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Executive Summary
The Washtenaw County, MI, Sheriff’s Office (WCSO) and Community Mental Health (CMH) 
agency have long partnered and dedicated staff to promote community safety and wellbeing. 
Driving the motivation for a new emergency crisis response behavioral health program was the 
acknowledgment that every law enforcement engagement consists of two critical elements: “risk 
and need.” At the time of program inception, then-Washtenaw County Sheriff Jerry Clayton (now 
retired), described these elements as operating on a continuum, whereby some engagements 
entail maximum need with minimal risk and vice versa. The conceptual framework of a “continuum 
of community responders,” where first-response can entail four unique response types, was 
described by Sheriff Clayton as providing: 1) Police-only response, 2) Clinician-only response,1 
3) Coordinated response and 4) Co-response.2 WCSO and CMH launched a pilot co-response
unit (CRU), pairing a WCSO deputy and CMH master’s level social worker in which they rode
together in and responded to behavioral health crisis calls from the same vehicle beginning in
June 2022 in Ypsilanti Township. The team co-responded during overnight hours (7 p.m. to 7
a.m.) for an average of 11 shifts per month. CRU was designed to provide coordinated delivery
of public safety and behavioral health services to individuals in crisis.

WCSO and CMH asked the University of Chicago Health Lab to help support their efforts by 
conducting an implementation evaluation of the CRU pilot. Health Lab’s evaluation included a 
detailed examination of the context, program logistics, processes, and overall development of the 
pilot. The project team conducted interviews, ride-alongs with the pilot team during their on-scene 
response, and analyses of administrative data from the sheriff’s office (including Computer Aided 
Dispatch (CAD) data, crime reports and activity logs). This implementation evaluation was 
designed to help policymakers in Washtenaw County and beyond identify and resolve operational 
challenges before implementation at-scale, and to lay the groundwork for both subsequent 
program expansion and an outcome evaluation. The implementation evaluation also sought to 
generate in-depth insights into these new models of crisis response to inform policymakers and 
practitioners responsible for implementation of these programs in cities, counties, and states 
across the nation.  

1 CMH currently operates 24/7 mobile crisis services via their separate crisis hotline. 
2 Includes police and clinical personnel responding together in a single unit. 
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Section I: Key Findings
The CRU pilot implementation evaluation benefitted from administrative data provided by WCSO 
for the pilot period, June 2022 – June 2024. This report summarizes the methodology and findings 
for the first 18 months of the pilot, from June 2022 – December 2023. Below we highlight the 
study’s key findings. 

From the WCSO Administrative Data 
1. The total number of behavioral health (BH)-related 911 calls received by Washtenaw County 

(those coded by WCSO as “emotionally disturbed person” (EDP)3 or “suicidal person”) during 
this period was 2,730, with an average of 152 of these call types to 911 per month.

2. During the pilot period of June 8, 2022 to December 31, 2023, the CRU was active for 204 
shifts (each from 7 p.m. to 7 a.m.) and recorded 1,537 activities that involved an encounter 
with a person or persons.

3. From coded activity log data, Health Lab staff coded over 52% of the recorded engagement 
types the CRU responded to as “other,” which included activities that were not BH related, or 
cases where the nature of the call was unclear. The next three most common CRU responses 
were related to people experiencing homelessness (23.96%), mental health episodes 
(6.20%), and welfare checks (5.96%).

4. Coded Activity Log data also documented the dispositions of a subset of encounters (where 
that information was captured). The most common outcomes included “other services (20%),” 
“advised/gave CRU contact information (18%),” “refused assistance (17%)” and “provided 
clothing/food/bus tokens (14%).” “Other services” included administrative activities such as 
obtaining orders and resolving situations before the CRU arrived.

5. The CRU team was dispatched in three ways: 1) primary dispatch by the Emergency 
Communications Center (ECC); 2) back up dispatch by the ECC to calls being handled by 
other responders; and 3) self-initiated dispatch (where CRU itself proactively responded to an 
incident). The CRU was dispatched fairly equally across the three dispatch methods: 31.8%, 
32.4%, and 32.5%, respectively.

6. During the pilot, CRU responded to 75 different types of incidents (out of a possible universe 
of 146 WCSO incident types that all deputies respond to). “Welfare checks” were the most 
frequent type of call to which the CRU responded (22.1% of their incidents), followed by 
“suspicious person” (11.6%) and EDP (10.4%).

7. During the pilot period, a total of 72 arrests were made (representing a 5.25% arrest rate) 
when CRU was on scene, with CRU serving in a back-up capacity for about 92% of these 
incidents. Data suggest that the majority of these incidents were not BH-related calls; rather, 
a significant proportion involved incidents with a higher likelihood of violence (e.g., felony 
assault, shooting) or where law enforcement had less discretion in making an arrest (e.g., due 
to mandatory domestic violence arrest laws). To our knowledge, CRU’s responses to these 
non BH-related calls with elevated risk of violence were not part of their original deployment 
plan, but their usefulness in these situations became part of the county’s approach.

3 “Emotionally disturbed person (EDP)” is the call code and incident type name used by the WCSO. This terminology is often perceived 
as stigmatizing and is used here only for accuracy in reporting the data. 
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From the Ethnographic Data 
 
In addition to findings from the administrative data, key informant interviews and ethnographic 
observations revealed several key qualitative findings from the pilot including: 1) CRU effectively 
communicated in their interactions that they were not deployed to make an arrest and instead 
were sent to help specifically with calls involving “substance use, mental health, and the 
homeless” and, 2) the CRU prioritized wellbeing and connection to services, allowed for adequate 
time to address situations fully, and was available when no one else was.  
Several additional important takeaways emerged from the qualitative analysis. Recommendations 
included to:  
1. train Metro Dispatch 911 professionals to ensure consistency in how and when CRU is 

deployed;  
2. increase CMH integration into WCSO Metro 911 Dispatch to improve effective dispatch of 

CRU response to BH-related calls;  
3. create new performance metrics and data tracking processes for CRU that will increase the 

ability to measure CRU’s outputs and impact;  
4. increase public education about CRU to raise awareness of the distinction between CRU and 

traditional law enforcement operations while also encouraging the use of CRU; and  
5. consider additional response pathways including video support options.  
A second CRU team was created at the end of the pilot period in July 2024. Moreover, the new 
Washtenaw County Sheriff, Alyshia Dyer, announced her intention to continue CRU while also 
exploring the potential for additional response options that do not include law enforcement at all.  
 

