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Background 

The trust between law enforcement and the people they serve and protect is paramount 

in ensuring the health, safety, and quality of life in communities. In the United States there 

has been a long history of distrust and fear of law enforcement from communities of color 

and other marginalized groups, and events over the last several decades have brought 

these concerns to the forefront of our society.  The death of George Floyd in May 2020 at 

the hands of Minneapolis police officers as well as several other recently publicized 

policing incidents have led to nationwide protests and demonstrations, calls for reforms, 

and new approaches to law enforcement across the country.  The shootings of Sandra 

Harmon in May 2020 and Yanira Serrano in June 2014 by San Mateo County Sheriff 

Deputies brought these issues to the forefront in Half Moon Bay, where the Sheriff serves 

as the City’s contracted law enforcement provider.   

On June 16, 2020, the City Council held a study session to hear from the community and 

discuss law enforcement policies. At the conclusion of the study session, the Council 

directed staff to conduct outreach to gather feedback and input from the community.  The 

Council also created a Public Safety subcommittee to discuss issues around the City’s 

current contract with the Sheriff, law enforcement in general, and identify 

recommendations for reforms to be proposed in Half Moon Bay. The information gathered 

is to be used to help inform future community and Council discussions and negotiations 

with the Sheriff, including the potential renewal or renegotiation of the contract before its 

expiration on June 30, 2022. 

Beginning in late summer 2020, staff initiated the community feedback efforts through a 

series of focus group meetings with groups identified as vulnerable, underrepresented, or 

having expertise in specific topic areas. These groups included Latinx community members 

and leaders, homeless community members and service providers, non-profits, youth, 

faith leaders, and mental health professionals. Future planned efforts around community 

engagement include a survey, listening session, and larger meetings to gather additional 

feedback from a broader portion of the community.  

This Focus Groups Summary provides an overview of those meetings and a summary of 

the feedback received.  
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Focus Groups Summary  

The purpose of the focus groups was to hear directly from members of the community 

about their experiences and perceptions of law enforcement, and specifically the San 

Mateo County Sheriff’s office. Due to limitations imposed by COVID-19 health 

recommendations, all but one of the meetings were held virtually via the Zoom online 

platform, and were targeted to members of specific groups in Half Moon Bay. In order to 

provide a safe space to allow free and open conversations, law enforcement personnel 

were excluded from all of the sessions, with the exception of a representative of the 

Sheriff’s Community Alliance to Revitalize Our Neighborhood (C.A.R.O.N) program, who 

attended the non-profit and mental health sessions. Councilmember Deborah Penrose, 

who proposed the community meetings, attended all meetings except the youth session, 

which intentionally included only trusted youth leaders. The following focus group 

sessions were held between summer 2020 and spring 2021: 

1. Session one was held via Zoom on July 22, 2020, and was focused on Latinx leaders 

and community members. Six individuals attended, as well as several City staff 

members. 

2. Session two was held via Zoom on August 11, 2020, with local homeless service 

providers.  Ten individuals attended, as well as several City staff members. 

3. Session three was held via Zoom on August 11, 2020, with local non-profit service 

providers via the Coastside Collaborative group.  11 individuals attended, as well as 

several City staff members. 

4. Session four was held on October 2, 2020, with homeless community members.  In 

order to accommodate the specific needs of the homeless community, this 

meeting was held in-person outdoors at the Abundant Grace Workforce 

Development Center at 515 Kelly Avenue in Half Moon Bay. All participants were 

socially distanced, and were provided light refreshments and personal protective 

equipment. Approximately 15 individuals attended, as well as several City staff 

members. 

5. Session five was held over three days on December 9, 15 and 16, 2020, with youth 

in the Half Moon Bay community.  This session was developed in collaboration with 

the Youth Leadership Institute (YLI), a trusted non-profit that works with students 

at Cunha Middle School and Half Moon Bay High School, and the session was 

facilitated completely by YLI staff, with no City staff in attendance. Five total youth 

attended over the three days. 

6. Session six was held via Zoom on December 15, 2020, with faith leaders from 

congregations across the Coastside. Three individuals attended, as well as several 

City staff members. 
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7. Session seven was held via Zoom on April 23, 2021, with local mental health service 

providers, mental health professionals, and representatives of the other focus 

groups. 22 individuals attended, as well as several City staff members. 

8. Session eight was held via Zoom on May 7, 2021, as a follow-up to the Session 

seven mental health meeting. 18 individuals attended, as well as several City staff 

members. 

Focus Groups Format: 

The focus groups were all conducted with generally the same format, with the exception 

of the mental health sessions. The goal of each was to provide a safe and supportive 

environment where participants could openly and honestly share their thoughts, feelings, 

and experiences with and about law enforcement and have meaningful discussions with 

other community members. 

For all but the mental health sessions, the format was as follows: After introductions by 

each of the City staff and participants, a brief background and overview of the purpose of 

the focus groups was shared by a City staff member and Council member. Staff indicated 

to participants that they would remain anonymous, only general notes would be taken, 

and in most cases, the meetings would be recorded only to ensure accuracy of the notes 

and would be deleted once reviewed. City staff were present only to facilitate the 

meetings, listen to the thoughts and perspectives of the community, and to take notes in 

order to generate this report and provide context and useful information to the 

community and City Council. Participants were then asked three questions, generally 

similar to the following:  

1. Please describe your experience with law enforcement and feelings about law 

enforcement in general. This could include your experiences and perceptions, as 

well as those of someone in your family, or in your community. 

2. Please describe your experience with the Sheriff’s Office and feelings about the 

Sheriff’s Office in general. This could include your experiences and perceptions, as 

well as those of someone in your family, or in your community. 

3. What are your ideas for changes that can be made to improve the relationship 

between the community and law enforcement in Half Moon Bay? 

Participants then took turns answering each question and having discussions about each 

question and other responses, in order. In most sessions, a majority of the participants 

shared feedback on one or more of the questions, and many had multiple opportunities to 

participate and share feedback. 

The mental health sessions followed a different format, due to many of the participants 

having already shared feedback in previous sessions and the focus on a specific topic 
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instead of a particular group of people. For the mental health sessions, the City engaged 

outside mental health professionals to assist in the planning and facilitation of the 

meetings.  For the first mental health session, the following questions were posed to the 

participants: 

1. What incidents with mental health and law enforcement have occurred on the 

coast in the past, both positive and negative? What influenced the outcomes of 

each? 

2. What is being done in other jurisdictions to address similar issues? 

3. What can realistically be changed or implemented in Half Moon Bay to improve 

outcomes and what resources will be needed? 

To prepare for a discussion of these questions, a list of readings was compiled and 

provided prior to the session, which is attached as Appendix 1. Facilitators also provided a 

brief overview of several incidents on the Coast that involved the Sheriff’s Office response 

to mental health crisis. Facilitators then guided the discussion allowing each participant to 

respond to the questions and provide feedback, as time allowed. 

For the second mental health session, City staff provided an overview of the City’s 

proposed implementation of the Yanira Serrano Presente! program, which was approved 

by the City Council on May 4, 2021. The approved implementation included funding in the 

City’s Fiscal Year 2021-22 Budget to be used towards yet to be determined mental health 

support and services. A representative from San Mateo County Behavioral Health and 

Recovery Services provided an overview of the programs and services currently in place or 

planned for the future, including the Psychiatric Emergency Response Team (PERT), the 

San Mateo Assessment and Referral Team (SMART), the planned partnership between 

several City Police Departments and BHRS, and Crisis Intervention Training (CIT and ECIT). 

Following these updates, the facilitators asked and led a discussion based on the following 

question: 

1. What specific recommendations does this group have for new programs/services 

and the use of the City funding commitment? What other funding is needed and 

available? 

Each session lasted between one and three hours. Ample time was provided during the 

discussions to allow participants to process each question and the feedback they heard 

from others, and meetings only ended when the time had expired or when there was 

general agreement among the participants that the feedback was concluded, and the 

discussions exhausted. 
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Session Highlights: 

Attendance:  Total attendance at the eight sessions exceeded 90 participants. Of the attendees, 

some were present at more than one session. Demographic information was not collected from 

the participants, but each focus group included only representatives from specific groups within 

the community. 

Key Themes:  Appendix 2 (Consolidated Comments) attached below contains transcribed notes 

taken during each of the sessions. To protect the anonymity of participants, these notes do not 

represent a transcript of the entire discussion, but attempt to capture the words and feelings 

expressed during the sessions.  Although a diverse cross-section of the community participated 

in these focus group sessions, they only represent a portion of the thoughts and feelings of the 

groups they represent, and of the community at large. People’s experiences and perceptions of 

law enforcement are varied and nuanced, but the following key themes provide a general 

overview of the discussions held throughout the sessions: 

• Many respondents shared that members of the Latinx, immigrant and homeless 

communities and generally people of color experience fear of law enforcement, due to 

past experiences and cultural beliefs. 

• Many respondents shared that members of the Latinx/immigrant community feel like in 

the past they were not treated well by police, even when they were victims of crimes 

making reports, and often felt unheard or accused during these interactions with law 

enforcement. They often do not understand what their rights are when making a report, 

so they don’t feel like their concerns have been resolved. Sometimes this has been 

mitigated through intervention from trusted community leaders who advocated on their 

behalf, but even then they feel like they weren’t provided the needed services. 

• Non-profit, youth and faith leader responses indicated positive interactions and 

perceptions of law enforcement through the community policing, C.A.R.O.N., and 

Sheriff’s Activities League programs that bring law enforcement and youth together in 

proactive and positive ways. 

• Law enforcement is generally perceived as aggressive and unapproachable, using a 

command-and-control approach to most situations; several respondents felt that many 

incidents escalated only when law enforcement became involved. 

• Many respondents described concerns about negative aspects of law enforcement 

culture and a need to change that culture. 

• Law enforcement is often perceived as disconnected from and therefore not invested in 

the community, due to cultural differences, rotations of officers, and lack of positive 

engagement in the community. 

• Most participants acknowledged the need for law enforcement and good officers – 

those with empathy, cultural competency, and excellent training – to keep us safe.  They 
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also indicated that other types of experts were necessary to respond to different types 

of situations. 

• Many respondents believe law enforcement is asked to do too much and respond to 

situations they are not trained or qualified to address – mostly around mental health 

crisis and cultural competency issues. 

• During the mental health sessions specifically, participants shared details on the training 

provided to law enforcement in San Mateo County around crisis intervention, cultural 

competency, and de-escalation, which are extensive, but due to the nature of the 

trainings being mandatory, limited in frequency, and the complexity of mental health 

crisis response, not sufficient to be effective in all situations.  

• Many participants felt like due to its small size, the Coastside is a good place to try new 

approaches and pilot new ideas, which could then be expanded in other parts of the 

County, State and Country. 

• Recommendations from the participants include: implementation of the Yanira Serrano 

Presente! program, more outreach and positive engagement with the community – 

deputies and community members getting to know each other in positive ways, better 

training for both law enforcement and community members around mental health 

intervention and cultural competency, independent oversight of law enforcement, and 

non-law enforcement teams to respond to different types of issues (Cahoots model). 

Conclusion 

The discussions and feedback received from the focus group sessions shows just how complex, 

nuanced, and emotionally charged the issue of policing in our country and community has 

become.  Each participant shared unique experiences and viewpoints, many praising the work of 

law enforcement, while also indicating a need for change and improvement to the culture, 

training, practices, and approaches of policing. Concerns were focused on interactions with 

communities of color, specifically the Coastside’s large Latinx and immigrant communities, 

interactions with the homeless living on the coast, and the response to mental health crisis. 

These concerns were not just shared by members of those communities, but faith leaders and 

service providers who work with and support these individuals on the coast, and have intimate 

knowledge of their experiences, fears, and overall concerns.  

Of the recommendations provided by participants, the most feasible for the City to enact are the 

Yanira Serrano Presente! Program, which was approved by the City Council in May 2021 and is 

currently being implemented, additional outreach and engagement between vulnerable 

communities and law enforcement, and support of community training around mental health 

crisis intervention and cultural competency. A specific example is the ALGEE approach to Mental 

Health First Aid, which could be provided to anyone in the community to expand everyone’s 

ability help with crisis intervention and provide support and connection to appropriate 
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resources. By partnering with agencies like the San Mateo County chapter of the National 

Alliance on Mental Illness (NAMI) and San Mateo County Behavioral Health and Recovery 

Services (BHRS), as well as local non-profits, mental health and cultural competency training and 

awareness could become more available and widespread throughout Half Moon Bay.  

Additional recommendations are potentially feasible, but would require significant funding, as 

well as collaboration and support from the Sheriff and other agencies. These include additional 

crisis intervention and cultural competency training for deputies serving the Coast, piloting a 

mental health intervention program, and alternatives to calling 911. 

The most difficult changes would require structural and cultural shifts in law enforcement and 

likely legislative action at the state and federal levels.  

The information collected through the focus groups will be insightful and helpful in providing 

elected officials and policymakers, government and non-profit staff, and the community at-large 

with a better understanding of the experiences, perceptions, fears, and recommendations of 

our vulnerable community members and those that serve them. As the City continues to work 

with the community and the Sheriff’s Office to address public safety concerns, continued 

engagement will be necessary to ensure all perspectives are heard and considered.  

The mental health focus group sessions were an incredible opportunity to bring together 

experts in Half Moon Bay and across the Bay Area to connect and develop ideas to improve 

response to mental health crisis on the coast. Many participants of those sessions indicated they 

would like to meet in the future to continue the discussions and collaborate around this 

important topic.  

Ultimately, this effort is focused on working together to protect all members of our community, 

including the law enforcement officers that have dedicated themselves to our public safety, to 

eliminate fear and stigma and find new ways to address the growing mental health crisis in our 

Country and here on the Coastside. 
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Appendix 1 

Pre-work reading assignment list from session seven 

1. Yanira Serrano Presente! Program proposal – attached 

2. April 16, 2021 CFTA letter: Addressing community concerns re public safety – 

attached 

3. From Harm to Health: Centering Racial Equity and Lived Experience in Mental 

Health Crisis Response – attached 

4. Article from Law Enforcement news and resource site on crisis response - 

https://www.police1.com/chiefs-sheriffs/articles/persons-in-mental-health-crisis-

aprimer-for-police-response-A0ZXruNf6DaNLzlR/  

5. NAMI CIT programs - https://www.nami.org/Advocacy/Crisis-Intervention/Crisis-

Intervention-Team-(CIT)-Programs  

6. San Mateo County Sheriff CIT/ECIT training - 

https://www.smchealth.org/article/crisis-intervention-training-program; 

https://www.smdailyjournal.com/news/local/san-mateo-county-

sheriffsdepartment-launching-new-mental-health-program/article_f4e977e4-

3dbd-11eb-8ca6-931d24b2bede.html  

7. San Mateo County PERT - 

https://www.smchealth.org/sites/main/files/fileattachments/pertbrochure.pdf?15

56207937  

8. San Mateo County SMART - https://www.smchealth.org/article/smart-er-overtime; 

https://cmo.smcgov.org/during-mental-health-crisis-smart-approach  

9. San Mateo County partnership with Cities - 

https://www.smcgov.org/pressrelease/new-partner-police-mental-health-

professionals-respond-9-1-1-callspeople-crisis; 

https://www.smdailyjournal.com/news/local/new-approach-tomental-health-

crises-in-san-mateo-county/article_1e40bcb6-fc86-11ea-ab94-4330eafe9458.html  

10. CAHOOTS program in Oregon - https://whitebirdclinic.org/what-is-cahoots/  

11. Rochester N.Y. crisis intervention services - 

https://www.cityofrochester.gov/crisisintervention/  
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sectors, such as training, workforce representation, data focus, and public attention, while not an exhaustive 

solution, are similarly important contributors to creating the needed shifts in crisis response systems.   

