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Executive Summary

Police calls for service involving persons with mental illness (PWMI) are common in British
Columbia, often involving repeat contacts with the criminal justice system. While Crisis
Intervention Training is widely used, co-responder models that pair police officers with mental
health professionals, have also been implemented. These models aim to reduce harm, stabilize
individuals, and preventing future crises. This project reviewed mental health crisis co-response
models with the goal to identify best practices for establishing and implementing these models to
maximize service delivery and minimize harm. The project analyzed trends in mental health crisis
co-response units in British Columbia using quantitative data from a sample of RCMP detachments
and conducted qualitative interviews with co-response team members. The quantitative data
focused on calls for service involving individuals with mental illness in 2024, while the qualitative
interviews explored the teams’ mandates, resources, operations, and challenges. A literature review
of co-response approaches from Canada, the US, and other jurisdictions provided context and
identified best practices.

Based on the literature review, effective co-response models for mental health crises require
careful consideration in the areas of information sharing, team composition, and training. The
literature highlighted concerns about stigma, legal repercussions, and employment opportunities as
necessitating client-centered approaches and that co-response models required clear information
sharing agreements between police and health authorities. Comprehensive training, including
standardized mental health training for police officers, was crucial for consistent and effective crisis
intervention and needed to include training in crisis intervention, mental health, and de-escalation.
The literature stressed that training should be cross-sectoral, involving police and mental health
professionals, and tailored to address the unique needs of different populations, including youth,
seniors, neurodiverse individuals, and those from diverse cultural backgrounds. Additionally, a
paradigm shift towards a trauma-informed approach, proactive community engagement, and
service integration were recommended to improve crisis management and reduce reliance on
emergency services.

From the quantitative analysis of RCMP data, mental health-related calls for service data from eight
RCMP detachments in 2024 indicated that approximately 5% to 6% of all calls for service were
mental health-related. Based on the data analysis, mental health-related calls for service in British
Columbia were highest in the Lower Mainland District. Mental health-related calls for service
peaked in August across all policing districts, with a noticeable increase beginning in May and
tapering off in the fall. Calls for service were evenly distributed throughout the week, with
weekdays consistently showing higher call volumes than weekends. Thursdays had the highest call
volume, followed by Tuesday, Wednesday, and Friday. Mental health-related calls for service
peaked in the afternoon, with the highest frequency between 13:00 and 16:00. Calls for service
were lowest during early morning and overnight hours.

In 2024, 15.9% of mental health-related calls for service across the eight RCMP detachments
involved a co-response team, with a range of 6.3% to 26.6% depending on the detachment. The
Lower Mainland and Southeast Districts contributed the most mental health-related calls for
service involving a co-response team. Mental health-related calls for service involving co-response



teams peaked in the summer months, particularly August, and were lowest in January and
February. This seasonal trend underscored the need for increased resources and collaboration with
mental health partners during the summer. Mental health-related calls for service involving co-
response teams were evenly distributed throughout the week, with weekdays consistently showing
higher call volumes than weekends and peaked in the early afternoon (13:00-16:00), with the
highest frequency occurring between 13:00 and 16:00. Call volumes were lowest during early
morning and overnight hours.

Most incidents were non-criminal involving crisis or welfare checks. Violent crimes, property
crimes, and drug offenses were extremely rare. The data demonstrated that co-response teams
were deployed strategically, focusing on situations requiring de-escalation and mental health
expertise rather than immediate high-intensity law enforcement response. This approach reduces
reliance on enforcement and enhances outcomes for individuals in crisis. While criminal matters
were present, they represented a small portion of these calls, highlighting the need for police-
mental health collaboration.

The report analyzed time spent on scene by frontline police officers and co-response teams for
mental health-related calls. While co-response teams spent slightly longer on average, the
difference was minimal. The analysis also revealed that most mental health-related calls occurred
in residential settings, with co-response teams more frequently responding to vulnerable
population settings. The data analyses also revealed that while co-response teams were expected to
reduce apprehensions under the Mental Health Act, they often engaged with clients after
apprehension. Most mental health-related calls for service were resolved without criminal charges,
with a significant portion categorized as information files or requiring documentation but no
further action. The co-response model appeared to reduce enforcement outcomes and increased
assistance, highlighting the service-oriented nature of these calls and supporting the development
of co-response initiatives.

Interviews were conducted with a sample of police officers and nurses who served on co-response
teams. The police officers in the sample typically had three to seven years of policing experience,
with rotations fostering career development and operational effectiveness. However, nurses had
indefinite tenure, providing stability and continuity in patient care. Respondents indicated that co-
response teams aimed to address mental health and substance use crises in the community. Their
mandate included providing on-site assessments, offering community-based care, and collaborating
with health services to improve decision-making during crises. Additionally, they focus on
connecting individuals with resources, reducing stigma, and minimizing victimization through a
person-centered, trauma-informed approach. These teams aim to optimize resource allocation,
reduce unnecessary apprehensions, and provide specialized care, addressing systemic gaps in
mental health service provision. By engaging in early intervention and outreach, co-response teams
also strive to prevent crises and reduce involuntary hospitalizations.

According to participants, co-response teams prioritize mental health expertise and
interdisciplinary collaboration, with officers providing security and nurses conducting assessments
and liaising with healthcare providers. While the programs are generally successful, challenges
such as limited resources, scheduling constraints, and the need for consistent coverage persist.



Co-response programs rely on a mix of full-time, part-time, and casual nurses to provide mental
health services, but staffing gaps are a concern. While overtime helps maintain coverage, this
solution was not considered sustainable. Addressing foundational challenges like funding, staffing,
and backfill mechanisms was seen as crucial for the long-term success of these programs.

According to interview participants, police officers and nurses are selected for co-response teams
based on qualifications, experience, and a demonstrated interest in mental health work. While
police selection mirrors standard procedures, nurse selection faces challenges due to seniority-
based policies and a preference for registered nurses with psychiatric training. It was felt that
successful co-response teams combine experienced police officers with nurses possessing
psychiatric and medical expertise, providing a comprehensive approach to mental health crises.

Training for co-response team members was reported to be inconsistent and lacked
standardization. While some co-response team members received foundational training, others
relied on on-the-job learning, resulting in knowledge gaps and safety concerns. Respondents
emphasized the need for specialized, role-specific training that addressed mental health conditions,
legal frameworks, and interdisciplinary collaboration to improve effectiveness and safety. While
team members were generally reported to be competent by respondents, gaps existed in training,
particularly for nurses in crisis response and for police officers in mental health. Addressing these
gaps through standardized onboarding, ongoing training, and improved interdisciplinary
collaboration was reported to be critical to the effectiveness and safety of co-response teams.

Co-response teams generally serve as secondary responders to mental health-related calls for
service, prioritizing situations where their expertise can contribute to de-escalation and client well-
being. Despite variability in call volume, co-response teams remain consistently busy, engaging in
follow-ups, fielding calls, and performing various support activities. Respondents reported that
calls for service were generally skewed towards downtown areas with high concentrations of
vulnerable individuals, including those experiencing homelessness, unemployment, poverty, mental
health, and addiction issues. While there was inconsistency in the demographics of individuals
interacted with, most were vulnerable, suffering from addictions, and previously known to police. A
significant number posed a potential safety risk, with some teams reporting an over-representation
of youth, minorities, Indigenous people, seniors, and men.

Respondents felt that co-response teams enhanced client care by sharing mental health
information, building trust, and fostering collaboration with stakeholders. However, challenges
included limited hospital resources, staffing shortages, and inconsistent hospital procedures.
Respondents defined success as positively impacting client well-being, particularly by guiding
individuals with mental health issues from crisis to appropriate care. They expressed a desire for
more outreach, follow-ups, and resources. Concerns were raised about the volume of inappropriate
calls, the value of responding to Form 21 calls, and excessive wait times at hospitals.

The co-response model relies heavily on informal partnerships, with the MOU between the police
agency and health authority being the only formal agreement. While some respondents believed
more formal agreements would strengthen partnerships, others argued that the current informal
structure was sufficient. Areas for potential formal partnerships included local hospitals, crisis
teams, addiction services, shelters, and food banks to improve coordination and address barriers to
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care. Respondents emphasized the importance of expanding partnerships with mental health
services, forensic units, and probation services to improve service coordination and outcomes for
individuals with complex needs. Additionally, respondents identified gaps in services for
individuals not meeting the threshold for apprehension under the Mental Health Act, particularly
regarding housing instability and addiction support.

Respondents stated that systemic barriers prevented individuals, especially those unhoused or
struggling with mental health and addiction, from accessing necessary resources. These barriers
included limited shelter and detox availability, restrictive requirements, transportation difficulties,
and limited mental health and addiction treatment options outside of business hours. Additionally,
personal barriers, such as lack of awareness, fear of judgment, and past negative experiences with
service providers, further hindered access to support. Respondents highlighted the need for
increased access to psychiatrists, specialized care for vulnerable populations, and long-term care
beds for individuals with severe mental illness and substance use disorders. Additionally, the
shortage of detox beds and the lack of integrated addiction treatment facilities were seen as
barriers to recovery, while the housing crisis exacerbated the challenges faced by individuals with
mental health and substance use issues.

Respondents felt that co-response teams were highly effective in addressing mental health crises,
outperforming traditional policing methods. Their success was attributed to the nuanced, medically
informed approach that reduced the likelihood of force being used during the call for service.
However, challenges included limited availability, inadequate follow-up, and concerns about
appropriate service referrals and the ethical dilemma of forcible apprehension versus community
safety.

This report highlights the benefits and challenges of co-response mental health crisis teams,
focusing on key recommendations related to process, procedures, policies, and outcomes. To
enhance co-response team effectiveness, police agencies should extend officer tenure, develop clear
selection criteria, and establish formal backfill mechanisms. Consistent staffing is crucial for
maintaining program reliability and public trust, requiring proactive measures like cross-training
and wellness programs. Securing sustainable funding and policy support through advocacy and
data-driven decision-making is also essential for long-term success.

Expanding the recruitment pipeline for co-response teams is important and should involve
integrating diverse professionals, including social workers and psychiatrists. Innovative
recruitment strategies, data-driven insights, and optimized staffing models will contribute to the
success of co-response teams in providing high-quality mental health crisis intervention. Moreover,
re-evaluating uniform design and vehicle markings for co-response teams can enhance
approachability and reduce systemic barriers. Balancing visibility of authority markers with client
needs and community expectations is crucial, as is considering cultural and social contexts. While
distinct visual markers are recommended for identification and team identity, flexibility in attire
can improve comfort and adaptability in diverse scenarios.

Ongoing training is essential for co-response teams, with a focus on practical, scenario-based
training for both police officers and nurses. This training should cover mental health conditions,
crisis intervention, and legal considerations. Additional training techniques, such as virtual reality
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and role-playing, should also be incorporated to prepare team members for real-world scenarios.
Training for co-response teams should involve both police officers and nurses to foster
collaboration and improve crisis response. This includes joint training sessions, team-building
exercises, and education on the mental health system. Regular refresher courses, simulations, and
role-playing exercises are also recommended to ensure team members are prepared for real-world
scenarios.

Police leadership should prioritize adequate staffing levels and flexible deployment models for co-
response teams, particularly during peak demand periods. Staffing should be calibrated to meet
elevated weekday demand while maintaining adequate weekend coverage. Additionally, assessing
the feasibility of assigning dedicated police officers to hospital liaison duties could mitigate
pressure on frontline officers and better align capacity with community needs.

Clearer mandates and resource allocation are needed for structured follow-up with individuals with
mental illness after a call for service. Formal expectations, dedicated staff, and comprehensive
documentation practices are recommended to improve follow-up, reduce crisis recurrence, and
expand proactive outreach models. Moreover, policing agencies should prioritize officer wellness
and psychological support due to the emotional toll of high-risk mental health calls. This includes
regular debriefings, counseling services, workload assessments, peer support networks, and
structured rest periods.

Co-response teams should conduct environmental scans to identify areas where formal agreements
(are lacking and expand these agreements to include key partners like shelters, outreach teams, and
addiction services. This will improve service coordination and allow for innovative solutions to
improve client outcomes. Additionally, co-response teams should consider developing a limited
partnership model, establishing referral pathways, and creating meaningful partnerships with
stakeholders to expand community safety programs and improve crisis intervention.

Increasing the number of nurses on mental health crisis teams and expanding co-response teams
could alleviate barriers to care for clients. Additionally, more detox and recovery beds, as well as
urgent psychiatric care centers, are recommended to address the needs of individuals in crisis.
Police agencies with co-response teams should consider establishing advisory committees that
include individuals with lived experiences. These committees can provide valuable input on team
structure, mandate, and operation, addressing concerns of those who may feel victimized by
previous interactions with police or health authorities.

In conclusion, a fully optimized co-response team approach would include appropriate levels of
staffing to address the particular needs of the jurisdiction, comprehensive training, and multi-
disciplinary teams. Expanding existing teams, increasing availability during peak times, and
establishing teams in more policing agencies are recommended to enhance existing practices and
operational efficiency.
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Introduction

Police calls for service involving persons with mental illness (PWMI) is a common occurrence in
many communities in British Columbia, as it is elsewhere in North America (Charette, Crocker, &
Billette, 2014; Livingston, 2016). Often, a large proportion of these calls involve PWMI who have
repeat contacts with the criminal justice system, with some having very short intervals between
their police contacts (Akins, Burkhardt, & Lanfear, 2016). Calls involving a PWMI can result in a
significant commitment of the responding officer’s time, as they may require the involvement of
additional resources or services, such as a psychiatric assessment in a hospital (Charette et al.,
2014; Livingston, 2016). These calls can result in instances of conflict and use of force between the
officer(s) and PWMI (Johnson, 2011; Kesic, Thomas, & Ogloff, 2013). These outcomes have driven
many police agencies across North America to deliver Crisis Intervention Training to frontline
officers to enhance their ability to effectively respond to PWMI. However, several other innovative
approaches involving co-responder models have also been implemented, including co-responder
mobile response units, more commonly known as police mental health cars (Shapiro et al,, 2015).
Mental health crisis co-response models that pair a police officer with a mental health professional
have, in a limited fashion, been deployed in urban British Columbia for four decades. These units
can provide immediate response to mental health crisis situations and a follow-up response after a
person in crisis has interacted with frontline police officers and hospital staff. The current capacity
of co-response models across the province is such that, even in jurisdictions where they are
deployed, mental health crisis situations are commonly dealt with by frontline police officers
without a mental health professional on scene.

Provincially, there is variability in the models themselves, with some units having a primary
response role to an individual in crisis and other units focusing on a follow-up response to
individuals who, because of mental illness, have frequent negative interactions with the public and
the police, which is contributing to many police calls for service. The co-response follow-up model
engages with health care, housing, and social service providers with the goal of stabilizing the
individual to the point where they are not having frequent negative interactions with police.

Co-response models generally have two broad objectives; the first is to reduce the likelihood of an
individual in a mental health crisis harming themselves or others or being harmed by the police,
and the second is to stabilize the individual to the point where they are not the subject of multiple
police complaints. While focusing on the first objective reduces the likelihood of someone being
harmed, a focus on mental health stabilization prevents a future crisis and a reduction of these
types of calls for service to the police. However, in British Columbia, the limited deployment of co-
response models has meant that most of these types of units spend most of their time working
towards stabilization and the prevention of future mental health crises.

Objectives of the Project

Challenges exist in evaluating the effectiveness of mental health crisis co-response models because
of its limited implementation in British Columbia, variability in the models and their capacity, lack
of standardization in the programs or in their objectives, a lack of rigorous evaluation against
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alternative responses, and access to data to determine whether outcomes for individuals suffering
from a mental health crisis are stabilized more effectively when compared to traditional police
approaches. Given this, the current project was designed to review and assess contemporary
practices, methods, models, and philosophies pertaining to mental health co-response models. As
such, the purpose of this project was to produce an accurate and current picture of the experience
and perspective of individuals who have interacted with a co-response unit. A key objective of this
project was to produce recommendations designed to maximize appropriate service delivery and
minimize harm.

Although the focus of this project was on British Columbia and Canada, as part of this project, the
researchers reviewed and assessed approaches from other relevant jurisdictions, including the
United States, Europe, and Australia. This report outlines the variation in response models,
including structure, staffing and deployment policy, with the objective of identifying outcomes,
subject experiences, and best practices for establishing, staffing, implementing, resourcing, and
integrating mental health crisis co-response units in police agencies in British Columbia. The results
of this project are designed as a best practice guide that can be used by police agencies in British
Columbia and across Canada.

Project Methodology

The objectives of this project were achieved through a combination of quantitative and qualitative
data. Analyses were conducted on anonymized PRIME data provided by RCMP ‘E’ Division
Operations Strategy Branch for both RCMP detachments and municipal police departments, and
through qualitative interviews.

QUANTITATIVE DATA ANALYSIS

To review the trends in mental health crisis co-response units, the authors of this report obtained a
dataset with calls for service involving persons with mental illness for 2024 in a sample of RCMP
police jurisdictions with mental health crisis co-response units in British Columbia from RCMP 0SB
‘E’ Division. The sample was selected to correspond with the policing agencies that were identified
by members of the Policing and Security Branch of the Ministry of Public Safety and Solicitor
General as being suitable for this project and that subsequently agreed to have their co-response
team members and nurses participate in interviews. Of note, only RCMP detachment data was
provided as permission was not provided in time by the municipal departments that participated in
interviews to be included in the data analysis. Moreover, while multiple years of data was
requested, RCMP OSB ‘E’ Division informed the authors of this report that they could only be
confident in the data from 2024 as there were human resources challenges associated with
verifying whether a co-response team was attached to a file for the years prior to 2024. Finally, the
database included not just founded occurrences, but also unfounded records, assistance records,
information records, and prevention records.
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QUALITATIVE INTERVIEWS

The qualitative aspect of this project involved interviews with members who had or were serving in
mental health crisis co-response units in British Columbia. The sample represented participation
from mental health crisis co-response units in operation in British Columbia that were identified by
members of the Policing and Security Branch of the Ministry of Public Safety and Solicitor General
as being suitable for this project based on providing a degree of variability on the amount of time a
co-response model was in operation, as well as urban vs. rural, and large compared to small
policing agencies. The interviews provided qualitative information about the units’ mandate,
physical, human, and technological resources, training and staffing, operations, partnerships, and
strengths and challenges associated with mental health crisis co-response units. Interviews also
addressed the nature and volume of calls for service, outcomes, participant experiences, and best
practices. The interviews were conducted with both police officers and the mental health
professionals involved in mental health crisis co-response units.

All interviews were conducted by the principal investigators. Interviews were conducted either by
phone or via online video conferencing. These interviews allowed participants to talk about their
experiences in their own words. This aided in establishing the effectiveness and impact of co-
response models as it assists in accounting for the work and outcomes of the models in action.

The ethics for the research project, including the interview schedule and project methodology, were
reviewed by the University of the Fraser Valley’s Human Research Ethics Board prior to any data
being collected. Participation in the interviews was voluntary and those willing to participate were
provided with an information sheet prior to the interview that included a detailed overview of the
purpose of the interview. Immediately before the interview began, all participants were provided
with the information sheet and asked to verbally consent to their participation in an interview.
Interviews were not recorded using video or audio recording devices and all information provided
by participants was anonymized prior to analysis.

Once the interviews were completed, all the anonymized information was amalgamated into a
Microsoft Word document and analyzed for common themes. The analyses focused on themes
emerging from the specific content provided by respondents during their interviews, in addition to
latent content illustrating any underlying themes.

LITERATURE REVIEW

Given the recent growth in police-mental health collaborations, a review of police-mental health
initiatives operating in Canada, the United States, and other commonwealth jurisdictions was
conducted, with a particular focus on those that have evaluated mental health crisis co-response
units, and the characteristics associated with their effectiveness. As clients of mental health crisis
co-response units were not direct participants of this project, the literature review also included
research that addresses the lived experiences of people who have interacted with the co-response
model in Canada, the United States, and the United Kingdom. This review identified similarities and
differences in approaches, as well any gaps in responses that might be evident. Ultimately, this
review allowed for a better understanding of how police organizations approach mental health
Crisis co-response units.
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Literature Review

ADAPTATIONS TO RESPONSES TO MENTAL HEALTH CALLS

Despite the traditional view that police are responsible, among other things, for preserving the
peace, protecting life and property, enforcing laws and apprehending criminals, the role of law
enforcement has expanded, and, increasingly, involves officers helping individuals experiencing
serious levels of personal distress or a mental health crisis (Lamanna et al., 2018; Semple et al.,
2021). Mental health calls, which generally involve behaviours that are erratic, threatening,
perceived by a citizen as dangerous, or illegal raise concerns about the safety of the person or those
around them (Iacobucci, 2014) and make up a substantial portion of police calls for service, with an
estimated one in five police interactions involving a person with a mental illness (Ghelani et al.,
2023). The increased prevalence of mental health crises, coupled with the legal authority granted to
police to detain and transport individuals with mental health needs, has transformed police officers
into de facto “street corner psychiatrists” with the responsibility of de-escalating situations
involving behavioral or mental health crises, mediating disputes, and facilitating access to
community-based services. (Bailey et al., 2022; Marcus & Stergiopoulos, 2022; Steadman et al.,
2000). Critically, poorly handled mental health situations can result in physical and emotional
injuries (Evangelista et al., 2016). What is most concerning, though, is that mental health crisis calls
are disproportionately more likely to involve police use of force (Morabito et al., 2017).

Incidents involving a person who is experiencing a mental health crisis and/or is under the
influence of a substance represent almost three-quarters of all police-involved civilian fatalities in
Canada (Deveau, 2021). The over-representation of people with mental health concerns in police-
involved deaths in Canada has led to calls for more sophisticated responses to people experiencing
a mental health crisis (Ghelani et al., 2023; Koziarski et al., 2021; McNeilly, 2017). In addition to
police officers feeling ill-equipped to respond to situations involving mental health issues,
traditional police responses to situations where people present with mental illnesses and are
deemed to be an imminent risk to harm themselves or others have been found to be inadequate,
and, sometimes, problematic (Ghelani et al., 2023; Martin & Thomas, 2015; Rossler & Terrill, 2016;
Semple et al., 2021). Furthermore, these types of calls for service are often perceived as being
unpredictable, and even dangerous to the community, the responding officer(s), and the person in
crisis (e.g., Martin & Thomas, 2015; Reuland et al., 2009). Recognizing the need to prevent the
criminalization of symptoms of mental health issues, there has been a growing interest in
developing or expanding the use of specialized teams and responses, including Crisis Intervention
Teams (CIT) and Co-Response Teams (CRT) (Ghelani et al., 2023; Koziarski et al., 2021; Ontario
Human Rights Commission, 2014). Partnering police officers with mental health professionals, co-
response models are believed to mitigate risk and reduce the potential for violence and harm in
encounters between people in crisis and police officers (Ghelani et al., 2023).

TYPES OF MENTAL HEALTH RESPONSE MODELS AND THEIR EFFECTIVENESS

Beginning in the 1980s and 1990s, communities across North America began implementing
different models for responding to calls for service involving persons with mental health issues
(PWMI). Specialized mental health response teams have been designed to provide assessment,
support, and referrals for people experiencing emotional or personal distress (Ghelani et al., 2023).
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Although the goal is always to divert mentally ill persons from the criminal justice system, resolve
calls for service safely, sensitively, and humanely, and increase access to community-based mental
health services, resources, and treatments, there have been different approaches adopted by
various communities and law enforcement agencies (Lurigio et al., 2008).

Police-Based Models

One of the main overarching models of on-scene mental health triage is the police-based model. The
most well-known police-based model is the Crisis Intervention Team (CIT). First developed in
Memphis Tennessee in 1988 in response to a police shooting incident involving a person with a
mental illness, CIT is a specialized police-based program offering a frontline mental health response
to improve the safety of all parties involved in a mental health crisis (Compton et al., 2008; Taheri,
2016). In this model, a uniformed frontline officer who is trained! in crisis management, de-
escalation, and mental health, including referral services for the mentally ill, is dispatched as either
a primary or secondary responder to all calls involving, or believed to involve, a mental health crisis
(Koziarski et al.,, 2021; Lurigio et al.,, 2008). Emphasizing multi-agency collaboration with
community-based mental health providers, advocates, and professionals in the mental service
provider network, CIT is designed to address core public safety issues, while also preventing
needless arrest and incarceration of the mentally ill (Bailey et al., 2022; Lurigio et al., 2008; Wood &
Watson, 2017). Increasingly, CITs are also focused on diverting individuals from hospital
emergency departments by addressing the needs of persons with mental health issues during the
initial police response (Wood & Watson, 2017). Offering a promising link between law enforcement
and mental health professionals, and considered a best practice model, the CIT model has rapidly
expanded across the United States (Compton et al., 2008), with estimates suggesting that over
3,000 jurisdictions have implemented CIT programs (Wood & Watson, 2017). In some areas,
statewide collaborations have resulted in large numbers of officers receiving CIT training. In Ohio,
for instance, the Akron Police Department, the Summit County Alcohol, Drug, Addiction, and Mental
Health Services Board, and the National Alliance on Mental Illness provided training to 1,831
officers in 47 of Ohio’s 88 counties (Compton et al., 2008). In addition to the United States, the CIT
model has also been adopted in Australia and the United Kingdom. Both the Mental Health
Intervention Program in Queensland and the New South Wales Mental Health Intervention Team
(MHIT) were founded on the principles of the CIT model (Marcus & Stergiopoulos, 2022).

Evaluations of the CIT model, primarily in the United States, have examined the effectiveness of the
program, particularly in relation to police use of force. While some studies have found CIT training
to be effective in reducing the likelihood that officers endorse or utilize force in situations involving
resistant or combative subjects (e.g., Compton et al,, 2011; Morabito et al., 2012), other studies

1 Typically, CIT members consist of officers who self-select to join the team or volunteers selected after a
review by a CIT coordinator or other senior officer (Compton et al., 2008). All CIT members receive 40 hours
of classroom and experiential training in diagnoses of mental disorders, treatment, de-escalation tactics,
community resources and referral options, and tactics to respectfully and safely engage with persons with
mental illness (Bailey et al., 2022; Taheri, 2016). The mental health-focused training is usually developed by,
or in conjunction with mental health professionals, and delivered by CIT-trained officers or other
professionals (e.g., social worker, psychologist, or other mental health service provider) (Fiske et al., 2021).
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found use of force did not decrease with CIT training (e.g., Taheri, 2016), or that CIT-trained officers
were actually more likely to exercise force during interactions with mental health service users
(e.g., Yang et al.,, 2018), especially with those having comorbid conditions (e.g., substance use
coupled with mental health concerns) (e.g., Morabito et al., 2017). More promising results have
been found for outcomes related to injuries, as well as officer attitudes and knowledge of mental
health and community services. Research revealed the program has significantly reduced the
number of calls for SWAT and hostage negotiation teams, as well as the number of injuries to
mentally ill individuals and police officers (e.g., Bower & Pettit, 2001; Dupont & Cochran, 2000). CIT
training has also been shown to help officers recognize the symptoms and presence of mental
illness (e.g., Ellis, 2014; Compton et al., 2014), and improved attitudes towards persons with mental
illness (e.g., Compton et al., 2006; Demir et al.,, 2009; Ellis, 2014). In their survey of patrol officers
from programs representing various approaches to responding to mental health crises, Borum and
colleagues (1999) found that Memphis CIT officers (N = 36) were more likely to feel prepared for
situations involving people with mental illnesses (100 per cent) compared to their non-CIT
counterparts in the Memphis department (65.4 per cent of 171 non-CIT officers). The CIT-trained
officers also had more positive perceptions of the mental health system and emergency rooms.
Compared to non-CIT officers, CIT officers were more likely to view the mental health system as
being helpful (40.3 per cent versus 69.4 per cent, respectively), and the emergency rooms as
effective in responding to clients’ mental health needs (49.1 per cent compared to 68.5 per cent)
(Borum et al,, 1999). The change in attitudes and knowledge associated with CIT training is
believed to lay the foundation for improving officer communication and rapport-building skills, as
well as their ability to effectively de-escalate crisis situations (Compton et al., 2008). Even though
there are some mixed results relating to the effect of CIT on arrest rates, with some research
showing no effect (e.g., Watson et al., 2010) and others finding a reduction in rates of arrest
following the implementation of CIT (e.g., Compton et al., 2008; Compton et al., 2014; Watson et al,,
2008a), the research does suggest that CIT may improve outcomes for persons with mental illness
by increasing referrals to mental health services (Compton et al., 2014; Taheri, 2016; Watson et al,,
2008a; Watson et al., 2010). In their time series case study of a CIT in Oakland County, Michigan,
Kubiak and colleagues (2017) found that crisis centre drop-off increased significantly following CIT
implementation. In this manner, CIT can be viewed as part of a broader approach to addressing and
improving the relationship between the police and persons with mental illness in the community
(Bailey et al., 2018). Moreover, noted for improving response times and increasing transportation
to treatment facilities, the CIT model has been associated with reduced potential for suicidal or
violent behaviour in relation to mental-health related calls for service (Steadman et al., 2000).

There are other police-based approaches to addressing mental health-related calls; however, they
are less widely adopted. One such model involves health clinicians being embedded in the police
agency to provide consultation to officers in the field (Wood & Watson, 2017). The community
service officers (CSOs) program, for example, relies on civilian police officers, who are trained in
social work or another human services area, that assist general patrol officers in mental health
emergencies (Lurigio et al., 2008; Steadman et al., 2000). The training for CSOs involves a six-week
classroom and field training program (Steadman et al., 2000). The Birmingham Police Department’s
CSO program, for instance, assigns plainclothes CSOs to all precincts Monday through Friday from
0800 to 2200 hours. During their shift, the CSOs are responsible for de-escalating tense encounters
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between police and PWMIs primarily by engaging in crisis intervention services (Lurigio et al.,
2008). In addition to responding to mental health emergencies, CSOs are also involved with social
service calls, including domestic violence incidents, requests for transportation or shelter, or other
general requests for assistance (Steadman et al., 2000). Typically, the Birmingham CSOs resolve
incidents on scene (Steadman et al., 2000).

Another police-based approach involves the use of mental health liaison officers to work with
mental health providers, advocates, and families in the community (Wood & Watson, 2017). The
Madison Police Department adopted the mental health liaison officer model. The officers, who
receive approximately 60 hours of crisis management and mental health intervention training,
work with mental health providers, families, consumers, and advocates to proactively solve
problems, address health system issues, and link people to needed services (Wood & Watson,
2017). Due to a dearth of empirical attention on the civilian police specialist and officer liaison
mental health response models, the effectiveness of these approaches remains unknown (Wood &
Watson, 2017).

Co-Responder Model

While CIT is a prominent model in the United States, it is less common in other parts of the world,
including Canada, Australia, and the United Kingdom (Blais & Brisebois, 2021; Koziarski et al.,
2021; Puntis et al,, 2018). In response to the increasing demand for alternative crisis intervention
methods, numerous police services in countries like Canada, the United Kingdom, and
Australia/New Zealand have transitioned towards implementing community-based crisis response
strategies. These strategies typically involve the deployment of civilian personnel, referred to as Co-
Response Teams (CRTs) or mental health triage teams, to provide crisis intervention and support
(Koziarski et al., 2021; Marcus & Stergiopoulos, 2022; Park et al., 2019). Similar to CITs, CRTs were
developed to provide timely support for people in crisis, improve service user experiences, and
reduce the pressure on justice and health systems through de-escalation, the prevention of injuries,
and the safe assistance of people with mental health and substance use concerns in the community
(Bailey et al., 2018; Bailey et al., 2022; Park et al., 2019; Shapiro et al.,, 2015). Aiming to avoid
inappropriate involvement in the criminal justice system, most co-responder programs consider
referrals to mental health or community services to be appropriate outcomes (Park et al., 2019).

Moving beyond merely training police officers, CRT approaches rely on collaborations between
police departments, hospitals, community services, and psychiatric nurses or social workers who
specialize in behavioural health problems and can provide inside knowledge of triage and
assessment processes (Bailey et al., 2018; Ghelani et al,, 2023; Lamanna et al., 2018; Semple et al,,
2021). Although CRTs often utilize CIT-trained officers, the crux of the CRT model is the
collaborative, coordinated response from police officers and mental health practitioners (e.g.,
mental health clinician, social worker, paramedic, nurse, or psychiatrist) or a peer specialists (e.g.,
individual in recovery with lived experience) to crisis calls for service to the police through ride-
alongs and/or telephone or radio support at the request of emergency dispatch, first-responding
officers, members of the public, or relevant community agencies (Bailey et al., 2018; Blais &
Brisebois, 2021; Koziarski et al., 2021; lacobucci, 2014; Puntis et al., 2018). In this type of model,
the officer is responsible for securing the scene and providing general safety, while the mental

17



health professional assesses, de-escalates, and develops an appropriate action plan for the subject
of the call for service (Blais & Brisebois, 2021; Park et al., 2019). Typically, the team members share
relevant records and information during the triage response, including mental health and criminal
justice history, as well as the level of risk the subject poses to themselves and others to ensure the
most appropriate response (Park et al., 2019).

Due to the complexity of cases, a one-size-fits-all response to mental health crisis calls is not
realistic. Mental health triage requires collaborative implementation of a wide range of services
that work within their local context (Park et al., 2019). However, given variations in resources and
needs (e.g., demographics, the availability of mental health programs, services, and resources, the
prevalence of persons with mental illnesses, etc.), different jurisdictions/areas have developed and
adopted distinct versions of the CRT model (Koziarski et al., 2021; Park et al., 2019). While there
are many different programs in existence, the focus of this literature review will be on the most
well-established co-response models.

Most of the existing CRTs are community-based adaptations of the CIT model. The Mobile Crisis
Intervention Team (MCIT)2 is the predominant model implemented in jurisdictions across Canada3
and involves a collaboration between a mental health professional (e.g., social worker, mental
health clinician, etc.) and a specially trained police officer to provide an integrated response to
mental health crises (Bailey et al., 2018; Lurigio et al., 2008; Semple et al., 2021). Operating
independently from the police department, the mental health workers have their own authority and
respond to incidents when their assistance is requested (Lurigio et al., 2008). In general, the civilian
health workers assist police officers on scene, transport subjects to hospitals for evaluation, provide
emergency room staff with a report of the incident, and make referrals to psychiatric or social
services to divert persons with mental illness from the criminal justice system, when appropriate
(Lurigio et al., 2008). The Vancouver Police Department’s Car 87 program was the first mobile crisis
unit in Canada. At the request of a patrol officer or the Assertive Qutreach Team members, a team
consisting of a plainclothes police officer and a nurse is deployed to follow up with the initial call for
service (Vancouver Police Department, 2023). Used to determine the most appropriate action, Car
87 staff provide phone and outreach assessments, as well as support to clients and families.
Additionally, when required, the team may administer medication and make referrals for screening
and assessment at Vancouver Coastal Health’s Access and Assessment Centre (Vancouver Police
Department, 2023). Car 87 can be reached through a crisis line or directly through 911.

The Integrated Mobile Crisis Response Team (IMCRT) in Victoria, British Columbia, and the MCITs
in Toronto, Ontario are examples of collaborative partnerships between mental health practitioners
and specially trained police officers (Shapiro et al., 2015). Operating between 1PM to midnight,
seven days per week, the IMCRT provides crisis assessment, intervention, and stabilization services
to children, youth, and families in crisis (Island Health, 2023). The team, which consists of child and

2 Mobile crisis intervention teams are also referred to as ride-along models, with police and mental health
workers attending the scene in the same vehicle (Puntis et al., 2018).

3 The MCIT was first launched by the Vancouver Police Department in 1987 as the Car 87 program (Ghelani et
al., 2023).
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youth mental health clinicians working alongside adult mental health clinicians, social workers,
nurses, and plainclothes police officers, can be accessed by the public through the Vancouver Island
Crisis Line (Island Health, 2023). Responding to 911 emergency and police dispatch calls involving
a person presenting with a mental health crisis, the MCIT teams in Toronto assess the person’s
needs and connect them with appropriate mental health services (McNeilly, 2017). Although the
teams operate seven days per week, they are not available 24 hours per day. Furthermore, the
MCITs have only been implemented in select areas of Toronto, with only 12 of the 17 police
divisions having an operational team (McNeilly, 2017).

Considered one of the most robust CRT approaches for persons with mental illness calls, Hamilton's
Crisis Outreach and Support Team (COAST) is comprised of psychiatric nurses, mental health
practitioners, social workers, occupational therapists, and a plainclothes police officer who attend
calls at the request of first-responding officers (Koziarski et al., 2021). Calls involving persons
experiencing mental health issues or crisis are directed to the COAST crisis line. The mental health
workers respond to the crisis calls, make preliminary assessments regarding any mental health
concerns, and determine whether telephone support or a mobile visit is the most appropriate
response (McNeilly, 2017). The COAST mobile team is comprised of a mental health worker (also
referred to as a crisis response worker) and a police officer. The team acts as a secondary response
unit, operates in an unmarked vehicle, and arrives in plain clothes (Semple et al., 2021). The mobile
team is available Tuesday to Friday between the hours of 10:00 to 20:00; however, each crisis
response worker has designated workdays and times (Semple et al., 2021). Therefore, the police
officer may respond to mental health-related calls alone when the crisis response worker is
unavailable (Semple et al., 2021). COAST is utilized to connect individuals with relevant community
resources and conduct follow-ups to further support clients and ensure their well-being (Semple et
al,, 2021). The team is also responsible for spreading awareness about the program through
community engagement activities (Semple et al. 2021).

There are other CRT models implemented in Canada as well. Some regions combine CRT with CIT
(e.g., Chatham-Kent), implement their CRT as an on-call crisis team (e.g., Brantford, York Region), or
use a model that deploys officers who work in a hybrid CRT/liaison role (e.g., New Westminster and
Port Moody) (Koziarski et al., 2021). Regardless of the variation of the model, all are designed to
provide a non-threatening response, with officers and crisis response workers dressed in
plainclothes operating from unmarked vehicles?, and, at the very least, providing non-emergency
and secondary responses to emergency service calls, including attending wellness checks and
situations involving people in crisis after police-only (i.e., general patrol) units have arrived on
scene. These teams are mandated to provide consultation to attending officers, clients, and families
(Ghelani et al., 2023; Semple et al., 2021).

