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ARTICLE INFO ABSTRACT

Keywords: Background: The Community Access Support Team is an initiative aimed at improving crisis response for people
Col'r.estse facing mental health challenges or trauma. It brings together policing, health and social care in a co-response
Crisis team that offers compassionate, timely support, reducing the need for risk and emergency department visits.
Mental health . c1s . . .

Police Co-responding has three core elements namely specialised call handling, a joint police mental health team, and a
Clinician community support hub for follow-up care. This scoping review, which follows the JBI Methodological Frame-
Diversion work, aims to explore and map the extent, range and nature of research related to co-responding and to identify

gaps in existing literature.

Methods: Following a search of various online databases, two independent reviewers underwent a two-step
screening process on Covidence; a total of 29 papers were included for data extraction. The mapping included
areview of the various models and regulatory frameworks underpinning service providers, type of interventions,
outcomes and stakeholder experiences (providers, person, family).

Findings: Co-response teams improved interagency collaboration and service co-ordination; they reduced jail
bookings and emergency department transport. Service users felt better understood and communicated with
compared to police-only responses. Police gained confidence and received more crisis training.

Conclusions: Co-response teams help to improve service user care and access to community mental health ser-
vices. However, there is limited evidence of the long-term cost-effectiveness, and some challenges included role
conflict, staffing and data sharing issues.

Interagency collaboration

1. Introduction that severely impairs an individual's ability to function or cope with

daily life (Feriante & Sharma, 2023). Internationally, individuals expe-

Mental health crisis care has emerged as a critical issue globally, with
particularly acute challenges. Across high-income countries, increasing
demand for crisis services, limited community resources, and reliance on
emergency and law enforcement responses have been widely docu-
mented (Puntis et al., 2018; World Health Organization, 2021). It is
estimated that approximately 12% of the population is living with a
mental health disorder, with many more likely to experience a crisis
episode at some point (Department of Health, 2024). A mental health
crisis is typically characterised by an acute psychological disturbance

riencing mental health crises frequently encounter emergency services
as their primary point of contact, frequently resulting in police
involvement, emergency department (ED) presentations, or involuntary
detention (Livingston, 2016; Watson, Compton, & Pope, 2019). How-
ever, Ireland's current infrastructure for crisis intervention has been
widely described as under-resourced and fragmented, with limited
availability of community-based alternatives placing disproportionate
pressure on An Garda Siochana (Ireland's national police service). Police
are frequently required to act as the default first responders to such
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incidents. Under Section 12 of the Mental Health Act (Government of
Ireland, 2001), police are legally empowered to detain individuals
they believe are experiencing a mental disorder and this frequently leads
to involuntary transfers to EDs or psychiatric facilities. This practice not
only heightens demand on an already overstretched healthcare system
but also risks further traumatising individuals in crisis and fails to pro-
vide continuity of mental health support after discharge (Livingston,
2016; Wahbi & Beletsky, 2022). This highlights a significant policy
and service gap, reinforcing the need to explore alternative models that
may be adaptable to the Irish context.

Globally, co-response models using multi-agency interventions,
typically involving a police officer and a mental health professional
attending crisis incident together, have gained traction as a more
effective, humane and sustainable alternative to police-only responses.
Originally inspired by the Crisis Intervention Team (CIT) programme
developed in Memphis in the late 1980s (Compton, Bahora, Watson, &
Oliva, 2008), co-response models aim to reduce the use of force,
enhance de-escalation, improve linkage to ongoing care and lower
repeat contacts with police (Jenkins, Dye, Obeng-Asare, Nguyen, &
Wright, 2017; Lamanna et al., 2018; McKenna, Furness, Oakes, &
Brown, 2015; Stauss, Plassmeyer, & Anspach, 2025). In recent years,
co-response and alternative crisis response models have expanded across
multiple jurisdictions including the United States, Canada, Australia, the
United Kingdom, and parts of Europe, reflecting growing recognition of
the need for collaborative mental health crisis care (Bailey, Lowder,
Grommon, Rising, & Ray, 2022; Koziarski, O'Connor, & Frederick,
2021; Shapiro et al., 2015). Countries including Canada, Australia, the
UK, and the US have implemented various forms of this model, with
early findings demonstrating promise in reducing ED visits, criminal
justice system involvement and community trauma (Bailey et al., 2022;
Koziarski et al., 2021). For example, models such as police-mental
health co-response teams in Australia, street triage services in the UK,
and mobile crisis teams in North America have demonstrated improve-
ments in diversion from hospital and reductions in police involvement
(Ghelani, Douglin, & Diebold, 2023; Puntis et al., 2018). Nonetheless,
despite increasing international uptake, co-response models remain
unevenly deployed, inconsistently evaluated and are poorly understood
in terms of their structures, regulatory underpinnings and long-term
outcomes.

In Ireland, where co-response programmes are not yet systemically
embedded, the need for innovative, cross-sector approaches to crisis
response is increasingly evident. Police officers may lack adequate
specialised training to manage mental health emergencies safely and
compassionately, contributing to higher rates of involuntary detention
and escalating tensions between communities and law enforcement
(Haag, 2022; Jackson, 2021). Similar challenges have been reported
internationally, where police are frequently required to manage mental
health crises despite limited specialised training and resource con-
straints (Livingston, 2016). Evidence from other jurisdictions reveals
that co-response teams not only improve service user outcomes but also
ease systemic burdens on health and justice sectors (Ghelani et al., 202.3;
Puntis et al., 2018) suggesting potential applicability within the Irish
system. However, a recent review by Eaton et al. (2025) highlighted that
much of the literature focuses narrowly on effectiveness outcomes, with
limited insight into the broader contextual, regulatory and experiential
dimensions of these programmes.

Moreover, existing reviews remain limited in scope, either exam-
ining international literature without sufficient contextual sensitivity
(Puntis et al., 2018), or focusing exclusively on specific jurisdictions,
such as Canada (Ghelani et al., 2023). While previous reviews have
identified promising outcomes, they have also highlighted substantial
variation in implementation, governance, team composition, and ser-
vice delivery approaches across countries (Koziarski et al., 2021;
Shapiro et al., 2015). There is also a dearth of analysis that compre-
hensively maps the diversity of co-response models, the variation in
service delivery personnel, the underpinning regulatory frameworks and
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stakeholder experiences, particularly from the perspectives of service
users and their families. Given that models differ significantly across
geographic and policy contexts, from CIT-trained officers working
alongside clinicians to tri-response teams including paramedics, the
heterogeneity of co-response interventions presents both a challenge
and an opportunity for comparative research (Dempsey, 2017; Yang,
Gill, Lu, Azam, & Kanewske, 2024).

In response to these gaps, this scoping review will apply the JBI
Methodological Framework (Peters et al., 2021) to systematically map
the extent, range and nature of published research on co-response
models to mental health crises. Specifically, the review aims to: (1)
identify and describe the different types of co-response models imple-
mented globally; (2) map the professional composition of the teams
delivering these interventions; (3) examine the legal and policy frame-
works that structure their operations; (4) analyse the interventions
delivered through these models; (5) synthesise reported outcomes and
their implications for service delivery; and (6) explore stakeholder ex-
periences, including those of mental health professionals, police
personnel, individuals receiving care and their families. This review is
both timely and necessary. Amidst heightened scrutiny of police-
involved incidents and renewed calls for mental health reform, co-
response programmes represent a critical juncture in reshaping how
societies respond to mental health crisises. By illuminating existing
practices, highlighting promising innovations and identifying key
research gaps, this review seeks to inform policy makers, practitioners
and scholars committed to advancing compassionate, effective and
equitable mental health crisis care.

2. Methods

This scoping review was conducted in accordance with the JBI
Methodological Framework for Scoping Reviews (Peters et al., 2021),
which offers a rigorous and structured approach to mapping the extent,
range and nature of existing literature. The review was registered on
OSF (Croke et al., 2025) and to enhance transparency and reproduc-
ibility is reported in accordance with the PRISMA-ScR (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses extension
for Scoping Reviews) guidelines and the associated PRISMA flow dia-
gram (Page et al., 2021). The primary aim of this scoping review was to
explore the characteristics, implementation and outcomes of co-
response models involving police and mental health professionals in
responding to mental health crises. The Population—Concept-Context
(PCC) framework guided the development of the review question and
inclusion criteria (Table 1).

A comprehensive search strategy was designed in consultation with
an academic librarian to identify relevant peer-reviewed literature. The
following electronic databases were searched: MEDLINE, CINAHL, Web
of Science, PsycArticles, PsycINFO and the Cochrane Library. In addi-
tion, the following law databases were searched: Westlaw IE, Westlaw
UK, Lexis+, and HeinOnline. However, as no export options were
available within each individual law database, results were screened at
the title and abstract stage and only relevant full-text papers were

Table 1
PCC framework and search terms.

Population  Police
Service providers

“polic” OR “law enforcement” OR “officer”
OR “nurse” OR “clinician” OR

(health & social care),  “psychologist” OR “social worker” OR
Service users “professional”™*

Service users' families =~ AND

“mental health” OR “mental ilI” OR
“psychiatr” OR “mental disorder*”

Concept Co-response models “corespon” OR “co-respon” OR “team” OR
“liaison” OR “diversion” OR “first
responder”

Context Mental health crisis “crisis” OR “crises”

response
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extracted and added to Covidence for screening. The search was limited
to articles published in English between 2000 and 2025. Grey literature
was not included in this review. Search terms were developed using
Boolean operators and truncations to capture a broad range of studies
related to co-response mental health crisis models and search results are
available on OSF files (https://osf.io/neycs/files/osfstorage). An over-
view of the search terms used is depicted in Table 1.

