysis refers to calls 
and incidents classified as either “371” (called “mental complaints” in KCSO data) or “232” 
(suicide attempts). In 2014, these call types combined accounted for 3.3 percent of 
Shoreline’s calls for service (N=497). In 2015 they accounted for 3.5 percent of all calls 
(N=514). Mental complaint calls were much more prevalent than calls classified as suicide 
attempts (951 in total compared to 60). 
 
Table 1. Mental Health Related Calls for Service in Shoreline, 2014-2015 
 Number of Calls 
 2014 2015 Combined 
Total calls for service 14,873 14,872 29,745 
    Mental complaint calls (“371”) 464 487 951 
    Suicide attempt calls (“232”) 33 27 60 
    Total mental health related calls 497 514 1,011 
 
We examined the distribution of mental health related calls by time of day, day of week, 
and month of year to assess whether these calls were more likely to occur at certain times, 
days, or times of year than others. The most common day and time for mental health 
related calls was Friday at 3pm (Figure 1), although we caution that the numbers are small. 
In general there were few distinctive patterns—calls were slightly more common during the 
day and evening compared to the early hours of the morning, with the exception of 
Saturdays when they appeared to be somewhat more spread out throughout the day. In 
2014 calls were slightly more likely during the summer months (July, August, and 
September), but in 2015 March and April saw more calls than other months (Figure 2). This 
indicates that Shoreline police can expect to receive mental health related calls at almost 
any point during their shift, on any given day of the week, and in any season. 
 
While the number of mental health related calls in Shoreline is small, we found that calls 
are highly concentrated at a very small number of addresses. According to King County 
there are 17,263 residential and commercial buildings with Shoreline addresses. About 69 
percent of these addresses had no calls for service of any kind during 2014. 208 addresses 
(1.2%) had 10 or more calls, accounting for 40 percent of all calls citywide. 277 addresses in  
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Figure 1. Mental health related calls for service by time of day and day of week, 2014-2015 

 
 
Figure 2. Mental health related calls for service by month, 2014-2015 
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Shoreline (1.6%) had one or more mental health related call for service in 2014. Of these, 93 
were repeat call addresses that accounted for 54.5 percent of all mental health related calls 
for service in Shoreline in 2014. The top three addresses that year were an apartment 
complex with 68 mental health related calls, another apartment complex with 18 calls, and 
a bus station/commercial area with 9 calls. The remaining addresses in the top 10 were 
almost all single-family homes, except for one other apartment complex. At least one of the 
single-family homes in the top 10 is a group home for people with mental health issues or 
cognitive disabilities. 1   There was also a small but statistically significant correlation 
between mental health and substance use related calls for service at the address level (r = 
0.27, p < .001), indicating that addresses that produce mental health related calls for 
service are also likely to have substance use related calls for service, but no correlation 
between mental health calls and calls for violent crime or disorderly persons (although, as 
we have noted, we do not know the extent to which these other call types also involve 
behavioral health issues). 
 
The concentration of calls for service in 2015 was similar to our observations for 2014. 
Seventy-nine percent of addresses had no calls for service in 2015 and 217 (1.2%) of 
addresses had 10 or more calls of any kind, accounting for 42 percent of calls in the city. 
Slightly more addresses had a mental health related call in 2015 (310 compared to 277 in 
2014), but the same number (93) had repeat calls. The top ranked address for mental health 
related calls in 2015 was the same apartment complex that ranked highest in 2014. There 
were 54 calls for this location in 2015. An address in a commercial area ranked second with 
9 calls (this location was not in the 2014 top 10), and in third place was an apartment 
complex with 8 calls that ranked 9th in 2014. The addresses with the second and third 
highest number of calls in 2014 did not appear in the top 10 in 2015. Overall, 46 percent of 
the 93 repeat call locations from 2014 remained repeat mental health related call locations 
in 2015 (N=43). 
 
We also found that mental health related calls take up significantly (25 percent) more 
police time than calls in general (Table 2). From the time of police arrival to calls being 
closed, non-mental health related calls took 60 minutes on average, while mental health 
related calls took 75 minutes. Cumulatively, this means that an additional 125 more officer 
hours per year were spent clearing mental health related calls. 
 
Finally, it is likely that the number of mental health related calls for service recorded by 
KCSO underestimates the number of incidents to which police could potentially be called. 
Data from Shoreline Fire indicate that the fire department responded to 516 calls with a 
behavioral or psychological component (according to the firefighter’s report) in 2015. We 
have not been able to assess the extent to which these overlap or which agency tends to 
respond first, although we know from our informal discussions with Shoreline deputies and 
firefighters that the two agencies collaborate fairly regularly on calls. 
 
                                                
1 During a visit to Shoreline in March 2016 the research partners rode with Shoreline Police and 
attended a mental health related call at a group home. The address of that home appears on the top 
10 list in both 2014 and 2015. 
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Table 2. Time from Police Arrival to Call Closed, 2014-2015 
 Average Time in Minutes (SD) 
 2014 2015 Combined 
Mental health related calls 73.2 (93.1) 79.2 (100.7)  76.2 (97.0) 
Other call types 59.9 (102.9) 61.6 (111.1) 60.8 (107.1) 
Mean difference 13.3** (SE=4.7) 17.6*** (SE=5.0) 15.5*** (SE=3.5) 
* p ≤ .05  ** p ≤ .01  *** p < .001   
 

Mental health related incidents in Shoreline 
According to the disposition (call resolution) information provided in the KCSO calls for 
service dataset, a police incident report was written for almost one-half (N=473, 46.8%) of 
mental health related calls for service (Table 3). Almost all of the other calls were resolved 
on scene or by telephone without a need for further documentation. We note that while the 
number of calls resolved by taking an individual home, to a family member, or to a medical 
facility is very small, this category only includes situations in which the police took this 
action without writing an incident report. It does not capture incidents where an 
ambulance was called and a report was written. Shoreline’s local ambulance provider, AMR, 
provided data showing that police in Shoreline requested their services 111 times in 2015 
(note that AMR does not consistently code whether the request resulted from a mental 
health related call). 
 
We also analyzed a separate dataset from KCSO containing incident report data from the 
Total Enforcement (TE) records management system. This allowed us to examine in further 
detail how the final classification of the call compared to its initial classification (i.e., 
whether calls for service classified as mental complaints or suicide attempts are classified 
in the same way in written reports, or whether calls that come in under a different code are 
reclassified as mental health related. The TE data also provides basic demographic 
information (age, sex, and race) on individuals involved in mental health related incidents. 
 
Table 4 shows the number of incident reports completed for mental health related calls for 
service in 2014 and 2015. Mental health related incidents comprise a slightly higher 
proportion of all incident reports taken, compared to the proportion of calls for service (4% 
of incidents compared to 3.2 percent of calls). Note that the number of incident reports is 
higher than the number of calls for service noted in Table 3. The information comes from 
two separate systems so there may be reporting inconsistencies. It is also likely that some 
calls for service were not initially classified as mental health related, and therefore are not 
captured in Table 3, but were later classified as such when the report was written (for 
example, someone may have called the police reporting a disturbance or suspicious 
circumstances after hearing screaming next door; on police arrival it is found to be a suicide 
attempt). We examine this further in Table 5. 
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Table 3. How Mental Health Calls for Service were Resolved, 2014-2015 
 Number (Percenta) 
Incident report on sceneb 473 (46.8) 
Assistance renderedc 448 (44.3) 
Referred to agency other than KCSO 29 (2.9) 
No police action possible/necessary 22 (2.2) 
Unable to locate incident/individual 14 (1.4) 
Otherd 10 (1.0) 
Follow-up on scene (no arrest) 8 (0.8) 
Taken to home/family/medical facility 7 (0.7) 
Total 1,011 (100) 
Notes: 
a May not add up to 100 due to rounding. 
b In all but one of these cases, no arrest, booking, or citation was made. 
c Assistance was rendered on scene in 442 cases and over telephone in 6 cases. 
d Includes warning given (N=6), field investigative report made (N=3), and canceled by radio (N=1) 
 
Table 4. Mental Health Related Incident Reports in Shoreline, 2014-2015 
 Number of Incident Reports 
 2014 2015 Combined 
Total incident reports 6,598 6,014 12,612 
    Mental complaint reports (“371”) 216 223 439 
    Suicide attempt reports (“232”) 35 29 64 
    Total mental health related reports 251 252 503 
 
Table 5 shows that only a small number of cases were reclassified between the initial call 
for service and incident report (in terms of being changed to/from mental health related). 
There were ten cases in which the initial call was not mental health related but the 
incident report was classified as such. The initial classifications of these cases were welfare 
check (N=4), area check (N=2), suspicious circumstances, forest fires, call for medical 
assistance, and request for assistance from another agency (N=1 each). For the seven cases 
in which the initial classification was mental health related and the incident report differed, 
the final classifications were obstructing an officer, threats, larceny, stolen property, 
trespass, vandalism, and welfare check (N=1 each). Note that this does not suggest that we 
have necessarily captured most of the mental health related calls in Shoreline through calls 
and incidents classified as 371 or 232. If a call came in as an assault and there was 
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sufficient reason to classify the incident report as an assault, there could still be a 
behavioral health component that would only be noted in the report narrative. 
 
Table 5. Initial and Final Classification of Mental Health Related Calls, 2014-2015 
 Final Classification (Incident Report) 
 

Mental Health Related 
Not Mental Health 

Related 
Initial Classification (Call for Service)   
    Mental Health Related 469 7 
    Not Mental Health Related 10 6,879 
Note: This table is based only on cases for which there was a match by CAD (call for service) ID 
number between the calls for service and incident report databases (N=7,365). 
 
A total of 961 people are recorded in the TE data as being involved in a mental health 
related incident in 2014 and 2015. Note that this includes witnesses and people who report 
incidents as well as victims, suspects etc. In the majority of cases, it appears that the 
person who is having the mental health issue is listed as the victim. The demographic 
information in Table 6 is based on individuals whose role in the incident is listed as 
arrested, subject, suspect, or victim (N=487). Table 6 shows that the majority (91%) of these 
individuals were listed as victims rather than subjects, suspects, or arrestees. Just over half 
of individuals involved in mental health related incidents were female (52%), and almost 90 
percent were White. The average age of these individuals at the time of the incident was 37 
years old. We note that King County records only capture limited information about race 
and ethnicity (Hispanic/non-Hispanic) is not recorded. Hispanic individuals may therefore 
be categorized as either White or Black. 
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Table 6. Role and Demographic Characteristics of Individuals Involved in Mental Health 
Related Incidents, 2014-2015 
 Number (Percenta) 
Role  
    Victim 442 (90.8) 
    Subject/Suspect/Arrested 45 (9.2) 
Sex  
    Female 253 (52.2) 
    Male 232 (47.8) 
Race  
    White 419 (87.7) 
    Black 42 (8.8) 
    Asian 16 (3.4) 
    Native American 1 (0.2) 
Mean age = 37.3 (SD = 16.1). No significant differences by sex or race 
Notes: 
a May not add up to 100 due to rounding. 
 

