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ABSTRACT:

Due to an increase in interactions between the police and persons with perceived 

mental illness (PwPMI), police services have begun deploying specialized crisis 

responses to more adequately address these calls. One such response is a Crisis 

Intervention Team (CIT) that is comprised of frontline officers who are specially 

trained on mental health; another is a Co-Response Team (CRT) where an officer is 

paired with a mental health practitioner. With police services presumably shifting 

scarce resources to deploy these responses, it is paramount to understand the 

challenges they may endure. With little Canadian research on these responses to-date, 

the purpose of this paper is to document which Canadian police services deploy these 

responses and how their composition varies by jurisdiction, as well as their perceived 

challenges. Through a mixed methodological approach, the results indicate that most 

of the participating services deploy varying compositions of a CIT and/or CRT, but are 

perceived to endure a variety of challenges which may impede the overall success of 

these responses. A call for future research is made which may assist Canadian police 

services in addressing some of the identified challenges.
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Introduction
In Canada, the most recent estimates suggest that there are approximately 6.7 million 

individuals – or 19.8% of the entire population – living with mental illness, and that by 

the year 2041, that estimate is expected to increase to approximately 8.9 million 

(Smetanin, Stiff, Briante, Adair, Ahmad, and Khan 2011). While not all individuals who 

live with a mental illness come into contact with the police, interactions with persons 
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with perceived mental illness (PwPMI)1 have been increasing in Canada (Durbin, Lin, 

and Zaslavska, 2010a; Vaughan and Andresen 2018), with estimates suggesting that 

PwPMI comprise up to 15% of yearly calls for service (Cotton and Coleman 2008; see 

also Crocker, Hartford, and Heslop 2009; Boyce, Rotenberg and Karam 2015).

In response, efforts have been made to develop frontline mental health training 

standards and curriculums to better prepare and equip officers for PwPMI interactions 

(Cotton and Coleman 2008; Coleman and Cotton 2010a). Additionally, police services 

in Canada, and elsewhere, have turned their attention towards implementing 

specialized responses to PwPMI – such as Crisis Intervention Teams (CITs) and Co-

Response Teams (CRTs) – which further seek to improve police-PwPMI interactions. 

The former is comprised of frontline officers who are specially trained on mental 

health and mental health-related issues, whereas the latter is typically comprised of a 

specially trained officer who is paired with a mental health practitioner or on-call 

practitioners who attend PwPMI calls at the request of frontline officers (Dupont, 

Cochran, and Pillsbury, 2007; Iacobucci 2014).

The limited research on these responses to-date has generated promising evidence 

with respect to decreasing the criminalization of PwPMI, improving officer knowledge 

and training on mental health, generating more positive interactions, and generating 

stronger police partnerships with the mental health system, among other objectives 

(Bird and Shemilt 2019; Shapiro et al. 2015; Taheri 2016; Watson, Compton, and 

Draine 2017; Dewa et al. 2018; Puntis et al. 2018). However, the literature also 

suggests that these responses endure through a multitude of challenges, such as long 

hospital wait times before a PwPMI is transferred to hospital care, low staffing, low 

training budgets, and a lack of 24/7 deployment, all of which lead to an inability of 

CITs and CRTs to attend PwPMI calls (Iacobucci 2014; Skubby et al. 2013; Steadman, 

Deane, Borum, and Morrissey 2000).

In the Canadian context, there is a significant lack of empirical research on CITs and 

CRTs. More specifically, is not clear where and how these responses are being 

implemented and what kind of differences exist. Furthermore, with costs related to 

PwPMI calls increasing in tandem with PwPMI-related CFS (Vaughan and Andresen 

2018), and police services presumably shifting their limited resources to deploy 

CITs/CRTs, it is important to understand what challenges they face from the 

perspective of Canadian police officers involved in their deployment. Any endured 

challenges ultimately have the potential to limit the effectiveness of these responses2. 

As such, this paper seeks to gather additional information on CITs and CRTs in Canada, 
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with a primary focus on documenting which Canadian police services deploy these 

responses and how they are composed, as well as the perceived challenges 

experienced by these responses.

Literature Review

Brief Overview of Police-PwPMI Interactions

 Historically, reported police contacts with PwPMI were rare in the pre-

deinstitutionalization era (Ellis 2014; Engel and Silver 2001); however, post-

deinstitutionalization, police contacts with PwPMI are growing, which is largely being 

attributed to a significant lack of mental health resources (Cotton 2004; Cotton and 

Coleman 2010; Forchuk, Jensen, Martin, Csiernik, and Atyeo 2010; Lamb and 

Bachrach 2001). In the Canadian context specifically, it is estimated that between 5% 

(Brink et al. 2011) and 15% of all police calls involve a PwPMI – a population who are 

two-to-three times more likely to have an interaction with police than the general 

population (Cotton and Coleman 2008). Crocker at al. (2009) found that in a sample of 

767,365 police interactions, PwPMI represented only 0.9% of the sample, but 6.2% of 

all interactions; whereas Boyce et al. (2015) found that in a sample of 5 million police 

contacts in Canada, 18.8% were PwPMI. Furthermore, research also suggests that 

PwPMI interactions are increasing in terms of frequency and cost. More specifically, 

Vaughan and Andresen (2018) found that not only were CFS increasing yearly by 

9.70% for select services in British Columbia (BC), but also that the cost of attending 

these calls increased by an average of 13.56% per year.

Furthermore, police-PwPMI interactions may take approximately 20 minutes longer 

than non-PwPMI interactions (Schulenberg 2016) and can last up to several hours in 

some circumstances (Wells and Schafer 2006). However, the contexts in which police 

may come into contact with PwPMI vary greatly. These include social support, informal 

interactions, disturbances, and mental health crises, among others (Coleman and 

Cotton 2010b). Certain interactions can also be made more challenging through 

additional situational factors. Substance use, for example, is present in approximately 

25-30% of PwPMI calls (Charette, Crocker, and Billette 2011; Shore and Lavoie 2018), 

and it can have a significant impact on how the police approach a call they perceive as 

being PwPMI-related (Bohrman, Wilson, Watson, and Draine 2018).

