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How a community responds to behavioral health emer-
gencies is both a public health issue and social justice issue.
Individuals experiencing a behavioral health crisis often re-
ceive inadequate care in emergency departments (EDs),
boarding for hours or days while waiting for treatment. Such
crises also account for a quarter of police shootings and .2
million jail bookings per year. Racism and implicit bias
magnify these problems for people of color. Growing sup-
port for reform provides an unprecedented opportunity for
meaningful change, but solutions to this complex issue will
require comprehensive systemic approaches. As commu-
nities grapple with behavioral health emergencies, the
question is not just whether law enforcement should re-
spond to behavioral health emergencies but how to reduce

unnecessary law enforcement contact and, if law enforce-
ment is responding,when, how, andwith what support. This
policy article reviews best practices for law enforcement
crisis responses, outlines the components of a compre-
hensive continuum-of-crisis care model that provides al-
ternatives to law enforcement involvement and ED use, and
offers strategies for collaboration and alignment between
law enforcement and clinicians toward common goals. Fi-
nally, policy considerations regarding stakeholder engage-
ment, financing, datamanagement, legal statutes, and health
equity are presented to assist communities interested in
taking steps to build these needed solutions.
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Health care and criminal justice systems are facing in-
creasing challenges from the growing numbers of individ-
uals experiencing behavioral health crises (defined here as a
crisis related to mental illness or a substance use disorder)
(1, 2). Law enforcement agencies, emergency departments
(EDs), and jails have become the de facto emergency re-
sponse system for such individuals, yet these entities are not
equipped to provide the care these individuals need.

Between 5% and 15% of all calls to 911 emergency services
are for behavioral health emergencies and often result in a
law enforcement response (3). A quarter of police-involved
shooting deaths are linked to mental illness, half of which
occur in the person’s own home. More than 2 million people
with seriousmental illness are booked into jail each year, and
the prevalence of behavioral health conditions in jails and
prisons is three to four times that of the general population
(4, 5). Once in jail, people with mental illness are incarcer-
ated twice as long as people without mental illness, and few
receive needed treatment (6–8). Upon release, with Medic-
aid benefits interrupted and a criminal record, individuals
are more likely to be unemployed, homeless, and rearrested
(6, 9–11). Then the cycle continues. Even if more appropriate
treatment options exist, civil commitment laws and behav-
ioral health facility policies often require law enforcement to
conduct mental health transports. A recent survey of U.S.

law enforcement agencies estimated that the annual na-
tionwide cost of transporting people with severe mental
illness is $918 million. Law enforcement leaders have
expressed dismay at the inhumanity of criminalization as a
result of law enforcement’s role, along with concerns that
the time spent on responding to and handling mental health
emergencies may restrict law enforcement’s ability to up-
hold public safety (12).

HIGHLIGHTS

• Police officers often are the first to respond to behavioral
health emergencies, with emergency departments and
jails often serving as the default destination for those in a
behavioral health crisis.

• Successful approaches to connect people to behavioral
health care in lieu of emergency departments and jails
require collaboration between law enforcement and a crisis
system that can easily accept individuals in crisis and pro-
vide care in the safest and least restrictive setting possible.

• Key policy targets include financing, accountability, civil
commitment law, racial bias training, and health equity
to improve care for persons experiencing a behavioral
health crisis.
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Racism and implicit bias
magnify these problems for
people of color. Black Ameri-
cans are 2.6 times more likely
to be killed by police than
non-Hispanic Whites; when
mental illness is taken into
account, this difference is
nearly 10-fold (4). For people
struggling with substance use
disorders, disparate sentencing penalties (e.g., harsher sen-
tences for crack vs. powdered cocaine) result in excessive
imprisonment of Black Americans (13). These long-standing
inequities have been underscored by the continued high-
profile killings of unarmed people of color by law enforce-
ment. Of note, half of White Americans with mental illness
receive the care they need, compared with only 31% of
Blacks andHispanics and 22% of Asians (14). Reducing racial
inequities in emergency response and access to care must be
a central focus of any reform efforts.

Social justice movements have created momentum for
alternative approaches such as replacing officers with clin-
ical first responders. Law enforcement involvement is un-
likely to be eliminated, however. Some situations may pose
an unacceptable amount of safety risk to civilian clinicians,
and some behavioral health emergencies may not become
apparent until after officers are on scene. Solutions to these
complex issues will require collaboration between law en-
forcement and the health care system to optimize responses
for each situation, which could involve a law enforcement
response, clinician response, or co-response with shared
responsibility. For any response to be successful, the
responders—whether law enforcement, clinicians, or both—
require a behavioral health crisis system that can quickly
accept individuals in crisis and provide the care they need, in
the safest and least restrictive setting possible.

This policy article is intended as a guide for those who
seek better ways to respond to individuals experiencing a
behavioral health crisis, beginning with the moment a re-
quest for help is made and ending with the successful
transition to an appropriate level of care. We describe best
practices for crisis responses and outline the components of
a comprehensive continuum of care that provides alterna-
tives to law enforcement involvement, ED utilization, and
hospital admission.We discuss the importance of addressing
this complex issue with a systems-level approach rather
than relying on stand-alone programs. Finally, we present
policy considerations to assist communities in taking steps
toward building an effective crisis response system.

LAW ENFORCEMENT RESPONSES

The law enforcement response to behavioral health emer-
gencies has been under increasing scrutiny from both social
justice movements and the courts. The Ninth Circuit Court
of Appeals 2011 ruling in Glenn v. Washington, which

involved the death of a
young man in crisis holding
a knife, upheld an earlier
ruling (15), stating, “We have
made it clear that the desire
to quickly resolve a poten-
tially dangerous situation is
not the type of governmental
interest . . . that justifies the
use of force that may cause

serious injury.” Instead, officers should be expected to pro-
ceed slowly and deescalate the situation. This decision be-
came the basis for many law enforcement agencies to
implement or expand Crisis Intervention Team (CIT)
programs.

CIT and Training
The CIT model provides law enforcement with tools to
recognize individuals experiencing a behavioral health cri-
sis, deescalate the crisis, and divert the affected individual
to treatment instead of jail. CIT began in the late 1980s in
Memphis, in response to a police shooting of a Black man
with mental illness (16). Its centerpiece is a 40-hour train-
ing course that involves scenario-based exercises and
participation of community stakeholders, including behav-
ioral health clinicians, treatment agencies, people with
lived experience of mental illness, families, and advocacy
groups. More than 3,000 jurisdictions have implemented
CIT programs across the United States and around the
world (17).

CIT encourages communities to adapt its model to their
needs, allowing departments to develop their own curricula
and tailor processes to work with local mental health sys-
tems. Although pragmatic, this approach creates research
challenges (18). Without a standard implementation or fi-
delity tool to measure variability across programs, compar-
ative research is difficult, and the findings of the studies are
often mixed or inconclusive. There is strong evidence that
CIT training improves officers’ knowledge, attitudes about
mental illness and treatment, and self-efficacy for interact-
ing with someone who is suicidal or psychotic (19). When
comparing the behavior of CIT-trained versus untrained
officers in the field, researchers found that CIT-trained of-
ficers are more likely to report verbal deescalation as the
highest level of force used (20), to use less force with re-
sistant individuals (21), and to refer or transport individuals
to mental health treatment, but the effect of CIT-trained
officer involvement on the frequency of arrests is mixed (20,
22, 23). Similarly, system-level pre-post studies of CIT out-
comes indicate increases in transports to mental health fa-
cilities (24) but have yielded contradictory results in overall
cost-effectiveness (25, 26). Some of this variability may be
related to officer selection. Newer research has compared
officers who volunteered for CIT training with officers who
were assigned to receive CIT training. Voluntarily trained
CIT officers had better self-efficacy, deescalation skills, and

Editor’s Note: This article is part of a series based on the
Technical Assistance Coalition working papers, which
were originally written for NASMHPD and funded by the
Substance Abuse and Mental Health Services Administra-
tion. Matthew L. Goldman, M.D., M.S., is series coordinator
and has helped curate these papers for publication in
Psychiatric Services.
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referral decisions compared with CIT officers who had been
assigned to training. Even when physical force was docu-
mented during an incident, voluntarily trained CIT officers
were more likely than those assigned to training to refer
individuals to treatment services andwere less likely tomake
an arrest (27). Another potential source of variation may be
the availability of mental health crisis services available in a
given community (28).

The National Council forMentalWellbeing (formerly the
National Council for Behavioral Health) and CIT Interna-
tional recommend that 100% of a department’s uniformed
patrol officers receive a basic 8-hour training session, such
as Mental Health First Aid (MHFA) for public safety, and
that the 40-hour CIT training be voluntarily undertaken by
a subset of officers large enough to ensure 24/7 availability
of trained officers to respond to calls for service (29).
Moreover, 911 services personnel should also receive
training to help them dispatch CIT-trained officers when
needed. This approach ensures both a basic level of com-
petency among all officers and 24/7 availability of a spe-
cialized CIT response.

Although CIT is often thought of as a police training
program, its creators continue to underscore that training
is only one part of a more comprehensive approach. Once
officers are trained to identify a person in crisis and divert
that individual to treatment, their first question is often
“divert to what?” Therefore, the full CIT model recom-
mends a crisis system with quick and easy access and 24/7
availability (30). In many communities, such services are
often not available, and patients instead board in EDs while
waiting for inpatient beds. Oftentimes the officer must wait
with them, sometimes for hours, making jail the path of
least resistance for officers.