Areas for Further Inquiry and Action: 

• Invest in the development of new frameworks for practice (mental health assessment, diagnostic and 
treatment models) that center anti-racism and include the voices of impacted populations.  

• Convene cross-sectorial executive sessions designed to develop/define practice standards for crisis 
response that prioritize racial justice and equity.  

• Provide infrastructure and leadership support within organizations to make changes through hiring 
practices that ensure crisis responders reflect the race, culture, and community being served, and that 
workforce are trained on cultural humility and responsiveness in order to have the tools needed to combat 
structural racism. 

 

Crisis response should be embedded within a holistic, integrated health care and public health system 
with high quality, accessible, and equitable services. 

The availability of high quality, accessible, and equitable services in an integrated health care and public health 

system should result in far fewer crises occurring and better resolution of those that do occur. In reality, in many 

communities, especially Black or brown communities or others where historically marginalized populations reside, 

such upstream services do not exist at all, resulting in crisis 

services acting as a replacement for a functioning public health 

system. The underinvestment in accessible, equitable upstream 

and crisis services places people at greater risk of experiencing a 

crisis in a system with low capacity to respond to their 

emergency. Where resources for crisis prevention and recovery 

exist, they are often siloed from crisis response services, 

creating quality disparities and preventing people receiving 

services from easily moving through the continuum of care and 

community supports. Crisis response services are most effective 

when they are a component of a well-resourced, integrated 

system. Moreover, it is critically important that a crisis service continuum not become a separate and siloed 

system, but instead serve as a conduit and link to other resources for support, care, and well-being. 

Areas for Further Inquiry and Action: 

• Ensure all crisis response systems are linked to services and community-level social services including 
behavioral health providers, integrated health care systems, Peer-run programs and services, and social 
justice organizations, as well as those that address social determinants of health. 

• Provide greater investment in community programs co-designed by community members and people with 
lived experience as part of the crisis continuum, especially in and by communities of color. 

“I think the problem is in the medical model, 
we're not taught to think about the person. 
We're taught to think about the illness and the 
illness state in the symptomatology, which 
[means] we're missing the boat. We're totally 
missing the boat of people's lives and how 
people stay healthy.” 

 – Stephanie Le Melle, MD 
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• Incorporate strategies for community participation in the structuring of crisis response systems in order for 
communities and crisis services recipients to drive the understanding of the resources they need both 
during and after crises and to co-create solutions. 

 

Individuals in crisis should have all possible opportunities to maximize self-determination and 
autonomy in defining when they are in crisis and in shaping the response when one is activated.  

People in our project with lived experience spoke powerfully about 

what works when they are experiencing what others may deem a 

crisis. Indeed, this starts with the definition of crisis – which some of 

our participants said is too often defined by others, rather than by 

what a person is experiencing themselves. Many people with a 

history of mental illness have had the experience of an outside 

observer such as a neighbor, family member, coworker, or clinician 

determining that they are in crisis and activating an unwanted or 

unwarranted response from 911 or law enforcement. Once the 

response is activated, the quality and capacity of the crisis response 

system may determine how the responder balances the autonomy 

and dignity of the person in crisis with the obligations of the responder to follow predetermined protocols for 

providing care and ensuring public safety. Wherever possible, crisis systems should support self-determination 

and autonomy such that persons in crisis can define their situation and identify preferred solutions. In the limited 

instances where the system must override a person’s wishes, such as when the safety of self or others is directly 

jeopardized, it is doubly important that an individual’s human dignity be preserved through identifying 

opportunities for autonomous choice wherever possible.  

Areas for Further Inquiry and Action: 

• Psychiatric advance directives (PADs) should be encouraged and developed when a person is doing well and 
used if a person becomes unable to make decisions due to a mental health emergency. States that do not 
have laws that permit the use of PADs should consider legislation that recognizes their use. First responders 
and mental health professionals should be trained to ask about PADs in all crisis response.  

• States should also explore supported decision-making frameworks and how they may be applied to mental 
health emergencies.  

• Standards for clinical crisis response should ensure that interventions are person-centered, and designed 
and implemented to maximize autonomy to the extent possible. (For example: while individuals in crisis 
may not have a choice about being taken to the emergency department or other acute care, they can 
choose who comes with them and what to bring.)  

• As states review and revise civil commitment laws and implement regulations, they should consider 
principles of self-determination and autonomy. 

 

  

“When planning, designing, and 
implementing any program, those who are 
directly impacted should have a seat at the 
table. In the mental health community, 
Peers say that there is ‘nothing about us 
without us.’ Peers should always be at the 
decision-making table because we know 
what's best.” 

–  Christina Sparrock, CPA, Peer, 
advocate 
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Crisis responders should focus on creating person-to-person connections and trusting relationships 
with the person in crisis.  

To ascertain what is the most appropriate intervention and resolution when someone is experiencing what others 

may deem is a crisis requires responders to engage individuals with respect and dignity. Many times, simply 

developing rapport and hearing people out can lead to a resolution – as in the case of one of our participants, 

who had an anxiety episode while in an argument with his sister. He said he really just needed some space, but 

the outcome was that six police cruisers descended and frightened him. Other times, supporting connections to 

concrete services such as housing or food assistance will help. Peer supporters are particularly suited to this sort 

of connection, and trained mental health professionals more than law enforcement. Our participants almost 

universally felt that law enforcement is not trained to provide the necessary response, and sets up a charged and 

potentially dangerous dynamic for people experiencing a mental health need, particularly for people of color – 

even as some appreciated individual police officers they have encountered.  

This desire for human-to-human connection extends to medical 

and support staff at hospitals, who sometimes because of 

institutional pressures or lack of training can subject people 

experiencing a mental health emergency to dehumanizing 

practices that would not be tolerated in other medical 

emergencies. In any hospital setting – as well as law 

enforcement encounters that do not involve a crime – 

responders must fulfil their responsibility to recognize individual 

dignity as they exercise their duty to care. Stigma and 

discrimination have led to a skewed balance in that regard for 

people with mental health needs. But the success of non-law 

enforcement led response models, and particularly models that 

involve Peer supporters, demonstrate that this balance can be 

achieved. 

Areas for Further Inquiry and Action: 

• The right workforce trained the right way to respond at the right time is critical. Responders  should be 
trained in assessing the situation, engagement and developing rapport, and de-escalation. Professional 
standards on training and clinical intervention should reflect these human-centered values.  

• Educational programs for MSWs, psychiatric residents, Peer supporters, and others who might be 
responders should include psychosocial rehabilitation and recovery-oriented practices that address whole 
health and well-being.   

• Communities should invest in programs that provide holistic, person-centered supports such as Peer 
respites and community stabilization programs.  

 

  

“It becomes a crisis when people who aren't 
supposed to get involved, get involved….  

“Honestly, I think that the advice that I would 
give would be to be a friend first – show me 
that I can trust you. Show me, show that 
person that they can trust you by listening. 
Listening is the most important thing for a 
mental health crisis.” 

–Arvind Sooknanan, Fountain House 
member, advocate 
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Law enforcement should not be the default or primary responders for mental health crisis. 

Police as respondents to mental health emergencies is common in communities, with 911 dispatch often used to 

initiate the service. While police are able to respond quickly 24/7/365, the presence of law enforcement can 

elevate an individual’s symptoms and escalate behaviors, especially for those who have past trauma experience 

or come from over-policed areas. This is particularly relevant for Black and Latinx people where the possibility of 

harm or death by law enforcement is increased. Limited alternative 

options exist outside of police led or co-led models for crisis response in 

many communities. Police officers may be more likely to perceive and 

respond to an individual’s potential crisis as a public safety threat as 

opposed to an opportunity for de-escalation. Many police departments 

have little to no training on responding to mental health emergencies. To 

the extent available, Crisis Intervention Team (CIT) trained officers have 

more knowledge and skills than an average officer to effectively respond. 

However, alternative response models that are led by or actively involve 

the mental health system are not as widely available. Further, mental 

health services are often not available for officers to even refer or divert 

individuals to in the community when police do respond.  

Slated for implementation in 2022, the 988 hotline will create an alternative to 911 for mental health 

emergencies. The rollout of 988, which is underway now, will lay the groundwork for a national strategy for 

emergency mental health response that does not default to or rely on law enforcement as the primary response 

and is focused on connection with community resources. 

Areas for Further Inquiry and Action: 

• State and local systems should bring together mental health, law enforcement, 911 dispatchers, and other 
key constituents to begin planning now for 988 implementation. Planning should minimally address 
budgeting for the cost of 988 implementation and sustainability, and crisis triage protocols.  

• State and local systems should plan for the development and implementation of crisis services that are 
available geographically throughout the state. This should include identifying the types of services and 
models that should be implemented; financing of services through braided federal, state, local, and private 
sources; and the respective roles of mental health crisis services and law enforcement.        

• Invest in the scaling of effective mental health system led crisis response and stabilization models 
as alternatives to the predominant police led and co-led models. 

• Develop model frameworks and strategies for behavioral health and law enforcement to engage 
and coordinate at the local level to determine protocols for law enforcement involvement and 
referral/handoff in each community’s crisis response system.      

 

  

“You know, we're trying to operate 
within the confines of a system that is 
failing and if you want racial justice 
and equity in a mental health 
emergency response [police] should 
not be included in that response in 
any part [as] the first and foremost 
resource to respond to it.” 

–Chief RaShall Brackney, PhD 
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The role and expertise of Peers should be centered in crisis response, recovery, and prevention.  

Over and over in our research and discussion groups, the value and 

necessity of Peer involvement in response to mental health 

emergencies was raised. Yet also raised was the lack of Peer 

involvement in such responses – whether on a first responder call 

or in an emergency department. Emerging evidence has correlated 

Peer involvement with reductions in psychiatric symptoms and 

substance misuse, increased self-care and wellness, reduced 

hospital admission rates, and longer tenure in the community. Even 

with the mounting evidence of positive outcomes, advancing Peer 

support within the continuum of care has been met with ongoing 

challenges, both structural (policies and financing, role clarity) and 

implicit and explicit stigma and discrimination.  

Crisis response has significant unmet workforce needs. People with 

lived experience can be vital contributors to the crisis response workforce if those who have interest in the Peer 

profession or other related roles have access to training, living wage employment, and career ladders.  

 

Areas for Further Inquiry and Action: 

• Build on the research base, regulations, and standards already in use to scale programs that advance the 
integration of Peer workforce, at livable wages, into crisis systems. 

• Increase funding for deploying a well-trained workforce of people with lived experience across the 
continuum of crisis care. This includes investing in career lattices, such as educational and training 
opportunities, for people who want to leverage their expertise both inside and outside of traditional Peer 
roles. This investment will maximize the integration of lived expertise across the workforce that impacts 
crisis services, inclusive of professions such as social work, human resources, occupational therapy, and 
public policy. 

• Address policies that advance the role of trained Peers in integrated teams and settings – inclusive of 
emergency departments, hospitals, crisis teams, mental health courts, and related programs such as 
supportive housing/employment. 

• Provide training to systems and providers on the role and scope of practice of Peer providers on 
interdisciplinary teams to facilitate collaboration to reduce stigma and implicit biases about people with 
mental health conditions having the capability to work on crisis response teams.  

 

  

“I find talking to a Peer is really helpful…. 
When I was arrested by the police during a 
mental health crisis, if I had a Peer to talk to 
I think I could relay what I’m trying to say to 
the police through the Peer and it would 
have come across a little better…. I get 
agitated and fearful and I don’t think 
straight and if I had a Peer to advocate for 
me at that time I think it could have been 
resolved.” 

– Kimberly Stevens, Fountain House 
member, advocate 
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Alternatives to emergency departments should be prioritized when possible.   

In many communities, the lack of mental health and social support resources means that there are limited or no 

alternatives to the emergency department for crisis services. This dynamic leads to overuse of health care 

resources for people who have no acute medical need and would ideally be served in less medicalized, 

community settings. In addition to the negative financial impacts of defaulting to expensive emergency medical 

services, there are also significant human costs. While hospitals 

are supposed to be places of healing, they can be a place of 

further traumatization for a person who has been brought to the 

emergency department in the midst of a mental health crisis. 

Emergency departments are often ill-equipped with the 

psychosocial resources necessary to provide human-centered 

crisis intervention and connection to community supports. In 

addition, risk management protocols in hospitals may require 

medical teams to implement heightened security practices, such 

as the use of chemical or physical restraint or one-to-one close 

supervision (also known as 1:1) for patients experiencing distress 

or suicidal ideation, which can escalate the crisis.  

Areas for Further Inquiry and Action: 

• Identify, evaluate, and scale non-hospital based crisis care services such as Peer respites or other 
community programs.  

• Examine payment models, such as Emergency Triage, Treat, and Transport (ET3), that can provide 
flexibilities to first responders to transport individuals to less restrictive, recovery-oriented services. 

• Share resources and best practices or alternatives to emergency departments that are Emergency Medical 
Treatment & Labor Act (EMTALA) compliant. 

 

Every community should have a standard, universal, and publicly supported response to mental health 
emergencies on par with the response to other health emergencies. 

No equivalent nationwide response system exists for mental health emergencies on par with that which 

exists within communities for medical emergencies. For most communities, 911 is the default crisis line 

and emergency mental health programs to transfer calls to are lacking. Even when communities have 

local mental health crisis programs, the lack of widespread public awareness and integration and 

coordination of these services with call lines and law enforcement can create access barriers and lead to a 

default public safety response. Mental health emergencies require a specific type of response that should 

be specifically and publicly designed for. Individuals should not only know what number to call, they 

“We have to look at our hospitals, what is their 
response to a person who is in crisis. We know 
that different hospitals respond differently…  
and they’re just not equal, they don’t provide 
the care. Sometimes they just want to get that 
person out and they just medicate them and 
they don’t really try to look at the person as a 
whole person and treat them.” 

– Claudia Vargas, Peer policy fellow, San 
Antonio Clubhouse, Inc. 
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should also receive a specific and predictable response that is tailored to their local community and based 

upon the principles outlined in this document.  

Areas for Further Inquiry and Action: 

• Develop model frameworks and strategies for the 
integration and coordination of available mental 
health crisis services with call centers (e.g., 911, 
988), law enforcement, and other first responders. 
This should minimally include clarifying response 
protocols and clearly articulated roles and 
responsibilities at the local level, along with 
strategies for updating as crisis capacity is added 
within systems.   

• Explore the potential to pilot and evaluate 
strategies for integrating with or referring to mental 
health providers at 911 dispatch, including 
modeling potential interfaces between 911 and 988.  

• States and localities should, in addition to being actively involved in the 988 rollout to ensure that 
implementation meets the needs of their communities, continue to build out other core crisis system 
components to ensure their availability and accessibility within communities. 

 

 

  

“I think that our mental health systems and our 
emergency crisis response systems…definitely 
need to be totally revamped and dismantled 
and reimagined because the current model is 
steeped in white supremacy and paternalism 
and institutionalism – and everything about it 
is unappealing especially to Black, brown, and 
indigenous populations. Even the term ‘mental 
health’ itself. And so it definitely needs to be 
revamped and we need to really utilize the 
insights of communities most impacted and 
with them co-design solutions.”    