Ultimately, in light of increasing PwPMI interactions, police officers have been labeled 

as ‘psychiatrists in blue’ (Menzies 1987), ‘street-corner psychiatrists’ (Iacobucci 2014), 

and ‘de-facto mental health professionals’ (Compton et al. 2014a) for assuming a role 
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traditionally held by nurses and social workers (Ellis 2014). Iacobucci (2014:96) 

argues that the police have had to fulfill these labels by default to the point where it 

has become a “regular part of an officer’s job.” While some officers have accepted this 

new role (Girard et al. 2014; Watson, Corrigan, and Ottati 2004), some findings 

suggest there is a belief within police culture that interactions with PwPMI is ‘not real 

police work’ (Coleman and Cotton 2010b; Schulenberg 2016). For example, 

Schulenberg (2016) found a disjuncture between department policy and police culture 

which may impact the ability of officers to address PwPMI appropriately. This is 

because the former encourages diversion, whereas the latter can pressure officers to 

resolve encounters rapidly and informally – consuming 3.2 times less time than 

hospitalization (Charette et al. 2011) – with an added encouragement of charges and 

citations (Schulenberg 2016). Relatedly, findings indicate that PwPMI are four times 

more likely to be arrested than non-PwPMI (Boyce et al. 2015), particularly for 

nuisance and order-related crimes (Schulenberg 2016). Some, however, argue that 

even though there is a disproportionality in arrests, it does not mean that they are not 

justified (Engel and Silver 2001).

Moreover, though use of force is found to be used in less than 1% of all police 

interactions (Adams 2004), findings also indicate that PwPMI are more likely to have 

force used against them (Morabito, Socia, Wilk, and Fisher 2017). Livingston et al. 

(2014), for example, report that over half of the participants in their study had some 

level of force used against them. Some reported being handcuffed and/or physically 

restrained by officers; whereas others reported being pushed, punched, kicked, or 

having a weapon used against them (e.g., baton, Taser, firearm) (Livingston et al. 

2014). In extremely rare instances, interactions have led to the death of a PwPMI. 

Canadian incidents, such as those including Lester Donaldson, Sammy Yatim, Michael 

MacIssac, and others, have ignited numerous reports and inquests into police use of 

force and police responses to PwPMI more generally, with a particular focus on the 

need for enhanced training and more sophisticated responses to PwPMI (Hall 2014; 

Iacobucci 2014; Dube 2016; McNeilly 2017).

Although research suggests that PwPMI may disproportionally endure unnecessary 

arrest, force, or even death, many participants of various studies rated their 

experiences with police as fairly positive (see Brink et al. 2011; Desmarais et al. 2014; 

Livingston et al. 2014). For example, one individual interviewed by Brink et al. 

(2011:44) explained that, “sometimes cops are kind and helpful; other ones can be 

cocky and overly aggressive, but, I guess, overall, it’s a healthy balance.” Additionally, 

in instances when some participants had a negative contact with police, some tended 
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to target the individual officer as the source of the negative contact, as opposed to the 

police institution as a whole (Brink et al. 2011). Overwhelmingly, however, the 

individuals in these studies suggested that officers need more training with respect to 

mental illness.

In Canada, mental health training for police officers is conducted at two levels: at one 

of 13 police colleges for new hires and in-service training. The most up-to-date 

information suggests that training at police colleges for mental health is conducted as 

a stand-alone module, or combined with other forms of training (e.g., tactical 

communication). The length of training varies by police college – from one to 20 hours 

– which can affect what material is included or excluded to fit within time parameters 

(Cotton and Coleman 2008). In-service training in Canada appears to be similarly 

fragmented. Some services provide an hour of training, up to 40 hours, with the format 

of training delivery also varying (Coleman and Cotton 2010a). Coleman and Cotton 

(2010a) found that rural services – such as remote detachments of the Royal Canadian 

Mounted Police (RCMP) – relied on online training; whereas urban services tended to 

have a combination of classroom instruction and online components.

Ultimately, Oliva, Morgan, and Compton (2010) argue that the overall goal of mental 

health training is to provide officers with the skills to successfully de-escalate a crisis 

situation without increasing the chance of police liability or injury. Within the last few 

decades, however, police services in Canada and elsewhere have begun implementing 

specialized responses to these calls, such as CITs and CRTs, in an attempt to improve 

interactions with this population and their respective outcomes (Butler 2014).

Crisis Intervention Teams

CITs – also known as the Memphis Model – are a frontline mental health response that 

was developed in the city of Memphis, Tennessee subsequent to a police-involved 

death of a PwPMI in 1987 (Steadman et al. 2000). This response type seeks to improve 

police training, improve the quality of life for PwPMI, and emphasizes the need for co-

operative and collaborative partnerships between the police, the mental health system, 

and various community-based mental health programs and services (Dupont et al. 

2007; Bonfine, Ritter, and Munetz 2014; Wells and Schafer 2006; Wood and Watson, 

2017).

Evaluations conducted on CITs in the United States has displayed favourable results. 

For example, CIT officers have improved knowledge of mental illness (Compton et al. 

2014a; Wells and Schafer, 2006; Ellis 2014), improved attitudes towards PwPMI 
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(Compton et al. 2014a; Compton, Esterberg, McGee, Kotwicki, and Oliva 2006; Demir, 

Broussard, Goulding, and Compton 2009; Ellis 2014), a higher tendency to choose a 

referral to a community-based mental health service or transfer to a hospital over 

arrest (Compton, Bakeman, Broussard, Hankerson-Dyson, Husbands, Krishan, Stewart-

Hutto, D’Orio, Oliva, Thompson, and Watson 2014b; Steadman et al. 2000; Franz and 

Borum 2011), improved de-escalation skills (Compton et al. 2014b), improved comfort 

and confidence when interacting with PwPMI (Compton et al. 2014a; Wells and 

Schafer 2006), and lowered use of physical force (Compton, Demir Neubert, 

Broussard, McGriff, Morgan, and Oliva 2011; Morabito, Kerr, Watson, Draine, and 

Angell 2012; Morabito, Socia, Wilk, and Fisher 2017).

CIT, however, is found to be less common in other parts of the world. In Canada, for 

example, reports suggest that CITs – or some modified form of the Memphis Model – 

have been implemented in Halifax, Nova Scotia; Hamilton, Ontario; the Lower 

Mainland in British Columbia; and select detachments of the Ontario Provincial Police 

(Coleman & Cotton, 2010a; Durbin et al. 2010a; Iacobucci 2014; Wood, Swanson, 

Burris, and Gilbert 2011), but little is known empirically about these Canadian CITs. 

Coleman and Cotton (2010b) suggest that, in contrast to the United States, death of 

officers and/or PwPMI during interactions – especially those involving firearms – is a 

much rarer occurrence in Canada. Thus, Canadian police services have been more 

likely to include civilian personnel in crisis interventions and have tended to gravitate 

toward CRTs (Butler 2014; Coleman and Cotton 2010a; Durbin et al. 2010a; Iacobucci 

2014; Wood et al. 2011).