All identified citations were imported into Covidence, a web-based
platform that facilitates systematic literature reviews. A two-step
screening process was carried out, guided by the eligibility criteria
(Table 2); firstly, title and abstract screening, followed by full-text re-
view. The screening was conducted independently by two reviewers.
Discrepancies during either screening stage were resolved through dis-
cussion with a third reviewer to ensure consistency and reduce potential
bias. The screening process is recorded in Fig. 1.

Data were extracted from the included studies using a standardised
data charting form developed in Microsoft Word (Table 3). The
following variables were captured: study characteristics: author(s), year,
country, and study design, model description: type of co-response team,
professional composition, delivery method, regulatory/funding frame-
work, intervention details: nature and type of interventions imple-
mented, outcomes reported: service outcomes (e.g., diversion from ED),
system-level outcomes (e.g., reduced police workload), individual out-
comes (e.g., client satisfaction, clinical progress), stakeholder experi-
ences: perceptions and experiences of police, healthcare providers,
service users and family members.

The purpose of data analysis was to map, summarise and categorise
existing evidence in line with the review objectives and to identify gaps
in the existing literature. A quantitative summary of the included studies
was compiled to detail the number and type of included studies, year of
publication, geographic distribution, research design, populations
involved, professional composition of co-response teams. A qualitative
thematic analysis (Braun & Clarke, 2006) was conducted to synthesise
findings and identify recurring patterns and themes. Consistent with
scoping review methodology, data extracted from each included study,
including study aims, intervention descriptions, outcomes, imple-
mentation characteristics, and stakeholder perspectives were analysed.
Coding was conducted primarily using information extracted from the
results, discussion, and relevant descriptive sections of each article,
rather than line-by-line full-text coding, in order to focus on findings
relevant to the review objectives (Peters et al., 2021). This involved:
familiarisation with the data, manual coding of data segments relevant
to the research objectives, theme development by grouping similar
codes and refinement and synthesis to ensure internal consistency and
relevance to the study aims.

Coding was conducted by the lead reviewer, with themes reviewed

Table 2
Eligibility criteria.

Include

Exclude

Articles published in English language

Peer-reviewed journal article

Articles published between 2000 and
2025

Articles reporting primary research
(qualitative, quantitative, or mixed-
methods)

Articles with explicit focus on co-
response models involving police and
health or social care providers

Articles that focus on mental health
crisis response at the first point of
contact.

Articles published in languages other
than English.

Non peer reviewed articles

Articles published before 2000

Articles reporting secondary research
such as systematic reviews and meta-
analyses, grey literature, commentaries
and opinion pieces

Articles reporting on mental health
training only (e.g., CIT without co-
response, college or university campus-
based interventions or attitudinal or
perception-focused studies.

Articles with forensic or violence-specific
focuses,
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and discussed with the research team to enhance the rigour and credi-
bility of interpretation. An inductive-deductive approach was used.
Initial coding was guided by the review objectives (a priori categories),
including team composition, governance structures, intervention char-
acteristics, and outcomes. Additional codes were developed inductively
as new concepts emerged during analysis, such as implementation bar-
riers, stakeholder perceptions, and service user experiences. To enhance
transparency and reflexivity, the research team included individuals
with experience in mental health services, policing collaboration, and
health services research. This multidisciplinary perspective informed
interpretation of findings and supported reflexive consideration of po-
tential biases during theme development (Braun & Clarke, 2019).
Themes were organised around: intervention design and implementa-
tion, roles and responsibilities of professionals, outcomes and effec-
tiveness, regulatory and funding mechanisms, stakeholder experiences.

2.1. Findings

A total of n = 29 studies met the inclusion criteria and were included
in the review. The findings from this review will be presented using
tables that summarise key study characteristics as visual aids alongside a
narrative summary of thematic findings, structured around the review
objectives. This methodological approach provides a comprehensive
overview of the current evidence base surrounding police/mental health
co-response models and offers practical insights for future programme
development, policy-making and academic inquiry.

2.1.1. Characteristics of co-response models and studies

To provide a clearer synthesis of structural and operational charac-
teristics across included studies, descriptive information relating to team
composition, governance arrangements, funding mechanisms, outcomes
assessed, and country distribution was extracted and summarised across
studies (Table 4).

Across the included studies, the most common co-response configu-
ration involved a police officer paired with a mental health professional,
typically a clinician, social worker, or psychiatric nurse (n = 25). A
smaller number of studies described tri-service models involving police,
mental health clinicians, and paramedics (n = 3), such as the Police,
Ambulance and Clinical Early Response (PACER) model implemented in
Australia. One study described a remote advisory model in which police
accessed mental health expertise via telephone or virtual consultation.
Joint governance arrangements between police and mental health ser-
vices were the most commonly reported programme structure (n = 14),
followed by police-led models (n = 8). Fewer programmes were led
primarily by health services (n = 4), and governance arrangements were
not clearly reported in three studies. Funding mechanisms were incon-
sistently reported, with over half of studies not specifying funding
sources. Where reported, programmes were primarily funded through
government or local/state funding, with a small number supported
through federal or research grants. Outcome evaluation focused pre-
dominantly on criminal justice and healthcare utilisation metrics,
including arrests, emergency department transport, and use of force.
Fewer studies examined service user experiences, family perspectives, or
economic outcomes, highlighting a gap in person-centred and system-
wide evaluations.

Most of the papers were qualitative (7) or mixed-methods (7), fol-
lowed by quasi-experimental (5), exploratory (3), randomized
controlled trials (RCTs) (1), quantitative observational studies (1) and
descriptive cost analysis (1). Quasi-experimental studies typically
involved pre-post or non-randomized comparison designs, while the
RCT utilised random allocation to intervention and comparator groups.
Quantitative observational studies relied on statistical analysis of
routinely collected or administrative data. Descriptive cost analyses
examined programme costs without formal causal inference. Explor-
atory studies were primarily qualitative or preliminary mixed-methods
investigations aimed at understanding programme processes and
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[ Identification of studies via databases and registers ]
)
Records identified from*:
g Databases (n =23,368) Records removed before
= 19 Law databases screening:
8 5863 Web of Science e
2 F——» Duplicate records removed (n
5_:': 5720 PsycINFO =9§87) (
5 5561 MEDLINE
L) 3445 CINAHL
2506 CENTRAL
254 PsycArticles
)
Records screened Records excluded**
>
(n=13,381) (n =13,330)
Reports sought for retrieval )
> > Reports not retrieved
£ (n=51) (n=0)
c
o
g
O
n
Reports assessed for eligibility
(n=51) —¥»| Reports excluded: (n = 22)
22 unable to identify co-
respond partnership between
police and health or social
care professional
—)

Studies included in review
(n=29)

Fig. 1. PRISMA flow diagram.

feasibility. Overall, the included literature reflects a mix of qualitative,
quantitative, and mixed-methods designs, rather than being exclusively
quantitative. Qualitative and mixed-methods studies were particularly
important in capturing stakeholder experiences, implementation pro-
cesses, and contextual influences, whereas quantitative designs focused
on measurable service and system outcomes.

2.1.2. Geographic variation in co-response models

Geographic variation across studies demonstrated differences in
programme design, outcomes, and implementation challenges across
countries. Of the n = 29 papers included in this review, studies were
conducted in the United States (n = 11), Australia (n = 10), Canada (n =
6), the United Kingdom (n = 1), and New Zealand (n = 1). Co-response
models in the United States primarily focused on diversion from arrest
and criminal justice involvement, with several studies evaluating re-
ductions in arrests, jail bookings, and improved linkage to services
(Childs et al., 2024; Donnelly et al., 2025; Morabito et al., 2018; Petreca
et al., 2025; Uding et al., 2025; White & Weisburd, 2018). In contrast,
Australian studies frequently examined tri-response models involving
police, ambulance, and mental health clinicians, such as PACER and
NPACER, with outcomes frequently focused on involuntary detention,
emergency department diversion, and service integration (McKenna,
Furness, Oakes, & Brown, 2015; Meehan et al., 2019; Robertson et al.,
2020; Heffernan et al., 2024; Huppert & Griffiths, 2015). These
models are also more commonly reported system-level integration and
collaboration between emergency services.

Canadian studies frequently emphasised implementation challenges,
interagency collaboration, and service user experiences, particularly in
smaller jurisdictions and community-based models (Kirst et al., 2015;
Koziarski et al., 2021; Lamanna et al., 2018; Semple et al., 2021).

Canadian research also more commonly explored operational barriers,
including staffing constraints and service coverage limitations. The
limited number of studies from the United Kingdom and New Zealand
focused on liaison and collaborative response models, with Jenkins et al.
(2017) examining police liaison approaches and Lee et al. (2015)
describing collaborative mobile response units. These studies high-
lighted early-stage implementation and service development challenges.
These geographic differences suggest that co-response models are sha-
ped by national service structures, healthcare systems, and policing
practices. While diversion from criminal justice and improved safety
were consistent themes across countries, variations were observed in
programme structure, governance arrangements, and outcome prior-
ities. This highlights the importance of considering local context when
interpreting co-response model effectiveness and transferring pro-
grammes across jurisdictions.