Beyond CIT: Dedicated Specialty Teams
CIT-trained officers are often designated to handle behav-
ioral health calls in addition to their regular duties, whereas
dedicated specialty teams focus exclusively on behavioral
health. Such teams may respond like regular CIT officers to
mental health calls, but their specialization provides time
and flexibility to discuss complex cases and collaborate with
mental health partners on system improvement efforts. Ex-
amples include substance use deflection teams that connect
people to treatment in lieu of arrest (31), mental health case
management teams that connect high-risk individuals to
treatment or follow-up after a crisis (32), and teams that
reach out to homeless individuals (33).

BEHAVIORAL HEALTH CRISIS RESPONSE

Crisis Call Centers and “Care Traffic Control”
Crisis call centers are often the first entry point to crisis
services, providing 24/7 support via a range of modalities,
such as suicide hotlines (staffed by trained professionals),
warm lines (for emotional support and often staffed by
peers), and text and chat functions. The National Suicide

Prevention Lifeline (NSPL) is a nationwide network of.170
crisis call centers and is linked to the Veterans Crisis Line
(34). In some communities, crisis calls are accessed through
nonemergency and information lines, such as 211 and 311 or
other local crisis lines. As awareness of the utility of crisis
lines increases, momentum has grown for a nationwide,
easy-to-remember, 3-digit number for NSPL and other crisis
lines. The Federal Communications Commission approved a
new 988 number for implementation in July 2022 (35).

Studies of NSPL call centers have found that callers have
significantly decreased suicidality during the course of the
call (36), that one-third of callers are successfully connected
withmental health referrals (37), and that less than one-quarter
of such calls result in law enforcement or emergency medical
services (EMS) being sent without the caller’s assent (38).
Implementation of Applied Suicide Intervention Skills Train-
ing (ASIST) across the NSPL resulted in callers feeling less
depressed, less suicidal, less overwhelmed, and more hopeful
by the end of calls handled by ASIST-trained counselors (39).

Crisis call centers are well situated to serve as a central-
ized hub for relaying information and coordinating the ap-
propriate response. Such “care traffic control” functions
include dispatching nearest mobile crisis teams, making
outpatient appointments, and arranging bed placement.
Some systems have crisis line clinicians embedded in
911 communications centers so that behavioral health calls
can be diverted to the crisis line in lieu of a police response.

Mobile Crisis Teams (MCTs)
MCTs are typically one- or two-person teams composed of a
combination of master’s-level clinicians, behavioral health
technicians, or peers (20). The CAHOOTS (Crisis Assistance
Helping Out On The Streets) program in Eugene, Oregon,
pairs a clinician with a nurse, paramedic, or emergency
medical technician (40). Some localities have established
centralized dispatch for MCTs, often within crisis call
centers, aided by technology such as GPS-enabled mobile
apps for location tracking and transmission of clinical
information.

MCTs meet patients where they are—at home, in the ED,
or on the street—eliminating the need to transport them to a
more restrictive environment (41–43). Studies ofMCTs have
reported reduction of psychiatric hospitalization and ED use
(44–46), but additional studies describing clinical best
practices in MCTs are needed.

Co-Responder Teams
A variety of co-responder models are emerging in which
police officers respond to crisis calls with a clinician, peer, or
other social services staff (47). Teams may ride and respond
together, arrive separately, or involve the clinician via phone
or video. There is no consensus on which model is most
effective, and programs should be adapted to the local
context.

Qualitative research indicates that most people in crisis
prefer MCT or co-responder teams to police-only teams
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(48). In particular, they value responders with mental health
knowledge and verbal deescalation skills and a compas-
sionate, empowering, and noncriminalizing approach (49).
Studies of other outcomes have been mixed (18). A review of
police and mental health co-responder programs concluded
that these programs decreased arrests and reduced the
amount of time officers spent handling mental health calls,
but evidence was limited for other impacts of the
co-responder model (50). Furthermore, many programs are
limited in hours of operation or geographical area served. In
particular, programs experience difficulty when community
mental health resources are lacking.

Specialized Crisis Facilities
Crisis facilities vary in scope, capability, and populations
served, but all are intended to provide a safe and therapeutic
alternative to hospital EDs, inpatient psychiatric facilities, or
jail. Receiving crisis facilities accept any individual, regard-
less of behavioral acuity, including those who may be sui-
cidal, violent, or intoxicated. These facilities are typically
staffed with an interdisciplinary team of psychiatric pro-
viders, nurses, social workers, behavioral health technicians,
and peers, and theymay be freestanding or adjacent to an ED
or hospital (51). The CIT model outlines facility attributes
critical for law enforcement, including 24/7 availability,
faster drop-off times than jail, and a “no wrong door” policy
of never turning officers away (30). Clinical care should
follow applicable evidence-based practice standards, such as
the Suicide Assessment Five-Step Evaluation and Triage
(SAFE-T) (52) and Project BETA: Best practices in Evalua-
tion and Treatment of Agitation (53) frameworks. Facility-
based crisis care is associated with reduced hospitalization
rates, boarding of psychiatric patients in EDs, and arrests
(54–56). Other terms for these programs include 23-hour
observation, psychiatric emergency services, or EmPATH
(Emergency Psychiatric Assessment, Treatment, and Heal-
ing) units.

“Living rooms,” detoxification centers, and sobering
centers provide 24/7 alternatives for less acute needs and
often accept police drop-offs for patients who meet their
admission criteria. These facilities are typically unlocked
and serve patients who arrive voluntarily, are nonviolent,
and motivated for receiving help (57). Living rooms offer a
home-like environment with couches and artwork and are
staffed predominantly by peer specialists, with limited cov-
erage by a psychiatrist or other provider. They are especially
helpful if psychosocial stressors are the main precipitants of
the crisis. Detoxification centers provide medically super-
vised detoxification services, whereas sobering centers em-
ploy primarily psychosocial and peer support.

Crisis clinics and mental health urgent care centers offer
same-day or walk-in access for outpatient assessment, crisis
counseling, medication management, care coordination,
and bridge services until the person is connected to ap-
propriate outpatient care. Crisis residential, crisis respite,
and peer respite facilities offer longer-term (days to weeks)

stabilization in a residential setting. They are often used as
step-down care after inpatient or acute crisis care. Some
programs may accept low-acuity patients from law
enforcement.

Postcrisis Care
A variety of models have been developed to facilitate a
successful transition to community-based care. These
models range from predischarge interventions such as psy-
choeducation and structured discharge planning, to post-
discharge interventions such as follow-up phone calls and
case management, to transitional interventions that engage
with clients before discharge and continue for some time
after discharge. These services can be provided by nurses,
social workers, case managers, or peers. Small study sizes
and the wide variability in program elements, intensity, and
duration make comparative research among different
models difficult, and effects on readmission rates are often
mixed or inconclusive (58). Earlier appointments (within
3 days) are associated with higher attendance and longer
time in the community without ED use (59). Several studies
have focused specifically on suicide-related outcomes, re-
vealing promising evidence that follow-up calls and “caring
contacts” (e.g., letters, postcards, text messages, and phone
calls) decrease repeat suicide attempts (60, 61) and are cost-
effective (62, 63).

SYSTEMS THINKING

Crisis Services Versus Crisis Systems
Although each of the individual programs described above
may improve outcomes, their impact is multiplied when an
array of programs and services work together as a coordi-
nated system to achieve common goals. This approach is
illustrated in Figure 1, depicting the crisis system in Tucson,
Arizona (64). In this model, health care and law enforce-
ment stakeholders agree on a common goal of preventing
avoidable jail, ED, or hospital use by providing care in the
least restrictive setting that can safely meet the needs of an
individual in crisis. Because less restrictive settings tend to
be less costly, clinical and financial goals are aligned as
well. A Regional Behavioral Health Authority (RBHA)
contracts with provider agencies to create an array of
services organized along a continuum of intensity, re-
strictiveness, and cost. At all points along the continuum,
easy access for law enforcement (e.g., 911 colocation,
co-responder teams, and no-wrong-door policies) facili-
tates connection to treatment instead of arrest. To further
incentivize coordination, some contracts confer a “pre-
ferred customer” status to law enforcement so that, for
example, response time targets for MCTs are faster for
calls that involve law enforcement.

Governance and accountability are key to ensuring that
crisis services operate as an organized and coordinated
system. In the Arizona model, the RBHA serves as the
“accountable entity” via its role as the single payer and
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regulator for the crisis system, accountable to the state for
both fiscal and clinical outcomes and financed via braided
funding from a variety of sources (e.g., Medicaid, Substance
Abuse and Mental Health Services Administration
[SAMHSA] block grants, and state and local funds).

Several frameworks describe crisis services from a systems
perspective. The Crisis NowModel (57) and SAMHSA’s Best
Practice Toolkit (65) describe essential services for a crisis
continuum of care: call centers, mobile crisis teams, and
stabilization facilities. The National Council for Mental
Wellbeing’s Roadmap to the Ideal Crisis System (66) pro-
vides a blueprint for building the services, financing, and
governance structures needed for a coordinated crisis sys-
tem. The sequential intercept model (SIM) describes the
typical pathway through the criminal justice system for a
person with behavioral health needs and identifies oppor-
tunities for the health care system to intervene, with inter-
cepts 0 and 1 focused on crisis care (67). SIMmapping can be
a useful exercise to engage stakeholders in system plan-
ning (68).