Co-Response Teams

Unlike CITs, which are primarily a frontline response, CRTs are – though, depending 

on the jurisdiction – comprised of an officer and a mental health practitioner who co-

respond to crisis calls at the request of first-responding officers (Iacobucci 2014). 

Though CRTs have received far less empirical attention than CITs, the objectives of 

both responses are similar (e.g., de-escalation, reduce/prevent injuries, diversion to 

hospital/community-based services, etc.), and CRTs are more commonly employed in 

jurisdictions such as the United Kingdom (e.g., Jennings and Matheson-Monnet 2017; 

Dyer, Steer, and Biddle 2015) and Australia/New Zealand (e.g., Furness et al. 2016; 

Huppert and Griffiths 2015; Lee at al. 2015; Meehan et al. 2019). CRTs are also 

employed in the United States (e.g., Rosenbaum 2010; Helfgott et al. 2016; White and 

Weisburd 2017; Bailey et al. 2018; Morabito et al. 2018; Yang, Gill, Kanewske, and 

Thompson 2018), though to a lesser extend in comparison to CITs.
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In Canada, some variation of CRTs are implemented in several jurisdictions, such as 

Toronto, Ontario; Halifax, Nova Scotia; Hamilton, Ontario; Peel Region, Ontario; 

Halton Region, Ontario; and Vancouver, British Columbia (Butler 2014; Coleman and 

Cotton 2010a; Iacobucci, 2014; Wilson-Bates 2008; Wood et al. 2011). Findings on the 

Mobile Crisis Intervention Teams (MCIT) in Toronto suggest that they divert more 

PwPMI to hospital than non-MCIT officers (Lamanna et al. 2018), and that individuals 

who had contact with MCIT reported having positive encounters (Lamanna et al. 2018; 

Kirst et al. 2014), especially in instances where the mental health practitioner took the 

lead (Kirst et al. 2014).

In Halifax, Kisley et al. (2010) evaluated the Mental Health Mobile Crisis Team 

(MHMCT) of the Halifax Regional Police Service (HRPS) and found that although calls 

for the team increased significantly following implementation, the time spent at a 

crisis by the MHMCT was significantly lower than non-MHMCT officers. Additionally, 

PwPMI who had contact with the MHMCT reportedly showed greater engagement 

with outpatient services and other mental health services than PwPMI who 

encountered non-MHMCT officers (Kisley et al. 2010).

In Hamilton, the Hamilton Police Service (HPS) deploy what has been described as one 

of the most robust approaches to PwPMI calls in Canada (Ghebreslassie 2017): a CIT, a 

Crisis Outreach and Support Team (COAST), and the Mobile Crisis Rapid Response 

Team (MCRRT). COAST is comprised of psychiatric nurses, mental health 

practitioners, social workers, occupational therapists, and plain-clothed police officers 

who attends calls at the request of first responding officers; whereas the MCRRT is 

made up of an officer-mental health practitioner pair (Fahim, Semovski, and Younger 

2016). Uniquely, however, the MCRRT is a primary, frontline response, which departs 

from the status quo of CRTs being a secondary response. Findings on the MCRRT 

suggest that it has been effective at diverting PwPMI to community-based services and 

reducing unnecessary transfers to hospital by 49% (Fahim et al. 2016).

Ultimately, the type of response – or combination of responses – that police services 

deploy will depend on a variety of factors that may be unique to the jurisdiction of that 

service, such as demographics, urban or rural geographies, local programs and 

services, and the prevalence of PwPMI contacts, among other factors (Butler 2014; 

Reuland et al. 2009; Pelfrey and Young 2019). Thus, while these responses may be 

broadly defined as ‘CIT’ or ‘CRT’ across jurisdictions, their structure and composition 

may differ.
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Challenges of CITs and CRTs

While the literature on CITs/CRTs seems promising, there is also evidence 

documenting their challenges. For example, most literature on these responses 

stresses the need for a central and identifiable drop off location for PwPMI with a ‘no-

refusal’ policy and rapid streamlined intakes (Deane et al. 1999; Steadman et al. 2000; 

Dupont et al. 2007); however, this is not usually employed in practice. For example, in 

Toronto, MCIT officers reportedly wait an average of two hours before custody is 

transferred (Iacobucci 2014). Though more recent research suggests that this average 

is now closer to 60 minutes (Lamanna et al. 2018). Relatedly, officers may wait long 

hours to only find that the individual will not be admitted or may be admitted and 

discharged only a few hours later (Canada et al. 2010).

As a consequence of long wait times, CITs/CRTs may not be able to respond to other 

individuals who may be in crisis (Iacobucci 2014). While the link between wait times 

and hampered CIT/CRT response rates has yet to be empirically explored, drastically 

low response rates in various Canadian and American jurisdictions (e.g., Durbin et al. 

2010b; Iacobucci 2014; Steadman et al. 2000) suggest that this may be a contributing 

factor alongside other limitations, such as low CIT/CRT staffing (Steadman et al. 2000).

A further challenge, particularly with respect to CRTs, is that they are 

disproportionately a secondary response (Ghebreslassie 2017). In the context of the 

TPS MCIT, Iacobucci (2014:225) argues that, “… it is unfortunate that police officers 

without specialized training in mental health crises are required to make a crisis 

situation safe before the professionals most capable of managing and de-escalating 

that crisis – the MCIT – are allowed to intervene.” Additionally, CRTs usually do not 

operate 24/7, thus relying on a traditional frontline response when they are off-duty 

(Iacobucci 2014).

Moreover, the implementation of a CIT/CRT may also be improbable for some 

jurisdictions, especially rural locales who already struggle to address PwPMI calls with 

their existing resources (Yang et al. 2018). Interviews with American CIT stakeholders 

in rural communities found that sending an officer for week-long training may be 

difficult – especially as there may only be a few officers who work full-time – and that 

the cost to have an officer CIT trained may be far beyond the available budget (Skubby 

et al. 2013).
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The Current Study
While the aforementioned challenges of CITs and CRTs are not exhaustive, they do 

suggest potential areas of concern that may diminish the potential effectiveness of 

either of these responses. With CFS increasingly containing components of perceived 

mental health, and police services presumably shifting resources to establish CITs 

and/or CRTs for said calls, it is important to understand the challenges that these 

responses may endure. With little research to-date on these challenges, particularly 

within the Canadian context, the primary objective of this study is to document the 

perceived challenges faced by CITs/CRTs from a Canadian perspective. Additionally, as 

the extant empirical literature on CITs and CRTs in Canada is virtually non-existent, 

the secondary objectives of the current study are to determine which Canadian police 

services employ a CIT and/or CRT, as well as to determine the composition of said 

responses.