In the United States, co-response models have been adopted in several regions. A prominent dual
secondary response model is the System-wide Mental Assistance Response Teams (SMART)
implemented in Los Angeles by the police department and the department of mental health in 1993

4 There are some models where marked vehicles have been used as part of the response; however, this is not
the norm (Puntis et al.,, 2018).
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(Allen Consulting Group, 2012). Using a multi-layered approach, SMART consists of mental health
crisis training, co-responder teams, follow-up linkage teams, and a crisis triage desk that officers
are required to call for persons who are experiencing a mental health crisis (Wood & Watson,
2017). Some communities have developed an approach that focuses more on follow-up and
preventive intervention. For example, the San Diego Police Department’s Psychiatric Emergency
Response Team (PERT) provides emergency assessment and referral for individuals experiencing a
behavioural health crisis who come to the attention of law enforcement through calls for service
from community members or emergency assistance requests from on-scene first responders
(Trilogy Integrated Resources, 2023). The mobile crisis team pairs a mental health clinician
(registered nurse, licensed clinical social worker, or psychologist) with a uniformed, specially
trained police officer® (Ruiz et al., 2005). While the police officer is tasked with ensuring the
situation is safe, the clinician assesses the individual and identifies resources that may assist the
individual in crisis (City of San Diego, 2022-2023). Implemented as part of a proactive philosophy,
PERT provides city-wide coverage, and there are PERT teams in all San Diego Police Department
divisions (San Diego Police Department, 2017). The goal is to return the uniformed general patrol
officer to their duties as quickly as possible, while also improving access to community mental
health resources for clients (San Diego Police Department, 2017). The unit operates four days per
week during the busiest hours for police calls for service, from 0600 to 1600 hours (Ruiz et al.,
2005). The team is routinely dispatched to calls involving mental health concerns, including suicidal
behaviours, welfare checks, incidents of domestic violence, and bizarre behaviour situations (Ruiz
etal., 2005).

As another example, developed in 2011, the Boston Emergency Services TEAM (BEST) pairs a
mental health clinician with a police officer. Operating independently from the Boston Police
Department, BEST clinicians respond to mental health-related calls for service, help with holding
cell evaluations, provide critical follow-up, and assist with mental health training of police officers
(Morabito et al., 2018). In their prevention and intervention efforts, some communities have
adapted their programs to focus on high utilizers both before and after incidents occur. Moreover,
Akron, Ohio’s CIT Outreach team and Pasadena, California’s Homeless Outreach Psychiatric
Evaluation (H.O.P.E.) team periodically check on individuals who have been deemed mental health
frequent presenters (i.e., individuals who are mentally disordered, have multiple needs, and
frequently present in emergency services) (Helfgott et al., 2016). Some of the services provided by
these teams include ‘knock and talks®’ and ensuring individuals receive needed services and

5 Established in 1998, the PERT Academy provides annual training to certify officers to become PERT-
designated officers. The training is 24 hours and covers topics such as mental health diagnosis, medication,
and acute interventions, suicide by cop, mental health law and weapons, involuntary hospitalization and
treatment, elder abuse, and psychiatric symptoms (e.g., those associated with schizophrenia) (Ruiz et al., n.d.;
San Diego Police Department, 2017). While all PERT trained officers are permitted to ride with PERT
clinicians to make up the law enforcement component of the PERT team, officers who have completed an
approved one-day PERT training or Crisis Response Training course may also serve on the team (San Diego
Police Department, 2017).

6 This practice involves police officers knocking on a residence door and asking to speak with the occupants.
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resources, such as food, clothing, shelters, substance abuse treatment facilities, and health clinics
(Helfgott et al., 2016).

In Australia and the United Kingdom, different co-responder models have been developed (Marcus
& Stergiopoulos, 2022). While the individually implemented models vary, the approaches typically
involve mental health professionals working in partnership with police officers and provide
expertise through a telephone service and/or an in-person mobile unit (Kirubarajan et al., 2018). In
Australia, the predominant CRT model is the Police, Ambulance, & Clinical Early Response (PACER)
model. The PACER model was developed based on a review of the CIT model, Los Angeles SMART
program, and the San Diego Police Department’s PERT team (The Allen Consulting Group, 2012;
Hippert & Griffiths, 2015). The PACER project was initiated in 2007 as a joint venture between the
Department of Human Services and Victoria Police aiming to improve emergency services
responses to psychiatric crises in the community (Allen Consulting Group, 2012). PACER consists of
a mental health clinician paired with a police member who operate as a joint secondary response
unit at the request of an operational police unit (i.e., primary responder unit) or an ambulance
service through Police Communications (Allen Consulting Group, 2012). The goal of the team is to
improve mental health evaluation response times for individuals detained by police under Section
10 of the Mental Health Act (Huppert & Griffiths, 2015). A PACER unit will respond to suicide/self-
harm incidents, welfare concerns, and family violence, and provide education and assistance to
ambulance services or crisis assessment and treatment teams. The assistance of the PACER unit
may be requested when onsite clinical assessment of a person’s mental health is required, onsite or
telephone advice on mental health referral options is needed, advice on appropriate transport or
de-escalation tactics is required, or intervention strategies for high users of emergency services
need to be created (Allen Consulting Group, 2012). Typically, a PACER response is initiated by a call
from the public or family emergency services, and central police dispatch will mobilize a PACER
unit (Huppert & Griffiths, 2015). After a call for service comes in, PACER teams monitor radio
requests and check relevant databases for previous activity (Huppert & Griffiths, 2015). Once on
scene, the mental health clinician performs triage and completes comprehensive psychiatric
evaluations, when required, and the police team member manages safety issues and gathers
relevant information (Huppert & Griffiths, 2015). The PACER team provides de-escalation
expertise, transportation to the emergency department, arrangements/referrals to local mental
health services, and follow-up care (Huppert & Griffiths, 2015).

The PACER trial conducted by the Allen Consulting Group (2012) demonstrated a more effective
and efficient model for responding to mental health crises in the community compared to usual
service provision. It aligned well with Victorian government policy and consumer preferences for
timely, less restrictive, and person-centred care. The model's success was attributed to its
integrated approach, facilitating improved collaboration, information sharing, and appropriate
diversions from emergency departments and police custody. The PACER model has been adapted
and implemented in various regions in Australia. In 2019, for instance, ACT Policing implemented a
PACER model consisting of a partnership between the police, ACT Ambulance Service, and Canberra
Health Services (ACT Policing, n.d.). The team consists of a paramedic, a clinician, and a police
officer. Operating seven days per week, the team works to provide a more holistic mental health
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response to calls involving the most vulnerable persons experiencing mental health crises (ACT
Policing, n.d.).

In England and Wales, CRTs, which are more commonly known as street triage teams, became
formally initiated in 20137 as part of a commitment to improving outcomes for people experiencing
a mental health crisis (Dyer et al,, 2015; Kirubarajan et al., 2018; Park et al., 2019; Senker & Scott,
2016). However, it was following the 2017 changes to the Policing and Crime Act, which mandated
police consultation with a mental health professional prior to initiating a Section 136 under the
Mental Health Act8, that increased the implementation of street triage models. Mental health triage
teams were designed to provide a more streamlined and coordinated multi-agency response to
alleviate various issues, including police custody being used as a safe place and a lack of
understanding of Section 136 policies and procedural elements (Park et al., 2019). At present, in
England and Wales, there is no single nationally adopted operating model for mental health triage.
Therefore, there are various models of street triage in operation that have been designed to meet
the unique needs of individuals in each community (Horspool et al., 2016; Park et al., 2019). Some
teams provide telephone support only, others rely on the dispatch of a joint mobile community unit,
and others use a combination of telephone support and mobile unit response (Kirubarajan et al.,
2018). Even though most triage services are staffed by both police officers and mental health staff®,
most are led by the health staff (Kirubarajan et al., 2018). The mobile services often operate out of
police stations and rely on marked or unmarked police vehicles for service provision (Kirubarajan
etal,, 2018). It is not typical for triage teams to operate 24 /7. In effect, most teams are available
during evenings, night-times, and weekends. Called out primarily to cases involving self-harm,
street triage teams can be contacted through emergency call operators, the police control room,
individual officers, and other emergency services (Kirubarajan et al., 2018). In Thames Valley, for
example, the street triage service, which is a collaboration between the Thames Valley Police and
Oxford Health NHS Foundation Trust, provides telephone support and a co-response mobile unit
(i.e., a police vehicle dispatched with a police officer and mental health worker pair) between 18:00
and 04:00 hours.

While most of the above mentioned teams operate as secondary responders (i.e., arriving after
police officers have assessed the situation, and deemed it low-risk for violence, and, therefore,
suitable for a co-response team) (Kirst et al.,, 2015; Lamanna et al., 2018), a unique feature of some
of the co-responder models is the partnering of mental health professionals with officers for first

7 Street triage teams were first implemented in two locations in 2012 (Senker & Scott, 2016). However, the
concept became more nationally recognized and implemented starting in 2013.

8 Section 136 under the Mental Health Act 2007 provides police officers with an emergency power to detain
people experiencing a mental health crisis and deemed at risk to themselves or others, and in need of
immediate care and control (Keown et al., 2016; Kirubarajan et al., 2018). Under this section, officers are to
remove the individual to a place of safety, which can include a psychiatric hospital, emergency department, or
police cells (Keown et al., 2016).

9 There are some street triage teams staffed only by mental health professionals (Kirubarajan et al., 2018). In
these models, the mental health professional provides telephone support to police or attends police incidents
after receiving a referral from the responding police officer (Kirubarajan et al., 2018).
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on-scene responses!0 (Ghelani et al.,, 2023; Koziarski et al., 2021). The Mobile Crisis Rapid Response
Team (MCRRT), which was developed in 2013 as a collaboration between St. Joseph’s Healthcare
Hamilton, the Hamilton Crisis Outreach and Support Team (COAST), and Hamilton Police Services
in Ontario, Canada, works as an enhanced CIT model. The MCRRT consists of an officer-mental
health practitioner pair and operates primarily as a frontline crisis response (Fahim et al., 2016;
Koziarski et al., 2021). The objective of this program is to redirect people with mental health issues
from the criminal justice system and emergency departments by connecting them with appropriate
community resources, urgent services, or crisis beds (Fahim et al,, 2016). The MCRRT responds to
individuals presenting with symptoms of mental illness, behavioural disturbance, or substance use
problems with the goal of having the mental health worker de-escalate the situation on scene using
various diffusion tactics and making a referral to community-based supports or follow-up contact
with COAST (Fahim et al., 2016). When a situation requires a more significant intervention, the
MCRRT brings the individual to St. Joseph’s Psychiatric Emergency Services. A similar model has
been implemented in Indianapolis, USA. The Mobile Crisis Assistance Team (MCAT) model provides
a coordinated team response by police, paramedics, and behavioural health clinicians to emergency
calls for service involving persons with mental illness (Bailey et al., 2018). Operating 24 hours per
day, seven days per week, the primary objective of MCAT is to divert time-consuming, challenging,
and complicated pre-arrest situations to a specialized team of individuals trained to assess, engage,
and direct persons with mental health and behavioural issues to mental health and social services
(Bailey et al., 2018). Offering dynamic responses, the police officer ensures safety and security on
scene, while the clinician’s role is to facilitate mental health assessments and treatment linkage, and
the paramedic addresses presenting medical issues and assesses for substance use symptoms when
necessary (Bailey et al,, 2018).

There have been very few empirical evaluations of CRT programs and their outcomes, and many of
the studies have been limited by their designs (e.g., lack of comparison or control group) and
reliance on small samples (Helfgott et al., 2016; Koziarski et al., 2021; Puntis et al., 2018; Shapiro et
al,, 2015; Steadman et al., 2000; Uding et al., 2025). However, the results from the extant research
are promising. Based on their scope review of eight evaluation studies of Canadian co-response
police and mental health crisis programs, Ghelani and colleagues (2023) found that CRTs reduced
the number of involuntary hospital transportations of people in crisis, shortened wait times at
hospitals, and increased rates of inpatient admissions compared to traditional police-only
responses. Additional research found that, despite increased mental health calls and psychiatric
hospitalizations (e.g., Fahim et al,, 2016), co-response teams were able to attend more crises than
regular officers and were more responsive to crises (i.e., on scene immediately rather than waiting
for a police transport). In addition, the implementation of CRTs decreased the amount of time
general duty police officers spent on calls for service, reduced the amount of time officers spent in
the emergency department during handover care, increased community service referral and
engagement, minimized burdens on local medical systems by directing fewer crises to emergency

10 First responder co-response teams respond to crises at the request of other first responders or self-
dispatch upon hearing of a relevant crisis through one of the team member’s channels (Bailey et al., 2018).
They arrive at the same time or prior to other responders (Park et al., 2019).
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care, and provided earlier intervention following police call out resulting in primary response units
(i.e., general patrol officers without specialized training) being relieved of their duties at scenes
involving persons in crisis more quickly (e.g., Allen Consulting Group, 2012; Baess, 2005; Blais &
Brisebois, 2021; Dyer et al,, 2015; Fahim et al., 2016; Kisely et al,, 2010; Lamanna et al.,, 2015;
Steadman et al., 2000).

Co-response models have also been shown to provide a wider range of opportunities for mental
health input into the management of a mental health crisis (e.g., Allen Consulting Group, 2012; Blais
& Brisebois, 2021; Fahim et al,, 2016; Uding et al., 2025). An evaluation of Victoria, Australia’s
PACER unit showed that PACER’s activities improved the use of agency resources and provided
more seamless, real-time responses from police and mental health practitioners. Compared to a
siloed approach, the PACER unit increased direct referrals to psychiatric facilities, provided onsite
mental health assessments in almost two-thirds of cases, and provided advice on strategies to
manage crises in almost one-quarter of cases where the unit’s assistance was requested (Allen
Consulting Group, 2012). Similarly, Lopez (2016) reported that, while 90% of traditional police
officers in Los Angeles relied on county hospitals, SMART teams diverted 55% of involuntary hold
patients to urgent care or specialized facilities. Hamilton Police Service’s MCRRT has also been
found to effectively divert persons with mental illness to community-based services, reduce the
overall rate of people in crisis being brought to hospital by 49%, diminish the number of
unnecessary transfers to hospital by 52%, and increase the number of patients being seen by a
psychiatrist compared to the police-only model (Fahim et al., 2016). In effect, the MCRRT reduced
the burden on emergency department services while also ensuring acute mental health services
remained accessible to individuals most in need (Fahim et al., 2016). Similar results were reported
by Semple and colleagues (2021) in their examination of key outcomes using a pre-/post-
implementation analysis of the community-based COAST model adopted by the South Simcoe Police
in partnership with the Canadian Mental Health Association and York Support Services Network in
Ontario, Canada. The COAST unit had high rates of referrals to community resources during initial
interactions and follow-ups with persons with mental health issues, and low apprehension rates
(Semple et al,, 2021). More importantly, though, once COAST was implemented, general patrol
spent significantly less time on calls involving persons with mental illness and were able to provide
these individuals with more mental health resources. Additionally, general patrol officers
apprehended individuals less frequently than before COAST was implemented (Semple et al., 2021).
The increased awareness exhibited by patrol officers following the implementation of COAST was
surmised to be associated with ease of access to advice and resources, and the ability to learn
directly from COAST members (Semple et al., 2021).

The available evidence suggests that, compared to arrest and transport to treatment, which are
typically the default actions for police-only teams, co-responder programs appear to provide a
wider range of options, including resolution on scene and frequent referrals (Helfgott et al., 2016).
A systematic review of co-responder models indicated that these models, at the very least, were
associated with lower arrest rates (Shapiro et al., 2015). Lopez’s (2016) evaluation of the Los
Angeles SMART program found that SMART teams arrested 1.4% of people they had contact with,
compared to 13.3% of people arrested following a traditional police response. Studies of co-
response models in England and Wales have shown that the implementation of a street triage team
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decreased the number of Section 136 detentions (police officer use of their power to detain
someone suspected of being mentally ill) (e.g., Heslin et al., 2016; Jenkins et al., 2017; Keown et al,,
2016; Senker & Scott, 2016). Keown and colleagues (2016) pre-post evaluation of street triage
teams in a large Mental Health and Disability Trust in the United Kingdom found that the teams
resulted in 50 fewer Section 136 detentions per month. Jenkins and colleagues (2017) and
Kirubarajan and colleagues (2018) further reported that in-person responses (i.e., pairing mental
health workers with frontline police in a face-to-face model) had a more significant effect on
reducing police detentions and were preferred among police officers compared to remote mental
health support (i.e., telephone support).

Other studies have shown how CRTs can contribute to lowering negative outcomes for both police
and persons with mental illness during interactions. Examinations of the Sherbrooke MCIT, Victoria
PACER, and the co-response model adopted by the Laval Police Department showed that this type
of model diminished the likelihood of police using force (Allen Consulting Group, 2012; Blais &
Brisebois, 2021; Ghelani et al., 2023). Blais and Brisebois (2021) determined that, even though a
police-mental health co-response model did not significantly affect the risk of arrest in suicide-
related emergency calls in Laval, Quebec, it was effective in decreasing police use of force.
Compared to mental health interventions where police used force in 11.5% of cases, a police-
mental health co-response model resulted in police using force in only 3.6% of cases. Further, the
assessment of the Sherbrook MCIT revealed that, compared to interventions where police used
force in 12.1% of cases, the use of the MCIT model resulted in force being used in just 4.2% of cases
(Blais et al., 2022). The Toronto MCITs was also found to be associated with lower rates of injury to
responders and those individuals experiencing the crisis, and infrequent use of arrest (Lamanna et
al,, 2018). Overall, the combination of professional mental health staff and law enforcement officers
responding to crisis situations is believed to prevent escalation, police use of force, and injury to the
subject, those responding to the call for service, or both (Shapiro et al., 2015).

Another area where a co-response approach to mental health crises has shown some promise
pertains to addressing racial discrimination in the criminal justice system. Bailey and colleagues’
(2022) prospective, quasi-experimental evaluation of outcomes associated with the use of a self-
dispatching CRT unit piloted in an Indianapolis Metropolitan Police Department (IMPD) in 2017
showed that, although there were no significant differences in the likelihood or number of arrests
nor in the likelihood of emergency detention, participants in the CRT group were found to be less
likely to have been booked into jail within 24 hours of the initial response (Bailey et al., 2022). Of
interest is that this finding was primarily driven by race, with Black participants having lower rates
of immediate jail bookings in the CRT condition (three per cent) compared to the treatment-as-
usual condition (15 per cent). Black participants in the CRT group also had lower rates of re-arrest
at the 12-month follow-up (25 per cent) compared to Black participants in the treatment-as-usual
group (37 per cent). The researchers proposed that, although this was just one study, these
promising results suggested the potential for the CRT model to reduce longer-term criminal justice
involvement, especially among Black individuals in crisis (Bailey et al., 2022).

It is surmised that many of the positive impacts of Co-Response Teams, especially the trend
towards decriminalizing persons with mental illness, are related to several factors, including
improved officers’ knowledge of community resources and training on mental health, development
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of stronger relationships between service providers and clients, improvements in matching client
needs with appropriate community resources, and the diversion of clients from the emergency
department and criminal justice system to more appropriate avenues for support and care (Bird &
Shemilt, 2019; Dewa et al,, 2018; Kane et al., 2024; Lamb et al., 2002; Provincial Human Services
and Justice Coordinating Committee, 2011; Puntis et al., 2018; Ruiz et al., 2005; Semple et al., 2021;
Shapiro et al., 2015; Steadman et al., 2000; Watson et al., 2017). Implementing these models may
also result in informal dissemination of knowledge between co-response teams and general patrol
in that general patrol officers may be provided with more opportunities to seek advice and
resources from co-response teams that contributes to increasing their awareness of mental health
issues and further contributes to ensuring that the clients they interact with receive appropriate
services (Semple et al., 2021). Another key to the success of these types of models is in reducing the
strain on police resources by providing an avenue for clients to receive additional resources during
follow-ups. Semple and colleagues suggested that, by reducing call times, especially within the
emergency department, models, such as COAST, expand the ability of communities to respond to
and follow-up with crisis-related calls that can result in individuals finding longer-term supports
and having a lowered likelihood of requiring police assistance in the future (Semple et al., 2021).

One area where there are some mixed results pertains to the outcomes following initial on-scene
assessments. Keown and colleagues (2016) reported that, despite reductions in the use of mental
health detentions, the implementation of street triage teams did not significantly affect the
outcomes associated with Section 136 assessments. Even after the implementation of street triage
teams, many mental health assessments resulted in no hospital admission (50 per cent) (Keown et
al,, 2016). Conversely, an examination of the MCITs in Toronto, Ontario found the use of mobile
mental health responses resulted in higher numbers of persons with mental illness being diverted
to hospital when compared to non-MCITs (Lamanna et al., 2018). Jenkins and colleagues (2017)
examination of on-site versus remote police control room versions of a police liaison Section 136
scheme showed that the mode of response may be important in terms of the resulting outcomes.
More specifically, the in-person mobile frontline response resulted in a significant increase in
hospital admission rates following a Section 136, as well as offers of community support after
discharge. Jenkins and colleagues (2017) suggested that in-person models enabled individuals who
were unknown to services to be properly assessed. However, to date, the evidence remains mixed
on whether co-response models are related to changes in hospital admissions (Puntis et al., 2018).
There are a variety of reasons for differences in outcomes for clients experiencing a co-response
model, including team composition and function (e.g., operating hours, mode of service delivery,
training), and the availability of community resources (Keown et al.,, 2016). Furthermore, as team
assessments become more accurate, the need for certain services, including hospitalization, may
change (Marcus & Stergiopoulos, 2022). Thus, as models continue to progress and best practices
are developed, there may be more consistency in client outcomes.

Civilian-Led and Civilian Only Responses to Mental Health Calls

There have been several crisis response models proposed. However, increasingly, the trend has
been to rely more on civilian teams as opposed to police. Currently, there are over 210 programs
operating around the world providing a civilian mental health mobile crisis service that work
through a trusted, credible community organization or a specific city department (Livingston, 2023;
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Reach Out Response Network, 2020a). In the United States, there are several different forms of
civilian-led responses to mental health crisis calls that have been piloted or implemented in
multiple cities, including Denver, Portland, New York City, Baltimore, Los Angeles, and many more
(Livingston, 2023; Zuckerman, 2023). One of the first of these models was implemented in 1989 in
Eugene, Oregon. The Crisis Assistance Helping Out On The Streets (CAHOOTS) program is a partner
organization with the City of Eugene that is run through the White Board Clinic. The team is staffed
with Emergency Medical Technicians or paramedics along with experienced mental health
workers!! who operate City of Eugene vehicles. Receiving 40 hours of classroom training and 500
hours of field training before staff take calls independently, CAHOOTS ensures all frontline staff
receive extensive training in de-escalation, suicide risk assessment and intervention, safety
planning, domestic violence assessment and safety planning, working with individuals experiencing
psychosis or alternative realities, homeless populations, and individuals using substances, trauma
support, anti-oppressive and anti-racist practice, and recovery-oriented/client-centred care (Reach
Out Response Network, 2020a). Funded by the City through the police department, the team
provides support for the Eugene Police Department by responding to social service calls, including
mental health calls for service (e.g., crisis counselling), as well as conducting street outreach and
welfare checks, and providing the initial contact and transport for persons who are intoxicated or
disoriented (Eugene Police Department, n.d.). The CAHOOTS team also provides transport for
necessary non-emergency medical care and has replaced the police in doing death notifications
(Eugene Police Department, n.d.; Reach Out Response Network, 2020a). On duty seven days per
week, CAHOOTS has one van operating 24 hours per day and another that provides overlap
coverage (Eugene Police Department, n.d.). Although calls for service to the CAHOOTS team can be
self-initiated or result from the van being flagged down by individual members of the community,
most calls for the CAHOOTS team come through the emergency 911 system or non-emergency line.
The 911 dispatchers are trained to consider public and responder safety, the presence of weapons,
elements of criminal activity, and the needs of citizens to determine if the CAHOOTS team should be
dispatched (Eugene Police Department, n.d.). A 2021 program analysis of CAHOOTS showed that
the CAHOOTSs team had some level of activity in 22,055 public-initiated calls for service and was
dispatched to 18,106 public-initiated calls for service between January 1 and December 31, 2021
(Eugene Police Department Crime Analysis Unit, 2022). Even though CAHOOTS is often jointly
dispatched to calls for service with the Eugene Police Department, CAHOOTS-only responses most
often involve calls that fall outside of traditional law enforcement responsibilities. Most of the call
volume for the CAHOOTS team involved non-emergency service requests from the public, including
counseling and the provision of general services, welfare checks, and non-emergency transports,
which represented 36%, 35% and 11% of the total call for service volume CAHOOTS was
dispatched to (Eugene Police Department Crime Analysis Unit, 2022). Given the types of calls

11 Unique to their model is the use of unlicensed mental health workers. While all staff have relevant degrees
and experience (e.g., master’s degree in mental health-related field and experience with mental health crisis
work), they are not licensed social workers (Reach Out Response Network, 2020a). This allows for greater
flexibility and hiring of individuals with lived experiences that brings valuable knowledge to the crisis service.
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CAHOOTS responds to, it is estimated that the team diverted between 3% and 8% of calls for
service from the Eugene Police Department (Eugene Police Department Crime Analysis Unit, 2022).

Like the CAHOOTS model, several other cities have developed and adopted a medic-based mental
health response program to respond to mental health crisis calls. Denver’s Support Team Assisted
Response (STAR) program, New York City’s Behavioural Health Emergency Assistance Response
Division (B-HEARD), and Portland’s Street Response are some examples. These teams have been
designed to treat mental health emergencies as a health issue rather than a public safety problem
(City of New York, 2023) and respond to low-risk calls where individuals are experiencing distress
related to mental health issues, poverty, homelessness, and substance misuse, but are not in
imminent risk for harming themselves or others (City and County of Denver, 2023).

Another popular civilian-only approach that is growing in popularity, particularly in the United
States, is the clinician model. These teams are staffed entirely by formally educated mental health
professionals who are typically also required to be officially licensed or professionally qualified
(Livingston, 2023). Baltimore’s Crisis Response Inc. Mobile Crisis Team consists of licensed mental
health professionals, namely psychiatrists, social workers, and nurses, being dispatched to
community locations to provide immediate assessment, intervention, and treatment (Network of
Care, 2023). Operating between 07:00 to 24:00, seven days per week, the teams average
approximately 2,000 responses each year (Network of Care, 2023). Similarly, Los Angeles’
Psychiatric Mobile Response Teams (PMRT) are comprised of licensed clinicians who enable the
successful triage of situations involving clients who are mentally ill, violent, or high-risk (Los
Angeles County, n.d.). The team performs evaluations for involuntary detention of individuals
determined to be at-risk of harming themselves or others, or who are experiencing food, clothing,
or shelter insecurities. Providing caring, de-escalating, and using approaches designed to reduce
trauma to crisis intervention, the team supports clients and families, while striving to avoid hospital
and criminal justice outcomes (Los Angeles County, n.d.).

In Canada, there have been several non-police models developed and implemented. In the most
recently proposed designs, there appears to be a greater focus on incorporating community-based
staff, including community crisis workers and peer workers. In Vancouver, British Columbia, there
has been a long-standing collaboration between the Vancouver Police Department (VPD) and local
health providers to serve people living with mental illness. In addition to their initial mobile crisis
response team (Car 87), the VPD also plays a supportive role in civilian-led mental health
initiatives. Created in 2011, and adopted by a number of jurisdictions in British Columbia, the
Assertive Community Treatment (ACT) Teams consist of 10 to 12 people, including police officers,
nurses, social workers, psychiatrists, and vocational counsellors who work together to provide full
service mental health programs and wrap-around care for clients with a history of complex mental
health issues (Vancouver Police Department, 2023). Focused more on finding long-term health care,
the ACT team supports clients with life skills, job training, and assistance with housing, and
maintaining physical and mental wellness (Vancouver Police Department, 2023). Providing shorter-
term bridging services to clients, the Assertive Outreach Team (AOT) involves a collaboration
between VPD officers and Vancouver Coastal Health psychiatrists, nurses, and clinical supervisors.
In both teams, the police officers provide support to ensure the safety and security of clients and
healthcare providers (Vancouver Police Department, 2023). Although these initiatives continue to
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receive funding and support, the City of Vancouver has proposed a new strategy that aims to
address crisis situations using civilian rather than law enforcement services. The Urgent Mental
Health Service Enhancement Framework proposes a non-police-led de-escalation program,
wherein 32 full-time staff, including nurses and social workers, would be responsible for helping
people who are experiencing deteriorating mental health (Singh, 2023). Focusing on increasing
Vancouver Coastal Health’s capacity to respond in a safe, health-focused, and therapeutic way to
people who are in or approaching a mental health crisis and providing additional, improved
services, along with earlier de-escalation support to individuals in crisis and responding non-health
practitioners, one of the goals of the initiative is to improve responsive services for individuals who
are experiencing a crisis or escalating mental health or behavioural issues (Singh, 2023). In this
scheme, the existing police-mental health partnerships (i.e., Car 87 and AOT) will continue to attend
serious calls or conduct follow-ups; however, it will be the responsibility of a network of nurses,
social workers, psychiatrists, cultural support workers, peers and community liaison staff who will
work alongside shelter and housing providers, park rangers, store owners, and service providers to
provide a trauma-informed, relationship-based approach that ensures a clear pathway for
individuals who are not in high levels of crisis to access needed services and support (Singh, 2023).
The framework also proposes enhancements to proactive services designed to support individuals
and prevent escalation or crisis using civilians and multi-disciplinary teams. Dedicated clinicians
will proactively identify clients who are not receiving medications or need hospital treatment prior
to a crisis occurring and connect people who are transitioning off mental health and substance use
teams to appropriate community services (Singh, 2023). Multi-disciplinary teams consisting of
nurse practitioners, social workers, nurses, and peers will provide wrap-around and outreach
support for those with complex needs and for whom clinic-based care does not work. Leveraging
their existing leadership team, Elders in Residence program, Indigenous nurse educators,
Indigenous patient navigators and Indigenous cultural practitioners, Vancouver Coastal Health will
also develop and provide a comprehensive and streamlined referral network to culturally specific
programs and services to improve Indigenous client experiences (Singh, 2023).

In Toronto, Ontario, there have been several non-police crisis models developed and implemented,
including the Youthdale Crisis and Mobile Support Team, Gerstein Crisis Centre, and Scarborough
Health and Network Emergency and Community Crisis Services. Staffed by a variety of trained
professionals, including professional/community crisis workers, psychiatrists, psychologists, social
workers, and nurses, these teams provide in-person and telephone crisis responses to individuals
dealing with mental health challenges (City of Toronto, n.d.). The City of Toronto also has a non-
police, crisis response service model that integrates a team of mental health clinicians and peer
workers into 911 dispatch and other existing public safety infrastructure (Reach Out Response
Network, 2020a). Accessible through the 911 dispatch system!2 and an independent three-digit

12 The proposed model could function with direct dispatch through 911 or the use of an embedded clinician
model, whereby clinicians answer 911 calls and screen for mental health calls requiring a non-police
response (Reach Out Response Network, 2020a).

29



number (e.g., 811), the teams will operate as first responders to most mental health crises!3 across
Toronto 24 hours per day, seven days per week. Grounded in trauma-informed approaches to care
(i.e., assuming all clients have experienced some form of trauma and adapting the approach to
minimize or prevent triggering or re-traumatizing clients), the civilian-led crisis response team
model seeks to reduce stigma (e.g., stigma attached to using certain labels, such as mental health,
depression, anxiety, etc.), treat clients with respect and dignity, support traditional community
practices (e.g., traditional Indigenous healing practices and medicines), and create more positive
outcomes for individuals experiencing a mental health crisis or other non-crime related emergency
(Reach Out Response Network, 2020a). Emphasizing the need for teams to be part of the
community rather than responding to the community, the model emphasizes multi-disciplinary
neighbourhood teams. Thus, in addition to the more traditional team members (e.g., mental health
nurses, social service workers, therapists, etc.), the teams will be comprised of individuals with
lived experiences (i.e., peer workers) who are culturally competent, linguistically diverse, and able
to take cues from service users about their own experiences (e.g., how they define their issue and
label their symptoms) (Reach Out Response Network, 2020a). Recognizing the need to adapt to
clients’ unique experiences and needs, this model requires teams to commit to taking a client-
centred, non-coercive approach where service providers support clients by engaging in active
listening and taking on an advocacy role to ensure clients are expeditiously connected to services. It
is anticipated that this approach will also increase the types of calls the team will respond to (i.e.,
move beyond suicide and mental-health related calls to other conflict-related calls), and broaden
the services provided to include on the spot mental health supports, street outreach, medication
management, and basic medical care (Reach Out Response Network, 2020a). Equally important in
this model is the client, who should be made to feel a sense of self-determination and control over
their interactions. The teams will recognize that individuals are often aware of what they need to
address their issues but lack the knowledge about who to contact for needed services (Reach Out
Response Network, 2020a).

In alighment with the recognition that services need to be better suited for Canada’s Indigenous
populations, there have also been several Indigenous-led models implemented or piloted across
Canada. The Bear Clan Patrol in Winnipeg, the Wiindo Debwe Mosewin in Thunder Bay, Street
Team OutReach Mobile (STORM) in Ottawa, and the KUU-US in British Columbia are operated by
Indigenous organizations/groups and provide Indigenous-led community safety patrols and
outreach, and culturally sensitive and safe crisis responses rooted in traditional teachings (City of
Toronto, n.d.).14 Even though these teams are primarily staffed by volunteers, they are often
available for some level of service, such as a crisis line, 24 hours per day, seven days per week (City
of Toronto, n.d.).

Operating in several regions in Australia are mental health acute assessment teams (Marcus &
Stergiopoulos, 2022). These teams operate as mobile crisis teams and consist of a paramedic paired

13 The new teams will complement the existing MCITs and respond to the lowest acuity mental health crises
(i.e., those that are less severe) (Reach Out Response Network, 2020a).

14 Of note, the KUU-US Indigenous-led mobile crisis response team is no longer operational.
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with a mental health nurse (Marcus & Stergiopoulos, 2022). The paramedic, who has undergone
extensive training in patient assessment, risk mitigation, and clinical decision-making, provides
physical assessments and assists in making determinations about whether a patient can be suitably
referred to a destination other than the emergency department or left at home/in their own care
(Faddy et al., 2017). The mental health nurse is responsible for conducting comprehensive mental
health assessments and coordinating admission to mental health inpatient units when required
(Faddy et al., 2017). Combined, the team decides the most suitable form of care for the patient (e.g.,
transport to the emergency department, transport to a mental health facility, etc.), and conducts
follow ups with patients to reevaluate their care needs (Faddy et al., 2017). In New South Wales,
calls are received through the Medical Priority Dispatch system, and the team, which is tasked by
the Ambulance Control Centre, responds using an ambulance service vehicle. The Psychiatric
Emergency Response (PAM) in Stockholm, Sweden was similarly designed. The PAM project
represents an approach to prehospital emergency psychiatric care and assessment and relies on a
mobile team consisting of two nurses who are specialized in psychiatry and paramedicine (Bouveng
etal., 2017). Operational from 15:00 to 01:00 daily, the PAM team responds to emergency calls
regarding persons in severe mental health or behavioural distress. The calls originate from the
public to the Emergency Call Center, where an emergency call operator determines whether the call
for service relates to a mental health crisis and is suitable for the PAM team. Once dispatched, the
team utilizes a vehicle resembling an ambulance designed to enable assessment and transportation
of psychiatric patients (Bouveng et al,, 2017).

In the United Kingdom, there has been a widespread movement towards removing the police
response for calls for service that fall outside of the core policing duties of preventing and detecting
crime, keeping the peace, and protecting life and property (College of Policing, 2023; Seddon &
Dilley, 2023). One civilian-only response is the Crisis Resolution and Home Treatment (CRHT)
model. Consisting of various mental health professionals, including a psychiatrist, mental health
nurse, social worker, and support worker, CRHT teams respond to acute mental health crises. With
the goal of diverting individuals from hospitals, the team provides intensive at home support for
adults experiencing an acute mental health crisis (Marcus & Stergiopoulous, 2022). In 2020, the
Humberside Police introduced the Right Care, Right Person (RCRP) scheme to reorient the police to
calls for service that require a policing response and ensure vulnerable members of the public
receive the best support and service by appropriate mental health specialists (College of Policing,
2023). The RCRP program involves partnerships between the police and health and social care
agencies, such as ambulance, mental health, acute hospitals, and social services to reduce stress on
police and health agencies and improve responses to the public through responsible triaging of calls
for service (College of Policing, 2023). Acknowledging the importance of responding to a call for
service with the right skills, training, and experience, the RCRP model ensures that police do not
accept and attend calls that do not meet the threshold for their legal duty of care (e.g., real and
immediate risk to life or serious harm to an identified person) and would be better responded to by
skilled health and social care professionals (College of Policing, 2023). An internal evaluation of the
RCRP initiative showed more collaborative, informed, and appropriate responses to incidents
related to concerns for welfare and mental health, and a reduction in the deployment of police
resources between January 2019 and October 2022 (College of Policing, 2023). Following suit, by
September 2023, the Metropolitan Police was set to reduce their presence at mental health-related
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incidents by responding only to those calls for service where there is an immediate threat to life
(Seddon & Dilley, 2023). The goal is to not only free up police resources by reducing the hours
police spend on what are principally health-related matters15, but also to ensure subjects receive
appropriate supports and services (Seddon & Dilley, 2023). Despite the general support for
removing police from health-related matters, there remain concerns about the potential
consequences associated with a lack of police response. Most notable is the lack of capacity in the
health care and social services systems to deal with the growing mental health demands. In effect,
the concern is that without sufficient agency, removing or diminishing the police response to
mental health calls may create a vacuum wherein there will be insufficient help available to those
who need it most (Seddon & Dilley, 2023).

