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Abstract

Objective: We examined dispositions of Crisis Response Team (CRT) events over two years in
a large Midwestern city.

Methods: Between January 1, 2018 to December 31, 2019, the CRT self-dispatched to
mental/behavioral health-related 9-1-1 calls. Data utilized for analysis included demographic
information of persons in crisis, crisis type, and crisis event dispositions. Crisis types were
mental health, self-harm, and substance use related. Event dispositions included immediate
detention, arrest, transport and issue resolved. Multinomial regression models were used to
predict crisis event dispositions as a function of the three crisis types, controlling for covariates.
The sample included 1,426 events to distinct individuals.

Results: Most CRT events involved persons who were White (47.7%; n=680), male (56.1%;
n=800), and an average of 39.3 years of age (SD=16.6). Most crises were mental health (65.4%;
n=932), followed by self-harm (31.7%; n=452), and substance use (25.9%; n = 370). Events
were generally resolved at the scene (55.0%, n=784); over a quarter resulted in immediate
detention (26.9%, n=384), followed by voluntary transport (14.0%, n=200), and arrest (4.1%, n =
58). Crisis type was a significant predictor of event dispositions: self-harm crises were associated
with immediate detention and voluntary transport, and substance use crises with arrest.
Homelessness was also a significant predictor of arrest.

Conclusions and Implications for Practice: Findings provide a better understanding of the
short-term impact of CRTs. Data highlight how crisis type indicators predict event dispositions,
demonstrating potential for more efficient emergency responder utilization by dispatching units
according to crisis type.
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Impact and Implications

Findings from this study contribute to the knowledge base around crisis response teams (CRTs)
and allows for a better understanding of the factors that predict crisis event dispositions. Further,
findings provide insight into how crisis responses may be modified or improved, and as CRTs
become increasingly popular, this will be essential to ensure best outcomes in mental/behavioral
health-related emergencies.
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Introduction

In the United States persons with mental illness (PMI) are largely overrepresented in the
criminal legal system. It is estimated that 44% of jail inmates and 37% of prison detainees have a
diagnosable mental illness (Bronson & Berzofsky, 2017), prevalence rates that have steadily,
proportionately increased alongside the overall incarceration rate in the US (Al-Rousan et al.,
2017; Diamond et al., 2001; Lamb & Weinberger, 1998). Several factors contribute to this
phenomenon, including deinstitutionalization and insufficient community treatment, services,
and housing (Bassuk & Gerson, 1978; Bradley-Engen et al., 2010; Gilligan, 2001; Lamb, 1984;
Livingston, 2016; Osher et al., 2003; Sharfstein, 2000; Steadman et al., 1984; Teplin, 1984;
Yohanna, 2013). Importantly, those in economic and socially-disadvantaged contexts, especially
PMLI, are at a higher risk of criminal-legal system involvement (Draine et al., 2002; Sheldon et
al., 2006). A compounding factor for many PMI are co-occurring substance use disorders, which
increases the risk of arrest as addiction is largely criminalized in the United States (Lurigio,
2011). Indeed, more than 70 percent of inmates with a mental illness in jails and prisons also
meet criteria for substance use dependence (Hartwell, 2004; James & Glaze, 2006).

Police officers often respond to mental health-related emergencies (Lamb et al., 2002),
and studies suggest that PMI are more likely to be arrested than the general population (Borum et
al., 1997; Charette et al., 2014; Fisher et al., 2011; Swartz & Lurigio, 2007; Teplin, 1984), which
is explained in part by the lack of alternative response options following a mental health crisis
(Borum, 2000; Engel & Silver, 2001; Hails & Borum, 2003; Lamb et al., 2002; Teplin, 1984).
An emerging intervention to address mental health crises are co-responding police-mental health
teams, also called co-response teams, mobile crisis teams, or crisis response teams (hereafter

referred to as CRTs), which involve the pairing of a police officer with a social or medical