Methodology
In light of our objectives, we elected to approach the present study through a mixed 

methodology. To that end, we first invited one police officer from most Canadian police 

services to take part in an online survey comprised of open and closed-ended questions 

that was principally used to gather data with respect to which Canadian police services 

employed a CIT/CRT, as well as their respective compositions.

Greenland and Alma (2016) show that as of 2016, there were 184 police services in 

Canada: 144 municipal, three provincial, one federal, and 36 First Nations. For 

participant recruitment, we compiled a list of all Canadian police services at all levels. 

Then, through search engine queries, we sought to determine whether each service 

had an officer who was in a mental health-related position. If the service had such 

officers, and their contact information was available online, then the survey invitation 

was emailed to them directly. Otherwise, survey invitations were emailed to the police 

service’s general inbox with a request that the invitation be forwarded to the single 

most appropriate individual working at their organization. Police services, however, 

were excluded from participating if: (1) they did not have a website; (2) there was no 

email address on their website; and/or (3) the service was predominantly French-

speaking and had no English version of their website. In total, the survey invitation 

was sent to 102 Canadian police services in October 2017, with follow-up reminder 

emails sent in December 2017 and January 2018.
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Upon completion of the survey, participants were invited to take part in a confidential, 

semi-structured telephone interview. Those who indicated their interest were 

contacted via email to supply a letter of consent, and to set up a date and time for the 

interview. The purpose of the interviews was to gather data with respect to the 

perceived challenges of CITs/CRTs in the Canadian context. All interviews were 

conducted between December 2017 and February 2018, and lasted 30-to-75 minutes in 

length. As an incentive for participation, five dollars was donated to the Canadian 

Police Association Robert Warner Memorial Fund for each survey completed, and ten 

dollars for every interview completed.

In terms of data analysis, most survey data was exported and converted into 

descriptive tables; whereas interview transcripts underwent a coding process. As there 

is little research on challenges endured by CITs/CRTs in Canada, we undertook an 

exploratory, inductive coding approach. More specifically, we employed Braun and 

Clarkes (2006) thematic analysis method in which themes were derived from the data, 

as opposed to an a priori selected theory or coding framework. Coding was the sole 

responsibility of the first-author who open-coded the interview transcripts, 

subsequently organizing them into themes. The coding process was repeated a second 

time to assess for the reliability of the identified themes. There was a high level of 

agreement between the two coding sessions (Landis and Koch 1977:165; K = 0.87).

Results
Twenty-three Canadian police services completed the survey for a response rate of 

22.5%. Many provinces had at least one service participate, the most being located in 

Ontario (n = 10; 43.5%). The remaining responding services were located in BC (n = 6; 

26.1%), Saskatchewan (n = 3; 13%), Manitoba (n = 1; 4.3%), Quebec (n = 1; 4.3%), 

Prince Edward Island (n = 1; 4.3%), and Nova Scotia (n = 1; 4.3%) (Table 1).

[TABLE 1 ABOUT HERE]

Most services described PwPMI interactions as very common (n = 18, 78%); whereas 

the remaining indicated these interactions were somewhat common (n = 4; 17%) or 

rare (n = 1; 4%) (Table 1).

Deployment and Composition of CITs/CRTs in Canada

Of the 23 Canadian police services that participated in the current study, 17 (76%) 

indicated that they have a CIT or CRT implemented within their organization in one of 

five ways: nine (53%) deploy their CRT as an officer-mental health practitioner pair, 
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two (12%; Nelson, London) deploy their CRT as an on-call crisis team, two (12%; 

Brantford, York Region) deploy both the pair and the crisis team, one (6%; Chatham-

Kent) deploys a combination of a CRT and CIT, and 3 (17%) deploy officers who work in 

a hybrid CRT/liaison role (New Westminster, Port Moody) or only respond to existing 

clients (Windsor). Among the 20 unique responses deployed by the 17 services, most (n 

= 16; 80%) are requested by the frontline. Of the four first-responses, one (5%; 

Chatham-Kent) is a CIT and the remaining (n = 3; 15%) are CRTs (Brantford, York 

Region, Saskatoon) (Table 2).

[TABLE 2 ABOUT HERE]

As indicated in Table 2, the composition of these responses further vary in other areas 

as well. For example, variations can be found in whether officers are assigned to, or 

volunteer for, CIT/CRT positions. More specifically, among the 17 services with a 

CIT/CRT, two (12%) services indicated that officers volunteer, six (35%) services 

indicated that officers are assigned, and another six (35%) indicated that officers can 

either volunteer or be assigned to CIT/CRT positions. Further, after being in these 

positions, eight (47%) services indicated that officers are rotated out into a new 

position within the organization, whereas five (29%) services indicated that officers 

remain on their CIT or CRT indefinitely. Variations are also evident with respect to 

hours of operation and hospital wait times; however, these areas were also discussed 

by our interview participants, thus we elaborate on them below.

Perceived Challenges of Canadian CRTs

Ten officers from ten of the survey-participating services (43.5%) elected to participate 

in a follow-up telephone interview. All interview participants were from CRT-deploying 

services, and as such, the subsequent section focuses on the perceived challenges of 

CRTs. In order to maintain confidentiality, participants are referred to by a participant 

number.

