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Overview 

• CRS 27-65 M1 (72-hour hold) 

• Senate Bill 17-207 M 0.5 (Transportation hold) 

• Emergency Commitment for Drug/Alcohol 
– 27-81-111 Emergency Commitment for Alcohol 

– 27-82-107 Emergency Commitment for Drugs

• Trauma Informed Care 



CRS 27-65 M1 (72-hour hold)
Definition of Danger to Self or Others:

2013 the Colorado Legislature changed the DEFINITION of “Danger to Self or 
Others, contained in C.R.S. 27-65-102, which is used in assessing whether a 
client should be placed on a 72-hour hold.  The term “IMMINENT DANGER” 
is NO LONGER USED.  The NEW definition is as follows: 

(a) with respect to an individual, that the individual poses a 
SUBSTANTIAL RISK of physical harm to himself or herself as manifested 
by evidence of recent threats or by attempts at suicide or serious bodily 
harm to himself or herself; or

(b) with respect to other persons, that the individual poses a 
SUBSTANTIAL RISK of physical harm to another person or persons, as 
manifested by evidence of recent homicidal or other violent behavior by 
the person in question, or by evidence that others are placed in 
REASONABLE fear of violent behavior and serious physical harm to 
them, as evidence by a recent overt act, attempt, or threat to do serious 
physical harm by the person in question  



CRS 27-65 M1 (72-hour hold)

• Criteria 
– DANGER TO SELF 

– Individual poses a SUBSTANTIAL risk of physical harm to self as manifested by 
evidence of recent threats of or attempts at suicide or serious bodily harm to self

– DANGER TO OTHERS
– Individual poses a SUBSTANTIAL risk of physical harm to another person or persons, as 

manifested by evidence of recent homicidal or other violent behavior, or by evidence 
that others are placed in REASONABLE fear of violent behavior/serious physical harm, 
as evidence by a recent overt act, attempt, or threat to do serious physical harm. 

• Three pieces of puzzle most frequently distorted or missing at the time 
of the clinician decision:
– Extent of the individual’s suicidal history 
– Planning 
– Current intent 

• Therefore, assessing ideation (thoughts), plans, intent, and access to 
means is of utmost importance 



CRS 27-65 M1 (72-hour hold)
• GRAVELY DISABLED 

– A condition in which a person, AS A RESULT OF A MENTAL HEALTH DISORER, 
is incapable of making informed decisions about or providing for his/her 
essential needs without significant supervision and assistance from other 
people.  As a result of being incapable of making these informed decisions, 
a person is at risk of substantial bodily harm, dangerous worsening of any 
serious physical illness, significant psychiatric deterioration, or 
mismanagement of their essential needs that could result in substantial 
bodily harm.  Excluding persons whose decision-making capabilities are 
limited SOLELY by a DEVELOPMENTAL DISABILITY 

• Qualified professionals include certified police officer, physician, 
psychologist, psychiatric NP, LMFT, LPC, LAC, and LCSW

• Licensed Psychologist and Physicians can “drop” M1 holds 

• Provide patient rights 







Liability 

• Types of errors that can be made 
– Placing someone who is determined to be low risk of imminent self-harm on 
in involuntary hold 

– NOT placing someone on an involuntary hold when pose moderate to high 
risk of imminent self-harm

• NO Florida juries have found physician’s guilty of malpractice 
when someone presented as a moderate to high risk and were not 
placed on an involuntary hold, HOWEVER, have been found guilty 
of malpractice when “over reacted” (took someone’s rights away)



What happens after the end of the 72 hours?

• Discharge 

• Stay inpatient voluntarily 

• Extend the M1 to a short-term 
certification (up to 90 days)



Columbia Suicide Rating Scale Questions 
• Ask questions 1 and 2. If both are negative, proceed to “Suicidal 
Behavior” section. If the answer to question 2 is “yes”, ask questions 3, 
4 and 5. If the answer to question 1 and/or 2 is “yes”, complete 
“Intensity of Ideation” section below. Since Last Visit 

• 1. Wish to be Dead Subject endorses thoughts about a wish to be dead 
or not alive anymore, or wish to fall asleep and not wake up. Have you 
thought about being dead or what it would be like to be dead? Have you 
wished you were dead or wished you could go to sleep and never wake 
up? Do you wish you weren’t alive anymore? If yes, describe:

