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The summer of 2020 marked a shift in public perception of police brutality and racism in the
United States. Following the police murder of George Floyd and ensuing social unrest, the
appropriate role and function of the police in communities have been a frequent topic of debate. Of
particular concern is the intersection of policing andmental health wherewe see a pattern of police
using excessive force disproportionately against persons with disabilities, especiallymental health
disabilities (Autistic Self Advocacy Network, 2017). The introduction of race only exacerbates
this disparity (Saleh et al., 2018). Given the realities of these mental health inequities, the aim of
this scoping review is to explore first response models/programs that emphasize a therapeutic
intervention as an alternative to policing. Seventeen articles were selected for inclusion in the
review, six exploratory or experimental studies and 11 review or discussion articles. Using
findings from the review, we offer recommendations to help reimagine this country’s approach to
emergency response. We urge psychologists and other health care providers to step out of the
clinic and engage the community in the development of crisis responses for mental health
emergencies that are therapeutic rather than inflammatory, healing rather than harming.

Public Significance Statement
This scoping review explores three emergency responsemodels that shift the responsibility for
emergencymental health response from police to therapeutic mobile response teams. Findings
from the review suggest that those experiencing a mental health crisis can be best served by an
emergency response that is connected to comprehensive, wraparound services grounded in the
community. This approach should reduce the risk of treatment gaps, improve continuity of
care, and help to minimize exposure to police violence for those in crisis.

Keywords:mental health emergency first response, models of first response, mental health crisis
response, community policing, violence prevention

Mental illness is a common experience. One in five
American adults experiences a mental illness each year,
with approximately half of Americans experiencing a

mental illness during their lives (National Institute of
Mental Health [NIMH], 2021). About 5% of adults in the
United States currently live with a serious mental illness,
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which cause functional impairments (NIMH, 2021). When a
citizen experiences a nonbehavioral health crisis, trained
medical personnel such as paramedics respond. However,
when a citizen experiences a mental health crisis, police
are often involved, even if there is no criminal activity or
threat to safety (Watson et al., 2021). In fact, in many cities
and towns across the United States, local police act as the
first, if not primary, responders in mental health crises,
further stigmatizing mental illness and contributing to its
criminalization.
Mental Health America (2017), a community-based non-

profit addressing mental health needs through advocacy,
education, research, and services, estimates that 10% of
police contacts involve someone with a serious mental
illness. Because police frequently act as first responders to
mental health emergencies, one in 10 people with mental
illness interact with police prior to receiving any mental
health treatment. For as many as one in three people with
mental illness, police are involved in their pathway to mental
health treatment (Livingston, 2016). Additionally, one in four
individuals with a mental illness has a history of arrest
(Livingston, 2016). Despite their engagement with this pop-
ulation, many police officers across the country do not
receive formal mental health training. Further, extant models
designed to educate police acting as first responders in mental
health crises are limited. In fact, in a side-by-side comparison,
students in mental health-related fields were twice as likely to
accurately identify mental illness as compared to typically
trained police officers (Dempsey et al., 2020). An additional
complication is the fact that police departments traditionally
lack strong ties to local mental health systems, and frequently
rely on criminal justice resources and strategies for engagement,
even after identifying a mental illness correctly (Dempsey
et al., 2020).

This intersection between mental health and the criminal
justice system is worrisome as there is an established pattern of
police using excessive force disproportionately against persons
with disabilities, especially mental health disabilities (Autistic
Self Advocacy Network, 2017). According to a database
maintained by The Washington Post (2021), 23% of those
killed by police in the United States in the period spanning
2015 to present had a known mental illness. People with a
mental illness are seven times as likely to be killed by police
when compared with the general population, while more than
80% of those with mental illness who were killed by police had
no criminal history (Saleh et al., 2018). As it currently stands,
police involvement in mental health emergencies results in a
significant disparity for those with mental illness, evidenced by
increased arrests, incarcerations, and avoidable deaths among
this population (Livingston, 2016; Watson et al., 2021).
The disparity grows starker when the race is considered. In

general, Black people are 2.57 times more likely to be killed
during police interactions than their White counterparts,
while people of Latinx descent are 1.34 times more likely
(Saleh et al., 2018). However, people of color who also suffer
from a mental illness experience an even higher risk of
police-inflicted death. A Black person with a mental illness
is 4.14 times as likely to be killed by police compared to a
Black person with no mental illness. A Latinx person with a
mental illness is 5.87 times more likely to be killed by police
than a Latinx person without mental illness (Saleh et al.,
2018), which further underscores the danger of police acting
as first responders in mental health crises.

Criminalizing Mental Illness

As the statistics above illustrate, mental health emergencies
are frequently met with police intervention that is often
violent. However, this has not always been the case, which
prompts the question, how is it that mental illness, racism,
and policing have come to be so intimately entwined? In the
United States, the association among mental illness, racism,
and policing can be traced back to deinstitutionalization and
changes to civil rights in the middle of the 20th century. It is
worth noting that the move to deinstitutionalization was
complex and linked to at least three different phenomena
that coincided with the broader sociocultural flux that char-
acterized the 1960s and 1970s in the United States. First, the
invention and widespread adoption of effective antipsychotic
medications in the 1950s expanded treatment options for
people living with persistent severe mental illness (Lamb &
Weinberger, 2020). Second, organized advocacy and activ-
ism from within the community of people and families of
people living with serious mental illness raised very real
concerns about poor care, inadequate conditions, and unjust
treatment within large psychiatric institutions (Dvoskin et al.,
2020). Third, in order to address the human rights violations
suffered by many people in inpatient psychiatric facilities,
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funding mechanisms were developed to support community
mental health services in 1965, including Medicare and
Medicaid (Dvoskin et al., 2020; Perez et al., 2003). As
previously stated, these changes coincided with changing civil
rights laws during the 1960s, which further complicated the
deinstitutionalization process, particularly in the Southeastern
United States, where the federal mandate to desegregate public
institutions may have provided still another impetus to dis-
mantle the mental health system, as it was (Montainge, 2015).
The emergence of the community mental health movement