Chronic and High Calls for Service. One of the first challenges identified by six 

participants was that PwPMI generate a high number of CFS, which, as explained by 

this officer, can take a significant amount of time:

I think the challenges are that these calls for service are going up. I know they 

always say, 'crime is going down', 'your file count is going down', and 'crimes, etc.' 

but it seems as though the mental health component is going up. And the reality 

is, these calls do take some time, so it could be, from start to end, four hours… 

(Participant 2)
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Another officer echoed the same issue by indicating that PwPMI can potentially 

account for a large portion of calls:

… we are dealing with an increasing number of disturbance calls involving mental 

health crisis, suicidal persons, [which] are certainly trending up. If you look across 

Canada, I've heard reports that police are dealing with someone in a mental 

health crisis – or where mental health is at least a factor – in as low as 5% and as 

high as 20% of calls (Participant 7)

In addition to high CFS, three participants raised the issue of chronic calls for the 

same person(s). This officer, for example, describes a chronic case at their service, 

leading to frustration for officers:

… you're dealing with the same person – or people – over a period of time. I'll give 

you an example. There's one particular person here that we've dealt with 23 times 

this past year […] It was the frustration of having to detain them under the 

Involuntary Psychiatric Treatment Act, [and] taking them to the hospital only for 

them to be released… (Participant 1)

Furthermore, high and chronic CFS can be further exacerbated within jurisdictions 

which have a high transient population, as identified by four participants. As this 

population is not within the same jurisdiction at all times, officers indicated that it was 

difficult to provide care to individuals who may be in the jurisdiction of one health 

authority and police service one day, and in the jurisdiction of another the next day: “… 

the integration and collaboration among, you know, people that move from one area to 

another area, or they're back and forth, they live in a couple different places, and how 

to share care for those individuals. That's challenging” (Participant 8).

Lack of Social Supports and Resources. The high and chronic CFS may be even 

further exacerbated when social supports and resources for mental illness may be 

lacking, as identified by five participants. For example, one officer discussed the 

limited room available at the local hospital, which can become an issue following an 

apprehension: “There's only one room at the hospital, and it's not uncommon for us to 

pick up one and be dealing with him at the hospital and go out and grab another one 

and come up to the hospital and they don't have space” (Participant 3). Another officer 

identified that they at times have to drive to another city because the local hospital 

may be unequipped to handle certain individuals:
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We do have a hospital locally here…however, they are a smaller community-based 

hospital. They would probably be fine with the 'no flight risk' cooperative suicidal 

individual, but someone in a drug-induced psychosis, etc., etc., they don't have a 

lot of facilities, and simply don't have the staff to work around that… so we drive 

to a different city, to a larger hospital facility [where] they are equipped for it 

(Participant 5)

Furthermore, a lack of resources or community-based mental health services can also 

leave individuals, particularly those who do not meet the criteria for an apprehension, 

stuck with nowhere to go:

Resourcing can be really tough to assist folks, especially if they’re not meeting 

that criteria for an apprehension under the Mental Health Act… Sometimes there 

is very little that can be done for folks… Sometimes if there is no place like 

shelters, or friends, or anything that people are able to transport to… it's 

transporting them just to a Tim Hortons [coffee shop] and literally buying them a 

coffee out of our own pockets just so they can stay warm for the night. (Participant 

5)

This officer further added that without basic pillars, and resources which can help 

provide those pillars, it is very difficult to help stabilize individuals in the community:

… if I think of my sickest folks, and people who have done well, and those still 

struggling to do well – the ones that aren't doing well are the ones that are 

chronically homeless or constantly evicted from their place of residence. When 

you don't have that simple stability, or your basic pillars, right? Your nutritional 

needs, your housing needs, all those things. How do we expect someone to comply 

with mental health treatment? (Participant 5)

Moreover, availability of those from the mental health system can be a challenge as 

well. This challenge can be faced by police services where mental health practitioners 

do not have the flexibility to attend a call if needed:

Often the mental health clinicians don't have work issued cellphones, so they're 

desk line only, and they're often tied up in appointments. They’re often on a pre-

scheduled full day of cases so they don't have flexibility to just leave the office and 

go do a crisis response or outreach response (Participant 4)

Similarly, availability can be a challenge faced by individuals who require psychiatric 

help. As this officer points out, wait times can be very long, and at times, can result in 
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chronic calls for service:

… they base it, I guess, to a certain extent on the severity of the situations that 

people are dealing with, but sometimes people are waiting for six, eight months, 

or a year to see a psychiatrist. And that's, for the most part, I would say 

unacceptable because we see them maybe 20, or 30, or 100 times before they 

even get to the psychiatrist (Participant 10)

Another officer stated that their CRT does have access to a psychiatrist through the 

local health authority, but are not available when needed.

Hours of Operation. The survey results suggest that of the 17 services with a 

CIT/CRT, only one (London; 6%) is available 24 hours a day. The remaining services 

(n=16; 94%) have various scheduled hours and days of operation for their respective 

responses (Table 2). Three officers indicated that the hours of operation for their CRT 

results in no coverage at certain times, leaving the frontline responsible for the call: 

“… if we have a call at [time], there's no mental health team available. It would be nice 

to have 24-hour availability – more teams available” (Participant 10). Another officer 

adds that CRT hours of operation are based around when they are most needed, and 

that there are contractual considerations in terms of equal work hours for CRT officers:

… we only have coverage 40% of the time… They work a day and a night with 

each one, so they're not always available 24/7. We've constructed their hours so 

that, when we did an analysis of the calls, their night shifts are [time] to [time], 

and their day shifts are [time] to [time]. And we kind of did that with the sense of, 

‘when are they needed?’ But then there's also some contractual considerations 

that we have to do in terms of an equal amount of nights and days… (Participant 7)

Large Jurisdiction. Another challenge indicated by two officers was the size of their 

jurisdiction. For instance, one officer believed that their service’s investment into their 

CRT was not as good as they expected due to the size of their jurisdiction:

I think the jurisdiction is too big. I don't think we're getting a level of service from 

the crisis response team that we need. I think the service needs to be expanded, 

and so we're currently in partnership with the health authority here looking at 

how we might be able to expand that service (Participant 9)

Staffing and Funding. Another challenge identified by two participants was CRT 

staffing and funding. One officer stated that their response cannot get to certain 

people “… because we just don’t have the manpower” (Participant 6). This can be 
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further exacerbated, as explained by one participant, by CRT officers being on leave, 

leading the response to be under-staffed. Moreover, another participant indicated that 

management realizes that they could expand their CRT, but do not have the resources 

to do so:

I think management really recognizes that we could expand… but resourcing wise, 

we just don't have the budget – or anything – to support that at that time. I think 

there's recognition we could be having a couple more people up here, but within 

the same sense we're limited within what we get funded for… (Participant 5)

Hospital Wait Times. The length of wait times before custody of an individual is 

transferred to the hospital was also identified as a challenge by five participants. One 

participant said that, “… if we do apprehend somebody and take someone to hospital, 

our average wait time is about two-and-a-half hours and it can be much longer… Four 

to six hours.” Survey results suggest that of the 17 services with a CIT/CRT, 11 (65%) 

had a wait time of 2-3 hours. Four services (24%) had a wait time of 0-1 hours, with the 

remaining two services (12%) reporting a wait time of 4-5 hours (Table 2).