• 2. Non-Specific Active Suicidal Thoughts General, non-specific thoughts 
of wanting to end one’s life/commit suicide (e.g., “I’ve thought about 
killing myself”) without thoughts of ways to kill oneself/associated 
methods, intent, or plan during the assessment period. Have you 
thought about doing something to make yourself not alive anymore? 
Have you had any thoughts about killing yourself? If yes, describe:



Continued……
• 3. Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act 
Subject endorses thoughts of suicide and has thought of at least one method 
during the assessment period. This is different than a specific plan with time, 
place or method details worked out (e.g., thought of method to kill self but not 
a specific plan). Includes person who would say, “I thought about taking an 
overdose but I never made a specific plan as to when, where or how I would 
actually do it…and I would never go through with it.” Have you thought about 
how you would do that or how you would make yourself not alive anymore (kill 
yourself)? What did you think about? If yes, describe:

• 4. Active Suicidal Ideation with Some Intent to Act, without Specific Plan Active 
suicidal thoughts of killing oneself and subject reports having some intent to 
act on such thoughts, as opposed to “I have the thoughts but I definitely will 
not do anything about them.” When you thought about making yourself not 
alive anymore (or killing yourself), did you think that this was something you 
might actually do? This is different from (as opposed to) having the thoughts 
but knowing you wouldn’t do anything about it. If yes, describe: 

• 5. Active Suicidal Ideation with Specific Plan and Intent Thoughts of killing 
oneself with details of plan fully or partially worked out and subject has some 
intent to carry it out. Have you decided how or when you would make yourself 
not alive anymore/kill yourself? Have you planned out (worked out the details 
of) how you would do it? What was your plan? When you made this plan (or 
worked out these details), was any part of you thinking about actually doing it? 
If yes, describe:



Senate Bill 17-207 M 0.5 (Transportation Hold)

• What is the Involuntary 
Transportation Hold? 
– Initial intervening step to get an 
individual in a mental health crisis, who 
will not go voluntarily AND doesn’t meet 
criteria for an M1 hold, from the 
community to a facility with crisis 
services that will then screen further for 
the need of an M1 hold 

• Why was this created?
– No prior involuntary option for an 
individual in crisis to receive mental 
health services unless they met criteria 
for an M1

– MORE support for law enforcement 

• Law Enforcement Prior Options: 
– Individual let go after contact and 
determination that criteria for M1 was 
not met, only to have law 
enforcement called back again and 
again (AND the individual was not 
provided with ANY services) 

– Individual charged with a crime when 
they really needed behavioral health 
services OR no charges but held in 
jail

• Eliminates jails in the involuntary 
process – shifts responsibility to 
the appropriate system 

• Decriminalization of mental 
health issues 

• Nurse Practitioners can resolve 
holds



Use of Jails

• A jail may be used as a last resort in a 
county of under 75,000 population, 
when detaining a patient pursuant to 
the emergency provisions under C.R.S. 
27-10-105., et seq. if an appropriate 
designated facility is not reasonably 
available. In a county of over 75,000 
population it shall be presumed that an 
appropriate designated facility is 
available and a jail shall not be used. 
The burden of proof for any exception 
to this requirement lies with the 
designated facility and the patient's 
clinical record must contain adequate 
documentation to support the use of a 
jail on the basis of non-availability of 
an appropriate designated facility

• Shall not be held in jail for a period 
exceeding 24 hours

• It is the responsibility of the peace 
officer, professional person, licensed 
clinical social worker or nurse who 
takes the patient into custody and 
places the patient in jail to contact the 
nearest responsible designated facility 
within four (4) hours of the initial 
detention.

• The person being detained pursuant to 
C.R.S. 27-10-105 shall be examined 
every twelve (12) hours, for as long as 
he/she remains in jail, by a peace 
officer, nurse, physician or appropriate 
staff from the nearest designated 
facility to ensure that the person is 
receiving appropriate care. In addition 
to being examined every twelve (12) 
hours, the person shall be observed 
every thirty (30) minutes to ensure that 
the person's safety is not threatened. 