About the Report  
 
This report is broken into eight sections, as described below: 
• Section I provides an overview of key findings.  
• Section II provides background and context of events and circumstances that led to the 

creation of CRU.  
• Section III presents operational details of the CRU program during the pilot.  
• Section IV includes a deeper dive into the CRU activity log data, highlighting the number and 

type of events to which CRU teams responded, locations, services provided, and related 
dispositions for those responses.  

• Section V provides an analysis of the key informant interviews and site observations 
conducted during the pilot period.  

• Section VI includes analyses of the available administrative data provided by WCSO.  
• Section VII discusses lessons learned, recommendations, and related considerations from 

our observations of the program’s planning and operational processes throughout the two-
year pilot period.  

• Section VIII offers a conclusion. 
  

https://www.washtenaw.org/1349/Sheriff
https://www.wemu.org/wemu-news/2025-03-18/uplifting-communities-key-to-changing-crime-narrative-a-conversation-with-washtenaw-county-sheriff-alyshia-dyer
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Section II: Background and Context 
Introduction
Prior research suggests that call volumes for mental and behavioral health 911 calls for service 
(CFS)4 can vary, with studies finding that they can range from 1% 5 to 9% 6 of total 911 calls. 
When 911 professionals receive such calls, they have historically possessed limited deployment 
options, most often consisting of emergency response teams comprised of police and/or fire units. 
The vast majority of 911 professionals and first responders do their jobs admirably and 
professionally. Few, however, are specifically trained to handle mental health and addiction-
related crises. Such lack of specific training can have lethal consequences. A Washington Post 
database indicates that in the period between 2015 and 2024, more than 2,000 people in the 
United States experiencing mental health crises were killed in encounters with police.7 

The Washtenaw County, MI, Sheriff’s Office (WCSO) and Community Mental Health (CMH) 
agency have long partnered and dedicated staff to promote community safety and individual 
wellbeing to avoid such tragic outcomes. There are situations when issues of public safety and 
personal wellbeing coalesce, requiring WCSO and CMH to coordinate their services. However, in 
times of crisis that require an immediate response, simple coordination of services between 
disparate agency operations can delay responses. To address this need, WCSO and CMH 
launched a co-response unit (CRU), pairing a WCSO sheriff’s deputy and CMH master’s level 
social worker riding together in and responding to crisis calls from the same vehicle. Launched in 
June 2022 in Ypsilanti Township, CRU allows for simultaneous delivery of public safety and 
behavioral health services to individuals in crisis. 

WCSO and CMH asked the University of Chicago Health Lab to help support their efforts by 
conducting an implementation evaluation of the CRU pilot. Health Lab’s evaluation includes a 
detailed examination of the context, program logistics, processes, and overall development of the 
pilot. It includes key informant interviews conducted with participating agency leadership and 
program staff, as well as observations of Washtenaw County Metro Dispatch (the county’s 911 
Emergency Communications Center or ECC),8 CMH operations, and ride-alongs with the CRU 
team.9 It also includes analysis of available administrative agency data. The implementation 
evaluation was designed to help Washtenaw policymakers and program implementers identify 
and resolve operational challenges before implementation at-scale, and to lay the foundation for 
a subsequent outcome evaluation. This study also seeks to generate knowledge and in-depth 
insights into these new models of crisis response to inform policymakers and practitioners 
responsible for implementation of these programs in cities, counties, and states across the nation. 

4 “Calls for Service (CFS)” is the term used to describe calls made to 911 by community members seeking assistance.  
5 Strom, K., Cramer, J., Pierce, E., Oxner, D., Aagaard, B., Scaffidi, S., Lerner, J., & Neusteter, S.R. (2022, August). Implementing 
and evaluating alternatives to traditional police responses: Carolina Cohort of Cities calls for service (CFS). RTI International. 
https://www.rti.org/sites/default/files/cohort_of_cities_final_report_09292022.pdf. See also Lum, Cynthia, Christopher S. Koper, and 
Xiaoyun Wu. "Can we really defund the police? A nine-agency study of police response to calls for service." Police quarterly 25, no. 
3 (2022): 255-280. 
6 Engel, Robin Shepard, and Eric Silver. "Policing mentally disordered suspects: A reexamination of the criminalization 
hypothesis." Criminology 39, no. 2 (2001): 225-252.; Livingston, James D. "Contact between police and people with mental disorders: 
A review of rates." Psychiatric services 67, no. 8 (2016): 850-857.) 
7 https://www.washingtonpost.com/graphics/investigations/police-shootings-database/. Accessed 1/6/25. 
8 Health Lab uses the term “Emergency Communications Center (ECC)” given the all-encompassing nature of this work that goes well 
beyond dispatch and dispatching purposes. This document uses “WCSO Dispatch” throughout to reflect local terminology. 
9 Health Lab engaged postdoctoral qualitative researcher Dr. Matthew Alemu to lead onsite interviews and observations and support 
Health Lab’s other related research and technical assistance efforts. 

https://www.washingtonpost.com/graphics/investigations/police-shootings-database/
https://www.washingtonpost.com/graphics/investigations/police-shootings-database/
https://www.rti.org/sites/default/files/cohort_of_cities_final_report_09292022.pdf
https://www.washingtonpost.com/graphics/investigations/police-shootings-database/
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The implementation evaluation sought to identify and document the pilot planning and 
implementation process, including details about staffing; pilot operations; the nature and intensity 
of services offered; collaboration between partners; how decisions were made; the context and 
community in which the interventions were delivered; program outputs, and hypothesized 
outcomes and impact measures.  

CRU Origins

Late one Sunday evening in the Fall of 2014, 40-year-old Aura Rosser was shot and killed 
by an Ann Arbor Police Department (AAPD) officer responding to a 911 call about a 
domestic disturbance.10 Upon arrival, two AAPD officers heard arguing and fighting that 
was audible from outside the house and decided to enter. Officers reported witnessing 
Ms. Rosser armed with a knife and physically struggling with her partner, who had called 
911. Both responding officers drew their weapons—one a taser, the other a firearm—and
asked Ms. Rosser to drop her weapon. Ms. Rosser instead moved toward the officers
with her knife “in an attack position.” Each officer fired their weapon, with Officer David
Ried’s firearm fatally wounding Ms. Rosser. Ms. Rosser—who lived with serious mental
illness—was known to AAPD, whose officers—including Officer Ried—had encountered
her on several occasions previously for similar complaints.11

Ms. Rosser’s death still looms large over Ann Arbor and Washtenaw County and serves as a 
persistent reference when citing the need for alternative response programs. The circumstances 
of Ms. Rosser’s death reflect a national challenge. In 2014—the year that Ms. Rosser was killed—
at least 1,049 people were killed by police nationally;12 separate research suggests that 
approximately 32% of fatal police encounters that year nationally involved those experiencing 
mental health crises.13 Could Ms. Rosser’s death have been avoided with a response better 
equipped to help manage her mental health history and needs? 

