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C O M M E N T A R Y

When students presenting to university health 
service facilities in Ontario pose a likely 
and imminent risk of harm to self or others 

because of underlying mental health concerns, assess-
ing physicians can invoke the Mental Health Act1 and 
place students on a Form 1 (an application for emer-
gent psychiatric assessment). Students are subse-
quently transferred to a psychiatric facility and can be 
held involuntarily for up to 72 hours pending special-
ist evaluation. There are numerous options for con-
veying students to hospital in these circumstances. At 
the University of Guelph in Ontario, campus commu-
nity police are routinely involved in acute mental health 
transfers, and physical restraints are used in by far most 
cases. Clinicians at the university have increasingly 
expressed discomfort with the constitutive practice of 
involving law enforcement personnel in mental health 
patient transfers, as well as the near-universal applica-
tion of handcuffs.* This commentary is a component of 
our advocacy efforts aimed at raising awareness and 
expanding the relevant evidence base in order to cre-
ate the impetus for change. At issue is striking a balance 
between respecting the dignity of ill persons and con-
cerns for safety.

Mental health on campus
Postsecondary students are reporting rising rates of seri-
ous mental illness and suicidality. The 2016 National 
College Health Assessment found that nearly half of stu-
dents admitted to “feeling so depressed in the previous 
year it was difficult to function.”2 Fourteen percent of 
student respondents “had seriously considered suicide 
in the previous year,” and “2.2% of students reported 
a suicide attempt within the previous year.”2 To assist 
such students as part of their mandate, many postsec-
ondary institutions in Ontario have health service facili-
ties affiliated with their campuses. At Student Health 
Services at the University of Guelph, a substantial pro-
portion of our clinical work involves primary mental 
health care. The severity of mental health struggles 
among students was tragically revealed by an unprec-
edented cluster of suicides in student residence at the 
University of Guelph during the 2016-2017 academic 

year. The care provided to mentally ill students at the 
university faced local and national scrutiny.3 We con-
tinue to frequently encounter students who are acutely 
distressed: in 2017, 15 students were sent to hospital for 
urgent psychiatric assessment, 14 of whom were placed 
on a Form 1 (A. Chittle, chart audit, April 16, 2018).

There is broad consensus that providing high-quality 
mental health care in increasingly constrained health 
resource environments is challenging.4 While the discus-
sion that follows focuses on the role and policies of law 
enforcement participating in acute mental health trans-
fers, we acknowledge that health care professionals 
and organizations have critical roles to play in improv-
ing competency and enhancing interprofessional and 
cross-sectoral collaborations with the aims of better 
managing mental health crises in outpatient settings 
and implementing alternative pathways to the emer-
gency department when patient transfers are necessary. 
Where policies and practices compromise dignity and 
perpetuate stigma within health care settings, we ought 
to address these shortcomings.

Use of restraints for transfers
At Student Health Services at the University of Guelph, 
campus community police have long been involved 
in acute mental health transfers to hospital by default. 
Historically, discretionary handcuffing was practised. A 
strict directive was issued mandating the use of phys-
ical restraints for all Form 1 patient transfers after a 
patient attempted to elope more than 10 years ago  
(L. Davenport, personal communication, May 10, 2018). 
In our experience, our patients at Student Health 
Services pose negligible risks to others. They usually are 
young, identify as female, are not agitated, are not intox-
icated, are not holding weapons, and are cooperative. 
We believe that the routine use of handcuffs for trans-
fer of such patients not only negatively affects health in 
the present, but also reduces the likelihood that patients 
will seek medical attention in the future when they are 
in distress. Patients have articulated that the involve-
ment of police, and the use of handcuffs specifically, 
causes embarrassment and shame, making them feel 
as if they are perceived as being violent, dangerous, or 
criminal. Emergency department physicians report that 
some patients arriving in handcuffs are angry and defen-
sive as a result of their treatment during transfer, to the 
detriment of efforts by the receiving clinician to estab-
lish a therapeutic relationship and provide optimal care  
(I. Digby, personal communication, February 15, 2018).
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*Since this article was submitted in the summer of 2018, sub-
stantial positive developments have occurred in our institution. 
There is organizational willingness to support physician clinical 
judgment, and restraints are less frequently used when police 
are involved in transfers.
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Our desire to change the practice of routine handcuff 
use for Form 1 transfers motivated us to mobilize 
and engage community partners. Dr Juveria Zaheer, 
a knowledgeable researcher and psychiatrist at the 
University of Toronto in Ontario, offered key procedural 
help and encouragement. Clinic physicians met with 
Campus Community Police leadership. We learned that 
the Campus Community Police, as Special Constables 
of the Guelph Police Service, are compelled to follow  
the policies of the municipal force. We were advised 
that the municipal police policy has been interpreted 
to mandate the use of handcuffs in all situations where 
police take an individual into custody (including all 
criminal arrests and all apprehensions under the Ontario 
Mental Health Act).1,5 We spoke with Guelph police 
officers, as well as with officers working in other regional 
municipalities (Hamilton, London, Chatham-Kent, and 
Toronto). We filed access-to-information requests to 
obtain policy documents. We conducted a literature 
review on the use of restraints for mental health transfers 
of community-sourced patients. We spoke with clinicians 
and clinical leaders in other local settings and at other  
university-affiliated health clinics in Ontario. Finally, we 
are in the process of conducting a qualitative study that will 
examine the mental health transfer policies at university- 
affiliated health clinics in Ontario in greater detail.