Many of these initiatives are in their infancy, and, therefore, there is a dearth of research on the
implementation and effect of civilian mental health response initiatives. However, there has been
some research on the operations and initial impacts of some of these concepts. One of the important
findings concerning the operations of civilian-led mental health response teams concerns the level
of police involvement. In the United States, there appears to be a lack of need for police intervention
when civilian teams respond to crises. A case study of the CAHOOTS team showed that, of 24,000
calls, only 0.006% required assistance from the police. Similarly, a report on Denver’s STAR civilian
mobile crisis service indicated that police backup was not regularly required. More specifically, in
over 400 calls for service, none of the interactions required a follow-up or backup call for police
assistance (Enos, 2020). Conversely, in New South Wales and Stockholm, the civilian mobile
response teams frequently collaborated with other sectors, including the police. Police were
involved with 50.8% of calls in New South Wales (Faddy et al., 2017), and 49% of calls attended by
Stockholm'’s Psychiatric Emergency Response (PAM) team (Bouveng et al., 2017). This suggests that
different triage systems will result in different service responses (Marcus & Stergiopoulos, 2022).

In terms of effects, civilian mental health teams appear to show a great deal of promise for
achieving positive outcomes. Systematic and literature reviews suggest that, despite potentially
leading to an increase in compulsory admissions, CRHT teams generally reduce hospital admissions
(Carpenter, 2013; Sjolie et al., 2010). Faddy and colleagues (2017) found that the Mental Health
Acute Assessment Team in New South Wales was able to provide the most appropriate care for
patients in 68.8% of cases. Diverting patients away from emergency departments, most patients
were transported to a mental health facility (45.5 per cent) or cleared by the team on scene (21.9
per cent) (Faddy et al., 2017). Similarly, it was common for patients to be left with no further action,
usually at home, after the initial assessment by the PAM team (Bouveng et al., 2017). Despite the
lack of control or comparison data, Bouveng and colleagues (2017) finding of a decrease of 2.4
patients presenting to the emergency department per day immediately following the
implementation of the PAM project suggests promise for civilian mobile crisis teams to reduce
mental health emergency services usage (Marcus & Stergiopoulos, 2022).

15 Qver the course of two years (2018 and 2019), the Humberside Police saw an increase of 27% in welfare
calls for service, and a 35% increase in calls for service related to mental health. Accounting for 11% and 6%
of calls for service annually, respectively, welfare and mental health concerns diminished the police force’s
ability to respond to crime-related calls for service (College of Policing, 2023).
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SERVICE USER AND STAKEHOLDER EXPERIENCES AND PERCEPTIONS

Research inclusive of participant opinions and experiences shows that, although not all interactions
with police-only teams are negative, there is a higher likelihood that individuals will have fewer
positive perceptions of their experiences when police-only teams respond to mental health crises
(Lamanna et al., 2018). Service users have reported poor treatment by police, including being
treated as a criminal, which is believed to contribute to the development of mistrust in subsequent
police interactions (Dyer et al., 2015; Lamanna et al.,, 2018; Watson et al., 2008b). Negative,
harmful, and traumatic experiences with police have been found to be more prominent among
vulnerable service users. The Reach Out Response Network (2020a) found that deaf and autistic
service users believed that police officers did not understand their behaviour or how to interact
with them creating or increasing distrust of police that might contribute to escalations in distress.
In addition to an increased potential for more negative outcomes resulting from a police-only
response team, such as involuntary admission to the hospital and inappropriate use of restraints
(Allen Consulting Group. 2012), the appearance of officers in uniform and the use of handcuffs have
been perceived as scary, traumatic, harmful, or unnecessary (Lamanna et al., 2018; Reach Out
Response Network, 2020a). When many officers respond to a non-criminal situation, particularly
when arriving in a marked police vehicle, this can set up a power dynamic that may be
embarrassing or overwhelming for individuals in crisis and contribute to escalated emotions that
further create a sense of discomfort (Lamanna et al., 2018; Reach Out Response Network, 2020a).
Some researchers have suggested that the lack of mental health expertise among some police
officers may result in these officers being more prone to perceive interactions with people with
mental illness as more dangerous or unpredictable, and, therefore, may be a contributing factor in
decisions to use controlling or forceful tactics (Koziarski et al.,, 2021; Lamanna et al.,, 2018).
However, it is important to recognize that the past behaviour and interactions with the police of the
client, the location of the current interaction, and the information provided by witnesses to the
client’s behaviour also play important roles in police only-client interactions and outcomes.

Community service providers also raised concerns about the involvement of police in crisis
situations. In addition to increasing the likelihood of criminalizing mental health symptoms and
trauma-related reactions to the presence of the police (e.g., behaviours that are triggered by being
physically touched by an officer that may lead to charges of resisting arrest), in some research,
service providers felt that the duty to report policies that are often in place for police may create a
barrier for individuals who are struggling to seek help as they may feel that the police are limited to
incarceration or hospitalization as the only forms of care/intervention. For some in crisis, police
involvement is often perceived as coercive and stigmatizing (Reach Out Response Network, 2020a).
Viewing the police response as threatening, aggressive, or hostile, many service providers are often
reluctant to involve the police in crisis situations (Reach Out Response Network, 2020a).

In contrast to the police-only response, participants’ experiences with Co-Response Teams have
been much more positive (e.g., Dyer et al,, 2015; Forchuk et al., 2010; Kirst et al., 2015; Kisely et al,,
2010; Lamanna et al.,, 2018; Puntis et al., 2018; Senker & Scott, 2016), especially when mental
health professionals take the lead at the scene (e.g., Kirst et al., 2014; Senker & Scott, 2016). Using
information obtained from consumers, former clients, and family members, researchers have
discovered that a co-response model is preferrable over a police-only response. Ghelani and
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colleagues’ (2023) examination of different studies’ qualitative findings revealed that former clients
and family members not only preferred the co-response team over police-only responses, but they
also reported having more positive interactions with the co-responders. In most instances, when
the mental health professional took the lead and the police officer provided a supporting role, the
interaction was viewed more positively (Kirst et al.,, 2015). Based on interview responses from 12
mental health consumers who had direct contact with the Alfred Police and Clinical Early Response
(A-PACER) model between June 2013 and March 2015, Evangelista and colleagues (2016) found
that the police and mental health team was viewed as being supportive, helpful in achieving
preferred client outcomes, quick to provide responses, and persistent. All these qualities were
believed to assist the team in gaining the trust and engagement of consumers, as well as improving
de-escalation in crises (Evangelista et al., 2016). Based on the information gathered from service
users, researchers discovered that, in addition to having the opportunity to provide input into their
care, consumers valued the mental health professionals’ expertise and mental health knowledge,
the team’s familiarity with mental health conditions and resources, and their caring, empowering,
and compassionate approach (i.e., warm and respectful communication and collaborative
planning), which made them feel heard and respected (Kirst et al.,, 2015; Lamanna et al., 2018;
Senker & Scott, 2016). In addition to feeling reassured by a nurse’s presence, some service users
reported being appreciative of having the opportunity to resolve the incident in their own home
rather than having to be taken to the hospital or custody (Senker & Scott, 2016). Co-responders’
skills in crisis de-escalation were viewed by consumers and key stakeholders as being a crucial
element for generating positive crisis outcomes (Kirst et al., 2015; Lamanna et al., 2018).

However, there have also been some mixed experiences with CRT models, including MCITs. While
some MCIT service users had positive experiences, other participants reported structural and
procedural elements of the model, including uniforms, lack of choices in the process, and
insufficient time for a proper response, as contributing to negative or unhelpful experiences (Kirst
etal,, 2015; Reach Out Response Network, 2020a). In addition to nurses arriving on scene wearing
bulletproof vests, which was often seen as intimidating, the Toronto MCIT nurses were often
viewed as being police-like and lacking in compassion (Reach Out Response Network, 2020a).
Participants and service providers also viewed the Toronto MCIT response as rushed, as there are
few MCIT units, and they were overwhelmed with calls that contributed to longer response times
and an inability to spend sufficient time engaging with clients (Reach Out Response Network,
2020a). Another limitation to the MCIT service model is the inability to respond to high-acuity
situations, such as situations involving weapons or the risk of violence. The outcome of this was
that many mental health-related calls were handled by primary response units instead of the MCIT
(Reach Out Response Network, 2020a). Some recommendations for improving the MCIT model
included officers wearing plainclothes to reduce apprehension amongst clients, having the MCIT
become a first responder unit to improve response times, and adding staff with experiences beyond
the medical model (e.g., pairing police officers with mental health advocates, such as peer workers)
to broaden the partnerships with police and community agencies (Reach Out Response Network,
2020a).
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PERSPECTIVE OF SERVICE PROVIDERS AND KEY STAKEHOLDERS

Some qualitative research has demonstrated that police and mental health service providers
generally support the use of a crisis response team. For example, Puntis and colleagues (2018) and
Horspool and associates (2016) found evidence from qualitative studies that police officers and
other key stakeholders valued a co-response model. In these studies, program stakeholders
believed MCITs helped to improve partnerships between police services and the health system
(Kirst et al., 2015). The partnership between police and mental health nurses was perceived to be
integral in meeting the needs of individuals in crisis in the community. In addition to raising
awareness and educating officers on the complexity of mental illness, co-responder models
increased collaboration and shared decision-making (Horspool et al., 2016; Kirst et al., 2015).
Improving the ability to make referrals to existing mental health services was believed to play a key
role in the success of these programs (Horspool et al. 2016). The joint response was also viewed as
helping to reduce time spent at incidents. For example, Morabito and colleagues’ (2018) interviews
with seven of the police officers who worked on the Boston Emergency Services Team (BEST)
revealed that officers valued the speed and skills of co-response teams. In addition to improving
efficiency, police officers serving on triage teams in the United Kingdom have also reported
improved confidence when attending mental health incidents (e.g., higher level of reassurance in
decision-making and improved understanding of risk of suicide), reductions in the use of Section
136 detentions, and more organized and better executed Section 136 detentions when they did
occur (Senker & Scott, 2016). Officers also reported that CIT-training had improved their
confidence in dealing with mental health calls and their de-escalation skills (e.g., Kubiak et al.,
2017). Both CIT-training and co-response models have been found to improve officer perceptions
of people with mental illness (Kubiak et al., 2017; Shapiro et al,, 2015). Similarly, stakeholders from
the Northern Police and Clinical Emergency Response (NPACER) team in Melbourne and Street
Triage team in Essex reported improvements in emergency response due to increased
communication, information sharing, and knowledge and skill development amongst participating
agencies (McKenna et al., 2015; Senker & Scott, 2016). These studies found that sharing
information not only improved understanding of the roles and responsibilities amongst each
agency but helped facilitate the ‘bigger picture’ by ensuring more accurate decision-making around
risk (Horspool et al.,, 2016; Senker & Scott, 2016).

Still, there are some concerns about CRT programs reported by service providers and stakeholders.
The safety of clinicians on-site due to lack of protective clothing and insufficient on-site support has
been noted in some research (Senker & Scott, 2016; Shapiro et al., 2015). In effect, clinical staff
often reported feeling safer when attending community crisis calls when they were paired with a
police officer (Shapiro et al,, 2015). Staffing, team hours of operation, chronic and frequent calls,
and long-term funding to support the program have also been critiques associated with mental
health response models (e.g., Koziarski et al.,, 2021; Morabito et al.,, 2018; Senker & Scott, 2016).
Based on first responder, mental health advocates, and community-based providers’ perspectives,
the successful implementation of a co-response model depends, in part, on inter-agency
collaboration, including clear communication policies and shared access to pertinent data, the
characteristics of the co-response team members, support from senior management, the
establishment of collaborative project governance to ensure timely coordination of team members,
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sufficient operating hours, and the location of the co-response team members in an appropriate
facility (e.g., mental health facility) (Horspool et al.,, 2016; Robertson et al., 2020; Shapiro et al,,
2015).

RESOURCE ALLOCATION: COST BENEFITS

Research suggests that, in addition to the rising number of interactions with persons with mental
illness, the costs for attending these types of calls for service are increasing. In their examination of
service calls for persons with mental illness in British Columbia, Vaughan and Andresen (2018)
found the demand for select services increased by 9.7% yearly, and the cost for attending calls for
service involving persons with mental illness increased by an average of 13.56% per year. Part of
the increased cost is related to the length of time officers usually spend on calls for service
involving persons with mental health illness. According to Schulenberg (2016), compared to
encounters with people are not suffering from a mental illness, police-citizen interactions involving
a person with mental illness can last upwards of 20 minutes longer. Being able to successfully
interact with persons experiencing mental health issues can be tedious, as it requires a significant
amount of time, patience, and calm dialogue (Flores et al., 2022). Moreover, the context in which
police come into contact with persons with mental illness, such as public disturbances or someone
in a mental health crisis, coupled with added situational factors, such as substance use, may add
layers of complexity that affect how police approach and respond to calls for service perceived as
being related to a person with a mental illness or experiencing a mental health crisis (Koziarski et
al,, 2021). Given this, one study surmised that police culture encourages officers to formally resolve
issues involving persons with mental health issues, with persons with mental illness being at an
increased likelihood for being arrested, particularly for nuisance and order-related crimes
(Schulenberg, 2016).

The use of specialized mental health response teams has been found to alleviate several of the
demands on police resources. For example, Scott (2000) estimated that the MCIT approach
provided a 23% cost savings compared to relying on police-only teams. Baess’ (2005) examination
of Victoria’s Integrated Mobile Crisis Response Team revealed that, compared to traditional police
calls for service that cost approximately $300 per call for service, calls for service to the co-
responding team only cost $190 per call for service. The cost savings are believed to result from
decreased hospital wait times and admissions (Baess, 2005). A cost effectiveness analysis of the
Victoria PACER model found that, even when increasing overall estimates of PACER costs and
decreasing the estimated costs of usual service provisions, PACER was more cost effective. As a
result of reducing the number of clients taken to hospital emergency departments and reducing the
length of stay for clients in emergency departments, PACER was estimated to cost $919 per case
compared to the estimated usual service costs of $979 per case (Allen Consulting Group, 2012).
Similarly, evaluations of street triage teams in the UK found that reductions in Section 136
detentions resulted in a decrease of £34 per person compared to utilizing a traditional response
(Heslin et al., 2016), and an estimated net benefit of £179,758 when accounting for the cost of
running the street triage project (Senker & Scott, 2016). Eugene’s CAHOOTS program was
estimated to have saved $8.5 million USD in public safety funding and an additional $14 million USD
in health budget funding due to hospital diversions in 2019 (Reach Out Response Network, 2020a).
Costing $2.1 million USD to operate in 2019, the savings associated with CAHOOTSs were eleven
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times its cost. Even more robust CRT models, including COAST, have also been found to be cost
effective. Semple and colleagues (2021) discovered that, by reducing the amount of time general
patrol officers spent on calls for service involving persons with mental illness, COAST resulted in a
decrease in costs associated with responding to these calls by $47.43 per call for service. It is
important to note that most of the cost effectiveness analyses do not capture all potential benefits
of the various co-response models. Human outcomes, including improved experiences for persons
with mental health crises and referrals to the most appropriate services, reductions in police use of
force, and community benefits, such as those arising from an increased availability of first
responders for purposes other than mental health calls for service, may be further cost-benefits
associated with co-response models (Allen Consulting Group, 2012; Heslin et al., 2016).

CAVEATS AND CHALLENGES TO IMPLEMENTING A MENTAL HEALTH RESPONSE MODEL

There are several caveats and challenges to take into consideration when designing non-police or
co-response initiatives. All teams will vary based on where they are located, the population(s) they
serve, the community resources that can be accessed, how the program’s mandate is developed and
implemented, staffing issues, available training, and equipment (Forchuk et al., 2010; Semple et al.,
2021). Therefore, each initiative will have its own hurdles. However, the extant literature highlights
some key areas for improvement that is consistent among all the existing models. One of the
primary issues centres on team capacity in relation to role clarity, availability, and staffing (Allen
Consulting Group, 2012; Ghelani et al,, 2023). Each member is likely to identify with their
traditional role and the ethical codes, policies, rules, and laws that guide their behaviours
(Zuckerman, 2023). For instance, Bailey and colleagues (2018) discovered that police officers want
to be clearly identified as police and may have difficulty adjusting to a non-street officer role. The
potential for significant differences in professional values and work responsibilities may also create
ethical conflicts among teammates. While police officers may view the use of force as a necessary
means for obtaining compliance, social workers may see communication as the more viable option
(Zuckerman, 2023). Moreover, despite information sharing, team members may be more likely to
prioritize the information that is relevant to their own agency’s goals/missions and professional
culture (Kirst et al., 2015). There may also be challenges in determining when an arrest or an
apprehension may be required. These differences in goals (i.e., public safety versus the well-being
of individual consumers) may also make it challenging for CRT members to collaborate and think
more holistically about a client (Allen Consulting Group, 2012; Kirst et al., 2015). Therefore, to
ensure optimal teamwork and service delivery, it is important that the distinct roles of mental
health professionals and officers are recognized and understood by all team members (Kirst et al.,
2015). Implementing clear program policies and procedures and establishing internal
communication protocols may reduce confusion amongst team members and further streamline
crisis responses (Bailey et al., 2018; Shapiro et al,, 2015).

The need for a CRT response in the context of resource availability also presents a challenge
(Forchuk et al., 2010). Persons with mental health issues tend to generate a high number of calls for
service, with a large volume of these calls being repeat clients or persons known to the police or the
mental health system (i.e., chronic calls for service related to the same person(s)) (Helfgott et al.,
2016; Koziarski et al., 2021). Studies have found that triage service users often have a history of
psychiatric hospitalization (e.g., Huppert & Griffiths, 2015) and require repeat referrals at a rate
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ranging from 12% over an 18-month follow-up period (Dyer et al., 2015) to almost 30% over a 12-
month follow-up period (Lamana et al., 2018). A lack of adequate staffing, access to appropriate
vehicles, and communication with dispatch can hinder the response of CRTs by lengthening
response times (Baess, 2005; Forchuk et al,, 2010; Steadman et al.,, 2000). To operate effectively, it
is imperative that communities ensure the co-response models have the capacity to handle volume
and respond to people in crisis in a timely fashion (Forchuck et al., 2010). A key element here is
adequate staffing, especially during high call for service times (Semple et al,, 2021). It is also
important to have continuity and stability in staff in co-response models. Familiarity is believed to
not only bring critical experience, but also a sense of calm in volatile circumstances (Lurigio et al.,
2008). Integrating staff with lived experiences into the team is also believed to improve the design
and delivery of a co-response model (Reach Out Response Network, 2020a). People with lived
experiences not only understand what does and does not work, they are also better positioned to
provide frontline support for people experiencing a mental health crisis (Reach Out Response
Network, 2020a). Being able to provide continuity of care and services, as well as tailored
responses to the individual needs of each subject contributes to the best possible outcome in each
case (Lurigio et al.,, 2008). Therefore, team composition, formal partnerships, and organizational
buy-in are instrumental to the establishment and continued functioning of these models (Ghelani et
al.,, 2023).

Ensuring a well-resourced continuum of crisis services, including crisis phone lines, supportive
housing, addiction treatment, low-barrier referral services, outpatient mental health, and inpatient
psychiatric beds, are also necessary for Co-Response Teams to achieve their intended outcomes
(Bailey et al., 2022; Forchuk et al., 2010; Ghelani et al., 2023; Koziarski et al., 2021; Reach Out
Response Network, 2020a). CRTs provide referrals, guide individuals to resources, and transport
patients to community services or hospitals; however, this does not guarantee that the unique
treatment needs of the client will be met in every case (Bailey et al., 2018). A diverse range of
treatment services need to be available and accessible for this kind of program to be effective
(Bailey et al., 2018). For example, provisions for outpatient treatment services and follow-up
support are essential for supporting and promoting rehabilitation and preventing future crises
(Bailey et al., 2018; Evangelista et al.,, 2016). Bailey and colleagues (2022) findings showed that,
compared to calls for service receiving a traditional police response (N = 628), participants
receiving a CRT response (N = 313) were more likely to have an emergency medical services
contact at six- and 12-month follow-ups. At the six-month follow-up, 38% of CRT participants had
at least one emergency services encounter at six months, and this rose to 46% at the 12-month
follow-up (Bailey et al., 2022). Encounters with emergency services were found only for 26% and
32% of the participants receiving a traditional police response at the six- and 12-month follow-ups,
respectively. The researchers surmised that perhaps participants receiving a CRT response may
come to view emergency services as a suitable option for managing crises (Bailey et al., 2022).
Lacking adequately funded, well-informed community programs will mean crises are only able to
be managed temporarily (Iacobucci, 2014). Of even greater concern is that a lack of a complete
suite of crisis services may mean that CRTs are limited in their ability to respond to individuals who
are in crisis (Iacobucci, 2014), which may result in individuals requiring stabilization without
needed support, such as shelter (Koziarski et al., 2021). A sample of service users and providers in
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Toronto reported long wait times!¢, insufficient hours of operation, and limited resourcing resulting
in necessary services being inaccessible (Reach Out Response Network, 2020a). A lack of crisis/safe
beds and respite care, in addition to narrow service mandates, such as not accommodating
individuals presenting with disruptive behaviours, are among the largest concerns, as these often
lead to denial of needed services, calls to 911, and unnecessary hospitalizations and incarceration
(Reach Out Response Network, 2020a).

The over-reliance on the police/medical partnership in the MCIT model has also been criticized for
leading to coercive medical interventions due to an overly medical focus on the situation (e.g., the
assumption that a person is experiencing a crisis because they are not taking their prescribed
medication).Lacking a trauma-informed, non-medical model team response to mental health crises
has resulted in some clients feeling unsupported, unsafe, uncomfortable, and/or confined by the
police/hospital response (Reach Out Response Network, 2020a). According to the Reach Out
Response Network, (2020a) hospital emergency rooms have been described by some clients as
lacking sufficient de-escalation procedures to manage people safely and using restraints, such as
handcuffs. In addition, this organization has characterized the hospitalization process as failing to
provide sufficient care and treatment to address root causes of the hospitalization (e.g., suicidal
ideation) (Reach Out Response Network, 2020a). While the Reach Out Response Network can be
viewed as an advocacy group interested in eliminating police completely from all mental health
responses, to address the basis for police involvement with people in distress and focus on desired
outcomes, it is crucial to develop a model that reflects local issues, takes into account service user
contributions, uses clear, unambiguous language that accommodates non-verbal communication
methods (e.g., written, visual modes of communication), ensures and maintains productive
relationships between police and community services, and provides structured proactive and
reactive services (Ghelani et al., 2023).

Another caveat to CRTs is their mandated function. Most CRTs only provide coverage during certain
times as they operate within scheduled hours and days (i.e., they are not available 24 hours per day,
seven days per week) (Koziarski et al., 2021; Kirubarajan et al., 2018). In addition, CRTs have been
designed to operate predominantly as a secondary response to mental health crisis situations
(Koziarski et al.,, 2021). In effect, traditional frontline police officers will continue to be the first to
respond to mental health crises. Therefore, the professionals with the specialized training,
knowledge, and skills required to properly manage and de-escalate a crisis may not be initially
present at the outset of many situations (Iacobucci, 2014). With this model, the response to mental
health will continue to be guided by the initial response of frontline police officers who may lack the
requisite skills and training to properly manage these complex situations without the assistance of
something like a CRT (Iacobucci, 2014). However, despite an increasing desire to have CRTs
operate as first responders to mental health crisis calls, there remain concerns about safety. In
addition to police perceiving issues with the safety of civilian teammates, mental health providers
have raised concerns about exposure to violence or threats of violence (Senker & Scott, 2016).

16 A study of Toronto MCITs suggested the average wait time for transfer of custody was nearly 60 minutes
(Lamanna et al,, 2018).

39



Given the potential for crisis situations to evolve quickly, especially when weapons are present, it is
difficult to determine exactly when a police presence is required as a first response (Kirst et al.,
2015). The ideal is that crisis teams will not respond to highly dangerous situations, such as those
involving guns or assaultive behaviour, and will carry a police radio to request backup if necessary
(Reach Out Response Network, 2020a). What constitutes a non-violent crisis situation and how
often crisis teams require police assistance is likely to vary. Based on some initial evaluations, it
appears that requests for police backup occur in less than 1% of crisis calls responded to by
civilian-led MCITs (Reach Out Response Network, 2020b). For example, in 2019, CAHOOTS
responded to 24,000 calls and only requested police backup on 311 of those calls (Reach Out
Response Network, 2020a). Moreover, it is unlikely that the majority of 911 calls related to mental
health crises involve the presence of a weapon or harmful behaviour towards others. Shore and
Lavoie (2019) estimate that only 16% and 11% of 911 calls for police service in Canada related to
mental health issues involve the presence of any type of weapon or harmful behaviour towards
others, respectively. To better understand the safety issues and the suitability of having CRTs
attend calls for service as the primary responder requires more research on the calls for service
triage process and the staffing and operations of CRTs. More insight into the training and processes
in place for determining call for service type and risk level will serve to improve the development of
mental health responses.

RECOMMENDATIONS FROM THE LITERATURE RELATED TO RESPONSES TO MENTAL HEALTH
CALLS FOR SERVICE

For the purposes of follow-ups and continuity in service provision, it is necessary to keep records of
individuals and circumstances surrounding an incident. However, it remains unclear what type of
information is necessary to have on record, as well as who should have access to this information.
Due to the stigma associated with mental health, concerns have been raised about the potential
detrimental effects on the provision of future care when health card information is collected and
stored in electronic health records. Rather than compelling a client to provide their full name and
health card number, clients may be more comfortable with the process if they are permitted to
choose which information they provide (Reach Out Response Network, 2020a). Whether client
information should be shared with police also raises questions and concerns. Fear of legal
repercussions (e.g. a client has an open warrant) and the police duty to report may act as barriers
to accessing services for many clients. Moreover, by linking mental health-related records with
police records, individuals may appear on vulnerable sector checks, which could limit future
employment opportunities (Reach Out Response Network, 2020a). Some researchers have
recommended that to ensure consistency, cross-system partnerships, including information sharing
agreements and memorandums of understanding that outline each agency’s commitment to the
program should be developed (Shapiro et al,, 2015).

The composition of the team is also crucial. Although models will differ in terms of the type of
health professional on the team (e.g., peer support specialist, emergency medical services,
psychiatrist, etc.), it is clear that having mental health specialists on the team is not only
preferrable, but it may also ensure the lived experiences of service users are prioritized and add to
the overall quality and experience of services (Marcus & Stergiopoulos, 2022; Zuckerman, 2023).
Peer specialists are seen as being critical to providing ‘warm’ support (i.e., resources and supports
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for individuals who do not require immediate attention) (Forchuck et al., 2010). Mental health
professionals’ specific training and knowledge, on the other hand, may result in fewer risk-aversive
decisions being made that may reduce the demand on, and inappropriate use of inpatient mental
health services (Horspool et al., 2016). However, for a multi-agency team to be effective, the team
must have the right experience and skillset to handle mental health crises, and be able to operate
cohesively (Horspool et al., 2016). This requires that all team members build positive relationships
with one another, learn about each member’s agency’s mandate, and show a willingness to learn
and adopt useful skills from one another (Bailey et al., 2018). Essentially, the team members must
have collegial working relationships and complimentary working styles, skills, and approaches. To
create a team that works harmoniously as a unit, it is recommended that team members be selected
rather than arbitrarily assigned (Bailey et al., 2018). Ensuring a core group of motivated officers
and nurses are continually working on the intervention team is believed to ensure rapport is built
between staff and service users (Senker & Scott, 2016).

To ensure the team has the correct composition, increasing awareness about co-response models
and the roles of each teammate may further bolster support and buy-in for this model from
different service sectors. Based on Zuckerman’s (2023) examination of graduate social work
students, it is apparent that there is support for this kind of model among those who would be
qualified to join such a team as most of the sampled students (N = 228) knew about the co-response
model (74.81 per cent) and supported the use of these teams (60.74 per cent). At the same time,
there were trepidations about joining a co-response team. Only 15.5% of the sample felt confident
in their knowledge and skillsets pertaining to co-response, and a similarly small portion (13.5 per
cent) were extremely likely to want to join a co-response team. Safety concerns, team collaboration
and conflicts with police, and burnout were noted as primary concerns with working in a co-
response team (Zuckerman, 2023). This research suggested that increasing knowledge about CRTs
and the roles of team members through classroom curriculum and professional training
opportunities may go a long way in closing the gap between awareness and support for the model
and a desire to be part of the team (Zuckerman, 2023).

Removing barriers to recovery was also viewed as important. It should be a priority for a mental
health response to minimize restrictions on liberty and interference with rights, dignity, and self-
respect (Allen Consulting Group, 2012). Accordingly, it has been suggested that shared decision
making may enhance recovery. Encouraging client participation in treatment decisions, particularly
the development of safety and treatment plans, may be helpful for improving long-term outcomes
for people in crisis (Allen Consulting Group, 2012; Forchuk et al., 2010; McNeilly, 2017). Providing a
range of alternatives compared to solely relying on hospital-based services was also seen to
prevent persons suffering from mental health issues from disengaging from their treatment and
support networks (Allen Consulting Group, 2012). Ensuring there is timely assessment and
support, as well as respectful engagement from all staff, especially during the initial contact, were
also viewed as being key to mitigating the potential for violence and the use of restraints and
improving outcomes (Allen Consulting Group, 2012).

Several researchers have concluded that one of the most critical elements for achieving success
with these types of programs is comprehensive training (Allen Consulting Group, 2012; Ghelani et
al,, 2023; Lurigio et al,, 2008). The available evidence suggests that police departments feel their
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approach to managing crisis situations involving individuals with mental health programs is
effective. However, there may also be some unintended negative outcomes associated with current
mental health training for police officers. It has been surmised that mental health training for police
officers may result in ‘flagging’ (i.e., identifying individuals who may have mental health concerns in
the police dispatch system), which may contribute to officers taking less caution and using more
decisive action (Fiske et al.,, 2021). The inconsistency of mental health training for police officers
may also contribute to varied outcomes for crisis-related calls (Fiske et al., 2021). According to
Fiske et al. (2021), there is no standardized mental health training. Recruit training and in-service
training focusing on mental health can involve stand-alone modules or a combination of mental
health information with other forms of training (e.g., tactical communication) delivered through
online components and/or in-person instruction and role playing (Fiske et al., 2021; Koziarski et al.,
2021). Depending on the police service, the number of hours spent on mental health training ranges
from as little as one hour up to 40 hours (Koziarski et al., 2021). One potential outcome of this
diversity in training is that, despite receiving the same designation, specially trained police officers
may vary in their level of knowledge, expertise, and skills.

The movement towards more specialized responses to mental health has brought with it a need for
greater expertise and specially designed training (Fiske et al., 2021; Koziarski et al., 2021). For
more specialized response teams, including CIT-based models, all team members must have an
appropriate professional background, including having sufficient crisis-related education,
experience, and training (Semple et al., 2021). Typically, there are specific educational guidelines
and structured training for CIT-based models that focus on specialized skill development, including
mental health first aid, suicide intervention, critical incident stress management, and de-escalation
and crisis intervention (Semple et al., 2021). In addition to having an educational foundation in a
related discipline (i.e., a baccalaureate in psychology or criminal justice), additional skills are
harnessed through role playing, site visits to local services, and presentations by mental health
professionals and affected individuals and families (Ghelani et al., 2023). The efficacy of referrals
for clients who can be supported in the community can be enhanced through education and
information regarding local service referral processes and instructions around safety planning
provided by professionals working in the community (Blais et al., 2020; Lamanna et al., 2015;
Lamanna et al,, 2018). Reports from former MCIT clients suggested that the de-escalation and crisis
communication skills these teams develop through presentations and role playing contributed to
positive experiences with these teams (Lamanna et al., 2018). However, the crucial element here is
that the training be cross-sectoral, wherein police and mental health professionals are brought
together to learn about each other’s policies and operations (Wood & Watson, 2017). This provides
all practitioners with the opportunity to learn about the contours of their working relationship, gain
an appreciation of the challenges they both face, and develop an understanding of the different
obstacles they will need to navigate in each other’s systems (Kirst et al., 2015; Lurigio et al., 2008).
By dispelling misconceptions, team staff can remove barriers and build rapport (Horspool et al.,
2016).

The research literature also recommended that crisis teams receive extensive training on issues
specific to different populations to ensure the response appropriately addresses each client’s
unique needs. For instance, responding to youth in crisis requires, for example, an understanding of
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health stigma, family dynamics, and privacy issues. When a client is a senior citizen, team members
must have expertise in issues facing geriatric populations, including medical issues and
neurological /cognitive issues, to be able to provide the appropriate type of care (Reach Out
Response Network, 2020a). Training in working with neurodiverse populations, particularly
autistic individuals and individuals with developmental disabilities, is also crucial to ensure
situationally sensitive and effective crisis services can be delivered (Reach Out Response Network,
2020a).

Acknowledging that crises are experienced differently by different people, it is also crucial for staff
to be trained in cultural-specific expressions of distress and de-escalation (Reach Out Response
Network, 2020a). Training service providers to take an intersectional approach to crisis
management will enable them to embrace the heterogeneity of persons’ lived experiences,
understand how their identities affect their everyday life, identify any stigmas or barriers to access
they may face, and determine what, if any, additional accommodations may be needed to address
their needs (Bowleg, 2020). This may also ensure service providers employ a procedurally just
response that will not only help to prevent actions that may be viewed as disrespectful or culturally
inappropriate but also reduces the likelihood that a situation will escalate (Wood & Watson, 2017).
As many individuals facing chronic crises present with a complex array of substance use and mental
health issues, it is imperative that all service providers, especially police officers, receive training on
the symptoms and impacts of various illicit substances, particularly in relation to substance-
induced psychosis (Reach Out Response Network, 2020a).

From the literature reviewed for this report, some have suggested that improving crisis
management requires a paradigm shift. For example, Marcus and Stergiopouolos (2022) have
argued that rather than focusing on risk management, the model should centre on a trauma-
informed approach that considers the lived experiences of service users. This redirection would
require moving beyond responding to crisis calls and engaging in prevention activities. Reach Out
Response Network (2020a) have suggested that crisis services/teams should provide outreach to
schools and community organizations, and conduct ‘patrols’ in visible community spaces where
people tend to congregate (e.g., parks) to build relationships with vulnerable individuals who may
be experiencing difficulties and need support. These authors contend that proactively approaching
and engaging with individuals in community settings creates awareness of support services and
how one can contact the crisis response network if experiencing a crisis in the future. In addition, it
may also allow for crisis teams to create safety plans with individuals prior to them entering a
crisis, which could assist with identifying the person’s needs and how they would like to be
supported should the person go into crisis later (Reach Out Response Network, 2020a).

To ensure that there is a broad understanding of community services, as well as the existence of a
crisis response model/team, including the services provided and how they can be contacted, some
authors have argued that service integration and public education campaigns are crucial (Bailey et
al,, 2018; McNeilly, 2017; Reach Out Response Network, 2020a). According to Bailey et al. (2018), it
is important that co-response team operations are well integrated into the local network of first
responders, such as hospitals, emergency response services, and shelters. Most crisis teams are
integrated into 911 dispatch and can self-initiate interaction (i.e., carry a police radio and choose to
attend calls for service that appear to contain a behavioural component). Other teams have created
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their own independent phone number to access the team. Crisis teams in Houston, Chattanooga,
and Portland, for instance, are accessible through 911 and an independent three-digit number,
either 211 or 311 (Reach Out Response Network, 2020a). Crisis response interventions should also
have sufficient operating hours and geographical coverage (Senker & Scott, 2016). McNeilly (2017)
has argued that, given the lack of public knowledge about the mental health system, laws governing
the system, and resources available to help those with mental health issues or who are experiencing
a crisis, an important part of supporting initiatives involves educating consumers, survivors,
affected family members, police, and health care provides. Broadly advertising to the public what
the signs of crisis are, what the non-police options for people in crisis are, and contact information
(e.g., non-911 service number) for the crisis response team/service providers could contribute to
building public mental health literacy and reduce the calls to 911 for mental health-related
incidents (Reach Out Response Network, 2020a; McNeilly, 2017). Moreover, increased public
awareness and knowledge may help to empower families to rely less on crisis services (Marcus &
Stergiopoulos, 2022). Marketing CRT operations to the public might also help to differentiate
between these programs and other existing initiatives serving the same populations (Bailey et al,,
2018; McNeilly, 2017).

Quantitative Data Analysis of Calls for Service

As outlined in the methodology section of this report, mental health-related calls for service data
were provided for eight RCMP detachments for 2024. For these detachments, the total number of
all calls for service was 455,734 of which 22,328 (4.9 per cent) were coded as being mental health-
related either at dispatch or upon review of the file after the incident. Table 1 provides the
breakdown of total number of calls for service and the proportion that were mental health-related
for each detachment. While it was expected that there would be a wide variation in the total
number of calls for service and the number of mental health-related calls for service because these
detachments represented large and small, urban and rural detachments, in general terms, around
5% to 6% of all calls for service were mental health-related by detachment.

TABLE 1: PROPORTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY DETACHMENT

Total # of Mental Health-Related % of Calls for Service that
Calls for Service were Mental Health-
Related

Detachment Total # of Calls for Service

A 11,996

B 42,963 2,547 5.9%
C 77,658 4,240 5.5%
D 42,744 2,379 5.6%
E 25,684 2,460 9.6%
F 43,339 2,490 5.8%
G 185,836 6,131 3.3%
H 25,514 1,935 7.6%
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In terms of the four policing districts in British Columbia, two detachments were from each District.
As presented in Figure 1, the two detachments from the Lower Mainland District contributed 38.5%
of the mental health-related calls for service, the two detachments from the Southeast District
contributed 30.4% of the calls, the two detachments from the Island District contributed 19.3% of
the calls, and the North District contributed 11.8% of the mental health-related calls for service in
this sample.