In 2022, according to the National Alliance on Mental Illness (NAMI), Ms. Rosser would have been 
one of an estimated 457,000 Michigan adults living with a serious mental illness. Additional 
county-level statistics further demonstrate the growing need for different responses to mental 
health and substance use-related 911 calls. 

Washtenaw County14 has seen increases in suicides and opioid-related deaths. Yearly suicide 
completion rates in the county nearly doubled between 2003 to 2022. Likewise, overdose deaths 
were nearly tripled between 2011 and 2018. Overdose deaths continued to grow in subsequent 
years, rising by 33% between 2020 and 2022.  

10 At the time of this incident, the WCSO had assumed responsibility for dispatching AAPD in Ann Arbor. It is important to note, 
however, that WCSO deputies were not involved in the shooting nor the incident beyond handling and dispatching the 911 call for 
service.  
11 John Counts, “Read Prosecutor’s 12-Page Memo on Fatal Ann Arbor Police Shooting of Aura Rosser,” MLive, January 30, 2015, 
https://www.mlive.com/news/ann-arbor/2015/01/red.html. 
12 (Mapping Police Violence 2021 
13 Khan H, Miller M, Barber C, Azrael D. Fatal Police Shootings of Victims with Mental Health Crises: A Descriptive Analysis of Data 
from the 2014-2015 National Violent Death Reporting System. J Urban Health. 2024 Apr;101(2):262-271. doi: 10.1007/s11524-024-
00833-3. Epub 2024 Mar 7. PMID: 38453763; PMCID: PMC11052937. 
14 See the Appendix for more detailed information about Washtenaw County and Ypsilanti Township, the site of the CRU pilot. 

https://annarborobserver.com/imagining-an-unarmed-emergency-response/
https://policeviolencereport.org/policeviolencereport2021.pdf?0
https://www.nami.org/wp-content/uploads/2025/05/Michigan-GRPA-Data-Sheet-8.5-x-11-wide.pdf
https://www.washtenaw.org/1936/Suicide-Data
https://www.mlive.com/news/ann-arbor/2022/04/new-vending-machine-at-ann-arbor-library-offers-free-kits-to-stop-opioid-overdoses.html
https://www.detroitnews.com/story/news/local/michigan/2023/09/12/washtenaw-county-opioid-deaths-non-opioid-drug-overdose/70832015007/?gnt-cfr=1&gca-cat=p&gca-uir=false&gca-epti=z113834u115534v113834&gca-ft=257&gca-ds=sophi
https://mappingpoliceviolence.us/
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According to WCSO’s own analysis, encounters between police and people with mental health 
needs are common. In 2022, WCSO analysis suggested that these encounters accounted for 
one-third of all annual 911 CFS in the county.15 This estimate greatly exceeds the small proportion 
of these calls as measured nationally through other research efforts.16 WCSO estimates that 69% 
of their mental-health related 911 calls do not require a police response, a good indicator of the 
need for a different approach.  

These concerns propelled CMH and WCSO to build on their existing partnership, which has 
existed for “many, many years” according to Trish Cortes, Executive Director of CMH. Prior to 
CRU, the two agencies had already partnered on several critical county-level initiatives, including: 

1. CMH provided mental health services to people detained in WCSO’s jail;
2. CMH professionals were embedded in the county’s Crisis Negotiation Team (CNT);17

3. CMH and WCSO, inspired by other local and national programs, worked together to create
the Law Enforcement Assisted Diversion and Deflection (LEADD) program;18 and

4. CMH and WCSO co-created a training curriculum called “Managing Mental Health Crisis,”
which is co-taught by a WCSO deputy and CMH staff.19

These coordinated efforts reflect the historically collaborative relationship between WCSO and 
CMH leadership, who believe addressing the community’s needs holistically is paramount.  

This relationship was given a fiscal boost in 2017, when county voters approved the Public Safety 
and Mental Health Preservation Millage, which generated close to $18 million annually for mental 
health and public safety improvements within the county.20 Implementation of the millage began 
in January 2019, with WCSO and CMH receiving millions of dollars to promote partnerships aimed 
at specific types of programs and services, including those described in the following table: 

Table 1: WCSO and CMH Millage-funded Programs and Services 

WCSO CMH 
Diversion Diversion 
Deflection Crisis Response 
Reentry Stabilization 

Interventions Prevention 
Police Services 

911 Call Handling and Dispatch 
Equipment and 

Technology Modernization 

15 From presentation titled “A Community Collaboration Model for Crisis Intervention” presented at 2022 Problem Oriented Policing 
Conference. https://popcenter.asu.edu/content/2022-conference-presentations 
16 See footnotes 5 and 6 for national estimates of percent of CFS that involves someone in behavioral health crisis. 
17 CNT works with Washtenaw’s Special Weapons and Tactics (SWAT) team as part of a countywide effort that teams with other 
police agencies in Washtenaw County. 
18 WCSO and CMH officials met and consulted with LEAD program officials in Kings County, WA. The Washtenaw model, LEADD, 
includes a second ‘D’ in the spelling by adding Deflection to the initiative’s name. The LEAD program is used nationally and 
internationally to divert people from the criminal justice system where appropriate. 
19 As described by Sheriff Clayton. 
20 “A millage rate is the rate at which property taxes are levied on property. Property taxes are computed by multiplying the taxable 
value of the property by the number of mills levied, where a mill is 1/1000 of a dollar.” 

https://popcenter.asu.edu/sites/default/files/wcso_cmh.pdf
https://www.vera.org/news/most-911-calls-have-nothing-to-do-with-crime-why-are-we-still-sending-police
https://www.vera.org/news/most-911-calls-have-nothing-to-do-with-crime-why-are-we-still-sending-police
https://www.washtenaw.org/1410/Correctional-Services
https://kingcounty.gov/en/legacy/depts/community-human-services/mental-health-substance-abuse/diversion-reentry-services/lead.aspx
https://leadbureau.org/
https://www.washtenaw.org/CivicAlerts.aspx?AID=1921
https://www.mlive.com/news/ann-arbor/2017/07/expect_8-year_millage_on_novem.html
https://www.mlive.com/news/ann-arbor/2017/07/expect_8-year_millage_on_novem.html
https://www.washtenaw.org/2956/Millage-history
https://www.washtenaw.org/2956/Millage-history
https://www.washtenaw.org/3987/Millage-History-and-Philosophy
https://www.washtenaw.org/2956/Millage-history
https://www.washtenaw.org/1517/Metro-SWAT-Crisis-Negotiation-Teams
https://www.washtenaw.org/1517/Metro-SWAT-Crisis-Negotiation-Teams
https://content.civicplus.com/api/assets/52aa3bcb-ab10-45b3-ab47-922c8c5d7887?cache=1800
https://leadbureau.org/
https://www.michigan.gov/taxes/questions/iit/accordion/homestead/what-is-a-millage-rate-and-where-do-i-find-it-1
https://www.michigan.gov/taxes/questions/iit/accordion/homestead/what-is-a-millage-rate-and-where-do-i-find-it-1
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Continuum of Community Responders: Matching Risk and Need