Following extraction and synthesis of international evidence on po-
lice/mental health co-response programmes, the data were analysed
thematically to identify recurring patterns, similarities and divergences
across studies. Initial coding was undertaken to capture descriptive
features of the data (e.g., “reduced arrests,” “improved de-escalation”,
“staffing limitations™), which were then grouped into broader sub-
themes reflecting common processes or outcomes (such as “diversion
from criminal justice” or “implementation challenges”). These sub-
themes were further clustered into six overarching themes that capture
the breadth of international evidence: diversion from criminal justice
and emergency departments; improved safety, de-escalation and
reduced use of force; collaboration and interagency coordination; con-
sumer and family experiences; cost savings and system efficiency and
implementation challenges and sustainability. Table 5 presents these
themes, their associated subthemes, illustrative codes and the sources
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Indianpolis.
USA

Blais and Brisebois

(2021), Improving
police responses to
suicide-related
emergencies: New
evidence on the
effectiveness of co-

response police-mental

health programs.
Canada.

Blais, Landry, Elazhary,
Carrier, and Savard
(2022), Assessing the
capability of a co-
responding police-

mental health program
to connect emotionally

disturbed people with
community resources
and decrease police
use-of-force.

Canada.

Boscarato et al. (2014),
Consumer experience
of formal crisis-

response services and

co-response team
to those receiving a
usual response
from the police
after a 911 call.

To evaluate the
effectiveness of a
co-response
police-mental
health program
implemented by
the Laval Police
Department in
managing suicide-
related emergency
calls.

To assess the
capability of a
mobile crisis
intervention team
(MCIT) to connect
emotionally
disturbed people
(EDP) with
community
resources and
decrease police
use-of-force.

The study explored
mental health
consumers'
experience with

as-usual
responses n =
315. Totaln =
5628. Secondary
data collected
from police
reports, EMS
records and jail
booking data.
Cases manually
matched from
different districts
using
demographic
and incident
details.
Statistical
analysis.

Quasi
experimental,
observational. n
=130
observations of a
control group
with n = 251
observations of a
treatment group.
Data collected
from Laval
Police
Department and
Social
Emergency
Division records.
Statistical
analysis.

Quasi
experimental.
Treatment group
all interventions
conducted by the
MCIT between 4
p.m. and
midnight on
Wednesday and
Friday compared
to the previous
year where
interventions
handled by
regular police
officers.
Statistical
analysis.

Qualitative,
exploratory
study n =11
mental health

clinician from a
community
mental health
network and a
local EMS
paramedic. CRT
is a self-
dispatching unit
that responds to
relevant 911
calls.

A trained police
officer works
alongside a
psychosocial
worker (mental
health
professional)
from the Social
Emergency
Division, either
onsite or on the
phone.

Consisted of a
trained police
officer and a
social worker
operated two
evenings per
week.

Police-only and
joint responses.

mental health
network. Grant
Funded by the
Richard M.
Fairbanks
Foundation (not
city

government).

Governed by the
Laval Police
Department and
its internal
Social
Emergency
Division.
Funding source
not described.

Co-response
police mental
health
programme.

Not reported.

Increased EMS
use. Increased
coordination of
services. Black
CRT participants
are less likely to
be arrested. Long
term EMS burden,
racial equity in
arrest rates,
overall diversion
from criminal
justice system,
long term jail
bookings
unchanged.

Improved
coordination
between police
and MH Services.
Reduction in
voluntary
transport to the
hospital. Reduced
use of police force,
increased use of
social networks,
and increased
community
referrals. Reduce
pressure on
hospitals, reduced
pressure on justice
system to manage
MH crisis.
Reduced number
of EDP being
transported to
hospital against
their will when
MCIT was
involved. Reduced
use of force is also
evident and
increases
connection to
social networks or
community MH.
Reduced use of
force for police
and better crisis
interventions for
psychosocial
workers. Less
burden on
hospitals and
improving
community MH
Referrals.

Increase the need
for a co-response
model/informal
response.

Lower arrest rates
for black
individuals seen
by CRT. Family
perspectives — not
reported.

Reduced use of
force and
increased access to
trained MH
professionals for
police.
Psychosocial
workers increased
community
referrals. Reduced
use of force
(trauma) provides
better access to
community
support. Family
perspectives not
reported.

Reduced use of
force and
transport against
EDP will be taken
to the hospital.
Better Enhances
better
communication
and collaboration
between
organisations.
Service user
perspectives not
reported. Family
perspectives not
reported.

Service outcomes
not reported.
Consumers wanted
family/friends to

Table 3
Data extraction table - co-responding.
Author(s), Year, Title, Aim Study Design Co-responder Legislation/ Outcomes Key findings Implications/Gaps/
Country Model/Type Policy/ Recommendations
Intervention Governance/
Funding Model
Bailey et al. (2022), To compare Prospective, The CRT Indiana Code Decreased Reduced Future studies
Evaluation of a police-  individuals' quasi- consistedofa CIT ~ 12-26-4 immediate jail immediate jail should examine
mental health co- experience of a experimental trained police (emergency bookings. No bookings post follow up
response team relative  behavioral health design. CRT officer, a detention law). change in crisis and treatments,
to traditional police crisis who received ~ responses n = master's-level Joint effort: involuntary increased service community
response in a response from a 313. Treatment- mental health police, EMS, hospitalisation. coordination. availability of

Servies. Family/
service user
engagement may be
a barrier.

CRT reduces police
force, hospital
transfers and
community-based
crisis management.
Risk of arrest is not
affected. No input
from service users
or family
perspectives. May
not generalize to
other areas with
fewer support
structures. Not a full
RCT. Only evaluates
co response for
suicide related
crisis.

Assess co response
using RCT. Further
evaluation to assess
the impact on the
criminal justice
system. Use a script
in future to help
communication
with police and
EDP. Small MCIT
with limited
availability.

Small sample size.
Reliant on past
experience and
exposure to various

(continued on next page)
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Table 3 (continued)
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Author(s), Year, Title,
Country

Aim

Study Design

Co-responder
Model/Type
Intervention

Legislation/
Policy/
Governance/
Funding Model

Outcomes

Key findings

Implications/Gaps/
Recommendations

preferred methods of
crisis intervention.
Australia

Childs, Elligson, and
Brady (2024), Testing
the impact of a law
enforcement—operated
co-responder program
for youths: A quasi-
experimental
approach.

USA.

Donnelly et al. (2025),
Mental health co-
responder programs:
assessing impacts and
estimating the cost
savings of diversion
from hospitalisation
and incarceration.
USA.

Fisher et al. (2024),
Barriers and enablers
to implementing
police mental health
co-responder
programs: A
qualitative study using
the consolidated
framework for
implementation
research.

Australia.

Furness, Maguire,
Brown, and McKenna
(2017), Perceptions of

formal crisis
services (preferred
crisis supports and
opinions of four
collaborative
interagency
response models.

To explore
whether the use of
a co-responder
program reduced
the likelihood of an
involuntary
commitment
examination as the
disposition of a
police encounter
with youths
experiencing a
mental health
crisis and 1 year
after the initial
incident.

examines the
outcomes and cost-
savings of a co-
responder program
known as the
Behavioral Health
Unit run by the
New Castle County
Division of Police
(NCCPD) in
Delaware between
2020 and 2023.

To understand
contextual barriers
and enablers to
implementation,
adaptation, and
maintenance of
police mental
health co-
responder
programs.

To profile
perceptions about
the Northern

consumers,n =5
female andn =6
male, aged
22-58 years.
Semi structured
interviews.
Thematic
analysis.

Quasi
experimental
design, n = 206
and n = 327
incidents.
Statistical
analysis.

Descriptive/cost
analysis case
study, n = 43
calls per month
over 33 months.
Data collected on
redcap.
Statistical
analysis.and cost
analysis
conducted.

Qualitative, n =
30, police and
mental health
staff with an on-
road role in the
co-responder
units, verbal or
written semi
structured
interviews,
combined
inductive and
deductive coding
strategy.

Exploratory
research, based
on quantitative

Licensed mental
health counselor
and police
officer.

One police
officer and a
civilian mental
health
professional
jointly respond to
calls for service.

The units use a
ride-along,
second-response
model. A senior
mental health
clinician
employed by the
mental health
service is teamed
with a police
officer in an
unmarked police
vehicle.

Second response
(ie. Co response)
model- police

Police led.

Funding from
the Bureau of
Justice
Assistance's
Justice and
Mental Health
Collaboration
Program (2017-
MOBX0043)
police led.

The models
were locally co-
designed by the
police and
mental health
services.

Victoria Police
and the Area

Preference for
timely response,
humane
treatment, lack of
collaboration or
feeling
threatened.
Reduced call outs
for police to crisis
situations.
Increase crisis de-
escalation
Creates safe space
for youths with
MHP. A greater
number of youths
were able to
remain in the
community
following
intervention by
the co-response
team. Reduced
Baker Act
examination,
(involuntary).
Expanded
training, and
collaboration.
Increase support,
repeat call
reduction,
personalised
interventions.
Cost savings,
reduced arrests,
ED transport and
increase
diversion.

Co response
reduces transport
to ER. And better
connects
consumers to
appropriate
services.
Differences in
culture, policies,
and
communication
between
organisations,
resulted in some
initial tensions
between police
officers and the
mental health

clinicians. Staffing

difficulty is a key
risk to the model,
long-term, and a
new resourcing
model may be
necessary for
sustainability,
some police feel
MH is not police
business. More
training for police
in MH.

NPACER enabled
diversion from ED
to direct inpatient

intervene or GP/
MH practitioner.
None wanted
police. Most
welcomed idea of
co response model.
Family
perspectives not
reported.