– LaMont Green, DSW 
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APPENDIX A: 

The Landscape of Mental Health Emergency 
Response: Setting the Stage for “Front End” 
Transformation 
Created by The Front End Project; a collaboration between Fountain House, the Center for Court Innovation (CCI), The W. 
Haywood Burns Institute, the Technical Assistance Collaborative (TAC), and the Mental Health Strategic Impact Initiative 
(S2i), with support from the Ford Foundation. 

Mental health emergencies too often result in tragic consequences when the response is based on a 
public safety versus public health approach. Consider the following strikingly different scenarios: 

On October 18, 2016, 66-year-old Deborah Danner was killed in a 
police shooting after a confrontation in her own apartment in the 
Bronx, following a mental health call by a neighbor citing erratic 
behavior. The sergeant who shot Deborah with a gun twice (though 
he had a taser) — one of five officers in the apartment — was 
acquitted of murder charges. Deborah, a computer science 
professional, a member of Fountain House, and a writer, had lived 
with schizophrenia for more than 30 years, a struggle she wrote 
about, including these words: “We are all aware of the all too 
frequent news stories about the mentally ill who come up against 
law enforcement instead of mental health professionals,” she wrote, 
“and end up dead.  We should all be aware that these 
circumstances represent very, very serious problems that need 
addressing.”  

Deborah was known to both law enforcement and neighbors; she 
was a member of her Bronx community and the Fountain House 
community, where she had many friends and fans. She did not need 
to die. According to a Washington Post database, Deborah was the 
771st person shot and killed by American police officers that year. 
Fully 182 of them (23.6%) were suffering from a mental health crisis 
at the time of their death. She was the 188th Black person to die as 
the result of police violence in 2016, despite Black people making up 
only 13% of the U.S.  population (a rate of 32 per million, compared 
to 13 per million for white people). 

On the podcast Into America, a Crisis Assistance Helping Out on the 
Streets (CAHOOTS) worker describes her first mental health 
emergency call: “This girl was crying outside of a grocery store. And 
her pants had this huge tear – she was mostly naked. And I just got 
down and I sat down next to her on the ground. And I just sat with 
her while she cried. And then, when there was a break in the crying, I 
introduced myself and asked her her name. And she was yelling. She 
was yelling at me. And she was yelling about the day she'd had and 
the way that her boyfriend treated her and that she was stranded and 
she was cold. And all of these really reasonable things to be upset 
about, right? And instead of criticizing the way she was coping with 
her feelings, I just said, ‘I would like to start by getting you pants. I 
think I have some pants on the van. Can I grab you some pants?’ And 
my partner went and got the pants. And I was, like, ‘These are for 
you. You can change later. Now, what do we need to do? Your 
boyfriend left you. Do you have a house?’ ‘No.’ ‘Okay. Can we take 
you somewhere? Is there anywhere that you would feel safe right 
now?’ 

“You just start going through the list, assessing what's available to this 
human. And she just needed some time. And so we took her to our local 
crisis center, where they could do some on-scene crisis counseling and let 
her have a space to just sit and gather her thoughts since she'd clearly 
had this really traumatic day. And when it was over, I asked my trainers. 
I said, ‘Did that go well? Did I do that okay?’ And they're like, ‘That's 
exactly right. You just met her where she was and you helped her get 
where she needed to go.’ And that's the work.”

Introduction 

Mental illness and related mental health conditions are common. One in four people will experience a 

diagnosable mental health condition at some point in their life. Far too many of them will deal with this condition 
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as part of the criminal justice system as opposed to the health care system. Today, in an era when deadly police 

violence is top of mind, one in four fatalities at the hands of police involve people experiencing a mental health 

emergency. The people with mental health needs involved in these incidents are, much like their counterparts 

incarcerated in jails and prisons, disproportionately Black and brown. This is a public health problem that can and 

needs to be solved at the front end, before law enforcement is involved at all. But to do this – as with any public 

health situation – we need to look both further upstream, at how to prevent mental health emergencies in the 

first place – as well as at emergency responses.  

This paper is designed to provide a landscape of where we are – 

how we define a mental health emergency (or “crisis”), how we 

currently respond, and what are alternatives and paths to get to a 

truly public health first approach. Its goal is to inform a series of 

related discussions, rooted in this landscape, that move to 

recommendations for a reimagined front end – one that aims to 

lift the voices of those with lived experience, account for trauma 

and racial inequity, restore wellness, and reduce these 

unacceptable outcomes. Specifically, the paper sets up five 

discussions premised on how we define a mental health 

emergency, how current responses trigger and exacerbate racial 

inequities, and what reimagined emergency mental health 

response should look like in the United States, including what the 

role of law enforcement should be, as well as that of 

nontraditional partners and upstream, preventative solutions.  

Key questions to be considered as part of these discussions in order to determine what is needed to make the 

envisioned system a reality are highlighted throughout this paper. To set the context, current emergency mental 

health response policies, programs, and practices are briefly explored, along with models regarded as promising, 

in order to identify gaps as well as positive factors within the current landscape. Learnings that can inform 

emergency mental health policy, practice, and funding, including from alternative, community led responses in 

other areas (e.g., violence interruption), are also considered. 

This paper and the ensuing discussions are a means to an end. Working at the intersections of the public health 

and criminal legal systems, this project aims to disrupt both current practices that exist on the ground and the 

systemic framework and policies that currently guide emergency mental health response services, in order to lead 

us toward a health-first response to mental health emergencies across the country. 

Background 

Ideally, a comprehensive system of prevention, early intervention, treatment, and support services exists so that 

individuals who experience mental illness and related mental health conditions have access to the tools they need 

to manage and recover. At times, individuals may experience a mental health emergency that requires a more 

focused response. The experience of a mental health crisis is often defined by whether an individual is assessed to 

be a danger to themselves or others. This assessment, however, is highly subjective, and prone to being 

influenced by who is making the assessment and how, as well as factors such as race, stigma, trauma history, 

A Note About Terminology 

Throughout this paper, the term “emergency” is 
primarily used to connote the diverse crises that 

can lead to an emergency response. The term 

“crisis” is also used at times as it remains the 
common terminology for labeling emergency 

mental health response policies, programs, 

and/or services. 

Also, while primarily referring to mental health 

emergencies, the paper and ensuing discussions 

envision a holistic approach that recognizes the 
impact of a range of factors, including substance 

use/misuse, on crisis experience and response. 
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language skills, and housing status. Crisis experience itself is also subjective, such that crises related to social 

determinants of health such as housing may bring about or exacerbate a crisis for one individual and not another. 

It may also be the case that a crisis requires a response from or coordination with other systems and community 

resources when the need is for services and/or supports related to other social determinants of health or to 

substance use/misuse, which may also help prevent future crises from occurring.  

When a mental health emergency response is triggered for whatever reason, crisis services have a role in 

assessment and triage, as well as de-escalation, stabilization, and referral for ongoing intervention as appropriate. 

However, access to emergency mental health services varies widely across the United States, as does agreement on 

best practices. The absence of both all too often has tragic consequences.  

The failure of public and private systems to support responsive, best practice, community-based emergency 

mental health services leaves too many people without an emergency mental health system, and reliant on a 

response that defaults to and is built around law enforcement. Rather than a medical or public health system 

response focused on caring for the individual, the system is organized with a public safety bias focused on serving 

the community by controlling the “threat.” Too often, when a law enforcement response is the default rather 

than last resort, individuals with mental illness become victims of 

excessive force or homicide by law enforcement, or end up 

entangled in the criminal legal system.  

This emergency response system, or lack thereof, is drastically 

different than the response that ensues when an individual 

experiences a medical emergency like a broken bone or heart 

attack. An organized network of emergency medical services 

(EMS) exists in communities to respond to medical emergencies 

that people experience. EMS is responsible for managing medical 

emergencies, sometimes after the initial situation is contained by 

first responders such as law enforcement or the fire department 

for safety reasons (e.g., an auto accident). EMS provides initial 

stabilization or treatment and then triages the person to the next 

appropriate system, which may include transportation to the 

emergency department. At times, the emergency may warrant 

the need for inpatient treatment, but often the emergency can be 

addressed in the community.   

Unfortunately, a parallel response system for mental health 

emergencies does not exist. In February 2020, the U.S. Substance 

Abuse and Mental Health Services Administration (SAMHSA) 

released its National Guidelines for Behavioral Health Crisis Care 

outlining a potential framework to establish nationwide capacity 

to respond to mental health emergencies. The guidelines describe 

three core components deemed essential to meeting the mental 

health emergency needs of anyone, anywhere, anytime: 24/7 regional crisis hotlines; 24/7 mobile crisis response; 

and crisis stabilization programs. What currently exists, however, varies widely across states and communities 

Defining Mental Health Emergency & 
Aligning Appropriate Response 

The first discussion this paper sets up considers 
different definitions regarding what is or is not 

considered a mental health emergency, what 

should be central to a definition that activates a 
mental health or other system response, and 

what is important in doing so. The impact that 

stigma, discrimination, trauma, and other fac-
tors (e.g., community culture, public safety/con-

trol) have in shaping emergency response will be 
explored to help reframe the issue toward better 

alignment with meeting individual needs. The 

type of intervention that may be needed to ad-
dress issues that are not a psychiatric emer-

gency, but when an intervention is needed to 

support an individual, will also be explored, as 
will questions such as: What type of response is 

needed for someone who is not experiencing a 

psychiatric emergency, and is in need of services 
and/or supports related to their mental health, 

substance use/misuse, or other social de-

terminants of health? Whose responsibility is 
that and what other systems or community re-

sources need to be at the table? 
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such that many communities’ approaches lack one or more of these core components, and others have no formal 

response system at all.  

This variation may be the result of funding priorities, policy decisions, or both. Budget cuts to behavioral health 

systems at the federal, state, and local levels have had a significant impact on the availability of crisis intervention 

services. State and local governments that fund only mandated services1 are those most likely to be lacking true 

crisis intervention and response services, with the role of crisis worker being merely to facilitate the mental health 

involuntary commitment process.  

States that have a strong focus on crisis intervention and 

response, and that perform a cost-benefit analysis and view the 

up-front investment in services as saving costs upstream, are 

more likely to fund a comprehensive array of crisis services that 

includes the core components outlined in the SAMHSA 

guidelines. Further, states and communities that embrace 

treating symptoms and de-escalating behaviors associated with 

mental illness using the least restrictive environment are more 

likely to provide active crisis intervention and response 

services, whereas those who profess a “tough on crime” 

approach are more likely to treat behaviors that may stem from 

mental illness and related mental health conditions as criminal 

behavior, dispatching law enforcement as the first responder and often leading to arrest, citation, and/or 

incarceration for nonviolent, misdemeanor offenses. 

As discussed in other sections of this paper, using police as respondents to mental health emergencies is common 

in communities, with 911 dispatch often used to initiate the service. Systematic decreases in funding for 

community mental health care dating back to the 1960s have paralleled increases in funding for law enforcement, 

expanding the role of police in communities. This dynamic has been particularly visible since the passage of the 

1994 Crime Bill. Today, the balance is such that more funding is available for police to perform crisis response 

than for mental health programming designed to effectively prevent and respond to mental health emergencies. 

The result is a higher prevalence of models in many communities that are police led or co-led in partnership with 

the mental health system. 

Regardless of whether crisis response is led by the police, the mental health system, or a combination of the two, 

historical and structural racism, as well as racial, cultural, and ethnic inequities and disparities, impact the 

response and related outcomes. Rates of mental illness for Black and Latino populations are nearly the same as 

rates of mental illness for white populations; however, they experience a disproportionately higher burden of 

disability from these illnesses as compared to whites. When they do access services, communities of color often 

                                                
1 State mental health systems must meet certain standards set by the federal government, e.g., the Community Mental Health Services 
Block Grant requires funding of “Emergency Mental Health Services.” However, states have significant authority to make decisions about 
their mental health systems’ regulations and available services, including the services a state is required to provide using state general 
funds, and standards for involuntary mental health commitment.   

SAMHSA’s National Guidelines for 
Behavioral Health Crisis Care 

SAMHSA outlines three core components deemed 
essential to meeting the mental health emergency 

needs of anyone, anywhere, anytime:  

ü 24/7 regional crisis hotlines; 
ü 24/7 mobile crisis response; and  
ü crisis stabilization programs.  
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receive a much poorer quality of care. Among people with any mental illness, 48% of whites received mental 

health services, compared to 31% of Blacks and Latinos and 22% of Asians.2   

To better understand the ways in which our mental health and emergency response systems are inadequate at 

meeting the needs of the mental health community, one must examine the role that systemic and structural 

racism – which include historical, cultural, and institutional/policy implications – play in creating barriers to 

accessing critical services. These structural biases impact the mental health system overall by creating barriers in 

accessing adequate insurance coverage and care, and create a lack of diversity in the mental health workforce 

which, in turn, worsens the issue of culturally competent care and often leaves language barriers largely 

unaddressed. In addition, the lack of a diverse workforce contributes to a higher level of stigma in communities of 

color where the stigma around mental illness is already high, again creating significant barriers to accessing 

services. This, coupled with other oppressive systems like the criminal legal system – which disproportionately 

targets Black and Latino people – creates a form of trauma that forces many people into poverty or traps them in 

a fractured system where they cycle through the various institutions – shelters, jails, hospitals – that create more 

harm than help.  

This is reflected in the emergency mental health response system as well, where emergency mental health care is 

often led by, or connected to, public safety and law enforcement. As cited in this paper’s opening scenario, nearly 

a quarter of deaths by police in 2016 were people experiencing a mental health emergency. Of those, a 

disproportionate number were Black and other people of color.3 This statistic comes as no surprise considering 

the already frayed relationship between law enforcement and communities of color where the dispatching of a 

police officer escalates the situation dramatically. With many people of color not able to access consistent and 

regular mental health services, they are more likely to experience a mental health emergency, thus triggering a 

law enforcement response that not only endangers their lives, but criminalizes mental illness and creates a 

domino effect that precludes them from accessing housing, appropriate care, and employment, and impacts 

other social determinants of health.  

Current Response Models 

Here we briefly explore existing models regarded as promising practices in the field for emergency mental health 

response, highlighting key features and strengths and/or weaknesses of these models, and related outcomes. A 

distinction is made between those that include a formal role for law enforcement and those that are solely led 

and managed by the mental health system. While neither SAMHSA’s national crisis care guidelines nor these 

models necessarily represent the “gold standard” of emergency mental health services, each of the models 

described incorporate all three core SAMHSA guideline components, though they may differ in how they are 

designed and implemented. Thus, we consider how each model is aligned in terms of how the response is 

activated, how it is performed, and what community supports for stabilization are tied to the response.  

                                                
2 American Psychiatric Association (2017). “Mental health facts for diverse populations.” Retrieved on 10/29/2020 from: 
https://www.psychiatry.org/psychiatrists/cultural-competency/education/mental-health-facts  

3 Washington Post (n.d.). “Fatal force: Police shootings database.” Retrieved on 10/29/2020 from: 
https://www.washingtonpost.com/graphics/investigations/police-shootings-database/  
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Models That Include Law Enforcement  

The majority of existing crisis response program models are either completely law enforcement led and managed, 

or co-led and managed in partnership with the mental health system. Law enforcement-inclusive response 

models use the 911 system for crisis response activation. Promising models using 911 have integrated mental 

health providers at this point of contact to provide assessment and support to callers in crisis. In Houston, the 

Crisis Call Diversion (CCD) program has embedded tele-counselors in the 911 call center and dispatchers are able 

to directly connect callers to a clinician.   

Promising practice models for mental health emergency response that are police-involved fall into two categories: 

models that train police to be effective responders on their own, and models that team law enforcement with a 

mental health specialist to perform a co-response. Crisis Intervention Team (CIT), sometimes referred to as the 

“Memphis Model,” was developed in 1988 and is the most well-known and broadly used police training model. 