service provider to provide initial emergency and/or follow-up response (Baess, 2005; Hay,
2014; Kirst et al., 2015; Kisely et al., 2010; Ratansi, 2004; Rosenbaum, 2010; Saunders &
Marchik, 2007; Roger L. Scott, 2000; Shapiro et al., 2015, 2015; Steadman et al., 2000; The
Allen Consulting Group, 2012). There exists much variation in how CRTs are operationalized
and implemented (Puntis et al., 2018), making it difficult to compare models; however, overall
reported outcomes of CRTs are generally positive, with findings showing reductions in
detainment and hospitalization of PMI and increased referral to community care services (Puntis
et al., 2018; Shapiro et al., 2015; Watson et al., 2019).

However, studies of CRTs have largely focused on program implementation (Bailey et
al., 2018; Helfgott et al., 2015; Kirst et al., 2015; Lamanna et al., 2018; Morabito et al., 2018)
and consumer satisfaction (Kirst et al., 2015; Lamanna et al., 2018; Ligon & Thyer, 2000;
Saunders & Marchik, 2007), with some positive, but limited findings focused on arrest and
hospitalization rates. For example, in a study by Fahim and colleagues (2016), hospitalization
outcomes were assessed using pilot data only, and arrest outcomes were based on police officers’
expectations for how they would respond in various scenarios involving PMI (Fahim et al.,
2016). In other studies (Morabito et al., 2018; Scott, 2000), only descriptive statistics are
reported, leaving questions regarding what determines CRT event dispositions. In this paper, we
refer to the immediate results of a CRT response as an event “disposition” to differentiate

between these and the short- or long-term outcomes experienced by those who received a CRT
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response to their crisis. Event dispositions include “immediate detention,” “arrest,” “voluntary
transport,” and “issue resolved at the scene.”
The current study analyzes two years of administrative data collected by a CRT to

consider what factors contribute to determining CRT crisis event dispositions. This study is the



first to look at predictors of dispositions following CRT events, and unlike previous studies that
have examined CRTs during implementation (Fahim et al., 2016; Helfgott et al., 2015; Kisely et
al., 2010; Lamanna et al., 2018), data from the current study come from a post-pilot CRT
program in a large metropolitan area (Indianapolis, Indiana). The analysis considers whether the
type of crisis is predictive of the event disposition. Crisis type is recorded by the CRT and refers
to the primary crisis (or crises) as conveyed over police dispatch radio. We look at three
categories of crisis type that are not mutually exclusive: mental health, self-harm, and substance
use. Events recorded as mental health crises are those in which the person in crisis has a known
or perceived mental health diagnosis and is experiencing a related crisis. A self-harm crisis is any
that involves a person who has purposefully hurt themselves or attempted suicide. A substance
use crisis is one in which licit or illicit substances contributed to the crisis situation at hand (e.g.,
overdose, disorientation, etc.) The current paper aims to answer the following question: what
factors influence CRT event dispositions? Event disposition refers to how the crisis was settled
when the CRT left the scene (immediate detention, arrest, transport, or issue resolved at the
scene).
Methods

Procedures

The information examined in this study comes from administrative records of completed
CRT events by the Indianapolis Mobile Crisis Assistance Team (MCAT). The primary objective
of the MCAT program is to respond to behavioral and mental health emergencies such that other
first responders can be relieved from the scene and people in crisis can be diverted to appropriate
health and social services. The MCAT consists of a police officer with Crisis Intervention Team

(CIT) (Dupont & Cochran, 2002; International Crisis Intervention Team, 2021) and Mental



Health First Aid training partnered with a master’s level, licensed mental health clinicians with a
minimum of three years of experience working with individuals having persistent severe mental
illness. The MCAT listens to police dispatch radio during weekdays between 10:00 A.M. and
5:30 P.M. and self-dispatches to 9-1-1 calls that meet the eligibility criteria. Eligible events are
those for which an officer with specialized mental-health training is requested or mental health or
substance use diagnosis, signs, or symptoms are mentioned. The MCAT also serves as backup at
the request of other first responders during a mental health crisis (see Bailey et al., 2018 for full
model description).