Officer Survey and Needs Assessment 
In addition to our analysis of mental health related calls for service and incident reports, 
we conducted a baseline survey of Shoreline deputies to learn about their experiences in 
dealing with mental health related issues and what factors would improve their responses 
to these situations. The survey was conducted online via the Qualtrics platform and was 
sent to all current sworn employees of Shoreline Police Department (N=47) in June 2016. 
Email addresses of respondents were collected (separately from their survey responses) to 
facilitate a follow-up survey after program implementation. As of July 5, 2016, 28 responses 
had been collected, a response rate of 60 percent. Table 7 shows the basic characteristics of 
the sample (we did not collect demographic characteristics such as sex and race for 
confidentiality reasons; due to the small number of officers we believed this risked 
identifying specific individuals). 
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Table 7. Characteristics of officer survey respondents 
 Number (Percent) 
Rank  
    Deputy 21 (75.0) 
    Sergeant 4 (14.3) 
    Deputy MPO 1 (3.6) 
    Captain 1 (3.6) 
    Major 1 (3.6) 
Assignment  
    Uniformed patrol 19 (70.4) 
    Special Emphasis Team 2 (7.4) 
    Criminal Investigations Division 3 (11.1) 
    Other 3 (11.1) 
Length of Service in Shoreline  
    Less than 1 year 2 (7.1) 
    1 year or more but less than 5 years 14 (50.0) 
    5 years or more but less than 10 years 5 (17.9) 
    10 years or more 7 (25.0) 
 
Respondents reported that encountering PBHI was a very common part of their job. Most 
respondents (N=24, 85.7%) stated that they encountered PBHIs every day or several times 
a week when on duty (Figure 3). There was no clear pattern in the type of situation in 
which respondents encountered PBHIs (Figure 4). Most respondents stated that they 
sometimes or often encountered PBHIs during on-views (officer-initiated activity), as 
offenders, as victims, during or immediately after a crisis, or in response to a request for 
assistance. Nobody responded that they rarely or never encountered PBHIs in these 
situations. 
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Figure 3. When you are on duty, how frequently do you encounter PBHIs? 

 
Figure 4. How often do you encounter PBHIs in the following situations? 
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Respondents were asked to rank the most common way they resolved calls involving PBHIs, 
with 1 being the most common resolution. Calling AMR (the ambulance provider) for an 
involuntary transfer to the hospital was most often ranked number 1 (52% of respondents, 
N=13), followed by no action (24%, N=6), calling AMR for a voluntary transfer or contacting 
the fire department/EMS (both 8%, N=2), arresting the individual, or asking the dispatcher 
to place a note in the CAD system (both 4%, N=1). No respondents ranked recommending 
referral to mental health court, transport to crisis diversion center, contacting the Mobile 
Crisis Unit, or documenting with an information case report as number 1. This aligns with 
other information provided to us by other King County agencies showing low usage of these 
services. For example, data from King County’s involuntary commitment coordinator shows 
that Designated Mental Health Professionals receive only one or two requests per year for 
psychiatric evaluations from police in Shoreline. The Behavioral Health and Recovery 
Division reports only five referrals to the crisis center from Shoreline Police Department 
between 2012 and 2015 (and one from Shoreline Fire during the same period). Usage of the 
Mobile Crisis Unit is slightly higher and has generally increased over the years, but is still 
low compared to the total number of mental health related calls (Table 8).  
 
Strikingly, 75 percent of respondents (N=21) stated that they were not satisfied with the 
current options available to them for resolving calls involving PBHIs. We included an open-
ended question inviting respondents who said they were not satisfied to indicate other 
options they would like to have. The responses are included verbatim below. In general, 
responses highlighted a need for more knowledge about alternative dispositions, more 
integration with mental health professionals and service providers, including options to 
hand over to professionals when situation is no longer a law enforcement issue, and longer-
term treatment options to deal with underlying issues and reduce the “revolving door” of 
individuals whose issues recur over and over again. 

• more, unknown what's available 
• In-the-field resources, like crisis teams, who can come and work toward solutions 

with people. We are band-aids. Is the scene safe? Is the person in danger? Are others? 
If there's no safety concerns, the Police job is typically done 

• Something meaningful where a person can actually be held and treated 
• We generally have two options...arrest or ITA/Invol.  Having a more direct referral (a 

3rd option) to mental health court would streamline case disposition.  We often have 
two stakeholders in a case.  Consider a person with mental health issues trespassing 
at a casino.  We have a responsibility to the suspect/subject but we also have a 
Shoreline business who wants the disruption to their business/customers addressed.  
Nothing is a bad option but so is arrest as we've just shifted the problem to the courts 

• any updated information is useful 
• Warning or Flagged information when mental illness person has to be contacted 
• Mental health professionals that manage the person when they are in crisis for 

alcoholism or drug problems 
• In general, my interactions with people with mental health issues are complicated by 

their use of drugs and/or alcohol.  Under community caretaking, I evaluate them for 
involuntarily sending them to the hospital.  If they do not meet the criteria, I will 
offer them to speak to the Mobile Crisis Team.  Generally, they do not want help.  I 
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rarely deal with someone who has mental health issues only.  Those interactions are 
generally at group homes where the staff is under-qualified to deal with the issues 

• We really only have a good solution for people in crisis, but not baseline issues that 
come up. The homeless and self medicating don't meet the criteria for invol 
[involuntary commitment] and there is no services that I can offer that fix or patch 
the problem on scene.  I can tell them to check out xyz resource, but they have to go.  
We are usually called for the "fix it now" issue and there is no fix 

• More information about involved subjects 
• location other than hospital for people to go to that is close by 
• Immediate field response and hand off to mental health professionals in situations 

that are not criminal in nature.  LE [law enforcement] has core functions that do not 
include being significant mental health practitioners and the movement towards the 
same is taking limited resources away from crime reduction efforts 

• Actual results from the mental health arena.  All we usually see is a revolving door 
with nothing being done or changing. 

 
 
 
 
 
 
 
Table 8. Referrals to Mobile Crisis Team and Crisis Diversion Center, 2012-2015 
 2012 2013 2014 2015 Total 
Requests for Mobile Crisis Team      
    Shoreline Police 3 14 46 25 88 
    Shoreline Fire 0 9 22 32 63 
Referral to Crisis Diversion Center      
    Shoreline Police 2 0 2 1 5 
    Shoreline Fire 0 1 0 0 1 
Source: King County Behavioral Health and Recovery Division 
 
All respondents reported that they shared information with other deputies about their 
experiences with PBHIs after an encounter. Sixty percent reported sharing information 
often and 40 percent shared their experiences sometimes. Respondents also ranked the 
most common method for information sharing. Almost 75 percent of respondents (N=19) 
stated that informal information sharing—for example, over a meal or coffee or car-to-car—
was the method they used most frequently, while 23 percent (N=6) said they most 
frequently documented information in an IRIS case report (Shoreline’s system for looking 
up and recording information about individuals who have had contact with the police). 
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Email was most commonly ranked as the second most frequently used method (by 26 
percent of respondents, N=7). 
 
We asked respondents who typically initiated calls about PBHIs and where they usually 
happened. Figure 5 shows who initiated the calls. Most respondents selected “often” for the 
PBHI him- or herself, persons with no significant relationship (such as members of the 
public, store clerks, etc.), and staff or management of public housing complexes. Almost all 
respondents stated that calls often occurred at public transit locations (such as bus stops, 
on buses, etc), and a majority stated that calls often happened at group homes and other 
(non-transit) public places (Figure 6). 
 
Figure 5. In your experience, how often are calls involving PBHI initiated by the following 
people? 
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Figure 6. In your experience, how often do calls involving PBHI occur in the following 
places? 

 
 
We also asked officers whether they had ever feared for their own or their partner’s safety 
during encounters with PBHI, whether a PBHI had ever appeared to be afraid of them, and 
whether they had ever used force during an encounter with a PBHI. The responses are 
striking—90 percent of the respondents (N=25) answered “yes” to each question; however, 
only one respondent answered “no” to all three questions. Those who responded “yes” to the 
use of force question were also asked a follow-up question about their experience. All of the 
respondents to this question (N=24) agreed or strongly agreed with the following 
statements about their use of force experience: 

• The de-escalation technique that I used was effective (16.7% strongly agreed, 83.3% 
agreed) 

• I would have been more effective if I had specific information about the individual’s 
mental health issues/cognitive disabilities before responding to the call (29.2% 
strongly agreed, 70.8% agreed) 

• I would have been more effective if I had more general knowledge about mental 
health issues/cognitive disabilities (8.3% strongly agreed, 91.7% agreed) 

• The situation escalated because of the individual’s fear or confusion about police 
(12.5% strongly agreed, 87.5% agreed) 

 
Respondents were asked how often they learned about particular types of information 
relating to PBHIs before the call and what information they found most useful when 
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responding. Figure 7 shows how often respondents received various kinds of information. 
Most respondents selected “often” for many of the items; however, a larger number of 
respondents selected “never” for information about the medications a PBHI is taking and 
factors that can help to calm the individual down or that might excite him or her than for 
other types of information. Officers found all sources of information somewhat or very 
useful when responding to calls involving PBHIs, but most rated their own previous 
experience with the specific PBHI as very useful, followed by direct information about the 
individual provided by other deputies or Shoreline Fire/EMS (Figure 8). They were less 
likely to rate indirect information, such as case reports, information from the dispatcher, 
and summaries of the individual’s prior law enforcement contacts as “very useful.” However, 
three-quarters of respondents stated that they did not feel they received enough 
information about an individual’s mental state or cognitive disabilities before responding to 
a call (N=21). 
 
Figure 7. How often do you learn about the following types of information prior to contact 
with a PBHI? 
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Figure 8. How useful are the following types of information to you when responding to calls 
involving a PBHI? 

 
King County’s Behavioral Health and Recovery Division reports that 20 Shoreline officers 
received Crisis Intervention Team (CIT) training between October 2010 and December 2015. 
This aligns with the 20 survey respondents (71%) who stated that they have received the 
training, although we are unable to verify whether they are the same officers. In our survey, 
55 percent of those who said they received the training reported taking the short (8-hour) 
version and 45 percent had taken the full (40-hour) course. We included an open-ended 
question asking those who had taken the training what they would add to make it more 
useful. In summary, those who responded to the question highlighted the need for refresher 
training, more case studies and specific tactics rather than theory, and more information 
about the range of options available to them. The responses are included verbatim below: 

• Refresher courses 
• Training in resources/referrals. We usually only have Band-Aid solutions to the 

problem of the day/hour... Either invol, arrest, walk away, or see if crisis team will 
respond. The solutions to the problem at-hand (for police officers with all kinds of 
things to do during a shift) are rarely solved with a Band-Aid for more than a day, if 
that. We need to know more about mental health court options, in-the-field resources, 
and referrals that will be of use 

• More specific, relevant case studies and less 'theory' 
• Police relevant training on resources, most of the course seemed geared towards 

mental health professionals 
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• Nothing.  The basic skills are covered.  The varied responses of people with mental 
health issues who are often under the influence of drugs and/or alcohol is too broad 
to cover every scenario 

• I found that they spent too much talking about the issues and disabilities and not 
enough time with effectively dealing with them.  The subjects that are about the 
individuals recovery, while heart warming, don't give the responder information 
about how to safely and successfully resolve the situation when recovery is not 
working.  The Mock Scenes just ended with "I will call the mobile crisis team" and 
there was not enough application practice 

• Nothing.  Have it taught by cops.  Not by academics that work in a sterile safe 
environment. Police just need to be reminded that this is a call like any other, a 
person in crisis, that words and patience works.  List of current resources is all that is 
needed. 