FIGURE 1: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY POLICE DISTRICT (N = 22,328)

38.5%

30.4%

19.3%

11.8%

Lower Mainland District Southeast District Island District North District

Monthly Distribution of Mental Health-Related Calls for Service

The monthly distribution of mental health-related calls for service revealed a degree of seasonal
variation. Mental health-related calls for service were lowest in December (6.7 per cent), followed
by February (7.7 per cent) and November (7.8 per cent). In contrast, the summer months—]June
(9.0 per cent), July (9.1 per cent), and especially August (9.4 per cent), which had the highest
demand (see Figure 2). The month of May also recorded an elevated volume (8.8 per cent),
suggesting that mental health-related call for service levels begin rising in late spring, peak through
summer, and then taper off in the fall. When analyzing each policing district, this pattern was
replicated, with August consistently ranking as the month with the highest volume of mental
health-related calls for service with a range of 8.8% (Island District) to 9.9% (North District).
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FIGURE 2: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY MONTH (22,328)
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Distribution of Mental Health-Related Calls for Service by Day of the Week

The distribution of mental health-related calls for service across the days of the week indicated a
relatively even spread, with some modest variations. Calls were lowest on Sundays (12.4 per cent)
and Saturdays (12.9 per cent), suggesting reduced demand for police response on weekends (see
Figure 3). In contrast, weekdays consistently showed higher call volumes, each ranging from 14.6%
to 15.1% of total mental health-related calls for service. The peak occurred on Thursdays, which
account for 15.1% of calls for service, closely followed by Tuesday, Wednesday, and Friday, each at
approximately 15%. In effect, the data highlighted that weekday demand was consistently higher,
with each weekday absorbing a greater share of mental health-related calls for service compared to
either Saturday or Sunday.

FIGURE 3: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY DAY OF THE WEEK (22,328)
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Distribution of Mental Health-Related Calls for Service by Hour of the Day

The data on mental health-related calls for service to police across different hours of the day
revealed clear temporal variation. Calls were relatively low during the early morning hours
(midnight to 06:00), accounting for only about 12% of the total volume (see Figure 4). The number
of mental health-related calls for service began to rise gradually after 07:00 and increased sharply
between 09:00 and 14:00, peaking in the early afternoon. The highest frequencies occurred
between 13:00 and 16:00, with each of these time periods accounting for approximately 6.5% of the
total number of calls for service. After 17:00, call volumes began to decline steadily, though they
remained substantial until around 21:00. Late evening and overnight hours (22:00 to 05:00)
consistently reflected the lowest demand for police services.

In effect, these findings suggest that mental health-related calls are most concentrated during
standard daytime and early evening hours, with a distinct peak in the afternoon. This aligns with
periods when individuals are more likely to be engaging with workplaces, schools, or social
services, potentially increasing visibility and opportunities for crisis intervention. Conversely, the
relatively low number of calls overnight indicates less immediate demand during those hours,
although the mental health-related calls for service that do occur at these times may require
specialized responses due to reduced availability of community mental health resources.

FIGURE 4: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY TIME OF DAY (22,328)
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Comparison of Mental Health-Related Calls for Service That Did and Did Not Involve a Co-Response
Team

While the total number of mental health-related calls for service for the eight RCMP detachments
was 22,328 in 2024, the total number of these calls that involved a co-response team was 3,559 or
15.9%. Table 2 provides the breakdown of total number of mental health-related calls for service
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for each detachment and the proportion that involved a co-response team.!7 [t was expected that
there would be a wide variation in the total number of mental health-related calls for service that
involved a co-response team because these detachments represented large and small, urban and
rural detachments. The range was from 6.3% of all mental health-related calls for service involving
a co-response team to 26.6%.

TABLE 2: PROPORTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE INVOLVING CO-RESPONSE TEAMS BY
DETACHMENT

= 9 i
Total # of Mental Health- Total # of Mental Health-Related % of Calls for Service that

Detachment Calls for Service Involving a Co- were Mental Health-
Response Team Related and Involved a
Co-Response

Related Calls for Service

In terms of the four policing districts in British Columbia, as presented in Figure 5, the two
detachments from the Lower Mainland District contributed 31.6% of the mental health-related calls
for service involving a co-response team, the two detachments from the Southeast District
contributed 41.5% of the calls, the two detachments from the Island District contributed 8.6% of
the calls, and the one detachment from the North District contributed 18.3% of the mental health-
related calls for service involving a co-response team in this sample.

17 In the absence of any code or variable in PRIME to signify the involvement of a co-response team in a file,
the analysts at RCMP ‘E’ Division employed a text search to identify files that contained keywords, such as
MICR or ICRT, or references to Car XX. For one detachment, Detachment A, this search yielded no results.
Consequently, this detachment, which contributed only 146 files to the overall sample of 22,328 files, was
excluded from any subsequent analyses.
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FIGURE 5: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE INVOLVING CO-RESPONSE TEAMS
BY POLICE DISTRICT (N = 3,559)
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Monthly Distribution of Mental Health-Related Calls for Service Attended by Co-Response Teams

The monthly distribution of mental health-related calls for service involving co-response teams
showed meaningful seasonal variation. Calls for service were lowest in the early part of the year,
with January (6.2 per cent) and February (6.0 per cent) recording the smallest shares of incidents.
From March onward, volumes increased steadily, with a notable rise in April (8.7 per cent) and May
(9.8 per cent) (see Figure 6). The summer months of July (9.6 per cent) and especially August (10.5
per cent) represented the period of highest demand, accounting for a disproportionate share of
calls. After August, call volumes began to decline gradually, though they remained relatively
elevated in September (8.8 per cent) and October (9.1 per cent), before tapering off in November
(7.8 per cent) and December (8.0 per cent). This pattern suggested that late spring and summer
brought heightened levels of crisis-related police involvement. These findings highlight the
importance of ensuring surge capacity and enhanced collaboration with mental health
partners during the late spring and summer months, when calls for service peak. In effect,
comparing the overall mental health-related calls for service to those involving a co-response team
demonstrated the same general seasonal trend of lower call volumes in the winter months
(January-February, and December), a steady rise through spring, and peak demand during

the summer months (June-August) before tapering off in the fall.
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FIGURE 6: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE INVOLVING CO-RESPONSE TEAMS
BY MONTH (3,559)
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Distribution of Mental Health-Related Calls for Service Attended by Co-Response Teams by Day of the
Week

The distribution of mental health-related calls for service involving co-response teams across the
days of the week indicated a relatively even spread, with some modest variations. Calls were once
again lowest on Sundays (10.2 per cent) and Saturdays (11.3 per cent) (see Figure 7). In contrast,
weekdays consistently showed higher call volumes, each ranging from 13.5% to 16.4% of total
mental health-related calls for service involving co-response teams. Once again, the peak occurred
on Thursdays, which account for 16.4% of calls for service, closely followed by Tuesday,
Wednesday, and Friday, each at approximately 16%. In effect, the data highlighted that weekday
demand was consistently higher, with each weekday absorbing a greater share of mental health-
related calls for service compared to either Saturday or Sunday.

FIGURE 7: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE INVOLVING CO-RESPONSE TEAMS
BY DAY OF THE WEEK (3,559)
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Distribution of Mental Health-Related Calls for Service Attended by Co-Response Teams by Hour of the
Day

The data on mental health-related calls for service involving co-response teams across different
hours of the day, once again, revealed clear temporal differences. Calls were relatively low during
the early morning hours (midnight to 07:00), accounting for only 5.2% of the total volume. The
number of mental health-related calls for service began to rise gradually after 08:00 and increased
sharply between 09:00 and 14:00, peaking in the early afternoon (see Figure 8). The highest
frequencies occurred between 13:00 and 16:00, with each of these time periods accounting for
approximately 10.0% of the total number of calls for service. After 18:00, call volumes began to
decline steadily, though they remained substantial until around 21:00. Late evening and overnight
hours (22:00 to 05:00) consistently reflected the lowest demand for police services. In effect, these
findings suggest that mental health-related calls are most concentrated during standard daytime
and early evening hours, with a distinct peak in the afternoon.

FIGURE 8: DISTRIBUTION OF MENTAL HEALTH-RELATED CALLS FOR SERVICE BY TIME OF DAY (22,328)
276 281
17 14 20 12

374
353
340 349
306
294
180
133
93
64
41
l -

0o 1 2 3 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23

NATURE OF MENTAL HEALTH-RELATED CALLS FOR SERVICE

The analysis of mental health-related calls for service by offence type, separated into when a co-
response team was involved in the file, highlighted both consistencies and differences in the
composition of calls for service. For the mental health-related calls for service that did not involve a
co-response team (18,769 calls), most incidents were classified as a Provincial Statute Offence (52.1
per cent) and approximately one-third (32.6 per cent) were Other Occurrences (see Table 3). These
two categories accounted for more than four-fifths (85.7 per cent) of all mental health-related calls
for service. By comparison, Criminal Code offences linked to violent crime (6.4 per cent), property
crime (4.1 per cent), or other offences (4.5 per cent) represented a much smaller proportion, while
federal statute and traffic-related matters were negligible. This distribution indicated that the bulk
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of mental health-related calls for service that did not involve a co-response team were non-criminal
occurrences or lower-level regulatory matters, rather than serious crimes.

The mental health-related calls for service that involved a co-response team (3,559 calls) mirrored
the pattern outlined above but with slight shifts in proportions. Here, Provincial Statute

Offences represented an even greater share (61.6 per cent), while Other Occurrences were slightly
reduced (28.3 per cent). Criminal Code categories again accounted for a small fraction of the calls
for service—violent crime (3.3 per cent), property crime (3.0 per cent), and other offences (3.8 per
cent). These variations suggest that mental health-related calls were overwhelmingly non-
criminal in nature, though those involving a co-response team emphasized this point even
more strongly.

As will be discussed in the next section analysing the qualitative interview data, the findings
presented in Table 3 demonstrating the predominance of Provincial Statute and “Other
Occurrences” categories suggests that frontline police officers and co-response team members are
more often addressing mental health crises that do not involve criminal activity but still require
police intervention due to public safety concerns, disorder, or regulatory violations. Second, the
relatively small proportion of violent or property crimes challenges commonly held public
assumptions that mental health-related calls for service are primarily criminal in character.
Critically, from this data, these calls for service are largely social and regulatory in nature,
necessitating skills in de-escalation, crisis intervention, and referral to appropriate supports
rather than traditional enforcement. Finally, the consistency across both groups reinforces the
need for police-mental health partnerships to manage this category of calls for service effectively
and to divert individuals from unnecessary criminal justice involvement. As will be discussed in
greater detail below, this finding highlights the need for consistency in policy, training, and
standards of practice to ensure that appropriate, effective, and similar service is delivered. As
medical professionals and social workers adhere to established standards of practice that guide
service delivery, a similar level of consistency should be pursued at the street-level triage stage to
promote fairness, reliability, and quality in frontline responses to individuals suffering from a
mental health crisis.

TABLE 3: TYPE OF MENTAL HEALTH-RELATED CALL FOR SERVICE COMPARING THOSE INVOLVING CO-RESPONSE
TEAMS AND THOSE THAT DID NOT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n=3,559) (n=18,769)
Persons Violent Crime

Property Crime

Other Criminal Code Offence

CDSA/CA Offence

Federal Statute Offence

Provincial Statute Offence

Other Occurrence

Traffic Offence
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The analysis of the reasons for the mental health-related call for service as recorded in the first of
four UCR categories demonstrated that the overwhelming majority of incidents fell into non-
criminal classifications directly tied to mental health and welfare checks. For those calls for service
that did not involve a co-response team, more than one-half (50.3 per cent) were classified under
the Mental Health Act, and another 16.3% involved Check Well-Being requests (see Table 4).
Together, these categories accounted for approximately two-thirds (66.6 per cent) of all mental
health-related calls for service showing that frontline police officers were most frequently engaged
in situations where public safety was at stake due to a person in crisis, rather than traditional
criminal activity. Other notable categories included Unspecified Assistance (4.6 per cent), Missing
Person (3.0 per cent), Cause a Disturbance (2.7 per cent), Suspicious

Person/Vehicle/Occurrence (2.6 per cent), grouping all mischief-related incidents together (2.3 per
cent), and Utter Threats Against Person (1.4 per cent). Violent crimes, such as assault, were present
but remained relatively limited, with common assault representing 2.2% of calls and more serious
assault categories occurring at much lower frequencies. Property crimes, traffic violations, and drug
possession offences were also extremely rare.

The mental health-related calls for service that did involve a co-response team mirrored this
distribution but with an even stronger concentration of calls falling into the non-criminal
categories. Mental Health Act incidents accounted for 60.9% of calls for service, while Check Well-
Being accounted for 19.4%, meaning that four-fifths (80.3 per cent) of the mental health-related
calls for service involving a co-response team directly concerned crisis or welfare issues. The
remaining calls for service were distributed across low-frequency categories such as Unspecified
Assistance (3.6 per cent), Cause a Disturbance (2.9 per cent), and Mischief (2.2 per cent combined),
and Suspicious Person/Vehicle/Occurrences (1.5 per cent). Violent incidents, such as assault, were
again present but remained extremely low at 1.8% when combining all types.

TABLE 4: UCR CLASSIFICATION OF MENTAL HEALTH-RELATED CALL FOR SERVICE COMPARING THOSE
INVOLVING CO-RESPONSE TEAMS AND THOSE THAT DID NOT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n=3,559) (n =18,769)
Mental Health Act

Check Well-Being

Unspecified Assistance

Missing Person

Combined Assault Offences

Cause a Disturbance

Suspicious Person/Vehicle/Occurrence

Combined Mischief Types

Utter Threats

These findings highlight several key points. First, most mental health-related calls are not criminal
matters but rather public safety and crisis response issues, underscoring the centrality of policing
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agencies in bridging gaps where health and social services are insufficient or unavailable. Second,
the consistency across both groups reinforces the need for specialized training in de-escalation,
crisis negotiation, and mental health awareness, as these skills appear to be far more frequently
required than traditional enforcement tactics when responding to these types of calls for service.
Third, the relative rarity of serious violent or property suggests that collaborative approaches
with health partners likely offers more effective pathways for managing these calls for
service, reducing the reliance on enforcement while enhancing outcomes for individuals in crisis.

One way to consider the seriousness of a call for service to the police is the priority level that is
assigned to the call. For Priority 1 calls for service, police officers are dispatched immediately and
travel to the scene with emergency lights and siren active. Priority 2 calls also involve a rapid
respond from the police, but where initial information indicates that the immediate threat to a
person’s safety or property is limited. Again, the vehicles traveling to the scene have their
emergency lights and sirens active. Priority 3 calls for service are less serious and are typically
responded to after all Priority 1 and 2 calls have been responded to. Finally, Priority 4 calls are
those that do not require the attendance of the police but may be responded to if or when there is
sufficient time.

The data on call priority levels highlighted important differences in incidents that police responded
to when comparing those mental health-related calls for service with and without a co-response
team. For those calls for service that did not include a co-response team, nearly one-half (47.9 per
cent) were assigned a Priority 2 level, indicating a significant degree of urgency but not the most
immediate threat (see Table 5). Priority 1 calls, which are the most serious, accounted for 23.3%,
while Priority 3 calls made up 25.9%, suggesting that a considerable share of incidents were urgent
but less critical than those requiring the highest level of response. Only a small proportion of calls
fell into the lowest priority categories, with Priority 4 representing 2.9% of all calls for service. This
distribution indicated that most police mental health-related calls for service that did not include a
co-response team were in the mid-to-high range of urgency, reflecting both the seriousness and
frequency of these situations.

In the co-response subset of mental health-related calls for service, the distribution shifted in a
notable way. Priority 1 calls made up 23.2%, mirroring the non-co-response team data, but Priority
2 calls declined to 33.9%. In contrast, Priority 3 calls rose substantially to 41.2%, indicating that co-
response teams appropriately were disproportionately engaged in situations that were important
but did not require the highest levels of urgency. Priority 4 calls accounted for only 1.6% of co-
response team calls for service. This suggests that co-response teams were being deployed
strategically, with a focus on cases where the presence of both police and mental health
professionals could add value in stabilizing situations that were not at the extreme end of
immediate danger but still required timely and specialized attention. In effect, the data presented in
Table 5 demonstrated that while the general distribution of priority levels reflected the serious and
often urgent nature of mental health-related calls for service, co-response teams appeared to be
more concentrated in lower priority incidents. This clearly reflects the deliberate operational
mandate of the model, reserving co-response resources for calls for service where there are time
and opportunity for collaborative intervention, particularly in cases that demand de-escalation and
mental health expertise rather than an immediate high-intensity law enforcement response.
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TABLE 5: PRIORITY LEVEL CLASSIFICATION OF MENTAL HEALTH-RELATED CALL FOR SERVICE COMPARING
THOSE INVOLVING CO-RESPONSE TEAMS AND THOSE THAT DID NOT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n=3,559) (n =18,769)
Priority 1 23.2% 23.3%

Priority 2 33.9% 47.9%
Priority 3 41.2% 25.9%
Priority 4 1.6% 2.9%

When considering the distribution of mental health-related calls for service by the initial
classification given to the call for service by the dispatch service, there was a strong concentration
in categories directly linked to welfare and crisis intervention rather than traditional crime. For the
mental health-related calls for service that did not involve a co-response team, the most frequent
categories were suicidal person (26.5 per cent) and check wellbeing (20.1 per cent), which together
account for nearly one-half (46.6 per cent) of all calls for service. Other high-volume categories
included Causing a Disturbance (7.8 per cent) and assist police/fire/ambulance (8.3 per cent), with
additional contributions from assist mental health (4.2 per cent), missing person (4.1 per cent), and
assist general public (3.6 per cent). Again, calls for service involving violent or property crime, such
as assault (1.5 per cent), threats (1.8 per cent), or theft (0.6 per cent), were present but represented
arelatively small portion of the overall distribution of mental health-related calls for service that
did not involve a co-response team.

The calls for service that did involve a co-response team demonstrated a very similar pattern, with
suicidal person (24.6 per cent) and check wellbeing (28.2 per cent) again dominating the call for
service types. Assist mental health (14.0 per cent) represented a higher proportion of co-response
team calls for service compared to the non-co-response team group suggesting that co-response
models were frequently deployed where mental health expertise was particularly needed. While
causing a disturbance (5.9 per cent) and assist police/fire/ambulance (4.2 per cent) also remained
a significant proportion of the calls for service involving co-response teams showing that co-
response remains relevant in complex, multi-agency situations. Low-frequency categories, such as
assault (0.8 per cent), threats (1.2 per cent), or property-related incidents, collectively made up a
very small share of the total calls for service that co-response teams were involved with.
Importantly, certain categories that appeared with some frequency in the non-co-response data
compared to others, such as unwanted person (1.9 per cent), threats (1.8 per cent), and harassment
(0.9 per cent), remained present but less prominent in the co-response subset - unwanted person
(1.6 per cent), threats (1.2 per cent), and harassment (0.4 per cent).

The consistency across both groups underscores that mental health-related calls were
overwhelmingly characterized by crisis, welfare, or support functions, rather than criminal
enforcement. Once again, the analysis indicated that police were most often called to manage acute
mental health crises, and co-response teams were especially concentrated in high-need areas, such
as suicidal persons, wellbeing checks, and direct mental health support. This underscores the
demand for continued collaboration between police and mental health professionals, particularly in
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managing calls for service that may require de-escalation, risk assessment, and referral to health or
social services. While criminal matters do arise, their relatively small proportion suggests that
traditional enforcement skills were less frequently required than crisis intervention and inter-
agency collaboration for mental health-related calls for service.

ON SCENE AT A MENTAL HEALTH-RELATED CALL FOR SERVICE

When considering the amount of time that frontline police officers or co-response team members
spent on scene, the authors of this report made several decisions about the data. The authors
removed from the analysis any cases that were missing time-on-scene data (n = 2,060). Next, any
files that had a time-on-scene less than one minute (n = 152) or more than 12 hours (n = 326) were
removed from the analysis. This left a total of 19,789 files or 88.6% of the total sample. More
specifically, 88.5% of the files that did not involve a co-response team and 89.5% of the files that
did involve a co-response team were included in the time-on-scene analysis.

The amount of time spent on scene did differ between the two groups. The average amount of time
on scene for mental health-related calls for service that did not involve a co-response team was
116.8 minutes or 1.95 hours with a range of one minute to 710.7 minutes. In comparison co-
response team members spent, on average, 125.0 minutes or 2.08 hours on scene with a range of
one minute to 701.2 minutes. In other words, on average, co-response team members spent, on
average, only 8.2 minutes longer on scene for a mental health-related call for service compared to
frontline police officers. Critically, this suggests that involving a co-response team does not
necessarily mean that a significantly longer amount of time will be spent by police officers on scene
but might indicate that the time on scene is used more effectively when the call for service is related
to a mental health issue.

An analysis of the distribution of mental health-related calls for service by location demonstrated
that most incidents occurred in private residences, followed by public spaces and institutional
settings. In the mental health-related calls for service that did not include a co-response team, more
than one-third (36.6 per cent) originated from single homes, townhouses, or duplexes, with an
additional 19.7% occurring in apartments, condominiums, or other multi-unit dwellings (see Table
6). This highlights the centrality of residential environments in police responses to mental health
crises. Calls for service from streets, roads, and highways (12.9 per cent) also accounted for a
substantial proportion of calls for service, reflecting the public visibility of some mental health
crises. Hospitals (4.5 per cent) represented another notable location type. While much smaller but
still important, many calls for service were connected to commercial properties, schools, parks, and
group living environments, such as community group homes (2.8 per cent) and homeless shelters
(2.4 per cent).

In the subset of mental health-related calls for service that involved co-response teams, the overall
pattern was similar, with residences continuing to account for most incidents. Single homes,
townhouses, and duplexes made up 35.9 percent of calls for service, while multi-unit dwellings
accounted for another 19.9%. Public spaces, such as streets and highways, represented an
additional 11.3%. Hospitals made up 4.2% of co-response team calls for service, which was
proportionally similar to the non-co-response data. Critically, the calls for service that involved co-
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response teams showed proportionally higher involvement with vulnerable population settings.
Shelters or facilities that offer food and shelter to unhoused persons accounted for 4.8% of co-
response calls for service, which was nearly double their representation in the non-co-response
data, while community group homes (3.7 per cent) and community housing for offenders on some
form of custodial release (0.8 per cent) were also somewhat more prominent. This suggests that co-
response teams were more commonly directed toward environments where individuals with
complex needs, unstable housing, or limited social supports were concentrated.

TABLE 6: LOCATION OF MENTAL HEALTH-RELATED CALL FOR SERVICE COMPARING THOSE INVOLVING CO-
RESPONSE TEAMS AND THOSE THAT DID NOT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n =3,559) (n = 18,769)
Single Home/Townhouse/Duplex 35.9% 36.6%

Apartment/Condo/Rooming House/Dorm 19.9% 19.7%

Streets, Roads, Highways 11.3% 12.9%

Homeless Shelter/Mission 4.8% 2.4%

Hospital 4.2% 4.5%

Other Non-Commercial/Corporate Places 4.0% 2.4%

Community Group Home 3.7% 2.8%

Other Commercial/Corporate Places 3.6% 3.6%

Open Areas/Parks/Bodies of Water 2.4% 2.4%

Parking Lots 2.1% 2.9%

Taken together, these findings indicated that mental health-related calls for service occurred across
a wide range of environments but were most heavily concentrated in residential settings. Co-
response teams, while consistent with the non-co-response group, appeared to be more engaged in
settings associated with marginalized, vulnerable, or at-risk populations, which points to the need
for strong inter-agency collaborations, as effective responses in these contexts often require close
coordination with health, housing, and social service partners.

Finally, with respect to how many police officers were dispatched to a particular file, additional
data cleaning was required to move any file that had missing data or recorded that no police
officers were dispatched to the call for service. Moreover, while the data might be accurate, the
authors of this report removed from the analysis any file that recorded more than 15 police officers
as having been dispatched to a particular call for service. This process resulted in removing 553
files from the non-co-response team group and 73 files from the co-response team. The analysis on
the number of police officers dispatched to mental health-related calls for service revealed that
there was no difference as, on average, 2.70 police officers were dispatched to calls for service that
did not involve a co-response team and 2.69 police officers, on average, were dispatched when a co-
response team was involved in the file.
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OUTCOMES OF MENTAL HEALTH-RELATED CALLS FOR SERVICE

The database included two pieces of information related to the outcome or clearance status of the
mental health-related calls for service. One source of data was simply whether an individual was
apprehended under the Mental Health Act. Interestingly, 28.1% of files that did not involve a co-
response team resulted in an individual being apprehended under the Mental Health Act compared
to 25.1% of the time when a co-response team was involved. There is a potential explanation for
this finding, as it was expected that having a co-response team attend a call for service would result
in much fewer apprehensions. The most likely explanation is that the co-response team engaged
with the client after the primary responder had already apprehended the client. This assumption is
supported by some of the text entries in the database indicating that the co-response team engaged
with the client in police cells, at a hospital, or followed up with a client one or more days after the
initial call for service. It should be noted that these types of situations were only rarely included in
the files and so would likely not contribute to reducing the proportion of calls for service that
resulted in an apprehension significantly.

However, an analysis of the data on mental health apprehensions across the four policing districts
highlighted notable geographic variations in how such incidents were distributed and managed. In
the data that did not involve a co-response team, the Lower Mainland District accounted for just
over one-half (50.7 per cent) of all apprehensions, followed by the Southeast District (22.8 per
cent), the Island District (19.7 per cent), and the North District (6.8 per cent) (see Table 7). This
distribution likely reflected the higher population density and service demand in the Lower
Mainland while also showing that mental health-related apprehensions were a significant
component of police work in every district.

Within the subset of co-response team involved cases, the distribution shifted considerably. The
Southeast District emerged as the largest contributor, with 54.4% of apprehensions, while the
Lower Mainland represented a smaller share (26.1 per cent). The North and Island Districts
accounted for 11.6% and 7.8%, respectively. Compared to the non-co-response team group, co-
response apprehensions appeared to be more common in less urbanized districts, particularly the
Southeast, suggesting that co-response models may be filling an operational gap in areas where
specialized mental health services were less accessible. These findings suggest that in high-demand
urban areas, the challenge may lie in managing large call volumes, while in smaller or more rural
jurisdictions, co-response teams may provide critical capacity for safe and effective mental health
interventions. These patterns suggest that expanding co-response programs beyond
metropolitan regions could further improve outcomes, particularly in areas where traditional
mental health supports are limited.
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TABLE 7: PROPORTION OF TIME AN INDIVIDUAL WAS APPREHENDED UNDER THE MENTAL HEALTH ACT BY
WHETHER A CO-RESPONSE TEAM WAS INVOLVED IN THE FILE AND BY POLICE DISTRICT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n=3,559) (n=18,769)
Lower Mainland District 26.1% 50.7%

Southeast District 54.4% 22.8%

North District 11.6% 6.8%

Island District 7.8% 19.7%

The outcomes of mental health-related calls for service, as measured by PRIME CCJS status codes,
demonstrated that most calls for service were resolved without leading to criminal charges or
formal case progression. In those calls for service that did not involve a co-response team, nearly
one-half (43.6 per cent) were categorized as information files, while another 31% fell into the CC]S
non-reportable category, indicating that most of these incidents required documentation but not
further investigative or judicial action (see Table 8). More specifically, the information CCJS
clearance status is used either when the record is generated only to document information received
from another detachment/agency that does not require investigative action on the part of the
receiving detachment or when the police officer is acting under the authority of an Act, but no
offence was committed. Here, the information status commonly referred to the policing agency
documenting information that was related to mental health factors, or that the police officer
engaged in activities they had the authority to undertake under the Mental Health Act, such as
apprehending someone for their own safety or the safety of others. Assistance calls accounted for
8.9%, which is used when the policing agency or team that generated the file was aiding another
policing agency, team, or some another agency. Discretionary resolutions, such as departmental
discretion (4.1 per cent) or cases closed due to insufficient evidence (5.7 per cent), reflected
additional non-criminal outcomes. Only a very small number of mental health-related calls for
service led to charges (1.2 per cent), while other legal outcomes, such as charges being
recommended but declined by Crown Counsel, alternative measures, or victims declining to
proceed each represented less than 1% of cases.

Within the subset of co-response team involved calls for service, these trends were even more
pronounced toward non-enforcement outcomes. Information cases made up approximately one-
half (49.4 per cent) of outcomes, while CCJS non-reportable incidents comprised 27.5% of
outcomes, and assistance-related outcomes accounted for 12.1% of files (see Table 8). By contrast,
charges occur in just 0.3% of co-response cases, underscoring that the presence of mental health
co-response teams likely contributes to further shifting the emphasis toward supportive and
preventive responses. Discretionary outcomes, such as departmental discretion (3.1 per cent) and
insufficient evidence (4.2 per cent), remained present but at slightly lower levels compared to the
non-co-response group.
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TABLE 8: CCJS STATUS OF MENTAL HEALTH-RELATED CALL FOR SERVICE COMPARING THOSE INVOLVING CO-
RESPONSE TEAMS AND THOSE THAT DID NOT

Involved a Co- Did Not Involve a
Response Team Co-Response Team
(n=3,559) (n = 18,769)

Information 49.4% 43.6%
CCIJS Non-Reportable 27.5% 31.0%
Assistance 12.1% 8.9%
Insufficient Evidence to Proceed 4.2% 5.7%
Departmental Discretion 3.1% 4.1%
Prevention 1.3% 1.3%
Unfounded 1.1% 1.9%

| Victim/Complainant Requested No Further Action 0.7% 1.3%
Charged 0.3% 1.2%
Charges Recommended but Crown Counsel Declined 0.1% 0.2%
Unsolved 0.1% 0.3%
Victim/Complainant Declines to Process (No CSC Identified) 0.1% 0.3%
Suicide of the Accused 0% 0%
Reason Beyond Police Control 0% 0%
Accused Less than 12 Years Old 0% 0.1%
Accused Involved in Other Incident 0% 0%
Alternative Measures 0% 0%

Overall, these findings indicate that mental health-related calls for service seldom resulted in
criminal charges and were instead managed primarily through documentation, assistance, and non-
reportable outcomes. The co-response model amplified this pattern by further reducing
enforcement outcomes and increasing the role of assistance. The data further suggests that most
mental health-related calls for service were fundamentally service-oriented rather than law
enforcement-driven. This supports the continued development of co-response initiatives and
emphasizes the need for police training and partnerships that prioritize de-escalation,
support, and connection to community resources rather than a reliance on the criminal
justice system. These themes will be explored in greater detail below in the next section analysing
the information collected through interviews with co-response team members.

Qualitative Analysis of Interviews with Members of Co-Response Teams

In total, 14 interviews were conducted with police officers, and six interviews were conducted with
nurses supervising or working in a co-response team. Among the police officers, respondents
included Inspectors, supervisors, sergeants, and constables. Among the nurses, respondents were
registered nurses or psychiatric nurses. In terms of the amount of time that respondents were
connected to a co-response team, the range was from a few months to several years. In effect, the
sample represented both short-term and long-term engagement with the co-response model and
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underscored the nature of police work and nursing as the sample was comprised of a mix of casual,
part-time, and full-time engagement with the co-response model.

When asked to discuss how long a person typically stayed with a co-response team, responses
differed between police agencies and reflected a difference between the police officers and the
nurses. In other words, there was a degree of variability in tenure on the co-response team based
on role type, unit, and jurisdiction. In some police jurisdictions, there has also been a recent change
to the tenure duration that appeared to reflect organizational strategies to address long-term role
specialization, resource allocation, and workforce stability. In effect, the tenure duration for the
police agencies was typically between three years to seven years, based on role and rank. Some
respondents reflected that the longer tenure duration was based on a desire to deepen expertise
and reduce turnover in the teams with the intention of enhancing operational efficiency and
institutional knowledge retention.

It should be noted that there were no tenure duration rules for the nurses. In other words, while
police officers were expected to only spend five to seven years with the co-response team, nurses
could stay on the team for as long as they wanted. The difference in the tenure rules between the
police officers and the nurses was reported to be based on the varied needs and expectations within
these different organizations. Respondents identified that the police require set durations to
balance specialization and adaptability, whereas nursing roles appeared to prioritize long-term
stability and alignment with union agreements. In effect, these differences can be viewed as tailored
approaches that address the unique demands and career trajectories of distinct professions. Rather
than being a concern, respondents understood that having different tenure arrangements for the
police and nurses demonstrated flexibility and respect for the specific requirements of each role.
Moreover, most respondents identified their organization’s collective agreements, union rules, and
Human Resources directives as heavily influencing the tenure policies related to the co-response
teams.

While not identified by any of the nurses because of their indefinite tenure policy, the benefits and
challenges of a set tenure duration for the co-response team was discussed by the police
respondents. In general, it was believed that the rotational system typical of all police units was
beneficial because officers were able to obtain specialized experience and skills before moving to
other responsibilities or returning to front-line duties. In effect, rotating in and out of a co-response
team was seen as part of the career development opportunities available in policing that benefited
both the police officer and the organization. In other words, a fixed duration of time that a police
officer could spend with the co-response team was seen as allowing officers to gain a unique
experience that they could share across the organizations contributing to the overall operational
effectiveness of the police. Several respondents highlighted how the rotations in police roles
fostered well-rounded professionals who could apply the specialized knowledge about mental
health obtained by working on a co-response team to their future roles. It should be noted that
several police participants indicated that there were some opportunities to extend their time with
the co-response team beyond the established tenure duration based on performance or fit with the
team and the team’s mandate. For the nurses, indefinite tenure opportunities were viewed as
contributing to long-term career stability. In sum, respondents indicated that fixed tenures for
police officers ensured periodic role renewal, while indefinite tenures for nurses provided stability
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and continuity in healthcare roles. Fixed terms encourage innovation and role diversification in
policing, while indefinite terms in nursing ensure consistent, patient-focused care.

THE MANDATE OF CO-RESPONSE TEAMS

Mental health crisis intervention programs represent the intersection of public safety and
healthcare, addressing the increasing need for coordinated responses to mental health and
substance use crises. From the perspective of respondents, the mandate of their individual co-
response teams exemplified this collaboration, combining law enforcement resources with mental
health expertise. When asked to discuss the mandate of their teams, several specific themes
emerged, beginning with crisis response and mental health support. Not surprisingly, respondents
reported that the overarching mandate of their co-response team was to address mental health and
substance use crises in the community, providing on-site assessments and interventions. As part of
this mandate, most respondents indicated that their mandate included the goal of deferring
hospitalization and reducing the impact on emergency services by, when appropriate, offering
community-based care and treatment. In other words, most respondents saw their mandate as
handling mental health and substance use crises by ensuring that individuals in distress receive
immediate care. This involved assessing and assisting individuals in crisis to address these issues in
ways that prioritized the well-being of individuals, steering them toward care and support rather
than punitive measures.

Another stated aspect of the mandate was collaboration between police and health services. The co-
response program represents a partnership between law enforcement agencies and health
authorities integrating police officers and mental health professionals to address crises. Many
respondents recognized that this collaboration leveraged the strengths of both sectors in that the
police ensured public safety, while health professionals provided clinical expertise. This
collaboration extended to addressing complex cases, including those involving judicial warrants
and mental health apprehensions. As such, respondents identified that a defining feature of their
mandate was to establish and maintain a partnership between law enforcement agencies and
health authorities. In this way, respondents reported that their mandate included improving
decision-making during crises by integrating mental health expertise with the police, using a more
holistic approach that addressed both safety and healthcare needs, and access to both health and
police records to inform tailored interventions.

Many respondents also emphasized that a part of their mandate included a responsibility to
connect individuals in crisis with resources, such as housing, substance use treatment, and
community-based mental health care. Several respondents reported that, as part of their mandate,
they were to engage difficult-to-reach individuals, building trust and offering support in non-
threatening, person-centered ways. Respondents believed that this aspect of their mandate reduced
barriers to accessing care and fostered trust in underserved populations. As such, some
respondents stated that their teams actively engaged with individuals who were often disconnected
from traditional systems, such as the homeless or those with chronic mental health issues, with the
objective of providing tailored and effective support.

Respondents also indicated that their mandate included an emphasis on reducing stigma,
employing trauma-informed care, and ensuring interactions were safe and respectful for
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individuals experiencing crises. The co-response teams were focused on decreasing the need for
police involvement by using informed, compassionate approaches to crisis management designed
to handle situations with empathy, minimizing the potential for escalation or harm. As such, the
presence of the team at a scene for a call for service or follow-up was guided by trying to
understand the lived experiences of individuals and ensuring that the team respected the dignity of
individuals in crisis and are non-judgmental and supportive. Several respondents indicated that
this approach fostered an increased sense of trust and encouraged clients to engage with support
systems.

As stated above, one of the primary objectives of co-response teams is to divert individuals from
hospital emergency rooms and the criminal justice system when alternative solutions are viable.
Ways to achieve this included creating treatment and intervention plans within the community and
supporting individuals to avoid unnecessary apprehensions or hospitalizations. It was felt by many
respondents that addressing crises within the community contributed to reducing the number of
individuals in hospitals and courtrooms. To achieve this aspect of their mandate, respondents
highlighted that diversion strategies included creating treatment plans, utilizing community
resources, and managing apprehensions under mental health legislation only when absolutely
necessary. In general, respondents felt that diversionary practices not only improved outcomes for
individuals but also alleviated strain on public resources.

In terms of the operational and procedural aspects of their mandate, respondents generally agreed
that their mandate included responding to 911 and non-emergency calls for service with mental
health or substance use components. Reviewing the statements made by respondents highlighted
that common point of view that the co-response teams operated under clear mandates that
included responding to mental health-related 911 and non-emergency calls, conducting
assessments, and facilitating follow-ups. Teams were expected to perform mental health
assessments, liaise with community resources, and manage cases involving Mental Health Act
provisions. With an orientation towards the safety of the team members and their clients, the police
officer team member was responsible for ensuring that the scene was secure for mental health
professionals to conduct their assessments.