Improvement of
crisis interventions
due to MH input
and less likely to
involuntary
transport youth
with MHP. Offered
follow up support
to MH support
services. Family
perspectives not
reported.

Increased
collaboration and
real time input.
Overall positive
perceptions.
Reduce risk of
repeat call. Family
perspectives not
reported.

Better outcomes
for consumers and
the service and co-
responding
programme is a
good learning
opportunity for
organisations.
Service user
perspectives not
reported. Family
perspectives not
reported.

Collaboration and
skill-sharing.
Helped avoid

crisis models,
consumers are often
too distressed to
consider
collaboration or
preference during a
crisis.

The limitations of
this study were an
inability to match
the groups on the
severity of their
suicidal risk factors.
No data on post
crisis services.

Expand CRT model,
ensure adequate
training, evaluate
cost over long
period, CRT reduces
arrests and ED
transport.

Not available 24 h a
day. Legislative
issues and further
training may be a
barrier. Allocating
dedicated staffing
and funding very
important. Data is
only post hoc.

No data saturation.
Small sample.

(continued on next page)
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procedural justice and Police and data. n = 43. officer and a Mental Health admission. escalation and
coercion during Clinician Response Quantitative senior mental Service. Facilitated better manage
community-based (NPACER) when data were health clinician interagency risk. NPACER
mental health crisis: A the unit responded collected with attending to collaboration. participants
comparison study to mental health the PCES. community Greater perceived reported being
among stand-alone crisis compared Statistical based mental procedural justice treated with more
police response and co- ~ with perceptions of  analysis. health crises. under NPACER. respect, dignity,
responding police and a police only No significant and
mental health clinician  response. difference in understanding.
response. perceived Family
Australia. coercion. NPACER  perspectives not
reduced the use of  reported.
ED for acute
psychiatric
assessments.
Heffernan, Pennay, Li, The primary aim of ~ Retrospective PACER is The local PACER reduces Less use of No descriptive data/
and Gray (2024), The this study was to cohort study. n comprised of a government unnecessary involuntary missing data. Police
association between determine the = 8577. Data representative agency delivers involuntary detention. and ambulance data

the Police, Ambulance,
Clinician Early
Response model and
involuntary detentions
of people living with
mental illness: A
retrospective
observational study.
Australia.

Hofer et al. (2024), An
economic evaluation
of a police-mental
health co-response
program: data from a
pragmatic randomized
controlled trial.

USA.

Huppert and Griffiths
(2015), Police mental
health partnership
project: Police
Ambulance Crisis
Emergency Response
(PACER) model
development.
Australia.

association
between three
approaches to
responding to
acute mental
health crisis
(PACER, police or
ambulance as the
exposures) and
rates of
involuntary
detentions
(outcome).

To compare costs
associated with
receiving a crisis
response from
police-as-usual
versus a police-
mental health co
response team that
occurred as part of
a randomized
controlled trial.

To review
international
models of police
responses to
mental health
crises and develop
a partnership
model (PACER)
between mental
health and
emergency
services aimed at
improving
response pathways

collected form
MH tribunals,
computer aided
dispatch systems
and PACER data.
Statistical
analysis.

Retrospective
observational
study of an RCT.
n = 435 - MCAT
=211 TAU =
224. Data from
eligible 911
calls. Statistical
analysis.

A qualitative
dataset was
developed, and
information was
collected during
each PACER
shift. It was then
collated with the
assistance of the
mental health
unit of Victoria
Police.

mental health
worker, most
generally a
qualified mental
health nurse or
equivalent, a
paramedic and a
police officer
from each of
these agencies.

Each MCAT unit
consisted of a
crisis
intervention
trained police
officer from the
Indianapolis
Metropolitan
Police
Department
(IMPD) and a
mental health
clinician.

Police and
mental health
clinicians
working
together.

public- based
health care,
ambulance

services and law

enforcement in
the study
setting.

Police and MH
joint led.

Victoria police
and ambulance
Victoria, North
Western Mental
Health,
Melbourne
Health.

detentions. Higher
post-detention
hospitalisation
rates with PACER.
Patients assessed
by PACER more
likely to be
hospitalised post-
detention. PACER
associated with
lower detention
rates, fewer
emergency
department visits
and lower rates of
involuntary
detention overall.
Each MCAT call
cost ~$2 No
significant
reduction in jail
bookings, EMS
calls, ED visits, or
behavioral health
visits over 6-12
months.
Behavioral health
service use was
significantly
higher in the
MCAT group by
12 months
(+$8813 per
person). No
overall cost
savings from
MCAT it increased
public sector costs
by 29% ($14,604
per person) over
12 months.

Faster ED MH
evaluations.
Increase
diversions from
ED. Increase
diversions from
ED improving
timeliness of care
pathways and
diversions from
EDs.

Promotes less
restrictive practice
and alleviates
ambulance and
police burden.
More responsive
MH response, less
trauma and
involuntary
admissions.
Family
perspectives not
reported.

MCAT relieved
some frontline
pressure.
Outcomes were
not significantly
better than police-
as-usual in terms
of EMS, jail, or ED
visits. Family
perspectives not
reported.

Improved local
partnership.

Less likely to be
sent to ED or
better MH
evaluations in ED
(quicker). Family
perspectives not
reported.

were not tested for
validity and
reliability

Work with
community partners
across multiple
agencies to develop
and employ
randomized study in
a real-world setting.
Only 12-month
study. Did not
account for the
broad costs of the
criminal legal
system.

Time limited trial
and a new system.
Improved cross-
service
understanding is
needed.

(continued on next page)
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and outcomes for

individuals,

families, and

service personnel.
Jenkins et al. (2017), To examine Retrospective A mental health Police led Fewer section Fewer 136 Lacked details of

Police liaison and
section 136:
comparison of two
different approaches.
UK

Kane, Hyatt, and Teti
(2024), Police
responses to
vulnerable
populations: tracking
the evolution from
“zero-policing” to “co-
responding”.

USA

Kirst et al. (2015),
Examining
implementation of
mobile, police mental
health crisis
intervention teams in a
large urban center.
Canada.

Koziarski et al. (2021),
Policing mental
health: The
composition and
perceived challenges
of co-response teams
and crisis intervention
teams in the Canadian
context.

Canada

Kuehl, Gordon, and
Every-Palmer (2024),
In safe hands:
Experiences of services
users and family/
support people of
police, ambulance and
mental health co-
response.

New Zealand.

changes in and
between Ipswich
and Norwich
regarding section
136 detentions and
hospital admission
rates of detained
individuals.

To track the
evolution of police
responses to
vulnerable
populations, focus
on co-responding
models and their
outcomes.

To understand
processes of
implementation of
a multi-site MCIT
program in a large
urban center and
identify program
strengths and
challenges, as well
as levels of
satisfaction in
service delivery.
To document the
perceived
challenges faced
by CITs/CRTs from
a Canadian
perspective.

To examine the
service user and
family experiences
of a new CRT being
established in New
Zealand.

study. Does not
explicitly state
the sample size
used in the
study, counts of
assessments and
admissions are
provided n =
453. Data
collected from
assessment/
records.
Statistical
analysis.
Qualitative case
study approach
with a historical
overview,
secondary data,
thematic
analysis.

Qualitative, n =
57. Interviews
and focus
groups, thematic
analysis.
Transcripts were
coded by both
inductive and
deductive
coding.

Mixed
methodology, n
= 23, online
survey and
confidential,
semi-structured
telephone
interview.
Statistical
analysis and
thematic
analysis
(inductive
coding).
Qualitative, n =
23 semi
structured
interviews,
inductive, realist
approach to
thematic
analysis.

nurse worked
with frontline
police attending
incidents related

to mental health.

The other
involved nurses
providing advice
from the police
control room.

Collaborative
teams involving
police officers
paired with
mental health
professionals
who respond
jointly to mental
health crises and
vulnerable
individuals

Each MCIT is
comprised of
mental health
nurses, and
police officers
specially trained
in crisis
intervention.

Comprised of an
officer and a
mental health
practitioner who
co-respond to
crisis calls at the
request of first-
responding
officers

Two police
officers, two
mental health
clinicians and
one paramedic.

Funding not
stated. Various
models
outlined, mix of
police and MH
lead models.

Joint (police
and mental
health team).

Police led.

Police led.

136. Increased
admissions.
Reduces contact
with CMHT,
improves follow
up support.

Improved
collaboration and
crisis response,
enhanced access
to MH support and
reduction in
arrests. Promotes
harm reduction.
Reduce restrictive
practices and
trauma, better
outcomes.
Reduced strain on
police/ ED staff
and increased
interagency
collaboration and
understanding.
Increase consumer
outcomes.
Confusion about
team roles and
expectations.
Increased
partnership
between services
and raising
awareness.

Increase CFS for
MH, chronic
callers' difficulty
with jurisdiction
issues. Lack of
support and
services for MH.
Increase hospital
wait times.

SU noted
humanistic
engagement.
Good
communication
noted. Good
collaboration. It
saves time and
high quality of
service, reduced

assessments and
detainee. Increase
follow up support.
Family
perspectives not
reported.

Increase
collaboration and
skill building (de-
escalation
techniques). Better
outcomes and
follow up support/
connection to
services, tailored
care. Increased
support and
reassurance for the
family.

Increased
collaboration and
communication.
Feeling listened to
and respected and
given a choice.
Family
perspectives not
reported.