 
The 20 respondents who had attended CIT training were also asked whether the training 
helped officers to be more effective in the following scenarios; almost all respondents agreed 
with each statement: 

• CIT trained officers are better able to identify PBHIs (10% strongly agreed, 90% 
agreed) 

• CIT trained officers are more likely to refer PBHIs to services/treatment (5% 
strongly agreed, 95% agreed) 

• CIT trained officers are more effective in de-escalating events involving PBHIs (5% 
strongly agreed, 85% agreed, 10% did not know) 

• CIT trained officers are less likely to arrest PBHIs for minor offenses (15% strongly 
agreed, 70% agreed, 15% did not know). 

 
We asked several questions to assess officers’ attitudes and perceptions about situations 
involving PBHIs. All respondents agreed or strongly agreed that treatment can help PBHIs 
lead normal lives, that family members of PBHIs lack sufficient information about to help 
their loved ones or themselves, and that first responders have a duty to help PBHIs and 
their loved ones access information and resources (Figure 9). On the recommendation of our 
medical advisor we also selected three questions from the Toronto Empathy Questionnaire 
(Spreng et al., 2009), a validated psychometric scale, that we believed were relevant to 
people working in law enforcement (Figure 10). These results showed more variable 
responses than other questions in our survey. Most respondents indicated that they 
sometimes or often did not feel sympathy for people who caused their own serious illnesses. 
However, most respondents also indicated that they sometimes or often felt a strong urge to 
help when they see someone who is upset and sometimes, often, or always feel protective of 
individuals who are being taken advantage of. 
 
Finally, we asked respondents whether they had been told about the RADAR initiative. 
Just over half (57%) said that they had been told in detail. 
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Figure 9. Respondents’ agreement with statements about PBHIs and first responders 

 
Figure 10. How frequently respondents feel or act in the manner described 
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Discussion of Findings 
Our findings from our analysis of mental health related calls for service and incidents and 
from the officer survey and needs assessment highlight several key problems that we aim to 
address through RADAR. 
 
First, while we have not yet been able to analyze data on the prevalence of police use of 
physical force in Shoreline,2 our survey reveals that a majority of deputies have used force 
in cases involving PBHI and that there is a very high level of fear and confusion on both 
sides. This aligns with the research discussed in our literature review below, which shows 
that the likelihood of police use of force increases when officers encounter PBHI, and that 
the probability of a fatal police shooting is much higher in these encounters than with 
members of the general population. A report compiled by the King County Office of Risk 
Management (Appendix A) indicates that at least nine liability claims have been filed 
against the county between 2006 and 2016 involving use of force in this context (specifically, 
nine closed claims, including two relating to citizens who died, and an undisclosed number 
of open claims, including more than one death). As the reports included in Appendix A show, 
police encounters with PBHI are unpredictable, difficult, and at times extremely dangerous 
for affected individuals, their families, and the officers involved. 
 
A second problem related to mental health-related calls in Shoreline concerns high 
consumption of police and other emergency services (911 dispatch, fire, ambulance, 
emergency departments). Our analysis of mental health related calls and interviews with 
deputies indicate that there is a cohort of the Shoreline population that uses the 911 system 
for non-emergency issues related to their mental health conditions. In addition to the high 
concentration of calls we found at specific addresses, our preliminary qualitative analysis of 
the incident report narratives for mental health related calls shows that 18% of reports in 
2014 and 13% in 2015 arose from just 4 or 5 group homes in Shoreline, which house 
individuals with a range of behavioral health concerns of varying severity.3 In 2014, a 

                                                
2 Use of force is a continuum that can range from verbal commands to use of a deadly weapon. For 
the purposes of this study, we consider “use of force” to include any action that meets King County 
Sheriff’s Office’s definitions as laid out in Section 6.00.010 of the General Orders Manual 
(http://www.kingcounty.gov/~/media/depts/sheriff/documents/goms-current/public-gom-06-16-
16.ashx?la=en). According to this policy, “physical force” is “the intentional application of force 
through the use of physical contact that does not rise to the level of deadly force,” including hitting 
with or without an object, kicking, use of a chemical agent, or other action that results in injury or 
complaint of injury. Routine handcuffing and control holds are not included unless one of the other 
conditions applies. “Deadly force” is “the intentional application of force through the use of firearms 
or any other means reasonably likely to cause death or serious physical injury.” We use the term 
“use of physical force” in this study to clarify our definition; this term should be taken to include 
deadly force. KCSO is in the process of extracting data that will allow us to analyze use of force 
incidents but they were not able to provide it in time for the completion of the action plan. 
3 Group homes in Shoreline are not heavily regulated and we do not currently have access to 
information about the locations of all of the homes or how many residents live in each one. The 
research team visited a group home during a ride-along and observed that it was a single-family 
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single caller accounted for 20 of the 216 incident reports, and there were sometimes 
multiple reports at that person’s address on the same day. In one of the reports, the deputy 
notes that this caller frequently used 911 to self-refer to a mental health facility for their 
‘preferred treatment,’ and that AMR, Shoreline Police, Shoreline Fire, and the King County 
Mobile Crisis Team had met to determine a course of action to reduce abuse of the 911 
system. Patrol officers we spoke to report spending a disproportionate amount of time 
responding and re-responding to the same group of troubled individuals without the 
capacity to address their underlying conditions. These assertions are supported by the 
survey responses and our finding that mental health related calls consume significantly 
more police time than non-mental health related calls. Our survey and conversations with 
officers indicate that officers are frequently sending PBHIs to the emergency department 
for psychiatric evaluation, but PBHIs are often released a few hours later because they do 
not meet the criteria for involuntary commitment. The use of police officers, dispatch 
centers, ambulances, fire personnel and emergency rooms to treat chronic and non-life 
threatening behavioral health issues is expensive, frustrating, and inefficient.  
 
The third problem related to mental health related calls, associated with the point above, is 
the inefficiency of the current police response and its effect on officer morale. Our initial 
conversations with deputies in Shoreline and our officer survey reveal significant 
frustration among officers around dealing with PBHI, particularly with being stuck in what 
one deputy calls the “stupid circle.” The “stupid circle” refers to PBHIs having repeated 
contact with police because they are not getting the help they need elsewhere in the system. 
Officers feel they have limited access to mental or behavioral health services or providers to 
refer individuals for assistance. Their default response to calls involving mental health 
issues is arrest or transfer to a local hospital emergency department to begin the process of 
involuntary commitment. We know from preliminary data that most of these transfers do 
not result in a commitment decision, prompting individuals to be returned to the 
community and the “stupid circle” to continue. Even when patrol deputies take action that 
leads to involuntary commitment, they feel disconnected from the process and subsequent 
actions of the hospital and affiliated mental health professionals. In addition to the 
frustrations of having limited options to deal with PBHI, some deputies indicated that the 
lack of information and follow-up made their work and actions seem meaningless. However, 
data from our survey and from King County behavioral health services reveal that deputies 
rarely make use of the services that are available, suggesting that raising awareness 
among deputies about existing options should also be a key part of our response. 
 

Problem Identification 
The Center for Evidence-Based Crime Policy (CEBCP), Department of Criminology, Law 
and Society, George Mason University and the Washington, DC-based Police Foundation 
(PF) worked in collaboration with the Shoreline Police Department, King County Sheriff’s 
Office, Shoreline Fire Department, and other local agencies to collect and assess data on 

                                                                                                                                                       
home on a residential street that appeared to have 3 or 4 bedrooms and one resident per room, with 
a shared living and dining area. We intend to find out more information about these locations as we 
continue with our project and data analysis. 
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calls for service and incidents involving PBHIs. The analysis above uses KCSO data on 
police calls for service and incident reports in Shoreline for 2014 and 2015, and we plan to 
work with KCSO to obtain data for additional years to strengthen our analysis, and to 
broaden our coverage of mental health related issues. In particular, the officer survey 
revealed that officers believe incidents frequently happen in transit locations. KCSO has a 
separate transit police division and we plan to obtain additional data from this division to 
assess whether any cases in Shoreline were not included in the initial information about 
Shoreline. KCSO will also provide data for the comparison jurisdiction(s) in the county (see 
Impact Evaluation Plan). KCSO maintains a database of use of force incidents in Shoreline, 
which is being obtained, and we are exploring options for receiving more detailed Fire 
Department and paramedic data. We have also obtained data from the King County Office 
of Risk Management on claims involving police use of force with PBHIs and information 
about involuntary mental health referrals and detentions from the county Designated 
Mental Health Professionals team (DMHP), which oversees involuntary commitments and 
court referrals, and about police CIT training and utilization of mental health resources 
from the King County Behavioral Health and Recovery Division. 
 
We have supplemented the analysis of calls for service and incident reports and the officer 
survey with qualitative information gathered from conversations, observations, and ride-
alongs conducted by the research partners and implementation team. We plan to extend the 
officer survey to officers in the comparison jurisdiction(s) in the coming months before the 
intervention phase begins. Finally, we are planning a community survey in the next few 
months, and the City of Shoreline has added a question to its regular citizen surveys asking 
residents about their current perceptions of police interactions with PBHIs in Shoreline.  
 

Changes to the Problem 
The original proposal and problem statement emphasized the risk of harm to PBHIs and 
officers during police encounters. RADAR, as originally conceived, was predominantly a 
safety and risk reduction program. As the project has developed and we have talked to first 
responders, community members, and mental health professionals in the Shoreline area, 
we realized that safety issues are important but they are only part of the local problem. The 
high utilization by some PBHIs of 911/police/fire services and the limited number of 
effective interventions available to police for behavioral health issues, as described above, 
are equally important. The decision to change the project’s name from “risk awareness” to 
“response awareness” reflects this broader sense of what problems, in the behavioral health 
context, require addressing. 
  
The original proposal called for a new data sharing system to record and share information 
about PBHIs with Shoreline deputies and other first responders. We realized in our first 
few months of planning that this approach would create a new set of problems: resentment 
by PBHIs and their caregivers about being profiled in a database; resistance of officers to a 
new records system; infrastructural barriers to communication between police and fire 
personnel; and expense (it would be difficult to replicate our program if it requires 
thousands of dollars to create a new information system). Our new strategy is to use a “low 
tech” approach to share information, namely PDF “response plans” that connect to existing 



   

22 
 

records systems. Linking PDF response plans to existing systems reduces the risk of 
profiling and stigmatization (we are creating carefully defined documents to help 
vulnerable individuals in crisis situations), is extremely low cost, and gives us the flexibility 
to attach documents to different systems (police, fire, dispatch). A mockup of the proposed 
format for the PDF response plan is included as Appendix B. 
 