CIT provides self-selecting officers with a 40-hour training that includes education on mental health and 

substance misuse, exposure to individuals with lived experience of mental illness, and training on verbal de-

escalation skills.  

Co-response models, where police officers (often CIT trained) or other first responders are partnered with a 

mental health clinician or Peer to respond to mental health emergencies, are extremely prevalent and come in a 

variety of response team compositions. The majority of these models partner a police officer with a licensed 

clinician, such as the Mental Health Support Team (MHST) in Tucson, AZ, or with a virtual clinician such as the 

Clinician and Officer Remote Evaluation (CORE) program. Other co-response teams include a medical provider 

such as an EMT, nurse, or paramedic such as the Rapid Integrated Group Healthcare Team (RIGHT CARE) in Dallas, 

TX or Community Response Team (CRT) in Colorado Springs, CO. Still others forgo police involvement in the crisis 

response beyond 911 activation unless there is a public safety concern, such as CAHOOTS in Eugene and 

Springfield, OR. CAHOOTS has recently been in the national spotlight, with their model of intervention teams 

consisting of a medic (nurse or EMT) and a crisis worker (trained Peer specialist or clinician) responding to mental 

health crises being replicated across the country. The CAHOOTS response is connected with the White Bird Clinic, 

which helps facilitate connecting individuals in crisis with stabilization and prevention services along the 

continuum of care. The model also explicitly centers race equity.4 

Law enforcement led emergency mental health response models that are considered promising have resources to 

help stabilize persons in crisis tied to their response, either developed as part of their program or through pre-

existing options such as hospital emergency departments and other mental health system resources. Perhaps the 

two most well-known law enforcement led stabilization models are Diversion First in Fairfax, VA, and Law 

Enforcement Assisted Diversion (LEAD), first established in Seattle, WA, but with multiple sites nationally. Both 

programs partner with local mental health programs to keep individuals with behavioral health needs out of the 

criminal justice system by providing officers responding to a behavioral health crisis with an alternative to 

arresting them. These programs provide a crisis center or similar resource where individuals in crisis can be taken 

for assessment, support, and connection with concrete and treatment resources. 

                                                
4 Morgan. E. (June 14, 2020). “Racism is a public health crisis: A statement from CAHOOTS.” Retrieved on 11/6/20 from: 
https://whitebirdclinic.org/racism-is-a-public-health-crisis/  
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Summary Analysis of Models Involving Law Enforcement 

Law Enforcement Led Models 

Key Features Strengths Weaknesses Outcomes 

§ Activated through 911 

§ Police are trained to 
effectively respond and 
intervene 

§ Includes stabilization services 
as part of the response or 
through partnerships with 
emergency department (ED) 
and mental health (MH) 
providers 

§ Integrates MH-trained staff 
and/or MH providers at 911 
call center to provide 
assessment and support to 
callers in crisis 

§ A trained officer has more 
knowledge and skills than an 
average officer to effectively 
intervene with a person 
experiencing a mental health 
emergency 

§ Connects individuals to MH 
treatment 

§ Police are able to respond 
quickly, 24/7/365 

 

§ The presence of law 
enforcement can elevate 
symptoms/ escalate 
behaviors, especially for 
those who have past trauma 
experience or come from an 
over-policed area 

§ Increases the possibility of 
harm/death for the person in 
crisis 

§ Capacity of CIT-trained 
officers is far more limited 
than the need 

§ Lacks involvement of Peers 

§ Is not designed to connect 
individuals to social services/ 
supports  

§ Marginalized communities 
may be less willing to seek 
services that involve law 
enforcement 

§ CCD has resulted in 
successful diversions and 
cost savings 

§ Pilots in NYC and LA have 
resulted in 911 call centers 
linking callers to MH 
providers 

§ There are mixed reviews on 
the effectiveness of CIT 
across “objective measures 
of arrests, officer injury, 
citizen injury, or use of force” 

Law Enforcement Co-Responder Models 

Key Features Strengths Weaknesses Outcomes 

§ Typically activated through 
911 

§ Involves partnering a police 
officer or other first responder 
with an MH clinician and/or 
Peer 

§ Provides MH response while 
ensuring public safety 

§ Allows MH clinician/ Peer to 
de-escalate and stabilize the 
situation 

§ Goal is to divert from 
unnecessary ED admissions/ 
incarceration 

§ Reduces risk of harm/death 
for person in crisis 

§ Public safety officer likely to 
perceive and respond to 
assessment of threat as 
opposed to opportunity for 
de-escalation 

§ Presence of a police officer 
can elevate 
symptoms/escalate 
behaviors, especially for 
those who have experienced 
past trauma or come from an 
over-policed area 

§ Marginalized communities 
may be less willing to seek 
services that involve law 
enforcement  

§ LEAD associated with 
reductions in criminal justice 
utilization, recidivism, and 
associated costs; program 
participants are more likely 
to have housing, 
employment, and income 
after referral to LEAD. 

§ Diversion First reported 
diverting 1,700 people from 
arrest in 2019   
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Mental Health System Led Models 

Emergency mental health services in many communities are oriented around a mental health system led 

response. However, these models are in the minority compared with the number that involve law enforcement. 

These programs may still access law enforcement at times to ensure the safety of people with lived experience, 

family members, and emergency mental health responders, but the emergency mental health system leads the 

response, is organized, and has the capacity to provide the continuum of emergency mental health services.  

Mental health system led response models are activated by a mental health crisis hotline or other non-911 local 

emergency line. While some crisis hotlines, such as the National Suicide Prevention Hotline, work separately from 

local programming, many are integrated into local mental health nonprofits, hospitals, or community programs 

that encompass a spectrum of services. Activating a crisis response through a mental health provider, as opposed 

to 911, means that an individual is directly connected with a mental health clinician who can provide assessment 

and de-escalation via phone, potentially heading off the need for an in-person response. Callers who are fearful of 

a police response may prefer to request help in this manner because the likelihood of police involvement is far 

lower than if they call 911.  

Crisis response models that do not include police are generally termed “mobile response teams” (MRTs) or  

“psychiatric mobile response teams” (PMRTs). MRTs have been around since the 1970s and still remain the 

leading model for mental health led crisis response. MRTs are activated through non-911 crisis lines and are often 

part of an integrated response from the same agency running the crisis line. MRTs are staffed by licensed mental 

health providers and/or Peer support specialists who respond directly to community members in crisis. MRT 

clinicians are trained to provide assessment, de-escalation, and referral to stabilization services as needed.  

Crisis stabilization services that are mental health system led can either be integrated into the same program that 

provides the hotline and response or run through external programs. Centerstone, which provides a hotline, MRT, 

and psychiatric urgent care center, is a good example of an integrated model with multiple locations around the 

country that allows one agency to manage a response from activation through stabilization, ensuring continuity of 

care for participants. Promising external stabilization models include programs within the medical system, such as 

comprehensive psychiatric emergency programs as well as community-based models, also with several locations 

across the country, such as The Living Room and Rose House, which provide short-term respite, often on a walk-in 

basis, for community members in crisis. The Living Room model is designed to provide a calm, nonthreatening 

setting where an individual can be removed from a “crisis” situation, de-escalate and stabilize, and eventually 

return to their living arrangement or be referred to an alternate setting without admission to an inpatient bed or 

incarceration. 
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Summary Analysis of Mental Health Led Models 

Key Features Strengths Weaknesses Outcomes 

§ Uses an alternate telephone 
number to 911 to initiate 
response, available 24/7/365 

§ Responders are mental 
health clinicians/ 
practitioners trained to 
approach a person in crisis 
with a psychosocial health 
approach, trauma-informed 
care, and racial equity 

§ Agencies provide a whole 
spectrum of crisis care 
services 

§ May include a person with 
lived experience 

§ Individual is directly 
connected with a mental 
health clinician who can 
provide assessment and de-
escalation via phone, 
potentially heading off the 
need for an in-person 
response 

§ Integrated into local mental 
health system, nonprofits, 
hospitals, or community 
programs supporting 
connection to a spectrum of 
services 

§ Building a sense of 
empowerment and belief in 
recovery can carry over into 
mitigating future crisis 
events.5 

§ Inclusion of Peers 

§ Reduces the likelihood of 
admission to jail or 
emergency department 

§ Reduces costs to taxpayers 

§ Reduces incidents of 
harm/death to individuals in 
crisis 

§ Variable community 
awareness of available crisis 
services (e.g., non-911 crisis 
line) can limit utilization 

§ In urban areas, multiple 
mental health organization-
based crisis lines may exist, 
causing further confusion 
about how to access help  

§ Limited state and local 
mental health funding to 
support core services for 
crisis response 

§ Services may not be available 
24/7 or able to respond in a 
timely way to emergency 
situations 

§ Rely on the availability of 
community stabilization 
programs (e.g., housing)  

§ Health insurance plans may 
restrict post-crisis 
services/options  

§ Data on overall effectiveness 
of these models has not 
been systematically 
examined; outcome data is 
tracked at the local program 
level, if at all 

 

Gaps Within the Current Emergency Mental Health  
Response Landscape   

Despite the existence of emergency mental health response models that employ promising practices and produce 

some favorable outcomes, several key challenges and gaps persist at the individual, program design, and systems 

levels that affect the availability and quality of emergency mental health response services. Here we briefly 

examine these. We also suggest the need to explore areas beyond the traditional mental health or law 

enforcement response that warrant further consideration in any paradigm shift toward a more accessible, 

equitable emergency mental health response system.  

 

Individual-Level Challenges and Gaps 

Mental health emergencies and related responses are shaped by a multitude of individual-level factors, including 

an individual’s mental health and/or substance use/misuse, other co-occurring conditions (e.g., physical, cognitive 

                                                
5 International Initiative for Mental Health Leadership Crisis Now 2 Summit (2019). “International declaration: Taking the lead – Investing in 
community crisis response/continuum.” https://crisisnow.com/wp-content/uploads/2020/07/IIMHL-DC-Crisis-Declaration-FINAL-1-4.pdf   
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and/or medical), and access to treatment, as well as housing status and other factors including racial, ethnic and 

cultural considerations, and trauma histories.  

Co-occurring conditions. People experiencing a mental health emergency are likely to have one or more co-

occurring conditions or factors that impact crisis assessment and response. A high percentage of emergency 

mental health response calls involve substance use/misuse, but law enforcement or emergency mental health 

response services are often called about individuals with other co-occurring conditions as well, such as a primary 

or secondary intellectual or developmental disability or a medical condition. The co-existence of these conditions 

can exacerbate or mimic psychiatric symptoms and affect the person’s emergency and response to intervention. 

Responders to mental health emergencies must be aware of the likely existence of one or more co-occurring 

conditions, as well as appropriate best practice responses in these situations. Further, emergency mental health 

responders must be equipped to assess, triage, and connect individuals with primary substance use/misuse 

disorders to the appropriate level of care within the substance use treatment system using evidence-based 

interventions like motivational interviewing and Screening, Brief Intervention and Referral to Treatment (SBIRT).6  

Racial justice and equity in access to care and crisis response. Adopting an intersectional lens when examining the 

current mental health emergency response system, in conjunction with critical race theory, provides an 

opportunity to bring to the forefront the ways in which power, privilege, and systems of oppression elicit 

inequities during mental health emergency responses. With law enforcement either formally involved or as the 

default emergency mental health response in many communities despite a lack of clinical training and 

preparation to address such emergencies, racism, implicit bias, and the effects of power and control in these 

encounters (as with non-mental health emergency encounters) contribute to negative and disparate outcomes 

for Black, Indigenous, and people of color (BIPOC).7 These negative outcomes are compounded for individuals 

with other historically oppressed social identities (i.e., citizenship or immigration status, class, ability, gender, or 

sexuality).  

With the deterioration of funding for public mental health services in the U.S., we have witnessed the increased 

use of law enforcement in the management of and emergency response to individuals experiencing or perceived 

to be experiencing mental health issues. Mental health treatment can be cost prohibitive, limited, and coercive – 

and lack cultural competency. The mental health care system, where people in general have little to no control 

over treatment and care, is particularly oppressive and harmful to BIPOC and LGBTQIA+ communities.8 Racial and 

gender disparities in access to diagnosis, treatment, and care lead to increased negative outcomes for people 

with mental illness during encounters with law enforcement. Far too many of these encounters result in arrest 

and incarceration, injury, and death. Individuals with untreated mental illness are involved in at least one in four 

                                                
6 Boss, R., Sadwith, T., & Daly, B. (2020). “Addressing substance use in behavioral health crisis care: A companion resource to the SAMHSA 
crisis toolkit” (Beyond Beds: Crisis Services, Assessment #4). Alexandria, VA: National Association of State Mental Health Program Directors. 
Retrieved on 11/6/20 from: https://www.nasmhpd.org/sites/default/files/2020paper4.pdf  
7 American Public Health Association (2018). “Addressing law enforcement violence as a public health issue” (Policy Statement 201811). 
Washington, DC: American Public Health Association. https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-
database/2019/01/29/law-enforcement-violence  
8 Altiraifi, A. & Rapfogel, N. (2020). “Mental health care was severely inequitable, then came the coronavirus crisis.” Washington, DC: 
Center for American Progress. Retrieved on 10/29/2020 from:  
https://www.americanprogress.org/issues/disability/reports/2020/09/10/490221/mental-health-care-severely-inequitable-came-
coronavirus-crisis/  
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fatal police shootings, making them sixteen times more likely to be killed during a police encounter than 

individuals without mental illness in law enforcement encounters.9   

The criminalization of mental illness is particularly prominent for low-income and homeless individuals, and at the 

same time, lack of stable housing and income has been shown to trigger mental health symptoms.10,11 We know 

that due to historical and structural racism (e.g. Jim Crow laws, 

redlining, and other racist housing policies), BIPOC 

disproportionately experience homelessness and poverty. The 

structural inequities that affect BIPOC at greater rates than their 

white counterparts exacerbate mental health issues and create a 

cyclical effect that is difficult to escape. Intensifying this cyclical 

relationship is the racial bias leading to unfounded stops by law 

enforcement. These instances, even when they do not result in 

physical violence, are associated with exacerbated adverse mental 

health outcomes such as symptoms of posttraumatic stress 

disorder, anxiety, and depression.12 

Given the role of law enforcement in responding to mental health 

emergencies in many communities, new strategies must be 

considered. While not necessarily focused on mental health, 

concepts or practices from nontraditional, community led 

interventions may serve to inform mental health emergency 

response and complement core crisis system components. These 

approaches toward reducing community violence, tackling racism 

and discrimination, ending homelessness, and addressing poverty 

and other social determinants of health are largely absent from 

the design of traditional crisis response services.  