In this study we use administrative data from the CRT which includes information on the
time, location, and circumstances of event; primary crisis type(s); demographic information on
persons in crisis; and event dispositions. There were 1,895 unique CRT encounters with an event
disposition; 288 were repeat or follow-up events that were removed so our analysis could focus
only on the initial CRT encounter and event disposition. While repeat events merit more in-depth
consideration, it is out of the scope of the current study. Of these initial encounters, 9 were
missing demographic information and 172 were crisis types outside the scope of MCAT (e.g.,
domestic violence, physical health, or "other"). These were removed from the analysis resulting
in a final sample of 1,426 events to distinct individuals between January 1, 2018, and December
31, 20109.

Measures

Demographic measures included age (continuous), gender (1 = male, 2 = female, 3 =
other), race/ethnicity (1 = White, 2 = African American or Black, 3 = Other), and homelessness
(1 =yes, 0 =no). The crisis types associated with each event (self-harm, mental health, substance

use) were not mutually exclusive. Appendix 1 displays the overlap among these crisis types.



We examined four mutually exclusive dispositions for the CRT events: immediate
detention indicated an individual was involuntarily admitted for hospitalization during the CRT
event. According to Indiana statute (Section 12-26-4), law enforcement may place residents
under immediate detention for 24 hours if an officer has reason to believe that the individual has
a mental illness, is dangerous to themselves or others, or is gravely disabled and in immediate
need of hospitalization and treatment. Arrest indicated a person was arrested at the scene either
by the CRT officer or another officer. Transport indicated an individual was voluntarily
transported to a hospital, clinic, diversion center or other location (not including instances of
arrest or immediate detention). Issue resolved indicated the crisis was resolved at the scene of the
event, meaning no immediate detention, arrest, or transport took place.

Analytic Plan

Descriptive statistics were calculated to detail the distribution of client demographics,
crisis types, and event dispositions. Bivariate analyses were calculated between the three crisis
types and four event dispositions to check the independence of events. Finally, a series of
multinomial regression models were employed to predict event dispositions as a function of the
three crisis types while controlling for covariates. All analyses were performed using SPSS
version 26.0 (IBM Corp., Armonk, NY, United States). The statistical significance cutoff level
was p <.05.

Results

Sample event characteristics are presented in Table 1. Among the 1,426 individual CRT
events, most individuals involved were White (47.7%; n = 680) males (56.1%; n = 800), between
the ages of 20 and 29 (24.8%; n= 354), and were not experiencing homelessness (97.1%; n =

1,385). A majority of crises were mental health related (65.4%; n = 932); self-harm crises



represented 31.7% of the sample (n = 452), and substance use crises 25.9% (n = 370). Most CRT
events were resolved at the scene (55.0%, n = 784). The rest of CRT events resulted in
immediate detention (26.9%, n = 384), transport (14.0%, n = 200), or arrest (4.1%, n = 58).
Post hoc comparison using the Tukey HSD test was conducted to compare the effect of crisis
types on event dispositions (Table 2). Self-harm crisis (F(3, 1422) =48.150; p <0.001) and
substance use crisis (F(3, 1422) = 3.385; p = .018) showed more variability between event
dispositions, and mental health crisis followed (F(3, 1422) = 3.385; p = .018).
Multinomial Regressions of Event Dispositions

A series of multinomial regression models were conducted to examine the relationship
between crisis types (self-harm, mental health, and substance use), and event dispositions
(immediate detention, arrest, transport, issue resolved), where issue resolved was the reference
outcome category. For reference, Model 1 included the self-harm crisis type and covariates,
Model 2 included the mental health crisis type and covariates, and Model 3 included the
substance use crisis type and covariates.