The Problem-Solving Approach  
 

Problem-Solving Strategies 
Through this Smart Policing Initiative we seek to develop and implement an innovative 
model called RADAR (Response Awareness, De-escalation And Referral). The goals of 
RADAR are to enhance community and first responder safety, reduce use of physical force, 
build police/community partnerships, reduce the use of emergency services for non-
emergency behavioral health issues, and connect people, when appropriate, to services and 
treatment. It encourages police to adopt community caretaking and procedural justice 
strategies in contacts with people who suffer from behavioral health issues such as mental 
illness, cognitive and developmental disabilities, or co-occurring drug and alcohol abuse. 
The three elements of RADAR are response awareness—planning with these individuals 
and their families before police-involved crisis situations occur; de-escalation to reduce 
the necessity of force during crisis situations; and referrals made before and after police 
encounters that connect people with appropriate services. Our measures of success include 
reduced use of force, a decrease in police calls from “high utilizers” (that is, people who 
frequently call 911 to request police services), a reduced reliance on emergency room 
transfers to address non-emergent behavioral health issues, referrals to services, and 
officer/community satisfaction. 
 

Response awareness 
Objectives: prepare both individuals with behavioral health issues and police officers for 
police encounters; equip them with tools to achieve positive outcomes. 
 
In the RADAR program, Shoreline deputies work with individuals and their “circles of 
support” (COS)—family members, friends, service providers, and other caretakers—to 
create de-escalation and response plans. Response plans may include strategies for calming 
individuals, identification of “triggers” that heighten stress and fear, and the names of 
people who should be contacted in emergent situations. In order to avoid preventable use of 
force incidents, this subject-specific information will be shared between RADAR deputies, 
other officers, and fire department personnel. Key information about individualized de-
escalation plans and a person’s COS is of little use if the knowledge is limited to a single 
deputy who is unavailable at the time of a crisis. The subject-specific response plan places 
crucial and immediately accessible information both on the dispatcher’s screen and in the 
patrol car. Working with dispatchers, the officers will have the ability to immediately 
access pertinent de-escalation strategies and officer safety information on the way to a 
crisis call. 
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Through initial discussions between the project team, research partners, and Shoreline 
deputies we have developed an initial format for the categories that will be included in the 
PDF response plan. In order of the priorities highlighted by deputies, these are: 
 

1. Identifying data and photo 
Basic information about the individual, including name, date of birth, address etc. 

2. Response plan 
Essential information necessary for officer safety, e.g. has the person been assaultive 
toward police in the past; are there weapons in the house; is a multiple deputy 
response necessary. 
Key behavioral triggers and inhibitors (words and actions) 
Inappropriate behaviors (e.g. false allegations of police use of force or sexual assault) 

3. Previous clearances  
Single sentence, color coded descriptions of clearances from previous calls. Deputies 
felt this was extremely important to help them understand what they might be 
going into when they are en route to a call. In that environment, they noted that 
“the more you see on your computer screen, the less you read,” so color coding of past 
clearances (e.g. green for non-crimes, red for violence) would be “huge.” 

4. Immediate contacts 
Full contact information for people to call to assist or de-escalate a crisis, including 
COS members, service providers, case management etc. These should be individuals 
who get along well or have a trusting relationship with the PBHI. When possible, 
this category will also include someone who will follow up with support and services. 
Rather than simply driving away, deputies would like access to a contact they can 
call and relay information to, whether this be a loved one, a health care professional, 
and/or the Shoreline Fire Department’s Community Medicine Team (CMT).  
 

The RADAR information-sharing strategy is still in the developmental stage. We know, at 
this point, that response plans will be written in PDF files that link to the Shoreline Police 
Department’s records management system. After a response plan has been created, the 
911/emergency dispatch center will add a “response plan” flag to the individual’s record. 
This flag will appear when a 911 call comes in involving the individual’s name or address, 
enabling the dispatcher to inform the responding officer that a response plan exists in the 
system.  We are also working with Shoreline Fire to explore strategies for integrating this 
information into the dispatch and records management systems used by firefighters and 
paramedics. 
 
The RADAR program encourages outreach and education during constructive periods of 
calm, rather than the usual situation in which officers may meet a person for the first time 
during an emergent and dangerous situation. Shoreline deputies will work with individuals, 
their COS, treatment providers, and other first responders to establish cooperative and 
trusting relationships, where possible, before crisis events occur. From this foundation of 
trust and understanding, response plans can be developed that will maximize the 
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opportunity for successful, non-violent interactions, and facilitate access to appropriate 
services. 

 

De-escalation 
Objectives: reduce the use of force during police encounters with people with behavioral 
health issues and promote the physical safety of both individuals with behavioral health 
issues and police officers. 
 
A fundamental aspect of RADAR, as noted, is the sharing of de-escalation information 
among officers and other first responders while dealing with a crisis incident. A 
complementary part of the program is department-wide training that incorporates existing 
CIT principles (particularly de-escalation, trust building and communication strategies) 
and trauma-informed approaches with training in RADAR techniques. 
 
All Shoreline deputies will receive at least 8 hours of CIT training and 4 hours of RADAR 
training. A core group of 3-4 “RADAR-designated” officers, which will include at least one 
patrol deputy, one patrol sergeant, and one patrol captain, will receive at least an 
additional 4 hours of RADAR training to give them the tools to identify a range of mental 
illnesses and cognitive disabilities, design response plans, and work with community 
partners. These RADAR-designated deputies will subsequently form an advisory group to 
provide the project team with officer insight into project and policy development. We also 
anticipate members of Shoreline Fire Department’s Community Medicine Team 
participating in both basic and advanced RADAR training.  
 
Training protocols and content will be developed later in the Planning Phase. However, as 
noted, we anticipate that training will build on existing CIT and trauma-informed 
approaches and will also incorporate the following topics: 

• RADAR policy, procedures, and reporting requirements 
• How to utilize the RADAR PDF response plan 
• Principles for building trust and reducing fear among PBHIs and their COS 
• Principles of de-escalation, behavioral triggers and inhibitors 
• Weapons and weapon retention 
• Addressing HIPAA and other legal/privacy concerns 
• Awareness of existing services, including mental health court and Community 

Medicine Team 
• Training blocks from Mental Health Navigators (see “Referral” section below), NAMI, 

ACLU 
• Opportunity for questions and discussion 

 



   

25 
 

Referral 
Objectives: direct people with behavioral health issues, as appropriate, to services and 
treatment—to both reduce the occurrence of crisis situations and promote individuals’ 
wellbeing. 
 
As noted, Shoreline deputies encounter people with untreated mental health and co-
occurring substance use disorders on a regular basis. Specially designated RADAR officers, 
working in conjunction with a mental health professional (“Navigator”—see below) will 
have the knowledge and tools to make effective health care referrals and facilitate (re)entry 
into treatment. Our primary referral partner will be Sound Mental Health (SMH). We will 
hire mental health “Navigators” through this organization via a $100,000 grant approved 
specifically for this purpose by King County Council on July 13, 2016 in support of RADAR 
efforts. The job description for the Navigator position will be determined in a subsequent 
meeting with SMH, in collaboration with Shoreline Fire. We anticipate that the Navigators 
will help to develop our training program and support deputies and firefighters with 
response planning, referral support and other assistance. We will also work closely with 
Shoreline Fire Department’s Community Medicine Team (CMT) to facilitate access to 
resources and treatment. Finally, deputies will work closely with the Shoreline prosecutor 
to make referrals to the King County Regional Mental Health Court, which provides a wide 
range of services to participants with behavioral health issues, and collaborate with the 
other organizations and service providers listed under Collaboration and Outreach below.  
 
An important ancillary benefit of RADAR is the ability to better serve individuals and 
families with children who are developmentally disabled or who suffer from autism or other 
behavioral health conditions, but present no risk to police or others. Parents and caregivers 
will have the option to work voluntarily with deputies to create response plans to reduce 
the probability of misunderstandings during police calls. Relationship building in these 
circumstances would focus on continuing a positive and supportive relationship between 
police, families, and COS. A response plan in these circumstances would primarily focus on 
ensuring that deputies do not accidentally mistake the symptoms of a mental or behavioral 
health condition for an aggressive act. 
 

Project Timeline 
 
Task Key Personnel Status 

Planning Phase (January-December 2016) 

Collection and baseline analysis of data Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Ongoing 

Complete action plan Research partners, 
project 

Ongoing 
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coordinator, 
Shoreline 
PD/KCSO 

Baseline surveys of officers and community Research partners Ongoing 
Focus groups, interviews, ride-alongs Research partners, 

project coordinator 
Ongoing 

Identification of and data collection in comparison 
area(s) 

Research partners In 
development 

Develop information sharing process Project 
coordinator, 
Shoreline PD 

Ongoing 

Develop training program Project 
coordinator, 
Shoreline PD 

In 
development 

Training and certification of officers Shoreline PD Pending 
Identify eligible individuals Project 

coordinator, 
Shoreline PD, 
research partners 

Pending 

Intervention Phase (January-December 2017) 

Outreach to eligible individuals and COS Project 
coordinator, 
Shoreline PD 

Pending 

Develop subject-specific response plans Shoreline PD Pending 
Establish relationships with service providers, other 
first responders 

Project 
coordinator, 
Shoreline PD 

Ongoing 

Establish community outreach and social media 
strategies 

Project 
coordinator, 
Shoreline PD 

Pending 

Continue to develop and implement information 
sharing solutions 

Project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Collection of process data Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Assessment of knowledge and attitudes about the Research partners Pending 
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program 
Analysis and Assessment Phase (January-December 2018) 

Collect remaining process and outcome data Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Conduct propensity score matching Research partners Pending 
Outcome analysis of calls for service, use of force, 
treatment referrals, impact on police response 

Research partners Pending 

Follow-up surveys of officers and community Research partners Pending 
Focus groups, interviews, ride-alongs Research partners, 

project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Outcome analysis of individual/COS, community, and 
officer perceptions of program and impact 

Research partners Pending 

Development of program and training manuals Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Develop final report and publications Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

Presentations of findings Research partners, 
project 
coordinator, 
Shoreline 
PD/KCSO 

Pending 

 

Research Basis 
 
Persons with mental illness (PBHIs) or other behavioral health challenges who are in crisis 
encounter police officers in a variety of ways. Friends or family members may reach out to 
police and call 911 out of a need for assistance or concern for their loved one’s safety. 
Community members unrelated to the PBHI may alert police to unusual or what they may 
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deem suspicious behavior. These calls in particular are most likely routed to police rather 
than other emergency services. Police-citizen contacts involving PBHIs (specifically, 
individuals with mental illness) have been estimated to comprise 7 percent of all such 
contacts in large U.S. cities (Deane et al., 1999), although this is likely an underestimate 
given a lack of systematic data collection in many agencies. The shift in contemporary 
policing toward proactive community-based approaches rather than reactive strategies such 
as focusing on arresting offenders has normalized encounters with PBHIs who may not 
have committed a crime (Godfredson et al., 2011), but there remains a lack of training and 
information sharing about risk and de-escalation strategies as well as a lack of research on 
police-PBHI encounters and evidence-based practices for responding effectively to PBHIs 
(Crocker et al., 2015). Enhancing knowledge and improving police practice in this area is 
especially vital as a number of U.S. police departments (including nearby Seattle, WA and 
Portland, OR) are facing close scrutiny by the Department of Justice over their use of force 
policies. 
  