Two examples include the Newark Community Street Team in 

New Jersey and Youth Alive’s Caught in the Crossfire (CiC) 

program in Oakland, CA. The Newark Community Street Team 

employs nontraditional community leaders, including those who 

have been formerly incarcerated and those who have been 

engaged in the drug trade. They are trained as mentors and interventionists, and support at-risk youth and young 

adults 14-30 years old through a case management model.13 Violence interrupters in the CiC program are 

problem-solvers who take to the most dangerous streets at the most dangerous times of night to engage young 

                                                
9 Fuller, A., Lamb, H. R., Biasotti, M., & Snook, J. (2015). ”Overlooked in the undercounted: The role of mental illness in fatal law 
enforcement encounters.” Arlington, VA: Treatment Advocacy Center. Retrieved on 10/29/20 from: 
https://www.treatmentadvocacycenter.org/overlooked-in-the-undercounted  
10 American Public Health Association (2018). “Addressing law enforcement violence as a public health issue” (Policy Statement 201811). 
Washington, DC: American Public Health Association. https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-
database/2019/01/29/law-enforcement-violence  
11 Vitale, A. (2017). The end of policing. Brooklyn, NY: Verso Books. 
12 Ibid. 
13 The Newark Community Street Team. Retrieved on 10/29/2020 from: https://www.newarkcommunitystreetteam.org/about-us/ 

Racial Justice & Equity Issues in  
Mental Health Emergency Response 

This discussion will address emergency and 

treatment and support services through a racial 
justice and equity lens. Often, mental health 

emergency response is led or co-led by law en-

forcement. In other locations, crisis programs 
may be the lead. In either response, historical 

and structural racism, racial, cultural and ethnic 

disparities, or other racial inequities impact the 
response and related outcomes. This discussion 

will identify and highlight existing racial, cultural, 
and ethnic issues in crisis and treatment and 

support services, including the intersectionality 

and disparities for people of color who are 
LGBTQIA+. Strategies or lessons learned from 

other areas that can inform how to address the 

issue in crisis services will be considered. Recom-
mended strategies, systemic, programmatic, 

and/or financial reforms that foster prevention 

and crisis response services that are responsive 
to the racial, cultural, and ethnic backgrounds of 

individuals with lived experience and their fami-

lies will be raised, with consideration given to 
data availability, systemic reviews, workforce 

composition, metrics, and participation/voice/ 
accountability. 
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people, diffuse tensions, mediate conflicts, and encourage alternatives to violence. These interrupters are people 

who have been there, who have either worked in street outreach for years or who have been on the other side, 

who understand the language, the codes, and the barriers to a new life for young gang and group members in 

Oakland.14 

Preliminary reports on the Cure Violence model, a model that uses a public health approach and violence 

interrupters to prevent, treat, and control violence, show the promising impact of utilizing nontraditional and 

community led interventions. A 2017 report on the initiative in New York City neighborhoods showed a 63% 

reduction in shootings and 37% reduction in gun injuries in the South Bronx, as well as a 50% reduction in gun 

injuries in East New York.15 Other studies indicate a shift in attitudes and beliefs towards violence and law 

enforcement. These findings can act as an impetus to create and fund alternative emergency mental health 

responses that do not involve law enforcement or other customary system players. 

Trauma-informed emergency mental health response. Rates of 

trauma experience are high among individuals who experience 

mental health conditions. This can be as a result of many different 

types of experiences, including sexual, physical, or verbal abuse; 

racism and discrimination; negative encounters with law 

enforcement or medical institutions; or injuries sustained in 

accidents. A trauma-informed approach should be foremost when 

engaging an individual who is experiencing a mental health 

emergency. Aggressive confrontations with a person experiencing a 

mental health emergency can exacerbate the emergency and result 

in added trauma. The mere presence of law enforcement in some 

instances may escalate a crisis, particularly for an individual who 

has experienced trauma as a result of past police involvement. 

Law enforcement does not receive significant training in trauma-

informed care and response. CIT training begins to address this for 

responding officers, but law enforcement on the whole is not adequately trained in trauma-informed care or 

response. Similarly, training in trauma-informed care and response is often lacking for crisis counselors due to lack 

of time or resources for training. There is also a need for training and support to address vicarious trauma among 

emergency mental health responders. While some advanced CIT training may address the issue among law 

enforcement personnel, few resources exist overall to assist responders in handling trauma-related stress.      

 

Program-Level Challenges and Gaps 

As noted throughout this paper, many communities lack one or more of the core service components 

recommended in SAMHSA’s national crisis care guidelines, and without these minimum services, a robust 

                                                
14 Youth Alive! Intervention. Retrieved on 10/29/2020 from: http://www.youthalive.org/caught-in-the-crossfire/ 
15 Delgado, S. A., Alsabahi, L., Wolff, K., Alexander, N., Cobar, P., & Butts, J. (2017). “Denormalizing violence: The effects of Cure Violence in 
the South Bronx and East New York, Brooklyn.” New York, NY: John Jay College of Criminal Justice. Retrieved on 10/29/2020 from:  
https://johnjayrec.nyc/2017/10/02/cvinsobronxeastny/  

Trauma-Informed Care Principles 

SAMHSA’s Trauma-Informed Care in 
Behavioral Health Services outlines the 

following guiding principles for trauma-
informed care that should inform mental 

health emergency service delivery:  

ü Safety 
ü Trustworthiness and transparency 

ü Peer support and mutual self-help 

ü Collaboration and mutuality 
ü Empowerment, voice, and choice  

ü Ensuring cultural, historical, and gender 

considerations inform the care provided  
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emergency mental health system does not exist. Our review of existing emergency mental health response 

models revealed that those that are led and managed by the mental health system are in the minority, and the 

default program model that exists in many communities is designed, led, and operated by law enforcement. 

Even in systems that have one or more of the core crisis system service components, key program-level gaps still 

exist that affect the quality, effectiveness, and responsiveness of services. Examples include: 

• a simple, accessible crisis hotline does not exist in every community. In many places, crisis 
hotlines either do not exist, multiple hotlines or warm lines exist, or hotlines are part of other call 
lines (e.g., 911 or 211); 

• many call lines are not operated on a 24/7 basis; 
• counselors answering call lines often do not have sufficient training in clinical or racial, ethnic, 

and cultural issues; 

• mobile response teams do not exist, or do not have enough capacity to respond; 
• crisis stabilization programs do not exist in most communities; and  
• linkages with nonemergency mental health services or other critical support services (e.g., 

housing, food) do not exist or are not coordinated. 
 
In systems where response to mental health emergencies is led or co-led by law enforcement, other gaps and 
challenges exist. A few examples include:  
 

• 911 is the primary call center for mental health emergencies, and most systems do not have 
emergency mental health programs to transfer calls to;   

• several police led crisis programs do not have clinicians involved in the response;  
• while they may be the primary responder in most communities, most police departments have 

little to no training on mental health emergencies; and  
• CIT-trained officers are not always available, and often do not have mental health services to 

refer or divert a person to. 
 

Several law enforcement led models do build in important components of crisis services, such as access to trained 

behavioral health professionals, as well as quick linkages to treatment services such as crisis stabilization centers 

where they exist. But lacking in many communities are non-911 crisis hotlines staffed by trained mental health 

professionals as opposed to a police dispatcher. Using the public safety-housed 911 number traditionally results 

in a police officer responding, containing the situation, arresting or detaining individuals, and bringing them to jail 

or an emergency department.  

There are an estimated 240 million calls to 911 each year.16 While data is difficult to aggregate nationally, local 

data suggests a large volume of these calls are related to mental health emergencies, most of which do not 

                                                
16 Neusteter, S.R., Mapolski, M., Khogali, M., & O’Toole, M. (2019) “The 911 call processing system: A review of the literature as it relates to 
policing.” New York, NY: The Vera Institute of Justice. Retrieved 11/3/20 from: https://www.vera.org/downloads/publications/911-call-
processing-system-review-of-policing-literature.pdf 
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require a law enforcement response. For example, the 

Houston police department created the 911 CCD program 

as an alternative to handling the 37,032 mental health calls 

it received in 2014, resulting in substantial cost savings and 

diversion from police contact to care for individuals 

experiencing mental health-related crises.17 Crisis care 

provider CIT International estimates that about 80% of 

mental health calls to 911 are resolved without the need 

for police involvement when diverted to a crisis line.18 

While it may not be possible to prevent law enforcement 

involvement in every mental health emergency, defining 

appropriate roles, responsibilities, boundaries, and 

authorities can go a long way in minimizing unnecessary 

police involvement.  

Another consideration for program design is that while 

some mental health system led and co-responder models 

include Peers with lived experience in the response, the 

involvement of Peers and Peer led programming within all 

core components of effective crisis systems remains a 

major gap. Approaches that use trained Peers to engage 

individuals who are experiencing a crisis can be highly effective in helping to de-escalate and stabilize an 

individual’s situation. Peer supports have also been effectively utilized to follow up with individuals post-crisis and 

to facilitate access to community-based care and supports. 

Information-related needs and sharing is another challenge to consider at both the program and systems levels as 

it impacts mental health emergency response and related outcomes. Federal and state privacy laws, such as 

HIPPAA19 and 42 CFR Part 2 regulations20 pertaining to confidentiality of information related to substance use, 

continue to present challenges in emergency mental health response whether led by a mental health program or 

law enforcement. Emergency responders (and dispatchers) must often evaluate an individual’s risk to self or 

others while not being able to put a crisis in context of a person’s psychosocial and medical history. Without 

understanding past behavior it can be difficult to predict future behavior. If responders have access to a person’s 

history, they have a better ability to respond in a way that is individualized and more likely to result in a better 

outcome. Maintaining a history of past crisis system contacts, what worked/what didn’t work and final 

dispositions in a mental health crisis call center database, for example, could provide important information about 

                                                
17 Houston Police Department, Mental Health Division (October 18, 2017). “Crisis call diversion program.” Retrieved on 11/3/20 from: 
https://perma.cc/XW5L-TCXB. 
18 Substance Abuse and Mental Health Services Administration (2020). National guidelines for behavioral health crisis care – a best practice 
toolkit. Rockville, MD: Substance Abuse and Mental Health Services Administration.  
19 https://www.hhs.gov/hipaa/for-individuals/guidance-materials-for-consumers/index.html 
20 https://www.hhs.gov/about/news/2020/07/13/fact-sheet-samhsa-42-cfr-part-2-revised-
rule.html#:~:text=The%2042%20CFR%20Part%202,substance%20use%20disorders%20(SUD).&text=Part%202%20continues%20to%20proh
ibit,patients%2C%20absent%20a%20court%20order 

Redefining the Role of Law Enforcement 
in Mental Health Emergency Response 

This discussion will specifically examine the current 
role of law enforcement in mental health emergency 

response services and recommend or redefine 

strategies, systemic, programmatic, and/or financial 
reforms that eliminate the use of law enforcement in 

response to mental health emergencies as a default, 

as well as in non-crisis situations. Some current models 
that rely on law enforcement and others that do not 

will be discussed, along with the evidence base and 

strengths and weaknesses related to each approach. 
The conversation will push deeper into emergency 

response strategies that rely more on a public health 

first approach. The role that community-policing 
strategies should or should not play, in addition to the 

role that nontraditional partners could potentially 
have in an envisioned emergency response system, 

and where funding should be leveraged or diverted 

from, will also be explored. 
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what triggers an individual may experience (e.g., has past police presence escalated the situation?) and what is 

effective at de-escalating the situation.  

 

System-Level Challenges and Gaps 

At a systemic level, several key gaps exist that impact the availability of comprehensive emergency mental health 

response services across the country. These include the fact that these services are not considered essential on 

par with other emergency response services (e.g., fire, police, EMS); that there is inadequate planning and 

coordination and diffuse accountability for these services across levels of government and systems; that 

adequate, coordinated funding is lacking to ensure the availability of emergency mental health services in all 

communities; and that resources for workforce training/development and public education is inadequate.  

Emergency mental health services are not considered essential. Unlike law enforcement and firefighters, 

emergency mental health services are not considered essential. As a result, law enforcement is the only resource 

for responding to mental health emergencies in many communities because they lack any of the recommended 

crisis system components in their local mental health system. In these communities, law enforcement has 

become responsible for – or is perceived to be responsible for – all response and management of mental health 

emergencies. This can have tragic consequences and contributes to the disproportionate number of people with 

mental health conditions in the criminal legal system.  

Police powers are delegated by the Tenth Amendment to the U.S. Constitution to states to establish and enforce 

laws protecting the welfare, safety, and health of the public.21 Whereas federal and state laws and regulations 

exist that authorize, govern, regulate, and fund these first responder services, few laws exist regarding the 

availability of emergency mental health services. EMS, while not necessarily considered essential at the same 

level as law enforcement, has evolved over time such that beginning in the 1960s, a series of reforms, legislation, 

standards, and funding at the federal and state levels has resulted in EMS being an expected service that exists 

within most communities.22 While a range of issues – such as population density, geography, and funding – 

influence what police, fire, and EMS capacity looks like in communities, there is an expectation in most 

communities that these first responders will show up if called. Law enforcement in the U.S. is made up of about 

18,000 federal, state, county, and local agencies. Each agency has varying legal and geographic jurisdictions, 

ranging from single-officer police departments to those with more than 30,000 officers.23 This type of data is not 

quantifiable for emergency mental health responders. 

Recent legislative efforts in Congress have sought to fill the gap in national access to emergency mental health 

response services. The bill that designates 988 as the national suicide prevention and mental health crisis hotline 

                                                
21 “Police Powers” definition from the Nolo Press Plain-English Law Dictionary, as cited by the Cornell Law School Legal Information 
Institute. Retrieved on 10/29/2020 from: 
https://www.law.cornell.edu/wex/police_powers#:~:text=In%20the%20United%20States%2C%20state,and%20health%20of%20the%20pu
blic. 
22 Shah, M. N. (2006). “The formation of the emergency medical services system.” American Journal of Public Health, 96(3), 414–423. 
https://doi.org/10.2105/AJPH.2004.048793  
23 U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics. “National sources of law enforcement employment 
data.” NCJ 249681. Revised October 4, 2016. 
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(S2661) passed both houses in Congress and was signed into law on October 17, 2020.24 The 988 call hotline 

creates an avenue to divert mental health emergencies away from 911 right from the start and begins to lay the 

groundwork for a national strategy for emergency mental health response.25  In August 2020, Senators Catherine 

Cortez Masto (D-NV) and Ron Wyden (D-OR) introduced legislation, the Crisis Assistance Helping Out On The 

Streets (CAHOOTS) Act, that seeks to establish mobile crisis response teams throughout the country, and 

establishes requirements for states to evaluate the impact on outcomes such as emergency department visits, 

law enforcement involvement in emergency response, and jail diversion, and for the U.S. Department of Health 

and Human Services (HHS) to report on these outcomes and promote best practices.26 However, the bill faces an 

uphill battle due to the anticipated costs associated with implementation. Representatives Katie Porter (D-CA), 

Tony Cárdenas (D-CA), Ayanna Pressley (D-MA), and Mary Gay Scanlon (D-PA) introduced the Mental Health 

Justice Act in October 2020,27 which is also modeled on the CAHOOTS program and seeks to establish a federal 

grant program that encourages state and local governments to develop the capacity to dispatch mental health 

responders rather than law enforcement in response to 911 calls involving individuals with mental health issues. A 

third bill also introduced in October by Senator Chris Van Hollen (D-MD) and Representative Karen Bass (D-CA), 

the Community-Based Response Act, would establish a new grant program within HHS to provide a community-

based emergency response option beyond law enforcement for populations including those “who have 

historically faced discrimination or would benefit from a social services-based response to emergencies.”28 

The COVID-19 pandemic has highlighted the important role of emergency mental health services along with the 

challenges that emergency mental health responders have experienced as a consequence of these services not 

being considered as essential. Two recent surveys evaluated ongoing service trends, program impacts, and staff 

experiences as the pandemic continues to impact communities across the U.S., and found:29 

• crisis call centers have experienced increased call volume since the beginning of the pandemic;  
• mobile crisis teams have struggled to maintain capacity and to respond due to lack of operational 

resources such as personal protective equipment (PPE), technology, and funding;  
• there is increased risk of staff exposure to illness resulting in staff shortages and turnover; 
• there is increased fatigue, stress, and burnout due to increased demand, risk of exposure, and 

shortage of staff; and  
• coordination of and access to services are strained due to lack of available services while 

experiencing increased demand. 
 