If you think about [it] our real job is managing two primary things when we're on 
the scene, regardless of whether it's police, fire or whatever. There's risk and 
need, [and the] level of dangerousness the person poses to themselves…[these] 
should determine which responder you send. And here's the thing you need to 
know, there's always a little bit of both. I've yet to see a call where it's just strictly 
one and not the other. 

~Sheriff Jerry Clayton, WCSO 

The driving motivation for a new response program was an acknowledgment that every law 
enforcement engagement consists of two critical elements: “risk and need.” Sheriff Clayton 
described these elements as operating on a continuum, whereby some engagements entail 
maximum need with minimal risk, and vice versa.  

The conceptual framework of a “continuum of community responders,” where first response can 
entail four unique response types, is described by Sheriff Clayton as providing: 1) Police-only 
response, 2) Clinician-only response,21 3) Coordinated response, and 4) Co-response.22  

A coordinated response can occur during an engagement when a) WCSO units request CMH 
assistance or b) CMH staff request police assistance. Coordinated responses are common and 
can include CMH requests for police assistance in executing psychiatric pick-up orders for 
individuals or WCSO requests for CMH assistance when responding to known CMH clients, or to 
calls requiring CMH-level crisis management, such as calls involving individuals experiencing 
suicidal thoughts or engaging in suicidal efforts.  

According to CMH, however, coordinated response has posed some problems in the past. Both 
Director Cortes and other CMH staff suggested that there is too much randomness with respect 
to which deputy shows up for coordinated response calls:  

…there's always going to be law enforcement that just doesn't really want to work 
in this space [mental health] and there's the ones that are really good at it. But the 
randomness of success becomes exponential…when you're working with multiple 
law enforcement agencies within Washtenaw County. So, for us [CMH], we are the 
same team responding countywide no matter where we go, but when we do that 
coordinated response with law enforcement, it looks completely different 
depending on what PD [police department] you're working with, because every 
single PD has got their own characteristics and personality and culture. So, for my 
staff, it's really random of who we are going to get when you get on scene.  

~Director Trish Cortes, CMH 

Consequently, CMH and WCSO chose to focus on the fourth response type—co-response—
because it reduced the likelihood of ill-equipped deputies working with CMH staff on these calls.  

21 CMH currently operates 24/7 mobile crisis services via their separate crisis hotline. 
22 Includes police and clinical personnel responding together in a single unit. 
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Co-response can also effectively manage both risk and need because these units have staff 
capable of managing both. This balanced response is critical for diverting or deflecting persons 
living with mental health challenges or substance use disorders away from the criminal-legal 
system, which typically doesn’t provide the best short- or long-term remedies for people 
experiencing these challenges. Sheriff Clayton described the co-response unit in the following 
way: 

…here's why co-response makes so much sense. So, if you just manage the risk 
and not the need, which is what police have done forever and what society has 
encouraged, we're not addressing root cause issues. We're not addressing the 
behavioral challenges, the challenges that cause people to behave a certain way. 
So, what do you get? The same cycle: re-offending, the recidivism, re-victimization, 
or new victimization, because all we're doing is holding people, managing risk and 
not need. 

CRU was designed to connect CMH's behavioral health expertise with law enforcement's public 
safety experience to ensure that both “risk” and “need” are addressed simultaneously, effectively 
and equitably.  

Section III: CRU Operations
Composition and Format
At launch, the CRU pilot consisted of one active unit composed of one sheriff’s deputy and one 
master’s-level CMH social worker.23 The deputy was chosen to serve on CRU due to their strong 
track record of mindfully engaging individuals and regularly coordinating with CMH when 
engaging people experiencing mental health crises. The licensed CMH social worker has 
extensive experience interacting with people experiencing mental health crises as well as working 
with law enforcement, including serving on WCSO’s Crisis Negotiation Team. 

CRU operates out of a converted undercover police car with subdued versions of WCSO markings 
and no police lights mounted on the top. Bold lettered decals reading “Co-Response Unit” line the 
sides and back of the vehicle. The backseat—where CRU clients sit while being transported—is 
consistent with a standard police cruiser, with plexiglass preventing access to the front of the 
vehicle and no ability to open doors or roll down windows.  

Members of the CRU team wear distinct uniforms consisting of a black shirt and light brown pants. 
Each member wears a bulletproof vest. The WCSO deputy wears their normal police duty belt, 
including a firearm, taser, and other tools normally worn while on duty. The deputy’s bulletproof 
vest displays the WCSO insignia, while the CMH clinician’s displays the CMH insignia. These 
uniform distinctions are designed to signal to the public the uniqueness of the CRU team as 
separate from a traditional police response and to clearly and visibly distinguish between the law 
enforcement and mental health professional.  

Ypsilanti Township was chosen as the pilot site for several reasons. First, the township solely 
contracts with WCSO for police services, making determinations of jurisdiction easier.24 Second, 

23 The partners launched a second CRU team at the end of the pilot in July 2024. 
24 Ypsilanti Township is one of several townships that contract with WCSO for police services, including: Ann Arbor Township, Dexter 
Township, Dexter Village, Lodi Township, Salem Township, Scio Township, Superior Township, Webster Township, Manchester 
Village and York Township.  
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early data analyses revealed high volumes of potentially CRU-eligible 911 CFS. For example, 
Ypsilanti Township had 430 verified25 mental health-related 911 calls in 2019 and 497 in 2020. 
Additionally, WCSO analysis found that in those years, nearly 70% of the mental health-related 
911 CFS in the township did not require a law enforcement response.26  

To promote itself and help engage not just the residential community but the business community 
as well, CRU connected with Ypsilanti’s small businesses, letting them know about the existence of 
CRU and encouraging them to contact CRU directly or request them specifically when calling 911.  

During the pilot, CRU operated on 12-hour shifts from 7 p.m. – 7 a.m., with the days of the week 
varying. From the start of the pilot in June 2022 to the end of 2023, CRU worked a total of 204 shifts. 
They averaged approximately 11 shifts a month during the pilot period, working on average seven 
weekday (Mon-Fri) shifts and three weekend (Sat and Sun) shifts each month (see Table 2). 