The President’s Task Force on 21st Century Policing recommends that “[l]aw enforcement 
agencies should engage in multidisciplinary, community team approaches for planning, 
implementing, and responding to crisis situations with complex causal factors” (2015, p. 44). 
Calls for police service involving PBHIs are by their nature complex due to the range of 
factors, including mental health issues, substance use, and cognitive/intellectual deficits, 
which can trigger them and the variety of different ways that individuals respond to 
stressors under these conditions. However, knowledge about best practices to deal with 
specific individuals in the community is often ‘siloed’ within an individual agency, such as 
the police or fire department (Wartell, 2014). Even within an agency, some officers hold 
more knowledge about community members than others due to experience or assignment 
(for example, community policing officers usually have more time than patrol officers to 
develop relationships and share information with residents), but are not always available to 
respond. This issue is particularly pertinent in contract agencies such as Shoreline, where 
deputies who usually work elsewhere in King County and have little knowledge of the local 
community may be temporarily assigned.  
 
The lack of easily accessible subject-specific information increases the likelihood that de-
escalation attempts will be ineffective, thus increasing the risk that physical force could be 
used if officers are forced to fall back on traditional law enforcement responses in the “heat 
of the moment.” An officer with limited information may view the PBHI’s behavior as 
disorderly or aggressive, therefore reacting to them as if they were a “dangerous felon” 
(Ruiz & Miller, 2004). This type of misinterpretation can lead to an escalation of violence in 
various ways (Teplin, 2000). The nature of the officer’s response is crucial to the outcome of 
these situations, as many PBHIs are concerned about over-reactive police responses that 
could further aggravate a crisis, such as feeling threatened by a lethal weapon (Boscarato et 
al., 2014; Watson et al., 2008b). In extreme cases, these situations may be fatal. For 
example, in February 2013 Seattle police shot dead a 21-year-old mentally ill man whose 
aggressive behaviors—and effective methods to de-escalate them—were well-known to 
some local officers but not those called to the scene.  
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On the other hand, officers do frequently share information informally. The research 
partners witnessed this on an initial site visit in Shoreline when, en route to a call 
involving a man with a developmental disability who was acting violently at a group home, 
one deputy who had responded to the man several times in the past day radioed the other 
responding officer to inform him that although the man was large in stature, appeared 
threatening, and could be very aggressive, he did not mean any harm. The deputy shared 
that the man liked police officers and particularly enjoyed collecting police badge stickers. 
Before entering the house, the other officer brought additional stickers from his car and 
approached the situation gently. After the situation was de-escalated, the second officer 
shared with the researchers that he did not know the man involved and without the 
information from the first deputy he would have approached the situation very differently 
given the man’s stature and the extent of the damage he had done to the house (he had 
punched a wall down to the studs). This anecdote supports the finding from the officer 
survey indicating that deputies most often share information about PBHIs through 
informal channels, and illustrates the need to formalize the sharing of effective and 
actionable information so that if the first deputy had no longer been on duty, the experience 
and knowledge he had obtained would still be available to other officers responding to that 
address.   
 
In addition to the examples above, research supports the concept of information sharing 
and developing subject-specific response plans in collaboration with individuals and their 
supporters (e.g. Butler, 2014; Herrington, 2012; Livingston et al., 2014; Logan, 2010). Such 
an approach could improve the police response and ability to assist PBHIs, and promote 
safety for everyone involved in a crisis situation. PBHIs are often trapped in a vicious cycle 
in which they fear that they may be stereotyped by police as violent, incapable of 
comprehending the situation, and unable to make decisions regarding themselves due to 
stigma surrounding their diagnosis (Butler, 2014). As a result, they may be less cooperative 
with the police (Watson & Angell, 2013), leading to a negative experience that reinforces 
their fear the next time they encounter law enforcement. Furthermore, due to their life 
circumstances PBHIs often live in economically deprived areas in which they are more 
likely to come into contact with the police in non-crisis situations, such as pedestrian stops 
(Butler, 2014; Crocker et al., 2015; Desmarias et al., 2014; Watson & Angell, 2013). Watson 
et al. (2008) found in a study of individuals participating in a psychological rehabilitation 
program that many were poor, had a history of offending, and spent most of their time in 
public places because of their circumstances. These circumstances led to greater visibility 
and scrutiny by police. These individuals subsequently experienced many street stops and 
were the subject of nuisance calls. They perceived these stops as harassment caused by 
police stereotyping their lifestyle and circumstances. 
 
Thus, increasing collaboration between PBHIs, their COS, and police outside of a crisis 
situation through mutual problem-solving and response development may serve to break 
down stigma, increase officers’ neutrality and de-escalation skills, and help officers to 
understand when the PBHI’s actions are a symptom of their condition rather than an act of 
resistance (Livingston et al., 2014; Van Maanen, 1978). To the extent that these 
collaborations take place within a procedural justice framework—i.e., give citizens a voice, 
emphasize police neutrality and trustworthiness, and offer citizens dignity and respect—
they can also help to improve the outcomes of future interactions between PBHIs and the 
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police and subsequently increase the safety of all parties. Watson et al. (2013) found that 
negative perceptions of procedural justice among PBHIs in police encounters are associated 
with increased resistance, while Butler (2014) finds that PBHIs prioritize elements of 
procedural justice, including feeling that they have a voice and being treated with dignity 
and respect, in evaluating their interactions with the police (see also Boscarato et al., 2014). 
Procedural justice also closely aligns with effective de-escalation strategies such as 
empathetic listening. 
 
Improving procedural justice may not only enhance officer and PBHI safety in a crisis 
situation, but also contribute to improved perceptions of the police among PBHIs in 
particular and the broader community more generally. There is a strong body of research 
indicating that procedural justice is a mechanism for achieving police legitimacy—public 
trust and confidence in the police, willingness to defer to police authority, and the belief 
that police actions are morally justifiable and appropriate given the circumstances of a 
situation (e.g. Tyler, 1990; Tyler & Huo, 2002; Sunshine & Tyler, 2003, Paternoster et al., 
1997). Interactions between the police and public have lasting effects on people’s 
perceptions of the police, and negative interactions have stronger effects than positive ones 
(Butler, 2014). On the other hand, procedural justice predicts PBHI cooperation with police 
during crisis situations and increases citizens’ satisfaction with police-PBHI encounters. 
 
Of the current tools available to law enforcement to interact with PBHIs, the most well-
known and studied is the Crisis Intervention Team (CIT) program. CITs consist of specially 
trained officers who create collaborative relationships with mental health professionals, 
both in their departments and in the community. This program shifts from the traditional 
law enforcement model to a more service-oriented policing approach (Compton et al., 2011; 
Watson et al, 2008a). However one of the limitations of the CIT program is that it is a 
systematic approach to empowering the department overall rather than at the individual 
officer level. Systematic reviews and other studies on the effectiveness of the CIT program 
have produced either mixed results (Compton et al., 2008; Davidson, 2014) at best or no 
discernable effect at worst (Taheri, 2016). Furthermore, CIT, at least as traditionally 
understood, does not include a mechanism for systematizing information sharing between 
officers to avoid the types of situations described above, where either officers who knew how 
to deal with an individual successfully were not available to respond, resulting in use of 
force or, on the other hand, informal exchanges of information took place simply because an 
officer was in the right place at the right time (although in practice police departments that 
use CIT, including Shoreline, do engage in these activities informally). Nor does the CIT 
model necessarily emphasize the direct involvement and collaboration of the PBHI and 
their COS in developing response strategies and planning for future crises. 
  
The proposed RADAR program seeks to move beyond traditional CIT programs by 
providing information at the individual level to officers. Communication between law 
enforcement and PBHIs in the community is vital, and something surveyed PBHIs have 
indicated positive reception toward (Butler, 2014). A dispatch tool of this nature not only 
makes officers feel more confident about responding to calls involving PBHIs, but is also 
accessible at all times and specifically tailored to the individual officer’s needs (Borum et al., 
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1998). This can decrease some of the traditional obstacles associated with information 
sharing (Crocker et al., 2015).  
 
Furthermore, direct involvement of the PBHI and his or her COS in the development of 
these response plans is crucial for enhancing procedural justice and effectiveness. 
Respecting an individual’s preferred sources of care is important for ensuring that PBHIs 
feel that their autonomy is respected, and many PBHIs view family members and friends as 
their preferred source of assistance during a crisis (Boscarato et al., 2014). Involvement also 
ensures that information sharing is achieved within an ethical framework with the full 
knowledge and consent of those whose information is being collected, avoiding situations 
like the recent news story about an apparently “secretive” database of PBHIs in New York 
City (Pearson & Peltz, 2016). Butler (2014) finds that PBHIs are generally receptive and 
supportive of the police having more information about mental illness, as well as certain 
individualized details. Two-way communication can also help to reduce PBHIs’ uncertainty 
and anxiety about what might happen when police respond to a call. 
 

Collaboration and Outreach 
 
The nature of this intervention requires a high level of collaboration with other agencies, 
organizations, and community groups, as well as individual community members 
themselves—particularly PBHIs and their COS. We anticipate that the support and 
involvement of the following agencies and organizations will be crucial to both the 
implementation of the intervention and the program evaluation:  
 

• The National Alliance of Mental Illness (NAMI)-Eastside Chapter: providing 
us with continuing feedback about our program from the perspective of caregivers 
and consumers. 

• Sound Mental Health (SMH): our primary mental health services partner. SMH 
professionals (“Navigators”) will be assisting Shoreline deputies and the Fire 
Department with referral services and training. 

• Center for Psychiatric Services (CPS): CPS mental health professionals will be 
assisting Shoreline deputies with referral services. 

• King County Behavioral Health and Recovery Division: providing us with 
feedback of our program; helping to coordinate our efforts with other first responders 
in King County. Oversight of two key referral partners on the ground: King County 
Mobile Crisis Team and King County Crisis Center. 

• Developmental Disabilities Administration (DDA): DDA counselors will be 
assisting Shoreline deputies with referral services. 

• Shoreline Municipal Court and the King County Regional Mental Health 
Court: RADAR deputies will be working with prosecutors in both courts, when 
appropriate, to pursue diversion strategies. 

• Shoreline Fire Department Community Medicine Team (CMT): CMT will 
provide follow up services to individuals police encounter who are at risk of 
behavioral crisis; important link between at risk individuals and service providers 
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• King County DMHPs: designated mental health professionals will assist Shoreline 
deputies with training and assessment; will provide feedback about officer use of 
emergency services 

 
Once the RADAR program officially launches in January 2017, we will begin a media and 
social media campaign to inform the Shoreline community about the program. 
 