decentralized mental health services, effectively dismantling
what were once massive psychiatric hospitals (Abramson,
1972; Dvoskin et al., 2020; Lamb & Weinberger, 2020).
Concurrently, the promise of community-based mental health
systems designed to meet patients’ care needs in their home
communities never fully materialized. This is in part because
states operationalized deinstitutionalization as a means to
divest from mental health care rather than redirecting fund-
ing to support community-based care (Perez et al., 2003).
This created predictable problems, including reduced acces-
sibility of mental health care for people who need it most.
As early as 1972, psychiatrists were talking about “The
Problem of the Criminalization of Mentally-Disordered
Behavior,” the title of a article by psychiatrist Abramson
(1972). Diminishing resources led to inadequate treatment
of mental illness, which triggered a cycle leading to frequent
arrest and prosecution of individuals with severe mental
illness for minor offenses (Perez et al., 2003). According to
the National Alliance on Mental Illness (NAMI), a con-
sumer advocacy group, by 2020 people with serious mental
illness were booked into jails about 2 million times each
year (National Alliance on Mental Illness [NAMI], 2021).
Of all incarcerated people, two of five have histories of
mental illness (NAMI, 2021).

Police-Based Response to Mental Health Emergencies

In response to this increased risk for arrest among people
with mental illness in the face of inadequate resources,
several crisis intervention models have been developed to
improve police response to mental health emergencies.
Viewed by some as an outgrowth of the social movement
that worked to deinstitutionalize people living with mental
illness, police-based response programs are an attempt to
divert this population away from the criminal justice system
and toward much-needed treatment. Over the last several
decades, the Crisis Intervention Team (CIT) model for police
interactions has been used as the dominant model in commu-
nity crisis situations involving persons in the community with
mental, emotional, or developmental challenges. CIT emerged
in the early days of NAMI, “the nation’s largest grassroots
mental health organization” (Usher et al., 2019, p. 1) as a
strategy for limiting the trauma imposed on people with
mental illness in police custody. This began as a community-
led task force in Memphis, Tennessee, in 1988, which
ultimately led to the formalization of CIT, a relationship-
based approach to mental health crisis response. The CIT
model is predicated on community partnerships between
people living with mental illness and their families, law
enforcement response, and mental health services. Using this
multimodal approach, CIT aims to protect the safety of people
experiencing a mental health crisis, facilitate timely provision
of mental health services, reduce reliance on law enforcement
to matters of imminent threat to safety or criminal issues, and
therefore, limit trauma experienced by people in mental health
crises. This kind of partnership is built on a clear commu-
nity assessment, robust training for police and emergency
dispatchers, and enduring partnerships between commu-
nities and municipal agencies (Usher et al., 2019).
CIT falls within the specialized police response typology in

which police with specialized training in interactions with
people with mental illnesses coordinate with local community
mental health resources to provide appropriate interventions in
mental health emergency situations (Hails & Borum, 2003).
Other emergency response programs based on the Memphis
model have been developed across the country, including
Waterloo, Iowa, Portland, Oregon, Albuquerque, New Mex-
ico, and Seattle, Washington (Steadman, et al., 2000). Studies
on the effectiveness of the CIT model show some positive
outcomes in terms of officer satisfaction and officer perception
of reduction in the use of police force (Bonfine et al., 2014;
Bratina, et al., 2021;Morabito et al., 2012; Skubby et al., 2013;
Watson et al., 2017). In addition, prebooking jail diversion and
referrals to mental health units were more likely with CIT-
trained officers (Bratina et al., 2021; Compton et al., 2014;
Dewa et al., 2018; Leifman & Coffey, 2020; Watson &
Compton, 2019). However, outcome evaluations of CIT
also noted that there was no measurable (objective) difference
in the use of force between officers with CIT training and those
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without it (Ellis, 2014). Thus, outcomes of CIT effectiveness
on objective measures of arrests, days spent in detention,
identification of mental illness at an earlier stage, serious
officer injury or citizen injury, use of force, and death for
persons with mental illness during an emergency interaction
with police officers are mixed (Earl et al., 2015; Kane et al.,
2018). Another major critique of CIT is that programs that use
the model often focus on officer training, but much less
emphasis is placed on building strong community partnerships
and encouraging community ownership of the program, also a
key element of CIT as it was originally designed (Bratina et al.,
2021). This lack of emphasis on the community aspect of
the program results in a bias toward police perceptions
in evaluations of CIT, leaving the community voice sorely
understudied, and all but lost (Winters et al., 2015). More
holistic evaluations of the efficacy of the CIT model, which
include community perceptions and outcomes, are crucial
since there are concerns about its ability to effectively
achieve the social justice aim (i.e., increased access to
care, decreased traumatic police interactions, and improved
well-being for those with mental illness) that was intended
when it was developed.