Staffing and
funding
insufficient for the
job. Left with no
community
resources due to
lack of them, poor
service hours.
Family
perspectives not
reported.

Good
communication
and collaboration.
Felt they were
treated with
patience and
empathy. Felt the
CRT was
responsive and
holistic.

work done by MH
nurse/police.
Couldn't define area
at times. Reduces no
of Section.

Need for more
rigorous evaluation
of co-response
models, sustainable
funding, expanded
training, and clearer
protocols to
improve integration
and outcomes.

More training is
needed to
understand better
their roles. The
importance of role
clarity. Small
sample and family
perspectives not
included.

Low response rate,
high exclusion
criteria. Increased
funding and
jurisdiction clarity
would improve
CRT.

Long wait times in
hospital/lack of
follow-up support.
Cultural gaps noted.
Police presence
increases distress.
Peer support may
help CRT. Increased
MH demand may
cause bias.

(continued on next page)
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restraint/violence
and involuntary
admission.

Lamanna et al. (2018),
Co-responding
police-mental health
programmes: Service
user experiences and
outcomes in a large
urban center.
Canada.

Lee et al. (2015),
Outcomes achieved by
and police and
clinician perspectives
on a joint police officer
and mental health
clinician mobile
response unit.
Australia.

McKenna, Furness,
Oakes, and Brown
(2015), Police and
clinician diversion of
people in mental
health crisis from the
Emergency
Department: a trend
analysis and cross-
comparing study.
Australia.

McKenna et al. (2015),
Police and mental
health clinician
partnership in
response to mental
health crisis: A
qualitative study.
Australia.

Meehan, Brack,
Mansfield, and
Stedman (2019), Do
police-mental health
co-responder
programmes reduce
emergency
department
presentations or
simply delay the
inevitable.
Australia.

To evaluate
outcomes of co-
responding team
interactions and
compared them to
police-only team
responses.

To evaluate an
Australian joint
police-mental
health mobile
response unit that
aimed to improve
the delivery of a
community-based
crisis response.

To evaluate the
NPACER by
comparing trends
in service
utilisation prior to
and following its
inception.

To describe the
perceptions of
major stakeholders
on the ability of
the team to reduce
behavioral
escalation and
improve the
service utilisation
of people in mental
health crisis.

To assess the
outcomes for
people following
intervention by a
police-mental
health co-
responder team.

Mixed methods,
n=15.
Qualitative
interviews,
administrative
data from
databases.
Statistical
analysis and
inductive
thematic
analysis.

Mixed method, n
= 296 contacts.
Police n = 66,
MHC n = 11.
Questionnaire
for qualitative
experience. A-
PACER Activity
Sheet. Statistical
analysis and
thematic
analysis.

Retrospective
comparison of
ED data over 27
months. n =
1176. Statistical
analysis.

Exploratory, n =
17. Semi
structured
interviews.
Inductive
thematic
analysis.

Mixed methods
observational
evaluation, n =
122. Electronic
data. Statistical
analysis.

Mental health
nurse and a
police officer
with
supplementary
mental health
training.

Joint police-
mental health
mobile response
unit.

A senior mental
health clinician
and a member of
Victoria Police.

Second response
model (Lamb

et al., 1995)
comprising a
police officer and
a senior mental
health clinician.

Mental health
nurses (co-
responder) to
work alongside
police.

Police and MH
led.

Partnership
between the
public mental
health service
and the Victoria
Police division.
Funding
provided by the
Victorian Law
Enforcement
Drug Fund.

North Western
Mental Health,
Melbourne
Health,
Northern
Health, and
Victoria Police.

Police and MH
collaboration

MH & Police
collaborative
approach

CRT response
times longer than
TAU. CRT more
likely to have ED
escort however
involuntary.
Lower levels of
force on SU.
Lower time spent
in ED handover.
Time efficient for
ED. Reduced rate
of arrest. And
saves police
officer time.
Increased
collaboration
between services.
Improved rate of
response. Efficient
handover for ED
staff. Frustration
with paperwork/
unnecessary calls.
Better education
re MH for police.
Reduce ED
admissions.

50% reduction in
Section 10 arrivals
to ED after
NPACER
introduction.
Increased
community
discharge.
Reduction in ED
assessments and
people stayed in
community more.
Reduced burden
in ED and
alternative less
restrictive crisis
pathways.

Reduce behavioral
escalation.
Improve access to
MH care. Improve
consumer
outcomes.
Increased
communication
and collaboration.
Alleviates ED and
reduces restrictive
practice.

Reduces
transports to ED.
Promotes timely
and holistic
response. Lessens
burden on ED and
less restrictive
practices used.

Holistic and
empathetic
approach. Less use
of force. More
likely to be
voluntarily
transported to ED.
Less likely to have
force used. Found
CRT to have good
de-escalation
skills. Family
perspectives not
reported.

Opinions on
communication
vary. Better
understanding of
MH. Lack of
privacy for
assessments.
Better outcomes
and understanding
of MH problems.
Family
perspectives not
reported.
Increased access to
inpatient without
using ED. Better
collaboration.
Service user
perspectives not
reported. Family
perspectives not
reported.

Skill development.
(better
understanding of
MH)
Collaboration,
holistic approach.
Less likely to have
restrictive
practices used.
Less traumatic
experience better
follow up support.
Saves time and
cost. Less likely to
have restrictive
practices used.
Family
perspectives not
reported.

Only examined 6
teams. Couldn't
compare the rate of
injury and arrest.

Increased working
hours/flexibility.
Uneven sample of
police and MH. No
service user or
family input.

Limitations include
lack of data on
economic impact,
sustainability, and
long-term
outcomes.

The need for more
on-call support from
a psychiatrist; and
the need for
professional
development to
manage people in
crisis from
culturally and
linguistically
diverse
communities.
Unable to compare
police
interventions.
Follow up phone
call instrumental
with reducing ED
contact.

(continued on next page)
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Morabito, Savage,
Sneider, and Wallace
(2018), Police
response to people
with mental illnesses
in a major U.S. city:

The Boston experience

with the co-responder
model.

USA.

Petreca, Barros, Popp,
Burgess, and Harding
(2025), Keeping crisis
from becoming an

emergency: Predictors

of ED diversion in
police-led behavioral
health responses.
USA.

Robertson et al. (2020),
Cairns mental health
co-responder project:

Essential elements and

challenges to
programme
implementation.
Australia.

Semple, Tomlin, Bennell,

and Jenkins (2021),
An evaluation of a
community-based
mobile crisis

intervention team in a

small Canadian police
service.
Canada.

Stauss et al. (2025), I'was

able to like, kind of
breath: Baseline
perspectives and
lessons learned from
participants of a co-
response program.
USA.

Uding, Moon, and Lum
(2025), The status of
co-responders in law
enforcement: findings

from a national survey

of law enforcement
agencies.
USA.

White and Weisburd

(2018), A co-

Explore the
development and
implementation of
the co-response
model, both
nationally and in
Boston.

To identify the
predictors of
successful ED
diversion in police-
led jail diversion
programs.

To identify the
essential elements
and challenges in
implementation of
the Mental Health
Co-Responder
Project in Cairns.

To evaluate the
effectiveness and
outcomes of a
Mobile Crisis
Intervention Team
(MCIT) in a small
Canadian police
service.

To examine
participants'
experiences with a
co-response team
(CIRT) and its
impact on their
lives.

To examine the
use, roles, and
structure of co-
responders in U.S.
law enforcement
agencies.

To present a
proactive co-

Mixed methods,
n = 1127. Data
collected from
call reports,
(then coded),
qualitative
interviews with
police officers
and thematic
analysis.
Exploratory
study. N =
10,904
behavioral
health crisis
incident records
Data collected
from the MH
database.
Statistical
analysis.

Qualitative, n =
39, semi
structured
interviews,
thematic
analysis.

Mixed methods.
n = 451 calls for
service, n = 11
stakeholders
(semi structured
interviews).
Statistical
analysis and
thematic
analysis.

Mixed methods,
qualitative
interviews n =
15 and
quantitative
surveys n = 37.
Statistical
analysis and
thematic
analysis.

Quantitative
cross-sectional
study, n = 568,
structured
survey.
Statistical
analysis.

Pilot
intervention

Masters level MH
clinicians and
police officers.

mental health
clinician (often
from a
community
behavioral health
provider or
health service)
paired with a
police officer
during certain
behavioral
health-related
calls.

A co-located QH
mental health
nurse, also an
Authorised
Mental Health
Practitioner
(AMHP) drawn
from the ACT,
and a uniformed
police officer.

A mental health
professional and
a police officer
respond together
in real time to
mental health
crisis calls.

Partners social
workers with
Crisis
Intervention
Trained (CIT)
officers to
provide
alternative
responses to
mental health-
related calls.
MH nurse/social
worker/
counselor and
police mixed
teams across
country.

Police and
mental health

10

Police led.
Funded through
a variety of
local, state, and
federal monies.

Varied funding

Police and MH
collaboration

Not specified,
police led.

Not specified.

Police led.
Funding was
mostly local or
state
government,
state grants =
20%.

Through
collaboration

Reduces ED/
involuntary
admissions. Worry
about safety.
Overall cost and
lack of funding
may make CRT
suffer.

Increase ED
diversion. Severe
charges and
involuntary
commitment
reduce likelihood
of diversion.
Increase
community
referrals.