Expected Results 
 
Based on the research reviewed above, we expect that the RADAR approach will positively 
impact outcomes associated with the three problems identified above: use of force (as 
defined above) during PBHI encounters, high-volume callers, and ineffective police response. 
 

1. Use of physical force 
 
We anticipate that RADAR will reduce the likelihood that deputies have to use 
physical force in crisis situations involving PBHIs. RADAR aims to reduce the fear 
and stigma associated with mental health crisis, enhance information sharing 
between both the police department and PBHI, and individual deputies, and reduce 
uncertainty by providing PBHIs in the program with a sense of what to expect from 
the police if they are involved in a call for service or police encounter. While we are 
still in the process of gathering specific data about use of physical force with PBHIs 
in Shoreline, our officer survey suggests that almost all deputies have used force in 
situations involving PBHIs and most indicated that fear is a factor for both deputies 
and PBHIs during these encounters. Our research review suggests that use of force 
may be more likely in circumstances where there is fear and uncertainty. Thus, we 
hypothesize that by increasing information sharing, managing expectations on both 
sides, and facilitating collaboration between police, PBHIs, and their COS, incidents 
of police use of physical force may decrease. We will adjust our hypothesis as 
necessary based on the data we receive. 
 

2. Frequent callers 
 

We hypothesize that RADAR will reduce the prevalence of frequent callers in 
Shoreline, and either reduce the frequency with which the same individual calls the 
police or increase the duration between calls. The Referrals element of RADAR 
focuses on identifying options for longer-term service provision and follow-up, rather 
than the limited and short-term options deputies in Shoreline currently have 
available. This should help to ensure that individuals are stabilized for a longer 
period of time and less likely to experience a crisis. Overall, this should translate to 
an overall reduction in mental health-related calls for service and incident reports, 
although it is possible that calls for service will increase as community members’ 
(e.g. COS) trust and confidence in police increase and they feel more comfortable 
calling for assistance. Even if calls for service increase, we would expect to see an 
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increase in positive resolutions, such as referral to services rather than involuntary 
temporary detention, from which the individual is likely to be released with little 
support after a few hours. 
 

3. Ineffective police response 
 

We expect that RADAR will reduce the amount of time officers spend on calls with 
PBHIs. If implemented as planned, officers will have easier access to information 
about de-escalation strategies and service providers who can assist and follow up 
with the PBHI. RADAR will also reduce repeat dispatches to the same individual or 
address (see above), offer an increased range of options to responding deputies, and 
reduce officer and PBHI frustration. 
 

Anticipated longer-term outcomes of the program include increased community trust in the 
police and improved officer job satisfaction. We hypothesize that any positive impacts of 
RADAR, publicized through community outreach and social media, will improve citizen 
perceptions of the police as legitimate and their satisfaction with police policies and 
approaches. Cases involving police use of force against PBHIs have received extensive 
coverage in the national media and have divided public opinion about police responses. 
RADAR should increase community trust in police by indicating that officers are committed 
to working with individuals and their families to reduce the risk of similar situations 
occurring in future. In addition, we hypothesize that RADAR will increase police job 
satisfaction and attitudes toward PBHIs by providing additional knowledge and options 
around how to approach complex behavioral health cases and arrange for longer-term 
solutions to the problems that individuals are facing. RADAR should help to eliminate the 
“stupid circle” and associated frustration that officers face when they believe they have no 
effective tools to help, especially in the case of repeat callers. 
 
A key goal of RADAR during the grant period is to develop a process for information 
sharing and collaboration that is effective, sustainable, and replicable in other police 
departments. The key elements of the program—response plans linked to records 
management systems, a core group of RADAR-enabled officers who engage in community 
outreach and facilitate referrals, and police/fire collaboration around behavioral health 
issues—do not require a significant financial commitment after the initial research and 
development phase. The program will be sustainable in the City of Shoreline after the grant 
ends, and with the assistance of the research partners we will carefully document the 
process in order to assist other small and mid-sized jurisdictions to implement the approach 
if it is successful. 
 

Impact Evaluation Plan  
 

Role of the Research Partner 
Shoreline Police Department has partnered with Dr. Charlotte Gill of the Center for 
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Evidence-Based Crime Policy (CEBCP), a research center in the Department of Criminology, 
Law and Society at George Mason University, and Dr. Breanne Cave of the Police 
Foundation in Washington, DC for the research and evaluation component of this project. 
The mission of CEBCP is to make scientific research a key component in decision- making 
about crime and justice policies. CEBCP is particularly committed to collaborations with 
and knowledge transfer between the policy and practice communities, and its faculty 
researchers have extensive experience of conducting high-quality experimental and quasi-
experimental evaluations of policing strategies, including hot spots policing and community 
mobilization efforts. The Police Foundation’s mission is to advance policing through 
innovation and science. It is the oldest nationally-known, non-profit, non-partisan, and non-
membership-driven organization dedicated to improving policing, and has been on the 
cutting edge of police innovation since it was established 45 years ago by the Ford 
Foundation. The Police Foundation conducts a wide range of research studies, including 
social and behavioral science research and experimental evaluations, with support from 
federal, state, local, and private funders. While the current project represents the first 
collaboration between Shoreline Police Department and CEBCP/Police Foundation, the 
experience of both research organizations with research-practitioner partnerships and their 
shared vision for the project provide a solid foundation for successful collaboration.  

The research partners are involved at all stages of the project, not only the evaluation 
component. They will assist in identifying the problem and developing the action plan, 
assessing knowledge of and attitudes toward RADAR throughout the grant period, 
supporting program development through reviews of scholarly literature and evidence-
based practice, and conducting a rigorous process and outcome evaluation.  

1. Planning/analysis phase 

• Analyze calls for service, incident reports, and other relevant data to identify 
high-risk individuals and locations 

• Provide supporting literature for hypotheses and processes (including action plan) 

• Develop process and outcome measures, data collection instruments 

• Collect baseline data on arrests, calls for service, use of force 

• Assess preliminary knowledge and attitudes (including training) among police 
officers, other first responders, service providers, and community members 

2. Intervention phase (process evaluation) 

• Assist with intervention development 

o What do effective police-service provider partnerships look like? 
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o How does officer training translate into more effective practices? 

o What do we know about the effectiveness of information sharing? 
What information is important? 

• Continue to assess knowledge and attitudes among officers, other service 
providers, and the community through focus groups and surveys 

• Collect process data (e.g. content analysis of call/incident reports involving 
RADAR eligible individuals; RADAR support plans) 

• Development of program documentation, training manuals etc. 

3. Impact evaluation  

• Analyze process and outcome data to assess impact of the project 

• Conduct a quasi-experimental outcome analysis using propensity score matching 
to compare Shoreline to similar jurisdictions 

• Conduct a qualitative assessment of RADAR process and outcomes 

o Surveys, focus groups, content analysis 

o Impact on PBHI, COS, wider community, first responders 

o User experiences and attitudes 

The research team has already established regular communication efforts. The researchers 
have visited Shoreline and have met Shoreline team members in Washington, DC to 
discuss the project in person. The Shoreline project team and research partners participate 
in a biweekly meeting to discuss project progress and updates (at minimum, these calls 
involve the Shoreline project coordinator Kim Hendrickson and research partners Charlotte 
Gill and Breanne Cave), and the full team meets monthly with CNA and the SMEs to 
discuss challenges and next steps on key project milestones. � 

Evaluation Plan 
 
CEBCP and the Police Foundation will develop a rigorous quasi-experimental design using 
propensity score matching and analysis (Maryland Scientific Methods Scale Level 4) to 
evaluate the impact of the RADAR program. A randomized controlled trial (Level 5) was 
not practical or ethical in this case because of the subject-specific nature of RADAR, the 
extent of the effort required to engage high-risk individuals and their COS, and the 
potential risk of harm to officers and civilians if information is not shared. Propensity score 
matching (PSM) provides a rigorous quasi-experimental alternative to true randomization 



   

36 
 

in situations where the latter is not feasible (e.g. Rosenbaum & Rubin, 1983; 1984). PSM is 
an analytic technique for estimating program effects by balancing the covariates that 
predict receiving the “treatment” across samples of treated and similarly-situated non-
treated individuals. In practical terms, the propensity score represents the probability that 
a given individual would be “treated” under RADAR. Controlling for the propensity score in 
an analysis is analogous to controlling for group differences due to any of the variables used 
to estimate the propensity score (Pasta, 2000). The predicted probabilities are used to 
match a “treatment” case with one or more comparison case(s). We plan to identify at least 
one additional KCSO contract city with a similar demographic profile (e.g. Burien, WA) as a 
comparison area and examine the nature of mental health related calls and incidents and 
use of force cases in that jurisdiction across the same time period. If possible, we will also 
match individuals in the comparison jurisdiction(s) with individuals in Shoreline to 
examine individual-level outcomes such as repeat calls and service provision. 
 
Our outcomes of interest are use of force cases involving PBHIs, mental health related calls 
for service and arrests/detentions, referrals to treatment or services for individuals, and 
variables relating to the effectiveness of the police response, including time spent on calls, 
repeat dispatches to the same individual (prevalence and frequency), and options available 
to officers for referral to services/treatment and follow-up. We will primarily use data 
provided by KCSO on police calls for service and incident reports to assess these outcomes, 
and we are currently conducting a content analysis of the narratives of incident reports, 
recognizing that not all cases are neatly categorized as involving behavioral health issues. 
We are also in the process of obtaining data from other sources, such as Shoreline Fire and 
the Designated Mental Health Professionals (DMHP) program to add to our understanding 
of mental health incidents and referrals. 
 
We also plan to examine the impact of RADAR on officer attitudes to PBHIs and their job 
satisfaction (in particular, whether RADAR enables them to escape the “stupid circle” 
described above and how that impacts the feelings of frustration and helplessness they 
have reported), perceptions of the RADAR process among participating individuals and 
their COS, including satisfaction with police service and perceptions of procedural justice, 
and the impact of the program on community trust and knowledge/understanding about 
PBHI. We have conducted initial focus groups with Shoreline officers to learn about their 
current response to PBHIs and the limitations and opportunities they perceive, and we 
have developed a baseline officer survey that is about to be distributed to officers who have 
contact with PBHIs. These initial data collection efforts will provide a baseline 
understanding of police response in Shoreline, and we will conduct follow-ups during the 
intervention period to assess change in attitudes and perceptions over time. In the next few 
months we will be developing a community survey and exploring sampling methods for 
implementing it. We have worked with the City of Shoreline to include one additional 
question on their regular citizen surveys, which will ask community members about their 
current impressions of how Shoreline Police handle cases involving PBHIs. Once the 
intervention is under way, we will conduct baseline and follow-up surveys and interviews or 
focus groups with participating individuals and their COS to assess satisfaction with police 
contacts and longer-term attitudes toward police and first responders.  
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Finally, we will gather process data throughout the project period to understand the use of 
RADAR in practice, including the information sharing process and the collaborations with 
individuals and their COS. This information will include observations of the program in 
practice gathered through ride-alongs and interviews or focus groups; surveys and focus 
groups to assess first responders’ impressions of data quality, ease of access, user interface, 
connectivity, use of information, and ease of sharing between agencies. We will collect data 
on the number of individuals with contact information in the system (including COS), the 
number officers trained and their perceptions of the training, and the number of subjects 
contacted and designated as RADAR participants. This information will be used to develop 
program and training manuals to ensure fidelity of implementation of the program in 
Shoreline and replicability in other jurisdictions if the approach is successful. 
 