As illustrated in Table 3, Model 1 (x*(15, N = 1,426) = 166.128, Nagelkerke R? = 0.124,
p <.001) showed that a self-harm crisis increased the likelihood of an immediate detention
outcome (AOR=4.176; 95% CI=3.191-5.465; p <.001), and a transport outcome (4OR=2.258;
95% CI=1.610-3.166; p <.001); suggesting transport or immediate detention, but not arrest nor
issue resolved at scene was most common event disposition in a self-harm crisis.

Model 1 further demonstrated that an immediate detention was also more likely for
participants who were younger in age (AOR=0.986; 95% CI=0.978-0.994; p =.001). A

disposition of arrest was more likely when participants were younger in age (4OR=0.980; 95%



CI=0.963-0.998; p = .029) or homeless (AOR=5.062; 95% CI=1.891-13.545; p = .001) and were
not female (AOR=0.458; 95% CI=0.246-0.855; p = .014).

Model 2 (*(15, N = 1,426) = 55.732, Nagelkerke R? = 0.043, p <.001) examined the
effect of a mental health crisis on event dispositions. This model found that participants with a
mental health crisis were less likely to have an event disposition of arrest (4AOR=0.560; 95%
CI=0.323-0.972; p = .039) or transport (AOR=0.711; 95% CI=0.514-0.985; p = .041). There was
no significant relationship between a mental health crisis type and a disposition of immediate
detention. An event disposition of immediate detention was more likely for younger participants
(AOR=0.982; 95% CI=0.975-0.990; p <.001). Arrest was more likely in events involving
participants who were younger in age (AOR=0.981; 95% CI=0.963-0.999; p = .037) and
homeless (AOR=5.035; 95% CI=1.872-13.542; p = .001); conversely, an arrest was less likely
(AOR=0.451; 95% CI=0.242-0.840; p = .012), for those were female. Further, the likelihood of a
transport disposition increased for participants who were younger in age (4OR=0.990; 95%
CI=0.980-0.999; p = .038).

Finally, in Model 3 (¥*(15, N = 1,426) = 66.073, Nagelkerke R? = 0.051, p <.001) we
examined the effect of including a substance use crisis type. An outcome of arrest was more
likely in events that involved participants who had a substance use crisis (AOR=3.073; 95%
CI=1.759-5.368; p < .001) and was the only event disposition that was significantly associated
with a substance use crisis as the findings were null with respect to an immediate detention and
transport disposition. Model 3 also indicated that an immediate detention was more likely for
participants younger in age (AOR=0.982; 95% CI=0.974-0.990; p <.001). Moreover, an arrest
outcome was more likely for participants who were younger in age (AOR=0.979; 95% CI=0.960-

0.998; p =.027) and for those who were experiencing homelessness (4AOR=3.900; 95%



CI=11.426-10.669; p = .008), while the likelihood of arrest was lower for participants who were
not female (AOR=0.515; 95% CI=0.274-0.967; p = .039). A transport disposition was more
likely for participants that were younger in age (4OR=0.989; 95% CI=0.979-0.998; p = .022).
Discussion

The current study analyzed CRT event-level data collected over a two-year period by a
mobile crisis response team in a large Midwestern city. Our findings contribute to the greater
understanding of the characteristics of persons and crises to which a CRT responds and the
factors that influence event dispositions in these encounters. Importantly, more than half of crisis
events (55.4%) were resolved at the scene; events that involved a mental health crisis were most
commonly resolved at the scene relative to other event dispositions. This study found an overall
arrest rate of 4.1% among all CRT events. Promising for a diversion effort, this figure is lower
than the estimates of arrest rates among typical police responses to mental health emergencies.
For example, in a recent study using administrative data from the Seattle Police Department, the
arrest rate in police responses to mental health emergencies was identified to be approximately
10% (Todd & Chauhan, 2020). However, studies of other CRTs indicate an arrest rate of 4.1%
may be relatively high for a CRT program, (Helfgott et al., 2015; Lamanna et al., 2018; Puntis et
al., 2018), with one study by Morabito and colleagues (2018) reporting an arrest rate of less than
1% among a Boston CRT (Morabito et al., 2018). It is important to note that while the CRT
responded to the events in the study, they were not necessarily the only first responders at the
crisis scene; other first responding officers may still make an arrest despite the presence of the
CRT. Unfortunately, the present study did not include data on the occurrence of arrestable
offenses encountered at crisis events, which is important for understanding differences in arrest