Table 2: Shifts Worked by Month 

Year Month Total Shifts 
Worked 

2022 June 9 
2022 July 15 
2022 August 12 
2022 September 9 
2022 October 7 
2022 November 9 
2022 December 12 
2023 January 10 
2023 February 13 
2023 March 14 
2023 April 5 
2023 May 10 
2023 June 13 
2023 July 12 
2023 August 14 
2023 September 8 
2023 October 6 
2023 November 8 
2023 December 18 

Total 204 

25 WCSO calls are given a call type code when dispatched, which is then “verified” by the responding deputy in the case report. 
26 From presentation titled “A Community Collaboration Model for Crisis Intervention” presented at 2022 Problem Oriented Policing 
Conference. https://popcenter.asu.edu/content/2022-conference-presentations 
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Deployment practices
According to the Special Operating Order (SOO) that guides CRU practices, CRU may only be 
deployed to 911 CFS that are behavioral-health related, unless an emergency or in-progress 
incident occurs. Per the SOO, WCSO 911 professionals are to consider CRU as the primary 
responder to behavioral health-related 911 CFS, which may include, but not be limited to: 
“disruptive conduct, attempted or threatened suicide, overdose, gravely disabled subjects, and 
individuals experiencing a behavioral crisis and emotional trauma.”  

The order for prioritizing CRU-eligible calls-for-service 
is as follows: 27 

• Priority #1: Timely response to active CFS
involving subjects having a behavioral health crisis.

• Priority #2: Moderate to low-intensity potential
behavioral health CFS, such as welfare checks,
assisting with the service of CMH petitions or pick-
up orders, etc.

• Priority #3: Follow-up or self-initiated CFS related
to behavioral health.

The SOO further specifies that CRU “is not created to 
handle memory care issues, traumatic brain injuries, homelessness, or behavioral outbursts by 
juveniles.” However, CRU can assist with these calls if requested to do so. Consequently, on 
shifts that CRU is working, 911 professionals are expected to dispatch “incoming behavioral 
health calls” with these CRU requirements in mind while adhering to “their standard processes.” 
28

CMH can request CRU either by contacting Dispatch or by contacting CRU’s CMH staff directly. 
Requests from CMH can occur in real-time or prior to CRU’s shift. For example, CMH may email 
CRU with clients they’d like CRU to follow up with when their shift starts. 

Finally, CRU may go beyond Ypsilanti Township if requested and approved by the WCSO 
commanding deputy on shift. For the period covering our analyses (June 2022 through December 
2023), CRU had 124 engagements outside of Ypsilanti Township. Slightly less than half of those 
out-of-jurisdiction engagements—53—were in Ypsilanti City.  

Section IV: CRU Engagement and Activity Trends 
CRU Activity Log Coding
During each shift, WCSO deputies complete an “activity log” which tracks their work in a granular 
way. This includes both those activities related to police activity (e.g., responding to calls, 
proactive policing activities) and administrative duties (e.g., report writing, meal, etc.). From June 

27 Pg. 7: Washtenaw County Sheriff’s Office Special Operating Order: Co-Response Unit, 
https://content.civicplus.com/api/assets/043f8732-4e85-4316-b5c6-37d8633c9bdc?cache=1800, accessed on May 27, 2025. 
28 Ibid, pg. 8 

CRU-eligible 911 calls include: 
• Disruptive conduct
• Attempted or threatened

suicide
• Overdose
• Gravely disabled subjects
• Individuals experiencing a

behavioral crisis and emotional
trauma

https://content.civicplus.com/api/assets/043f8732-4e85-4316-b5c6-37d8633c9bdc?cache=1800
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8, 2022 to December 31, 2023, the CRU recorded 1,537 activities that involved an encounter with 
an individual, identified through a variety of means, including calls to 911 and self-initiated 
activity.29 The total number of BH-related calls to 911 in Washtenaw County (those coded by the 
department as “emotionally disturbed person” (EDP) or “suicidal person”) during this period was 
2,730, with an average of 152 calls per month (see Table 3). Note that the total number of 
BH-related calls does not include all CRU self-initiated activities. Our research team had 
access to data covering the first 18-months of the pilot period, which is the focus of the following 
sections. 

Table 3: Numbers of BH-related 911 CFS to WCSO during the pilot period by month 

Year Month BH-Related 
Calls 

2022 June 124 
2022 July 141 
2022 August 159 
2022 September 160 
2022 October 130 
2022 November 127 
2022 December 137 
2023 January 157 
2023 February 133 
2023 March 132 
2023 April 136 
2023 May 151 
2023 June 164 
2023 July 182 
2023 August 130 
2023 September 131 
2023 October 143 
2023 November 145 
2023 December 148 

Total 2730 
Average 152 

Each activity log has a comment section with greater narrative detail, so Health Lab staff hand 
coded all activity log comments from the pilot start date, June 8, 2022 through December 31, 2023 
to better understand the nature of the encounter, including: 

• type of encounter;
• observed dispositions;

29 The total number of CRU activities during this period was 3,187; we exclude the following activity types: meal breaks, briefing/shift 
briefing, vehicle maintenance, meetings, report writing, training, court and neighborhood watch meetings, which totaled 1,650 activities 
during the pilot period. 
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• other social service/diversion programs involved; and 
• persons experiencing repeat incidents. 

 
Nature of CRU encounters 
 
Table 4 lists the mental health-related nature of the 1,537 CRU encounters, as identified and 
coded by Health Lab staff. These included: 1) Suicidal Subject, 2) Mental Health Episode, 3) 
Welfare Check, 4) Overdose, 5) Homeless, 6) Intoxication/High on Drugs, and 7) Other.  
 
Table 4: Nature of the Encounter (n=1661)30 
 

Engagement Types Based on Activity Description 
 Engagement Type Total Percent 

1 OTHER TYPE 874 52.62% 
2 HOMELESS 398 23.96% 
3 MENTAL HEALTH EPISODE 103 6.20% 
4 WELFARE CHECK 99 5.96% 
5 INTOXICATION/HIGH ON DRUGS 93 5.60% 
6 SUICIDAL SUBJECT 71 4.27% 
7 OVERDOSE 23 1.38% 
  1661 100.00% 

 
Table 4 shows that, of the 1,661 total recorded encounter types, over half (53%) were recorded 
as “Other.” The “Other” category included a range of activities that, while collectively make up a 
significant proportion of calls, didn’t individually represent a substantial number of activities. 
“Other” activities include many that were not mental health-related, including “unclear/unspecified 
if EDP” and “family/domestic trouble.” Essentially, the “other” category represents encounters 
where either the substance of the call or the mental health nature was unclear.  
 