CRT Evidence. Evidence of CRT effectiveness was a challenge that was identified by 

three participants. For example, before establishing their CRT, one officer attempted to 

look for any available data from other jurisdictions, but was unable to find much:

… we looked at any available data that we could get in the policing world, and 

quite frankly, police services aren't very good at sharing their data or some of 

their programs, at least not in a peer-reviewed sense. And we don't publish them 

typically, so it's tough to dive down and get reports and data because they're not 

readily available. So, long story short is, we did our own pilot. It was a very 

successful pilot (Participant 7)

The same officer continues by saying that more research can illustrate that CRTs are 

an evidence-based response, and thus can receive more funding: “I think that's why 

the more research and the more we can illustrate that co-response is an evidence-

based response, the more likely police agencies are able to get funding” (Participant 

7). On a similar note, another officer intuitively believes that CRTs are working, but 

research partnerships with academia are needed to confirm it:

Intuitively we know these teams are working, but until police can also determine 

better ways to gather the statistics, the data, the only way we're going to be able 

to do it is by partnering with academia… so that we can make sure that what 
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we're doing actually is working, and identify areas where we can improve 

(Participant 9)

Discussion
The purpose of this study was two-fold. Our principal objective was to document the 

perceived challenges of CITs/CRTs in the Canadian context, with a secondary objective 

of gathering additional information about the composition of these responses within 

Canada. To our knowledge, this is the first Canadian study to do so on a national scale. 

We find that, of the 23 police services that participated in the present study, most had 

some form of CIT or CRT established within their organization, the most common of 

which was the latter – aligning with Coleman and Cotton (2010b) who suggest that 

CRTs are more common in Canada.

Further, although the most common deployment structure among the sample is an 

officer-mental health practitioner pair – which are also deployed within Canadian 

jurisdictions that did not take part in the present study (Iacobucci 2014; Fahim et al. 

2016; Kisley et al. 2010) – there were variations in how these responses were 

composed. For example, variations were evident with respect to hours of operation and 

whether CRT positions were filled on a volunteer basis, both of which may have 

implications on police-PwPMI contacts. More specifically, the lack of a 24-hour 

deployment model – also identified as a challenge by interview participants – results in 

the frontline being sent to calls that otherwise would have been addressed by a CRT. 

While Canadian officers do receive training on mental health (Cotton and Coleman 

2008; Coleman and Cotton 2010a), the literature suggests that CRT contacts with 

PwPMI not only result in more positive interactions, but also better outcomes in 

contrast to frontline interactions (Lamanna et al. 2018; Kirst et al. 2014). Relatedly, 

CIT-specific research on officer assignment to these positions suggests that officers 

who volunteer are associated with better outcomes in terms of attitudes, skill, and 

behaviours (Compton et al. 2017). This, however, has yet to be tested within a CRT 

context. Finally, most responses in the sample were characterized as a secondary-

response. This, too, has implications as those most capable are not the first on the 

scene (Iacobucci 2014). However, three CRTs in the sample, as well as responses 

elsewhere (e.g., Hamilton; Fahim et al. 2016), have deployed their CRT as a first 

response, thus presumably enabling greater PwPMI engagement.

Moreover, as identified by interview participants, these responses – and CRTs more 

specifically in the context of this study – are perceived to endure many challenges. 

High and chronic CFS, lack of social supports and resources, hours of operation, 
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staffing and funding, and hospital wait times, among others, are challenges which have 

been previously documented in individual jurisdictions across Canada and elsewhere, 

both in CRT and frontline-only contexts (Vaughan and Andresen 2018; Iacobucci 2014; 

Canada et al. 2010; Steadman et al. 2000; Cotton 2004; Cotton and Coleman 2010; 

Forchuck et al. 2010). Though some of the identified challenges may be outside of the 

scope of policing (e.g., lack of social supports), they may ultimately lead to CRTs being 

unable to adequately assist PwPMI, link them to community-based services, or even 

attend CFS. To address some of these challenges, and to improve police-PwPMI 

interactions in the light of police-involved deaths, recommendations have emphasized 

that there be greater deployment of CRTs at police organizations, 24/7 availability, 

implementing CITs in conjunction with CRTs, and further training (e.g., Iacobucci 

2014).

While such recommendations seem logical, the current funding context of Canadian 

policing makes following through on such recommendations infeasible. Though crime 

has steadily decreased in Canada in the last 20 years (Allen 2018), police expenditures 

have nearly doubled within the same timeframe (Conor 2018) thus causing concern 

about the overall economics of policing (Griffiths 2014; Huey and Ricciardelli 2016; 

Kiedrowski, Petrunik, Macdonald, and Melchers 2013). And as identified by some 

interview participants, there is little room within these budgets to allow for CRT 

expansion.

However, as suggested by one of the participants, a plausible solution to this issue may 

be further research. More specifically, the development of a more robust evidence base 

for CRTs may assist police services in securing or redirecting the necessary funding for 

CRT implementation and/or expansion. As it currently stands, the literature has a 

disproportionate focus on American CITs; whereas reviews of peer-reviewed literature 

have suggested that while the evidence on CITs/CRTs is promising, more evidence is 

needed (Bird and Shemilt 2019; Shapiro et al. 2015; Taheri 2016; Watson, Compton, 

and Draine 2017; Dewa et al. 2018; Puntis et al. 2018). In the Canadian context more 

specifically, peer reviewed evidence on CRTs is only available from a small proportion 

of jurisdictions that employ them – Toronto (Lamanna et al. 2018), Hamilton (Fahim et 

al. 2016), and Halifax (Kisley et al. 2010) – ultimately resulting in a very limited and 

under-developed Canadian evidence base.

It is therefore clear that more research must be conducted on CRTs in the Canadian 

context, for three important reasons: First, there are significant gaps in the literature 

with respect to CRT implementation and effectiveness. Areas such as optimal response 
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composition (e.g., hours of operation, first/second response, voluntary/assigned, etc.), 

training, objective attainment, interaction outcomes, cost-savings, and the 

consequences of endured challenges are all areas which would not only provide 

evidence with respect to effectiveness, but also efficiencies and solutions to 

challenges. Second, making evidence-based decisions on CRTs can remove these 

responses from any concerns surrounding the economics of policing (Griffiths 2014; 

Huey and Ricciardelli 2016; Kiedrowski et al. 2013). That is, if they are determined to 

be an evidence-based response, then there will presumably be less concern about 

portions of police budgets being spent on them. Finally, should the evidence point to 

CRTs being effective, and even cost-cutting (e.g., reduced CFS, reduced chronic 

interactions, etc.), then there may be a potential for even more funds to be available 

for CRTs that would then enable further expansion, thus possibly mitigating some of 

the identified challenges.