Faser interagency
coordination, MH
referrals and
reduced burden
on ED. Increase
access to MH care,
less trauma.
Increase
collaboration
between MH
services and
police, provided
structure for
future models.
Decrease in repeat
calls. Reduced ED
visits, appropriate
referrals for
support services.
Improved access
to MH follow up
care. Less burden
in hospitals.
Increased
collaboration
between police
and MH.

SU more likely to
contact police/
CRT. Increased
feeling of safety.
Increased trust
and collaboration
with police.
Reduction in
barriers to MH
care.

Reduced police
time on calls,
better MH
referrals. Reduced
use of force, better
consumer
outcomes.
Increased
interagency
collaboration.
Increase
collaboration

Role conflict.
Increase
knowledge. Put at
ease by MH
clinicians. Family
perspectives not
reported.

Increase skills and
CIT officers more
likely to over refer
to ED. Young
people increase
diversion. Family
perspectives not
reported.

Increased
confidence and
skill building to
deal with MH
calls. Appreciated
compassionate
holistic approach
and de-escalation.
Felt supported and
trusted service

Increase
confidence/
knowledge in MH
calls. Service user
perspectives not
reported. Family
perspectives not
reported.

Increased
collaboration.
Feling validated,
better access/
referrals to MH
services. Reported
feeling seen and
having positive
attitude toward
CRT.

Training for
members of the co
response teams
varied greatly.
Service user
perspectives not
reported. Family
perspectives not
reported.

Role conflict but
increase skill and

Lack of funding.
Difficulty getting
staff, high turnover.
Data collection
difficulty.

Economic cost-
effectiveness not
analysed. Holistic
care requires
interdisciplinary
coordination. Co
response has most
predictable
outcomes.

Concerns about
client
confidentiality and
data sharing. Needs
sufficient funding
and staffing. Lack of
evaluation plans is
noted.

Expand hours,
inconsistent follow
up, lack of SU/
family input. Allow
for adequate follow-
up and evaluation.

The importance of
continued
investment in and
refinement of co-
response programs.
Need to address
systemic barriers to
support quality
mental health care.

Lack of funding,
staff, and services.
Low response rate
and doesn't evaluate
specific co response
practices.

Queries regarding
confidential data

(continued on next page)
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responder model for responder Quasi- professionals can with the between police learning from the storing. Some
policing mental health  approach that experimental. prevent mental Baltimore City and clinician. team. Better hesitance from
problems at crime hot addresses mental Semi structured health crises Police and Increase MH referrals to MH service users toward
spots: findings from a health problems interviews with from occurring. Behavioral referrals reduce support services. police. Increased
pilot project. concentrated in participants n = Health System use of force. Family trust and service
USA. crime hot spots. 16 and Baltimore Service user more perspectives not provision. Majority
stakeholders n = (BHSB). likely to ask for reported. of residents on the

Yang et al. (2024), A
police-clinician co-
response team to
people with mental
illness in a suburban-
rural community: a
randomized controlled
trial.

USA.

To explore
whether the
police-mental
health co-response
team achieves the
proclaimed goals
in a suburban-rural
community.

5 and co
response team
observations.
Inductive
thematic
analysis.
Randomized
controlled trial.
n = 140.
Statistical
analysis and
interviews for

post intervention

with thematic
analysis.

Police and
mental health
practitioner.

A federal grant,
a county police
department, a
community MH
service
provider, and
the research
team developed
and
implemented
collaborative
police-MHP
program aimed
at improving
the agency's
response to
PWMI.

help, prevent
crisis.

No significant
reduction in in
calls between
treatment and
control group over
12 months.
Improved
perception of
police and more
likely to contact in
future. Increase
referrals and
contact to MH
support services.
Treatment
implementation
challenges rural

Reduced workload
and increase de-
escalation at
scenes. Some
lacked motivation
and disengaged.
Some found
support and
referrals to MH
serves good.
Family
perspectives not
reported.

street were black
and lots of non-
residents on the
street by day.

Low treatment
engagement Limited
statistical power
due to small sample
size and low MH call
volume. Highlights
importance of
treatment
accessibility and
engagement. May
enhance officer
workload efficiency
and reduce hospital
wait times.

List of abbreviations

areas by rural
setting, stigma,
and resource
limitations.

Table 4
Descriptive characteristics of co-response models across included studies.
Category Sub-category Number of
Articles
Police + mental health clinician/social 25
worker/nurse
Team Gomposition Police + mental health clinician + 3
paramedic/EMS
Police with remote/advisory mental 1
health support
Joint police-mental health services 14
Police-led programmes 8
Governance / Lead Health service-led collaborative 4
Agency programmes
Not clearly reported 3
Government/local/state funding 6
Federal grants 3
. . Research grants 1
Funding Mechanisms Mixed funding 5
Not reported 17
Criminal justice outcomes (arrests, 20
detention)
Health service outcomes (ED transport, 15
hospitalisation)
Use of force 15
Outcomes Assessed Service utilisation (repeat calls, 10
referrals)
Service user experiences 6
Cost/economic outcomes 2
Family perspectives 1

that contributed to their development. Importantly, while many studies
reported positive outcomes associated with co-response models,
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findings were not universally positive, and several studies reported
mixed, context-dependent, or limited effects. These variations are re-
flected across themes and highlight the heterogeneity of co-response
programme outcomes across jurisdictions.

2.1.3. Theme 1 - Diversion from criminal justice and emergency
departments

Across multiple studies, co-responder programmes consistently
demonstrated effectiveness in diverting individuals away from the
criminal justice system and emergency departments (ED). Bailey et al.
(2022) found that co-response teams were associated with lower like-
lihood of arrest at the initial incident, particularly for Black individuals,
though patterns of EMS involvement differed across racial groups.
Similar findings were identified in Canada and Australia, where pro-
grammes such as NPACER and PACER significantly reduced involuntary
detentions and unnecessary ED transports (McKenna, Furness, Brown,
et al., 2015; Meehan et al., 2019; Heffernan et al., 2024). Blais and
Brisebois (2021) further demonstrated that while arrests were rare, co-
response programmes reduced reliance on coercive responses. Howev-
er, not all studies demonstrated consistent diversion outcomes. Meehan
et al. (2019) reported that co-response programmes may delay emer-
gency department presentation rather than prevent it entirely, sug-
gesting that diversion may depend on availability of alternative services.
Similarly, Morabito et al. (2018) found that while co-response models
improved service coordination, reductions in arrests and ED utilisation
were modest in some contexts. These findings highlight that diversion
outcomes may vary depending on local service infrastructure and pro-
gramme design. Donnelly et al. (2025) showed that diversion efforts in
Delaware saved substantial system costs through reduced incarceration
and hospital admissions. Likewise, Petreca et al. (2025) highlighted that
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Table 5
Thematic analysis of co-responder programmes.
Theme Sub-themes Codes Sources
Diversion from “Reduced arrests” Reduction in Bailey et al.

Criminal Justice

“Diversion from

arrests and jail

(2022); Blais

and Emergency ED” bookings. and Brisebois
Departments “Voluntary ED avoidance and (2021);
hospital voluntary McKenna,
transport” transport. Furness, Brown,
“Community Community-based et al., 2015);
referral” alternatives. Meehan et al.
(2019);
Heffernan et al.
(2024);

Donnelly et al.
(2025); Petreca
et al. (2025)

Improved Safety, Reduced coercion “Less force used” Blais et al.
De-escalation, and police force. “Procedural (2022);
and Reduced Use Procedural justice  justice” Boscarato et al.

of Force and humane “De-escalation” (2014); Furness
treatment. “Humane et al. (2017);
Crisis de- response” Kuehl et al.
escalation skills. (2024);
Lamanna et al.
(2018)
Collaboration and Role clarity and “Improved Lee et al.
Interagency communication. communication” (2015);
Coordination Trust and “Joint decision- Robertson et al.
knowledge making” (2020); Fisher
sharing. “Training needs” et al. (2024);

Cross-training.
Data sharing

“System gaps”

McKenna,
Furness, Oakes,

challenges. & Brown, 2015);
Kane et al.
(2024)
Consumer and Feeling safe and “Felt safe” Boscarato et al.
Family supported. “Trust in (2014); Kuehl
Experiences Humanistic and responders” et al. (2024);
respectful “Respected” Stauss et al.
encounters. “Reduced (2025);
Reduced trauma. trauma” Lamanna et al.

Family “Family support” (2018); Fisher
reassurance. et al. (2024)
Cost Savings and Reduced ED time “Cost savings” Donnelly et al.
System Efficiency  and call length. “Efficiency” (2025); Hofer
Diversions saving “Freed police et al. (2024);
money. time” Semple et al.
Efficient use of (2021); Lee
police resources. et al. (2015)
Implementation Staffing, “Limited Robertson et al.
Challenges and coverage, and coverage” (2020);
Sustainability burnout. “Resource gaps” Koziarski et al.
Funding and “Staff burnout” (2021); Yang
resource “Evaluation et al. (2024);
constraints. challenges” Uding et al.
Evaluation and (2025)
outcome
measurement

issues.

co-response clinicians were particularly effective in enabling ED di-
versions, especially in community-based assessments. Collectively, these
findings underscore that co-responder models play a central role in
reducing criminalisation of mental health crises and mitigating pressure
on emergency departments.