Purpose of the Scoping Review

Given the realities of mental health inequities and the
outlined limitations of the diversion programs such as CIT,
we wish to explore models that meet people in mental health
crises where they are, bringing clinicians into the community.
Functioning under the principle that police involvement
in mental health emergencies should be a last resort, we
provide a systematic scoping review of mental health crisis
response programs that emphasize a therapeutic interven-
tion as an alternative to policing. We propose to upend the

current order, where those seeking mental health care must
navigate a fragmented, complex, and underserved system to
present in the right place at the right time with the right
constellation of symptoms in order to receive care. Instead,
using findings from the review, we present recommendations
that we hope will inspire psychologists and other health care
providers to step out of the clinic and engage the community
in the development of crisis responses for mental health
emergencies.

Method

A preliminary appraisal of the available literature suggested
that empirical studies evaluating therapeutic mental health
crisis responses were limited, making a full systematic review
of these programs difficult. However, the call for a therapeutic
response to mental health emergencies is growing, highlight-
ing an urgent need to explore those programs that provide an
alternative to policing. Thus, a scoping review was conducted
to map the existing literature and identify any new develop-
ments in therapeutic mental health crisis response interven-
tions that include collaboration with the mental health care
system and/or the community as a significant component of the
first response. Here, by “first response” we mean those initial
encounters with individuals who are experiencing a mental
health emergency in a community setting. Using the definition
outlined by Callahan (2009), we define mental health emer-
gency as a situation that “requires an immediate response to
avoid possible harm” (p. 13). As therapeutic or mental health-
based crisis response interventions represent a more recent
approach, a scoping reviewwas utilized to ascertain the extent,
range, and nature of the available literature.

Inclusion and Exclusion Criteria

Based on the recommendations of Arksey and O’Malley
(2005), the scope of the initial search was broad, focusing
on empirical evaluations, exploratory studies or descriptions
of emergency mental health response programs, models, or
approaches. However, this was an iterative process and as
the scope of the field became clear, the search was narrowed to
focus specifically on therapeutic response models, approaches,
and/or programs located in the United States that were pub-
lished since 2000. We excluded studies of interventions for
groups under 18, primarily because of the considerable differ-
ence in the mental health systems for juvenile populations.

Search Strategy

Two research librarians worked with the other authors to
identify the relevant search terms and the appropriate data-
bases given the purpose of the review. Table 1 provides a
complete list of search terms. The initial broad search was
conducted in 11 databases (Academic Search Complete,
CINAHL, Cochrane, Criminal Justice Database, Proquest
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Research Library, APA PsycARTICLES, APA PsycINFO,
Psychology & Behavioral Sciences Collection, Psychology
Database, PubMed, Social Sciences Database, and Web of
Science), which yielded 1,174 studies after deduplication.
Search results were downloaded into Endnote for tracking
and file management. Endnote was also used to identify
additional duplications and to help screen for article rele-
vance. Titles were reviewed and articles identified as irrele-
vant were immediately discarded, yielding a total of 190
studies/articles. Again, after the full scope of the literature
became clear, additional parameters were added.
The focus of the search was further narrowed to studies,

descriptions, or reviews of emergency mental health response
programs, models, or approaches located in the United States
that were published since 2000. The search was limited to the
United States due to the unique characteristics of the criminal
justice and health care systems in this country. This more
restricted focus yielded a total of 168 studies. Abstracts were
then reviewed for relevance and 101 articles were moved
forward.
The full text of 101 articles was reviewed by the research

team and as expected, there was a predominance of articles
focused on police-based/police-centered approaches to men-
tal health emergency response. However, there was also a
growing call in several articles to move toward more thera-
peutic approaches that incorporate mental health clinicians
and other forms of community collaboration as a significant
component of the first response. Again, the aim of the review
was to identify strategies that could help to substantively
change the way in which these emergency encounters are
handled, so that police are the last to be called instead of
the first.
The search was further refined to focus on therapeutic

mental health emergency response programs that center the

community and/or the mental health system as a prominent
component of the response. At this stage, we reviewed
the reference lists of studies found through the database
searches, particularly systematic and scoping reviews to
identify any studies, researcher and or specific innovative
programs that may have been missed by the initial database
search. At times, exploration of a particular researcher or
program (which sometimes included an internet search)
leads to more recent versions of a program that may not
have emerged in the database search. These references were
screened for relevance, but source of the review was not
restricted. In addition to peer referred articles, book chapters
and gray literature (i.e., literature not formally published
in books or journals, such as government reports, white
articles, conference proceedings, policy briefs, and other
documents; American Psychological Association, 2020)
were also considered. Seven additional articles were identi-
fied through this process and included. This resulted in
the inclusion of 17 articles for the final review. Figure 1
provides a comprehensive flowchart detailing the article
selection process.

Charting the Data

Using methods outlined by Arksey and O’Malley (2005),
data were extracted and charted to assist with processing for
review. Two members of the research team charted the key
information from the 17 articles, which included author(s),
year of publication, title, population of study, setting, inter-
vention/model, and results/key findings. Two other research
team members reviewed the categorization of charted infor-
mation and any discrepancies were resolved in the discus-
sion. This information was then used to identify themes
across the articles.