Limitations

As with all empirical work, this study is not without limitations. First, while our 

intention was to include all Canadian police services, the nature of our sampling 

procedure unfortunately led to an exclusion of several services that did not meet 

certain criteria. This, in turn, limited our ability to reach certain rural and French-

speaking services that may have had different compositions and perceived challenges 

than what has been presented herein. Second, the RCMP did not participate in the 

present study, nor did any provincial police services, both levels of which account for a 

significant proportion of policing in Canada, geographically. Third, the standardized 

nature of the survey may have prevented participants from elaborating on various 

unforeseen aspects of their CIT/CRT. Finally, while not irregular from other policing 

research (Coleman and Cotton 2010a; Huey et al. 2017; Nix et al. 2019), the present 

study experienced a low survey response rate, which consequently impacted our ability 

to develop a more robust understanding of CIT and CRT composition in the Canadian 

context, as well as to recruit interview participants. While we acknowledge that the 

size of our survey and interview samples are a weakness of this study given our overall 

sampling frame, there remains a significant lack of research on these responses within 

the Canadian context, particularly with respect to their endured challenges. As such, 

the results presented herein should be treated as exploratory from which future 

research may use as a point of initiation.
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Conclusion
To-date, there has been a dearth of research, particularly within the Canadian context, 

that has examined the use of CITs and CRTs. Thus, through a mixed methodological 

approach, the present study sought to address a portion of this knowledge gap around 

the composition of CITs and CRTs in the Canadian context, as well as any perceived 

challenges. The findings suggest that although a large proportion of the sample 

employ a CIT and/or CRT in practice, their respective compositions may differ widely 

by jurisdiction. Further, specifically with respect to CRTs, interview participants 

identified numerous perceived challenges that are endured by this response-type, such 

as high and chronic CFS, lack of social supports and resources, hours of operation, 

staffing and funding, and hospital wait times, among others. Ultimately, both the 

compositional structure of these responses and any endured challenges can have 

significant implications for their successful deployment within the Canadian context. 

Future research is undoubtedly needed on many areas relating to CITs and CRTs, 

especially as it relates to optimal and effective composition, as well as understanding 

the consequences of endured challenges and how challenges can be effectively 

addressed.
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Tables

Table 1. Participating Police Services

Police Service Urban / Rural # of Officers PiC Interactions

British Columbia

Central Saanich Rural 0-100 Somewhat common

Nelson Urban 0-100 Very common

New Westminster Urban 101-200 Very common

Port Moody Urban 0-100 Very common

Vancouver Urban > 500 Very common

Victoria Urban 201-300 Very common

Manitoba

Winnipeg Urban > 500 Somewhat common

Nova Scotia

Annapolis Royal Urban 0-100 Rare

Ontario

Brantford Urban 101-200 Very common

Brockville Urban 0-100 Very common
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Table 2. Composition of CITs and CRTs

Chatham-Kent Both 101-200 Very common

Durham Region Urban > 500 Very common

LaSalle Both 0-100 Somewhat common

London Urban > 500 Very common

Peel Region Urban > 500 Very common

St. Thomas Urban 0-100 Very common

Windsor Both 401-500 Very common

York Region Both > 500 Very common

Prince Edward Island

Charlottetown Urban 0-100 Very common

Quebec

Mont-Tremblant Both 0-100 Somewhat common

Saskatchewan

Regina Urban 401-500 Very common

Saskatoon Urban 401-500 Very common

Weyburn Urban 0-100 Very common

Police Service Composition of Response

British Columbia
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Central Saanich The Greater Victoria Region has a variety of 

integrated units comprised of officers from this 

region. The Integrated Mobile Crisis Response 

Team (IMCRT) is comprised of nurses, 

counsellors, child and youth mental health 

clinicians, and two police officers – one from 

Saanich and the other from Victoria. Officers 

from Oak Bay and Central Saanich occasionally 

fill in.

Hours of Operation: 1200-2400, 7 days/week

Assign/Volunteer: Either | Rotation: 3 years

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs

Nelson Work informally with a mental health team from 

the health authority who can co-respond if 

available.

Hours of Operation: 0800-1600, Monday-

Friday

Assigned/Volunteer: -| Rotation: -

Response: Requested by frontline | Hospital 

Wait Time: 0-1hrs
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New Westminster Two mental health-specific officers who work in 

conjunction with those from the mental health 

system. The two positions are a hybrid liaison/co-

responder position, but are not a dedicated co-

response (i.e., do not have a dedicated mental 

health specialist partner). The positions also 

provide support/consultation to the frontline, and 

they co-respond on an ‘as available/as 

appropriate’ basis with an available mental 

health worker or the mental health worker of the 

individual in crisis.

Hours of Operation: 0700-1700, Monday-

Friday

Assign/Volunteer: Volunteer | Rotation: 5 

years

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs

Port Moody One mental health-specific officer who works on 

a casual basis with mental health partners. 

Provides support/consultation to the frontline 

and liaises/co-responds with community mental 

health teams as needed.

Hours of Operation: 0700-1700, Tuesday-

Friday

Assigned/Volunteer: Assigned | Rotation: No

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs
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Vancouver Mental Health Unit – named ‘Car 87’ – is a co-

response with a nurse and an officer. There is a 

morning and afternoon car (i.e., two teams/day). 

Four officers are in this unit. Beyond the crisis 

response, Vancouver also has five Assertive 

Community Treatment Teams (ACT), with two 

officers embedded within, that provide service 

for clients who have been unsuccessful in 

traditional care models. ACT can assist in finding 

long-term care, housing, and more. Finally, an 

Assertive Outreach Team (AOT) is made up of 

four officers, nurses, and psychiatrists who are a 

short-term bridging service from hospital or 

corrections to a primary care provider. Both ACT 

and AOT attempt to locate and help clients who 

may be at risk and prevent issues before they 

happen.