These survey results point to the need for emergency mental health responders to be afforded the same 

protections as their essential health care worker counterparts in order to assure high quality and uninterrupted 

service delivery. This includes fair compensation that reflects the importance of their work, access to adequate 

                                                
24 https://www.congress.gov/bill/116th-congress/senate-bill/2661  
25 Federal Communications Commission (2020). “Fact sheet: 988 and suicide prevention hotline.” 
https://www.fcc.gov/sites/default/files/988-fact-sheet.pdf 
26 U.S. Senate Committee on Finance (2020). The Crisis Assistance and Helping Out on the Streets (CAHOOTS) Act. 
https://www.finance.senate.gov/imo/media/doc/Cahoots_One%20Pager_8.04.20.pdf 
27 https://porter.house.gov/uploadedfiles/mental_health_justice_act_one_pager.pdf  
28 https://www.vanhollen.senate.gov/imo/media/doc/ONE-PAGER_Community-Based%20Response%20Act%20-%20Press.pdf  
29 TBD Solutions (2020). “2020 COVID-19 impact survey: Behavioral health crisis providers (April & June 2020).” 
https://www.tbdsolutions.com/papers-presentations-2/ 
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supplies of PPE and health and safety products, and technology that provides flexibility and safety through 

minimal exposure to health risk.30 

There is inadequate planning and coordination and diffuse accountability for emergency mental health services. 

When an individual experiences a mental health emergency in any place and at any time, implementing an 

appropriate response that does not default to law enforcement involvement requires proactive planning and 

coordination among multiple systems at multiple levels. Instead, what exists is a lack of shared responsibility for 

emergency mental health response and a fragmented system in which far too many individuals fall between the 

cracks, cycling in and out of crisis and, far too often, emergency 

departments and jail. Diffusion of accountability occurs 

horizontally and vertically across governmental agencies. Various 

federal agencies that may have a regulatory, funding, or other 

interest in emergency mental health services do not plan together. 

This scenario plays out at the state and local government levels, as 

well as in the private sector. Within many communities, system-

wide planning efforts are largely lacking and often only occur 

because of high-profile incidents, promising initiatives specifically 

designed to divert individuals with mental illness from the criminal 

justice system like the Stepping Up initiative31 and the use of 

Sequential Intercept mapping,32 or as a result of settlement 

agreements involving mental health systems and Olmstead or 

police departments.33,34     

Successful resolution of mental health emergencies also relies on 

access to upstream treatment, services, and supports that can 

prevent or help a person resolve and move past their emergency. 

When upstream treatment, services, and supports do not exist, 

there is little for emergency mental health programs or law 

enforcement to coordinate with when responding to an individual in need.  

Years of underfunding of the behavioral health system has resulted in its deterioration and overall effectiveness. 

Responsiveness and accountability in ensuring follow-through with treatment referrals is often lacking, as are 

efforts to foster linkages that can address other services and/or supports that an individual may need to address 

social determinants of health (e.g., housing). Prevention services are largely nonexistent, timely intervention is 

                                                
30 National Association of State Mental Health Program Directors (2020). “National survey of crisis responders reveals COVID-19 is 
stretching resources, stressing staff.” NASMHPD Weekly Update, 6(25), 1. 
https://nasmhpd.org/sites/default/files/July_10_2020_NASMHPD_Weekly_Update.pdf 
31 Stepping Up Initiative (n.d.). “Stepping Up: A national initiative to reduce the number of people with mental illnesses in jails.” Retrieved 
on 10/29/20 from: https://stepuptogether.org/ 
32 Policy Research Associates (n.d.). “The sequential intercept model.” Retrieved on 10/29/20 from: https://www.prainc.com/sim/ 
33 Martone, K., Arienti, F., & Lerch, S. (2019). “Olmstead at 20: Using the vision of Olmstead to decriminalize mental illness.” Boston, MA: 
Technical Assistance Collaborative. Retrieved on 10/29/2020 from: http://www.tacinc.org/knowledge-
resources/publications/reports/olmstead-at-20/  
34 U.S. Department of Justice Civil Rights Division (n.d.). “Ensuring equality in the criminal justice system for people with disabilities.” 
Retrieved on 10/29/2020 from: https://www.ada.gov/criminaljustice/cj_related_resources.html 

Creating Upstream Access:  
Solutions & Prevention Strategies? 

This discussion will focus on how to create timely 

and equitable access to prevention, early 

intervention, treatment, and recovery supports. 
This group will establish where public systems 

should be with an eye toward minimizing the 

need for crisis services or law enforcement to 
begin with. How do we reframe the conversation 

away from public safety toward public health? 
What are core components of a fully accessible 

system? What can be done structurally through 

laws, regulations, or policies that can support 
this shift? What are existing gaps and why do 

they exist? How do we shift resources 

upstream? Where do we shift resources from? 
How can we identify early warning signals? How 

do social determinants of health promote 

overall mental health and wellness?    
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compromised, and emergency response is too often all that is available, especially during evenings, nights, and 

weekends. Few upstream interventions are built into crisis response programs that can help prevent a mental 

health emergency, and these programs are not likely, nor should they be responsible, to solve all upstream 

service access issues. However, pre-crisis interventions or early warning systems could be established to help 

reduce the likelihood of a mental health emergency, or to de-escalate a situation before it rises to the level of an 

emergency.  

There is a lack of adequate, coordinated funding to ensure the availability of emergency mental health services in 

all communities across the country. While emergency mental health programs need to be designed and 

structured based on local community needs, there is no national funding strategy for supporting them. Heavy 

financial investment to support law enforcement is a disincentive to fund emergency mental health services due 

to the belief that law enforcement will respond to anyone, anywhere, and at any time. In order for emergency 

mental health services to be available, there must be an organized funding strategy to support operation of 

programs on a 24/7 basis like there is for police, fire, and EMS. Federal, state, and local agencies do not provide 

enough funding, nor is it coordinated, to ensure the capacity and availability of emergency mental health services 

in all communities across the country.  

At the federal level, there is discussion about a set aside for crisis services in the SAMHSA’s Mental Health 

Services Block Grants to states, but those funds are limited and already spread across other important services. 

Certified Community Behavioral Health Centers authorized by Congress are required to make available 24/7 crisis 

services,35 but they do not exist in all states or in all communities within states that do have them. Recent activity 

in Congress regarding 988 and the CAHOOTS Act attempt to address two of the core components in the SAMHSA 

guidelines. Like 911, the 988 emergency line will need funding to support its infrastructure. However, no direct 

appropriations are tied to it at this time, and implementation of the line will be spotty depending on how states 

approach funding it through fees or other mechanisms. Meanwhile, the National Suicide Prevention Lifeline, 36 a 

national network of local crisis centers that provide 24/7 hotline services, does not link up with the patchwork of 

local crisis or warm lines that exist throughout the country. Further, while the CAHOOTS Act calls for enhanced 

federal Medicaid matching funds (95%) for three years and $25 million in planning grants to implement the 

programs, the federal Centers for Medicare and Medicaid Services has not issued any guidance on how Medicaid 

funds can be used to fund emergency mental health services, and no widely accepted approaches exist to using 

Medicaid or Medicare as a source of financing for these services.  

Other systems that benefit from and rely on the availability of emergency mental health services are not 

obligated to provide funding to support these services. For example, the U.S. Department of Veterans Affairs (VA), 

which primarily provides for veterans’ health and mental health services directly, supports a national Veterans 

Crisis Line that is affiliated with the National Suicide Prevention Lifeline to address the emergency mental health 

needs of veterans.37 However, the VA does not support emergency mental health program capacity despite the 

                                                
35 U.S. Substance Abuse and Mental Health Services Administration (n.d.). “Criteria for the demonstration to improve community mental 
health centers and to establish certified community behavioral health clinics.” Retrieved on 10/29/2020 from: 
https://www.samhsa.gov/section-223 
36 National Suicide Prevention Lifeline: https://suicidepreventionlifeline.org/ 
37 Veterans Crisis Line: https://www.veteranscrisisline.net/ 
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fact that veterans often first encounter the publicly funded emergency mental health system, or law 

enforcement, due to a mental health emergency before receiving services through the VA.   

State general funds, if made available through the state 

mental health authority, are usually the primary source of 

funding within states for the establishment and availability of 

crisis services, especially call centers and mobile response 

teams.38 Every state mental health and Medicaid system is 

structured differently resulting in no single strategy for 

funding emergency mental health services. In Delaware and 

Nebraska, Medicaid manages its own crisis service systems 

that cover its own patients.39 Most states utilize some form of 

managed care to cover individuals on Medicaid, but there is 

significant variability as to whether and how managed care 

pays for emergency mental health services, even though 

crisis codes do exist. Arizona braids Medicaid, SAMHSA Block 

Grants, and state general and county funds into a crisis 

system that can accept all referrals. Arizona also has 

reimbursement rates for services that represent their true 

costs.40 In some regionally organized states, city or county 

governments in the regions provide funding for services to 

augment state, Medicaid, and other funding.41  

Other systems that rely on, but are not obligated to fund, 

emergency mental health services include private health 

insurers. The mental health parity laws passed in 199642 and 

200843 suggest that emergency mental health services should 

be covered like emergency medical services. Despite 

covering most of the population, however, private insurers 

rarely pay for emergency mental health services. State 

mental health and Medicaid agencies could coordinate with 

state insurance commissioners and private insurers to 

support emergency mental health services, but progress is 

difficult to achieve without leverage.  

                                                
38 Shaw, R. (2020). “Financing mental health crisis services” (Beyond Beds: Crisis Services, Assessment #7). Alexandria, VA: National 
Association of State Mental Health Program Directors. Retrieved on 11/6/20 from: 
https://www.nasmhpd.org/sites/default/files/2020paper7.pdf  
39 Ibid. 
40 Ibid. 
41 Ibid. 
42 Mental Health Parity Act of 1996, P.L. 104–204 
43 Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008, P.L. 110-343 

Structuring the Mental Health Emergency 
Response System (Expanding Beyond 
Traditional Partners)  

Many mental health emergency response services exist 

throughout the country, but few are comprehensive or 
truly responsive. Many rely on the use of law 

enforcement as the first responder or as a lead co-

responder when this may not be necessary. Others do 
not rely on law enforcement, but have limited capacity. 

Building from the three core crisis system components 

recommended in SAMHSA’s national crisis care 
guidelines, this discussion will identify strategies to 

improve the design and response of crisis systems, 

considering questions such as: What is the ideal 
emergency response system and what gaps exist in 

terms of realizing it? What is needed to design a truly 
responsive crisis system that is not reliant on the use of 

law enforcement? What is needed to respond to a 

mental health emergency with an eye toward diversion 
from acute care services to accessible treatment and 

supports? What is needed for crisis programs to facilitate 

referrals or access to other needed supports, such as 
housing, food, and health care?  What is the role of 

technology and data infrastructure to work across 

systems to facilitate connections to accessible treatment 
and supports? Are there new roles for potential non-

traditional partners envisioned for the emergency 

response system? What fiscal opportunities exist? Are 
there financing models that should be considered?  Who 

should contribute? 
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Resources for workforce development and public education is inadequate. Many mental health systems have few 

to no resources for training emergency mental health workers. Several states do have laws requiring training for 

police officers, but law enforcement, overall, dedicates few resources to training on mental health and other 

conditions and related responses, such as CIT or other strategies and interventions to de-escalate a crisis.44 Recent 

studies have raised questions about the effectiveness of some training and related outcomes, including for CIT.45  

Further, adequate training on racial, ethnic, and cultural issues is tangentially provided in curriculums. The lack of 

comprehensive training programs can be tied to the issue of emergency mental health services not being 

considered essential, failure to identify the need for training, and a lack of funding. For the emergency mental 

health workforce, this can lead to fatigue, burnout, and turnover. For law enforcement, this can lead to more 

physical confrontations versus nonviolent engagement.   

Training and educational needs extend beyond the mental health workforce and law enforcement to others, such 

as 911 dispatchers, who need to learn and know the protocol and options that exist when connecting an 

individual to an appropriate emergency response, and one that dispatches law enforcement only as a last resort. 

Systems also lack resources for public education that can impact crisis response and related outcomes. In many 

communities, systems are set up to encourage individuals, family members, and others to call 911 if there is a 

mental health emergency as opposed to promoting non-911 crisis lines if they exist. Public education regarding 

alternatives to calling 911, and appropriate language to use when 911 is the only option so calls are appropriately 

triaged, are critical. Education to combat stigma and self-stigma related to mental health conditions is also 

essential as these present real barriers to individuals accessing care, in addition to impacting emergency 

response.  

 

The Case for Reinvestment in Front End Transformation 

Decision makers responsible for policy, program development, and funding will want to consider the evidence based 

on the effectiveness, and limitations of, the current configuration of mental health crisis services in states and 

communities across the country and the potential impact of investment in a re-envisioned emergency response 

system. To be effective and to have buy-in, policies must take into account the perspectives of those with lived 

experience. And, recognizing the disproportionate impact of mental health emergency responses on people of color, 

they must be developed using a race equity lens.  

Recent analyses and reports from others in the field have reviewed and summarized the existing evidence base 

on current crisis response models. So as not to recreate their cataloging and analyses of program models, links to 

these and other key resources are included in the Appendix for further reference.  