Comprehensive Law Enforcement Approaches
Like crisis systems, public safety agencies benefit from a
broad organizational approach that goes beyond the
implementation of a single program or training. The
International Association of Chiefs of Police created its
“One Mind” campaign to encourage this type of sys-
tems thinking. The campaign challenges law enforce-
ment leaders to begin implementing a crisis system by

committing to three core elements: partnership with
community mental health agencies, model policies to
guide interactions with individuals experiencing a be-
havioral health crisis, and training programs built on
MHFA and CIT (69).

Figure 2 illustrates how these elements fit together to
create a systematic approach across the Tucson Police
Department for helping individuals in crisis (64). Orga-
nizational leadership provides a foundation by creating
the culture and operational procedures needed to
support safe and compassionate interactions with people
in crisis. MHFA training provides a basic level of com-
petency to all police officers, and those with the aptitude
and interest are incentivized to pursue CIT training.
Specialized teams receive further training, such as moti-
vational interviewing and trauma-informed care, and
work to develop partnerships with behavioral health and
other community partners. As they continue to gain
knowledge and experience, members of these specialized
teams also serve as subject matter experts to the rest of the
organization.

The Police–Mental Health Collaboration (PMHC)
Framework, authored by the Council of State Govern-
ments Justice Center, also encourages law enforcement
agencies to take a comprehensive approach to responding
to people with behavioral health needs (70). This frame-
work guides law enforcement executives on how to part-
ner with behavioral health and social service providers to
implement data-driven, agency-wide responses (47). The

FIGURE 1. Alignment of crisis services toward a common goal of optimal care for individuals in behavioral health crisisa

Person 

in crisis

Mobile crisis teams

70% resolved 

in the field

Crisis line

80% resolved 

on the phone
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to the community

Crisis facilities Postcrisis
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85% remain stable in 

community-based care >45 days 

Easy access for law enforcement = connection to treatment instead of arrest
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a In a high-functioning system, individual services work together to achieve a common goal, such as stabilization in the least restrictive (and least
costly) level of care. Data were provided courtesy of Johnnie Gasper at Arizona Complete Health/Centene and are from the southern
Arizona geographical service area for 2019 (Cochise, Graham, Greenlee, La Paz, Pima, Pinal, Santa Cruz, and Yuma counties). Crisis
line–resolved phone calls are the percentage of calls resolved without dispatching a mobile crisis team (MCT), law enforcement, or
emergency services. Cases resolved by MCTs in the field are the percentage of face-to-face encounters resolved without the need
for transport to a higher level of care. Discharges from crisis facilities to the community are the percentage of discharges to levels of
care other than inpatient, emergency department (ED), or jail. Stabilization in community-based care is the percentage of individuals
with an MCT or crisis facility encounter who did not have a subsequent ED visit or hospitalization within 45 days. Adapted from Balfour
et al. (64).
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U.S. Department of Justice Bureau of Justice Assistance’s
Law Enforcement–Mental Health Learning Sites are model
agencies across the country that have implemented these
types of sophisticated innovations. The sites employ many of
the programs described in this article, tailored to work for
their individual communities. They also provide free tech-
nical assistance and host site visits for jurisdictions looking
to implement PMHCs (70).

Cost Savings Across Systems
Results from numerous studies have indicated that crisis
services such as mobile teams and facility-based crisis
stabilization reduce costs arising from ED or psychiatric
inpatient use (44, 71, 72). Within the justice system, law
enforcement approaches such as CIT, co-responders,
and dedicated teams reduce costs related to jail bookings
and special weapons and tactics team deployments (73,
74). But the true power of a collaborative approach be-
comes apparent when its impact across silos is consid-
ered. For example, an analysis of the crisis system in
Maricopa County, Arizona, which includes many of the
elements described in this article, estimated that a $100
million investment in crisis care resulted in savings of
$260 million in psychiatric inpatient spending, $37 mil-
lion in ED costs, 45 years of psychiatric ED boarding hours,
and 37 full-time equivalents of police officer time and salary
(75). The CrisisNow.com website includes a “crisis resource
need calculator” that allows users to model services, costs,
and savings for their local communities on the basis of the
Arizona model (76).

POLICY IMPLICATIONS

Stakeholder Engagement and Collaboration
Strong partnerships are critical to generating the enthusiasm
for designing, funding, and implementing crisis systems and
to ensuring that these systems function effectively on an
ongoing basis. Potential stakeholders include state and local
governmental agencies, payers, law enforcement, 911 ser-
vices, behavioral health providers, social services agencies,
and advocacy groups (77). It is imperative that these pro-
cesses actively engage and incorporate input from individ-
uals with lived experience of a behavioral health crisis.
Strategic inclusion of elected officials or other influential
community leaders may effectively garner support.

How to begin crisis system implementation largely
depends on the dynamics within each local community.
Momentum may be driven by county leadership seeking to
reduce the jail population, law enforcement agencies
strained by mental health transports, or community leaders
galvanized by a tragic outcome involving a person in behav-
ioral health crisis. Collaborative groups can be built on
existing organizational infrastructure (e.g., a county task force
or CIT steering committee) or created de novo. For commu-
nities just beginning to organize, data collection can be a good
first step, because data help engage stakeholders and build the
business case for investing in crisis services. Most localities
already have at least some components of a crisis system,
and system-mapping exercises (e.g., SIM mapping) could
both ensure a better understanding of the existing context
and engage additional stakeholders. The Stepping Up

FIGURE 2. Organizational approach for law enforcement for interactions with individuals in a behavioral health crisisa

Leadership enacts organization-wide policies, procedures, training, and culture
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a The “One Mind” campaign of the International Association of Chiefs of Police challenges law enforcement leaders to commit to three core
elements: partnership with community mental health agencies, model policies to guide interactions with individuals experiencing a behavioral
health crisis, and training programs built on Mental Health First Aid and Crisis Intervention Team (CIT) models. The figure shows a systematic
approach used by the Tucson Police Department. Adapted from Balfour et al. (64).
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Initiative—a joint effort of the American Psychiatric Associ-
ation, the National Association of Counties, and the Council of
State Governments—challenges counties across the United
States to sign a resolution pledging to reduce the prevalence of
mental illness in jails and includes a framework for engaging
stakeholders, setting goals, and learning from the .500
counties that have made the pledge thus far (78).

Successful collaborations are iterative and longitudinal
andmay begin with small, simple improvements that require
no additional resources (e.g., setting up a process for part-
ners to better communicate with one another). By building
on the successes of these “easy wins,” partners can progress
tomore sophisticated solutions. Eventually, the collaborative
is no longer building a crisis system but rather monitoring
and improving the system they built.

The inclusion of people with lived experience of crisis
systems and people of color in these types of collaborative
bodies is essential to ensuring that the crisis systems deliver
care to those who aremost in need. People who have directly
experienced the crisis system or witnessed how the system
works for their family and community can provide their
perspectives on interacting with a truly recovery-oriented,
trauma-informed, and culturally responsive system. Cru-
cially, however, systemsmust advance beyond strategies that
tokenize or marginalize these perspectives in their planning
and oversight processes. The balance of power in collabo-
rative groups will often favor privileged people who are
working in government or in larger service provider
agencies. Therefore, it can be helpful to shift that power by
including multiple representatives of color and those with
lived experience in collaborative groups. Treating these
representatives as experts and compensating them for their
time can also ensure that people who are serving outside of
their professional capacity will have the support necessary
to meaningfully participate in the group.

Financing
Crisis financing models vary widely by state and often draw
on multiple funding sources. Individual services can be bil-
led to Medicaid and other health insurance, but additional
funding sources are needed to support the infrastructure
costs of 24/7 on-demand access to care (79). State general
funds, local funds, and federal block grants are often used for
this purpose, and for the first time, the SAMHSA Mental
Health Block Grant (MHBG) contains a set-aside for crisis
care in the 2021 budget (80). The upcoming 988 services
implementation has been an impetus for states to bolster
crisis infrastructure via federal planning grants, telecom-
munications fees, and new appropriations of state funds for
crisis services. The American Rescue Plan Act of 2021 fur-
ther incentivizes states to leverageMedicaid by providing an
85% federal match for bundled payments to MCT (81).
Medicaid 1115, 1915(b), or 1915(c) waivers offer states a
powerful tool to combine multiple funding streams, maxi-
mizing efficiency and accessibility by pooling resources to
create a common safety-net crisis infrastructure that can

serve anyone in need, regardless of payer (82). Emerging
financing models, such as value-based payments, provide
additional mechanisms to invest in crisis and other social
services (83, 84). In communities with robust crisis systems,
co-responders funded by the behavioral health system can
be allocated to assist law enforcement officers without ad-
ditional cost to law enforcement agencies.

In contrast, Medicare and most private health plans
provide little or no coverage for crisis services, and care for
their members often is financed by the aforementioned
safety-net mechanisms. These payers must be held ac-
countable to providing parity coverage for behavioral health
emergency care. The Centers for Medicare and Medicaid
Services Emergency Triage, Treat, and Transport demon-
stration program provides parity Medicare reimbursement
for EMS to transport patients to “alternative” destinations
other than the ED, including crisis facilities (85). Models like
this are a step in the right direction.