Validity 
Our evaluation plan is designed to maximize all elements of study validity as far as possible 
(see Cook & Campbell, 1979; Farrington, 2003; Shadish, Cook, & Campbell, 2002): 
 

1. Internal validity 
 
We anticipate that the internal validity of this study will be relatively high because 
treatment units will be statistically matched to comparison units based on a range of 
different variables that may explain variations in treatment effects. 
 

2. Statistical conclusion validity 
 

Given the number of mental health related calls for service in Shoreline and the 
surrounding jurisdictions, we anticipate that our study will have sufficient 
statistical power to detect moderate differences in outcomes between treatment and 
comparison units. 
 

3. Construct validity 
 

We will draw upon previous research to develop survey questions and other 
measures to ensure we are capturing the same underlying constructs as prior 
researchers. We plan to use multiple outcome measures related to use of force and 
calls for service from a number of sources (e.g. police records, fire/paramedic records 
where possible, local service providers) to capture the effects of the intervention. As 
noted above, our baseline officer survey draws upon prior studies examining officer 
job satisfaction and contains elements of the Toronto Empathy Questionnaire 
(Spreng et al., 2009), a validated psychometric scale, to assess officer attitudes 
toward PBHIs. Our measures of satisfaction with the police and perceptions of 
procedural justice will be drawn from the Police Contact Experience Scale (PCES) 
which has been developed and tested among samples of persons with serious mental 
illness who have recently encountered the police (Watson et al., 2010). 
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4. External and descriptive validity 

 
Farrington (2003) notes that external validity is difficult to investigate in a single 
study; however, we aim to gather and document sufficient information about the 
development and implementation of the program to allow other agencies to 
determine whether and how the intervention could be applied to their populations. 
This is closely related to the issue of descriptive validity (see also Gill, 2011), which 
highlights the importance of providing sufficient information in publications about 
the study to allow other researchers and practitioners to assess the key features and 
validity of a study. Our intervention builds on existing theory and research, allowing 
us to anticipate potential moderators and mediators of study effects that could 
provide clues to differential effects across populations or locations. 

 
 

Training and Technical Assistance  
 
We welcome the opportunity to engage with BJA, CNA, and our subject matter experts in 
training and technical assistance. Team members have already participated in required 
meetings, including the inaugural meeting in Phoenix in June 2016, CNA’s workshop on 
community partnerships, and a site visit with all partners. We plan to take advantage of 
webinars and other resources throughout the project period. In particular, we hope to have 
the opportunity to conduct site visits with other SPI projects working on mental health 
related issues. 
 
Toward the end of the project period we will develop publications and conference 
presentations as appropriate. While the research partners are experienced with preparing 
final technical reports, journal articles and conference presentation, we hope to collaborate 
with BJA and CNA to disseminate our findings to other police agencies and mental health 
practitioners. A key area for TTA at this time will be sustainability of the intervention 
beyond the grant period if it appears to be effective. 
 

Logic Model  
 
In this section we describe our logic model for the proposed RADAR program, including our 
goals, inputs, outputs, outcomes, assumptions, and external factors. The logic model is also 
represented graphically in Appendix C. 

Goal 
 
The goal of the Shoreline, WA Smart Policing Initiative is to enhance community and first 
responder safety through the development and implementation of an innovative police 
community caretaking model based on procedural justice strategies for assisting people who 
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suffer from behavioral health issues. Shoreline deputies need to be better prepared for calls 
involving mental illness, cognitive disability, and co-occurring substance use disorders. 

Inputs 
 

• Shoreline Police Department 
o Leadership & vision (Chief Shawn Ledford, Scott Strathy) 
o Project coordinator (Kim Hendrickson) 
o Patrol officers 
o RADAR-enabled officers 

• Center for Evidence-Based Crime Policy, George Mason University 
o Principal investigator (Charlotte Gill) 
o Research assistance (Rachel Jensen, Denise Nazaire) 
o Expertise of senior staff if needed 

• Police Foundation 
o Co-Principal investigator (Breanne Cave) 
o Research assistance 
o Expertise of senior staff and national police constituents if needed 

• King County 
o Prosecutor’s Office (David Hackett and team) 
o Sheriff’s Office 
o King County Behavioral Health and Recovery Division 
o King County Office of Risk Management 

• Medical adviser (Stuart Lewis, MD, New York University School of Medicine) 
• Shoreline Fire 

o Community Medicine Team (Jodi Denney) 
• Service providers and representatives 

o NAMI 
o DMHP 
o Sound 
o Center for Psychiatric Services 
o Crisis Diversion Center  
o Crisis Mobile Team 

• BJA funding and staff 
• CNA organizational resources and staff 
• Subject matter experts 

o Julie Wartell 
o Natalie Hipple 

• RADAR eligible individuals and COS 
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• Shoreline community members 
• Data and software 

o Calls for service and incident reports 
o Use of force database 
o Demographic information 
o Subject specific data 
o Surveys and qualitative data 

Outputs (Activities) 
 

1. Problem identification 
2. Develop and implement information sharing process 
3. Develop and implement training 
4. Identify RADAR eligible individuals and COS and develop subject-specific response 

plans 
5. Outreach and relationship-building with service providers, first responders, 

community 
6. Collect follow-up data 
7. Conduct process evaluation 
8. Conduct impact evaluation 
9. Participate in BJA/CNA National Meetings, webinars, site visits, and consultation 

calls 
 
 

Outcomes (Impact) 
Short-term 
 

• Number of officers trained 
• Number of officers designated RADAR officers 
• First responder impressions of information sharing process 
• Number of individuals with RADAR response plans 
• Number of service providers, first responders etc. contacted 
• Officer perceptions of RADAR 
• PBHI/COS perceptions of RADAR 
• PBHI service referrals 

Medium-term 
 

• Officer perceptions of PBHIs 
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• Officer job satisfaction 
• PBHI/COS perceptions of police 
• Community knowledge/awareness and attitudes toward mental illness and policing 
• Community perceptions of police 

Long-term 
 

• Reduction in police use of force in cases involving PBHIs 
• Reductions in mental health related calls for service and incidents 
• Reduction in prevalence and frequency of repeat calls 
• Generation of knowledge to develop long term, sustainable strategy for 

implementation in Shoreline and elsewhere 
• Contribution to scholarly evidence and theory 

Assumptions 
 

• Sound theory linking RADAR process to increased trust/procedural justice, reduced 
use of force 

• Sufficient cases will be available in Shoreline to detect an effect 
• SPI project remains consistent with Shoreline PD/KCSO priorities 
• Patrol officers share vision of RADAR 
• Grant resources are sufficient 
• Existing CAD/RMS technology can be successfully integrated with the information 

sharing approach 
• PBHIs in Shoreline and their COS are willing to participate 
• Service providers are willing to participate 
• Other first responders are willing to participate 

External Factors 
 

• Sufficient and continued funding 
• Political support 
• Travel constraints 
• Staff turnover 
• Experience of research partners 
• Experience and availability of SMEs 
• Nature and composition of community of PBHIs/supporters in Shoreline 
• Availability and capacity of service providers 
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Appendix A: Use of Force 
Claims Report from King 
County Office of Risk 
Management 
  



Analysis of Liability Claims Filed against  
King County Sheriff’s Office Related to Mental Illness 

Background and introduction 
King County Sheriff’s Office (KCSO) Deputies face challenging circumstances when call responses are 

complicated by mental illness. King County has an explicit and dedicated interest in preserving the life 

and safety of all its constituents. This interest applies especially to vulnerable populations which face 

historic and systemic challenges related to equity and social justice (ESJ), such as those experiencing 

mental illness. 

KCSO has engaged with the City of Shoreline (which contracts its law enforcement services through 

KCSO) and the federal Bureau of Justice in a Smart Policing Initiative – Risk Awareness, De-escalation 

and Referral (RADAR) – to understand and improve the ways in which law enforcement personnel 

interact with individuals experiencing mental illness. RADAR involves strategies of direct engagement, 

information sharing, and collaboration between police, high risk individuals, and the individuals' circles 

of support (such as their families and mental health professionals).  

The Office of Risk Management (ORM) has conducted this analysis in support of RADAR in order to 

identify liability claims and incidents in KCSO’s history which may inform the potential benefits of RADAR 

and illustrate specific examples where outcomes may have been improved if RADAR’s practices were 

implemented. 

The costs of these claims is low in comparison to other causes of loss in King County, and the number of 

claims identified comprises less than one percent of the closed claims against KCSO in the same period. 

The circumstances of these incidents and the legal protections afforded KCSO Deputies in the course of 

performing their duties generally provide strong protections for the County in terms of the potential 

costs of liability.  

From an enterprise risk management perspective which considers risks beyond liability, the potentially 

critical outcomes of these incidents represent significant risks King County. Accordingly, the County 

should continue its efforts to effectively to control and manage these risks, and RADAR represents one 

such effort. 

Data analysis 

Parameters and Analytic Process 
We reviewed liability claims filed against KCSO with an incident date after January 1, 2006 as of April 21, 

2016. The data was limited to claims involving the following alleged causes and/or circumstances:  

• Use of force 

• Officer-involved shooting 

• Death of a constituent 

• Civil rights violation 

• Involuntary commitment 

• Welfare check on a building occupant 

Claim descriptions (as provided by claimants) and claim files were further reviewed to identify:  

1. Whether the primary individual involved was likely to be experiencing mental illness, and  

2. Whether the circumstances of the incidents were relevant to the strategies of RADAR.  



Specifically, claims were included if they involved one or more of the following keywords or phrases in 
their descriptions and disclosable files: 

• Mental illness 
• Mental health 
• Involuntary commitment 
• Self-harm 
• Suicide 
• Excited delirium 
• Altered mental state 

Addressing Open Claims 
This analytic process identified a number of open claims with circumstances which may be relevant to 
the objectives and strategies of RADAR. However, several of these open claims involve ongoing or 
pending litigation and the facts of their circumstances may not be fully established. More than one of 
these claims involves the death of a constituent. With this sensitivity in mind, open claims have been 
excluded from this analysis. However, their identification through the analytic process indicates that the 
issues RADAR seeks to address are relevant to KCSO’s current operations. 

Analyzing Closed Claims 
This process of reviewing claims data led to the identification of nine closed liability claims with specific 
circumstances relevant to RADAR’s objectives. The circumstances which these claims share in common 
are described below. Note that some claims have aspects which may be included in more than one 
grouping, so the numbers noted do not sum to the nine claims examined: 

• Two incidents – which together account for 95% of the costs incurred – resulted in the death of 
a person shot by a KCSO Deputy using a firearm. Due to their severity, these are examined in 
further detail in their own section below. Related documentation of each incident is attached as 
well. 