Our efforts to bring about changes have, unsurpris-
ingly, come up against the sort of institutional inertia 
that often sustains long-held practices. On the whole, 
however, what we have learned has been unexpected. 
While we—and many of the other health care profes-
sionals we networked with—believe that there is no 
justification for the practice of handcuffing our patients 
routinely, especially considering widespread calls 
in the medical literature for judicious use of physical 
restraints,6 we discovered a normative police practice 
of handcuffing patients in several jurisdictions. We were 
heartened to learn of some notable exceptions. Law 
enforcement personnel rationalize handcuff use as nec-
essary for the protection of the patient and officers. This 
practice is underwritten by a metaphor of safety gener-
ated by each individual officer’s personal n-of-1 case 
(and we have learned of tragic cases) in which things 
went awry because a patient was not restrained. This is 
analogous to the n-of-1 case that prompted enactment 
of our own campus security’s universal restraint policy. 
This metaphor is deeply rooted in police officer training 
that, at its essence, is “overly focused on police officer 
safety as opposed to training on the nature of mental 
disorders and de-escalation techniques.”7

We appreciate the challenging nature of modern polic-
ing and allow that there is no tool that can be employed 
to perfectly predict risk.8 Yet we object to allowing n-of-1 
anecdotes to justify the harm done to each and every 
compliant, low-risk patient being conveyed to hospital. 
The number needed to harm here is, quite possibly, 1. 

Our discussions with law enforcement officers highlight 
the complexity of the situation police find themselves 
in when interacting with individuals with mental ill-
ness. Sympathetic officers believe that they will not ben-
efit from institutional support if they do not physically 
restrain patients during transfer and a negative outcome 
occurs. They are concerned about exposing themselves 
to personal and professional liability, even in jurisdictions 
where policies explicitly allow for discretionary hand-
cuff use. Ironically, the reality that our discussions have 
revealed, of persistent stigma, criminalization, and per-
ceived lack of institutional police support for more digni-
fied treatment of the mentally ill, coexists with a robust 
literature that catalogs the stigma-reducing effects of 
mobile crisis intervention teams.9,10

Police policy documents that fail to differentiate 
between “arrest” and “apprehension,” and that justify 
the continued universal use of handcuffs for all indi-
viduals in police custody, are at odds with recommen-
dations from landmark inquests and reviews that aim 
to improve police interactions with mentally ill individu-
als. In his review of Toronto Police Service (TPS) policies 
and practices that was prompted by the fatal shooting 
of 18-year-old Sammy Yatim by an officer of the TPS in 
2013, Justice Frank Iacobucci encouraged the TPS to 

identify exceptions to TPS requirements such as 
handcuffing, the use of in-car cameras, and other 
measures, in recognition that the apprehension of a 
person in crisis under the Mental Health Act differs 
from other types of police apprehensions.11

Ontario’s Independent Police Review Director, Gerry 
McNeilly, suggested that the TPS 

amend TPS procedure documents to ensure it is clear 
that officers should not adopt a practice of handcuff-
ing emotionally disturbed persons being apprehended 
under the Mental Health Act unless those individuals 
exhibit behaviour that warrants the use of handcuffs.12 

Our review of the literature provided insight into the 
evolution of ideas around the use of force by police over 
the past 20 years in order to shed light on our current 
predicament. Explicit recommendations for policy change 
and calls for modernized police training13 have yet to be 
taken up in all jurisdictions. It is clear that our patients 
continue to encounter stigma in their interactions with 
police. We hope that an exceptionally tragic outcome for 
someone with mental illness at the hands of police is not 
required in every community in Ontario in order for local 
police services to be receptive to change.