                                                
44 Compton, M. T., Broussard, B., Hankerson-Dyson, D., Krishan, S., Stewart, T., Oliva, J. R., & Watson, A. C. (2010). “System- and policy-level 
challenges to full implementation of the crisis intervention team (CIT) model.” Journal of Police Crisis Negotiations: An International 
Journal, 10(1–2), 72–85. https://doi.org/10.1080/15332581003757347 
45 Rogers, M., McNiel, D., & Binder, R. (2019). “Effectiveness of police crisis intervention training programs.” Journal of the American 
Academy of Psychiatry and the Law, 48(3). https://doi.org/10.29158/JAAPL.003863-19 
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Current emergency responses, particularly where law enforcement is the default front end response, can have a 

costly toll. The more an individual cycles through hospitals, the criminal legal and homeless systems during crises 

versus receiving more appropriate care from the mental health and other services and/or support systems, the 

greater the price tag. This is not to mention the human toll that the current public safety bias in responding to 

individuals who experience mental health emergencies can take. A comprehensive emergency response system 

that does not rely on law enforcement, diverts individuals from acute care to accessible treatment and supports, 

and facilitates access to other needed services and supports across systems and community resources stands to 

improve, and possibly save, the lives of those who need and come in contact with mental health emergency 

services. In order to fully catalyze front end transformation and move toward this re-envisioned system, new 

federal funding streams, strategies that enable states and communities to better coordinate these with existing 

resources, and some reinvestment of dollars spent by law enforcement agencies, may all be needed to develop 

and sustain comprehensive mental health emergency response services toward this end. 
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Appendix B: Resources for More Information 
“Beyond Beds: Crisis Services TA Coalition Assessment Working Papers.” (November 2020) National Association of State 

Mental Health Program Directors. https://www.nasmhpd.org/content/tac-assessment-papers  

“The Case for Violence Interruption Programs as an Alternative to Policing.” (June 2020) The Justice Collaborative Institute. 
https://filesforprogress.org/memos/violence-interruption.pdf  

“City and County Leadership to Reduce the Use of Jails: Engaging Peers in Jail Use Reduction Strategies.” (October 2020) 

Policy Research, Inc. and the National League of Cities. https://www.nlc.org/wp-
content/uploads/2020/10/Peers_Support_Brief_v3.pdf  

Crisis Now Library. National Association of State Mental Health Program Directors. https://crisisnow.com/library/  

“Crisis Response Services for People with Mental Illnesses or Intellectual and Developmental Disabilities: A Review of the 
Literature on Police-Based and Other First Response Models.” (2019) The Vera Institute of Justice. 

https://www.vera.org/publications/crisis-response-services-for-people-with-mental-illnesses-or-intellectual-and-
developmental-disabilities 

“‘Defunding the Police’ and People with Mental Illness.” (August 2020) The Bazelon Center for Mental Health Law. 
http://www.bazelon.org/wp-content/uploads/2020/08/Defunding-the-Police-and-People-with-MI-81020.pdf  

“Emergency Response and Crisis Stabilization: Cities Leading the Way.” (October 2019) National League of Cities and Arnold 

Ventures. https://www.nlc.org/wp-content/uploads/2019/10/ 
YEFHW_MentalHealth_SubstanceUseHomelessness_FINAL_102919v1.pdf  

“A Guidebook to Reimagining America's Crisis Response Systems: A Decision-Making Framework for Responding to 

Vulnerable Populations in Crisis.” (September 2020) Abt Associates and Arnold Ventures. 
https://www.abtassociates.com/files/Projects/PDFs/2020/reimagining-crisis-response_20200911-final.pdf  

“Modern Justice: Using Data to Reinvent America's Crisis Response System.” (May 2018) Laura and John Arnold Foundation. 
https://craftmediabucket.s3.amazonaws.com/uploads/PDFs/DDJ-MODERN-JUSTICE.pdf  

“National Guidelines for Behavioral Health Crisis Care – A Best Practice Toolkit.” (February 2020) Substance Abuse and 

Mental Health Services Administration (SAMHSA). https://www.samhsa.gov/sites/default/files/national-guidelines-for-
behavioral-health-crisis-care-02242020.pdf  

“Responding to Individuals in Behavioral Health Crisis via Co-Responder Models: The Roles of Cities, Counties, Law 

Enforcement, and Providers.” (January 2020) Policy Research, Inc. and the National League of 
Cities. https://www.prainc.com/wp-content/uploads/2020/03/ 

RespondingtoBHCrisisviaCRModels.pdf 

“A Roadmap for Exploring New Models of Funding Public Safety.” Center for Policing Equity. 

https://policingequity.org/images/pdfs-doc/CPE_RoadMap.pdf 

“Roadmap to the Ideal Crisis System: Essential Elements, Measurable Standards and Best Practices for Behavioral Health 
Crisis Response.” (March 2021) Group for the Advancement of Psychiatry and the National Council for Behavioral Health. 

https://www.thenationalcouncil.org/wp-content/uploads/2021/03/031121_GAP_Crisis-Report_Final.pdf?daf=375ateTbd56 
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City of Half Moon Bay Latino Council 

Yanira Serrano Presente! Program 

 

Dear City Council Members, 

Thank you for your support of the recent outcry in the wake of the killing of George Floyd 

and against excessive use of force.  The Latino Council stands in solidarity with Black Lives 

Matter and as you have noted, our city needs to be a welcoming, and as Mayor Eisen said 

a, “safe place for all people – no matter their color, religion, national origin, socio-

economic standing, gender, sexual orientation, or immigration status.”    As members of 

the Latino Council and residents of the Coastside, we are encouraged to have witnessed 

widespread support of these values, especially in the past few weeks. 

Many of us recall that, in the midst of all of this, we recognized the sixth anniversary of the 

shooting of eighteen-year-old Yanira Serrano by a San Mateo County Deputy, on June 3, 

2014.  The Serrano family, wanting to keep the community safe this year, invited us to 

light a candle in our own homes and with prayers as they said the rosary on the 

anniversary.  The pain of the loss of a beloved member of our community  at the hands of 

excessive force stays with us, and also moves us to enact a program on behalf of her, and 

others like her, called the Yanira Serrano Program. 

After the killing of Yanira, we gathered signatures from over 400 faith and community 

leaders to provide Crisis Intervention Training for all officers and to fund mental health 

first responders, to assist law enforcement in de-escalating critical situations.  Out of many 

meetings mobilizing large groups at both City council and the Board of Supervisors, while 

we were heard, there was a small budget allocated to only 3 of such mental health 

counselors and one sheriff to work only during daytime hours for the entire county, 

located far from the Coastside.  This is a start, but not nearly enough.   

To avoid any future loss of loved ones, and in this spirit, we, the undersigned, want the 

City of Half Moon Bay to approve the following: 

1)  The Yanira Serrano Presente! Program with the following components: 
 

a) The Yanira Serrano Mental Health Program – raising funds for mental health 
services in the communities on the Coastside.  The program should include cultural 
competence training, which includes a set of skills or processes that enable mental 
health professionals to provide services that are culturally appropriate for the 
diverse population on the coast.  This also includes attention to noticeable language 
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differences, as well as how culture influences attitudes, expression of distress, and 
help-seeking practices.  Bilingual, bicultural Spanish-English counselors are needed.   

 

b) Yanira Serrano Community Outreach Program 
Provides an orientation of all new sheriff deputies on the Coastside to meet 

with community leaders and Spanish-speaking and resident families to have a 

closer in-person connection with officers that get to know the community well.  

If we know of all the good people and work going on in our community, we are 

less likely to react out of prejudice and fear.   

 

c) Resource Line 
A bilingual call line to offer resources, report positive interactions or abuses by 

authorities with procedures to work with the city of HMB and Sheriff for follow up 

on each compliment and complaint. 

 

2) Include in the City’s contract with the SMC Sheriff, the following: 
 

• Adoption of the “Eight Can’t Wait” policies that can reduce killings by police and 
save lives.  The SMC Sheriff has approved of 2 of the 8 measures.  The other six 
(bans chokeholds and strangleholds; requires de-escalation; requires exhaust all 
alternatives before shooting; ban shooting at moving vehicles, has a use of force 
continuum; and requires comprehensive reporting) need to be approved.   
 

Our pain can be put into prevention and policies that unify us to be able to say, “never 

again” in the name of Half Moon Bay. 

 

We anxiously await your adoption of the Yanira Serrano Presente Program, the time is 

now, we are the ones. 

 

Thank you, 

 

Latino Council (signatures) 

Residents of the Coastside (signatures) 
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Appendix 2 

Focus Group Notes 

The following are redacted and summarized notes from the various sessions, which 

participants were promised would remain anonymous.  

Session 1: 

• The Yanira Serrano Presente! program has been developed over six years, since the 

Yanira Serrano shooting 

o Orientation program to introduce new deputies to community members – 

every 6 months 

o The City needs a resource line where residents can feel comfortable calling 

in complaints and concerns 

o Mental health programs (especially during pandemic); NAMI provides 

important Mental Health training programs 

o Ride-alongs with deputies; walks through town 

• New deputies often profile people they don’t know 

• The City should talk with former Captain Munsey about how things were better 

before, things were advancing; when he left lots of history left as well 

• Professor from local university visited and met with community and observed lots 

of violations of process by Sheriff, improper or untaken reports 

• Latino cops can be racist too 

• Several assault and DV cases brought to the Sheriff but wouldn’t take the report, 

could have helped with U-Visa status for immigrants 

• Community leaders needed to go to the station to advocate for families that 

couldn’t get support from Sheriff. 

• Lots of stress and anxiety in community due to distrust of law enforcement 

• City should receive and track complaints about Sheriff 

• We need more training in our community 

• How much of the budget for cities goes towards law enforcement?  Some places 

it’s more than 50% 

• We need law enforcement, but they should be there to keep the peace 

• Yanira Serrano incident was six years ago but feels like yesterday to community 

• PERT team only works Mon-Fri, 8-5 and only one team for whole county, that’s 

ridiculous; they need to speak Spanish 

• Mapping for Deputies to know where families have mental health needs would 

prevent incidents 

• This is a small enough community to work together, find solutions 

• Officers treat people better when they know community members 
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• How does the City’s work with Sheriff apply to rest of Coastside? Pillar Ridge would 

benefit from all of this. 

• Any deputy that comes to any part of the Coastside should receive same training, 

orientation 

• All new deputies should meet with community leaders, faith leaders, go out into 

the community to meet different families, community members, walking tours, will 

help mend fear and divisions 

• Sheriff says they already provide an orientation to the Coast, is it really effective? 

• Having Latino officers does not end racism, it’s not about color of skin but attitudes 

• Captain and deputies are not known to the Latinx community, or seen as leaders in 

the community 

• Stories of victims going to the substation to file a report, and having a background 

check run on them, victims treated like criminals – leads to fear 

• What about training for residents – know your rights trainings? 

• Know your rights trainings have been held – but needs to be combination of 

training of officers and residents 

• Full reports are not taken, there’s no accountability; often takes community 

leaders to advocate for them 

• Blue backs the Blue – where is the independent entity to hold Sheriff accountable? 

• CARON program has been helpful and candid; sits at table and listens, explains 

things, understand 

• Why doesn’t anyone know our Captain – needs to be there, in the community, not 

just at events 

• There’s a barrier of power and control 

• After Yanira Serrano shooting, panel held and felt disingenuous – Captain Munsey 

engaged with sincerity and had lots of dialogue with community 

• Described incident where struggling youth had hurt himself, called 911, Fire 

Department showed up, handled well; then Sheriff showed up, pushed people out 

of the way, the incident escalated once they showed up 

• Need an official process to make complaints, follow up, document 

• Previous concerns about calling complaints – fear of retaliation, easy to connect 

the dots to identify the complainer 

• Circle back on the results – follow up 

• Need data on whether there is racism playing into this 

• Specific deputies that profile Latinos, arrests made, but not evidence and no 

charges files 

o Take pictures, follow people, harass people 

o Captain denies any of this 

• Ice raids and other issues erodes trust in the Sheriff’s Office 

• Not anti-law enforcement, but things need to change 
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• Does it take another tragedy to fix things? Recent shooting shows nothing has been 

done 

• Community is here to make change, is City ready to take action? There is an 

opportunity to make things better now.  The time is right. 

Session 2: 

• Look at Oregon – Cahoots program – answers calls and responds to mental health 

crises 

• The general tone of most interactions with law enforcement needs to change 

o Currently command and control – which dehumanizes community 

members, it’s part of a power dynamic 

o Startled officers have said “don’t approach law enforcement unless you 

want to get shot” 

• We need a long-term process to eliminate fear in the community 

• Shootings in the community create fear – show need to shift funding to mental 

health services 

• There is brutality in the interactions with law enforcement – especially for 

homeless – violent arrests 

• People don’t speak up due to fear of retaliation from the Sheriff 

• It is hard for the homeless to build relationships due to bad experiences with the 

Sheriff 

• We need more community policing – Deputies on bikes and walking, getting to 

know people 

• Four deputies helped a gentleman into an ambulance at a local shopping center – 

were very compassionate and concerned about his well being 

• In the last year deputies only attended one Homeless Outreach Team (HOT) 

meeting, used to always attend 

• Deputies need more connections to service providers, attend more HOT meetings 

more consistently, assist in positive outreach to homeless 

• Small setbacks with law enforcement can hijack the progress of homeless 

individuals 

• City’s contract with the Sheriff should require participation in HOT meetings 

• Deputies should be trained in the needs of the homeless, education is key 

• Empathy and compassion are key to helping 

o Need to identify and hire deputies that have empathy and compassion 

o Need a change of culture 

• The more positive interactions with the homeless, removes stigma. Humanizes the 

homeless and the deputies 

• SAL officers great example of right type of officers – they mold and influence 

others as well 
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• Deputies need a personal stake in the community, connection to the issues 

• Need to address presuppositions – inherent in law enforcement – someone who 

seems to have compassion and empathy but also has bias 

• Sheriff stayed out of the BLM protests and demonstrations – looked like their 

guard was up instead of showing empathy and understanding like other places 

• Deputy job descriptions should focus on community engagement and minimizing 

use of force 

o De-escalation and support services need to be most important 

o Find officers that live in the community 

o Rotations of deputies and leaders makes it hard, Coastside needs to be a 

permanent assignment 

Session 3: 

• Why are there school resource officers? What is the partnership for? 

o Build positive relationships with kids/parents, provide mentoring, assist 

schools with safety 

• There are immigration and ICE issues with policing 

o Truth Act Forum (SB54) – annual public meeting to share ICE transfer 

information 

• Deputies make most interactions confrontational 

o Need to build relationships 

o SAL programs important (leadership, field trips) 

o Single officers with young women is concerning to some 

• Honesty and racial profiling are a big problem in the sheriff’s office 

• Mental health issues are getting bigger, more common 

• Pre-requisite to becoming a deputy should be a year of community service with an 

underserved population (builds respect, empathy, exposure) 

• Deputies need translation support and cultural sensitivity training 

• Deputies answer to the Sheriff, not the City 

• City can negotiate for its own contract, but the Sheriff will always have jurisdiction 

over unincorporated Coastside 

• Better relationships are needed between the Sheriff and Health agencies 

o Examples exist elsewhere 

o Information sharing is key, both proactively and in an emergency 

o The Center on Homelessness has resource cards for the deputies to carry; 

videos for new law enforcement to watch and learn about homelessness as 

part of orientation (needs to be updated) 

• Maybe talk with retired law enforcement to inform and liais about law 

enforcement and mental health 
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o City and County should keep open minds about law enforcement reforms 

(Camden, NJ fired all staff, started over, new training, targeted only good 

recruits, changed the rewards system) 

 

Session 4: 

• Deputies track and harass homeless 

• Police know where homeless stay, follow them 

• Interactions with Deputies are always harsh, rude – they want to always be in 

control, like bullies 

• Poor customer service- even when we are the victims they treat us like criminals 

• Always had good interactions with deputies story of deputy going out of way to 

provide water and care when sick 

• We have responsibility to respond professionally too, not be rude or talk back to 

them 

• Deputies treat me cruelly, accuse me of things I haven’t done 

• We need police to keep us safe, sometimes from each other, people harass and 

attack homeless in other places, police keep us safe 

Session 5: 

• General experiences with youth was they experienced professional encounters 

with law enforcement and were never rude or condescending  

• Sheriffs have visited classrooms and youth shared that was a positive experience 

for them because they treated them nicely. They have handed out stickers in 

school.  

• Youth shared recalling the times Sheriff shot and killed a person in Half Moon Bay 

and did not expect that outcome from in their community  

o Youth recalled when the shooting of the resident took place, there were 

women officers there trying to keep people calm.  

o These negative experiences have also called to question if it is worth to call 

police since it can make the situation worse.  

• One young person noted she did not have a positive experience with law 

enforcement. The young person’s family had to call police for an altercation and 

took them about 10 minutes to arrive. When cops arrived they did not do much 

since everything had calmed down. Young person noted that if things escalated 

before the police got there they would not know the outcome.  

• They aren’t 100% comfortable with calling the police because they are unsure 

about how things will escalate with police presence either.  

• National news coverage of policing has made youth fear about what police can do.  



 

2 – 6 
 

• Young people recollected hearing from their parents when they were younger than 

they would call the police if they misbehaved and that also instilled some fear and 

potentially why they feel intimidated by them now.  

• Youth shared that the national news have highlighted a side of law enforcement 

that wasn’t shared before. Felt that cops should not abuse their power and treat 

people like humans.  

• Youth shared that HMB felt different from the national narrative. They highlighted 

the programs that are available for youth to attend and actions like taking donuts 

and selling chocolates to schools were positive reinforcements.  