Finally, many respondents believed that part of their mandate was to minimize the victimization of
clients, reduce their criminality, and ensure safer interactions with the police by providing police
officers with additional context for the client’s presenting behaviour, as well as having access to
mental health expertise on scene. In effect, several respondents highlighted the notion that by
addressing mental health crises proactively, co-response team members were able to reduce
incidents of victimization and violence. This included preventing harm to individuals in crisis, their
families, and the broader community. In part, this was achieved by the presence of health
professionals who provided their police officer partner with critical insights that resulted in the
team making more informed decisions that reduced the risk of escalation.

In summary, the mandate of co-response teams, from the perspective of respondents, was based on
the potential of collaborative approaches to mental health crisis intervention. By combining the
strengths of law enforcement and healthcare services, the co-response team approach provided a
person-centered, trauma-informed response to crises. Many respondents argued that their
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mandate improved outcomes for individuals in crisis and contributed to safer, more supportive
communities. Of note, while most respondents indicated that their mandate was written down and
that they had read it, some respondents reported that the team’s mandate was not written down or
that they were unaware of whether there was a written, formal mandate guiding the operation of
the team. Of note, it was much more common for the police officer respondents to indicate that
their mandate was written down compared to the nurses; however, this finding might just be an
artifact of the sample and not representative of whether each co-response team has a written
mandate.

REASONS FOR ESTABLISHING A CO-RESPONSE TEAM

While the specific reasons why each jurisdiction may decide to implement a co-response team can
differ, an analysis of the interview data suggested several interesting general themes related to the
basis for establishing a co-response approach to mental health calls for service. For example, some
jurisdictions established their co-response teams because this approach was viewed as a significant
step forward in integrating mental health support into policing, reflecting early recognition of the
interconnectedness of mental health and public safety. Some jurisdictions established their teams
because of broader societal changes, including increasing awareness of mental health issues and the
demand for specialized care in crisis situations. Other respondents indicated that their team was
established because of a recognized need for expertise in managing mental health crises in the
community, which police alone were not equipped to handle effectively. The partnership between
mental health experts and the police was also recognized as establishing new channels for
information sharing and coordination with the added benefit of enabling better resource allocation
and targeted interventions. In effect, some respondents stated that by combining police and
healthcare expertise, co-response teams enhanced the police’s and health authorities’ capacity to
engage with individuals experiencing mental health crises, offering specialized assessments and
interventions that improved outcomes.

Of note, several respondents acknowledged that mental health issues have become a substantial
proportion of police calls for service. This increase over time necessitated a specialized response to
alleviate the strain that these individuals placed on both criminal justice and healthcare systems. As
such, respondents contended that their co-response team optimized the use of police and
healthcare resources by creating a more efficient system for responding to mental health crises,
including reducing the number of unnecessary apprehensions and contributing to individuals
receiving appropriate care at the right time. It was interesting to note that some respondents
highlighted some of the challenges in managing mental health calls for service and emphasized
liability and oversight issues. More specifically, several respondents mentioned that police officers
face substantial oversight and liability risks when responding to mental health calls. This has led to
a cautious approach, often resulting in repeated apprehensions to mitigate potential risks to the
individual, the organization, and the officers themselves. However, the presence of a mental health
professional on scene contributes to reducing some of these risks. Moreover, it was reported by
some respondents that the repetitive cycle of apprehension and release without achieving long-
term stabilization was a challenge that a co-response team could address. Importantly, these
respondents stated that this last point relates to broader systemic issues in mental health service
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provision, including the need for more robust community-based care and follow-up and a desire to
not leave the issue of individuals suffering from a mental health crisis to the police to resolve.

A final general theme related to the establishment of a co-response team was a recognition among
some that it was more effective to engage in early intervention to connect with at-risk individuals
before crises escalated. This approach includes co-response teams engaging in outreach efforts,
regular follow-ups, and promoting adherence to treatment plans. Related to this point, some
respondents identified that their jurisdiction established a co-response model to reduce the need
for involuntary hospitalizations by stabilizing individuals in their communities and providing them
with the support they need to avoid future crises. The partnership established because of
implementing a co-response team can provide holistic care that addresses not only immediate
mental health needs for clients but also has the potential to deal with some of the most common
underlying issues, such as housing instability, substance use, and social support. Moreover, the
trauma-informed approach that is a cornerstone of the co-response model increases the odds that
interactions are sensitive to the client’s experiences and aimed to minimizing additional harm.

So, while the specific issues that contributed to each jurisdiction establishing their co-response
team, in each of these jurisdictions, doing so represented a significant change in how mental health
crises are responded to and addressed. Its evolution over time to a structured, collaborative model
underscores the growing recognition of mental health as a critical component of public safety. With
the goal of combining the expertise of police officers and healthcare professionals, in broad terms,
jurisdictions appear to implement co-response teams to bridge systemic gaps, reduce liability
concerns, and deliver compassionate, effective care to those in need.

THE FUNDING OF CO-RESPONSE TEAMS

There was not much variation in the ways that different jurisdictions fund their co-response teams.
As a result of the program being a partnership involving shared responsibilities between police
departments and health authorities, the police agency funds the police officers who serve on the
teams and provide logistical support, such as vehicles, body armor, office space, and administrative
assistance, while the health authorities fund the nursing staff. Based on the information provided
by the respondents, on the police side, the co-response team is primarily funded as part of the
internal operational budgets of the police agency, often approved by city councils and the health
authorities, again, cover the costs associated with clinical nursing staff. Of note, several police
respondents highlighted that their co-response program was an established component of their
police organization's operational budget, indicating its institutionalization and importance within
the organization’s structure. Similarly, several nurse respondents stated that their health
authorities’ continued funding of nurses to participate in the co-response program demonstrated
the health authorities’ commitment to the co-response program.

STRUCTURE AND STAFFING OF CO-RESPONSE TEAMS

At its inception in British Columbia, the first mental health outreach program began as a team of
one officer, one nurse, and one supervisor. However, over the past 40 years, the co-response model
has since evolved to involve a wide variety of forms from small teams in smaller jurisdictions to
some large-scale operations with multiple teams, police officers, nurses, and supervisors. From the
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perspective of respondents, the internal and external growth of co-response teams reflect an
increased recognition of each individual community’s mental health needs and the complexity of
providing effective community support to those suffering from a mental health crisis. Given the
different community demographics, geographic location and size of the jurisdiction, the volume of
calls for services with a mental health component, the number of officers in the police agency, and
the number of available nurses with the skills and interests in working in a co-response team,
among many other issues, there is no template or consistent organizational standard for the
organization or structure of a co-response team from those jurisdictions that participated in this
study. Perhaps the only common features represented by the respondents are that the co-response
program divides its operations into specific vehicles or "cars," each tasked with distinct
responsibilities. For example, most jurisdictions have one car operating at specific times of the day
that pairs an officer with a nurse for frontline mental health interventions, while some jurisdictions
have two cars operating at the same time with the second car focusing on support tasks, like
hospital transport and administrative duties to free up the primary car for fieldwork. Respondents
also reported that it was common for their co-response teams to be organized under supervisors,
including corporals, sergeants, and inspectors, with reporting lines for both police and health
authority staff.

In terms of the scheduling of co-response teams, the operational models represented in this sample
demonstrated a commitment to maximizing resource efficiency while addressing logistical and
contractual challenges. This included overlapping schedules between police officers and nurses to
ensure seamless service delivery. The unique differences in the hours of operation of the various
co-response teams were the result of balancing the complexities of union rules, mental health
demands, and staffing needs to maintain a high standard of care. More specifically, while there were
jurisdictional differences, police officers and nurses followed distinct schedules, reflecting the
operational and contractual differences between the two professions. Most commonly, police shifts
often spanned 10 to 12 hours, with some overlap between morning and afternoon/evening shifts to
maximize coverage, while the nurse respondents reported typically working shorter shifts of eight
to 10 hours.

Police morning shifts on the co-response team commonly began at 06:00 or 07:00 until around
18:00 and the afternoon/evening shift operated from 12:00 or 13:00 until around 23:00. Of note,
nurses followed a slightly different schedule, often working 08:00 to 19:30 due to contractual
agreements. However, in some jurisdictions, it was more common for police officers to work a
11:00 to 21:00 shift, while the nurse worked a 12:00 to 21:00 shift. While most co-response teams
were operational seven days per week, there were some that only worked, for example from
Tuesday to Friday. Still, in most jurisdictions that participated in this study, their co-response teams
ensured that mental health support was available every day, and morning and afternoon/evening
shifts were staggered to maximize daily coverage, with specific shifts tailored to address peak call
times. In effect, respondents indicated that shift times were structured to ensure that the co-
response team was operational with a nurse during peak hours for mental health related calls for
service and to allow for follow-ups to occur at reasonable hours of the day. Importantly, some
respondents reflected that their shift schedules, including the notion that police officers commonly
worked a four-on-four-off schedule while nurses worked a variety of different patterns, such as
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two-on-two-off, three-on-six off, four-on-four-off rotation, maintained a balance between workload
and staff well-being. It was interesting to note that union rules for nurses substantially influenced
scheduling, including restrictions on shift lengths and the need for self-scheduling approvals. These
constraints sometimes left police officers working independently, providing them with time for
administrative tasks, such as paperwork. As will be discussed in greater detail below, when nurses
were unavailable, officers continued solo work, ensuring continuity of service. Despite efforts to
maintain comprehensive coverage, the introduction of flexible schedules, including self-scheduling
for nurses, was designed to optimize staffing within these constraints.

As will be outlined in greater detail below, each co-response team member has clearly defined roles
to ensure efficiency. For instance, police respondents commonly described their roles as providing
security at the scene and ensuring that everyone is safe, apprehending individuals if necessary,
conducting follow-ups, and providing transport to hospital, if necessary. For the most part, nurses
described their roles as handling mental health assessments, liaising with doctors and caseworkers,
and providing clinical expertise during interventions and follow ups. In those jurisdictions where
two cars operated at the same time, the secondary members assisted with administrative tasks,
managed forms, and relieved other members during hospital duties. It was also quite common for
respondents to indicate that team members discussed and agreed on work arrangements to ensure
fair distribution of workloads and avoid overburdening any single individual. Moreover,
respondents stated that they would discuss the specific strategies and roles that both members of
the team would play prior to attending each scene and approaching the client.

Aligning with the program’s mandate, a common theme from the interviews was the emphasis on
mental health expertise as a guiding principle of the team’s organizational structure. In other
words, the inclusion of clinicians, nurses, and mental health professionals with a police officer was
designed to ensure that the co-response program addressed the nuanced needs of individuals in
crisis. Respondents felt that the way the teams were organized facilitated seamless transitions for
clients from police intervention to healthcare services. In reviewing the comments made by
respondents, each co-response program continues to evolve, adapting its structure and practices to
meet community needs and operational challenges. Some respondents indicated that their feedback
and operational reviews are used to identify areas for improvement, such as expanding team size or
refining rotation schedules.

Other important insights provided by respondents related to how their specific co-response team is
organized included that the co-response program exemplified a model of interdisciplinary
collaboration, blending law enforcement and healthcare expertise to address mental health crises
comprehensively. It was felt by most respondents that by pairing officers with clinicians, the co-
response team improved responses to mental health calls, reduces unnecessary apprehensions, and
ensures individuals receive appropriate care. However, as will be discussed in greater detail below,
some of the co-response teams face challenges, such as limited team size, scheduling constraints,
and the need for additional resources to provide consistent coverage.

As expected, given the range of jurisdictions that participated in interviews, the number of police
officers and nurses that were part of the co-response teams varied substantially. While some teams
are made up of one police officer and one nurse, at the other end of the spectrum, there are teams
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with 16 officers assigned to the co-response team with four members per watch operating on the
team. On the police side of the partnership, depending on the size of the team, teams are structured
with a mix of constables, corporals, sergeants, and staff sergeants. Moreover, in some jurisdictions,
the co-response team included specialized roles, such as ACT (Assertive Community Treatment)
officers or AOT (Assisted Outpatient Treatment) team officers. From the perspective of
respondents, the structured yet adaptable nature of the team’s organization from the police’s side
of the equation characterized by rotating shifts, adequate resource allocation, and specialized roles
ensured both flexibility and operational efficiency.

With respect to the number of nurses that participate in the co-response program, again, this was
very jurisdictionally dependent. While there were some programs represented in the study that
only had one nurse assigned to the co-response team, others had as many as 15 nurses. Of course,
this did not represent nurses whose full-time responsibilities were to the co-response team.
Instead, unlike the police, nurses on the co-response teams consisted of both full-time and part-
time nurses, along with casual nurses who fill in as needed. Most commonly, there were typically
three to four regular nurses attached to a co-response team. In some jurisdictions, a large pool of
nurses, including casual and backup staff, supported the operations of the co-response teams. For
the most part, casual and part-time nurses were used to fill in during vacations, sick days, or other
gaps in staffing.

Due to the lack of a tenure duration for nurses, some respondents indicated that some of the nurses,
especially full-time staff, have been with their co-response teams since their inception, bringing
valuable experience and continuity to the program. Moreover, it was generally felt by many
respondents that the part-time and casual nurses often had long-standing ties to the co-response
team that served to maintain familiarity with its operations despite their irregular work with the
teams. However, there was the concern expressed by some respondents that teams frequently
operate with fewer nurses than ideal, sometimes relying heavily on part-time or casual staff. It was
felt that delays in security clearance and other administrative processes hindered the onboarding of
new full-time nurses to the co-response program. While the availability of a large pool of nurses
was believed to provide flexibility to adapt to changing demands in those jurisdictions with a large
pool of nurses, for the most part, maintaining a consistent roster of full-time nurses dedicated
to the co-response model was preferred. In summary, the interviews highlighted the structured
yet flexible nature of the nurse members within co-response programs. Co-response teams relied
on a mix of full-time, part-time, and casual nurses to provide consistent mental health and outreach
services, supported by administrative staff. While operational challenges, such as staffing gaps and
last-minute availability do sometimes arise, the presence of experienced and adaptable
personnel can help ensure continuity and effective service delivery.

Even though the jurisdictions in this study represent very different sizes, respondents generally
agreed that there was a strong commitment from both police and health authorities to maintain
staffing levels for co-response teams. Moreover, shifts were rarely missed entirely. For example, in
considering all the comments made by respondents, it was extremely rare that either a police
officer or a nurse was unavailable for a shift on the road as part of the co-response program.
Respondents indicated that there was a strong commitment to ensure that there was at least one
operational team available daily. Still, while coverage was a priority, most respondents indicated
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that occasional staffing gaps occurred due to unpredictable circumstances, illness, vacations, or
maternity leaves. In these cases, backfilling was typically managed through overtime, pre-scheduled
arrangements, casual staff, or cross-trained personnel from patrol units. While maintaining
operational consistency was seen not only as a practical necessity but also as an obligation to the
community, in some jurisdictions, there were no designated backfill mechanisms leading to idle
periods where, as discussed below, nurses without a police officer made themselves available to
patrol officers over the phone and police officers without nurses still operated the car on the road
attending calls for service.

Respondents reported that their operational model was somewhat flexible with team members
adjusting schedules and responsibilities to ensure coverage. As indicated above, this flexibility
extended to the use of casual nurses and overtime to address shortages. In addition, cross-training
staff from other units, such as patrol or community safety teams, provided a temporary solution to
staffing issues. However, this can strain other areas of the organization suggesting a need for long-
term solutions, such as increasing the number of people attached to the co-response teams,
decreasing the amount of time required for security clearances of nurses, or dedicated
funding allocated to the co-response program. Another common theme from respondents was
the use of overtime to ensure full staffing. The general tone from respondents on the issue of
overtime was that it was a critical tool in maintaining the co-response program’s operations and the
general willingness of police agencies and the health authorities to invest in overtime underscored
the perceived importance of the co-response teams in addressing mental health crises.

Nonetheless, the reliance on overtime highlighted the limitations of current staffing levels and
raised questions about the sustainability of the co-response model. When staffing gaps occur, the
efficiency and effectiveness of the co-response team is compromised. For example, nurses without a
police partner for a shift supported operations from the office or via phone. However, it was felt by
some respondents that, in these situations, the nurses were unable to respond to calls as effectively
with the effect of reducing the team’s capacity for intervention. Some of the other concerns raised
by respondents included that the absence of a nurse during a shift led to delays in addressing
mental health crises, increased the burden on other resources, such as emergency departments or
patrol officers, and undermined trust and reliability within the community. In situations where a
nurse was unavailable, some police officers adapted by using tools like mental health apps or
relying on external resources for support. While respondents indicated that technology and
external resources help mitigate the impact of staffing gaps, these solutions did not replace the
effectiveness of a full co-response team. Moreover, police officers that found themselves without a
nurse for their shift tended to focus on calls for service that could be addressed without clinical
input.

Respondents indicated that coordination and communication were some of the ways that the
staffing shortages have been addressed in their co-response program. For example, clear
communication channels and proactive planning tended to minimize disruptions caused by
absences. On the police side, respondents indicated that watch commanders and/or team leaders
played pivotal roles in ensuring continuity because of their ability to coordinate replacements and
manage resources, particularly during unexpected absences. Several nurse respondents indicated
that designating backfill roles or pre-scheduling coverage highlighted the importance of
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strategic planning in operational management. Of note, a theme raised by some respondents
was that the strain of maintaining coverage, especially when relying on overtime or stretching
existing staff, can lead to burnout and reduced morale among team members. This is particularly
concerning given the emotionally taxing nature of mental health crisis work. Moreover, especially
for the roles that the nurses played on the co-response team, the skillset required for these roles
was highly specialized, making it difficult to expand the casual pool or replace staff quickly.
Moreover, some casual staff members held other full-time jobs that limited their availability for
last-minute shifts. Despite these challenges, for the most part, respondents reported that their co-
response program operated with a high degree of reliability, ensuring at least partial coverage most
of the time. This reflected the strong commitment of the co-response team and their police and
health authority supervisors to meet the mental health needs of the communities they serve.

[t was interesting that some respondents identified the ability of their programs to adapt and grow
as an important theme related to staffing. In summary, co-response programs in their infancy face
unique challenges, such as securing consistent funding, building adequate staffing pools, and
establishing formal backfill mechanisms. Respondents argued that these foundational challenges
had to be addressed to ensure the program's long-term success. However, as programs mature,
there appeared to be an increased focus on expansion and formalization. For example, some
jurisdictions are working to provide seven-day coverage, which requires not only additional staff
but also a sustainable funding model and operational framework. The reliance on casual staff or ad-
hoc solutions in the early stages of a program’s existence underscores the importance of creating
robust systems that can adapt to growth and evolving demands. By addressing these challenges, co-
response teams can enhance their effectiveness and remain a reliable resource for mental health
crisis response in the community.

THE UNIFORM AND APPEARANCE OF CO-RESPONSE TEAM MEMBERS

Based on the interviews with respondents, uniform choices tended to reflect a desire to strike a
balance between maintaining authority and being approachable to clients. The general sentiment
among many respondents was that plain clothes or toned-down uniforms for police officers
reduced the intimidating effect of traditional police attire, particularly for individuals with trauma
related to law enforcement. In more general terms, teams appeared to prioritize a subdued,
professional, and client-centered approach to their attire. Again, while not the case for all police
agencies with co-response teams, police officers often adapted their uniforms to reduce
intimidation while maintaining identifiable elements like patches, bulletproof vests, and badges.
For the most part, respondents indicated that the nurses typically wore casual, professional
clothing with clearly visible identifiers, such as "nurse" patches, badges, or lanyards, avoiding
anything too clinical or imposing to foster a non-threatening environment. It was generally felt that
distinct attire for the police officer and the nurse helped clarify roles within the co-response team
for the public. For example, nurses commonly wore vests labeled "nurse", while officers might wear
patches or insignia indicating "mental health outreach." Respondents felt that this enabled clients to
quickly distinguish between medical and law enforcement personnel that aided in trust-building.

In effect, respondents tended to value flexibility, allowing for attire adjustments based on the
situation, environment, and individual preferences. Certain team members preferred plain clothes
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to improve rapport with clients, while others opted for a slight variation of the general patrol
officer’s uniform to distinguish themselves from other officers but still ensure that it was clear that
they were a police officer. Moreover, both nurses and police officers wore gear that identified their
roles while integrating common safety measures, such as ballistic vests and radios. Still, individual
team members spoke about their different preferences for how they carried their gear. Some police
officers opted for external vests with pockets for tools, while others preferred a more concealed or
minimalist setup. This flexibility allowed the officers to balance practicality, comfort, and
approachability without creating an overtly tactical appearance. The challenge was in finding the
balance between ensuring that how police officers wear their gear does not compromise
functionality or safety with trying not to hinder rapport-building in sensitive situations.

When asked about variations in their uniforms, respondents indicated that uniform adjustments
were designed to calm clients and foster trust, especially for those familiar with mental health
outreach teams. Respondents felt that clear identification through patches, badges, or labels
reassured clients of the co-response team's roles and purposes. More specifically, the appearance of
co-response team members and their vehicles aimed to create a calming presence designed to
reassure clients that the co-response team was there primarily to help rather than just to enforce
the law. It was clear that co-response team members considered the psychological impact of their
appearance and attempted to tailor their look to facilitate trust and to de-escalate potentially
volatile situations. Still, primarily nurse respondents reported that despite their efforts to clarify
their roles through identifiers, they were frequent misidentified as police officers.

[t was clear to the writers of this report that variations in attire and equipment existed because of
differences in jurisdictional protocols, individual co-response team dynamics, and personal
preferences. This variability ensured that teams were able to adapt to local needs while maintaining
their overarching mission. Co-response teams appeared to design their appearance with sensitivity
to clients' past experiences, aiming to avoid triggers and promote positive interactions. For the
most part, respondents felt that casual or semi-professional attire helped co-response team
members appear more relatable and contributed to reducing the stigma or fear that can be
associated with authority figures.

In summary, uniforms and the attire of police officers and nurses was selected for comfort and
practicality for dynamic work environments. Among respondents, there was a preference for plain
clothes as it was felt that this could reduce intimidation and decrease anxiety for individuals in
crisis. This is especially important for those who have had negative or traumatic past interactions
with the police or healthcare system. For some people, uniforms can be a reminder of past negative
experiences, which can increase their stress or cause feelings of shame and embarrassment. By
wearing plain clothes, the police officer team member eased these anxieties and helped individuals
feel more comfortable, making them more likely to trust the person and accept help. Moreover, for
individuals who valued their privacy or who may feel embarrassed by their situation, members of
the co-response team wearing plain clothes avoided drawing unnecessary attention to the client’s
situation, preserving their dignity. While respondents acknowledged that they could not fully
mitigate a client's past traumatic experiences with police or healthcare, the use of plain clothes
could reduce any anxiety and create a safer, more comfortable environment for engagement and
interaction.
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Officers and nurses carried essential tools, such as radios, medical kits, pens, and gloves in ways
that were convenient yet unobtrusive. Within limits, co-response team members often modified
standard-issue gear to better meet their needs, such as using cross-body radio holders, fanny packs,
or concealed equipment setups. Finally, some respondents spoke of the need to use weather-
appropriate gear, such as rain or summer jackets and breathable materials, to ensure that they
could remain comfortable and effective in varying weather conditions. The way in which
respondents spoke about how they modified their ‘kit’ to accommodate the purpose and mandate of
the co-response model illustrated a conscience balance between maintaining a practical and
approachable look while also identifying oneself as a police officer or healthcare professional. The
idea of a more personalized and functional gear setup reflected the unique needs of mental health
crisis workers who might need to respond quickly to situations while ensuring they are not too
obtrusive or intimidating to the individuals they are helping. In effect, co-response team members
demonstrated a thoughtful and strategic approach to their appearance that prioritized community
trust, team functionality, and client-centered care while maintaining safety and professionalism.
Respondents demonstrated the importance of creating a comfortable, respectful environment
during a mental health crisis to build trust, alleviate stress, and offer effective support to those in
need. Respondents believed that their choice of clothes and equipment contributed to approaching
situations with empathy, an understanding of trauma, and sensitivity to privacy concerns that
contributed to improving outcomes by making people feel more at ease and willing to accept help.

Unmarked vehicles and muted vehicle modifications were also commonly used. Vehicles were
deliberately unmarked or subtly marked to avoid the overt association with traditional policing.
This approach helped reduce the perceived stigma of being seen interacting with law enforcement.
Darkly tinted windows on the vehicles provided privacy for clients during transport, ensuring their
dignity and comfort were prioritized while maintaining safety. In effect, the type of attire that team
members wear, as well as the choice of unmarked vehicles that have been modified to better suit
the needs of the co-response team demonstrates a focus on how these teams manage their
appearance and presentation to achieve their goals effectively while maintaining a client-centered
approach.

THE RECRUITMENT AND RETENTION PROCESSES OF CO-RESPONSE TEAMS

There was a lot of consistency reported by respondents on the process used to assign members to
the co-response teams. For the police members, respondents indicated that their Human Resources
department shared detailed position profiles with the general membership, outlining preferred and
required qualifications. Applicants were then assessed based on their resumes, interviews, and
demonstrated competencies in areas like community outreach, negotiation, and mental health-
related skills. Commonly, a selection panel often uses standardized scoring systems to prioritize
candidates to ensure a fair and transparent process. In effect, police respondents reported that the
process used to select candidates for the co-response team mirrored the process used for all sworn
positions in their respective police agencies. It was interesting to note that several respondents
spoke of the competitive nature of the co-response team position in that members are not assigned
to the role, but the role is sought out by officers with a genuine interest in a mental health-focused
role. Respondents felt that the growing awareness of the value and impact of these specialized roles
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had significantly increased interest. Previously, these positions attracted few applicants due to
limited visibility and understanding of the role's significance. However, with greater recognition of
the team’s work and mandate, there has been a surge in applications in some police agencies.

With respect to the selection of nurses to work in the co-response program, nurse positions have
shifted over time from a merit-based system to one largely determined by seniority creating
challenges in hiring the most qualified individuals. Many of the nurse respondents stated that
current health authority and union policies prioritized seniority provided that minimum
qualifications were met. This shift has raised concerns about the potential mismatch between a
candidate’s skills, knowledge, and experience with the demands of the role.

It was also interesting to note that many respondents, including nurses, reported that, for nurses,
prior experience in emergency or psychiatric care was often beneficial but not mandatory. Still, for
the most part, respondents demonstrated a preference for registered nurses on the co-response
team because it was felt that they possessed a stronger medical background and could effectively
manage physical health crises that may coincide with mental health challenges. Nurses trained in
general medicine were more likely to identify medical issues that might go unnoticed by those
without medical training. Moreover, their clinical experience enabled them to assess symptoms
more accurately and determine when additional medical intervention was required, thus providing
more well-rounded support during crisis situations. In effect, psychiatric or forensic nurses were
considered better equipped than other types of nurses when it came to handling medical crises in
mental health settings. This was viewed as especially important in situations where the physical
and mental health of a person may be interlinked, such as in drug overdoses, medical conditions
affecting mental health, or a crisis caused by trauma. It was felt by several respondents that having
a nurse with strong medical experience allowed for a more comprehensive assessment of the
person’s health, increasing the likelihood of appropriate intervention.

While psychiatric nurses were felt that have broader medical training, for the co-response team, it
was crucial for nurses to have specific training in psychiatric care. It was felt by some respondents
that nurses without this specialized training might struggle to manage situations that involved
acute psychiatric crises, as they might not fully understand the complexities of mental illness,
psychotropic medications, and mental health disorders. The need for psychiatric-specific
experience was emphasized when considering the challenges of mental health care, especially in
non-clinical, community environments where unpredictable variables may affect client and the co-
response team members. For instance, nurses with psychiatric training were likely to be more
skilled in de-escalating a crisis and managing intense emotions or potentially volatile situations,
ensuring both their safety and that of the person in crisis. In the case of nurses with experience in
operating rooms or intensive care units, while they might be highly skilled in handling life-
threatening physical emergencies, their exposure to mental health emergencies may be limited. In
contrast, psychiatric nurses are specifically trained to deal with mental health crises and
understand the psychological and emotional dynamics of someone experiencing a breakdown,
which is crucial in ensuring a safe and appropriate response.

While not unanimously expressed in this way, the most successful co-response teams in this context
were those where the nurse had a psychiatric or medical background. Combining this type of nurse
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with an experienced police officer with some degree of mental health training or experience
provided a well-rounded response to the mental health crisis, ensuring that both law enforcement
and healthcare needs were addressed simultaneously. The police officer team member brought
expertise in public safety, crisis management, and conflict resolution, while the nurses offered
specialized medical and psychiatric knowledge. Together, the co-response team created a
comprehensive care package that not only contributed to public safety but also addressed the
mental and physical health needs of the client. The police officer ensured the safety of all parties
involved, while a nurse conducted a medical assessment, offered psychiatric care, and helped de-
escalate the situation. This dual approach was seen as much more likely to result in a positive
outcome than a one-dimensional, law enforcement-based response.

In general, it was felt that experience mattered. Co-response teams made up of nurses with
psychiatric backgrounds and officers with crisis training provided the best outcomes. The
experience of the nurse was seen as particularly beneficial because they contributed in-depth
knowledge about mental health conditions, medication management, and emotional support, which
was not something that police officers were typically trained to handle. Likewise, experienced
officers could navigate situations involving law enforcement procedures ensuring that the
intervention was both safe and respectful of the person’s rights. This allowed for a more holistic
response providing the necessary intervention for both mental health and physical well-being.

In terms of motivations for applying to the co-response teams, respondents suggested that many
police officers and nurses were drawn to the co-response team after gaining field experience, often
as a shift from traditional patrol or hospital settings. More specifically, it was stated that many
police officers gravitated toward mental health-focused work after years in general patrol viewing
it as an opportunity to engage in more meaningful, impactful policing. Nurses often bring diverse
backgrounds, such as emergency medicine, psychiatry, or crisis response, to these roles. Personal
interest in community-based care often motivated their applications.

Despite increasing interest, recruitment for these roles faces unique obstacles. On the police side,
respondents indicated that some available positions on the co-response team remained under-
applied due to misconceptions about the demands of mental health work or concerns about the
emotional toll that this work would take on the officer. Among nurses, respondents believed that
some nurses hesitated to leave the hospital settings due to perceptions of safety, structure, and
familiarity. Broader workforce shortages in nursing also contributed to recruitment challenges.
Some respondents spoke of the role of leadership in the recruitment process and fostering team
cohesion. In other words, some respondents indicated that leaders emphasized the motivation of
the applicant during the selection process to determine whether the applicant’s motivations for
applying to the co-response team genuinely aligned with the team’s mission.

Respondents reported finding their roles on the co-response team to be a rewarding departure
from their traditional duties. However, despite the increasing interest in these positions, there
remain structural and personal barriers that respondents felt deterred some potential candidates
from applying to the co-response team. Respondents indicated that community-based work
sometimes carried the perception of greater physical and emotional risk compared to hospital or
patrol environments. Addressing these concerns through training and support is vital.
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Nonetheless, most respondents felt that encouraging officers and nurses to pursue roles in mental
health work contributed to breaking down stigma around mental illness and highlighted the value
of empathy in professional settings. Moreover, as these roles become more mainstream,
respondents felt that the police culture around mental health response would continue to shift to
view these positions as essential rather than ancillary.

THE TRAINING AND ONBOARDING OF CO-RESPONSE TEAM MEMBERS

Based on the interviews, the training of co-response members was very inconsistent and varied
substantially depending on whether the person was a nurse or a police officer. While some police
officers and nurses reported receiving foundational training, others indicated that they received
little or no training, highlighting a lack of standardization in preparing co-response team members
for mental health-related roles. For example, some respondents reported that they received crisis
intervention training or mental health-specific workshops, while others relied solely on their
general policing or nursing background. In broad terms, much of the training occurred ‘on the job’
through shadowing or observation, with limited formalized modules or specialized instruction.
Most of the training, when it was provided, was conducted face-to-face, often with hands-on or
situational components that included shadowing experienced colleagues or observing procedures.
However, overall, the training lacked approaches like scenario-based simulations, interactive role-
plays, or technology-enhanced training (e.g., virtual reality). These training methodologies could
better prepare participants for handling the unpredictable, high-stress situations they are likely to
encounter in the field.

Respondents stated that the training that was provided often covered broad subjects, such as crisis
de-escalation and suicidality. While important, this fails to address nuanced issues, like specific
mental health disorders (e.g., schizophrenia, bipolar disorder) or cultural competencies required
for diverse communities. Nurses highlighted a critical need for training on tactical responses and
personal safety in potentially dangerous situations. For some nurses, this lack of preparedness left
them feeling vulnerable during crises. Respondents also stated that there was insufficient emphasis
on the legal and ethical aspects of managing mental health cases, including the proper use of
authority under laws, like the Mental Health Act (MHA), during any training they received.

Of some concern was that many respondents indicated that their training occurred after they had
already assumed their roles. This outcome resulted in some respondents feeling that they
experienced steep learning curves that required them to navigate complex scenarios without
adequate preparation. One specific criticism related to training was that the initial orientation
sessions focused more on logistics (e.g., using radios, understanding workflows) than on equipping
team members with the skills and knowledge needed for mental health care. For the police
respondents, they generally indicated that, while training budgets existed, these typically
prioritized mandatory annual training (e.g., diversity training, community outreach) over
specialized mental health education. Some police respondents reported that conferences were
occasionally used as a substitute for formal training. While beneficial, these learning/training
opportunities were infrequent and viewed as not providing the depth or continuity required for
meaningful skill development. In addition, many police respondents noted the difficulty in
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advocating for additional courses or programs due to limited resources and competing priorities
within their organizations.

Both police officers and nurses expressed a need for deeper understanding of mental health
conditions and best practices for intervention. It was felt that the training co-response team
members received often only scratched the surface without providing comprehensive guidance.
Many of the nurse respondents felt underprepared for high-stakes situations, such as dealing with
aggressive individuals or life-threatening emergencies. This gap increased stress and reduced
confidence in handling critical incidents. And many of the police respondents reported that they
received no specific training specific to their role on the co-response team beyond what all general
duty or patrol officers received when working on the road. These police respondents expressed the
need for more robust mental health training, particularly in handling complex disorders and
behaviors. Moreover, based on the interviews, there is minimal emphasis on interdisciplinary
training that fosters collaboration between police and healthcare professionals, which is essential
for effective mental health response teams.

In response to these concerns, some respondents have proactively sought out learning
opportunities, such as attending optional workshops, tailoring online courses, or consulting with
colleagues. This self-directed approach highlights their commitment but also underscores systemic
inadequacies in formal training provision. On-the-job learning played a significant role, with many
respondents indicating that they relied heavily on trial-and-error or observing senior colleagues.
While valuable, this method lacks structure and consistency.

As mentioned above, there was some concern expressed by respondents about the safety of nurses.
Some nurses expressed a degree of concern about their ability to protect themselves in dangerous
situations, especially if their police officer partner were to become incapacitated. These nurses
were also concerned about the ethical/legal implications of using police tools, like guns or tasers, to
protect themselves and their police officer partner. This uncertainty created a degree of fear and
hesitancy among some nurses, potentially jeopardizing safety. [t must be stated clearly that all
respondents reported that the police officers on the co-response team prioritized the nurse’s safety;
however, the absence of formal guidelines on collaborative roles can lead to confusion and
inefficiencies during crises. In summary, many respondents joined the co-response team expecting
extensive training but were often met with minimal or generic training. To a degree, this
discrepancy affected job satisfaction and performance. The fragmented and varied nature of the
training reflects broader systemic issues. Both the police and the health authorities appear to rely
heavily on prior experience rather than developing comprehensive programs tailored to the unique
demands of mental health work and the co-response team. Of note, some respondents also
indicated that there were no mechanisms to assess training effectiveness or gather feedback
for continuous improvement.

Given this, it was not surprising that respondents had many suggestions related to training. Both
police officers and nurses emphasized the need for specialized training tailored to the unique
demands of mental health crisis response. The importance of equipping team members with
comprehensive and role-specific training was highlighted by many respondents. Some police
officers reported that they would benefit from training that provided deeper insights into mental
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health conditions, behaviors, and medications to collaborate effectively with nurses, while nurses
wanted more orientation to law enforcement protocols, such as radio communication, situational
awareness, and safety considerations. A standardized, structured training program could
address knowledge gaps, improve role clarity, and ensure that team members understand
their responsibilities without overstepping boundaries.

This type of training could also foster smoother collaboration between the nurse and the police
officer at the scene of a call for service. Collaboration between police officers and nurses is
essential, but the interviews underscored some challenges stemming from differing professional
backgrounds, training levels, and priorities. Nurses reported relying on their police officer partners
for physical safety and de-escalation, while police officers relied on the nurses for clinical
assessments and decisions about care pathways. Given this, respondents suggested that cross-
training sessions and joint debriefs could enhance mutual understanding, leading to a more
cohesive and effective team dynamic.

Many police officers reported feeling inadequately trained to address mental health issues
effectively. They acknowledged a lack of in-depth understanding of mental health diagnoses, legal
frameworks (e.g., Mental Health Act), and how to interact with individuals in a mental health crisis.
As mentioned above, they reported relying on nurses for guidance but expressed a desire for
training that would enhance their own knowledge base, enabling them to make informed decisions
when nurses were unavailable. Training on differentiating between psychiatric disorders and
substance-induced behaviors, as well as understanding medication interactions, could significantly
improve the ability of police officers on the co-response team to respond compassionately and
competently.

In terms of the lack of specific training and the issue of safety, most respondents indicated that
ensuring the safety of all parties involved is a central concern. While the co-response team rarely
attended a call for service that was deemed to be high-risk, more common types of situations, such
as apprehending individuals in a mental health crisis, require precise coordination. It was reported
that nurses sometimes assisted officers in physically restraining individuals, raising concerns about
their training for such scenarios. Conversely, some of the police officers highlighted the importance
of safety-focused training for nurses, such as using the police radio, understanding emergency
procedures, and being prepared for violent situations. Both the police officers and nurses on the co-
response team recognized the need for a robust approach to safety that minimized risks to
themselves and the individuals they were helping.