Senate Bill 17-207 M 0.5 (Transportation Hold)

Who can place a transportation 
hold? 

– Certified peace officer
– Physician
– Psychologist
– LCSW, LPC, LMFT, LAC
– registered nurse

• ALWAYS try for the LEAST 
RESTRICTIVE MEANS OF 
PROVIDING CARE 
– Ask if the individual is willing to see 
mental health services voluntarily 

– Access a co-responder program if 
available 

– Use Colorado Crisis Services as a 
resource (1-844-493-8255) 

• Complete M 0.5 paperwork and 
provide to the facility 

• Facility will gather collateral 
information from the individual 
who completed the M 0.5

• A SCREENING will be completed 
by a trained professional to 
determine if the individual meets 
criteria for an M1 hold OR higher 
level of care

• Outcome of screenings: 
– Individual agrees to services 
voluntarily 

– M1 placed (if determined 
appropriate)

– If refuses to voluntarily admit and 
does NOT meet criteria for M1, 
individual is FREE to leave the facility 





Individual on M 0.5 Can be taken to Walk-In 
Clinic OR Emergency Department 

• Westminster 
– 2551 W 84th Ave Westminster 80031

• Wheat Ridge 
– 4643 Wadsworth Blvd Wheat Ridge 80033

• Littleton 
– 6509 S. Santa Fe Drive Littleton 80120

• Boulder 
– 8180 Airport Road Boulder 80301

• Denver 
– 4353 E. Colfax Ave Denver 80220

• Aurora 
– 2206 Victor St Aurora 80045

• Fort Collins 
– 1217 Riverside Ave Fort Collins 80524

• Greeley 
– 928 12th St Greeley 80631

• Grand Junction
– 515 28 ¾ Road Grand Junction 81501

• Pueblo 
– 1310 Chinook Lane Pueblo 81001

• Colorado Springs 
– 115 S Parkside Drive CS 80910



When to use a crisis walk-in clinic verses an 
Emergency department

• Appropriate for Walk-In Clinic
– Individual experiencing a mental 
health crisis

– Individual who exhibits mental 
health symptoms 

– Those interested in or needing 
additional resources

– Individual’s on transportation 
holds

– Any age

• Appropriate for ED
– Individuals who need medical 
clearance 

– i.e. they have ingested something, 
require medical attention for bodily 
injury,

– Under the influence of alcohol 
(over .05 depending on facility) or 
substances 

– Those exhibiting aggression, 
requiring more then just verbal 
redirection/de-escalation 



27-81-111 Alcohol Emergency Commitment 
• When a person is INTOXICATED 
or INCAPACITATED by alcohol and 
clearly dangerous to the health 
and safety of themselves or 
others

• Individual can be taken into 
protective custody and 
transported to approved facility 

• If the approved treatment facility 
approves the application, the 
individual will be committed, 
evaluated, and treatment for a 
period of no more then FIVE days

• Individual can be held longer if 
meets criteria for an involuntary 
commitment 

• Who can complete the  form:
– Law enforcement officer

– Physician

– Spouse

– Guardian

– Relative 

– Any other responsible person 

• State the circumstances requiring 
EC, including observations and 
specific statements of others- i.e. 
justification for EC





27-82-107 Drug Emergency Commitment 
• When a person is INTOXICATED 
or INCAPACITATED by DRUGS and 
clearly dangerous to the health 
and safety of themselves or 
others

• Individual can be taken into 
protective custody and 
transported to approved facility 

• If the approved treatment facility 
approves the application, the 
individual will be committed, 
evaluated, and treatment for a 
period of no more then FIVE days

• Individual can be held longer if 
meets criteria for an involuntary 
commitment 

• Who can complete the  form:
– Law enforcement officer

– Physician

– Spouse

– Guardian

– Relative 

– Any other responsible person 

• State the circumstances requiring 
EC, including observations and 
specific statements of others- i.e. 
justification for EC



Trauma Informed Care 
Definitions 

• Trauma: A person experienced, witnessed, 
or was confronted with an event or events 
that involved actual or threatened death or 
serious injury, or a threat to the physical 
integrity of self or others OR an event 
outside the persons control 

• SAMHSA describes individual trauma as 
resulting from "an event, series of events, or 
set of circumstances that is experienced by 
an individual as physically or emotionally 
harmful or life threatening and that has 
lasting adverse effects on the individual's 
functioning and mental, physical, social, 
emotional, or spiritual well-being."