Regulations and Accreditation Standards
Because most crisis services are funded and regulated at the
state or local level, they vary widely in program definitions,
licensure, accessibility, and quality. Furthermore, the lack of
standard definitions and nomenclature hinders the billing
of crisis services to private payers (79). For these reasons,
the Interdepartmental Serious Mental Illness Coordinating
Committee recommended the development of national stan-
dards in its first report to Congress (86). In the meantime,
accreditation exists and should be incentivized for some
individual crisis programs via organizations such as the
American Academy of Suicidology, Commission on Accredi-
tation ofRehabilitation Facilities (commonly known asCARF)
International, and the Joint Commission; reimbursement can
be sought through widely accepted standard-of-care frame-
works such as the Level of Care Utilization System for Psy-
chiatric and Addiction Services Standards (commonly known
as LOCUS) and the American Society for AddictionMedicine
(commonly known as ASAM) Treatment Criteria for Addic-
tive, Substance Related and Co-Occurring Conditions (87).

Standardizing practice across the nearly 18,000 law
enforcement agencies has been even more challenging.
Although best practice standards have been proposed through
various initiatives, reform and accountability are realized only
after a Department of Justice consent decree is enacted.
However, support has grown for police reform legislation that
includes accreditation standards and incentives for law en-
forcement agencies to adopt more progressive practices.

Civil Commitment and Mental Health Transports
Although many people in crisis voluntarily seek care, some
lack the capacity to make rational decisions. In these situa-
tions, state civil commitment statutes define the role of law
enforcement in detaining and transporting individuals invol-
untarily for psychiatric evaluation (88). State statutes vary
widely in terms of criteria, duration, and use of civil com-
mitments; however, comparative research of these statutes is
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difficult because of inconsistent data collection across juris-
dictions (89, 90). In some states, only law enforcement—not
clinicians or family—can initiate the civil commitment pro-
cess. Others require that the individual’s risk for harm to self
or other be “imminent” and thus forces families towait for the
individual to decompensate, creating the conditions for a
volatile and risky encounter with law enforcement.

Many statutes require law enforcement to perform in-
voluntary transports to treatment facilities, and some be-
havioral health treatment agencies require police transport
even if the individual wants to go voluntarily, creating the
potential for further trauma and harm. A recent survey of
law enforcement agencies estimated that 65% of transported
patients did not pose a risk for harm to others and could be
transported by another entity (12). Many of these laws were
written decades ago and should be updated to support ear-
lier interventions and alternative transportation options,
with law enforcement used only as a last resort when no
other means is available to protect the safety of the indi-
vidual or those providing the transport.

Data Sharing and Quality Improvement
At the individual level, data sharing can help law enforce-
ment agencies and behavioral health providers coordinate
care. For example, knowing that someone is receiving be-
havioral health services can help officers choose the right
intervention. Conversely, law enforcement often has infor-
mation about past interactions and psychosocial factors that
can aid clinicians in their assessment.HIPAA is often seen as a
barrier to data sharing but does allow sharing in emergencies.
Data can also be shared via business associate agreements or
by obtaining a patient’s consent. When protocols are devel-
oped, it is important that agencies and other entities reach
consensus regarding applicable state and federal laws and
seek input from stakeholders with lived experience so that
concerns about privacy and other potential negative conse-
quences of data sharing can be addressed.

At the system level, data are a powerful tool for quality
improvement and will be increasingly tied to financing as
alternative payment models evolve (91). However, very few
quality measurement standards exist for crisis services.
Some standard measures are used by crisis call centers (92),
and a measure set for crisis facilities has been proposed (93).
Reporting through SAMHSA’s Uniform Reporting System
may be expanded to include crisis metrics as a condition of
the new MHBG crisis services set-aside (84). In the mean-
time, communities can choose metrics that guide their sys-
tem toward common goals. For example, as shown in
Figure 1, the various system components report the per-
centage of patients stabilized without the need for a higher
level of care. Each of these measures is one facet of the
overarching goal of crisis stabilization in the least restrictive
setting possible.

Data can also be used to address health system disparities
and support racial equity in policing. Analyzing outcomes by
race, gender, socioeconomic status, and other demographic

characteristics can reveal inequities in key metrics, includ-
ing decisions about disposition and referrals, use of coercive
practices, diagnoses, and access to high-quality care. Dis-
parities in key law enforcement outcomes such as use of
force, arrest, and connection to care can reveal implicit bias
in policing (70). Openly and transparently sharing such data
with the public is an important step toward gaining trust and
implementing policies to address these problems.

Disparities, Inequities, and Racism
The treatment of a community’s most vulnerable members
plays an important role in building trust; thus, improving
responses to behavioral health emergencies is critical to
reform efforts. As communities across the country have
declared racism a public health crisis (94) and as social
movements such as Black Lives Matter have motivated ju-
risdictions to examine law enforcement’s role, addressing
racism in the crisis system is a challenge that many com-
munities are now poised to tackle.

Make an explicit commitment to racial equity. As commu-
nities are declaring racism a public health crisis, crisis pro-
viders, payers, and law enforcement departments can
explicitly commit to racial justice in their agency’s mission
or other foundational documents. This explicit commitment,
coupled with earnest adherence to it by the agencies’ lead-
erships, can help support the adoption of policies aimed at
improving racial equity. The Center for Policing Equity notes
that this commitment should also include policies that di-
rectly address discrimination and implement disciplinary
action, including dismissal, of officers who have engaged in
discriminatory behavior (95).

Conduct racial equity impact assessments. Jurisdictions
should engage in explicit self-reflective processes that center
racial equity as a goal and seek to identify policy and practice
improvements that can help achieve equity. Resources such
as the Racial Equity Toolkit from the Government Alliance
on Racial Equity (96) can help structure this process. As-
sessments should include data on race and ethnicity to en-
able stratified analyses of any disparities in policy outcomes
among individuals differing in race-ethnicity (97). Asking
questions about who might benefit from or be harmed by a
policy can help identify potentially racist policies or prac-
tices. For example, many observers have noted the potential
for harm and criminalization from well-intentioned policies
that send law enforcement to follow up with people after a
drug overdose. A racial equity assessment before imple-
mentation can illuminate the potential to increase disparities
or cause trauma and harm (98).

Support training of crisis system actors. Many communities
have taken steps to ensure that their health care workforce
understands how race, racial bias, and structural racism can
affect crisis system outcomes. Traditionally, this approach
has taken the form of training in cultural competency—the
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ability to understand the needs, values, and behaviors of
people from different cultures and to apply that under-
standing to improve care. The evidence base for this ap-
proach is mixed, with more support for positive impact on
knowledge and skills of medical professionals than on clin-
ical care or health outcomes (99).

In recent years, researchers have argued that the concept
of cultural competency is insufficient to produce system
change or improve clinical care (100) and advocate instead
for training that increases a clinician’s ability to be struc-
turally competent and culturally humble. Structural com-
petency is an understanding of how social, economic, and
political structures (e.g., inequitable access to good-quality
housing and living in neighborhoods with disproportionate
incarceration rates) influence health outcomes (100), and
cultural humility is the state of being open and curious about
other cultures while continually examining the impact of
one’s own culture and biases (101) on one’s interactions with
others. These concepts may not only help medical profes-
sional address interpersonal bias but also encourage advo-
cacy for policy reforms that address social determinants of
health inequities such as structural racism (102).

Similarly, law enforcement agencies have increasingly
adopted implicit bias training. Its goal is to make police of-
ficers aware of their own unconscious racial biases (e.g.,
association of Black people with criminality) and their po-
tential impact on behavior (e.g., use of force and decision to
stop a motorist). Studies of the effectiveness of implicit bias
training have yielded mixed evidence, with more support for
the idea that such training can increase officers’ under-
standing of their own biases and their impact on behavior
and less evidence indicating that training actually changes
behavior (103).

Invest in community-led and -operated crisis supports and
“health-first” responses. Crisis services should be tailored
such that they add value to the community they serve. For
example, crisis provider organizations located in and led by
people from communities of color may reduce barriers to
accessing care, such as a mistrust of health care systems. Such
investments can also serve as a source of economic support
for communities of color that have a history of economic
disinvestment and higher rates of poverty, which can worsen
health outcomes. Tools such as the Self-Assessment for
Modification of Anti-Racism Tool developed by the American
Association for Community Psychiatry can help crisis care
providers adopt clinical best practices for antiracist mental
health care whose goals include increased awareness of racial
discrimination, racial profiling, microaggressions, and racism;
assessments adapted to the real needs of Black individuals; a
person-centered approach to medications; and a treatment
approach that addresses the needs and issues arising from
racism experienced by Black individuals (104, 105).

Communities of color are increasingly advocating for
health-first or health-only crisis responses similar to CA-
HOOTS and other MCT models. When governments listen

to and act on these calls, they acknowledge the capacity of
communities to articulate what they need to improve the
health of their own residents. As these programs spread, it is
imperative to examine the outcomes of health care (e.g., ED
use and connection to ongoing care) and criminal justice
(e.g., rate of law enforcement involvement as backup and use
of force) by race and other key demographic characteristics
to ensure that these initiatives are having an equitable
impact.

CONCLUSIONS

Both health care systems and law enforcement agencies
must adopt systems approaches to serving individuals in
crisis that strive toward a common goal of connecting people
to care in the least restrictive setting, while minimizing law
enforcement involvement and ensuring the safety of the
individual in crisis, care providers, and the public. Stake-
holders will need to collaborate closely to ensure adequate
planning, financing, accountability, data collection, and
oversight, including ongoing assessment of racial bias and
health inequities. Successful solutions have the potential to
improve health outcomes for individuals in crisis, increase
public safety by reducing demand on police, build commu-
nity trust, and reduce costs across health care and criminal
justice systems. With growing support for meaningful
change in these complex systems, every effort should be
made to seize the moment and improve the accessibility,
quality, and equity of behavioral health crisis care in our
communities.