rates among diversion models. Notably, having a substance use crisis was significant in



predicting arrest. An arrest in this scenario may be related to drug possession or drug
paraphernalia, but this is a concerning finding given the health risks posed by incarceration for
people who use drugs (Binswanger et al., 2007; Brinkley-Rubinstein et al., 2018; Zaller &
Brinkley-Rubinstein, 2018). Immediate detention outcomes, situations in which the CRT felt the
person was an imminent danger to themselves or others, was more likely in events involving
those with a self-harm or mental health crisis indicator. A recent study of police interactions with
mental health crises also found that severe mental illness (i.e., risk of suicide) was a predictor of
immediate detention (Todd & Chauhan, 2020).

The type of crisis to which the CRT responds largely determines the event disposition.
This indicates that responses could be specialized based on crisis type, and that law enforcement
resources could be used more efficiently for crises where they are most needed. For instance, in
mental illness-related crises, the best response option may be a clinician-only unit that can
deescalate and connect a person with services, given that these cases are not likely to result in
immediate detention or arrest. A crisis type involving self-harm for which an individual should
be placed under immediate detention may be best responded to by a CRT that includes a
clinician and an officer with the authority to transport the person in crisis to a hospital or crisis
center. Furthermore, for emergencies involving substance use or overdose, specialized responses
that do not involve police may be better situated to connect a person with harm reduction or
treatment services, whereas police protocol would warrant arrest. Training for dispatchers to best
identify crisis type may allow for more specialized teams to respond to specific crises and result
in better outcomes for persons in crisis and more efficient use of law enforcement services(Lum

et al., 2020; Simpson, 2020).



Finally, individual characteristics outside of crisis types that impacted event outcomes
included homelessness and age. Homelessness was significantly predictive of arrest in all three
multinomial regression models; depending on the availability of shelters or crisis centers, arrest
may be perceived by police as the only immediate option for a person experiencing homelessness
— yet, although homelessness is commonly addressed with law enforcement action, the
criminalization of homelessness exacerbates the issues commonly experienced by this population
(Batko et al., 2020; Hartmann McNamara et al., 2013; Herring et al., 2020; Robinson, 2019). For
these reasons, it is concerning that police should respond to mental health or substance use crises
involving people experiencing homelessness given the long-term negative effects of
incarceration. Younger age was also a significant predictor of outcomes in each model presented,
highlighting the fact that elderly-aged persons represented a small portion of the overall sample
of persons with a CRT-eligible crisis. Of note, nearly half of the sample of crisis events involved
African American or Black persons in a city where the population is 29.1% so, highlighting a
disproportionate number of CRT encounters with this subpopulation. However, race was not a
predictor of any of the outcomes assessed in this study.

Future Directions and Implications of Findings

Findings of this study provide insight into how crisis responses may be modified or
improved, and as CRTs become increasingly popular, this will be essential to ensure best outcomes
in mental/behavioral health-related emergencies. Optimizing positive dispositions — those that
were not associated with an arrest — should be a focus of future research, including factors related
to risk assessment and triaging of disposition options. This may involve understanding the role of
how dispatch messaging could better inform specialized emergency response. Police involvement

with CRTs is another area of research that requires further investigation. Future research should