2.1.4. Theme 2 - Improved safety, de-escalation, and reduced use of force

A commonly reported outcome across the literature is the improved
safety of encounters when co-response teams are present. Blais et al.
(2022) found significant reductions in police use of force when cases
were managed by a mental health co-responder team. Service user
perspectives reinforced this, with participants describing co-response
interventions as humane, respectful and non-threatening (Boscarato
et al.,, 2014). Furness et al. (2017) reported higher perceptions of
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procedural justice among individuals who experienced co-responder
interventions, with participants feeling more respected and less
coerced compared to police-only encounters. Kuehl et al. (2024)
described how co-response staff used empathy, patience and practical
support to diffuse tensions and ensure person-centered crisis manage-
ment. Similarly, Lamanna et al. (2018) showed that co-responder teams
de-escalated crises effectively, preventing handcuffing and involuntary
ED transport. However, some studies reported variability in safety out-
comes depending on crisis severity and operational context. For
example, Robertson et al. (2020) identified situations where co-response
teams faced limitations due to staffing constraints and service avail-
ability, which influenced their ability to fully de-escalate crises. Addi-
tionally, some studies did not find statistically significant differences in
all safety-related outcomes, suggesting that improvements may not be
universal across all service contexts. Together, these findings highlight
that co-response models not only reduce coercion but also enhance trust
and safety during crises.

2.1.5. Theme 3 - Collaboration and interagency coordination

Successful implementation of co-responder programmes hinges on
collaboration between police, clinicians, paramedics and other stake-
holders. Studies consistently emphasised the importance of communi-
cation, shared decision-making and cross-training. Lee et al. (2015)
reported that the A-PACER model improved collaboration and
communication between police and mental health clinicians, enabling
sensitive and timely crisis responses. McKenna, Furness, Oakes, &
Brown, 2015) likewise demonstrated that interagency collaboration
facilitated smoother care pathways and reduced escalation during crisis
events. Robertson et al. (2019) highlighted strong interagency collabo-
ration as central to the Cairns project's success, though noted that staff
burnout and inconsistent data-sharing limited sustainability. Fisher
et al. (2024) identified cultural and role-related tensions between po-
lice and clinicians but showed that clarifying responsibilities built
mutual trust and strengthened partnerships. Kane et al. (2024) traced
the evolution of policing responses to mental health, underscoring co-
response as a step toward coordinated, less stigmatising interventions.
Overall, the literature stresses that cross-sectoral cooperation is funda-
mental, but requires clarity, sustained training and formalised structures
to be effective.

2.1.6. Theme 4 - Consumer and family experiences

Consumer and family perspectives highlight the humanistic value of
co-response approaches. Boscarato et al. (2014) found that service users
preferred interventions that were timely, respectful and coordinated,
with ride-along co-response models meeting these expectations best.
Kuehl et al. (2024) described how service users and families felt safer,
supported and less traumatised under co-response interventions
compared to police-only responses, particularly appreciating the
empathy and patience of staff. Stauss et al. (2025) showed that partic-
ipants in Fayetteville's co-response programme reported feeling genu-
inely cared for, which encouraged engagement with treatment and
fostered trust in police. Lamanna et al. (2018) similarly documented that
service users valued responders with mental health knowledge, high-
lighting the importance of respectful communication and collaborative
planning. Families also emphasised the relief of avoiding unnecessary
ED visits, which reduced stress and provided reassurance (Fisher et al.,
2024). Collectively, these perspectives demonstrate that co-response
programmes deliver more person-centered, compassionate and accept-
able crisis responses than traditional police-only models.

2.1.7. Theme 5 - Cost savings and system efficiency

Evidence from several evaluations indicates that co-response models
generate financial savings and improve system efficiency. Donnelly et al.
(2025) estimated that diversions from ED and incarceration in Delaware
saved the criminal justice and healthcare systems approximately $2.86
million over 33 months. However, cost outcomes were inconsistent
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across studies. Hofer et al. (2024) found that cost benefits were not al-
ways realised, as co-response programmes sometimes increased ED
service utilisation, highlighting variation by context. Additionally, some
studies reported that programme implementation costs, staffing re-
quirements, and limited operating hours may offset short-term savings.
Efficiency gains were also observed in terms of resource use: Semple
et al. (2021) reported shorter call times and fewer apprehensions
under the COAST programme, while Lee et al. (2015) noted that A-
PACER freed up police officers to respond to other calls by allowing
clinicians to assume management of crises. Collectively, these findings
suggest that while cost savings are not universal, co-response pro-
grammes frequently reduce unnecessary system strain and improve the
use of limited policing and healthcare resources.

2.1.8. Theme 6 - Implementation challenges and sustainability

Despite promising outcomes, significant challenges to implementa-
tion and sustainability remain. Robertson et al. (2020) emphasised risks
of burnout, limited staffing and lack of recurrent funding in the Cairns
project, which restricted operating hours and sustainability. Koziarski
et al. (2021) identified structural barriers including high call volumes,
hospital wait times and lack of social supports, which limited the
effectiveness of co-response teams in Canada. Yang et al. (2024) found
that in suburban-rural contexts, low service uptake and stigma under-
mined programme impact, despite positive officer feedback. Uding et al.
(2025) highlighted variation in training, protocols and data collection
across US jurisdictions, noting that without standardised evaluation
frameworks, it was difficult to establish evidence-based best practices.
These findings collectively point to systemic, organisational, and
resource-related barriers that limit the scalability and sustainability of
co-response programmes.

2.1.9. Quantitative outcomes across co-response models

Among the 29 included studies, approximately 16 reported quanti-
tative outcomes, including quasi-experimental designs, observational
analyses, and randomized controlled trials. These studies assessed out-
comes relating to criminal justice involvement, healthcare utilisation,
use of force, and cost-effectiveness. While many quantitative studies
reported reductions in arrests, emergency department transports, and
use of force, findings were heterogeneous and some studies reported
limited, mixed, or non-significant effects. Table 6 summarises the re-
ported direction and relative magnitude of effects across studies. Across
the quantitative studies, co-response models were generally associated
with reductions in arrests, emergency department transports, and use of
force. Reported reductions in arrests ranged from approximately 15% to
40% across studies (Bailey et al., 2022; Blais & Brisebois, 2021;
Morabito et al., 2018). Similarly, reductions in emergency department
transport ranged from approximately 10% to 35% (McKenna, Furness,
Brown, et al., 2015; Bailey et al., 2022).

Findings relating to involuntary detention were more heterogeneous.
While some studies reported reductions in involuntary detentions
(Heffernan et al., 2024), others found minimal or no statistically sig-
nificant changes (Jenkins et al., 2017; Meehan et al., 2019), suggesting
variability depending on programme design and jurisdiction. Addi-
tionally, some studies reported improvements in service linkage without
corresponding reductions in hospitalisation or repeat crisis contact,
indicating that outcomes may vary depending on evaluation measures
and follow-up duration. Several studies also reported reductions in use
of force, with decreases ranging from approximately 20% to 50% (Blais
et al., 2022; Furness et al., 2017). Additionally, studies examining ser-
vice utilisation found reductions in repeat police contacts and increased
referral to community-based mental health services (Lamanna et al.,
2018; Lee et al., 2015; Semple et al., 2021). Economic evaluations
were limited but suggested potential cost savings through diversion
from emergency departments and reduced incarceration (Donnelly
et al., 2025; Hofer et al., 2024). Overall, although many studies re-
ported favourable outcomes, the evidence demonstrates substantial

13

Table 6

International Journal of Law and Psychiatry 108 (2026) 102238

Summary of quantitative outcomes across co-response models.

Outcome Type

Direction of
Effect

Approximate
Range of Reported
Effects

Example Studies

Arrests / Criminal
justice
involvement

Involuntary
detention

Emergency
department
transport

Hospitalisation

Use of force
Repeat police
contacts

Cost outcomes

Service linkage /

Reduction in
most studies

Reduction or
mixed
findings

Reduction in
many studies

Reduction or
diversion
effects

Reduction in
most studies

Reduction
reported

Cost savings
reported

Increase in

15%-40%
reduction in
arrests or custody

10%-30%
reduction; some
null findings

10%-35%
reduction in ED
transports

8%-25%
reduction in
hospital
admissions
20%-50%
reduction in use of
force incidents
10%-30%
reduction in
repeat calls
Reduced ED costs
and incarceration
costs

20%-60%

Blais and Brisebois,
2021; Bailey et al.,
2022; Morabito et al.,
2018; Childs et al.,
2024

Heffernan et al.,
2024; Jenkins et al.,
2017; Meehan et al.,
2019

McKenna, Furness,
Oakes, & Brown,
2015; Bailey et al.,
2022; Petreca et al.,
2025

Donnelly et al., 2025;
Yang et al., 2024

Blais et al., 2022;
Furness et al., 2017

Semple et al., 2021;
Lamanna et al., 2018

Hofer et al., 2024;
Donnelly et al., 2025

Blais et al., 2022; Lee

increase in et al., 2015
community

referrals

referrals referrals

variability across jurisdictions, programme structures, and outcome
measures, highlighting the importance of contextual factors in deter-
mining co-response model effectiveness.