AUTHOR AND ARTICLE INFORMATION

Connections Health Solutions, Tucson, Arizona (Balfour); Department of
Psychiatry, University of Arizona, Tucson (Balfour); public sector con-
sultant, Carolina Beach, North Carolina (Hahn Stephenson); Council of
State Governments Justice Center, New York City (Delany-Brumsey);
Tucson Police Department, Tucson, Arizona (Winsky); San Francisco
Department of Public Health, San Francisco (Goldman); Department of
Psychiatry and Behavioral Sciences, University of California, San Fran-
cisco, San Francisco (Goldman). Send correspondence to Dr. Balfour
(margie.balfour@connectionshs.com).

The authors report no financial relationships with commercial interests.

Received September 20, 2020; revisions received May 5 and August 8,
2021; accepted August 20, 2021; published online October 20, 2021.

REFERENCES
1. Wan W: The coronavirus pandemic is pushing America into a

mental health crisis. Washington Post, 2020. https://www.
washingtonpost.com/health/2020/05/04/mental-health-coronavirus

2. Noguchi Y: Flood of calls and texts to crisis hotlines reflects
Americans’ rising anxiety. NPR, 2020. https://www.npr.org/sections/
health-shots/2020/05/04/847841791/flood-of-calls-and-texts-to-
crisis-hotlines-reflects-americans-rising-anxiety

3. Gasior M: Policing the Mentally Ill: How Changes in Tactic and
Best Practices Impact Your Department. Orlando, FL, Power-
DMS, 2020. https://www.powerdms.com/policy-learning-center/
policing-the-mentally-ill

4. Saleh AZ, Appelbaum PS, Liu X, et al: Deaths of people with
mental illness during interactions with law enforcement. Int J
Law Psychiatry 2018; 58:110–116

666 ps.psychiatryonline.org Psychiatric Services 73:6, June 2022

COLLABORATIVE APPROACHES TO RESPONDING TO BEHAVIORAL HEALTH EMERGENCIES

mailto:margie.balfour@connectionshs.com
https://www.washingtonpost.com/health/2020/05/04/mental-health-coronavirus
https://www.washingtonpost.com/health/2020/05/04/mental-health-coronavirus
https://www.npr.org/sections/health-shots/2020/05/04/847841791/flood-of-calls-and-texts-to-crisis-hotlines-reflects-americans-rising-anxiety
https://www.npr.org/sections/health-shots/2020/05/04/847841791/flood-of-calls-and-texts-to-crisis-hotlines-reflects-americans-rising-anxiety
https://www.npr.org/sections/health-shots/2020/05/04/847841791/flood-of-calls-and-texts-to-crisis-hotlines-reflects-americans-rising-anxiety
https://www.powerdms.com/policy-learning-center/policing-the-mentally-ill
https://www.powerdms.com/policy-learning-center/policing-the-mentally-ill
http://ps.psychiatryonline.org


5. Steadman HJ, Osher FC, Robbins PC, et al: Prevalence of serious
mental illness among jail inmates. Psychiatr Serv 2009; 60:
761–765

6. Glaze LE, James DJ: Mental Health Problems of Prison and Jail
Inmates. Washington DC, US Department of Justice, Office of
Justice Programs, 2006. https://bjs.ojp.gov/content/pub/pdf/
mhppji.pdf

7. The Treatment of Persons With Mental Illness in Prisons and
Jails: A State Survey. Arlington, VA, Treatment Advocacy Center
and National Sheriffs’ Association, 2014. http://tacreports.
nonprofitsoapbox.com/storage/documents/treatment-behind-bars/
treatment-behind-bars.pdf

8. Dumont DM, Brockmann B, Dickman S, et al: Public health and
the epidemic of incarceration. Annu Rev Public Health 2012; 33:
325–339

9. The Office of National Drug Control Policy. Washington, DC, The
White House, n.d. https://www.whitehouse.gov/ondcp

10. Greenberg G, Rosenheck R: Jail incarceration, homelessness,
and mental health: a national study. Psychiatr Serv 2008; 50:
170–177

11. Peterson R: Re-Arrests of Homeless Defendants in New York
City. New York, New York City Criminal Justice Agency, 2016.
https://www.nycja.org/assets/ResearchBrief39.pdf

12. Runners R: The Role and Impact of Law Enforcement in Trans-
porting Individuals With Severe Mental Illness. Arlington, VA,
Treatment Advocacy Center, 2019. https://www.treatmentadvo-
cacycenter.org/road-runners

13. Wildeman C, Wang EA: Mass incarceration, public health, and
widening inequality in the USA. Lancet 2017; 389:1464–1474

14. 2015 National Healthcare Quality and Disparities Report.
Rockville, MD, Agency for Healthcare Research and Quality,
2016. https://archive.ahrq.gov/research/findings/nhqrdr/nhqdr15/
2015nhqdr.pdf

15. Deorle v Rutherford. Find Law for Legal Professionals. 2020.
https://www.caselaw.findlaw.com/us-9th-circuit/1453464.html

16. Usher L: Saving Lives, Changing Communities. Arlington, VA,
National Alliance on Mental Illness, 2014. https://www.nami.org/
About-NAMI/NAMI-News/2013/Saving-Lives-Changing-Communities.
Accessed Sep 23, 2021

17. Usher L, Watson AC, Bruno, R, et al: Crisis Intervention Team
(CIT) Programs: A Best Practice Guide for Transforming
Community Responses to Mental Health Crises. Memphis,
CIT International, 2019. https://www.citinternational.org/
resources/Best%20Practice%20Guide/CIT%20Guide%20Interactive%
20Web%20Version%20Final.pdf

18. Watson AC, Compton MT, Pope LG: Crisis Response Services for
People With Mental Illnesses or Intellectual and Developmental
Disabilities: A Review of the Literature on Police-Based and Other
First Response Models. Vera, NY, Vera Institute of Justice, 2019.
https://www.vera.org/downloads/publications/crisis-response-
services-for-people-with-mental-illnesses-or-intellectual-and-
developmental-disabilities.pdf

19. Compton MT, Bakeman R, Broussard B, et al: The police-based
crisis intervention team (CIT) model: I. effects on officers’
knowledge, attitudes, and skills. Psychiatr Serv 2014; 65:
517–522

20. Compton MT, Bakeman R, Broussard B, et al: The police-based
crisis intervention team (CIT) model: II. effects on level of force
and resolution, referral, and arrest. Psychiatr Serv 2014; 65:
523–529

21. Angell B, Morabito MS, Kerr AN, et al: Crisis intervention teams
and people with mental illness: exploring. Crime Delinq 2012; 58:
57–77

22. Watson AC, Ottati VC, Draine J, et al: CIT in context: the
impact of mental health resource availability and district sat-
uration on call dispositions. Int J Law Psychiatry 2011; 34:
287–294

23. Watson AC, Ottati VC, Morabito M, et al: Outcomes of police
contacts with persons with mental illness: the impact of CIT.
Adm Policy Ment Health 2010; 37:302–317

24. Kubiak S, Comartin E, Milanovic E, et al: Countywide imple-
mentation of crisis intervention teams: multiple methods,
measures and sustained outcomes. Behav Sci Law 2017; 35:
456–469

25. Cowell AJ, Broner N, Dupont R: The cost-effectiveness of crim-
inal justice diversion programs for people with serious mental
illness co-occurring with substance abuse: four case studies.
J Contemp Crim Justice 2004; 20:292–314

26. El-Mallakh PL, Kiran K, El-Mallakh RS: Costs and savings asso-
ciated with implementation of a police crisis intervention team.
South Med J 2014; 107:391–395

27. Compton MT, Bakeman R, Broussard B, et al: Police officers’
volunteering for (rather than being assigned to) Crisis Interven-
tion Team (CIT) training: evidence for a beneficial self-selection
effect. Behav Sci Law 2017; 35:470–479

28. Steadman HJ, Deane MW, Borum R, et al: Comparing outcomes
of major models of police responses to mental health emergen-
cies. Psychiatr Serv 2000; 51:645–649

29. Mental Health First Aid or CIT: What Should Law Enforcement
Do? Salt Lake City, CIT International, 2015. https://www.perma.
cc/9TPC-DMHS

30. Dupont R, Cochran S, Pillsbury S: Crisis Intervention Team Core
Elements. Memphis, University of Memphis, Department of
Criminology and Criminal Justice CIT Center, 2007. http://cit.
memphis.edu/pdf/CoreElements.pdf

31. Casanova S: Tucson solutions: officers try to break stigma, offer
help to drug users. Arizona Daily Star 2021. https://www.tucson.
com/r/news/local/tucson-solutions-officers-try-to-break-stigma-
offer-help-to-drug-users/article_40206ca0-98df-11eb-bf32-
67677a35b613.html

32. Casanova S: Tucson solutions: police visit patients, offer rides to
mental health treatment. Arizona Daily Star 2021. https://www.
tucson.com/news/local/tucson-solutions-police-visit-patients-
offer-rides-to-mental-health-treatment/article_40227ed2-98df-
11eb-bf33-972a0e348420.html. Accessed Sep 23, 2021