focus on incidents related to substance use and homelessness to better inform the factors that
determine how to deter arrest dispositions given that they may place these individuals at a greater
risk (Alex et al., 2017; Binswanger, 2013; Brinkley-Rubinstein et al., 2018). Relatedly, future
research should explore the role of police in CRTs in substance use-related incidents, how to best
optimize their role, or whether there are more effective means that improve linkages to treatment
in lieu of involvement by police. Implementation should also be a focus of future research with
the goal of establishing a systematic model of response that would allow for generalizable
comparisons between CRT programs. Finally, determining short and long-term outcomes beyond
event disposition, including emergency services utilization, incarceration, and treatment linkage,
for persons involved in a CRT response is key in determining CRT effectiveness. These should be
compared to the outcomes of people with similar emergencies who received a typical (non-CRT)
response to their crisis. It will also be important to consider the extent and impact of any follow-
up services provided for those who received a CRT response.
Limitations

A few limitations of this study present opportunities for future research. First, the data in
this study related to persons who received a CRT response was limited to what CRT team
members discovered during the crisis; it is likely that in some cases variables such as race or
homelessness was limited to the team’s capacity to verify this information as opposed to being
discerned using a validating measure. Additionally, this study did not include information on
prior emergency response utilization or linkage to treatment for individuals in crisis, which may
allow for a more robust understanding of how a person’s health history relates to their crisis
disposition. An additional shortcoming of the present study is the lack of information on the

presence of criminal offenses at CRT events. While the arrest rate found is favorable relative to



typical police responses involving PMI, this information would help to clarify the extent of the
CRT’s diversion capacity. Relatedly, this study does not include post-incident outcomes
information, such as whether an immediate detention ultimately resulted in arrest. This study
also did not consider the impact of repeat CRT responses on crisis dispositions; while out of the
scope of this study, it is important to consider whether having repeat incidents with the CRT has
an impact on subsequent dispositions. Finally, the outcomes of this study are not directly

comparable to studies completed in other jurisdictions given that CRT models vary widely.
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Tables
Table 1. Descriptive Event Characteristics (N = 1,426)
Variable N Percent (%)

Age Mean =39.3; S.D.=16.6

Gender Male 800 56.1
Female 626 43.9
Caucasian or White 680 47.7

Race-Ethnicity African American or Black 673 47.2
Other 73 5.1

Homelessness Yes 4l 2.9
No 1,385 97.1
Self-Harm 452 31.7

Crisis Type Mental Health 932 65.4
Substance Use 370 259
Immediate Detention 384 26.9

Dispositions Arrest >8 4.1
Transport 200 14.0
Issue Resolved 784 55.0

Note. Crisis types are not exclusive



Table 2: Post Hoc Comparison: Tukey HSD Test (N = 1,426)

Dispositions N Mean SD 95% CI F p
Self-Harm Crisis Immediate Detention 384 0.53 0.5 0.48-0.58 48.15 <.001
Arrested 58 0.21 0.409 0.10-0.31
Transported 200 0.38 0.487 0.31-0.45
Issue Resolved 784 0.21 0.404 0.18-0.23
Substance Use Crisis Immediate Detention 384 0.23 0.419 0.18-0.27 8.563 <.001
Arrested 58 0.53 0.503 0.40-0.67
Transported 200 0.27 0.445 0.21-0.33
Issue Resolved 784 0.25 0.435 0.22-0.28
Mental Health Crisis Immediate Detention 384 0.63 0.483 0.58-0/68 3.385 0.018
Arrested 58 0.55 0.502 0.42-0.68
Transported 200 0.6 0.492 0.53-0.66
Issue Resolved 784 0.69 0.464 0.65-0.72




Table 3: Multinomial Regression Results (N = 1,426)