Data Analysis

Deductive thematic analysis (Braun & Clarke, 2006) of the
extracted information was conducted to identify the different
types of emergency response models, characteristics of the
models, strengths, limitations, and recommendations for
future development. In this “top-down” approach, the analy-
sis was informed by previous studies. Patterns were identified
by creating categories for similar program characteristics
and/or outcomes and then grouping them to form themes.
Discrepancies in theme identification were resolved in dis-
cussion and full agreement from teammembers was required.
This analytic approach closely aligns with the goals of a
scoping review. As scoping reviews are intended to map the
main evidence available on a topic and not to synthesize
the evidence or assess the quality of the studies reviewed,
the findings in this review are presented below in a narrative/
descriptive form.
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Results

Summary of Findings

A total of 17 articles were included in the scoping review.
Most of the work included in the review was descriptive
in nature and primarily consisted of literature reviews
and model descriptions (see Table 2). Specifically, six of
the studies were reviews (i.e., 2 literature, 2 scoping, and 2
systematic reviews). There were also four model/program
descriptions, one commentary that recommended compo-
nents that need to be included in emergency mental health
response programs, two exploratory studies, and four eva-
luations (2 process and 2 preliminary outcome evaluation).
Three types of mental health emergency response models/
approaches emerged in the review. They include (a) models
that utilize police and mental health partnerships in mental
health emergency response teams (sometimes referred to
as police-mental health coresponder models or mobile
crisis teams); (b) nonpolice response, or mobile crisis/
response teams that do not include police involvement;
and (c) comprehensive mental health emergency programs
that include an outreach or mobile unit as a key component
of the program.

Police-Mental Health Coresponse Programs

In police-mental health coresponse programs (i.e., mobile
crisis team), the mental health system is an integral compo-
nent of the emergency response. In particular, behavioral
health workers (often partnered with trained police officers)
are dispatched on mental health emergency calls to ensure the
appropriateness of the services and resources provided. This
approach relies heavily on the partnership between behav-
ioral health and law enforcement to reduce the risk of trauma.

Since the early 90s, programs, similar to the mobile crisis
program of DeKalb County in Georgia, have emerged across
the country. Established in 1993, DeKalb County’s mobile
crisis program is a joint effort with the DeKalb County
mental health service agency and the county’s public safety
department. According to Scott (2000), DeKalb sends two
police officers and one psychiatric nurse to (a) act as first
responders to mental health-related 911 calls, (b) provide
telephone or on-scene support to other police officers, and
(c) respond to mental health-related crisis hotline calls. A
psychiatrist is also available for a telephone consultation to
the team. When not responding to a call, the team provides
follow-up calls or home visits for the patient. Process evalua-
tion results showed police and consumers both felt positively
about the mobile crisis team.
Additional findings of a retrospective data review of 131

psychiatric calls that compared mobile crisis team responses
to officers that did not receive help from the unit showed that
use of the mobile crisis team lead to increased access to care,
significantly less psychiatric hospitalizations, and a lower
percentage of involuntary versus voluntary hospitalizations.
In addition, the response by the mobile crisis team costs
23% less than the police response (most of that coming from
the cost of psychiatric hospitalization). However, there was
no difference in arrest rates for the mobile crisis team when
compared to police who did not receive support from the
team (Scott, 2000).
Similar results were found in evaluations of other police-

mental health coresponder programs (Coates, 2018; Dewa
et al, 2018; Seo et al., 2021). According to a review of the
Birmingham, Alabama, based police-mental health core-
sponder program conducted by Steadman et al. (2000),
the lack of a significant difference in the arrest rates for
these mobile crisis teams can be partially explained by
limited access to mental health facilities or crisis drop-off
centers where individuals experiencing a mental health
emergency can be transported by the police to receive
immediate care. In addition, the limited availability of these
specially trained staff causes many police officers not to
even request the services of these specialized units at all
(Winters et al., 2015). In Birmingham, where community
service officer teams (i.e., civilian police employees pro-
fessionally trained in social work or a related mental health
field) are called on to assist officers on mental health
emergency response calls, there were only six community
service officers for 921 police officers on the force. This
resulted in community service officers being used in
only 28% of the mental health emergency calls in 1997
(Steadman et al., 2000).
Additional challenges identified in effectively implement-

ing these police-mental health coresponder programs include
differences in cultures and expectations between law enforce-
ment and mental health providers, and lack of buy-in for the
program at the system level (Winters et al., 2015). According
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to Winters et al. (2015), differences in the perception,
knowledge, or even theoretical understanding of mental
illness can cause conflict in coresponse teams regarding
the best approach to working with people experiencing a
mental health crisis. In addition, some police department
officials did not respect the expertise of the mental health
professionals or appreciate the need for the program, which
also limited use. Results of these studies suggest that collab-
oration between law enforcement and the mental health
system can be effective in helping to divert people with
mental illness from the criminal justice system, but only
when there is full support by the systems involved in the
interdisciplinary partnership, accompanied by sufficient
funding for mental health resources.