Improving outpatient crisis care
In our setting, we continue to work actively to 
expand our clinical skills and capacity, and to enhance 
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collaborations with community agencies with the aims 
of reducing the number of patients sent to hospital on a 
Form 1 and enhancing community-based acute mental 
health care. In parallel, we are advocating for the cre-
ation of alternative pathways to the emergency depart-
ment for patients placed on a Form 1. The legislation is 
not proscriptive; clinical judgment is expected to guide 
decisions about mode of transport. Options for trans-
port might include the following: by private vehicle; by 
taxi, either alone or accompanied by a support person 
or health professional; by emergency medical services;  
or by security or law enforcement, either alone or 
accompanied by a health professional.1,14 We concur with 
local clinical leaders that police involvement in the care 
of individuals with mental illness is stigmatizing and 
ought to be avoided where possible. Achieving policy 
change requires considerable administrative support in 
settings like ours, where physicians do not employ other 
registered professionals directly. Connecting with local 
stakeholders created an opportunity for us to attend and 
present at a meeting of our regional Human Services 
and Justice Coordinating Committee.15 We accepted an 
invitation to delegate at a Guelph Police Service Board 
meeting in October of 2018 to highlight our experiences 
and advocate for expedited policy updates. We under-
stand that revisions are ongoing.

Conclusion
The use of physical restraints in mental health transfers 
is a systemic problem that causes harm and will require 
broad-based change at provincial and national levels. 
Enforcement agencies, hospitals, ministries of health, 
and the provincial bodies of registered health profession-
als should collaborate to ensure that a framework for 
the safe and dignified transport of low-risk involuntary 
patients to hospital exists. Such cooperation is necessary 
not in theory but according to existing evidence.16 We 
hope that our ongoing qualitative study examining the 
existing transfer practices at Ontario’s many university- 
affiliated health clinics will inform these efforts.      

Dr Neilson is a practising physician at Student Health Services at the University of 
Guelph in Ontario, Assistant Clinical Professor of Medicine (Adjunct) at the Waterloo 
Campus at McMaster University, and a McMaster postdoctoral student in health 
humanities awarded the Talent grant through Social Sciences and Humanities Research 
Council. Dr Chittle is a practising family physician at Student Health Services at the 
University of Guelph and Assistant Clinical Professor of Medicine (Adjunct) at McMaster 
University. Dr Zaheer is Clinician Scientist at the Institute for Mental Health Policy 
Research in Toronto, Ont, and Education Administrator in the Gerald Sheff and Shanitha 
Kachan Emergency Department at the Centre for Addiction and Mental Health, and 
Assistant Professor in the Department of Psychiatry at the University of Toronto.

Competing interests
None declared

Correspondence
Dr Shane Neilson; e-mail neilss@mcmaster.ca

The opinions expressed in commentaries are those of the authors. Publication does 
not imply endorsement by the College of Family Physicians of Canada.

References
1.	 Mental Health Act. R.S.O. 1990, c. M.7. Available from: www.ontario.ca/laws/

statute/90m07. Accessed 2018 Jan 9.
2.	 American College Health Association. American College Health Association-National 

College Health Assessment II: Ontario Canada reference group. Executive summary. 
Hanover, MD: American College Health Association; 2016. Available from: http://
oucha.ca/pdf/2016_NCHA-II_WEB_SPRING_2016_ONTARIO_CANADA_REFERENCE_
GROUP_EXECUTIVE_SUMMARY.pdf. Accessed 2018 August 21.

3.	 Carcasole M. University of Guelph strengthening approach to mental health after 
on-campus suicides. Global News 2017 Sep 12. Available from: https://globalnews.
ca/news/3737736/university-of-guelph-students-mental-health-supports/. 
Accessed 2018 Apr 10.