• Five incidents involve KCSO personnel initiating a forced entry to a home in order to establish 
the welfare of an occupant, usually after emergency calls from friends, family members, or 
neighbors indicating the individuals in question had threatened self-harm. 

• Two incidents involve claimants alleging they were involuntarily admitted to medical facilities 
after threatening self-harm. 

• Two incidents were initiated through emergency calls related to domestic violence. 

• Two incidents involved the use of intoxicants such as drugs or alcohol by the primary person 
involved, who may have been experiencing mental illness.  

The only payment made to a claimant, their family, or their counsel in these claims was one of $5,857 
related to property damage sustained in the course of a welfare check. The County spent a total of 
$116,001 on two other claims, which was associated with expenses such as outside counsel, expert 
witnesses, and investigations. The other six claims were closed with no incurred costs through the 
insurance fund or expenses. These figures do not include time and expenses associated with KCSO event 
responses or operational investigations, ORM investigative time and expenses, or the time and expenses 
of internal Prosecuting Attorney Office counsel and staff. 



The dates of these nine incidents range from June 2006 through October 2013. The time from the date 
of incident to the date of claim filing ranged from just under four weeks to just over four years. The time 
from the date of incident to the closure of the claim ranged from 4 ½ months to 6 ⅓ years. 

Incidents Involving a Constituent’s Death 
These incidents are shared here with the goal of describing a critical incident in real terms which may 
lead to more in-depth understanding and opportunities to ensure future similar interactions end 
without loss of life, if possible. 

Pedro Jo 
This incident received local media coverage immediately following it and a subsequent inquest by a jury. 
Those articles are the sole basis for this narrative description.  
 
In the early morning hours of June 5, 2006, Pedro Jo, 33, was stopped for erratic driving on Interstate 5 
in Seattle’s south end. According to a woman being transported in the KCSO deputy’s vehicle, Mr. Jo 
initially stopped in the center of the roadway and then pulled over to the shoulder at the deputy’s 
request. While the deputy was occupied with another task, Jo attacked him from behind. A lengthy and 
violent fight ensued, which ended when Mr. Jo jumped into his vehicle and moved toward the passenger 
seat, leading the deputy to believe Mr. Jo was retrieving a weapon. The deputy then shot Mr. Jo, striking 
him 11 times, resulting in his death.  
 
According to the Seattle Times, Mr. Jo’s history included an involuntary commitment to a Seattle 
hospital in 2001 after threatening his parents with a knife. He had undergone psychiatric evaluation 
several other times. He was twice admitted to a psychiatric hospital in California in 1998 and 1999 with 
diagnoses of schizophrenia and bipolar disorder. Mr. Jo was sent to Western State Hospital for a mental 
health and competency evaluation in 2003 after being arrested for attacking and robbing a woman who 
was using a pay phone. A forensic mental health evaluation of Mr. Jo conducted at the time noted that 
he had twice been secluded for making threats to staff members and peers, and found him at high risk 
to commit future criminal acts.  
 
On February 1, 2007, an inquest jury unanimously decided the deputy had reason to believe Mr. Jo was 
dangerous when he shot him. A Seattle Post-Intelligencer article describes the deputy’s testimony as 
having been attacked without provocation and believing Mr. Jo was trying to kill him. The deputy 
described Mr. Jo choking him with a radio microphone cord and trying to remove the deputy’s gun. The 
deputy also described Mr. Jo as appearing intoxicated, though that proved incorrect based on the 
Medical Examiner’s report, which found only caffeine in Mr. Jo’s system. Evidence of Mr. Jo’s history of 
mental illness was not presented to the inquest jurors.  
 
King County’s costs in relation to this incident were legal expenses related to preparations and 
investigations related to the inquest. There was no liability claim filed in relation to this incident. 
 
The news articles associated with this incident are included as Attachment A. 

James Slater, Jr. 
The primary sources informing this summary include media coverage of the incident and KCSO reports 
associated with it.  
 



On the evening of July 4, 2009, KCSO deputies responded to a domestic violence call at the home of 
Michael Slater, a 59-year-old unemployed construction worker, and his wife, Laura Casablanca.  
 
The first deputy to arrive noticed injuries to Ms. Casablanca, and identified Mr. Slater as the suspect 
who they believed had caused them. A second deputy arrived and together they approached Mr. Slater, 
who had sat down on a bench in a neighbor’s yard holding a knife, and cut his wrists deeply. Mr. Slater 
disobeyed the deputies’ commands, got up off the bench, and charged at a deputy who then shot him 
twice in the chest with his rifle, resulting in his death. 
 
Ms. Casablanca later stated that he had expressed suicidal feelings on previous occasions and that she 
believed Mr. Slater may have wanted the deputies to shoot him. She described previous suicidal threats 
by Mr. Slater as well as her efforts to remove a shotgun from the house.  However, analysis from KCSO 
indicates there was not enough definitive evidence to determine that Mr. Slater had intended to put the 
deputies in a position where they would be forced to shoot him. 
 
Prior to the 911 call which dispatched the deputies, Mr. Slater had been drinking and also cut one of his 
wrists, which Ms. Casablanca had bandaged. He had then fallen asleep briefly, during which time her 
daughter arrived to help her remove a collection of knives from the home. 
 
King County’s costs associated with this incident were legal expenses related to preparations and 
investigations related to the inquest. Ms. Casablanca did file a liability claim which was resolved through 
summary judgement in the County’s favor. 
 
The KCSO reports associated with this claim are included as Attachment B. 
 















   

 
 

 
Appendix B: Mockup of RADAR 
PDF Response Plan 
  



SUBJECT INFORMATION AND DE-ESCALATION PLAN 
The information contained in this report is for the exclusive use of first responders. Subject specific in-
formation and recommended de-escalation plans represent a supplemental source of information not 
intended to replace professional discretion, training, and/or the demands of individualized situations. 

Name:   SCOTT “CAP” STRATHY 

DOB:  10/26/1957 (Age 58) 

Eyes:  Blue 

Hair:  Brown 

Height: 6’1 

Weight: 195 lbs 

Distinguishing Marks:  “Mommy” tattoo — right forearm 

RADAR: Since 11/28/2015.   

Assigned: RADAR Dep. Sue Smith. 

Criminal Hx:  Misd. Trespass (2015); Shoplift x3 (2014); Misd. Vandalism (2013); Indecent exposure/ 
public urination (2011); Assault 4 x2 (2011); Assault 2 DV (1996).  In addition, over 15 misdemeanor 
charges over past 20 years involving petty theft and minor property crimes. 

Mental Hx:  Tiered client of SMH.  Active LR order prohibiting consumption of drugs/alcohol.  Must 
take psychotropic meds.  No known weapons. 

Threats:  On 11/20/2015, told probation officer, “Fuck the pigs!  I just wanna be left alone.  They 
bother me again — I’m gonna bleed ‘em!”  (Subsequently committed under ITA). 

De-escalation Plan:  Cap Strathy is highly personable when on his meds and complying with treat-
ment, but becomes quickly agitated and potentially violent when discontinues tx.  Mandatory two of-
ficer response.  Subject can be re-directed through discussions of hockey.  Likes to talk about career 
as ferry boat deck hand.  SMH therapist Fred Jarrod and RADAR Deputy Smith have excellent rela-
tionships him and willing to assist.  Daughter available by phone.  Subjects to avoid: baseball, espe-
cially Mariners and relief pitching. 

Prior contacts:  5/16/2016: Cap in good spirits and reports he is following treatment (Deputies Smith 
& Jones); 3/10/2016: Cap glad to see us and apologetic for incident in February.  He slipped away 
from treatment and was depressed about his brother’s death.  We went over expectations again and 
de-escalation planning.  Urged him to continue with SMH per his LR; 2/4/2014: 911 caller reported 
that Cap was opening peanut butter jars at Safeway, scooping out bites in middle of the store with 
thumb, screaming at customers and threatening staff.  Successfully de-escalated.  Detained for 72 
hour hold.  #16-100405 (Sgt. Kanner): 12/1/2015 — following November 2015 commitment under ITA 
and inclusion in RADAR, approached Cap Strathy who is well known to myself and other officers to 
discuss RADAR, de-escalation planning and mutual expectations.  Subject responded well (Deputies 
Smith & Anderson). 

Circle of Support:  Fred Jarrod (SMH Therapist, 425-555-5555 (cell), Suzy Strathy (daughter,  512-
555-5555). 

Follow-up Services:  None.  Tiered client of SMH subject to LR. 



   

 
 

 
Appendix C: RADAR Logic 
Model  



  Shoreline, WA SPI Logic Model 
 

 

 
 

 
 
 
 
 
 
 

 

GOAL: Enhance community and first responder safety in Shoreline, WA through the development and implementation of an innovative police community caretaking 
model based on procedural justice strategies for assisting people who suffer from behavioral health issues. 

Inputs 
• Shoreline Police 

Department 
• Center for Evidence-

Based Crime Policy 
• Police Foundation 
• King County 
• Medical adviser 
• Shoreline Fire 
• Service providers and 

representatives 
• BJA funding and staff 
• CNA organizational 

resources and staff 
• Subject matter 

experts 
• RADAR eligible 

individuals and COS 
• Shoreline community 

members 
• Data and software 

Outputs 
Activities 

(1) Problem identification 
(2) Develop and implement information 

sharing process 
(3) Develop and implement training 
(4) Identify RADAR eligible individuals 

and COS, develop response plans 
(5) Outreach and relationship building 
(6) Collect follow up data 
(7) Conduct process evaluation  
(8) Conduct impact evaluation 
(9) Participate in BJA/CNA national 

meetings, webinars, site visits, 
consultation calls 

Outcomes – Impact 
Short-term 

• Officers trained 
• Officers designated RADAR-enabled 
• First responder impressions of information sharing process 
• Individuals with response plan in system 
• Service providers/first responders etc. contacted   
• Officer perceptions of RADAR 
• PBHI/COS perceptions of RADAR 
• PBHI service referrals 

Medium-term 
• Officer perceptions/attitudes about incidents involving PBHIs 
• Officer job satisfaction 
• PBHI/COS perceptions of police 
• Community knowledge/awareness, perceptions, attitudes toward 

mental illness and policing 
Long-term 

• Reduction in police use of force involving PBHIs 
• Reduction in prevalence and frequency of repeat calls 
• Generation of knowledge to develop long-term, sustainable 

strategy for implementation in Shoreline and elsewhere 
• Contribution to scholarly evidence and theory 

Assumptions:  Sound theory linking RADAR to increased trust/procedural justice; reduced use of force; 
sufficient cases to detect an effect; SPI project remains consistent with Shoreline/KCSO priorities; patrol officers 
share vision; grant resources are sufficient; existing technology can be integrated with information sharing 
approach; PBHIs/COS in Shoreline/service providers/other first responders are willing to participate. 

External Factors: Sufficient and continued funding; political support; travel constraints; staff turnover; 
experience of research partners; commitment of implementation partners; experience and availability of SMEs; 
nature and composition of community of PBHIs/COS in Shoreline; availability and capacity of service providers.  

è 
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