Nonpolice Response Teams

While several programs advocate for community collabora-
tion to improve policing approaches, other jurisdictions have
designed coresponder programs that significantly reduce the
involvement of law enforcement as first responders to mental
health emergency calls all together. One such program is Crisis
Assistance Helping Out On the Streets (CAHOOTS), a
collaborative program created in Eugene, Oregon in 1989.
CAHOOTS is organized by theWhite Bird Clinic, a grassroots
organization serving people with low and no income since
1969. CAHOOTS was a collaboration between Eugene Public
Safety and White Bird that focused squarely on the health of
those experiencing the mental health emergency. Triaged
by a 911 dispatch, this program sends emergency medical
technicians and mental health professionals as first respon-
ders rather than the police (Waters, 2021). In addition to
mental health emergency response, CAHOOTS team mem-
bers also assist with conflict resolution, grief and loss,

substance use disorders, housing crises, treatment referrals,
and connection to other social and transportation services
(Rafla-Yuan et al., 2021). However, CAHOOTS reserves
the right to corespond with police in the context of crime
in progress, interpersonal violence, and life-threatening
conditions.
Similar to CAHOOTS, Behavioral Health Emergency

Assistance Response Division (B-HEARD) pairs Fire Depart-
ment of the City of New York (FDNY) emergency medical
technicianswithmental health professionals fromNYCHealth
+ Hospitals to respond to mental health emergencies (New
York City Health+Hospitals, New York City Mayor’s Office
of Community Mental Health, New York City Health, &
New York Police Department, 2021). Unlike CAHOOTS,
B-HEARD is fairly new. Dispatched through 911, its pilot
program covering Northern Manhattan launched on June 6,
2021. In its first month, B-HEARD responded to 107 calls,
25% of those needing assistance were served at the site of call,
while 20% were transferred to community-based care sites
and 50% of people were transported to the hospital for care.
This contrasts with the traditional model, where all 82% of
people who accepted medical assistance were transported to
the hospital (B-HEARD, 2021). Data are not available
regarding the number of B-HEARD calls that ultimately
resulted in arrest. However, the New York City Police
Department (NYPD) requested assistance from B-HEARD
twice as often as B-HEARD requested NYPD assistance
(B-HEARD, 2021). Though B-HEARD hours are limited
to just 16 hr per day, preliminary results are promising. The
Anti-Police Terror Project (APTP) is a multiracial coalition
to build a fair and sustainable mental health-focused public
safety model that can uproot police violence in minority
communities. Based on their pilot program Mental Health
First (MH First), mental health workers are assigned to
address nonviolent emergency calls, instead of law enforce-
ment, to provide de-escalation assistance, mobile peer support,
and nonpunitive and life-affirming interventions (Anti-Police
Terror Project [APTP], 2020). Limited during the pandemic
to phone support only, MH First responds to a variety of
emergencies, including psychiatric emergencies, substance
use support, and domestic violence. MH First uses transfor-
mative justice principles that are supported through peer
response to mental health emergencies. In addition, MH
First’s treatment philosophy is grounded in an appreciation
for the impact of societal inequities on health and an
awareness that structural factors such as racism, capitalism,
and colonialism must be addressed to appropriately respond
to mental health emergencies (MH First Oakland, n.d.).
Unlike CAHOOTS and B-HEARD, MH First uses a

dispatching system independent of municipal 911 systems.
The MH First initiative has been operating in Sacramento
since January 2020 and Oakland is the second city to provide
this service. APTP has also developed comprehensive train-
ing guides providing practical on-the-ground tools like first
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aid, step-by-step instructions for before, during, and after
arriving on a scene of police brutality, tips for trauma-
informed interviewing, and a form for witness reports (APTP,
2020). In addition, they connect individuals and families
impacted by incidents of police violence and brutality with
resources to help with legal referrals, and education on
historical background, case studies, and legal rights. Given
the grassroots nature of these efforts, little data are currently
available for MH First outcomes.
While the studies reviewed provide some indication of

promising outcomes, most of the studies were descriptive in
nature making it difficult to evaluate the efficacy of the model
or the programs. However, some challenges in program
implementation were noted. For instance, nonpolice response
teams may function under the principles of mutual aid, like
that ofMHFirst. This means that funding is likely to be limited
and may rely solely on the goodwill of the community. This
would represent a net savings for the criminal justice system by
offsetting current funding for police responders to mental
health crisis, but it also presents a secondary problem. As
with the move to deinstitutionalization, the decentralization of
this kind of mental health response could represent a diffusion
of funding. However, according to Waters (2021), improved
patient outcomes as a result of CAHOOTS-styled programs
such as B-HEARD have prompted the Biden administration to
include $15 million in its budget plan to provide grants to
support the development of similar mobile crisis programs
across the country.
Some parties may object to police abstention from mental

health emergency response calls, which may be a function of
the stigma and fear associated with mental illness. However,
delinking crisis response to mental health from the legal
system may actually ameliorate this fear, as those experienc-
ing mental health emergencies would receive their first

response from professionals that have the appropriate training
to effectively treat them, improving health outcomes for this
population, and ultimately helping to reduce the association
between mental illness and criminality. This would also rein-
force the fact that mental health is part of overall health and
well-being, rather than something discrete and unconnected.