To further understand “other” engagements, our team analyzed engagement types by the 
associated activity category identified by the CRU team. Table 5 illustrates these relationships. 
The most frequent CRU activity types were “self-initiated” activities (558 events), “back-up 
dispatched” events (458 events), and “dispatched” activities (453 events). “Self-initiated” events 
are those in which CRU proactively initiates the encounter because the team witnessed a situation 
potentially requiring their services. “Back-up dispatched” refers to responses that occurred 
because a responding deputy or dispatcher requested CRU assistance once they had determined 
the situation involved someone who might have a behavioral health concern. “Dispatched calls” 
are those where the CRU response was initiated by the 911 professional. Table 5 demonstrates 
that the 874 “other” engagements occurred fairly evenly across back-up dispatched calls (331), 
dispatched calls (242), and self-initiated calls (216).  
 

 
30 The activities listed in Table 3 total 1,661 because several of the 1,537 individual encounters are “double counted” because the 
associated individual(s) were experiencing several situations. For example, a CRU encounter may have involved an unhoused 
individual experiencing a mental health episode and who was also intoxicated.  
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Table 5: Category of Engagement Listed by Activity Category 
 

Activity 
Category Other Homeless 

Mental 
Health 

Episode 
Welfare 
Check 

Intoxication/ 
High on 
Drugs 

Suicidal 
Subject Overdose Total 

Admin 
Duties 9 6 N/A* 2 N/A N/A N/A 17 

Back-Up 
Traffic Stop 20 N/A N/A N/A N/A N/A N/A 20 

Back-Up 
Dispatched 

Calls 
331 11 27 13 22 35 19 458 

Detail 6 3 N/A N/A N/A N/A N/A 9 
Dispatched 

Calls 242 40 66 26 43 33 3 453 

Follow-Up 33 7 1 7 1 1 1 51 
Proactive 

Patrol 9 69 N/A N/A N/A N/A N/A 78 

Property 
Check 1 2 N/A N/A N/A N/A N/A 3 

Public 
Relations N/A 1 N/A N/A N/A N/A N/A 1 

Selective 
Enforcement 2 5 N/A 1 N/A N/A N/A 8 

Self-Initiated 
(CRU Ony) 216 254 9 50 27 2 N/A 558 

Traffic Stop 5 N/A N/A N/A N/A N/A N/A 5 

Total 874 398 103 99 93 71 23 1661 

Percent 52.62% 23.96% 6.20% 5.96% 5.60% 4.27% 1.38% 100.00% 
*N/A denotes that no instances of that call type was associated with the identified activity category 
 
Two patterns may explain the prevalence of these “other” activities. First, back-up dispatched 
activities—where CRU was sent to back up another deputy rather than as a primary responding 
unit—were often linked to “Other” engagements when no other unit was available and CRU was 
needed to provide backup or as general stand-by support (e.g., traffic stops, burglary). Second, 
for encounters coded as “other” during a primary dispatched 911 call, it was likely unclear at the 
time of dispatch if the call was mental-health related. This was also likely the case for “self-
initiated” activities (a code used only by CRU) that were linked to engagements classified as 
“other.” In sum, the “other” activities occurred when the CRU was the only unit available to assist 
or when it was unclear the call involved mental health issues. 
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Table 6 provides a breakdown of CRU activities when we exclude the “other” engagement. The 
majority of CRU’s engagements involved people experiencing homelessness (50.57%), which 
occurred most often through CRU self-initiated activities. When CRU was dispatched as the 
primary unit, the most frequent engagement types were for people experiencing “mental health 
episodes,” “intoxication/high on drugs,” and “homelessness.” 
 
Table 6: Category of Engagement by Activity Category Excluding “Other” Engagements 
 

Activity 
Category Homeless 

Mental 
Health 

Episode 

Welfare 
Check 

Intoxication/ 
High on Drugs 

Suicidal 
Subject Overdose Total 

Admin Duties 6 N/A 2 N/A N/A N/A 8 

Back-Up 
Traffic Stop N/A N/A N/A N/A N/A N/A 0 

Back-Up 
Dispatched 

Calls 
11 27 13 22 35 19 127 

Detail 3 N/A N/A N/A N/A N/A 3 
Dispatched 

Calls 40 66 26 43 33 3 211 

Follow-Up 7 1 7 1 1 1 18 
Proactive 

Patrol 69 N/A N/A N/A N/A N/A 69 

Property 
Check 2 N/A N/A N/A N/A N/A 2 

Public 
Relations 1 N/A N/A N/A N/A N/A 1 

Selective 
Enforcement 5 N/A 1 N/A N/A N/A 6 

Self-Initiated 
(CRU Ony) 254 9 50 27 2 N/A 342 

Traffic Stop N/A N/A N/A N/A N/A N/A 0 

Total 398 103 99 93 71 23 787 

Percent 50.57% 13.09% 12.58% 11.82% 9.02% 2.92% 100.00% 
 
 

Observed Engagement Dispositions 
 
Of the 1,537 unique encounters with an individual, 845 had a disposition documented in CRU 
activity log comments. Just as each unique activity could involve multiple category classifications, 
so could observed dispositions. Based on the review of the comments, Health Lab staff coded 
several types of dispositions, including: 1) Advised/Gave CRU Contact Info/Other, 2) Arrested, 3) 
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Located Housing, 4) Offered Other Services, 5) Provided Food/Clothing/Bus Tokens, 6) Refused 
Assistance or Food/Help Not Needed, 7) Transported Somewhere (e.g., CMH offices, Shelter, 
etc.), 8) Transported to Hospital/Psych Facility, and 9) Unable to Locate.  
 
Table 7 illustrates the breakdown between engagement categories and observed disposition. In 
this table, the total number of dispositions rises to 1,100 because a given encounter could result 
multiple “engagement categories” and “observed dispositions.” Overall, while there were 845 
unique encounters with an observed disposition, many had multiple observed dispositions.  
 