. Immediate Detention Arrest Transported
Predictor OR[95%  OR [95%
variable | OR[95% CI] OR[95% CI] OR[95% CI] | OR[95% CI] OR[95% CI] OR[95% CI] | OR [95% CI] c1l ° c1] °
Ace 0.986[0.978,  0.982[0.975,  0.982[0.974, | 0.980[0.963,  0.981[0.963,  0.979[0.960, | 0.991[0.981, 0.990[0.980, 0.989[0.979,
& 0.994]** 0.9907*** 0.9907*** 0.998]* 0.9991* 0.998]* 1.001] 0.9991* 0.998]*
Female 1.118[0.863, 1.197[0.934, 1.186[0.924, | 0.458[0.246,  0.451[0.242,  0.515[0.274, 1.162[0.847, 1.193[0.871, 1.206[0.880,
1.449] 1.535] 1.522] 0.855]* 0.840]* 0.967]* 1.594] 1.633] 1.653]
White 0.899[0.693, 1.010[0.787, 1.054[0.821, | 0.875[0.505,  0.807[0.464,  0.774[0.444, 1.133[0.825, 1.164[0.848, 1.213[0.885,
1.166] 1.298] 1.354] 1.514] 1.404] 1.348] 1.555] 1.597] 1.663]
Homeless 1.407[0.630, 1.396[0.643, 1.443[0.664, | 5.062[1.891,  5.035[1.872,  3.900[1.426, 1.664[0.672, 1.661[0.674, 1.638[0.664,
3.144] 3.031] 3.139] 13.545]** 13.542]** 10.669]** 4.116] 4.089] 4.037]
Self-Harm 4.176[3.191, 1.008[0.517, 2.258[1.610,
5.465]*** 1.965] 3.166]***
Mental 0.831 [0.640, 0.560[0.323, 0.711[0.514,
Health 1.080] 0.972]* 0.985]*
Substance 0.864[0.643, 3.073[1.759, 1.060[0.741,
Use 1.161] 5.368]*** 1.518]

Note 1. Crisis types mutually are not exclusive and were added separately; *p<.05, **p<.01, ***p<.001
Note 2. Reference disposition category is “Issue Resolved”



Appendix 1. Overlap Among Crisis Types

Frequency Percent (%)
Valid SH Only 264 18.5
MH Only 682 47.8
SU Only 181 12.7
SH+MH 110 7.7
SH+SU 49 3.4
MH+SU 111 7.8
SH+MH+SU 29 2
Total 1426 100

Note. SH: Self-harm; MH: Mental Health; SU: Substance Use



Appendix 2: Event Disposition and Crisis Type Crosstabulation

Crisis Type(s) Total
SH Only MH Only SA Only SH+MH SH+SA  MH+SA  SH+MH+SA
Immediate Detention Count (n) 102 133 13 62 26 35 13 384
% within Disposition 26.6 34.6 34 16.1 6.8 9.1 34 100.0
% within Crisis Type 38.6 19.5 7.2 56.4 53.1 31.5 44.8 26.9
Arrested Count (n) 8 19 17 0 1 10 3 58
% within Disposition 13.8 32.8 29.3 0.0 1.7 17.2 52 100.0
% within Crisis Type 3.0 2.8 9.4 0.0 2.0 9.0 10.3 4.1
Outcome
Transported Count (n) 47 83 25 16 9 16 4 200
% within Disposition 23.5 41.5 12.5 8.0 4.5 8.0 2.0 100.0
% within Crisis Type 17.8 12.2 13.8 14.5 18.4 14.4 13.8 14.0
Issue Resolved Count (n) 107 447 126 32 13 50 9 784
% within Disposition 13.6 57.0 16.1 4.1 1.7 6.4 1.1 100.0
% within Crisis Type 40.5 65.5 69.6 29.1 26.5 45.0 31.0 55.0
Count (n) 264 682 181 110 49 111 29 1426
Total % within Disposition 18.5 47.8 12.7 7.7 34 7.8 2.0 100.0
% within Crisis Type 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Note. SH: self-harm crisis; MH: mental health crisis; SA: substance use crisis