Comprehensive Mental Health Emergency Programs

A holistic view of the person is the premise that undergirds
many comprehensive mental health emergency programs.
Two innovative comprehensive-care, crisis-response pro-
grams emerged in the review. Both attempt to treat the whole
person, rather than just the symptoms that surface during the
mental health emergency. The Comprehensive Psychiatric
Emergency Program (CPEP) was developed in New York’s
Bellevue Hospital to address the overuse of emergency
rooms (ERs) for mental health care and to reduce the
dependence on admissions to inpatient psychiatric facilities
as a response to mental health emergencies. In order to
achieve the latter, the program works to connect people
who are experiencing a mental health emergency to commu-
nity mental health services that are appropriate to their needs
(Simakhodskaya et al., 2009). According to Simakhodskaya
et al. (2009), CPEP consists of a psychiatric emergency
service, an extended observation unit, a mobile crisis unit,
an interim crisis clinic, and a crisis residence. The goal of this
comprehensive system of care is to wraparound the person
experiencing the mental health emergency in an effort to
provide less fragmented, and more consistent holistic care.
To that end, CPEP employs an interdisciplinary team of
psychiatrists, psychologists, social workers, substance abuse
counselors, and nurses in an effort to address the full biop-
sychosocial needs of the person in crisis.
Because CPEP is situated within the Bellevue ER, those

experiencing a mental health emergency have two entry
points into the program, a referral to CPEP from the ER
or a referral through the mobile crisis unit. If referred from the
ER, people experiencing an emergency can be assessed and
treated in the emergency services unit and released with an
outpatient follow-up referral to the interim crisis clinic. If the
mental health issue cannot be resolved in that one visit, they
can be admitted to the inpatient unit/crisis residence or to
the extended observation unit. The extended observation
unit provides the treatment team up to 72 hr to monitor
the behavior of the person experiencing the emergency and
develop an appropriate treatment plan (Simakhodskaya et
al., 2009).
Others who are experiencing a mental health emergency

may be referred to the mobile crisis unit first, which provides
mental health services directly in the community. Staffed by a
psychiatrist, social worker, and a nurse, the team travels to the
home to meet with the person experiencing the emergency,
along with their family and/or roommates. There the team
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conducts an assessment, implements crisis interventions,
and provides psychoeducation about the illness and appro-
priate mental health resources the family can access in the
community. If indicated, the team may also make a referral
to the crisis residence, the extended observation unit, or the
interim crisis clinic, which is an outpatient treatment clinic
staffed by a psychiatrist, a psychologist, and psychology/
psychiatry trainees. In the interim crisis clinic, the treatment
team works to resolve the immediate crisis, while also
seeking improvement in the person’s coping skills. Once

referred to the other crisis units, the mobile crisis team
maintains contact and works to improve compliance with
outpatient treatment, by providing transportation to the hospi-
tal and/or interim crisis clinic appointments, and by making
home visits if an interim crisis client misses an appointment
(Simakhodskaya et al., 2009).
According to Simakhodskaya et al. (2009), coordination of

care among all of the units helps to improve communication
among the treating professionals, which contributes to more
accurate diagnoses, helps to expand treatment compliance, and
increases clients’ engagement with outpatient care. This system
also addresses a challenge identified by some of the other
emergency response programs explored in this review—the
limited availability (other than overcrowded ERs) of treat-
ment facilities that can provide immediate care to a person
who is experiencing amental health emergency. Despite these
promising components, the study also noted a major chal-
lenge, namely that people who were dealing with substance
abuse, homelessness, and other structural barriers contin-
ued to struggle with noncompliance and limited treatment
engagement, regardless of the program’s intense outreach
efforts.
Baltimore Crisis Response, Inc. (BCRI) is another com-

prehensive program designed to address mental health emer-
gencies in the community, but unlike CPEP there seems to be
a more intentional focus on the impact of structural inequities
on health. Using a model of community mental health
services proposed by Krupinski (1995), BCRI uses a 24-hr
crisis hotline, a mobile treatment team, and a residential care
unit to provide mental health emergency response to residents
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Table 1
Keyword Searches by Databases

Database Keywords searched Number of articles found

Academic Search Complete Police, law enforcement, mental health, mental illness, crisis
intervention, police intervention, police social work

349

APA PsycARTICLES Police, law enforcement, police personnel, mental health, mental
disorders, mental illness, crisis intervention, police intervention
police social work, crisis intervention, crisis intervention services

347

APA PsycINFO Police, law enforcement, police personnel, mental health, mental
disorders, mental illness, crisis intervention, police intervention
police social work, crisis intervention, crisis intervention services

175

CINAHL Police, law enforcement, mental health, mental disorders, mental
illness, crisis intervention, police intervention

25

Cochrane Library Law Enforcement, police, crisis intervention 4
Criminal Justice Database (ProQuest) Police, law enforcement, mental health, mental disorders, mental

illness, crisis intervention, police intervention, police social work
113

Social Science Database (ProQuest) Police, law enforcement, mental health, mental disorders, mental
illness, crisis intervention, police intervention, police social work

125

Proquest Research Library Police, law enforcement, mental health, mental disorders, crisis
intervention

54

Psychology & Behavioral Sciences Collection Police, law enforcement, mental health, mental disorders, mental
illness, crisis intervention, police intervention, police social work,
crisis intervention (mental health services)

106

Psychology Database Police, law enforcement, mental health, mental disorders, mental
illness, crisis intervention, police intervention, police social work

138

PubMed Police, law enforcement, mental health, mental disorders, crisis
intervention

101

Web of Science Police, law enforcement, mental health, mental disorders, crisis
intervention