33. Casanova S: Tucson solutions: outreach officers treat homeless-
ness as a symptom, not a crime. Arizona Daily Star 2021. https://
www.tucson.com/r/news/local/tucson-solutions-outreach-offi-
cers-treat-homelessness-as-a-symptom-not-a-crime/article_
401aa4f0-98df-11eb-bf30-3f9a44450485.html. Accessed Sep
23, 2021

34. King DA, O’Riley AA, Thompson C, et al: Age-related concerns of
male veteran callers to a suicide crisis line. Arch Suicide Res 2014;
18:445–452

35. FCC Designates ‘988’ as 3-Digit Number for National Suicide
Prevention Hotline. Washington, DC, Federal Communications
Commission, 2020. https://docs.fcc.gov/public/attachments/
DOC-365563A1.pdf

36. Gould MS, Kalafat J, Harrismunfakh JL, et al: An evaluation of
crisis hotline outcomes. Part 2: suicidal callers. Suicide Life
Threat Behav 2007; 37:338–352

37. Kalafat J, Gould MS, Munfakh JLH, et al: An evaluation of crisis
hotline outcomes. Part 1: nonsuicidal crisis callers. Suicide Life
Threat Behav 2007; 37:322–337

38. Gould MS, Lake AM, Munfakh JLH, et al: Helping callers to the
national suicide prevention lifeline who are at imminent risk of
suicide: evaluation of caller risk profiles and interventions
implemented. Suicide Life Threat Behav 2016; 46:172–190

39. Gould MS, Cross W, Pisani AR, et al: Impact of applied suicide
intervention skills training on the national suicide prevention
lifeline. Suicide Life Threat Behav 2013; 43:676–691

40. Crisis Assistance Helping Out on the Streets (CAHOOTS) Media
Guide. Eugene, OR, White Bird, 2020. https://www.white-
birdclinic.org/wp-content/uploads/2020/07/CAHOOTS-Media.pdf

Psychiatric Services 73:6, June 2022 ps.psychiatryonline.org 667

BALFOUR ET AL.

https://bjs.ojp.gov/content/pub/pdf/mhppji.pdf
https://bjs.ojp.gov/content/pub/pdf/mhppji.pdf
http://tacreports.nonprofitsoapbox.com/storage/documents/treatment-behind-bars/treatment-behind-bars.pdf
http://tacreports.nonprofitsoapbox.com/storage/documents/treatment-behind-bars/treatment-behind-bars.pdf
http://tacreports.nonprofitsoapbox.com/storage/documents/treatment-behind-bars/treatment-behind-bars.pdf
https://www.whitehouse.gov/ondcp
https://www.nycja.org/assets/ResearchBrief39.pdf
https://www.treatmentadvocacycenter.org/road-runners
https://www.treatmentadvocacycenter.org/road-runners
https://archive.ahrq.gov/research/findings/nhqrdr/nhqdr15/2015nhqdr.pdf
https://archive.ahrq.gov/research/findings/nhqrdr/nhqdr15/2015nhqdr.pdf
https://www.caselaw.findlaw.com/us-9th-circuit/1453464.html
https://www.nami.org/About-NAMI/NAMI-News/2013/Saving-Lives-Changing-Communities
https://www.nami.org/About-NAMI/NAMI-News/2013/Saving-Lives-Changing-Communities
https://www.citinternational.org/resources/Best%20Practice%20Guide/CIT%20Guide%20Interactive%20Web%20Version%20Final.pdf
https://www.citinternational.org/resources/Best%20Practice%20Guide/CIT%20Guide%20Interactive%20Web%20Version%20Final.pdf
https://www.citinternational.org/resources/Best%20Practice%20Guide/CIT%20Guide%20Interactive%20Web%20Version%20Final.pdf
https://www.vera.org/downloads/publications/crisis-response-services-for-people-with-mental-illnesses-or-intellectual-and-developmental-disabilities.pdf
https://www.vera.org/downloads/publications/crisis-response-services-for-people-with-mental-illnesses-or-intellectual-and-developmental-disabilities.pdf
https://www.vera.org/downloads/publications/crisis-response-services-for-people-with-mental-illnesses-or-intellectual-and-developmental-disabilities.pdf
https://www.perma.cc/9TPC-DMHS
https://www.perma.cc/9TPC-DMHS
http://cit.memphis.edu/pdf/CoreElements.pdf
http://cit.memphis.edu/pdf/CoreElements.pdf
https://www.tucson.com/r/news/local/tucson-solutions-officers-try-to-break-stigma-offer-help-to-drug-users/article_40206ca0-98df-11eb-bf32-67677a35b613.html
https://www.tucson.com/r/news/local/tucson-solutions-officers-try-to-break-stigma-offer-help-to-drug-users/article_40206ca0-98df-11eb-bf32-67677a35b613.html
https://www.tucson.com/r/news/local/tucson-solutions-officers-try-to-break-stigma-offer-help-to-drug-users/article_40206ca0-98df-11eb-bf32-67677a35b613.html
https://www.tucson.com/r/news/local/tucson-solutions-officers-try-to-break-stigma-offer-help-to-drug-users/article_40206ca0-98df-11eb-bf32-67677a35b613.html
https://www.tucson.com/news/local/tucson-solutions-police-visit-patients-offer-rides-to-mental-health-treatment/article_40227ed2-98df-11eb-bf33-972a0e348420.html
https://www.tucson.com/news/local/tucson-solutions-police-visit-patients-offer-rides-to-mental-health-treatment/article_40227ed2-98df-11eb-bf33-972a0e348420.html
https://www.tucson.com/news/local/tucson-solutions-police-visit-patients-offer-rides-to-mental-health-treatment/article_40227ed2-98df-11eb-bf33-972a0e348420.html
https://www.tucson.com/news/local/tucson-solutions-police-visit-patients-offer-rides-to-mental-health-treatment/article_40227ed2-98df-11eb-bf33-972a0e348420.html
https://www.tucson.com/r/news/local/tucson-solutions-outreach-officers-treat-homelessness-as-a-symptom-not-a-crime/article_401aa4f0-98df-11eb-bf30-3f9a44450485.html
https://www.tucson.com/r/news/local/tucson-solutions-outreach-officers-treat-homelessness-as-a-symptom-not-a-crime/article_401aa4f0-98df-11eb-bf30-3f9a44450485.html
https://www.tucson.com/r/news/local/tucson-solutions-outreach-officers-treat-homelessness-as-a-symptom-not-a-crime/article_401aa4f0-98df-11eb-bf30-3f9a44450485.html
https://www.tucson.com/r/news/local/tucson-solutions-outreach-officers-treat-homelessness-as-a-symptom-not-a-crime/article_401aa4f0-98df-11eb-bf30-3f9a44450485.html
https://docs.fcc.gov/public/attachments/DOC-365563A1.pdf
https://docs.fcc.gov/public/attachments/DOC-365563A1.pdf
https://www.whitebirdclinic.org/wp-content/uploads/2020/07/CAHOOTS-Media.pdf
https://www.whitebirdclinic.org/wp-content/uploads/2020/07/CAHOOTS-Media.pdf
http://ps.psychiatryonline.org


41. Reding GR, Raphelson M: Around-the-clock mobile psychiatric
crisis intervention: another effective alternative to psychiatric
hospitalization. Community Ment Health J 1995; 31:179–187

42. Balfour ME, Carson CA, Williamson R: Alternatives to the
emergency department. Psychiatr Serv 2017; 68:306

43. Deschietere G: Mobility in psychiatry, an alternative to forced
hospitalization? Psychiatr Danub 2018; 30(suppl 7):495–497

44. Scott RL: Evaluation of a mobile crisis program: effectiveness,
efficiency, and consumer satisfaction. Psychiatr Serv 2000; 51:
1153–1156

45. Guo S, Biegel DE, Johnsen JA, et al: Assessing the impact of
community-based mobile crisis services on preventing hospitali-
zation. Psychiatr Serv 2001; 52:223–228

46. Fendrich M, Ives M, Kurz B, et al: Impact of mobile crisis services
on emergency department use among youths with behavioral
health service needs. Psychiatr Serv 2019; 70:881–887

47. Law Enforcement–Mental Health Learning Sites. New York,
Council of State Governments Justice Center. https://csgjustice-
center.org/projects/police-mental-health-collaboration-pmhc/
law-enforcement-mental-health-learning-sites. Accessed Sep 23,
2021

48. Boscarato K, Lee S, Kroschel J, et al: Consumer experience of
formal crisis-response services and preferred methods of crisis
intervention. Int J Ment Health Nurs 2014; 23:287–295

49. Lamanna D, Shapiro GK, Kirst M, et al: Co-responding police-
mental health programmes: service user experiences and outcomes
in a large urban centre. Int J Ment Health Nurs 2018; 27:891–900

50. Shapiro GK, Cusi A, Kirst M, et al: Co-responding police-mental
health programs: a review. Adm Policy Ment Health 2015; 42:
606–620

51. Zeller S: emPATH Units as a Solution for ED Psychiatric Patient
Boarding. New York, Psychiatry Advisor, 2017. https://www.
psychiatryadvisor.com/home/practice-management/empath-
units-as-a-solution-for-ed-psychiatric-patient-boarding. Accessed
Sep 23, 2021

52. SAFE-T Pocket Card: Suicide Assessment Five-Step Evaluation
and Triage for Clinicians. HHS Pub No (SMA) 09-4432. Rockville,
MD, Substance Abuse and Mental Health Services Administration,
2009. https://www.store.samhsa.gov/product/SAFE-T-Pocket-Card-
Suicide-Assessment-Five-Step-Evaluation-and-Triage-for-Clinicians/
sma09-4432. Accessed Sep 23, 2021