4.	 Canadian Medical Association, Canadian Psychiatric Association. Joint statement on 
access to mental health care from the Canadian Medical Association and Canadian 
Psychiatric Association. Ottawa, ON: Canadian Medical Association, Canadian 
Psychiatric Association; 2016. Available from: https://policybase.cma.ca/documents/
policypdf/PD16-04.pdf. Accessed 2019 May 22..

5.	 Guelph Police Service. LE-052. Police response to persons who have a mental illness 
or a developmental disability or who are emotionally disturbed. Guelph, ON: Guelph 
Police Service; 2002.

6.	 Goulet MH, Larue C. Post-seclusion and/or restraint review in psychiatry: a scoping 
review. Arch Psychiatr Nurs 2016;30(1):120-8. Epub 2015 Sep 9.

7.	 Hoffman R, Hirdes J, Brown GP, Dubin JA, Barbaree H. The use of a brief mental 
health screener to enhance the ability of police officers to identify persons with 
serious mental disorders. Int J Law Psychiatry 2016;47:28-35. Epub 2016 Apr 1.

8.	 Royal College of Psychiatrists. Good practice guide: assessment and management of 
risk to others. London, UK: Royal College of Psychiatrists; 2016. Available from: www.
rcpsych.ac.uk/docs/default-source/members/supporting-you/managing-and-
assessing-risk/assessmentandmanagementrisktoothers.pdf?sfvrsn=a614e4f9_2. 
Accessed 2019 May 22.

9.	 Kisely S, Campbell LA, Peddle S, Hare S, Psyche M, Spicer D, et al. A controlled 
before-and-after evaluation of a mobile crisis partnership between mental health 
and police services in Nova Scotia. Can J Psychiatry 2010;55(10):662-8.

10.	 Lamanna D, Kirst M, Shapiro G, Matheson F, Nakhost A, Stergiopoulos V. Toronto Mobile 
Crisis Intervention Team (MCIT): outcome evaluation report. Toronto, ON: St Michael’s 
Hospital; 2015. Available from: http://stmichaelshospitalresearch.ca/wp-content/ 
uploads/2016/12/MCIT-outcome-evaluation-Final-report.pdf. Accessed 2018 Jan 13.

11.	 Iacobucci F. Police encounters with people in crisis. An independent review conducted 
by the Honourable Frank Iacobucci for Chief of Police William Blair, Toronto Police 
Service. Toronto, ON: Toronto Police Service; 2014. Available from: www.torontopolice.
on.ca/publications/files/reports/police_encounters_with_people_in_crisis_2014.pdf. 
Accessed 2018 Jan 13.

12.	 McNeilly G. Police interactions with people in crisis and use of force. OIPRD systemic 
review interim report. Toronto, ON: Office of the Independent Police Review Director; 
2017. Available from: www.oiprd.on.ca/wp-content/uploads/Police-Interactions-with-
People-in-Crisis-and-Use-of-Force-Systemic-Review-Report-March-2017-Small.pdf. 
Accessed 2019 May 22.

13.	 Coleman TG, Cotton D. TEMPO: Police interactions. A report towards improving inter-
actions between police and people living with mental health problems. Ottawa, ON: 
Mental Health Commission of Canada; 2014. Available from: www.mentalhealth 
commission.ca/sites/default/files/TEMPO%252520Police%252520Interactio
ns%252520082014_0.pdf. Accessed 2019 May 22.

14.	 Ontario Hospital Association. A practical guide to mental health and the law in 
Ontario. Toronto, ON: Ontario Hospital Association; 2016. Available from: http://blg.com/
en/News-And-Publications/Documents/Publication_4649.pdf. Accessed 2018 Jan 17.

15.	 Human Services and Justice Coordinating Committee [website]. Ottawa, ON: Human 
Services and Justice Coordinating Committee; 2019. Available from: http://hsjcc.on.ca. 
Accessed 2019 May 22.

16.	 Cotton D, Coleman T. Contemporary policing guidelines for working with the mental 
health system 2015. Ottawa, ON: Mental Health Commission of Canada; 2015. Available 
from: www.mentalhealthcommission.ca/English/document/78366/contemporary-
policing-guidelines-working-mental-health-system-2015. Accessed 2018 Mar 18.

This article has been peer reviewed. Can Fam Physician 2019;65:460-2

La traduction en français de cet article se trouve à www.cfp.ca dans la 
table des matières du numéro de juillet 2019 à la page e292.