Table 7: Breakdown of Disposition by Engagements 
 

Engagement 
Categories 

Other 
Services 

Advised/ 
Gave CRU 

Contact 
Info/ 

Other 

Refused 
Assistance 

or Food/ 
Help Not 
Needed 

Provided 
Food/ 

Clothing/ 
Bus Tokens 

Transported 
to 

Hospital/ 
Psych 
Facility 

Unable 
to 

Locate 

Transported 
Somewhere 
(e.g., CMH 

offices) 

Located 
Housing Arrested Total Percent 

Other Types 86 67 83 45 36 61 25 5 15 423 38% 

Homeless 43 72 46 98 7 19 15 21 N/A 321 29% 

Mental Health 
Episode 25 14 14 2 32 5 1 N/A 3 96 9% 

Intoxication/ 
High on Drugs 17 8 12 5 31 3 9 N/A 2 87 8% 

Welfare Check 23 20 26 6 3 8 1 N/A N/A 87 8% 

Suicidal 
Subject 14 7 6 N/A 35 2 N/A N/A 2 66 6% 

Overdose 7 5 1 N/A 7 N/A N/A N/A N/A 20 2% 

Total 215 193 188 156 151 98 51 26 22 1100  

Percent 20% 18% 17% 14% 14% 9% 5% 2% 2%   

 
 
Table 7 reveals several important interpretations helpful for understanding trends in the observed 
dispositions. The “other” category was, again, the largest total for both engagement categories 
(other type) and observed dispositions (other services). As described previously, there were 
simply many instances where the observed disposition did not fit one of the pre-defined observed 
dispositions categories. Some of the “other” dispositions included administrative activities, such 
as obtaining a “mental health pick up order,” 31 calls that were resolved before CRU arrived, and 
notifications of family members or friends. 
 
Finally, Table 8 shows CRU referrals to Michigan’s Projects for Assistance in Transition from 
Homelessness (PATH) program (administered by CMH in Washtenaw County)32 and the 

 
31 “Pick up Orders” are generated by the court for deputies to “pick up” people who the court had determined met criteria for emergency 
examination and custodial transport to the emergency department.  
32 PATH is a federal grant program administered by the U.S. Department of Health and Human Services. At the time of this writing, 
there were 20 PATH programs operating in almost two dozen counties and community mental health agencies in Michigan. 

https://www.washtenaw.org/1236/Mental-Health.
https://www.washtenaw.org/1236/Mental-Health.
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Washtenaw Law Enforcement Assisted Diversion and Deflection (LEADD) program. Referrals to 
diversion and housing programs were prevalent throughout the pilot period. In total, 256 
encounters resulted in referral to PATH (199 referrals or 78%) or LEADD (57 referrals or 22%), 
or engaging individuals already enrolled or in the process of being enrolled. The high rate of PATH 
referrals further reflects the prevalence of homelessness in CRU’s engagement activities.  
 
Table 8: Other Programs Tied to Engagements 
 

Total Number and Percent of CRU Program Referrals 

Programs Referred by CRU Total Percent 

PATH 199 78% 
LEADD 57 22% 

 256 100.00% 

 
Section V: Key Informant Interviews and Ethnographic 
Observations 
 
All formal interviews and observations were performed by Dr. Alemu and occurred between April 
2023 and December 2023. Collectively, Dr. Alemu logged over 100 hours of ethnographic 
observations with 911 call takers and dispatchers at Washtenaw’s Metro Dispatch Center,33 the 
CRU team during ride-alongs, and CMH Crisis Team.34 These are the three key entities that 
interact when CRU is on duty. Through these activities, Dr. Alemu witnessed each facet of the 
engagement process from the 911 call that led to CRU being dispatched, to being on scene with 
the CRU team, to hospital transports for petitions for psychiatric evaluation and other types of 
transports, and many other interactions in between. He also conducted preliminary shadowing in 
the late spring and summer of 2022 to provide a foundational understanding of the landscape of 
WCSO and CMH first-response and crisis services prior to CRU’s launch. These early activities 
helped to identify potential points of evaluation inquiry. In total, over 20 individual observation 
sessions were conducted with WCSO and CMH staff. 
 
Shadowing and observations were complemented by key informant interviews conducted with 
CRU and Metro 911 professionals, as well as WCSO and CMH leadership. In total, nine interviews 
were conducted with these staff. In the section that follows we describe the themes and learnings 
that emerged from these observations and interviews. 
 

CRU Reception 
 
“We’re not here to arrest you, we’re CRU and deal specifically with substance abuse, mental 
health and the homeless,” is typically how the deputy introduces himself and his CMH partner. 
The assurance that 911 calls subjects’ needs outweigh their presumed risk echoes the ideology 
and vision shared by Sheriff Clayton and Director Cortes.  

 
33 Also referred throughout this report as the Emergency Communications Center (ECC). 
34 Shadowing was only done at Metro Dispatch on nights that CRU was on duty, but shadowing with CMH’s Crisis Team did not align 
with nights CRU was on duty. 

https://leadd.washtenaw.org/
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“I’ve heard about you guys.” Some derivative of this phrase was heard quite a few times when Dr. 
Alemu was riding along with CRU almost a year into the pilot. Word about CRU had spread around 
town via at least two modes of outreach. First, CRU reached out to business owners at gas 
stations, convenience stores and other sites where persons experiencing homelessness or 
behavioral health disorders would congregate and sometimes panhandle customers. In these 
locations, CRU would introduce themselves to the business’s staff and request that they contact 
or request CRU directly if calling 911 for one of these or a similar challenge. Normally, business 
owners and staff at these establishments would call 911 to request a police response to these 
incidents, which could result in an arrest.  
 
In other instances, CRU proactively patrolled areas to identify and engage with individuals in 
crisis. For example, CRU would visit known homeless encampments or approach people they 
saw going through garbage cans or dumpsters. In addition to informing these individuals about 
CRU, they also offer food, help locate temporary housing, provide vouchers to purchase clothing 
at a local thrift shop, and share information on local shelters and programs for housing and other 
services.  
 
“You serious?” was the response one individual shared when he answered his door while CRU 
was responding to a 911 call involving a suicidal person. Seemingly unbeknownst to the resident 
was that his wife, who suffers from a debilitating disease and experiences mental health side 
effects from her medication, had shared thoughts of hurting herself with a friend, who called 911. 
CRU offered to assist in transporting his wife, but the husband said that he would drive her himself. 
Regardless, the husband was thankful for CRU’s response and happy to know that CRU existed. 
In general, some version of a “you serious?” response was expressed by individuals when they 
appeared to be relieved that CRU was responding instead of a typical first responder. 
 
Overall, CRU’s first impressions and introductions to individuals is critical in establishing the unit 
as distinct from a standard law enforcement response. As described above, one positive 
interaction can encourage community members to spread the word about CRU, helping increase 
CRU’s profile as an improved response.  
 

CRU Engagement 
 
Several incidents reflect the promise of CRU as both an effective diversified response and as a 
conduit between individuals and mental health services. These incidents, described below, are 
emblematic of how CRU prioritizes wellbeing and connections to appropriate services, allows for 
adequate time to address the situation, and is available in the late hours of the night and early 
hours of the morning, when few other services are available. 
 