54

PUBLIC SAFETY REDEFINED 235



of Baltimore, Maryland (Cornelius et al., 2003). In addition,
BCRI’s attention to the significance of structural inequities is
at the forefront when they consider appropriate service deliv-
ery. For instance, BCRI staff, which are two-thirds African
American, closely reflect the demographics of those seeking
treatment, sending an implicit message that aspects of the lived
experiences for those who are served are represented in the
staff and will be appreciated. In addition, every staff member
regardless of previous training or background, receives 40 hr
of training on the BCRI model, which includes a 3-hr course
that examines the impact of racism on mental health and
access to care. The course also explores intersectionality
and the nuanced relationship between socioeconomic status
and race/ethnicity to help the staff understand how this
intersection may manifest in their interactions with the
people they serve (Cornelius et al., 2003).
Similar to CPEP, BCRI utilizes an interdisciplinary treat-

ment team, which includes physicians, nurses, master’s level
mental health counselors with social work and psychology
backgrounds, and program aids. Consistency and continuity of
care are paramount in this model. Each of the units is staffed

with counselors, who have the training to not only identify
mental health issues but provide some level of treatment or
intervention. For instance, BCRI mental health counselors
perform multiple roles ranging from therapeutic group facili-
tator to case manager. Similarly, the 24-hr hotline is staffed
with counselors who are able to screen the calls for appropriate
referral, as well as provide telephone support for those who
need immediate assistance before referral. The mobile crisis
team, which is staffed by a master’s level counselor, a nurse,
and a physician, provides follow-up to referrals by phone or
through home visits. At the point of contact, the team will
conduct a comprehensive clinical assessment, provide sup-
portive assistance in the moment to help stabilize the person,
connect that person to community-based outpatient services,
or make a referral as necessary to the BCRI residential care
unit (Cornelius et al., 2003).
BCRI also attempts to reduce the risk of fragmented care by

having the mobile crisis team provide a wraparound experi-
ence for those served in the program. In addition to providing
emergency response services in the home, the mobile crisis
team follows those clients admitted into the residential care
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Figure 1
Study Selection and Exclusion Flowchart

Records identified through multiple databases 
searching (n = 1174)

Total studies reviewed as relevant to broad scope 
(n=190)

Studies eligible after restricted focus (n= 168)

Studies eligible for full review after abstract review (n= 
101)

Exploratory or experimental studies (n= 6)

Models of care included (n= 12)

Review and discussion papers (n=11)

Studies excluded due to irrelevance and 
duplication (n= 984)

Studies excluded (criteria of international, inclusion 
of children, focus on first responder mental health 
& prior to 2000) (n= 22)

Studies excluded after abstract review (n= 67)

Studies excluded after narrow scoping (n= 83)

Studies eligible under narrow scope: focusing on mental 
health emergency response programs that center the 
community and/or the mental health system (n= 17)
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unit every day for therapeutic group meetings. Although
the theme of the groups changes based on the needs of the
population served, Cornelius et al. (2003) report that the
most common group topics focus on coping with commu-
nity and interpersonal violence, dealing with substance
abuse triggers, and processing the loss of a loved one due
to HIV, violence, or intergenerational substance abuse. Again,
the teamworks to ensure that their treatments are attentive to
the sociocultural and structural context of the population
served.

Discussion

The review identified three emergency mental health
response models that provide viable alternatives to the tradi-
tional police response, (a) police-mental health coresponder
models, (b) nonpolice response teams, and (c) comprehensive
mental health emergency care programs. Although most of
the studies were descriptive in nature, there were several
points identified in the articles that are worth highlighting.
First, diminishing mental health care resources and an unco-
ordinated system of care in the United States result in
many people who experience mental health emergencies
receiving inadequate, fragmented care, if they receive care
at all. Unfortunately, these structural barriers limit the effec-
tive implementation of many emergency response pro-
grams intended to address this population. For instance,
several of the reviews of police-mental health coresponder
programs pointed to stretched resources as a significant
challenge to implementation success. Specifically,
Steadman et al. (2000) and Winters et al. (2015) described
programs in which an insufficient amount of specially
trained personnel and a limited number of available mental
health treatment facilities led many police officers to decide
against using the services of these coresponder teams, despite
promising police outcomes when they were employed. In
addition, a lack of system buy-in, and challenges creating
a shared vision of care between law enforcement and mental
health further reduced their use in the community.
While interdisciplinary coordination seemed less of a

challenge for the nonpolice response teams, limited funding
was an issue. Many of the nonpolice response programs
reviewed relied on donations and community support for
funding, significantly limiting their hours and mode of
operation. However, statistics that outline the high number
of fatal police interactions with people suffering a mental
health emergency would suggest that completely decou-
pling mental health crisis response from police involvement
could save lives (Rafla-Yuan et al., 2021). The programs
reviewed (i.e., CAHOOTS, B-HEARD, and MH First)
showed promise in their ability to (a) provide immediate
calming support to help stabilize the client during the
emergency, (b) reduce involuntary hospitalizations over
traditional police response, and (c) serve as a bridge
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between the health care system and the community, which
helped to improve continuity of care (Waters, 2021).
Improved continuity and consistency of care was a sig-

nificant strength of the two comprehensive mental health
emergency care programs reviewed. Using a framework of
integrated care, both CPEP and BCRI attended to the
comprehensive needs of the populations they served, instead
of focusing exclusively on the symptoms that emerged during
the emergency (Cornelius et al., 2003; Simakhodskaya et al.,
2009). Distinctive characteristics that both programs shared
was a flexible wraparound model, which allowed for health
care services to be delivered in the community, and the
interdisciplinary teams used ensured that treatment plans
developed could address the multifaceted needs of those
who were experiencing a mental health emergency.
A distinguishing factor of BCRI was its intentional focus on

societal inequities and structural barriers to care. Attending
to these determinants of health have been shown to have a
powerful influence over treatment success and certainly,
any program designed to address the mental health needs of
marginalized or minoritized communities will need to also
include this focus in staff training and treatment delivery.