In terms of being onboarded and oriented to the co-response program, both nurses and police
officers expressed frustration with poorly structured or nonexistent orientation programs. Nurses
stepping into this police-led environment often felt unprepared due to a lack of foundational
knowledge about law enforcement protocols and operational contexts. Similarly, several police
officers reported that they had not been fully briefed on the healthcare aspects of their partnership.
A formalized, role-specific onboarding program would ensure team members start with a
solid understanding of expectations, tools, and processes. Related to this, there was a strong
demand for ongoing training to adapt to evolving challenges in mental health crisis response.
respondents stressed the need for continued learning opportunities, such as workshops, seminars,
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and certification courses. Topics, such as trauma-informed care, advanced de-escalation techniques,
legal frameworks, and community resource awareness, were seen as critical. It was felt that these
types of opportunities could foster professional growth, improve outcomes for individuals in crisis,
and enhance job satisfaction.

There was also a call among several respondents for training related to some of the soft skills that
were viewed as critical for those working in a co-response team, such as empathy, patience, and
communication skills. Beyond the need for technical skills, many respondents emphasized the need
for qualities like patience, compassion, and strong interpersonal skills to build trust with
individuals in a mental health crisis. A trauma-informed approach was seen as vital, especially
when dealing with vulnerable populations. Given this, training that focused on emotional
intelligence and cultural competency would better prepare team members to navigate complex,
emotionally charged situations with greater sensitivity. It was also interesting to note that several
respondents stated that there were gaps in their understanding of available community support
systems. Nurses often acted as the bridge to these resources, but police officers would benefit from
training that increased their awareness of community resources, programs, and services. Greater
integration of these resources might serve to reduce unnecessary hospital visits, provide more
tailored support to individuals, and improve long-term outcomes.

Finally, as part of a co-response team, police officers and nurses must navigate complex legal and
ethical landscapes when responding to mental health crises. Proper documentation, knowledge of
involuntary certification processes, and understanding lawful authorities under the Mental Health
Act are essential. As such, training that covers these aspects in detail would reduce liability risks
and ensure that interventions are legally sound and ethically appropriate. In conclusion, addressing
the aforementioned areas through targeted training, structured onboarding, and improved
interdisciplinary collaboration could significantly enhance the effectiveness and safety of co-
response team members while increasing the efficiency and utility of co-response programs.

When respondents were asked if they felt that all members of their co-response team had the
necessary training, education, and experience to fulfil all their duties related to the program, several
main themes emerged. To begin, respondents generally saw members of the co-response team as
competent and experienced, which contributed to their effectiveness. Long-standing experience in
psychiatric nursing and policing was seen as enhancing the team’s ability to manage mental health
crises effectively. Both the police officers and nurses complemented each other’s expertise, creating
a collaborative dynamic. Respondents felt that team members brought a wealth of experience that
enhanced their ability to address complex situations. Nurses with decades of psychiatric experience
contributed deep knowledge about mental health, diagnoses, and de-escalation strategies. Similarly,
police officers with years of service offered insights into safety, law enforcement protocols, and
crisis negotiation. This combination was seen as creating a well-rounded approach to mental health
crises.

Still, as mentioned above, respondents highlighted training gaps among their team members with
nurses often lacking structured training specific to the crisis response context, while police officers
were seen as lacking formal education or training in mental health thus relying on on-the-job
experience or self-study. It was felt by many respondents that this inconsistency in training and
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knowledge led to varying levels of preparedness to work effectively on the co-response team. Again,
this emphasized the need for a more standardized orientation and ongoing mental health and
de-escalation training. The specific roles of the police officer and the nurse each comes with
unique challenges that can affect team efficiency. It was suggested by some respondents that nurses
might struggle with understanding police protocols, and police officers might find themselves
unprepared for mental health-specific scenarios. It was felt that this could also be addressed by
additional training and a better onboarding process.

Respondents also placed a lot of emphasis on the importance of mental health expertise among co-
response team members. While some nurses in the co-response program reported having extensive
psychiatric experience, not all co-response team members have this background. It was felt that
nurses without psychiatric training may struggle with the crisis-oriented lens required for the role.
Similarly, police officers relied on their nurse partners for psychiatric insights but could benefit
from foundational knowledge in mental health diagnoses and treatments. Given this, while not
directly expressed by many respondents, mandating mental health qualifications or specialized
training for nurses and offering police officers formal training in psychiatric care would
improve the co-response team’s overall competence. The final gap in training, education, and
experience highlighted by some respondents was related to the knowledge that co-response team
members had about the different community programs, services, and resources available in their
jurisdiction. While not universal, it was felt that more information could be provided to co-response
team members so that they were up to date on available community resources. This knowledge
would enable co-response team members to connect individuals with appropriate services, reduce
reliance on emergency departments, and prevent unnecessary hospitalizations. In effect, while the
program and its members have significant strengths, addressing the identified gaps and areas for
improvement are key to its ongoing success and impact.

THE TYPICAL SHIFT OF A CO-RESPONSE TEAM

When asked to describe the typical shift, respondents made it clear that there was no such thing as
a typical shift. They emphasized that they knew they would be spending most of each shift
interacting with individuals who either have or may have mental health issues that need their
attention and that they will spend a considerable amount of time engaging in one manner or
another with others who can assist with their clients. However, respondents reported that what
made each shift somewhat unique was how much time they would need to spend attending to the
needs of any one individual. As they described it, while the co-response team may be able to attend
to as many as eight to ten individuals on some days, on others, their whole shift was taken up
dealing with the needs of a single client.

Still, respondents did identify some things related to what they considered be to most common
across most of their shifts, such as how each of their shifts began. More specifically, respondents
noted that the first hour or so of each shift was generally used by the co-response team to bring
together information from multiple sources about clients, review files that were generated over the
previous night, and create a plan for how they could be most effective and productive during their
current shift. For example, they would review the information contained in police files that were
logged in the queue and had a mental health component. Respondents indicated that the queue was

79



really their first step in their exercise of prioritizing which individuals of concern in the community
most urgently needed the attention of the co-response team. Respondents added that this queue
information was supplemented by information they received via emails and direct calls they
received from general duty officers who worked the previous shift. Some respondents also added
that another source of information that guided their shift was what they learned through attending
morning shift-briefings. Those briefings, which the respondents reported were attended by nearly
all co-response teams as a matter of course, gave the team members an awareness of public safety
concerns, along with an awareness of what was generally going on in the community. Another
valuable source of information for many co-response team members was an office whiteboard that
tracked, for example, outstanding mental health warrants and other information deemed relevant
about individuals of concern.

For some co-response teams, the start of a shift also included an opportunity to roundtable with
other teams and officers working with vulnerable groups. Overall, the way in which respondents
articulated that first hour of their shift highlighted the great value they placed on the input they
received from general duty police officers and others who interacted with individuals who were or
might be suffering a mental health issue related to a potential public safety matter. The information
provided by respondents highlighted how the co-response teams went to great lengths to work in a
proactive, intelligence- and information-led, collaborative manner when setting out to interact with
individuals with mental health challenges. Critically, respondents’ articulation of that first hour of
the co-response team’s shift detailed how important nurses are to the co-response team.
Respondents highlighted that it was the nurses’ knowledge and experience with mental health
issues that facilitated in-depth mental health assessments and underpinned the other information
at hand in consideration of planning for the shift ahead. That said, it was interesting to learn from
respondents that the first hour of information gathering does not always include a nurse being
present. Rather, in the case of some co-response teams, and in reference to some shift times, as
discussed above, the nurse team member typically started their shift one hour later than the police
officer on the team and, therefore, was not as directly involved with the input coming from all
information sources. However, this should not be taken to suggest that the nurses who start one
hour later than their police officer partners were not fully versed in which files or clients required
their attention in the shift ahead as they were always dialoguing with their partner officer with a
view to ensuring that they have made a thorough assessment of the known and potential mental
health concerns with respect to each individuals they plan to interact with over the course of their
shift. Further, in the case of co-response teams where nurse team members were picked up at the
hospital after their police officer partner had already begun their shift, the nurses will have already
reviewed the police files identified as deserving an assessment through a mental health lens.

Beyond all that the co-response team members learn from information gathering at the outset of
their shifts, respondents reported that they were constantly being informed about what was
happening in the community by regularly doing community rounds, and by having regular meetings
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with other relevant stakeholders, such as Probation, Foundry!8, the mental health liaison officer.
Additionally, respondents indicated that they would have meetings with other response teams that
might exist in their jurisdiction, such as the Community Response Team (CRT), the Assertive
Community Team (ACT), and the Integrated Crisis Response Team (ICRT). Respondents indicated
that engaging with these entities was helpful for information gathering, but also critical to
collaborating with others to assist individuals of shared interest, ensure that the most appropriate
intervention strategies were put in place, and create comprehensive follow-up plans. In sum, based
on the information provided by respondents it was clear that the co-response teams operated such
that they were intentionally informed throughout each shift with a view to leveraging their time in
an effective and efficient way designed to help clients, contribute to assisting other community
teams and stakeholders, and leveraging available community resources, when possible. The way in
which respondents discussed their engagement with other teams and stakeholders highlighted
their understanding of how important it was for co-response teams to carry out their mandate
with on-going collaboration with multiple stakeholders.

It should also be noted that respondents called attention to other activities that they performed
before heading out for their shift and interacting with those individuals they identified as needing
attention. For some co-response teams, this included doing cell checks to determine if they could be
helpful to individuals in cells that may need any mental health attention. Additionally, some co-
response teams joined, for example, with bylaw enforcement officials, city garbage details, or
paramedics as they completed their rounds of homeless encampments aiding individuals who may
have mental health issues. Respondents also mentioned doing mental health checks on elderly
people with dementia who have been identified as living without supports. Respondents also
mentioned doing checks on youth and other at-risk populations with identified mental health
challenges. Respondents indicated that they also tried to do these types of checks throughout their
shifts when time permitted.

It should be emphasized that, while there were variations across jurisdictions, in terms of how time
on shift was spent undertaking these types of functions, the primary focus of all co-response teams
was responding and attending to individuals who they and others identified at the beginning of the
shift as needing their attention because of a mental health issue. Accordingly, most of every shift
was made up of dealing with those individuals, one after the other, in an order that prioritized them
from most serious and urgent to least urgent. At the same time, respondents noted their awareness
that their work demands were always fluid such that, at any time, they might have to change what
they were expecting to do to assist with an evolving situation or a specific call for service.

18 Foundry is a province-wide network of integrated health and wellness services for young people ages 12-
24. According to their website, “our integrated services make it possible for young people to access five core
services in one convenient location: mental health care, substance use services, physical and sexual health
care, youth and family peer supports, and social services”. https://foundrybc.ca.
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HOW ARE CALLS FOR SERVICE IDENTIFIED AS BEING APPROPRIATE FOR CO-RESPONSE
TEAMS

As noted above, the decision about which calls for service were appropriate for the co-response
team to attend to over the course of each shift was made, in part, at the beginning of each shift.
Moreover, that decision was primarily based on a review of mental health flagged police calls for
service from a previous shift, calls for service already in the queue, whiteboard postings, emails
from police officers on previous shifts, and information obtained by attending shift briefings.
Further, as respondents described it, that early shift review was not considered complete until both
the officer and the nurse on the co-response team agreed about the appropriateness of including a
particular client or call for service on their list of clients to be attended to over the course of their
shift. At the same time, most respondents reported that the calls for service on the co-response
created list will not be the only calls for service attended to by the co-response team over the
course of their shift. Rather, the team may end up spending most of their shift responding to calls
for service that come in from patrol units seeking assistance, service and health care providers
seeking assistance, hospitals, and from dispatch. However, regardless of where the call for service
might originate from, it will be the co-response team itself that decides whether it is one that fits its
mandate and necessitates a response from the co-response team. In this regard, several
respondents called attention to the fact that they were asked, for example, to take calls from patrol
units where the officers were not entirely sure whether the individual they were dealing with
should be considered appropriate for a Section 2819, so they call the co-response team to assist in
making the assessment. Respondents also noted how they commonly respond to other calls for
service or situations where an officer is unsure of the nature of an individual’s mental health and is
reaching out to the co-response team for an assessment or for some assistance. Overall,
respondents reported that calls for service were directed to them when there are indications that
the subject of the complaint may be suffering a mental health issue that, without attention, could
lead to the client harming themselves or others immediately or in the future. That said, respondents
made it clear that they also responded on occasion to calls for service where safety was not
presumed to be an immediate issue, such as when someone calls the police for assistance because
they believe that their neighbour, for example, is spying on them through their showerhead.

THE TIME CO-RESPONSE TEAMS SPEND AS A PRIMARY RESPONSE UNIT, ON FOLLOW-UP
DUTIES, AND ON EACH CALL FOR SERVICE ATTENDED

While not unanimous, respondents made it clear that, generally, they were not intended to be a
primary response unit. One reason for this general rule was an understanding of the
unpredictability of situations and the concern for the safety of the nurse on the co-response team.
However, respondents noted a few circumstances where they will take a call for service as the
primary response unit. One of those circumstances is where the team has a prior good awareness of

19 Section 28 of the BC Mental Health Act states that a police officer or constable may apprehend and
immediately take someone to a doctor for a mental health examination if satisfied from their observations or
information received from someone else that a person is acting in a manner likely to endanger their own
safety or the safety of others and is apparently a person with a mental disorder.
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the individual involved and is confident that the situation is not likely to involve immediate
personal safety issues. Another circumstance is where the team is completely confident that there is
no possibility of any danger, such as responding to a request to do a wellness check for a known
client. Another situation is where the team is of the opinion that the situation would be best
handled if a person with mental health training or a familiarity with the client was the first contact
with the individual involved. Whatever the circumstances, the co-response team will only become
involved if the call for service is mental health related and where they would be the secondary
responders after the first responders established that there are no safety concerns and there is a
need for the co-response team. In effect, the co-response team will respond as support if they are
satisfied that they can contribute to resolving a situation in a way that reduces the need for
apprehension and provides for best opportunity to be helpful to the mental health wellbeing of the
individual involved.

In those rarer cases when the co-response team does attend a call for service as the primary
response unit, the police officer on the co-response team will always take responsibility for
ensuring that the situation does not place the nurse in any danger. Further, in some situations,
when responding as a primary unit, the co-response team will call upon another unit to serve as
backup safety support. It was interesting to note the differences in different jurisdictions on this
issue. For example, there were respondents who reported that most of the calls for service they
responded to were as a primary response unit, while other respondents indicated that nearly all the
calls for service they responded to were as a secondary response unit, and there were some
respondents who stated that they never responded to any calls for service but were designated
exclusively for follow-up responsibilities with clients. In effect, in different jurisdictions, the co-
response team could be designated as a primary response unit, a secondary response unit, or a
follow-up team.

Importantly, whether the co-response team served as a primary or secondary response unit, the
decision about how to respond (i.e., with the support of another unit) was a function of an
assessment made by the co-response team concerning the situation and its fit to the co-response
team’s mandate. For example, calls for service from dispatch will relate to all manner of situations,
such as potential suicides, domestic disputes, substance abuse, or individuals being unruly, acting
strangely, or threatening harm on themselves or others. So, in monitoring incoming calls for service
or requests for assistance from the community or other officers, the co-response team evaluated
the call for service or request for assistance through a mental health lens. To this extent, the criteria
was always straightforward - did the call for service require a response to a situation where the
individual in question had or could have a public safety related mental health issue that could be
helped through engaging the co-response team. When determining whether the co-response team
needed to conduct any follow-up, the main issues respondents considered were the seriousness,
urgency, and dangerousness of the situation or client. With those considerations in mind, the final
determination of whether to respond was typically a consequence of the co-response team
determining that its engagement was likely to be helpful in resolving the call for service or the
request for assistance safely and in a manner that could assist the client to deal with any mental
health issues that may have led to the situation in the first instance.
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Respondents noted that there was considerable variability in how many non-follow-up calls for
service their co-response team responded to on any given day. In terms of average numbers, some
respondents estimated that the number of non-follow-up calls for service that they responded to
during a typical shift was two or three, with other respondents indicating that they responded to
three or four calls for service per shift. Of note, while some respondents believed they responded to
four or five calls for service per shift, still others estimated their average to be between eight and 14
calls for service per shift. It should be noted that several respondents noted that there were shifts
where they only responded to one call for service during their shift because the situation was so
complex and/or because it involved taking an individual to hospital. Although it was reported as
very rare, there were shifts where the co-response team did not attend any non-follow-up calls for
service during a shift. As expected, many respondents indicated that there was not a particular
pattern in the volume of calls for service that were appropriate for the co-response team to respond
to. As described by several respondents, one day the number of calls for service might be very high
and the next day it could be low.

Whatever the average number of calls for service that the co-response team members responded to
over their shift, respondents reported that they were always busy. In effect, if they were not
responding to non-follow-up calls for service, they were engaged in doing follow-ups for previous
interactions between the police and the client. Respondents also noted that when they were not
responding to follow-up and non-follow-up calls for service, fielding calls from other police units
and agencies, as well as doing other kinds of activities, such as cell checks, engaging with
stakeholders, doing initial referrals, and checking in with individuals in vulnerable situations and
known to have mental health issues filled their time. Additionally, the nurse would spend time
doing assessments and interfacing with other medical professionals and service providers. Of note,
it was not uncommon for respondents to state that they did not have sufficient time to regularly do
follow-ups with all the individuals they interacted with.

DISTRIBUTION, VOLUME, AND TIME SPENT ON CALLS FOR SERVICE ATTENDED BY CO-
RESPONSE TEAMS

In terms of the volume of calls for service that the co-response teams responded to over time, none
of the respondents noticed any decreases in call for service volume; however, only about one-half of
respondents stated that the number of calls for service they responded to had not changed in recent
times. For these respondents, the lack in change was due to several factors, including the expansion
of mental health and other services in the community that reduced the burden on the police to be
primary responders, and that the interactions of co-response team members with other police
officers had an educational/awareness effect whereby some police officers were more capable of
dealing with mental health calls for service without the assistance of a co-response unit. It was
interesting to note that a small number of respondents believed that the number of calls for service
that they attended had not increased over time because some police officers were frustrated with
the unavailability of the co-response team or being told several times that the co-response team
was not available or appropriate for a call for service resulted in officers not asking for the team’s
assistance.
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Among those respondents who felt that there had been an increase in the number of calls for
service that they responded to over time, it was believed that as other police officers and
stakeholders became more aware of how the co-response team worked and how its presence could
be helpful, these people were more apt to seek the co-response team’s assistance. Other
respondents felt that the increase was simply a reflection of their community’s’ general decline in
mental health and its corresponding increase in mental health calls for service. Beyond that, the
COVID-19 pandemic influenced an increase in mental health-related calls for service. It was felt that
as individuals’ routines had been interrupted, their access to supports correspondingly
deteriorated resulting in them becoming more isolated, which likely contributed to increasing the
volume of mental health calls for service. On a related point, the decreased access to doctors and
the reality of social workers, psychologists, and other professionals moving to interfacing with
clients on Zoom during the Pandemic complicated matters further, which might continue to result
in an increasing number of mental health-related calls for service to the police that are then
transferred to the co-response team.

As most respondents described it, there did not appear to be a common “peak” time or day of the
week when demand for the services of co-response teams could be expected to rise. However, most
respondents did call attention to some patterns in terms of both time and day call for service
volume. For instance, with respect to their calls for service over the course of a day, most
respondents noted that calls for service began to pick up in the late morning and gradually
increased being commonly busy between 15:00 and 19:00. Moreover, some respondents were able
to point to certain days of the week when calls for service appeared to increase. Some respondents
mentioned Thursday as being the busiest day of the week and the third Wednesday of every month
when social assistance cheques were handed out, and the associated impact of that on the
remainder of the week. Still, nearly all respondents noted that while there were times of the day
and days of the week when calls for service increased compared to other times and days, this was
not entirely predictable as rises could happen any time of the day or day of the week.

Respondents also made it clear that it was difficult to think of calls for service as taking an
“average” amount of time because there was too much variability in what activities co-response
team members might engage in from one call to the next. As respondents pointed out, sometimes a
call would include an apprehension and taking someone to hospital that could take anywhere from
two to four hours and as many as six hours. It was reported that mental health assessments could
take from 45 minutes to two hours, and time on scene could range from 20 minutes to several
hours. Respondents also noted that cell checks could take between 15 minutes to two hours, file
reviews took anywhere from five minutes to more than one hour and trying to get a call through to
ministry officials when dealing with youth could take a few hours.

Finally, nearly all respondents stated that they could not respond to all the calls for service that
they received. In fact, it was more likely that the co-response team was regularly triaging which
calls for service they should attend at any given time. Respondents also emphasized that there was
always a prioritizing process that they undertook when multiple calls for service needed to be
attended to with priority given to those involving the most seriousness, urgency, and likelihood of
potential danger. At the same time, the matter of triaging and prioritizing calls for service was
halted when the co-response team was ‘on scene’ as dispatch was likely to assign any incoming
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urgent calls to others. Respondents also noted that if there were ever times that they were without
a call for service to respond to, the co-response team would engage in outreach work, check-ins on
clients, and visits to service providers.

THE GEOGRAPHIC AND POPULATION FOCUS OF CO-RESPONSE CALLS FOR SERVICE

Whether calls for service were geographically focused or evenly spread through the jurisdiction
depended on the specific jurisdiction. Some respondents stated that their calls for service were
generally spread all over their community and, in emphasizing that cross-community spread, it was
noted by some respondents that they rarely got calls related to high problem areas. However, with
very few exceptions, respondents reported that their calls for service tended to be skewed toward
downtown areas that contained many of the often-used community services and where there were
high concentrations of vulnerable individuals, such as those persons who were unhoused,
unemployed, poor, and/or suffering mental health and addiction issues. Some respondents noted
that it was in their downtown areas where they spent most of their time.

Interestingly, there was little consistency from respondents when asked to describe the general
demographics and characteristics of the individuals they interacted with when responding to calls
for service. For instance, when asked about the proportion of individuals they responded to who
were insecurely housed, respondents answered with percentages under 5% to as high as 90%.
Similarly, when asked about the proportion of youth they responded to, respondents gave
percentage estimates ranging from 5% to 50%. When asked about the proportions of individuals
identifying as Indigenous, respondents provided ranges between 5% to 40%. Respondents also had
a large range when asked about the proportion of people over the age of 65 they responded to (10
per cent to 40 per cent), and when asked about the proportion of visible minorities they responded
to (10 per cent to 50 per cent). It was clear that these differences had more to do with jurisdictional
differences than inconsistencies among respondents. Still, there was some degree of commonality
in the description respondents gave respecting some characteristics. For example, most
respondents noted that they responded to very few children under the age of 12 years old, that they
responded to slightly more men than women, that less than 10% of those they responded to were
transgender, and that the majority suffered from an addiction (i.e., generally in the range of 60 per
cent to 90 per cent). Respondents also noted that most individuals they responded to were
previously known to the police in their jurisdiction with a range of 60% to 90%.

In terms of describing the proportion of individuals they responded to that posed a potential safety
risk, respondents’ assessments were again inconsistent. For example, when asked about the
proportion of individuals who acted violently or threatened violence against themselves,
respondents answered with percentages ranging from 3% to 90%. Likewise, when asked about the
proportion of individuals who acted violently or threatened violence towards others, respondents
again answered with percentages ranging from 3% to 90%. Also, when asked about the proportion
of individuals who were in possession of a weapon, respondents answered with percentages
ranging from 0% to 99%. Lastly, when asked about the proportion of individuals for whom the co-
response team members had reasonable and probable grounds to believe the client has or was
about to commit a criminal offence, respondents also gave a broad range of percentages from 1% to
90%.
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Considering the above assigned proportions overall, it was clear that all co-response teams
responded to a broad range of individuals and that the specific demographic and other
characteristics of clients were very jurisdictionally dependent. However, most of the individuals
that the co-response teams responded to were vulnerable, suffering from addictions, and were
previously known to local police. Additionally, a significant number of the individuals the co-
response teams responded to pose a potential safety risk at the time that the co-response team
members engaged with them. At the same time, for some co-response teams, youth, minorities,
Indigenous people, seniors, and men were over-represented.

NURSE AND POLICE RESPONSIBILITIES ON SCENE AND TAKING APPROPRIATE ACTION

All respondents were clear about what their responsibilities were when arriving at a scene. As
discussed above, the police officer team members described their primary responsibility at the
scene as providing general safety with particular emphasis on ensuring the safety of the nurse.
Accordingly, the police officer respondents reported evaluating the scene upon arrival to make sure
that it was safe enough for the nurse to meet and talk with the individual of concern. Further, over
the course of the entire call for service, the police officer will monitor the environment and the
individual of concern to ensure that the nurse was always safe. To achieve this goal, respondents
reported that the police officer on the team was commonly the first person to engage with the
individual of concern, observing the client’s behaviours, and positioning themselves so that they
could put themselves between the nurse and the client should they need to. At the same time, the
police officer listened to the conversation the nurse was having with the client, and any other
persons present so that they can be helpful, if requested, to contribute to the nurse’s assessment of
the situation. Further, and depending on the circumstances, the police office was also looking for
any signs that may suggest that the individual of concern needed to be apprehended from a public
safety perspective as per their authority as a police officer under the Mental Health Act.

Respondents described how the role of the nurses before arriving at a call for service and on scene
at a call for service involved considering the client through a mental health lens. Before arriving at
the scene or in deciding which previous calls for service the co-response team should attend, the
nurse commonly gathered as much mental health information about the client as possible to
generate a preliminary assessment to inform the team when prioritizing which calls for service to
attend and in which order. That preliminary assessment may also see the nurse connecting with
doctors, hospital staff, and mental health professionals about the individual of concern. At scene,
this includes the nurse leading the conversation with the individual of concern with a view to
assessing what would be the most appropriate action to take from a mental health perspective. At
the same time, a determination about what the most appropriate action to take may be informed by
the nurse connecting with the individual’s doctor, checking what medications the client may be
currently taking, when their next medical appointments might be, and who or what were the
client’s supports and where they were located. After that process, the nurse will debrief with their
police officer partner about the assessment and any recommendations for action, maintain medical
records as necessary, and connect with whoever might be associated with the follow-up or
intervention plan. Where the recommended action involves transporting the client to hospital, the
nurse will take the lead in engaging with doctors and other hospital staff. All respondents
emphasized that whether it was pre-scene, at the scene, or post-scene, the nurse and police officer
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worked in a very collaborative and information-sharing way that emphasized seeking and
respecting each other’s point of view. For example, when a nurse was deciding about whether an
individual should go to hospital, they always sought the input of their police officer partner.

Based on the respondents, most calls for service involved conducting a mental health assessment to
determine whether the individual of concern had a mental health issue that put them at immediate
risk of harming themselves or others. To that end, respondents indicated that, most of the time, the
outcome did not result in the client having to go to hospital. Instead, counselling the individual on
the spot with respect to available community resources and supports was all that was necessary.
Given this, most of the time, the nurse worked to ensure that the client was immediately connected
to resources and supports that would assist the client with their mental health and related issues.
This will involve the nurse calling upon medical and other professionals, such as psychiatrists,
doctors, ACT team members, MCFD, case managers, family members, or anyone else who could be
helpful. In most cases, assistance with the client came from professionals the client was already
connected with. In any case, as respondents described the actions they commonly took with clients,
they emphasized that the over-riding goal was to do everything they could to be helpful to the
client. Respondents also emphasized that a call was not seen as complete unless co-response team
members were confident that they had done everything they could to get the client properly
referred to services and resources.

Importantly, respondents reported that, while they did a lot of referrals as a matter of course, they
rarely did follow-ups per se. Even when co-response teams were responding to calls for service
directed to them from patrol units, their response was not so much a follow-up exercise as it was
one of assessment and referral to others who did follow-ups as part of their service provider roles.
In instances where co-response teams members did follow-ups, it was more likely related to them
doing a check-in on someone they had dealt with in the past. In effect, most respondents indicated
that their team did not have the capacity to routinely do follow-ups.

WHAT ARE THE STRENGTHS AND CHALLENGES OF THEIR CURRENT CO-RESPONSE MODEL

As discussed above, when discussing the strengths or benefits of the co-response team model, one
common theme expressed by respondents referred to the ways in which team members shared
information about clients. Having access to mental health information on clients was viewed as
extremely helpful to the co-response team decision-making about how to approach a call for service
most safely and how to interact with clients most effectively. It was reported that information
sharing helped in decision-making about the most productive actions to take to successfully
conclude a call for service that reflected the best mental health needs of the client. The information
sharing that accompanied the nurse’s ability to refer and connect a client to other medical and
support professionals in a timely way was also considered invaluable by respondents. Similarly, it
was also felt that the police officer team member’s access to the mental health information
provided by the nurse helped inform their decision-making about whether it was appropriate to
apprehend an individual. It was felt by some respondents that this resulted in the co-response team
saving doctor’s time and reducing the amount of time police had to spend at hospitals because the
co-response team members were more accurate in their assessments of who needed to be
apprehended and taken to hospital.
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Another important theme was that the co-response team'’s focus on approaching clients through a
mental health lens helped build trust with clients and with doctors, hospital staff, and other
stakeholders to whom clients were referred to. The key to this trust-building was the information
the team had access to, the expertise that this provided the co-response team members, and the
understanding that their intervention recommendations were evidence-based and evidence-
informed.

Respondents also called attention to how the presence of the co-response team provided for a more
collaborative approach to clients that involved a host of stakeholders who could be called upon to
ensure that interventions were holistic and supportive of the mental health and other pressing
needs of clients. It was also felt that engagement with other stakeholders in the community
enhanced the co-response team members’ awareness of what was going on in the community. The
more co-response team members collaborated with stakeholders also contributed to developing
and maintaining an ongoing mutual respect that was viewed as critical to referring clients to
needed services, resources, and programs in the community.

An additional benefit of the co-response model was that it allowed nurses to access and engage
with clients that they might not otherwise have been able to engage with safely without a police
officer. It was also felt that having a police partner was helpful to the nurse in making connections
with persons who were not the client’s emergency contact because the police officer had the ability
to call whomever they wanted whenever they wanted, something that nurses do not have the
authority to do. Finally, respondents felt that the presence of a nurse at a call for service had the
potential to calm down some interactions with clients. It was felt that some clients have negative
attitudes or have had negative experiences with police officers and that the presence of the nurse
served to deescalate some interactions.

In terms of the challenges posed by their co-response model, several important themes emerged,
including issues that were outside of their control, that limited their ability to be as effective as they
would like to be. For instance, a major issue was the insufficient number of hospital beds available
in their jurisdictions, leading to extended wait times for patients in crisis. Similarly, it was felt that
long hospital wait times exacerbated mental health crises as patients might deteriorate further
while waiting for care. It was also felt that general staffing shortages, particularly in healthcare,
prevented the co-response teams from responding to all calls for service creating gaps in care.
Related to this point, a lack of nurses in some jurisdictions was seen as contributing to an inability
to engage in follow-ups, which might lead to lower intervention success rates. Some respondents
argued that there was no 24-hour coverage resulting in mental health supports not being available
at night when crises still occur. And, only having one co-response team on the road at any time
means that when one team was handling a crisis, there may be no available resources for another
ongoing emergency.

Respondents struggled with delays in patient processing, sometimes waiting anywhere from 45
minutes to four hours to transfer a patient to hospital care. Moreover, inconsistent hospital
procedures led to situations where a mental health crisis was dismissed as a substance use issue,
resulting in patients being discharged prematurely, only to re-enter crisis shortly after. Police
officer respondents also felt that hospitals prioritized administrative procedures over immediate
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patient needs leading to preventable escalations where patients deteriorate while waiting for care.
At the same time, respondents recognized that the problem of having to wait was very much related
to hospital bed and staff shortages combined with increased numbers of people with mental health
issues.

However, some police officer respondents were concerned with the safety of the officers and nurses
on the co-response teams. For example, some police officers felt that the nurses lacked tactical
awareness and that bringing them into high-risk environments required extra caution. Moreover,
the presence of nurses forced officers to be hyperaware of safety risks, which may alter their
approach to crisis situations. Some police officer respondents also indicated that their nurse
partners did not always understand law enforcement risks leading to potential conflicts in decision-
making. Related to these concerns, as mentioned throughout this report, was a concern with the
level of training that members of the co-response team received. Several of the police officer
respondents felt that they were not adequately trained in mental health intervention, which could
result in the over-apprehension of clients who may not require hospitalization. Moreover, nurses
felt unprepared to operate in a policing environment often struggling with law enforcement
terminology and procedures. In effect, the lack of formalized orientation and training meant
that new co-response team members were left to learn on the job, which could be
overwhelming.

There was general agreement that navigating the healthcare system was complex, particularly
when determining whether a patient should be placed under psychiatric care. Respondents
acknowledged that doctors, not nurses or police officers, had the authority to make the critical
mental health decision about patient care, which could lead to frustrating delays. As such, there was
the suggestion of having an on-call doctor who could do house visits to facilitate quicker and
more effective intervention. Respondents also indicated that they sometimes had to walk away
from a client in crisis because they were legally unable to apprehend the client despite knowing the
client needed help.

[t is important to note that some nurse respondents stated that working in law enforcement rather
than a hospital could feel isolating. Moreover, the transition from healthcare to law enforcement
environments was difficult for some, as nurses needed to adjust to police procedures and a
different culture. Both police officer and nurse respondents felt that their expertise was not always
fully utilized, which lead to frustration over missed opportunities for intervention. Despite these

challenges, most participants viewed the co-response model as a positive step forward and were
committed to improving it further.

SUCCESS AND MOVING FORWARD

In one manner or another, most respondents defined success in the same way - that is, in terms of
the positive impact they have had on the wellbeing of their clients. Specifically, respondents defined
success as moving individuals with mental health issues from a crisis or near crisis situation to
successfully putting them on a path that will give them the help they need to get better. This
included getting people to hospital when and only when they needed to be there, reducing wasted
time in hospital, and getting clients referred to those who can directly help them address their
mental health and associated issues. Some respondents also talked about success not only being
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about getting clients the help they needed but doing it in the kindest and gentlest way possible, and
in a way that always minimizes the need for arrest. Beyond the positive effect respondents felt they
have had on their clients, some respondents also noted that statistics demonstrated that the use of
co-response teams resulted in freeing up frontline police officers. It was also felt that co-response
teams reduced the amount of time the medical system would otherwise have to spend attending to
individuals in crisis because of a mental health issue.

Interestingly, respondents did not call attention to a need to do anything they are not already doing.
Rather, they pointed to things that they wished they could do more of. This included doing more
outreach, more follow-ups, more community engagement, more evening shifts, and just having
more co-response teams on the road. Again, there was the suggestion that it would be beneficial to
have a doctor on call, to have an ambulance as part of the team, and to have a nurse practitioner as
part of the team because they can certify individuals, therein lessening the need for co-response
teams to apprehend as often.

[t was also interesting to note that most respondents did not believe that there were things they
were routinely doing as part of their duties on the co-response team that they should either stop
doing or would be better handled by some another entity. Instead, it was more common for
respondents to be concerned about the volume of calls for service that should never have been
directed to them in the first place. It was felt that having dispatchers with a greater
understanding of the role and responsibilities of the co-response team would adequately
address this concern. This notion could be extended beyond dispatchers to patrol officers and
others who might reach out to the co-response team to attend or assist with a call for service or
another.

Still, there was some degree of concern with the role of the co-response team responding to Form
21 calls. In this regard, several respondents noted that, since an on-scene assessment is irrelevant
where a Form 21 had been issued because the warrant demanded that the individual of concern be
taken to the hospital or a doctor anyway, there was no added value in having the co-response team
respond to these calls for service. Respondents also noted that, in such cases, the warrant car
should be the unit attending. While the volume of Form 21 calls for service differed by jurisdiction,
for some respondents, the effect of these types of calls for service on the co-response team’s
availability was believed to be quite substantial.

The most frequently noted concern from respondents was the amount of time they spent waiting
for medical attention in hospitals. It was clear that respondents appreciated that hospitals were
short of bed space and chronically understaffed, but they questioned whether it was a police
responsibility to be sitting for extended periods of time with clients they were supposed to be
dropping off at the hospital, especially when it was clear to the co-response team members that the
client was not going to be certified or was not showing any signs of being a danger to themselves or
anyone else. In any case, respondents were clear that something needed to be done to ensure that
the co-response team members were not tied up at the hospital waiting for their client to see a
doctor.
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THE TRACKING AND MONITORING OF CALLS FOR SERVICE, CLIENT FILES, AND WORKLOAD

Respondents reported that nearly every call for service attended by the co-response teams was
recorded by the police on Prime, which includes details such as the name of the individual being
attended to in the call for service, the reason for the call for service, and the outcome of the call for
service and any associated follow-up information. More specifically, the tracking of calls for service
was such that it allowed for a statistical picture to be created about how many calls for service were
being attended to by the co-response teams, who co-response team members were interacting with,
why they were called to attend the scene, how much time they spent on calls for service, and how
calls for service were resolved. Several respondents indicated that a record of completed calls for
service was created daily, often at the end of each call for service, and on a continuing basis.
Further, summary statistics were created monthly or quarterly. Respondents did not call attention
to any issues with respect to how calls for service were tracked and reported.2?

At the same time, the nurses on co-response teams populated health records on individuals
attended to give attention to the client’s background information, the mental health issues
identified, and all action taken in response to the client and the incident. The general expectation
was that the files would be purposely populated with notes so that other medical professionals
could quickly assess what the client’s issues were and what steps the co-response team took in
response.

CO-RESPONSE TEAM PARTNERSHIPS

In terms of formal partnerships, the MOU between the police agency and the health authority was
the only formal agreement that respondents reported being aware of. Respondents felt that because
the local health authority oversaw most mental health services in the jurisdiction, including crisis
response teams, addiction services, and housing supports, this was the only formal partnership that
was required for the co-response model to function as intended. Of note, as will be discussed below,
many partnerships operated on an unofficial basis, relying on personal relationships and
cooperation rather than documented agreements. One of the main reasons provided by
respondents for the lack of other formal MOUs was related to information sharing limitations.
While police and healthcare teams could share client information within their specific programs,
other agencies, like nonprofits and shelters, often have restrictions on what they can legally
disclose. Some of the police officer respondents also pointed out that the amount of time it took for
partner agencies to obtain a security clearance that would allow them to receive police information
took a very long time, which might contribute to why there were so few formal information sharing
agreements with external agencies. Another reason provided by some respondents for the lack of
additional formal partnerships was that some organizations or service providers might be hesitant
to be viewed as partnering directly with the police. For example, shelters or other community

20 An analysis of co-response teams calls for service from those jurisdictions that participated in this study
follows this section of the report.
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organizations might be hesitant to work with police for fearing that their involvement could
criminalize vulnerable populations.