53. Holloman GH Jr, Zeller SL: Overview of Project BETA: best
practices in evaluation and treatment of agitation. West J Emerg
Med 2012; 13:1–2

54. Little-Upah P, Carson C, Williamson R, et al: The Banner psy-
chiatric center: a model for providing psychiatric crisis care to the
community while easing behavioral health holds in emergency
departments. Perm J 2013; 17:45–49

55. Zeller S, Calma N, Stone A: Effects of a dedicated regional psy-
chiatric emergency service on boarding of psychiatric patients in
area emergency departments. West J Emerg Med 2014; 15:1–6

56. Steadman HJ, Stainbrook KA, Griffin P, et al: A specialized crisis
response site as a core element of police-based diversion pro-
grams. Psychiatr Serv 2001; 52:219–222

57. Crisis Services Task Force: Crisis Now: Transforming Services Is
Within Our Reach. Washington, DC, National Action Alliance for
Suicide Prevention, 2016. https://www.theactionalliance.org/
sites/default/files/inline-files/CrisisNow%5B1%5D.pdf

58. Bruffaerts R, Sabbe M, Demyttenaere K: Predicting community
tenure in patients with recurrent utilization of a psychiatric
emergency service. Gen Hosp Psychiatry 2005; 27:269–274

59. McCullumsmith C, Clark B, Blair C, et al: Rapid follow-up for
patients after psychiatric crisis. Community Ment Health J 2015;
51:139–144

60. Vigod SN, Kurdyak PA, Dennis C-L, et al: Transitional interven-
tions to reduce early psychiatric readmissions in adults: system-
atic review. Br J Psychiatry 2013; 202:187–194

61. Shand F, Woodward A, McGill K, et al: Evidence Check: Suicide
Aftercare Services. Glebe, Australia, Sax Institute, 2019. https://
www.saxinstitute.org.au/wp-content/uploads/2019_Suicide-
Aftercare-Services-Report.pdf

62. Hegedüs A, Kozel B, Richter D, et al: Effectiveness of transitional
interventions in improving patient outcomes and service use after
discharge from psychiatric inpatient care: a systematic review and
meta-analysis. Front Psychiatry 2020; 10:969

63. Richardson JS, Mark TL, McKeon R: The return on investment of
postdischarge follow-up calls for suicidal ideation or deliberate
self-harm. Psychiatr Serv 2014; 65:1012–1019

64. Balfour ME, Hahn Stephenson A, Winsky J, et al: Cops, Cli-
nicians, or Both? Collaborative Approaches to Responding to
Behavioral Health Emergencies. Alexandria, VA, National
Association of State Mental Health Program Directors, 2020.
https://www.nasmhpd.org/sites/default/files/2020paper11.
pdf

65. National Guidelines for Behavioral Health Crisis Care—Best
Practice Toolkit. Rockville, MD, Substance Abuse and Mental
Health Services Administration, 2020. https://www.samhsa.gov/
sites/default/files/national-guidelines-for-behavioral-health-crisis-
care-02242020.pdf

66. Roadmap to the Ideal Crisis System: Essential Elements,
Measurable Standards and Best Practices for Behavioral
Health Crisis Response. Washington, DC, National Council for
Behavioral Health, 2021. https://www.thenationalcouncil.org/
wp-content/uploads/2021/03/031121_GAP_Crisis-Report_
Final.pdf

67. Munetz MR, Griffin PA: Use of the sequential intercept model as
an approach to decriminalization of people with serious mental
illness. Psychiatr Serv 2006; 57:544–549

68. Bonfine N, Nadler N: The perceived impact of sequential inter-
cept mapping on communities collaborating to address adults
with mental illness in the criminal justice system. Adm Policy
Ment Health 2019; 46:569–579

69. One Mind Campaign—Improving Police Response to Persons
Affected by Mental Illnesses. Alexandria, VA, International
Association of Chiefs of Police, n.d. https://www.theiacp.org/
projects/one-mind-campaign. Accessed Sep 23, 2021

70. Police–Mental Health Collaborations: A Framework for Implementing
Effective Law Enforcement Responses for PeopleWho HaveMental
Health Needs. New York, Council of State Governments Justice
Center, 2019. https://csgjusticecenter.org/wp-content/uploads/
2020/02/Police-Mental-Health-Collaborations-Framework.pdf

71. Bengelsdorf H, Levy LE, Emerson RL, et al: A crisis triage rating
scale. Brief dispositional assessment of patients at risk for hos-
pitalization. J Nerv Ment Dis 1984; 172:424–430

72. Crisis Stabilization Claims Analysis: Technical Report. St
Paul, Wilder Research, 2013. https://www.wilder.org/sites/
default/files/imports/Crisis_stabilization_technical_report_4-13.
pdf

73. Lamb HR, Weinberger LE, DeCuir WJ Jr: The police and mental
health. Psychiatr Serv 2002; 53:1266–1271

74. Balfour ME, Winsky JM, Isely JM: The Tucson Mental Health
Investigative Support Team (MHIST) model: a preventive ap-
proach to crisis and public safety. Psychiatr Serv 2017; 68:
211–212

75. Business Case: The Crisis Now Model. Alexandria, VA, National
Association of State Mental Health Program Directors, 2018.
https://www.crisisnow.com/wp-content/uploads/2020/02/CrisisNow-
BusinessCase.pdf

76. Tools. Alexandria, VA, National Association of State Mental
Health Program Directors, n.d. https://www.crisisnow.com/
tools

77. Suicide Attempt Survivors Task Force: The Way Forward: Path-
ways to Hope, Recovery, and Wellness With Insights From Lived
Experience. Washington, DC, National Action Alliance for Suicide

668 ps.psychiatryonline.org Psychiatric Services 73:6, June 2022

COLLABORATIVE APPROACHES TO RESPONDING TO BEHAVIORAL HEALTH EMERGENCIES

https://csgjusticecenter.org/projects/police-mental-health-collaboration-pmhc/law-enforcement-mental-health-learning-sites
https://csgjusticecenter.org/projects/police-mental-health-collaboration-pmhc/law-enforcement-mental-health-learning-sites
https://csgjusticecenter.org/projects/police-mental-health-collaboration-pmhc/law-enforcement-mental-health-learning-sites
https://www.psychiatryadvisor.com/home/practice-management/empath-units-as-a-solution-for-ed-psychiatric-patient-boarding
https://www.psychiatryadvisor.com/home/practice-management/empath-units-as-a-solution-for-ed-psychiatric-patient-boarding
https://www.psychiatryadvisor.com/home/practice-management/empath-units-as-a-solution-for-ed-psychiatric-patient-boarding
https://www.store.samhsa.gov/product/SAFE-T-Pocket-Card-Suicide-Assessment-Five-Step-Evaluation-and-Triage-for-Clinicians/sma09-4432
https://www.store.samhsa.gov/product/SAFE-T-Pocket-Card-Suicide-Assessment-Five-Step-Evaluation-and-Triage-for-Clinicians/sma09-4432
https://www.store.samhsa.gov/product/SAFE-T-Pocket-Card-Suicide-Assessment-Five-Step-Evaluation-and-Triage-for-Clinicians/sma09-4432
https://www.theactionalliance.org/sites/default/files/inline-files/CrisisNow%5B1%5D.pdf
https://www.theactionalliance.org/sites/default/files/inline-files/CrisisNow%5B1%5D.pdf
https://www.saxinstitute.org.au/wp-content/uploads/2019_Suicide-Aftercare-Services-Report.pdf
https://www.saxinstitute.org.au/wp-content/uploads/2019_Suicide-Aftercare-Services-Report.pdf
https://www.saxinstitute.org.au/wp-content/uploads/2019_Suicide-Aftercare-Services-Report.pdf
https://www.nasmhpd.org/sites/default/files/2020paper11.pdf
https://www.nasmhpd.org/sites/default/files/2020paper11.pdf
https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf
https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf
https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/03/031121_GAP_Crisis-Report_Final.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/03/031121_GAP_Crisis-Report_Final.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2021/03/031121_GAP_Crisis-Report_Final.pdf
https://www.theiacp.org/projects/one-mind-campaign
https://www.theiacp.org/projects/one-mind-campaign
https://csgjusticecenter.org/wp-content/uploads/2020/02/Police-Mental-Health-Collaborations-Framework.pdf
https://csgjusticecenter.org/wp-content/uploads/2020/02/Police-Mental-Health-Collaborations-Framework.pdf
https://www.wilder.org/sites/default/files/imports/Crisis_stabilization_technical_report_4-13.pdf
https://www.wilder.org/sites/default/files/imports/Crisis_stabilization_technical_report_4-13.pdf
https://www.wilder.org/sites/default/files/imports/Crisis_stabilization_technical_report_4-13.pdf
https://www.crisisnow.com/wp-content/uploads/2020/02/CrisisNow-BusinessCase.pdf
https://www.crisisnow.com/wp-content/uploads/2020/02/CrisisNow-BusinessCase.pdf
https://www.crisisnow.com/tools
https://www.crisisnow.com/tools
http://ps.psychiatryonline.org


Prevention, 2014. https://www.theactionalliance.org/sites/default/
files/the-way-forward-final-2014-07-01.pdf