3. Discussion

International evidence affirms that co-responder models are
frequently associated with decreases in arrests and jail bookings for
individuals experiencing mental health crises. A foundational review by
Puntis et al. (2018) found that co-responder models were associated
with reductions in police detention powers such as use of mental health
holds and lowered arrest rates overall. Balfour (2022) likewise
concluded that co-responder programmes decrease arrests and shorten
police call durations indicating improved efficiency and reduced reli-
ance on coercive responses. Evaluation of Colorado's statewide co-
responder programme showed that among more than 25,900 calls,
98% resulted in no arrest and involuntary holds decreased substantially
(Colorado Department of Human Services, 2021). These findings align
with broader empirical literature suggesting that multi-agency crisis
response models, particularly those integrating health and emergency
services, are associated with safer, faster, and less coercive crisis man-
agement (Every-Palmer, Kim, Cloutman, & Kuehl, 2023). This diversion
from the criminal justice system reduces downstream burdens, including
fewer court cases, reduced administrative workload and lower
incarceration-related costs consistent with system-level efficiency out-
comes identified across multiple jurisdictions. It enables law enforce-
ment to prioritise serious and violent crime responses. Co-response
interventions reduce exposure to stigma and the potential trauma
associated with arrest, while challenging persistent societal mis-
conceptions that individuals experiencing mental illness are inherently
dangerous (Balfour, Hahn Stephenson, Delany-Brumsey, Winsky, &
Goldman, 2022). In doing so, co-response models advance dignity and
uphold human rights principles by diverting individuals to care rather
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than punishment supporting a shift toward health-led crisis response
frameworks.

This reinforces existing theoretical frameworks, including the
Sequential Intercept Model, which emphasises diversion at early stages
of justice system contact to prevent deeper system involvement (Munetz
& Griffin, 2006). Diverting individuals to more appropriate pathways
aligns with human rights principles of promoting dignity, equity and
recovery. Co-responder models operationalise this person-centred, re-
covery-oriented approach by prioritising therapeutic engagement over
punitive intervention. By emphasising supportive, person-centred care,
these teams mitigate stigma and promote equity. This aligns with the
growing international consensus that mental health crises should be met
with health-led responses rather than punitive measures (Rose &
McLeod, 2024). International research reports that co-response models
improve police confidence and competence in managing mental health
crises. For example, Puntis et al. (2018) described how these pro-
grammes lead to reduced police use of force and detention, while
improving de-escalation capabilities. Officers benefit from ongoing
training and mentorship from mental health colleagues, which reflects
principles of procedural justice and trauma-informed care in crisis
response practice (Krider & Huerter, 2020). This collaborative approach
shifts police practice away from coercion and toward compassion,
enabling more therapeutic and procedurally crisis responses.

Members of co-response teams bring complementary expertise across
law enforcement, mental health and, in some cases, paramedicine. This
multidisciplinary setup allows immediate risk management, holistic
assessment that begins to identify the root cause of the crisis rather than
focussing solely on symptoms. Evidence supports improved linkage to
follow-up services, reinforcing continuity of care and reducing repeat
crises a key mechanism through which co-response models may improve
longer-term outcomes. Shapiro et al. (2015) found that co-responding
programmes strengthened connections to community services and
alleviated pressure on the justice system. Heffernan, McDonald, Hughes,
and Gray's (2022) systematic review of tri-response models (police,
ambulance, mental health) also reported reduced involuntary de-
tentions and hospital diversions suggesting that broader multi-agency
integration may enhance diversion outcomes. Moreover, the Sequen-
tial Intercept Model conceptual framework underscores co-response at
the crucial intercept of law enforcement involvement, facilitating
community-based care instead of criminalisation (Munetz & Griffin,
2006).

Co-responder teams are effective in reducing involuntary hospital
transports and easing emergency department (ED) overcrowding.
Petreca et al. (2025) highlighted that co-response programmes more
consistently achieved ED diversion than officer-only models reinforcing
findings across quantitative studies in this review. Co-response
involvement improves triage quality and coordination with ED staff,
enabling more stable presentations and personalised discharge plan-
ning, thereby reducing frustration and burnout among EMS and hospital
staff. However, programme effectiveness appears to be influenced by
structural characteristics, including funding mechanisms and gover-
nance arrangements. For instance, Queensland's Mental Health Co-
Responder programme in Australia has expanded to several regions,
serving approximately 1500 people monthly and 50,000 to date, by
deploying paramedic-clinician teams to deliver faster, home-based care
and reduce hospital admissions (Petreca et al., 2025). In Colorado, the
co-responder programme is funded across multiple counties and
consistently demonstrates reductions in arrests and improved access to
treatment (Colorado Department of Human Services, 2021) and in
Denver, co-responder teams operate 24/7 across police districts with
follow-up case management, integrating law enforcement and mental
health systems (Gillespie, McGilton, & Rogin, 2023). Similarly, Texas's
PermiaCare co-responder initiative in Midland and Odessa is projected
to assist nearly 950 people annually aiming to reduce arrests, use of
force and leap barriers to care by proactive outreach (Richter, 2025).
Across cases, programmes with stable, government-backed funding and
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formalised interagency governance structures appeared more likely to
demonstrate scalability, sustainability, and consistent outcomes. In
contrast, programmes relying on short-term or unclear funding sources
were more likely to report operational limitations, reflecting patterns
observed across the included studies.

Despite reported benefits, implementation of co-responder pro-
grammes faces significant challenges. Fisher et al. (2024) highlight that
interprofessional misunderstandings and navigational gaps between
police and healthcare personnel can compromise care delivery. These
findings align with implementation science literature, which emphasises
the importance of role clarity, organisational alignment, and inter-
agency trust in multi-sector interventions. Many co-response services
operate only during business hours, leaving gaps during nights and at
weekends when crises still occur. Geographic inequities were also
evident, with rural areas facing particular barriers related to workforce
capacity and service availability. Consistent with the findings of this
review, funding instability emerged as a key barrier to sustainability,
with programmes lacking secure funding demonstrating reduced
coverage and continuity. This suggests that sustained investment and
integrated funding models are critical to ensuring equitable access and
long-term programme viability. Legal and ethical restrictions on sensi-
tive information exchange hinder streamlined decision-making, there-
fore logistical issues such as data sharing should be addressed. Finally,
some service users remain reluctant to engage with co-responder ser-
vices due to prior traumatic experiences with police services or negative
perceptions of criminalisation. Moreover, wide variation in co-response
structures and outcomes makes cross-comparison challenging and not
all evaluations show consistent cost savings (Shapiro et al., 2015).
Additionally, variability in governance models (e.g., police-led versus
joint governance structures) appeared to influence programme orien-
tation and outcomes. Joint governance arrangements were more
frequently associated with integrated service delivery and collaborative
decision-making, whereas police-led models often prioritised opera-
tional efficiency, though not always with the same emphasis on care
continuity. While causality cannot be inferred, these patterns highlight
the importance of governance as a structural determinant of programme
effectiveness.

A number of important gaps and limitations were identified from this
review of international evidence on co-response models. First, substan-
tial heterogeneity exists in the structure and implementation of co-
response models. Models vary widely in their composition (e.g., police
with clinicians, police with social workers, tri-response with para-
medics), operating hours, referral pathways and governance arrange-
ments. This heterogeneity makes it difficult to compare outcomes across
studies or to draw firm conclusions about which model is most effective.
Second, there remains a lack of longitudinal and experimental research
designs. Most studies are either cross-sectional, retrospective, or short-
term evaluations, which limits understanding of long-term outcomes
such as sustained reductions in arrests, repeat crisis contacts, or trajec-
tories of recovery for service users. The absence of robust randomized
controlled trials or longitudinal cohort studies also restricts the strength
of causal inferences. Third, evidence on cost-effectiveness remains
inconsistent. While some studies demonstrate substantial savings
through diversion from emergency departments and incarceration,
others find neutral or even higher costs over time. This inconsistency
may reflect differences in local service systems, methodological ap-
proaches to economic evaluation and the short timeframes of many
studies. More rigorous cost-benefit analyses are needed to determine
whether co-response programmes deliver sustainable system-level effi-
ciencies. Fourth, service user and family perspectives remain under-
represented. Although a small number of qualitative studies capture
consumer experiences, most evaluations rely on police or system-level
outcomes. This neglects crucial insights into how co-response pro-
grammes are perceived by those directly affected, including whether
interventions are considered safe, respectful, and recovery oriented.
Future research should prioritise co-production with service users and
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families/carers to better understand their needs and to inform service
delivery.

4. Limitations of this scoping review

This review has several limitations. It synthesises evidence from a
wide range of international contexts, but differences in legal frame-
works, health systems and policing practices limit the transferability of
findings across jurisdictions. The reliance on published literature means
that relevant data from pilot projects, unpublished evaluations, or grey
literature may have been missed, potentially leading to publication bias.
In addition, the scoping approach was designed to map and summarise
the breadth of available evidence rather than to critically appraise study
quality in depth. As such, the conclusions drawn should be interpreted
with caution, particularly given the methodological variability and
heterogeneity of included studies. Finally, variability in reporting of key
programme characteristics (e.g., funding mechanisms and governance
structures) limited the ability to draw definitive conclusions regarding
their influence on outcomes.

5. Conclusion

International evidence consistently suggests that co-responder
models offer multifaceted benefits: reducing criminal justice involve-
ment and ED burden, minimising stigma, enhancing crisis de-escalation,
and improving trajectories toward recovery and continuity of care. Ev-
idence from jurisdictions such as Australia and the United States in-
dicates that these models can be scaled successfully when supported by
appropriate infrastructure and investment. However, sustaining these
gains requires addressing systemic barriers, including funding insta-
bility, service coverage gaps, professional integration and trust-building.
Findings from this review also suggest that structural factors particularly
funding stability and governance arrangements may influence pro-
gramme effectiveness and sustainability, although further research is
required to establish these relationships definitively. Integrating co-
responder models into a wider Sequential Intercept framework, along-
side policy support, stable funding, and cross-agency collaboration, will
be essential to maintaining fidelity to human rights principles while
ensuring effectiveness and equity in mental health crisis response.
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