There was also some debate over whether additional MOUs would be beneficial to the co-response
model, with some respondents suggesting that more formal agreements could help strengthen
partnerships, while others believed that the current informal structure was sufficient for co-
response teams to meet their mandate effectively. In effect, rather than a formal MOU, some
respondents believed that, for example, weekly meetings with shelters, social service providers,
and health teams could assist in coordinating care and identifying individuals in need of mental
health and other supports.

One area where respondents believed a more formal partnership might be beneficial to the co-
response model was with local hospitals. According to some respondents, there were hospitals that
prioritized clients when brought in by the co-response team, while other respondents felt that their
local hospital did not always view mental health as an urgent issue and delayed care. Some
respondents also reported feeling like some hospital staff resented the frequent intake of mental
health patients, which the hospital staff saw as adding to their already overwhelming workload.
Moreover, while it was believed by some respondents that the presence of the co-response team
sometimes resulted in faster service at the hospital; however, this was not the perspective of all
respondents, and respondents did not see a structured way to ensure that their clients received
timely attention and care. The creation of dedicated mental health emergency rooms could
assist in streamlining intake and provide specialized care for individuals in crisis. Moreover, the
degree to which there exists tension between hospital staff and the co-response team, one possible
way to improve this relationship might be to hold discussions with hospital staff to address
frustrations and find common ground for more efficient patient handling.

With respect to community engagement and outreach, several respondents reported that both their
police agency and healthcare teams had built partnerships with schools, youth organizations, and
Indigenous communities, with a focus on early intervention and harm reduction. As discussed
above, there were also many ways that co-response team members worked in partnership with
other teams, such as ACT or other street outreach programs to provide mental health support for
individuals experiencing homelessness or living in parks and tent cities. In addition, many
respondents indicated that they would like to see their co-response teams, as well as their police
agency and health authority, continue to expand community relationships, even if this did not take
the form of a formal MOU, particularly in the areas of housing, social services, and addiction
supports. Given this, an environmental scan of their jurisdiction should be undertaken to
determine which agencies could benefit from an official MOU with the co-response team. Of
note, there was also the suggestion that, when possible, co-response team members should be more
proactive in their public engagement activities to increase public education on mental health
resources and de-escalation techniques, which could contribute somewhat to reducing the number
of calls for service.

When asked if there were any specific teams, agencies, or community-based programs that
respondents felt there should be a more formal relationship with, several themes emerged. Of note,
these themes are very jurisdictionally dependent as some co-response teams might already have
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very fulsome and productive partnerships, albeit informal ones, with these types of agencies, while
other co-response teams may be entirely lacking in a relationship with one or more of these
potential partners. For example, some respondents indicated that they thought a more direct or
formal partnership with other crisis teams in their jurisdiction would be very beneficial. Here, the
lack of direct collaboration between the co-response team and other crisis teams resulted in missed
opportunities for joint interventions for individuals in crisis. This gap also resulted in the co-
response team handling mental health-related calls for service that could be better suited for
healthcare professionals without the presence of the police. This was seen as important because
there was a segment of the public and clients that were concerned with the police’s involvement in
crisis intervention, as some groups may prefer non-police response teams.

Another theme was strengthening health and addiction services partnerships. There was at least
one jurisdiction that had piloted a partnership with paramedics that was viewed as beneficial
because it provided faster medical response times and reduced the burden on frontline police
officers. It was believed that having paramedics connected to the co-response team allowed for
more immediate medical intervention on scene instead of requiring transport to a hospital. It was
also felt by many respondents that there was a need for more direct collaboration with addiction
and counseling services. Respondents reported that many individuals struggling with mental health
issues also self-medicated using illicit substances, creating a dual challenge of addiction and mental
illness. While access to addiction services was available, some respondents felt that formal
agreements with addiction services could ensure a smoother referral process and more consistent
follow-up for clients.

Some respondents spoke of the barriers to shelters and adequate housing, which might be
improved with a more formal partnership with the co-response teams. Respondents indicated that
shelters were often hesitant to allow police entry, even when dealing with high-risk individuals
with some shelters citing privacy concerns as the reason for restricting police involvement. Given
this, privacy concerns may prevent the ability of the co-response team to provide timely
interventions in urgent situations. Moreover, in the absence of a formal information-sharing
agreement, shelters may be hesitant to share information that could assist the co-response team
from locating vulnerable individuals. Respondents felt that improved communication and trust-
building efforts could help break down barriers and lead to more cooperative relationships.
Respondents also felt that shelters for women and food banks were organizations where stronger
partnerships could be beneficial.

[t was interesting to note that respondents felt that some service providers were unsure when to
involve the police or the co-response team and when to use alternative crisis response teams.
Several respondents recounted instances where they believed that police intervention was
necessary, but agencies hesitated to call, leading to delayed responses. Conversely, it was felt that
some agencies expect police to handle cases that would be better suited for a healthcare team. In
these cases, respondents reported that they have attempted to make it clear that they were not a
replacement for health outreach services, which sometimes creates confusion about the role and
mandate of the co-response team. In effect, in some jurisdictions, there is a need for clear
guidelines on when to involve the co-response team and when to use alternative supports. It
is important to address these concerns because there are delays in response times when agencies
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hesitate to involve police in necessary situations and there can be a misallocation of resources
when police are called to handle issues that could be managed by health professionals. Moreover,
there is the potential for an increase in frustration among service providers due to a lack of clarity
on the roles and responsibilities of the co-response team. As outlined above, relationships with
mental health services, forensic units, and probation services exist but were mostly informal and
some service providers were more responsive to police collaboration than others. Given this, some
respondents felt that expanding these partnerships could improve service coordination and lead to
better outcomes for individuals with complex needs. In those jurisdictions where respondents
reported that their emergency rooms were overcrowded leading to long wait times for clients and
requiring a member of the co-response team to remain with the client in hospital, respondents felt
that expanding partnerships with urgent care centers could help reduce hospital congestion and
improve service delivery. This would also contribute to improving the efficiency of the co-response
team by reducing the time team members spend in hospitals.

Another way to consider the types of services, agencies, or programs that might be good targets for
formal partnerships with the co-response team is to consider the most common resources that co-
response team clients interact with. According to respondents, while most jurisdictions have
multiple mental health services available in their communities that provide support for different
demographics, they do not always work in coordination with each other. For example, some
respondents indicated that child and youth mental health services are particularly fragmented
making it difficult for families to find appropriate services. Moreover, the lack of drop-in services
for youth in some jurisdictions further limited access. Some respondents spoke of the lack of
primary care physicians for adults as a challenge because many individuals cannot access mental
health assessments or obtain referrals to needed services without a primary care physician. Related
to this point, some respondents indicated that hospitals often served as the default mental health
intervention site, even when it was not the most appropriate option. Many individuals would
benefit from community-based care instead of hospitalization, which could be facilitated more
easily if there were agreements in place between these service providers and the co-response team.

Some respondents also felt that there were gaps in services for individuals who did not meet the
threshold for apprehension under the Mental Health Act but were still at risk due to self-neglect,
poor living conditions, or failure to thrive. It was common for respondents to highlight that housing
instability or insecurity was a major crisis driver that often led to worsening mental health,
substance use, and police interactions. Respondents reported that they commonly relied on shelters
as a temporary solution but that there were no formal partnerships between the co-response team
and housing agencies that limited the co-response team’s ability to help individuals secure stable
housing. Some respondents stated that when they encountered a homeless individual in crisis, they
had few options beyond referring them to a shelter or social service organization and that there
was no clear system in place in their jurisdiction to provide long-term housing support. As
discussed above, some respondents felt that there were shelters that were reluctant to share
information with the co-response team, citing legitimate privacy concerns that made interventions
more difficult. Finally, some respondents spoke about the number of clients experiencing
homelessness without long-term solutions that directly contributed to mental health crises.
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Addiction and detox services, harm reduction outreach, case management teams, and crisis
response programs related to drug use and addiction were also viewed by many respondents as
operating independently, making it difficult to coordinate care. Respondents felt that many
individuals struggling with substance use were self-medicating for *underlying mental health
conditions, creating complex cases requiring integrated treatment for both addiction and mental
health. Co-response teams frequently interacted with individuals in crisis due to overdoses,
withdrawal, or substance-related mental health concerns and, while there might be a number of
programs or services in the community to respond to addiction issues, respondents felt that, for the
most part, these services were not well integrated with law enforcement, in general, and the co-
response team, more specifically. Respondents also mentioned a variety of nonprofits and social
service organizations in their communities that provided basic needs support, such as food,
showers, clothing, and case management. However, again, some respondents felt that lack of an
MOU or some other structure of a formal partnership between these types of services and the co-
response outreach teams led to inconsistent communication with clients and inconsistent service
delivery. While some partnerships existed informally, such as sharing information with forensic
psychiatric services, these relationships were not systematized and largely based on the
interpersonal relationships between specific members of the co-response team and someone
working at the service provider, which resulted in gaps in service delivery and inconsistencies in
how clients were handled and responded to.

BARRIERS TO ACCESSING SERVICES

Several themes emerged from respondents related to systemic issues that prevented clients,
especially those who were unhoused or struggling with mental health and addiction issues, from
accessing necessary resources. According to most respondents, many individuals in crisis struggle
to access shelters, detox, or mental health support due to strict requirements, availability issues,
and transportation difficulties. More specifically, respondents spoke of the ongoing shortage of
shelter beds and detox spaces that resulted in individuals in need not always being able to access
help immediately. Moreover, in some jurisdictions, shelters and detox programs required daily
check-ins to remain on the waitlist, which was viewed by respondents as unrealistic for unhoused
individuals without phones or internet access. Because of this, respondents felt that people were
removed from waitlists simply because they were unable to contact the service provider rather
than because they no longer needed help. Some respondents also pointed out that, in their
jurisdiction, the shelter system requires individuals to progress through different levels of housing
stability starting from basic emergency shelters and working their way up to more stable housing.
However, if an individual was removed or banned from a lower-level shelter, they lost access to the
entire system and had no clear way to re-enter the system. In addition, some shelters had strict
curfew policies that can be difficult for people without watches, phones, or reliable transportation.
Respondents highlighted that, in the absence of adequate shelter or detox beds, the only option left
for people in crisis was the Emergency Room. A final barrier related to those who were unhoused
mentioned by respondents was that, while many services were centralized downtown, unhoused
individuals may need to travel long distances to access them and, in some jurisdictions, public
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transportation was unreliable or unavailable, making it even harder for people to reach social
assistance offices, shelters, and medical facilities.

Beyond shelter issues, respondents highlighted barriers in mental health and addiction treatment
services that made it difficult for individuals to receive appropriate care. Respondents indicated
that most mental health services operated from 09:00 to 17:00, but mental health crises did not
follow business hours. If someone experienced a mental health crisis at night or on the weekend,
their only option was going to the hospital or calling the police, neither of which were considered
by respondents as being ideal for psychiatric care. While some respondents indicated that some
communities had urgent mental health clinics, in other jurisdictions, there were few options outside
of the hospital’s emergency room. Another barrier identified by some respondents was that many
mental health services did not accept direct referrals from hospitals, police, or emergency workers.
Instead, individuals must call these services themselves, which was often unrealistic for those in
crisis or without access to a phone. Additional barriers identified by respondents related to
accessing addiction treatment included long wait times, and lack of public transportation.

Respondents acknowledged that even when services were available, some individuals struggled to
access them due to personal or psychological barriers. For example, some individuals may not
recognize their mental health or addiction issues as a problem, making them less likely to accept or
seek treatment. Others may feel shame or fear judgment for seeking help, especially if they have
experienced negative interactions with police, hospitals, or service providers in the past.
Respondents indicated that many people in crisis were simply given a phone number to call for help
rather than immediate placement in a shelter or treatment program. Some respondents felt that
this approach placed responsibility on the individual, rather than acknowledging that many people
in crisis did not have the capacity to navigate complex systems on their own. There were several
respondents who also acknowledged that some of their clients were flagged in service provider
databases for past incidents of aggression or violence that limited their access to needed supports.
Even if the incident happened years ago and the client’s behavior had since changed, it was felt that
many service providers refused to engage with these clients unless the co-response team, the
police, or some other crisis team members were present, which served as another barrier to access.
A final barrier that was mentioned by some respondents was that some individuals struggled to
access needed services due to a variety of standard bureaucratic policies, such as needing
identification or proof of address.

GAPS IN COMMUNITY RESOURCES TO ASSIST CO-RESPONSE TEAM CLIENTS

Keeping in mind that there are variations in the type and capacity of community resources,
services, and programs in different jurisdictions, and the discussion above related to barriers, it
was not surprising that respondents identified mental health services, the need for long-term
involuntary treatment facilities, insufficient detox and addiction treatment options, and the housing
crisis as key resource gaps. To begin, with respect to mental health services, respondents pointed to
the general lack of access to psychiatrists and specialized care. It was felt that many individuals
struggled to get appointments with psychiatrists, psychologists, and counselors due to high
demand, long wait times, and limited availability in some jurisdictions. Moreover, there are
insufficient mental health support for vulnerable populations, such as youth and children where
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early intervention was crucial. Respondents also highlighted that there were not enough child
psychiatrists or mental health resources to support young people at risk. A similar sentiment was
raised with respect to seniors where many elderly individuals struggle with isolation, depression,
and housing insecurity. Respondents also felt that there were insufficient community resources for
neurodivergent individuals like those with autism and developmental disabilities who did not
receive the specialized mental health care and social support needed. Respondents also felt, as
mentioned above, that hospital emergency rooms were not equipped to deal with mental health
crises. Many people experiencing a psychiatric crisis end up in emergency rooms, where they
receive temporary care but no long-term solutions. Respondents felt that this led to repeat visits
and worsening conditions over time. Finally, respondents indicated that many individuals with
serious mental health disorders were delusional or struggling, but if they did not meet the legal
criteria for involuntary hospitalization, they were left without proper care in the community
because of the lack of mental health resources.

Respondents spoke of a significant shortage of long-term care beds for individuals experiencing
severe and persistent mental illness and substance use disorders. It was felt that, as a result, many
clients who required extended treatment were unable to access it, leading to a cycle of crisis,
hospitalization, and relapse. Several respondents felt that there was a need for long-term
involuntary treatment facilities, like Riverview or Red Fish Healing Centre, especially in smaller and
more rural communities because these areas lacked comprehensive psychiatric treatment centers
that could provide both mental health care and addiction services in one facility. Respondents
suggested that the absence of such facilities forced individuals to travel long distances or go
without care, increasing the likelihood of homelessness, criminal involvement, and drug overdose
deaths. In effect, some respondents felt that, for some clients, involuntary treatment was a
necessary intervention. Of note, while some respondents viewed forced treatment as controversial,
there was a recognition that individuals with severe addiction and mental health issues may be
unable to make rational decisions about their care. Without intervention, they remained in
dangerous situations, contributing to public safety concerns and overwhelming emergency
services. In effect, respondents felt that the lack of appropriate long-term care options resulted in
frequent interactions with law enforcement, emergency medical services, and hospitals that placed
a substantial strain on community resources. Without long-term stabilization and follow-up care,
individuals were likely to return to crisis, creating a revolving-door effect in both the healthcare
and the criminal justice system.

Respondents also pointed to an urgent need for more detox beds as clients often had to wait weeks
or months before they could access treatment. Respondents felt that many of their clients were
ready for recovery but were unable to access treatment because of the need to wait for a space to
become available. Moreover, respondents felt that many addiction treatment facilities only
addressed substance use but failed to integrate mental health support, housing, and employment
assistance, making it difficult for individuals to achieve long-term stability. Finally, as alluded to
above, many treatment centers were in major urban areas, meaning that individuals from smaller
communities needed to travel long distances or leave their support networks to access services. In
effect, the lack of local treatment facilities made it harder for people to complete substance abuse
programs successfully.
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Unsurprisingly, respondents highlighted that there was not enough housing available for those who
need it, including individuals with mental illness and substance use disorders. Respondents felt that
many people experiencing addiction or mental health crises could not achieve stability without
secure housing, as without a stable home it was nearly impossible to maintain sobriety, access
mental health care, or secure employment. As mentioned above, some co-response team clients
avoided shelters due to restrictive rules, such as curfews, sobriety requirements, or lack of privacy.
While these rules were meant to create a safe environment, they also excluded a portion of the
unhoused population who did not want to adhere to strict conditions.

Speaking about services, programs, and resources more generally, some respondents felt that a
significant issue was that most services took a reactive rather than a proactive approach. In other
words, it was felt that the current climate had a focus on crisis response rather than prevention. As
a result, many services only intervened once an individual reached a crisis point, rather than
providing proactive support to prevent escalation. The outcomes of this orientation were
overburdened emergency rooms, police, and crisis teams that led to higher costs and poorer
outcomes. Instead, respondents pointed to the need for early intervention and follow-up care.
Respondents highlighted programs, such as early psychosis intervention, intensive case
management, and outreach teams, as having shown promise in preventing crises, but commented
that they were understaffed and underfunded. Moreover, some jurisdictions may have many
resources on paper, but access was complicated by bureaucratic barriers, staffing shortages, and
inconsistent funding.

In general, respondents felt that the demand for mental health care, addiction treatment, and
housing resources vastly exceeded the available supply making it difficult for individuals to get the
help they needed when they needed it. Many outreach and treatment programs suffered from staff
shortages that contributed to gaps in care, burnout among workers, and inconsistent support for
clients. Psychiatric beds were constantly full leaving no space for new patients. Similarly, homeless
shelters often operated at full capacity, forcing individuals onto the streets. And, when new
resources were created in response to a crisis, it was common for the funding to dry up over time or
the amount of funding failed to keep pace with demand leading to recurring gaps in care.

When asked if respondents had any concerns with the resources available to address the needs of
specific populations, several themes emerged. The first theme was the existence of logistical and
regulatory barriers that prevented co-response team members from transporting medically
inappropriate individuals because of the constraints of their vehicles, which meant that they had to
rely on ambulances or other emergency services. However, ambulances were not always available,
and the lack of appropriate transportation could result in clients not receiving timely medical
attention. It was felt that the inability to transport individuals in a respectful and medically
appropriate manner could, in some situations, limit the overall effectiveness of crisis response
efforts.

Providing culturally appropriate services was another challenge identified by respondents,
particularly for Indigenous individuals living on reserves. It was felt that co-response team
members might not have the necessary cultural knowledge or lived experience to fully understand
the unique needs of Indigenous communities. This can create barriers in trust and engagement,
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making it more difficult for individuals to seek or accept help. Additionally, language barriers
further complicated interactions with new immigrants, as co-response team members may struggle
to communicate effectively or fully appreciate the cultural context of an individual's situation.
These gaps highlighted the need for more diverse and culturally competent co-response team
members who could build stronger relationships with marginalized communities.

As mentioned above, respondents reiterated that certain populations, including seniors with
dementia, Indigenous individuals, and transgender youth, face additional barriers in accessing
support. Seniors with cognitive impairments often cycle through emergency services and hospitals
without a long-term care plan in place, leaving them vulnerable to repeated crises. Indigenous
individuals may be reluctant to seek support from community health centers because of concerns
about confidentiality, particularly when these services are run by people they know personally.
Transgender youth often face challenges not only because of a lack of available resources, but due
to a lack of family support that can substantially affect their well-being. According to respondents,
these vulnerable groups require more specialized and accessible services to ensure they receive
appropriate care and support.

In addressing the needs of specific populations, there was a divide in respondents’ perspectives
regarding the adequacy of available resources. Some respondents believed that there were enough
services in place but that the biggest issue was accessibility and a lack of awareness about these
resources. Other respondents argued that there were not enough crisis response teams and long
wait times for mental health services left clients without necessary support. These differing views
among respondents highlighted the complexity of addressing gaps in service delivery, as both
structural and awareness-related issues need to be considered.

In considering themselves as members of a co-response team to general duty or patrol officers,
respondents held the view that many frontline responders, including police officers, may not be
fully aware of the range of available resources in the community making it more difficult to connect
individuals with appropriate services. While respondents believed that they had a clearer
understanding of existing mental health and social service programs, general duty or patrol officers
may lack the same level of knowledge. This gap in awareness could lead to inefficiencies in service
delivery and missed opportunities for early intervention. Respondents felt that better education,
training, and communication between service providers could improve coordination and
ensure that individuals in crisis received timely and appropriate support. In effect, it was felt
that addressing the knowledge gaps among service providers, including the police, would
contribute to increasing the access that specific populations had to available resources and
programs.

THE PERCEPTIONS OF SERVICE PROVIDERS AND CLIENTS ABOUT THE CO-RESPONSE TEAM

While not many respondents provided a response to how they thought the service providers they
interacted with felt about the co-response team and model, those who did provide a response
believed that their co-response team had gained acceptance and trust due to their supportive
approach, ability to build relationships, and integration into community services. These
respondents felt that their co-response team was generally seen favorably because they
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approached policing differently than traditional law enforcement. The co-response team'’s focus on
support and problem-solving, rather than immediate enforcement or arrest, was viewed positively
by the service provider sector. Respondents felt that the service providers they interacted with
understood that when compared to standard police patrols, the co-response team integrated
mental health professionals that allowed for a more compassionate and therapeutic approach to
interactions with vulnerable individuals. The co-response team’s supportive role helped to build
trust and differentiated them from general patrol officers, who may be seen by service providers as
more focused on crime control and arresting people than helping and connecting clients to needed
services.

Moreover, respondents felt that, over time, their co-response team had established relationships
with service providers that resulted in these service providers believing that, in general, the co-
response team responded more effectively to mental health crises. Another indication for
respondents that their co-response team was viewed positively by service providers was that
service providers actively requested the co-response team when dealing with individuals in crisis.
Respondents felt that this demonstrated trust and a preference for the approach that co-response
team members took with clients in addressing mental health-related issues compared to traditional
police responses. Respondents felt that the co-response team had become a recognizable and
trusted presence in hospitals and other service providers due to their frequent and consistent
interactions with staff at these locations. The fact that service providers knew who they were and
requested them was an indication for these respondents that they had integrated well into the
broader healthcare and social support systems in their jurisdictions. The co-response team'’s
growing recognition within hospitals and other service providers suggested to respondents an
increasing trust and reliance on their services. Finally, some respondents viewed the lack of official
complaints as an indication that the co-response team was operating effectively, professionally, and
ethically, which reinforced their positive reputation. In effect, respondents reported that their
presence in the community had not gone unnoticed by community partners, and that they were
increasingly being relied upon as a valuable resource rather than a policing resource of last resort.

Similarly, with respect to how respondents felt their clients perceived them, the few respondents
who provided a response reported that their co-response team was generally well-received by
clients, especially compared to traditional police responses. Unlike conventional law enforcement
interactions, which may be seen as punitive or intimidating, respondents felt that clients
understood that co-response team approached situations with a supportive and problem-solving
orientation. Respondents felt that their clients’ overall experience with the co-response team
remained more positive than past experiences with police alone and that the presence of a nurse
clinician alongside a police officer helped shift the perception from enforcement to care, making
individuals feel safer and more understood. Respondents believed that their clients recognized that
co-response members generally remained patient and engaged even with frequent or repeat
interactions, demonstrating their commitment to ongoing support. Respondents reported that
clients appreciated that there was no frustration or dismissal of individuals who required multiple
visits which reinforced the co-response team’s non-judgmental and compassionate approach.
Respondents highlighted that familiarity between the co-response team and clients helped build
rapport making interventions smoother over time. Importantly, respondents felt that, unlike
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traditional police interactions, where individuals might feel targeted or criminalized, the co-
response team was seen by their clients as a reliable, helpful presence that focused on helping
rather than law enforcement. And, again, respondents felt that the lack of negative feedback
suggested that co-response team clients appreciated and valued the co-response team’s continued
presence and support, even when they were struggling with ongoing mental health challenges.

CONNECTING CLIENTS TO THE SERVICES REQUIRED

Another reason why respondents felt that their clients had a positive view of the co-response team
was related to the co-response team’s effectiveness in connecting those with mental health
challenges to the resources and programs clients required. In fact, many respondents expressed
confidence in their efforts and highlighted their role in providing immediate intervention and
support. The presence of passionate nurses and police officers who actively advocated for
individuals in crisis was seen as a crucial factor in their success with clients. It should be noted that
respondents indicated that their effectiveness in connecting clients to the services required varied
depending on the level of collaboration between the co-response team and community service
providers. In some cases, there was a well-integrated model where both parties worked together to
ensure clients received the appropriate care. In other cases, bureaucratic barriers and jurisdictional
divides limit the efficiency of the co-response team’s efforts.

Respondents stated that the effectiveness of co-response teams was closely tied to the relationship
between law enforcement and health services. Some respondents highlighted the success of
structured collaborations where police and health authorities shared responsibilities and
communicated regularly. This model ensured that both sides understood their roles and worked
together to provide the best possible care to clients. However, in some cases, the division between
law enforcement and health services created challenges. Some jurisdictions had structured
partnerships, while others operated in silos, leading to inefficiencies and gaps in service. In some
jurisdictions where police had advocated greater health involvement, according to some
respondents, the local health authorities had sometimes been reluctant to provide additional
support. This could result in an imbalance where police are left to handle situations that would be
better addressed by healthcare professionals. And funding also played a significant role. If mental
health services were not adequately resourced, police officers ended up being the default
responders to mental health crises, even though that is not their primary role. While some
respondents argued against increasing police involvement in mental health cases, some of the
police officer respondents expressed a preference for having more healthcare providers available to
handle these situations.

While co-response teams played a vital role in directing clients to available mental health services,
there were several issues that mitigated their overall effectiveness. One significant challenge was in
getting people to engage with these resources. Many individuals, particularly those experiencing
chronic mental health issues, might initially express a desire for help but later resisted or declined
services once their immediate crisis subsided. There was also a lack of awareness among some
clients about the resources available to them. Respondents reported that they often served as
educators informing people about mental health programs, addiction treatment, and other forms of
assistance they might not have known existed in their community. However, even with this
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information, engagement remained voluntary, which meant many individuals never took the next
step toward accessing care. Respondents noted that timing and convenience played a role in
whether someone followed through with a referral, and, in many cases, clients simply did not follow
up, which limited the longer-term effectiveness of the co-response teams.

Again, co-response teams were constrained by systemic limitations, including staffing shortages,
inadequate funding, and the inability to provide long-term care. Nurses and police officers must
work within these constraints, sometimes resorting to informal networks to expedite urgent cases.
Some respondents mentioned that they had to leverage professional relationships to get individuals
prioritized for care. Another issue was the reactive nature of the system. Since co-response teams
primarily responded to crises rather than prevented them, they often found themselves addressing
the same individuals repeatedly without resolving underlying issues. There were also long wait
times for outpatient psychiatric referrals, making it difficult for individuals in urgent need to access
timely care. As mentioned above, this left hospitals and emergency services as the default options,
which were not always equipped to provide ongoing support.

One of the biggest challenges reported by respondents was balancing immediate crisis intervention
with long-term care. Respondents believed that co-response teams were highly effective in
responding to crises and stabilizing individuals in the moment, but there was less certainty about
what happened afterward. Many clients are referred to services but never follow through, raising
concerns about the effectiveness of self-referral systems. Some respondents acknowledged that
their role was primarily to provide a starting point by offering information and resources. However,
without mandatory engagement or better follow-up mechanisms, clients may continue cycling
through crises without ever achieving long-term stability. This concern highlighted the need for
more proactive and sustained mental health interventions rather than relying on reactive crisis
response.

In general, respondents noted that the effectiveness of co-response teams to connect clients with
the resources they required depended on the willingness of the individual. If someone was
voluntary and open to receiving help, respondents felt that co-response teams were highly effective
in guiding them to the right resources. However, if someone resisted care or was unable to navigate
the system independently, the effectiveness of the co-response team'’s efforts was substantially
diminished. Additionally, respondents felt that their co-response teams were often measured by
their ability to provide referrals rather than actual engagement with services. While co-response
team members could direct individuals to resources and educate them on available options, they
had little control over whether people followed through. This made it challenging to assess the true
impact of their work beyond crisis response.

RESPONDENTS’ CONCERNS WITH HOW MENTAL HEALTH CRISES ARE HANDLED BY THE CO-
RESPONSE TEAM

Many respondents expressed confidence that their co-response team’s method of addressing
mental health crises. In fact, some respondents believed that their co-response team was
outperforming similar programs both nationally and internationally. Respondents highlighted that
their approach was not only effective in providing immediate crisis intervention but also in
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ensuring better long-term outcomes compared to traditional policing methods. A key reason
provided by respondents for their effectiveness was the inclusion of medical professionals in the
response process. Unlike a traditional police-led intervention, having a nurse present allowed for a
more nuanced and medically informed approach to clients and their needs. Respondents believed
that the presence of the co-response team reduced the likelihood of force being used and enhanced
the ability to de-escalate situations non-violently. By ensuring that the right professionals led the
response, co-response teams could better address mental health crises while minimizing
unnecessary legal or physical interventions. Additionally, respondents emphasized that their team
structure allowed them to respond faster and more effectively than many other jurisdictions,
particularly large urban centers that may lack similar crisis response programs. The presence of a
co-response team also reduced the burden on general patrol officers allowing them to focus on law
enforcement duties while ensuring individuals in crisis received specialized care.

While the issue of training was discussed above and will be discussed in the recommendation
section of this report, it should be noted that many respondents highlighted the need for more
training as a concern they had in how they responded to those suffering from a mental health crisis.
Still, the effectiveness in the way co-response teams handled mental health crises was not just
about training but also about the individual characteristics of the team members. Many
respondents highlighted that having the right personnel in these roles, such as those who were
naturally empathetic, patient, and compassionate, made a significant difference in how mental
health crises were handled by the co-response team. A related issue raised by some respondents
was that the police officer and nurse team member might approach crisis situations differently
based on their personal experiences and attitudes. Respondents felt that the success of crisis
intervention often hinged on ensuring that the co-response team members involved were well-
suited for the complexities of mental health-related calls for service. There was also an
understanding expressed by respondents that crisis response required a degree of flexibility. Some
clients might be receptive to help, while others might resist intervention. Co-response team
members must balance respecting a person’s autonomy with ensuring their safety, which can be a
difficult and nuanced process.

One of the most significant concerns raised by respondents about how they handled mental health
crises was the lack of adequate coverage. Several respondents expressed frustration that their
teams were not available as frequently as they should be. While the existing teams were viewed as
being very effective, several respondents felt that their overall success was limited by their
availability. Another major limitation was the lack of follow-up with clients after a crisis
intervention. Without consistent check-ins, many clients may continue to struggle without receiving
ongoing support. Some respondents suggested that expanding follow-up efforts through
additional co-response team coverage or coordination with other community services would help
prevent repeat crises and improve long-term outcomes.

While respondents felt that their co-response team was skilled at making referrals, there were
some concerns expressed about whether clients were always connected to the most appropriate
services. Some respondents pointed out that there were specialized teams, such as Indigenous
crisis response units, that might be better suited for certain situations. However, these teams were
often underutilized because their existence was not widely known by clients, the police, and other
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service providers. It was interesting to note that some respondents pointed to the challenge of
addressing the mental health needs of individuals in crisis who also had outstanding criminal
warrants. Respondents reported that under current policies, they were required to take these
individuals to jail before they could be accessed mental health care. Some respondents believed that
this approach was problematic, as it criminalized people who needed medical support rather than
legal intervention. They argued that exceptions should be made in cases where mental health
treatment should take priority over legal consequences.

Some respondents also highlighted a difficult ethical and legal dilemma, namely when to forcibly
apprehend someone for their safety versus allowing them to remain in the community. Some
respondents expressed concerns that if they chose not to apprehend someone and that person later
harmed themselves or others, they might feel personally responsible, or their organization might
hold them responsible. Some respondents were concerned that, if a police officer chose to leave
someone in the community and that individual later experienced a tragic outcome, there was little
accountability or guidance on whether the right decision was made. This created an internal
conflict, as officers had to weigh trauma-informed care against their own concerns about liability.
Moreover, while most respondents agreed that the goal of the co-response model was to avoid
unnecessary hospitalizations or police interventions, there was an acknowledgment that these
decisions were not always clear-cut. Police officers sometimes find themselves in situations where
they could justify taking someone to the hospital or jail to address the liability concern or to cover
themselves, even if this was not in the client’s best interest. This concern highlighted the complexity
of crisis response and the need for clear guidelines and support for police officers making
these difficult calls.

WHAT IS NEEDED TO MAINTAIN AN EFFECTIVE CO-RESPONSE TEAM

As expected, many respondents stated that it was necessary for a co-response team to have an
adequate number of team members to handle the increasing demand for mental health-related calls
for service. While the exact number of team members would be jurisdictionally dependent,
respondents indicated that, in determining the necessary number of police officers and nurses,
factors such as sick leave, vacation, training, and staff transfers must be considered because these
are the things that commonly reduce the number of available personnel at any given time.
Respondents also indicated that the strain on the existing workforce because of an insufficient
number of team members in some jurisdictions led to challenges in maintaining consistent
coverage, and the overall effect of losing just a few team members over time can be substantial to
the successful operation of the co-response team. Respondents pointed to understaffing also
contributing to overtime and burnout among officers. It was also interesting to note that some
respondents mentioned the command structure in terms of where the co-response team was in the
police agency’s organizational chart. The issue was framed as whether the co-response team
answers to a staff sergeant who was responsible for multiple other teams and units or whether the
co-response team had a dedicated inspector or staff sergeant that could result in stronger
leadership, representation at higher decision-making levels, and better coordination with
provincial mental health initiatives.

105



Additionally, budget constraints created further difficulties, as municipal governments primarily
fund co-response teams. Many respondents believed that provincial authorities should take on a
larger financial role in supporting crisis response initiatives like the co-response model. Some
respondents also mentioned the lack of transparency and trust in how funding for co-response
teams were allocated. For example, there was the concern that municipalities might approve
budgets for crisis intervention, but there was no guarantee that the funds would be used
specifically for these programs. So, respondents suggested that, in addition to the budget allocated
to co-response teams be increased, where appropriate, it was also important to ensure that this
budget was used for the co-response team and not diverted to other police obligations.

Respondents reported that effective co-response teams required police officer team members who
were not only trained in law enforcement but also skilled in handling mental health situations with
empathy and professionalism. It was felt that police officers working in these units should undergo
mandatory specialized training in de-escalation techniques, psychiatric illness awareness, and crisis
intervention strategies. This would ensure that interactions with individuals in distress were
approached with a focus on medical support rather than criminalization. Similarly, selecting the
right nurses for these teams was viewed as crucial. Respondents felt that not all medical
professionals were well-suited for working in a law enforcement environment. Given this, it was
seen as essential to recruit nurses who were both passionate about mental health intervention and
comfortable working alongside police officers in high-pressure situations. Continuous training and
development, including pre-incident briefings and post-incident debriefings were seen as being
helpful in ensuring that co-response team members were constantly refining their approach and
learning from past interactions.

Unsurprisingly, respondents highlighted that a strong partnership between law enforcement and
healthcare providers was fundamental to an effective co-response model. Moreover, several
respondents believed that increasing the presence of mental health clinicians, even on a part-time
basis, would significantly enhance the quality of interventions and the overall success of co-
response teams. It was interesting to note that some respondents felt that the inclusion of
additional professionals, such as youth probation workers, Indigenous support workers, and
psychiatric nurses, would also provide more comprehensive assistance, particularly for vulnerable
populations, making the co-response teams even more effective. In smaller communities, where
psychiatric nurses may not be available, respondents felt that social workers could serve as an
alternative, although they might not have access to the same medical background. In effect, many
respondents argued that a multi-disciplinary approach ensured that individuals in crisis received
holistic care that addressed both immediate safety concerns and long-term support needs.

To ensure success, some respondents argued that there was a need in their jurisdiction to extend
the hours of operation for the co-response team. There was an acknowledgement by some
respondents; however, that this might not be possible given the current working schedules of
nurses. Nonetheless, there was also the suggestion of expanding to a two-car model where multiple
co-response teams operated simultaneously. Again, this was not a universal suggestion as there are
already some jurisdictions that operate two cars and there are other jurisdictions where the
volume of calls for service or follow-ups does not merit adding a second or third co-response team.
However, there was the suggestion that improving call for service triage through collaboration with
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nurses in dispatch centers could help determine whether a police response was necessary or if a
mental health professional alone could handle the situation. More experienced dispatchers should
be assigned to crisis-related calls for service to ensure that resources were allocated appropriately
and efficiently.

Despite the critical role co-response teams played in mental health interventions, public awareness
of their existence remains low. As such, respondents believed that, to have an effective co-response
team, it was necessary to increase public awareness of the co-response team. Many individuals,
particularly those without prior interactions with the mental health system or law enforcement,
were likely unaware of the existence of the co-response team. Given this, some respondents felt that
it was important to increase outreach and education efforts to help bridge this gap. Strengthening
collaboration with community organizations, such as shelters, addiction recovery centers, and
housing programs, was also viewed as essential.

Given the lack of access to psychiatric and medical professionals during crisis interventions, it was
not surprising that respondents stated that having an on-call psychiatrist, general practitioner, or
nurse practitioner available to assist the co-response team in the field would greatly improve
outcomes for clients making the co-response team more effective. Related to this point,
respondents argued that sharing best practices across different jurisdictions helped improve crisis
response models nationwide. Given this, to establish and maintain an effective co-response model,
respondents stated that a centralized communication network or database should be established to
allow co-response teams to coordinate efforts, track clients, and ensure continuity of care.
Additionally, adopting the Mobile Integrated Crisis Response (MICR) model, which is used in other
parts of British Columbia, could provide more consistency in service delivery. However,
respondents pointed out that current clearance requirements prevent MICR nurses from working
across jurisdictions, limiting flexibility. Streamlining these processes could enhance resource-
sharing and expand coverage, which respondents felt could contribute to more effective co-
response teams.