Hours of Operation: 0700-1815 & 1600-0345, 7 

days/week (Car 87); 0700-1615, 7 days/week 

(ACT); 0700-2300, 7 days/week (AOT)

Assigned/Volunteer: Assigned | Rotation: 5 

years (Car 87)

Response: Requested by frontline (Car 87) | 

Hospital Wait Time: 2-3hrs
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Victoria The Greater Victoria Region has a variety of 

integrated units comprised of officers from this 

region
5
. The Integrated Mobile Crisis Response 

Team (IMCRT) is comprised of nurses, 

counsellors, child and youth mental health 

clinicians, and two police officers – one from 

Saanich and the other from Victoria. Officers 

from Oak Bay and Central Saanich occasionally 

fill in. In addition to the crisis response, Victoria 

also has four Assertive Community Treatment 

Teams (ACT), with three officers embedded 

within, that can assist in finding long-term care, 

housing, and more.

Hours of Operation: 1200-2400, 7 days/week 

(IMCRT); 0630-2000, 5 days/week (ACT)

Assigned/Volunteer: Either | Rotation: 3 years 

(IMCRT)

Response: Requested by frontline (IMCRT) | 

Hospital Wait Time: 2-3hrs

Manitoba

Winnipeg -

Nova Scotia

Annapolis Royal -

Ontario
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Brantford Two Mobile Crisis Rapid Response Teams 

(MCRRT) comprised of an officer/mental health 

care specialist co-response, and one Mobile 

Crisis Team (MCT) comprised of mental health 

care specialists who respond at the request of 

frontline.

Hours of Operation: 0900-1700 & 1500-2300, 

Monday-Friday (MCRRT), Unknown for MCT

Assigned/Volunteer: Assigned | Rotation: No

Response: First response if available (MCRRT); 

requested by frontline (MCT) | Hospital Wait 

Time: 0-1hrs

Brockville One officer is partnered with a mental health 

worker who conduct proactive outreach work, 

but can be requested by frontline at any time.

Hours of Operation: Fluid hours/days

Assigned/Volunteer: Either | Rotation: No

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs

Chatham-Kent The HELP Team is comprised of officers who are 

specially trained on mental health. One HELP 

officer is paired with a psychiatric crisis nurse to 

form the Mobile Crisis Team (MCT) for co-

response.

Hours of Operation: 0800-1600, Monday-

Friday (MCT)

Assigned/Volunteer: Assigned | Rotation: 4 

years (MCT)

Response: First response (HELP); requested by 

frontline (MCT) | Hospital Wait Time: 2-3hrs
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Durham Region Two co-response teams where an officer is 

paired with a nurse.

Hours of Operation: 0800-2100, Days unknown

Assigned/Volunteer: Either | Rotation: -

Response: Requested by frontline | Hospital 

Wait Time: 0-1hrs

LaSalle -

London Work with a mental health-based crisis team 

through a formal agreement. Not a dedicated 

pairing, but are on call and respond as needed.

Hours of Operation: 24 hours/day

Assigned/Volunteer: -| Rotation: -

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs

Peel Region Crisis Outreach and Support Team (COAST) is a 

co-response team comprised of a mental health 

specialist and a police officer. Four officers are 

on COAST, with two officers on duty. COAST also 

connects individuals with community programs.

Hours of Operation: 1100-2300, 7 days/week 

(Mental health specialist works 1200-2130)

Assigned/Volunteer: Assigned | Rotation: No

Response: Requested by frontline | Hospital 

Wait Time: 4-5hrs

St. Thomas Canadian Mental Health Association (CMHA) 

worker co-responds with an officer.

Hours of Operation: 0700-1500, Days unknown

Assigned/Volunteer: -| Rotation: -

Response: Requested by frontline | Hospital 

Wait Time: 2-3hrs
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Windsor Two Community Outreach and Support Teams 

(COAST) comprised of two officers and two crisis 

workers who facilitate access to community 

services and supports. COAST is a support team, 

not a response team, and will only attend crisis 

calls if the individual is a COAST client.

Hours of Operation: 0800-1600 & 1400-2000, 

Monday-Friday

Assigned/Volunteer: Assigned | Rotation: 3 

years

Response: Requested by frontline if individual is 

a COAST client | Hospital Wait Time: 0-1hrs

York Region One co-response with an officer and a crisis 

worker, and two on call crisis workers who can 

respond to calls when requested by frontline)

Hours of Operation: 1000-2200, 7 days/week 

(Co-response); 0900-2400, 7 days/week (Crisis 

workers)

Assigned/Volunteer: Either | Rotation: No

Response: Strives to be first response (Co-

response); requested by frontline (Crisis 

workers) | Hospital Wait Time: 2-3hrs

Prince Edward Island

Charlottetown -

Quebec

Mont-Tremblant -

Saskatchewan
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Footnotes

Regina Two Police and Crisis Teams (PACT) where an 

officer is paired with a social worker. Four 

officers are on PACT, and on each shift there are 

two PACT-trained frontline officers to fill in or to 

attend calls when PACT is not working.

Hours of Operation: 0900-2100, Monday-

Friday (Social worker works 0900-2000)

Assigned/Volunteer: Volunteer | Rotation: 5 

years

Response: Requested by frontline | Hospital 

Wait Time: 4-5hrs

Saskatoon Two Police and Crisis Teams (PACT) where an 

officer is paired with a mental health trained 

social worker.

Hours of Operation: 0700-1900 & 1300-0100, 

Days unknown (Officers work 12-hour shifts; 

social workers work 10-hour shifts)

Assigned/Volunteer: Either | Rotation: 3-5 

years

Response: First response | Hospital Wait 

Time: 2-3hrs

Weyburn -

1.  The literature on mental health-related police interactions employs a variety of 

terms to refer to such interactions, with ‘persons with mental illness’ being among 

the most frequently used terms. As Frederick, O’Connor, and Koziarski (2018) note, 

among other issues, the use of this (and related) terms may lead to validity-related 

issues due to the uncertainty of whether the so-called ‘person with mental illness’ 

genuinely lives with a diagnosed or diagnosable mental illness, or if other issues may 

be at play. Within police data, mental health calls are most frequently coded as such 

by responding officers due to a perception or belief – on behalf of the officer, 

bystanders, etc. – that mental health-related issues may be present, as opposed to a 
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certainty that they are present. This paper, therefore, employs the term ‘persons 

with perceived mental illness’ (PwPMI) to reflect this uncertainty. ↩

2.  We mention ‘effectiveness’ with a word of caution. Various reviews have 

concluded that this body of research is still developing, and that there is insufficient 

evidence to establish whether these responses are truly ‘evidence-based’ (see Bird 

and Shemilt 2019; Shapiro et al. 2015; Taheri 2016; Watson, Compton, and Draine 

2017; Dewa et al. 2018; Puntis et al. 2018). ↩