• Youth shared law enforcement should be more understanding of why people react 

certain ways, continue going to schools to let their presence known and have 

positive interactions with youth, have cultural competency and understand why 

communities may respond differently to law enforcement presence, host more 

events to get to know officers, have food as that brings community together. 

• Multiple youth noted the time law enforcement showed up to school with hot 

chocolate and donuts as a positive experience  

• Youth recommended law enforcement do these things so the youth can see them 

as a friendly community resource instead of seeing them only as someone who will 

catch you when you are doing something wrong  

• Send cops that can be calm, that have feelings, and can connect with young 

people. Have a positive attitude. Do not do things that perpetuate abuse of power 

or that youth should be fearful of law enforcement  

• Have resources for others to respond to mental health crises. Law enforcement 

may not be trained to handle that. Provide more of that training or have other 

professionals accompany law enforcement for these calls so people aren’t afraid of 

outcomes that may come from calling police.  

• Youth shared that she does feel safe as a young woman seeing a cop car at night in 

case anything happens there is someone there, she can look for help.  

• Youth referenced the program for young women as a positive thing they should 

continue to do but open it for everyone, so people have trust in law enforcement.  

• Youth shared that it makes a big difference when there is a relationship, and you 

know someone from positive experiences. 

• Youth shared that at times it feels like on some random weekends, it feels like they 

are more strict than usual (giving tickets). There needs to be consistency in their 

behavior.  

Session 6: 

• There have been issues with church members experiencing painful interactions 

with law enforcement 
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• Often there is tension between people of color and law enforcement; some 

beautiful connections as well 

• Immigration and ICE concerns have been an issue 

• Mental Illness (training most effective from NAMI) 

o De-escalation is most important and may not be strong enough 

• Divide among Spanish speakers feelings about law enforcement 

• Concern about how to get training and support for officers 

• Similar issues came from Sandra Harmon incident 

• People miss the personal relationship between HMBPD and the community 

o Knowledge of community members helps in interactions 

• Accessibility of Sheriff is good 

o Captain reads and responds to emails quickly 

o Very responsive to all questions and concerns 

• Closure of mental hospitals has led to more mental health issues 

o If you call the 911 you are telling law enforcement the situation is out of 

control and unsafe, they respond to create safety for all 

o Training and tools can help but they have a primary responsibility of safety 

and control 

o We need creative ideas for dispatching other people that can respond in 

different ways 

• Sheriff always responsive and professional - kindness and care in ways not often 

seen in law enforcement 

• People appreciate a local connection and consistency in law enforcement 

• SAL camp was a tremendous experience for kids 

o SAL really important for engagement with community 

• Deputies sometimes not interested in specific circumstances, often professional 

• Definite differences in experiences of whites versus people of color 

• How to deal up front with racism and educate community – stories should be 

shared 

• Language differences are often an issue 

o Need to do better at advertising community ESL programs 

o Works both ways, both groups need to try harder to communicate across 

languages and cultures 

o Communication to Spanish speakers is often lacking in compassion and 

understanding, need more effort to translate 

o Maybe a list of bilingual individuals that can help translate? 

• Form groups with representatives from all Coastside groups to discuss issues 

further? 

o Larger groups should prioritize disenfranchised groups 
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o Anti-racism is primarily the work of the white community since it’s a white 

issue 

• Law enforcement culture needs to change 

• Pastors primary responsibility is to take care of their congregations, not be 

community leaders 

Session 7: 

• Come together as community to find solutions and alternatives to law enforcement 

and mental health; small community – felt similar pain and anger as Minneapolis 

and Ferguson; we have to pay attention to differences in culture, language, etc; 

working with city for 6 years to develop solutions, alternatives, George Floyd 

created support and proposed program, 3 different components – mental health, 

accountability and transparency, law enforcement is necessary but need different 

ways to deal with mental health crisis, needs compassion, empathy (missing on 

Coast) and de-escalation training; if you are coming with idea of threat creates an 

escalated issue, need to get to the level of friendship and compassion to 

understand others 

• Previous words reflect the community, solidarity with George Floyd family; 

recognize collective emotional and social trauma we’re experiencing; deep concern 

about response to people with mental health crisis and difficulties; need improved 

responses; San Antonio 20 years ago implemented first mental health law 

enforcement unit that takes social work approach; universities are working on 

programs with law enforcement mental health unit, using MFTs; crisis response 

shouldn’t be guns drawn, handcuffs; City of Berkeley mental health crisis team 

efforts, law enforcement needed but as backup for mental health professionals; 

SMC crisis team works only 8-5, M-F, countywide – not a team, only a few people; 

we should be a model community 

• Issues have been around for many years, participant is former Oakland PD, 

understands training received – insufficient for needs and interactions; changes 

need to be at state level; year of community service in disenfranchised 

communities before working in law enforcement; eliminate qualified immunity, get 

insurance; state review board to review incidents, relicense officers; POST certified 

academies don’t emphasize crisis intervention enough to train officers – include 

role play, study films on de-escalation of real life scenarios; agrees with proposals; 

agrees with CAHOOTS – see Albuquerque; does not increase problems, what is 

there to lose? 

• All incidents discussed had interactions with other agencies – school district, 911, 

multiple calls – we need change with all agencies involved; no psych or mental 
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health due to cuts as School District, need to do better job addressing challenges in 

other ways and reinforce ways to address in other interactions 

• During a panic attack, if law enforcement showed up with guns, would be scary and 

escalate situation, law enforcement doesn’t bring comfort or trust to situation; 

teams needed that can focus on local needs; participant’s mother lost memory and 

there wasn’t any support for them student through district – more resources 

needed, more training at schools; drugs and alcohol education; ALGEE Youth 

mental health first aid Training - becoming allies around mental health and identify 

issues; requires at some point to call 911 – so needs to be improved 

• Community effort – not only mental health clinicians, law enforcement, members 

of community, schools – get more training for everyone (mental health first aid) to 

help everyone; knowledge, compassion, intervention before professionals arrive 

(like CPR) 

• Interactions specifically with homeless clients – not housed or students – resources 

include Street Medicine that comes on Mondays and a psychiatrist will come with 

nurse and also be referred; HOT team relies on PERT team to deescalate situations 

where individuals are threatening to hard themselves or others, they call PERT 

instead of 911; deescalate has prevented that; need out in the field services, 

schools, non-native English speakers to access services 

• Interactions with homeless and farmworkers, need Yanira Serrano program or 

Cahoots type model to exhaust other options than including law enforcement 

engagement; need mental health professionals or well-trained civic leaders to 

become initial response team to engage before things get worse 

• This is about compassion and giving love; think about this could be my relative, 

take one moment to hold back and listen, that would make a difference 

• Much of what has been said resonates – mental health work has required calling 

law enforcement and they have learned that deescalating law enforcement is often 

necessary, young officers are new, scared and full of testosterone; need to keep 

clients safe and help police understand; training is often participated in as a 

requirement, not a passion, no learning takes place so in actual situations, not 

effective; there are champions in law enforcement that could help effectuate 

change; Coastside could be place to try new things and pilot to share with others 

• Acknowledge trying to work with City having trouble getting traction, that is 

frustrating; would like to engage with City and Coastside about power dynamics 

and how to get white community to engage 

• Supporting what has been shared, this is a powerful conversation, carrying stories, 

want things to change so we can prevent tragedies in the future; learning a lot 

about resources and things have been tried; now is the time to move ideas forward 
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• Much needed conversation – participant oversees PERT and SMART teams, and CIT 

training for County; experienced 5150’s with immediate families; community fairly 

happy with PERT but only 1 clinician, hiring 2nd clinician but is taking time; CIT is 

mandated so that can be an issue, it is 40 hours cofacilitated by BHRS staff and 

includes role-playing; interested in what community wants and needs – has 

observed CAHOOTS and SD programs 

• Q - How much do CIT and POST trainings address compassion? 

o Not always something that can be trained; try to personalize and identify their 

own trauma and experiences 

• Q - How does the small population/resources on Coastside affect what can 

happen? 

o Coastside is wonderful – supportive of each other – unique in being removed 

due to over the hill, sometimes PERT has to work over the phone due to the 

remoteness 

• Q - Access of resources and outreach to the Coastside? Training on implicit bias? 

o Some trainings have taken place on Coast, will need to do more but COVID has 

slowed that 

o Training by university professor is robust on Implicit Bias to law enforcement 

• Q - Is there some other number to call than 911? 

o BHRS working on consolidating resources, sometimes can send out others; 

during imminent or threatening situation 911 and deputy is dispatched 

o New email for non-imminent referrals – crisis team response – 

bhrscrisisteam@smcgov.org or Jenn Basler 650-505-0569 

• Moonridge incident included licensed clinician and dispatch wasn’t helpful, 

dispatch folks need significant training; people in charge need to be supportive of 

mental health advocacy and intervention for Captain and Deputies – BHRS has 

internally started responding which is a new development, not done in the past 

o Q - How are we holding law enforcement leadership accountable for their 

policing and efforts – without accountability best plans cannot be implemented 

o Need to have open and honest conversations and name what it is first- just 

adding a program or therapist isn’t enough; need to figure out accountability 

o Q - Who do people go to with complaints? Right now people have to go back to 

agency so nothing changes. Will they let a clinician step in and take the lead? 

• Currently, Latinos are afraid to make calls to 911 

• CoCo county deputy now being charged in past incident – finally some 

accountability 

• Some sort of oversight board may be needed for accountability 

• Law enforcement trained to run towards a threat – not to deescalate, that’s a 

mailto:bhrscrisisteam@smcgov.org
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problem 

• Community policing requires longer term commitments with deputies to build 

relationships with community, without that crisis is more likely 

• Law enforcement in general and on the coast need more training. Service providers 

need training as well, we should all be part of the solution. Referral process to 

BHRS services is somewhat disjointed, the systems are not communicating well.  

Previous interactions should be held accountable as well.  Do families have the 

resources and are they accountable for taking care of each other? Do we need 

sensitivity training to better connect with different situations, and understand 

better the nature of the 911 calls. Training on what to call 911 for and what to call 

other numbers for, and know-your-rights training and a card with info. 

 

Session 8: 

 

• Recap of notes – need for compassion and social justice ; social and emotional 

trauma due to tragic incidents are hard to describe, need to keep in mind as we 

discuss solutions; the resources are not all in place to prevent incidents, what do 

we need to implement; YSP program will help; small town creates challenges but 

lots of good agencies supporting; challenges with language and culture require 

competency in planning; need for transparency and accountability as we move to 

solutions; we need law enforcement to protect community, need presence and 

help, sometimes not prepared in culturally sensitive and mental health needs; 

Solutions – PERT, ALGEE, different models, all require law enforcement training 

and integrated response, build on strengths of community 

o Schools have a model – gaps in academic and social performance; moving 

forward more social and emotional support will be integrated, mathematics 

and construction suspension alternative program, build instead of punish + 

social emotional counseling; still building K-12 model based on experiences 

at high school; two directors hand on with this work will be joining us in 

future; documented info is on CUSD website  

• Summary of City’s implementation of YSP program – City creating anonymous 

phone and web complaint/compliment system; initiating community orientation 

meetings with Deputies; committing funding in FY 2021-22 budget for Mental 

Health services; will revisit the 8 can’t wait program after Latino Advisory Council 

reviews Sheriff’s response. 

o Q – what will be done to protect privacy and also to investigate calls 

o Q – Even if anonymous once you describe incident they’ll know exactly -

what happened; need to manage expectations; who is we? 
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o Q – Will recordings be accessible by third party requests? 

• Summary of BHRS programs and plans – New this year BHRS putting all crisis and 

outreach services under one person; co-response model (PERT) law enforcement 

paired with clinician only works in Sheriff Office jurisdiction; non-law enforcement 

response (SMART) available everywhere; both limited to regular business hours at 

this time; assisted outreach treatment (AOT) for most acute needs, been in place 

for 6 years; floater engages in Homeless encampments, etc, non-law enforcement 

unless needs backup for safety; Healthcare for Homeless/Farmworkers program – 

will be based part-time at the shelter (HEAL team was 1 year grant program – at 

PRC); working on expanding crisis response, need more clinicians in field instead of 

in clinics, dealing with several mentally ill, contracting out mid-severity to others  

o Q – Collaborating with local orgs in HMB, unique community and could 

have a unique model, would they outreach and work with community? 

▪ Have done some presentations on coast but shorthanded at this 

time, open in the future 

▪ Orgs on Coast can partner with BHRS on culturally appropriate ideas 

to serve community 

o AOT is exciting program, limited in staff and resources but more people 

aware will be important  

▪ Small team but amazing at getting most difficult people connected 

to services 

o Q – where will funding for expansion and timeline be? 

▪ Working on that now – some state funding becoming available, has 

a picture of best models, once put together will bring back for 

comments 

▪ Opportunity for change and funding becoming available 

o Piggyback on previous comments – compliment on success at getting 

resources and integrate at County level, needed on Coast as City is not full-

service; how do we leverage resources to help expand and utilize city 

funding and working with local agencies; let’s brainstorm vision and how to 

ingrate resources; City won’t make asks without offering resources 

▪ SMC is unusual in how different each community is; need to have 

teams specialize in communities but be able to support other 

communities 

• Q – what are the most pressing opportunities we can move forward? 

o Need to discuss fact that officers on Coast are rotated through on regular 

basis, need to retrain on a regular basis rather than evolving regular 

comms; new officers have to be oriented and retrained versus a constant 



 

2 – 13 
 

and permanent team that can evolve – labor and SO contract issues 

▪ Complexities of staffing coast… 

▪ Q – how do we navigate these issues so whoever here understands 

context and; how do we find allies over the hill 

o Q – Is it the city’s responsibility to create safe environment for community, 

not the community?; frustrated that it’s taken 7 years to get to this point 

o Given nature of call line – need community transparency, how do we 

monitor and review these issues; community committee to review calls and 

understand incidents; what % of calls came in, what is response, what can 

be done?  

▪ Would need community vetting on how to do those things 

o Q – Sf Dept of Police accountability – does that model work, feedback? 

▪ Yes, that works, several have referenced it; the office that created it 

is invested in the citizen model and the City/County of SF are 

invested in this model; should be done throughout the County 

o Conversation about how to use funding and resources we already have – 

education is key, use funding about mental health education; first aid 

mental health (ALGEE) could be implemented at schools and other places to 

get people trained, other ideas or orgs? 

o Do things consistent throughout the year, especially for immigrants/LatinX, 

difference between culturally competent and cultural humility; create 

curriculum for the community to give hope 

o Youth Mental Health first aid training is great way to recognize signs and 

symptoms, but need other programs as alternatives to calling 911; suicide 

resources; community healing is needed; could funding be used for 

community healing circles? 

o Ways for clinicians or agencies can work collaboratively with law 

enforcement; doesn’t have to be situation where on-site is necessary, both 

clinician and law enforcement understand needs and work out solutions, 

both sides need to work with each other and learn from each other 

o Q – what do you need to move things forward? 

▪ Key point of intervention with County on these issues 

▪ Latinx community needs someone else responding with law 

enforcement or helps advocate for that community – clinical social 

workers or clinicians – direct intervention; funding isn’t enough but 

could be leveraged with other funding sources; people call 

community advocates and then they can’t intervene; recent incident 

with missing youth but family was afraid to call, lots of concerns and 
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intervention was needed to help the family 

▪ Having a person with the community members that knows how to 

talk to them helps to reassure that help is on the way and remains 

to support the family; follow-up with law enforcement about calls to 

get more services shouldn’t be necessary 

▪ Need to educate law enforcement 

 

 

 

 

 