78. Stepping Up Initiative: The Stepping Up Initiative. Washington,
DC, 2015. https://www.stepuptogether.org

79. Shaw R: Financing Mental Health Crisis Services. Alexandria, VA,
National Association of State Mental Health Program Directors,
2020. https://www.nasmhpd.org/sites/default/files/2020paper7.
pdf

80. Substance Abuse and Mental Health Block Grants. Rockville, MD,
Substance Abuse and Mental Health Services Administration,
2014. https://www.samhsa.gov/grants/block-grants. Accessed Sep
23, 2021

81. HR1319—117th Congress (2021–2022): American Rescue Plan Act
of 2021. Washington, DC, 2021. https://www.congress.gov/bill/
117th-congress/house-bill/1319/text. Accessed Sep 23, 2021

82. Crisis Services: Effectiveness, Cost Effectiveness, and Funding
Strategies. Rockville, MD, Substance Abuse and Mental Health
Services Administration, 2014. https://store.samhsa.gov/product/
Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-
Strategies/sma14-4848. Accessed Sep 23, 2021

83. Bachrach D, Guyer J, Meier S, et al: Enabling Sustainable In-
vestment in Social Interventions: A Review of Medicaid Managed
Care Rate-Setting Tools. New York, Commonwealth Fund, 2018.
https://www.commonwealthfund.org/publications/fund-reports/
2018/jan/enabling-sustainable-investment-social-interventions-
review. Accessed Sep 23, 2021

84. Hogan MF, Goldman ML: New opportunities to improve mental
health crisis systems. Psychiatr Serv 2021; 72:169–173

85. Emergency Triage, Treat, and Transport (ET3) Model. Baltimore,
Centers for Medicare and Medicaid Services, 2020. https://www.
innovation.cms.gov/innovation-models/et3. Accessed Sep 23,
2021

86. Interdepartmental Serious Mental Illness Coordinating Commit-
tee: The Way Forward: Federal Action for a System That Works
for All People Living With SMI and SED and Their Families and
Caregivers. Rockville, MD, Substance Abuse and Mental Health
Services Administration, 2017. https://store.samhsa.gov/sites/
default/files/d7/priv/pep17-ismicc-rtc.pdf

87. Parks J, DeSorento L: A Compelling Argument for Facilitating
the Equitable Use of Generally Accepted Standards of Care.
Washington, DC, National Council for Behavioral Health, 2020.
https://www.thenationalcouncil.org/wp-content/uploads/
2020/02/021020_NCBH_WitParityToolkit_v8.pdf?daf
5375ateTbd56

88. Dailey L, Gray M, Johnson B, et al: Grading the States: An Analysis of
Involuntary Psychiatric Treatment Laws. Arlington, VA, Treatment
Advocacy Center, 2018. https://www.treatmentadvocacycenter.org/
storage/documents/grading-the-states.pdf

89. Lee G, Cohen D: Incidences of involuntary psychiatric detentions
in 25 US states. Psychiatr Serv 2021; 72:61–68

90. Goldman ML, Balasuriya L, Swartz MS: Patients’ civil liberties:
improving policies while keeping the patient at the center. Psy-
chiatr Serv 2021; 72:1–2

91. Balfour ME, Zinn TE, Cason K, et al: Provider-payer partnerships
as an engine for continuous quality improvement. Psychiatr Serv
2018; 69:623–625

92. Wireline Competition Bureau, Office of Economics and Analytics:
Report on the National Suicide Hotline Improvement Act of 2018.
Washington, DC, Federal Communications Commission, 2019.
https://docs.fcc.gov/public/attachments/DOC-359095A1.pdf

93. Balfour ME, Tanner K, Jurica PJ, et al: Crisis Reliability Indica-
tors Supporting Emergency Services (CRISES): a framework for
developing performance measures for behavioral health crisis and
psychiatric emergency programs. Community Ment Health J
2016; 52:1–9

94. Racism is a Public Health Crisis. Washington, DC, American
Public Health Association, 2020. https://www.apha.org/topics-
and-issues/health-equity/racism-and-health/racism-declarations.
Accessed Sep 23, 2021

95. Buchanan AS, Rau H, Mulligan K, et al: White Supremacy in
Policing: How Law Enforcement Agencies Can Respond. New
Haven, CT, Center for Policing Equity, 2020. https://www.
policingequity.org/images/pdfs-doc/CPE-WhiteSupremacy.pdf

96. Nelson J, Brooks L: Racial Equity Toolkit: An Opportunity to
Operationalize Equity. Government Alliance on Race and Equity.
https://racialequityalliance.org/wp-content/uploads/2015/10/GARE-
Racial_Equity_Toolkit.pdf

97. Institute of Medicine (US) Subcommittee on Standardized Col-
lection of Race/Ethnicity Data for Healthcare Quality Improve-
ment: Race, Ethnicity, and Language Data: Standardization for
Health Care. Washington, DC, National Academies Press, 2009.
https://pubmed.ncbi.nlm.nih.gov/25032349

98. Kunins HV: Structural racism and the opioid overdose epidemic:
the need for antiracist public health practice. J Public Health
Manag Pract 2020; 26:201–205

99. Jongen C, McCalman J, Bainbridge R: Health workforce cultural
competency interventions: a systematic scoping review. BMC
Health Serv Res 2018; 18:232

100. Hansen H, Braslow J, Rohrbaugh RM: From cultural to structural
competency—training psychiatry residents to act on social determinants
of health and institutional racism. JAMA Psychiatry 2018; 75:117–118

101. Yeager KA, Bauer-Wu S: Cultural humility: essential foundation
for clinical researchers. Appl Nurs Res 2013; 26:251–256

102. Bailey ZD, Krieger N, Agénor M, et al: Structural racism and
health inequities in the USA: evidence and interventions. Lancet
2017; 389:1453–1463

103. Report F: Learning to Build Police-Community Trust. Wash-
ington, DC, Urban Institute, 2019. https://www.urban.org/re-
search/publication/learning-build-police-community-trust/view/
full_report. Accessed Sep 23, 2021

104. Cénat JM: How to provide anti-racist mental health care. Lancet
Psychiatry 2020; 7:929–931

105. Talley RM, Shoyinka S, Minkoff K: The Self-assessment for
Modification of Anti-Racism Tool (SMART): addressing struc-
tural racism in community behavioral health. Community Ment
Health J 2021; 57:1208–1213

Psychiatric Services 73:6, June 2022 ps.psychiatryonline.org 669

BALFOUR ET AL.

https://www.theactionalliance.org/sites/default/files/the-way-forward-final-2014-07-01.pdf
https://www.theactionalliance.org/sites/default/files/the-way-forward-final-2014-07-01.pdf
https://www.stepuptogether.org
https://www.nasmhpd.org/sites/default/files/2020paper7.pdf
https://www.nasmhpd.org/sites/default/files/2020paper7.pdf
https://www.samhsa.gov/grants/block-grants
https://www.congress.gov/bill/117th-congress/house-bill/1319/text
https://www.congress.gov/bill/117th-congress/house-bill/1319/text
https://store.samhsa.gov/product/Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-Strategies/sma14-4848
https://store.samhsa.gov/product/Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-Strategies/sma14-4848
https://store.samhsa.gov/product/Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-Strategies/sma14-4848
https://www.commonwealthfund.org/publications/fund-reports/2018/jan/enabling-sustainable-investment-social-interventions-review
https://www.commonwealthfund.org/publications/fund-reports/2018/jan/enabling-sustainable-investment-social-interventions-review
https://www.commonwealthfund.org/publications/fund-reports/2018/jan/enabling-sustainable-investment-social-interventions-review
https://www.innovation.cms.gov/innovation-models/et3
https://www.innovation.cms.gov/innovation-models/et3
https://store.samhsa.gov/sites/default/files/d7/priv/pep17-ismicc-rtc.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/pep17-ismicc-rtc.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2020/02/021020_NCBH_WitParityToolkit_v8.pdf?daf=375ateTbd56
https://www.thenationalcouncil.org/wp-content/uploads/2020/02/021020_NCBH_WitParityToolkit_v8.pdf?daf=375ateTbd56
https://www.thenationalcouncil.org/wp-content/uploads/2020/02/021020_NCBH_WitParityToolkit_v8.pdf?daf=375ateTbd56
https://www.thenationalcouncil.org/wp-content/uploads/2020/02/021020_NCBH_WitParityToolkit_v8.pdf?daf=375ateTbd56
https://www.treatmentadvocacycenter.org/storage/documents/grading-the-states.pdf
https://www.treatmentadvocacycenter.org/storage/documents/grading-the-states.pdf
https://docs.fcc.gov/public/attachments/DOC-359095A1.pdf
https://www.apha.org/topics-and-issues/health-equity/racism-and-health/racism-declarations
https://www.apha.org/topics-and-issues/health-equity/racism-and-health/racism-declarations
https://www.policingequity.org/images/pdfs-doc/CPE-WhiteSupremacy.pdf
https://www.policingequity.org/images/pdfs-doc/CPE-WhiteSupremacy.pdf
https://racialequityalliance.org/wp-content/uploads/2015/10/GARE-Racial_Equity_Toolkit.pdf
https://racialequityalliance.org/wp-content/uploads/2015/10/GARE-Racial_Equity_Toolkit.pdf
https://pubmed.ncbi.nlm.nih.gov/25032349
https://www.urban.org/research/publication/learning-build-police-community-trust/view/full_report
https://www.urban.org/research/publication/learning-build-police-community-trust/view/full_report
https://www.urban.org/research/publication/learning-build-police-community-trust/view/full_report
http://ps.psychiatryonline.org