• Resiliency: A phenomena characterized by 
good outcomes despite serious threats to 
adaptation or development.  Ability to 
adapt to a variety of situations. 

• Trauma-informed system of care: a system 
in which all components of a given service 
have been reconsidered and evaluated in 
light of a basic understanding of the ROLE 
that VIOLENCE plays in the lives of those 
seeking mental health and substance use 
treatment 

Prevalence of Trauma 

• 90% of public mental health clients have 
been exposed to trauma (Goodman et al,. 
1997)

• 75% of people receiving substance abuse 
treatment have experienced abuse and/or 
trauma (SAMSHA/CSAT, 2000) 

• Commonly MISDIAGNOSED (ADHD, 
Oppositional Defiant Disorder, Conduct 
Disorder, Bipolar Disorder, Personality 
Disorders 

• MANY don’t seek treatment 

• What’s WRONG with you vs. What has 
HAPPENED to you



Prevalence Continued….
• A lifetime history of sexual abuse 
among women in childhood or 
adulthood ranges from 15% to 
25%. The prevalence of domestic 
violence among women in the 
United States ranges from 9% to 
44%, depending on definitions.

• The cost of intimate partner 
violence, which disproportionately 
affects women and girls, was 
estimated to be $8.3 billion in 
2003. This total includes the 
costs of medical care, mental 
health services, and lost 
productivity.

• In a 2008 study by RAND, 18.5% 
of returning veterans reported 
symptoms consistent with post-
traumatic stress disorder (PTSD) 
or depression.

• In the United States, 18.9% of 
men and 15.2% of women 
reported a lifetime experience of 
a natural disaster.



Adverse Childhood Experiences (ACE Studies)

Nine ACE Categories

• Physical Abuse- 28%

• Emotional Abuse 11%

• Contact sexual abuse 21%

• Alcohol and/or drug abuser in the 
household 28%

• An incarcerated household member 
11%

• A chronically depressed mentally ill, 
or suicidal family member 19%

Continued….

• Mother treated violently 13%

• Parental divorce 23%

• Emotional (19%) or physical (15%) 
neglect 

• Scientific gaps found between ACE 
and social, emotional, and cognitive 
impairment

• ACE score of 6 or above have 29-51 
times higher chance of suicide 
attempt later in life 
(child/adolescent) and 13-30 times 
higher for adults 



The Impact of Trauma 
• When Trauma results in 
traumatization not able to 
stabilize, self-regulate, make 
distorted meaning of events

• Significant and continued  
impact on physical and mental 
health, behavioral, 
relationships, community, and 
spirituality  

• Trauma 
– Cumulative Trauma exacerbates 
the cycle 

• Impacts nervous system: Fight, 
Flight, or Freeze (trauma may 
NOT be traumatizing) 

• If NOT traumatizing, able to 
stabilize, self-regulate, grow, 
make positive meaning of the 
event

• Recovery of physical and 
mental health, stabilization of 
behavior, resilience in person, 
family, relationships, 
community, and spirituality 



A trauma-informed service provider, system, 
and organization 

• Realizes the widespread 
impact of trauma 

• Recognizes the signs and 
symptoms of trauma in staff, 
clients, and others involved in 
the system,

• Respects by fully integrating 
knowledge about trauma into 
policies, procedures, and 
practices 

• Seeks to actively resist re-
traumatizing 

• Core principles
– Acknowledgment-recognize that 
trauma is pervasive

– Safety

– Trust

– Choice and control

– Compassion 

– Collaboration 

– Strengths-based 



How does this 
apply to policing? 

• Explain what, why, how
– “I’m contacting you because….”

– “I need to take you to the hospital, because..”

– “After I do this, I’ll need to……”

• Offer REAL choices 
– Would you rather meet here or inside?

– Would you rather sit or stand?

• Focus on strengths not deficits 

• Engage supports when possible 

• Pay attention to language 



Questions? 
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• Adrienne Burris 
– Email: aburr0206@gmail.com
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