HOW THE PUBLIC SHOULD ACCESS THE CO-RESPONSE TEAM

One of the primary concerns for respondents was on the issue of how the public accessed the co-
response team. Respondents were focused on guaranteeing that mental health and crisis
intervention services were accessible to those in need while recognizing the need to have a process
in place to ensure that calls for service were being directed to the co-response team in ways that
made the team most effective and efficient. While the idea of opening new ways for people to reach
out to the co-response team for help beyond using the 911 phone number, such as direct lines to
the co-response teams, was appealing to some respondents, there was a significant concern about
the potential for overwhelming the system. If these lines were too readily available, they could
result in a flood of calls for service, some of which may not require immediate attention or may be
better suited for community-based resources. As a result, respondents were satisfied with the 911
process because it provided for a controlled, structured approach that allowed for accessibility
without overburdening the system. It was felt that having calls filtered through dispatch or triaged
by trained professionals ensured that the co-response team was used for high-priority cases,
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preventing misallocation and reduced the strain on the co-response team members. This was seen
as essential for maintaining a functional and sustainable co-response model.

Another central theme was the importance of a clear, well-defined triage process that ensured that
the co-response team was dispatched to the right situations. Respondents recognized that not all
mental health-related calls for service required a police response. Certain mental health crises, for
example, might be better handled by healthcare professionals or social service teams rather than by
the co-response team. The current system, where calls were filtered through dispatch and assessed
for severity, allowed for a more targeted approach to resource deployment. The current triage
system could determine whether the co-response team was required or if a less urgent response
was sufficient, thus avoiding unnecessary police involvement in situations that did not require an
officer to be present. Respondents felt that, for the most part, the current triage ensured that the co-
response team could focus on their core responsibilities.

Several respondents also noted that sharing direct contact information, such as personal cell phone
numbers, could lead to unintended consequences. Individuals in crisis may contact officers or
clinicians outside of working hours, leaving messages or sending texts that may not be immediately
addressed. This situation exposed co-response team members, the police, and the healthcare
system to potential risks, particularly if an urgent issue was missed or went unaddressed because
the co-response team member did not answer their phone or connect with the client. In effect,
respondents emphasized the importance of establishing clear boundaries to ensure that people
knew how to reach appropriate services at the right time. Respondents felt that, while it was
important to provide help to those in need, there must be a distinction between emergency
situations that required immediate attention and more routine inquiries that could be handled
through other channels. Establishing clear contact protocols helped to manage expectations and
prevented co-response team members from being overburdened with calls for service that fell
outside of their scope or availability.

Related to this point, another challenge highlighted by respondents was the public’s understanding
of when and how to use the services of the co-response team. Several respondents felt that many
people did not know where to turn for help, especially for non-urgent mental health or social issues.
As aresult, individuals may inadvertently contact emergency services, like the police, when their
issue could be better addressed by healthcare providers or social workers. For example, if someone
was seeking resources for addiction treatment or mental health support, a clinic or healthcare
service should be the first point of contact, not the police. Public education and awareness
campaigns were viewed as crucial for ensuring that people understood which services were
appropriate for their needs and how to access them. Respondents believed that a more informed
public would help reduce unnecessary calls for service to emergency services and ensure that
people were directed to the most appropriate resources.

Another important theme was the limitations of current crisis lines and community resources.
While systems like 911 and non-emergency lines are in place, they were often overwhelmed with
calls for service and may not always direct individuals to the right resources. Some respondents
pointed to the provincial crisis line as an example of a system that was struggling to effectively
connect people with the services they needed. This can lead to delays in accessing crucial services,
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particularly for people with complex mental health issues who require ongoing support. In
response, respondents suggested more localized and community-based services, where clinicians
who were familiar with the specific resources available in the area could better triage and manage
crises. Having clinicians embedded within the community and familiar with local services would
ensure that individuals in crisis received timely and appropriate care, rather than being passed
through a fragmented system.

One of the most critical concerns was the need to prioritize safety in situations involving imminent
danger. Respondents agreed that, when there was an immediate threat to life or safety, the police
must be the first responders. Whether it was a risk to an individual’s life or a threat to the
community, a police presence was seen as necessary to manage the situation effectively and to
prevent harm. However, when it came to non-life-threatening situations, there was a clear
preference for non-police responders, like clinicians, to handle the situation. Respondents felt that
this kind of distinction ensured that police were available to address high-acuity calls while other
professionals could handle lower-risk situations. However, there were also concerns expressed by
some respondents about the potential for missed opportunities if the right resources were not
mobilized quickly enough.

Somewhat related to this last point, respondents underscored the need for a more structured
system of referrals and case management. Many respondents expressed frustration with the lack of
a centralized process for managing referrals, which often came from a variety of sources, including
dispatch, healthcare providers, and other community organizations. It was felt that this
unstructured approach led to confusion and inefficiencies, as there was no clear method for
determining the severity of a situation or the appropriate level of intervention required. For
instance, if a police officer received a referral that was not directly related to their mandate or
expertise, it could create delays in addressing more urgent matters. A more streamlined referral
system, ideally with a clinical component that assessed and triaged the cases before they reached
the police or the co-response teams, would help reduce confusion and ensure that resources were
used appropriately. The creation of a centralized system for referrals would also provide a clearer
understanding of the individual’s situation, facilitating better coordination between police,
healthcare services, and community organizations. In conclusion, respondents highlighted the
complex interplay of accessibility, resource constraints, calls for service triage, and professional
boundaries within the co-response model. From the perspective of respondents, the goal was to
create a system that was efficient, sustainable, and appropriately responsive to the diverse needs of
individuals in crisis, while minimizing the risk of overwhelming emergency services and ensuring
the safety for all involved.

Recommendations

This report has identified several benefits and challenges associated with the co-response mental
health crisis teams. The police data and interviews with co-response team members identified
several important themes related to process, procedures, policies, and outcomes of co-response
teams. While there were several suggestions highlighted throughout this report, this section
focuses on several key recommendations.
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GENERAL STAFFING ISSUES

To enhance the effectiveness and sustainability of co-response teams, it is recommended that police
agencies extend the tenure duration for officers assigned to these units. Given the specialized skills,
experience, and knowledge that co-response team members develop, allowing for a longer tenure
period would not only strengthen team member expertise in areas, such as crisis intervention,
mental health response, and de-escalation techniques, but also demonstrate organizational
commitment to professional development and role mastery leading to more effective interventions
and stronger community relationships. Moreover, recognizing the differences in promotion
structures between organizations, such as the RCMP and municipal police departments, all agencies
should consider offering incentives for long-term commitment to co-response teams. Career
advancement opportunities, specialized certifications, and other incentives would enable highly
skilled officers to remain in these roles without compromising their potential for promotion. These
incentives may include things like career advancement opportunities and specialized mental health
crisis certifications. By creating structured pathways for professional growth, police agencies can
ensure that highly skilled officers remain in these roles for extended periods without compromising
their ability to progress within their careers. At the same time, structured opportunities for rotation
may support knowledge transfer throughout the policing agency. Therefore, where they do not
exist, clear policies regarding tenure should be developed to balance continuity with broader
organizational needs.

In addition to increasing tenure, as will be discussed in greater detail below, police agencies should
develop clear selection criteria for officers joining co-response teams. These criteria should
prioritize candidates’ motivation, interest, and aptitude for working in mental health settings. A
structured selection process ensures that team members possess the right temperament, empathy,
and skill set to work effectively with individuals experiencing mental health crises. Agencies that do
not currently have such selection processes in place should establish formalized guidelines to
maintain consistency in recruitment and improve overall co-response team performance.

Addressing staffing challenges when they occur requires a strategic approach. Respondents
expressed a strong commitment to ensuring continuous co-response team operations through
processes like overtime, cross-training, and strategic planning. This highlights the need for ongoing
investment and process improvements. It is recommended that police agencies and health
authorities establish formal backfill mechanisms to prevent operational gaps during staff absences.
For instance, cross-training officers from other units or maintaining a reserve pool of trained
personnel can help maintain continuity of services.

Consistent staffing is essential for maintaining the effectiveness of the co-response approach and
public trust in co-response programs, particularly in communities that rely on these services for
urgent mental health crises intervention. Even occasional gaps in coverage, which respondents
report as being rare, can undermine perceptions of reliability. Proactive measures, such as cross-
training and maintaining a strong pool of casual staff, can serve to improve operational efficiency
while reinforcing the program’s credibility. Additionally, organizations should ensure clear role
delineation and manageable workloads to prevent staff burnout. Implementing wellness programs
and support mechanisms can help sustain long-term engagement and job satisfaction among
personnel.
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Ensuring the long-term success of co-response teams requires strong advocacy efforts to secure
increased funding and policy support. Policymakers must recognize the broader societal benefits of
these programs—not only in crisis intervention but also in alleviating the strain on emergency
departments, law enforcement, and other public systems. Advocating for changes in union
agreements, funding structures, and resource allocation frameworks may be necessary to align
staffing models with program goals. It is recommended that police agencies and health authorities
engage with policymakers, community stakeholders, and healthcare partners to promote the value
of the co-response teams and secure sustainable funding sources. Finally, it is recommended that, if
not already in place, co-response teams use analytics to track patterns in staffing gaps, call volumes,
and resource utilization to inform proactive scheduling and resource allocation. In addition to
assisting with staffing challenges, collecting data on outcomes, such as response times, de-
escalation success rates, and community feedback, can help refine the program and demonstrate its
impact.

RECRUITMENT STRATEGIES AND SELECTION CRITERIA
Along-term strategy for strengthening co-response teams may involve expanding the recruitment

pipeline to attract a diverse range of qualified candidates. Health authorities can either establish or
expand their partnerships with nursing schools, social work programs, and public health
institutions to create specialized training pathways for future co-response team members. Offering
incentives for mental health-focused training and certifications can potentially attract a wider pool
of professionals interested in working in a co-response team and can enhance the skill sets of new
recruits to the teams. Expanding the workforce to include professionals with overlapping skill sets,
such as social workers, paramedics, and mental health nurses, can also serve to improve coverage
during staffing shortages. Additionally, integrating specialized roles, like mental health nurse
practitioners, psychiatrists, and social workers within co-response teams can enhance the level of
care provided, particularly in complex cases. In effect, embedding psychologists or psychiatrists as
part of the co-response team could further strengthen decision-making and intervention strategies.

As the benefits and successes of the co-response approach become more well known, more officers
and nurses will be drawn to these positions, seeing them as opportunities for personal and
professional development. However, as alluded to above, maintaining rigorous selection processes
is essential to ensure that recruits possess the necessary skills and mindset for these demanding
positions. Establishing clear, consistent recruitment guidelines across jurisdictions and professions
can enhance fairness and efficiency in the selection process. While the authors of this report
recognize the different selection processes used by the health authorities and police agencies, a
balanced approach to selection incorporating both seniority-based considerations and merit-based
assessments ensures that roles are filled by the most qualified individuals, while robust mentorship
and training programs facilitate smooth transitions and long-term retention. Selecting candidates
with strong skills in mental health, empathy, negotiation, inter-personal communication, de-
escalation, and community engagement reinforces the co-response team’s commitment to a
trauma-informed, person-centered, and multidisciplinary approach to mental health crisis
response. Recruitment processes should consider prioritizing the assessment of these qualities
through scenario-based evaluations and input from mental health professionals. Candidates who
can remain calm under pressure, read body language effectively, and collaborate respectfully with
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other service providers, such as nurses, might be particularly well suited for a role in a mental
health unit or team. Recruitment strategies should also consider demographic balance and
representation, ensuring that mental health teams reflect the diverse communities they serve.

[t is recommended that innovative recruitment strategies should continue to be explored.
Leveraging data-driven insights, such as performance metrics of past recruits, can help refine
selection criteria and predict candidate success. Candidates who demonstrate a genuine interest in
mental health policing and a passion for working with persons experiencing mental illness might be
best positioned to succeed. Additionally, adjusting work schedules to ensure better coverage and
role overlap could improve program efficiency. Introducing those with specialized training, such as
mental health nurse practitioners or social workers, to the co-response team would contribute to
providing advanced care and decision-making support to co-response team members and their
clients. To that end, as mentioned above, where possible, it is recommended that co-response team
experiment with embedding psychologists or psychiatrists into the model to further improve co-
response team members’ ability to manage complex cases. In effect, investing in personnel
development, optimizing staffing models, advocating for increased resources and support, and
incorporating innovative solutions will contribute to the co-response team’s ability to continue to
provide high-quality mental health crisis intervention while supporting both community needs and
the well-being of co-response team members.

THE UNIFORM OF CO-RESPONSE TEAM MEMBERS
The presence of uniformed officers and marked police vehicles can sometimes escalate situations or

deter individuals from seeking help. Re-evaluating uniform design and vehicle markings to create a
more neutral and supportive appearance could help make crisis response services more
approachable. The degree of visibility of authority-related markers (badges, vests, and patches)
should be carefully managed to match the needs of the client and community expectations. Some
clients may find these markers reassuring, while others might feel threatened or intimidated. It is
good that co-response team members avoid tactical or overly formal attire to account for clients
who may have adverse reactions to traditional law enforcement or institutional appearances. It
should be noted that a consistent uniform or appearance can foster team cohesion, public
recognition, and clarity of role. Co-response team members with established dress codes, such as
specific colors or patches, commonly reported that clients recognized them more quickly, which can
expedite rapport-building. On the other hand, allowing co-response team members to adjust their
attire to suit individual preferences or situational needs can create a greater level of comfort and
adaptability for members. This flexibility is particularly valuable in nuanced scenarios requiring
varied levels of authority or relatability. In determining the uniform or attire of co-response team
members, it is also important to consider the cultural and social contexts of the communities they
serve. This includes acknowledging how specific attire or identifiers might be perceived differently
by diverse populations. By moving away from overly authoritative appearances, co-response team
members can contribute to reducing systemic barriers that might deter marginalized individuals
from seeking or accepting help. Regardless of the approach taken, it is recommended that co-
response team members have some form of a distinct patches, logo, or other visual markers that
distinguish them from general duty police officers because this will not only aid in identification but
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also reinforces the co-response team’s identity and mission. For repeat clients, recognizable attire
and branding can create a sense of continuity and reliability, reinforcing trust in the team’s support.

SPECIALIZED TRAINING, ONBOARDING, AND CONTINUOUS EDUCATION

While respondents considered their co-response teams highly effective, a common theme was that
ongoing training was essential to maintaining and improving their performance. Some respondents
suggested that practical scenario-based training should be expanded so that both police officers and
nurses were trained in how to handle different crisis situations in real time. There was also an
acknowledgment that training should be more balanced, ensuring that both police and healthcare
professionals better understood each other's roles. For example, police officers could receive more
education on recognizing and responding to various mental health conditions, while nurses could
be trained in law enforcement protocols, including use-of-force policies and legal considerations.

One recurring challenge was the lack of a structured training program for nurses joining the co-
response team. Some police officer respondents expressed frustration that nurses were expected to
integrate into police operations without formal instruction on how law enforcement worked. This
gap in training had the potential to create inefficiencies and misunderstandings. In response, some
co-response teams have taken the initiative to develop their own orientation materials to better
prepare nurses for working within a police environment. To that end, providing regular workshops
or certifications in mental health crisis intervention for both officers and nurses would be beneficial
in ensuring that all co-response team members were updated on best practices. It is also
recommended that joint training sessions for police and healthcare professionals be routinely
conducted, which can increase the skills and knowledge of all co-response team members but can
also foster stronger teamwork and mutual understanding.

It is recommended that police officers and nurses interested in joining a co-response team
participate in ride-alongs and shadowing opportunities before formal onboarding. These
experiences will assist candidates in understanding the distinct roles and responsibilities of the co-
response team, the different mandates and approaches taken by the co-response team and help
potential team members determine their fit. This last element is very important because
transitioning to mental health-focused work often requires significant adaptation for both police
officers and nurses. For police officers accustomed to traditional patrol duties or nurses used to
hospital environments, adapting to the collaborative and often unpredictable nature of community-
based care can be challenging but rewarding and it is insufficient for new team members to rely
exclusively on mentorship from experienced team members to develop the specialized skills
needed for these roles. Of course, this is not intended to suggest that more experienced co-response
team members do not play an integral role in mentoring and orienting newer members to the co-
response team, ensuring they understand the expectations and challenges of the position; just that
this is an excellent addition but not a substitution for standardized, structured training for working
in a co-response team.

To that end, it is recommended that police agencies with co-response teams or those designing and
implementing this model ensure that all co-response team members receive consistent and
comprehensive training. To accomplish this goal, a core curriculum with modules tailored to the
specific needs of mental health teams, such as crisis intervention, suicidality, and de-escalation
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strategies, should be developed. The development of this curriculum should engage mental health
professionals and police officers to ensure relevance and accuracy. It is recommended that a
certification process be included to ensure all participants meet minimum competency levels. Some
possible examples of relevant modules might be mental health conditions, trauma-informed care,
risk assessment techniques, legal responsibilities under the Mental Health Act and other laws,
communication skills for interacting with distressed individuals, managing substance abuse
disorders, cultural competence for working with marginalized communities, and understanding
cultural and societal factors affecting mental health.

Further, it is recommended that the training incorporate advanced learning techniques to prepare
co-response team members for real-world scenarios using dynamic and interactive training
methods. This might include introducing scenario-based training that simulates high-stress
situations, such as managing violent behavior or preventing self-harm. Moreover, the use of virtual
reality (VR) tools has been effective in replicating unpredictable crises safely and effectively. It is
also recommended that the training implement role-playing exercises where participants practice
de-escalation and collaborative techniques. It is further recommended that training include
multidisciplinary workshops that bring together police officers, nurses, social workers, and other
stakeholders to address complex cases collectively. Implementing these advanced learning
techniques should result in an increased level of confidence and preparedness and improve
decision-making under pressure for all co-response team members.

As it is critical to equip all co-response team members with the necessary skills and knowledge
prior to assuming their duties with the co-response team, it is recommended that there is
mandatory pre-deployment training that covers a variety of topics, such as orientation to team
dynamics, specific police protocols and procedures, and hands-on exposure through shadowing
experienced members. As part of this process, the co-response team should establish clear
benchmarks for readiness before deployment. Undertaking this recommendation will reduce the
reliance on on-the-job learning, while enhancing co-response team members’ confidence prior to
deployment and reduce the stress felt by new co-response team members who feel unprepared for
their first shift because of the lack of pre-deployment training.

It is also recommended that, whenever possible, training should involve both police officers and
nurses together. The objective here is to foster stronger working relationships between police
officers, healthcare professionals, and other stakeholders. To that end, joint training sessions
should be used to emphasize collaboration in crisis situations. team-building exercises should also
be developed to build trust and understanding between police officers and nurses. Doing so will
contribute to breaking down silos between professions, improve the quality of care to clients, and
reduce miscommunication between the police officer and nurse members of the co-response team.
Moreover, all co-response team members should be educated and trained on the mental health
system in their community, in terms of access points, referral processes, and community resources.
It would also be beneficial to develop partnerships with local mental health organizations to
streamline the referral and follow-up process, which will be discussed in more detail in a separate
recommendation below.
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It is also critical to enhance safety training for nurses to ensure they feel confident and secure in
potentially dangerous situations. To achieve this, it is recommended that specific training modules
be developed for nurses that address, for example, personal safety tactics, including situational
awareness and defensive positioning, emergency procedures in case of violence, and the basic use
of police equipment, such as tourniquets or communication tools. It is recommended, as above, to
incorporate scenario-based training focusing on threats unique to mental health crises, and to
provide clear policies on the use of force and legal protections for nurses. Moreover, it should be
required that nurse members of the co-response team program have a background in mental health
or psychiatry, or those without this background should be provided specialized training and the
police officer members should take a foundational course in mental health, including diagnoses,
treatments, and substance use.

To understand the effects of all training, it is recommended that police agencies and health
authorities establish post-training surveys to gather feedback on content, delivery, and impact.
Another approach would be to conduct focus groups with training participants to identify strengths
and gaps. Regardless of the approach taken, it is important that management regularly review
training outcomes through metrics, such as response times, intervention success rates, and co-
response team member’s confidence levels, and to use these insights to refine and adapt training
programs. Doing so would ensure that the training stays relevant and effective, and it empowers
participants by incorporating their perspectives into program development.

The aforementioned recommendations are important because respondents described a lack of clear
standardized training protocols, particularly when they began working on a co-response team.
Without a structured training program, co-response teams are left to improvise, which can lead to
inconsistent practices and increased stress. Establishing clear training guidelines, providing
adequate resources, including having the necessary time to be trained, and maintaining open lines
of communication between healthcare and law enforcement agencies are crucial to the program’s
sustainability and effectiveness. Using data to demonstrate the value of training programs is critical
to ensuring that training continues and contributes to accountability and continuous improvement.

It is also insufficient to just provide training to co-response team members when they join the team.
[t is recommended that all co-response team members be provided with opportunities to
participate in regular refresher courses to ensure that all co-response team members are updated
on best practices and new developments. Refresher training should also include simulations and
role-playing exercises to prepare members for real-world scenarios. It is also important to organize
joint workshops where co-response team nurses and police officers can discuss challenges, align on
protocols, and build stronger working relationships. Undertaking this should also contribute to
developing a clearer collaboration framework that defines roles and responsibilities for each team
member in various scenarios. Again, it is very important to provide tailored orientation programs
for both nurses and police officers to familiarize them with each other’s roles and responsibilities.
One way to accomplish this goal is to implement cross-training sessions to build mutual
understanding and respect for each role’s expertise. Moreover, incorporating mentorship and
leadership development programs within co-response teams can enhance job satisfaction and
provide officers with opportunities to take on greater responsibilities while staying engaged in
their roles. Providing specialized training in areas, such as trauma-informed care, cultural

115



competency, and behavioral health intervention, can further enrich officers’ expertise, ensuring
they remain motivated and committed to their roles.

In effect, the broad training recommendation is to replace informal learning with structured
onboarding programs for all co-response team members. Rather than relying on the experience of
co-response team members to train and onboard new team members, standardized learning and
training materials, such as manuals, videos, online courses, and in-person joint training, should be
developed where it does not exist and implemented with all co-response teams to ensure that all
team members are properly trained prior to being deployed. Given the nature of co-response
teams, regular team-building exercises should be designed and implemented to strengthen
interpersonal relationships and to facilitate and establish open communication channels where co-
response team members can address concerns and provide support to one another. As part of the
process of continued improvement, it is recommended that the co-response team conduct regular
safety training sessions, including mock scenarios, to prepare for high-risk situations. As part of
this process, it would be beneficial to review and update safety protocols periodically based on
feedback and incident reviews. By implementing the recommendations in this section, co-response
teams can address current training gaps, enhance effectiveness, and ensure a sustainable, high-
quality response to mental health crises.

ENHANCING DEPLOYMENT AND COVERAGE

Resourcing is always a central issue, particularly with respect to staffing shortages and the
vulnerability of the co-response model when staff are absent due to leave, illness, or training. Police
leadership should prioritize maintaining adequate staffing levels in their co-response teams and
consider flexible models of deployment that allow teams to adapt to changing demands without
jeopardizing core operations. Based on the analysis of the quantitative data, co-response teams may
benefit from being strategically staffed and supported during the late morning through late
afternoon peak periods; and second, partnerships with mental health professionals should be
prioritized during these hours to ensure effective responses. At the same time, maintaining
adequate overnight coverage remains important, given that mental health-related calls during
those hours, though fewer, may involve heightened risk factors, such as substance use, isolation, or
acute psychiatric distress.

Moreover, staffing and crisis response partnerships should be calibrated to meet the consistently
elevated weekday demand demonstrated by the data. Ensuring strong coverage from Monday
through Friday may prevent delays and reduce strain on co-response team members responding to
complex mental health incidents. At the same time, maintaining adequate weekend resources is still
important, given that calls for service during these periods, though less frequent, may involve acute
circumstances requiring immediate intervention. Overall, the distribution of mental health-related
calls for service underscores the importance of flexible deployment models that align police and
mental health resources with the temporal patterns of demand.

A second step might include assessing the feasibility of assigning dedicated police officers to
hospital liaison duties. While full 24-hour coverage may not always be necessary, ensuring that
resources are concentrated during peak demand periods could mitigate pressure on frontline police
officers and better align capacity with community needs. In effect, co-response teams should be
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resourced to manage high call volumes, including hospital wait times, to prevent frontline police
officers from being overwhelmed. In smaller or rural policing agencies where staffing shortages
may be more acute, the addition of even one or two police officers dedicated to mental health and
hospital liaison duties might contribute to significantly improving service delivery.

As such, it is recommended that policing agencies routinely analyse their mental health-related
calls for service patterns and trends to reach an evidence-based assessment of whether the size and
deployment of the co-response team is appropriate. Two benefits of this allow for a more consistent
presence of team members at in-progress calls, particularly those involving self-harm and acute
crises, and this would reduce the reliance on frontline police officers to address mental health
issues. Again, in many jurisdictions, full 24 /7 coverage is not required, but staffing levels should
align with peak demand periods. For smaller policing agencies or those in rural areas, it is
recommended that the focus should be on the development and implementation of flexible and
scalable deployment models that account for resource limitations and geographic distance. Options
could include regional co-response teams or rotational coverage to ensure smaller communities are
not left unsupported.

FOLLOW-UPS BY CO-RESPONSE TEAM MEMBERS
There appears to be the need for clearer mandates and resource allocation to support structured

follow-up. From the information collected through interviews, with very few exceptions, follow-up
with persons with a mental illness after a call for service was treated as secondary to primary
response, which results in inconsistent practices across jurisdictions. Establishing formal
expectations for follow-up within co-response teams, along with sufficient staffing and time
allocation, would allow team members to engage in proactive monitoring and reduce the
recurrence of crisis calls. One possible approach might be to have dedicated staff or seconded
frontline police officers handle proactive follow-ups, ensuring continuity of care and reducing
repeat crises. If pursuing this recommendation, it is further suggested that policing agencies
develop policy and establish formal guidelines to determine when follow-up should be handed over
to some other agency to maintain a clear boundary between co-response teams being engaged in
crime prevention and reduction rather than health care.

Moreover, what happens during a follow-up should be comprehensively recorded and tracked. It
seemed that some co-response team members engaged in informal or unrecorded check-ins, which,
while beneficial, make it difficult to measure effectiveness or demonstrate outcomes. Introducing
simple documentation practices for informal follow-ups would provide valuable data for evaluating
the benefits of these activities and identify patterns of repeated contact. Related to this point,
proactive outreach models should be expanded as participants noted that many individuals faced
critical barriers to accessing services, program, or resources.

SUPPORTING CO-RESPONSE TEAM MEMBERS’ WELLBEING

Given the emotional toll when responding to high-risk mental health calls and repeated exposure to
complex mental health and substance-related crises, it is recommended that all policing agencies
ensure that they place an emphasis on police officer wellness and psychological support. Where

117



they do not currently exist, it is recommended that policing agencies establish a protocol of regular
debriefings to process challenging experiences, access to counseling services to support mental
health and emotional well-being, and routine workload assessments to identify and address
potential overextension. Additionally, establishing peer support networks within co-response
teams can foster camaraderie and provide an additional layer of emotional support. Where
possible, police agencies and health authorities may also benefit from implementing structured rest
periods and flexible scheduling options to reduce stress and enhance work-life balance.

RECORD KEEPING AND SHARING

Enhanced sharing of data and information related to calls for service and interactions with people
with mental health issues or keeping crisis service call records in a database separate from police
databases may prevent stigmatization and criminalization of mental health. However, in today’s
cybersecurity environment, the creation of a separate database for calls for service and information
related to the activities of co-response teams presents significant financial and digital security
challenges. Rather than investing in a new and isolated system, it would be more effective to
continue utilizing the existing health and police databases. To support this approach, it is
recommended that clear written guidance be developed outlining the parameters for access and
appropriate use of information. In addition, team members should receive regular and
comprehensive training to ensure they are aware of their responsibilities and can apply best
practices in managing sensitive data. Establishing a new standalone database creates the risk of
establishing an information silo that could hinder collaboration and reduce the overall effectiveness
of the co-response program. As highlighted in the analyses of the interviews, it is evident that one of
the program’s greatest strengths lies in the effective sharing of information between the police and
the nurses. Preserving and enhancing this strength should be prioritized, as it contributes more to
operational success than the potential but limited privacy benefits of a separate database.

Nonetheless, given some of the challenges in extracting calls for service data from PRIME
specifically for those calls that involved a mobile crisis mental health response, it is recommended
that a mental health car variable in added to PRIME so that members can easily include that a
mental health car was involved in the file. It would also be beneficial to include information about
the role that co-response members played on the file and when they first connected with the client,
such as at the scene of the call for service, afterwards as part of a follow-up process, at the hospital,
or in police custody.

PARTNERSHIPS
It is recommended that each jurisdiction with a co-response team conduct an environmental scan

to determine where formal agreements (MOUs) are lacking and where putting these agreements in
place could improve service coordination. It is also recommended that co-response teams consider
expanding their MOUs beyond just the police-health authority agreement to include other key
partners such as shelters, outreach teams, and addiction services. This recommendation is based on
the notion that where these partnerships are in place and collaboration between partners is strong,
innovative solutions can be quickly implemented to improve outcomes for clients. While
jurisdictionally dependent, to begin, it is recommended that co-response teams prioritize drafting
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MOUs with forensic psychiatric services, addiction services, shelters, and Crown Counsel to clarify
roles, responsibilities, and information-sharing protocols. As part of this process, especially in
larger jurisdictions, there may be value in creating an inter-agency working group to oversee
partnerships, troubleshoot issues, and maintain agreements. As part of this process, it is
recommended that a centralized communication system in each jurisdiction with a co-response
team where all involved agencies can securely share information within legal and ethical guidelines
about high-risk individuals. It would also be beneficial for police agencies to streamline their
security clearance processes for external partners working with police to reduce delays in
partnership agreements, and for all partners to create standardized information-sharing protocols
to ensure that necessary information is shared between police, hospitals, and community services
while respecting confidentiality laws. Once all this is in place, it is critical that all partnerships hold
regular inter-agency meetings to align goals, address challenges, and reinforce relationships
between the stakeholders.

Alternatively, or additionally, co-response teams might consider developing a limited partnership
model where other crisis teams and the co-response team can coordinate in cases requiring both
health and security interventions. Here, there would be value in co-response teams creating a
liaison role, such as a designated officer, to facilitate information exchange between other crisis
teams and the co-response team without compromising their independence. This might contribute
to more seamless crisis intervention without overstepping professional boundaries, improving
response times for individuals in mental health crises, and reducing workloads for both the co-
response team and other crisis teams through better coordination.

With respect to working with shelters, it is recommended that co-response teams develop clear
privacy policies that balance client confidentiality with the need for police involvement in high-risk
cases. There might be some value in the police participating in joint de-escalation training with
shelter staff to ensure consistent responses to crises. It is felt that this type of undertaking might
contribute to improving police-shelter relationships where needed, leading to more cooperation
during crises, contribute to creating a greater sense of trust between unhoused individuals and law
enforcement, and a faster police response when dealing with high-risk individuals at shelters.

It is recommended that co-response teams work with local hospitals and urgent care centers to
create a designated mental health response pathway for police referrals. As part of this, it is
recommended that both hospitals and police agencies advocate for mental health assessment units
in urgent care settings to reduce emergency room wait times. A specific partnership between
hospitals and the co-response team could result in the implementation of a fast-track process
allowing co-response team members to quickly transfer individuals under Section 28 without
prolonged wait times. In effect, better coordination between co-response team members and
hospitals could reduce wait times and ensure mental health patients receive timely care

It is also recommended that co-response teams establish formal referral pathways between the co-
response team and addiction services to ensure individuals in crisis receive follow-up care.
Depending on the volume of clients served by co-response team members with addiction issues,
there might be value in having on-site addiction counselors or social workers within the co-
response team to provide immediate support. It is also recommended that co-response teams
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develop a cross-training program where police officers receive basic addiction intervention
training, while addiction service providers learn about police procedures. It is also recommended
that police agencies work with healthcare authorities to expand paramedic partnerships.
Establishing a formal partnership should result in faster, more effective responses for people
struggling with addiction, reduce the number of repeat calls for service by ensuring proper follow-
up care, and a more efficient use of police resources by diverting non-criminal cases to appropriate
services.

Co-response teams should also consider creating meaningful partnership with relevant
stakeholders to expand community safety programs by increasing outreach to schools, youth
groups, Indigenous communities, and vulnerable populations, increase public education on mental
health resources to reduce reliance on emergency services for non-urgent cases, and develop non-
police crisis response options where trained mental health professionals handle situations that do
not require law enforcement involvement. In effect, it is recommended for co-response teams to
develop targeted partnerships with other stakeholders and community leaders working in the
areas of mental health, addictions, and insecure housing as these are the most common
characteristics and issues among co-response team clients.

ADDRESSING BARRIERS FOR CLIENTS TO ASSESS NEEDED SERVICES
To address the general barriers facing clients of co-response teams to needed programs, services,

and resources, more nurses should be added to mental health crisis teams to assist in responding to
calls for service and conducting follow-ups. While not under the purview of the police or co-
response teams, depending on the distribution of calls for service that fall under the mandate of co-
response teams, increasing the operation of co-response teams or nursing coverage in both daytime
and nighttime shifts would reduce the burden on police and emergency services. In those
jurisdictions that do not already do so, all police agencies should implement a model where mental
health professionals review daily police reports and follow up on individuals in crisis, ensuring
continuity of care. Moreover, while some jurisdictions already have mobile medical units that visit
subsidized housing sites to provide healthcare to unhoused individuals, it is recommended
expanding these mobile services could help bring care directly to people, rather than requiring
them to travel long distances. In those jurisdictions that do not have mobile medical units, it is
recommended that a pilot project be developed to determine the viability and utility of such a
program. It is also recommended that more detox and recovery beds be put in place to meet
demand, particularly for unhoused individuals who lack stable environments to detox in. Finally, it
is recommended that jurisdictions create urgent psychiatric care centers or establish a model of
same-day mental health assessments that could serve as an alternative to emergency room visits.
This type of approach has worked in other communities and would help divert non-medical crises
away from hospitals.

THE ESTABLISHMENT OF AN ADVISORY COMMITTEE FOR CO-RESPONSE TEAMS

[t may be prudent for police agencies that have a co-response team to consider establishing an
advisory committee that would also include people with lived experiences. Although it was not
possible to interview a sample of clients who interacted with co-response team members for this
report, establishing an advisory committee in jurisdictions that have a co-response team that was
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comprised of police leaders, the health authority, community agencies that receive clients from the
co-response team, and individuals with lived experience would facilitate a broader understanding
of the protocols and operation of co-response teams. One potential benefit of this approach would
be to better identify and address the concerns of those who may feel victimized by their previous
interactions with police or health authority. In essence, an advisory committee can lend legitimacy
to advocacy efforts and provide valuable policy input and guidance on the structure, mandate, and
operation of co-response teams. In the absence of establishing an advisory committee for every
jurisdiction that operates a co-response team, an advisory committee could be established at a
ministry level or through a group, such as the BC Association of Chiefs of Police.

REFRAMING PUBLIC PERCEPTION AND CLIENT EXPECTATIONS

Teams may need to engage in public education to help communities understand the unique roles of
co-response teams as non-traditional law enforcement and healthcare responders. This can include
outreach efforts or public-facing symbols that clarify their mission. Educating clients about team
roles and purposes is also important for fostering trust and ensuring that the support provided by
co-response team members is perceived as collaborative rather than adversarial.

Conclusion

A fully optimized co-response team approach would include, where appropriate, 24 /7 coverage
ensuring that individuals in crisis received timely support at any hour. Comprehensive training
programs would equip both police officers and nurses with the necessary skills to handle complex
mental health situations. Multi-disciplinary teams, including social workers, psychiatric nurses, and
medical professionals, would provide holistic care. Community resources, such as housing
programs, addiction services, and mental health clinics would play a crucial role in long-term
recovery, thus reducing repeated police intervention. Public awareness campaigns would help
individuals access support earlier and prevent crises from escalating. Finally, a strong leadership
structure, ideally with clinical expertise, would ensure that decisions aligned with best practices in
mental health intervention. By increasing personnel, enhancing training, fostering stronger
collaboration between police and healthcare providers, and securing sustainable funding,
respondents felt that co-response teams could operate most effectively. Addressing systemic gaps
in mental health services and ensuring that individuals receive long-term support would also lead
to better client outcomes and contribute to reducing both police involvement and hospitalizations.
A proactive approach that emphasized prevention, community resources, and integrated care was
seen as essential for building a more effective and compassionate mental health crisis response
system.

Overall, it is important to emphasize that this study aligned well with the current state of the
research literature on co-response teams and did not identify any inherent flaws in the structure or
operation of co-response teams in British Columbia. In fact, it is reasonable to assert that co-
response teams operate under a necessary mandate and fulfill it effectively. Consequently, our
recommendations should be viewed as ideas to enhance existing practices and operational
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efficiency. Among our recommendations, perhaps the most deserving of attention are the need to
expand existing co-response teams to increase their ability to response to the volume of mental
health-related calls for service, to be available during peak times of mental health-related calls for
service, and to establish co-response teams in more police detachments and departments,
especially in those with a high proportion of mental health-related calls for service or those with
limited police resources.

It is also crucial to acknowledge that our recommendations are being made during a period of
limited funding for policing and health sectors. In fact, the funding issue has become so severe that
both police and health sectors are struggling to meet their existing commitments. Furthermore, the
situation has been exacerbated by staffing shortages and the increasing cost and human resource
demands associated with police and health agencies. Fortunately, the police officers and nurses
involved in co-response teams, as observed in this study, demonstrate an inspiring level of
dedication, competence, and compassion in fulfilling the mandate of their co-response teams. By
their example, it becomes evident how co-response teams contribute to the efforts of police officers
and nurses in responding to individuals experiencing mental health crises in the most
compassionate and helpful manner possible.
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