Limitations of the Review

Although several databases were used in the initial search,
it is important to remember that articles that did not appear in
the 11 databases selected may not have been included in the
review. Although we did review the references of some of the
articles that emerged in the search, this process likely did not
identify sufficient grey literature that may have also been
relevant, thus, our results may be subject to publication bias
(Franco et al., 2014). In addition, we limited our search to
studies published in the United States after 2000. Therefore,
international studies that did not include a U.S. sample were
excluded and evidence provided in those studies was not
considered in this review.

Conclusion and Recommendations

Due to the dynamic nature of policing and mental health
crisis intervention, the evidence base for critical interventions
and recommendations is still evolving. However, the literature
that does exist provides a promising direction for our future
efforts. Findings of this review indicate that the current system
in this country in which we defer emergency mental health
response to police officers has proven to be sorely inade-
quate at best, and often dangerous at its worst. In our review
of three emergency response models that highlight alter-
natives to traditional police responses, we offer a different
approach and join our psychiatry colleagues (Rafla-Yuan
et al., 2021) in calling to shift the responsibility for emer-
gency mental health response from police to therapeutic
mobile response teams. We think it is time for psychologists
and other mental health care providers to revisit the promise

outlined in the community mental health movement and
commit to meeting the needs of the populations that we
serve in their home communities. This recommendation is
grounded in the literature and our obligation as health care
providers to reduce the trauma imposed on the people we
accompany in care.
Navigating a complex and fragmented health care system to

locate appropriate care is challenging under the best of cir-
cumstances, and the widening health inequities experienced by
communities of color and other marginalized populations
highlight the harm posed by this challenge. Fortunately, it
appears that our federal government is beginning to con-
sider a different system. In their guidelines for best practices
in behavioral health crisis care, the Substance Abuse and
Mental Health Services Administration recommended that
emergency response models use licensed clinicians dis-
patched by a call center staffed with trained professionals
that can effectively screen for mental health issues and link
callers to appropriate services (Rafla-Yuan et al., 2021).
Accordingly, a recent federal mandate established provi-
sions for a nationwide 988 mental health crisis assistance
hotline that should launch in fall 2022. Further, the Biden
administration included $15 million in its budget plan to
provide grants to support the development of mobile crisis
programs staffed by clinicians (Rafla-Yuan et al., 2021).
Mental health crises do not occur in a vacuum; therefore,

the provision of mental health services should not either. As
health care providers, it is time for psychologists to recon-
sider our responsibility to care for marginalized populations
and embrace the transformative role that we can play as
mental health experts in improving the health outcomes of
those in crisis, where and when they occur. The literature
reviewed points to the need for the development of more
crisis response models that can provide comprehensive,
wraparound services to support people who are experiencing
mental health emergencies in the community, reducing the
risk of treatment gaps, and helping to improve continuity of
care. The time to reimagine psychologists’ role in mental
health emergency response is now, and programs like MH
First, CPEP, and BCRI offer a vision of what is possible.
What if, a person experiencing a mental health emergency

could call a 24-hr crisis line and connect to staff that are
trained to effectively identify mental health issues and dis-
patch an appropriate treatment response? What if, instead of
police responding to mental health crises they are unprepared
to de-escalate, and those in need spending weeks on the
waiting list to receive care, psychologists and other health
professionals were first responders for mental health emer-
gencies? What if, the responders arriving on the scene were
members of an integrated health team prepared to assess and
address the holistic needs (mental, physical, and structural)
of the person experiencing the emergency? What if that
team was linked to a comprehensive system of care and a
network of community-based services?
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Integrated health care can serve as a key component to
these innovative response models because they include an
interdisciplinary team of health professionals (e.g., physi-
cian, nurse, psychologist, social worker, substance abuse
counselor) that can provide a holistic view of the person
through different disciplinary lenses. This often leads to
improved access, delivery, and quality of health care. In
addition, integrated care teams have shown promise in
programs like CPEP and BCRI in adequately addressing
the needs of those experiencing a mental health emergency.
These integrated care teams, which are characterized by a
high degree of collaboration and communication, are most
successful when they elicit and attend to all the relevant
voices in the community of those who are being served,
resulting in a person-centered approach that fully engages
those seeking service, their family members, and their
community. That intentional focus on incorporating the
community voice can help to empower the family to play
an active role in treatment. In addition, the use of this approach
can help to ensure that a culturally and linguistically respon-
sive treatment plan is developed, crucial to ensuring that we
meet the diverse needs of the communities we serve.
The perspective of interdisciplinary health care teams can

also guide important policy reforms at the local, state, and
federal levels, recognizing the critical role legislation and
budget provisions will play in creating and sustaining these
integrated care teams. Additionally, the interdisciplinary
health care team is in a position to advocate for and work
toward destigmatizing mental illness as part of holistic care,
which ultimately may help to decriminalize mental illness
and minimize the violence endured by those in a mental
health crisis.
Finally, additional research is needed to explore the chal-

lenges and benefits of these emergency response programs.
Studies will need to move beyond model description to
provide exploratory and experimental investigations that
can articulate the financial resources needed to sustain the
programs, as well as provide the community voice in the
outcome analysis. Findings from these evaluations will help to
inform the development of a comprehensive, holistic approach
to crisis intervention that centers the community, attends to
structural inequities, and meets the specific needs of all served.
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