Prioritizing wellbeing and connections to appropriate services 
 
CRU is concerned first and foremost with promoting the individual’s wellbeing. Therefore, their 
engagements are designed to divert and deflect individuals from unnecessary law enforcement 
contact, arrests, and jail when appropriate. For example, not long after the pilot began, CRU was 
dispatched to a vagrancy call at a local restaurant. Restaurant staff had called 911 because they 
were starting to close and an individual was lingering at the restaurant’s outdoor tables and would 
not leave. CRU arrived and offered snacks and clothing—which were curiously and joyously 
accepted—and asked if he had anywhere to go. The individual wouldn’t share much about his 
housing situation, but revealed that he needed to charge his phone to call someone to get a ride. 
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When a second deputy arrived to assist, the CRU deputy quickly let the deputy know that they 
were not arresting him, which set a clear tone that CRU was prioritizing the personal needs of this 
individual. CRU let him use a phone charger. Then the individual left with the second arriving 
deputy, who took him to a gas station to meet his ride. 
 
During two separate engagements early in the pilot, CRU responded to calls involving intoxicated 
individuals. One individual had fallen down the stairs, and the other had been dangerously walking 
into traffic. CRU spent a long time engaging and speaking to these individuals and also spoke 
with members of their families. In assessing the individual’s state, the CMH clinician quickly 
assessed whether substances were likely to be influencing their behavior. Overall, any concern 
regarding violating public intoxication laws was secondary to the individual’s wellbeing.  
 
Some CRU engagements were complicated by overlapping issues of non-violent criminality, such 
as trespassing, theft, or active warrants. Even in these moments, CRU tended to prioritize the 
needs of the individual. For example, there was another incident in which CRU engaged with an 
individual experiencing homelessness who was digging through trash. This was an individual with 
whom CRU had regular contact. While talking with this person and a few of their friends from a 
nearby homeless camp, CRU began to suspect that one of them may have been involved in a 
recent shoplifting incident. But rather than shift into enforcement mode, they offered everyone 
food, clothes, and vouchers to a local thrift shop to obtain additional clothing.  
 
Many of CRU’s interactions with individuals experiencing homelessness and housing insecurity 
involve trespassing because many of them frequently camp on private property. Again, CRU’s 
primary concern is not enforcing trespassing laws; rather, the client’s health and personal needs 
are paramount. During the observation period, CRU helped many individuals sign up for housing 
programs and/or locate temporary housing. They also helped clients experiencing homelessness 
enroll in substance use treatment when needed. During the Fall of 2023, individuals sheltering in 
one of the township’s homeless camps were served eviction notices. CRU did not enforce the 
eviction notice but did frequently check on individuals living at the site and offered assistance. 
 
One case above all attests to CRU's impact. One night CRU was requested by other deputies who 
were at a scene with an individual who had originally called 988.35 This individual told 988 that he 
had made a “hit list” of people he wanted to kill and further alluded to a public shooting. Public safety 
concerns prompted 988 to contact WCSO to check on this individual. Because CRU was busy with 
another engagement, two other deputies were dispatched to conduct a wellness check. When those 
deputies arrived, they found the individual calm, telling the deputies that “he was going to be safe, 
he wasn’t going to do anything. He was just upset, but he had calmed down.”  
 
Knowing CRU was on-shift, the deputies contacted CRU as a precaution to obtain a “second 
opinion.” Once on scene, CRU combined their mental health and law enforcement acumen to 
conduct a more in-depth risk and need wellness assessment. The CRU clinician described their 
clinical approach to engaging this individual:  
 

“I knew additional questions to ask, like safety assessment questions that they 
[deputies] typically might not have asked to get additional info on what he was 
thinking, his plans, his intent, how detailed the thoughts he was having with this 
"hit list." Based on the additional questions I was able to ask and get from him, 
there was a lot of flags to me that were safety issues still, even though he had 

 
35 In July 2022, 988 was established as the 24/7 nationwide suicide and crisis hotline with help centers located in all 50 states and 
territories, including D.C., Guam, Saipan and Puerto Rico. 

https://www.fcc.gov/sites/default/files/988-fact-sheet.pdf
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calmed down quite a bit. I was able to do that safety assessment, use my clinical 
skills to find those flags and to justify why I still felt he was a safety issue.” 

They then described how the deputy was able to calmly and effectively explain to this individual 
the potential concerns arising from him threatening violence while also owning several firearms 
(which the deputy confirmed in the County’s firearm registry). The CRU clinician confirmed that 
the individual was an active CMH client, but CMH did not have knowledge of his current thoughts 
of committing violence, nor did they know that he owned weapons.  
 
In the end, the combined skillset of the CRU team members and their shared—but separate—
access to critical information helped illuminate these additional concerns, all while keeping the 
individual calm. The individual willingly agreed to a psychiatric evaluation. The CRU clinician was 
then able to share this additional information with her CMH colleagues so they could develop 
appropriate safety planning to better assist him with his short- and long-term safety needs. The 
CRU deputy secured the individual’s weapons to further reduce the potential safety risk to the 
client and the public. The potential risk was further reduced by way of a new mental disorder that 
was discovered during this individual’s psychiatric evaluation. Consequently, his medications 
were changed, and CMH was able to develop a new treatment approach to better address his 
mental health challenges. Thus, this individual’s treatment plan became more fully informed and 
better able to support him over the long term and beyond the disposition of this single 911 CFS. 
 
These cases exemplify the potential impact of CRU, particularly in connecting individuals to the 
services they need and involving other professionals into a feedback loop that helps preserve 
safety and access to care and services. For example, with respect to the two intoxicated 
individuals, activity log records suggested that neither had previous interactions with CMH. After 
engaging with CRU, they were connected to supportive mental health services while also avoiding 
arrest and jail time for their public intoxication. Additionally, in the case of the CMH client 
threatening public violence, the CRU interaction led to informing CMH of these concerns and the 
development of appropriate safety planning and services. It is entirely possible that, without 
CRU’s intervention, CMH would not have known about this individual’s thoughts of committing 
violence unless or until after a violent act had occurred. 
 
Allowing for adequate time to address the situation fully 
 
As described, CRU brings a robust collective skillset and can bridge effective de-escalation and 
informed clinical strategies to ensure the needs of those in crisis are met. Yet another benefit aids 
other facets of Washtenaw’s first response and social services systems: time. Almost all the cases 
described involved CRU on scene for at least 45 minutes and sometimes well over two hours, 
including 175 minutes with one of the previously mentioned intoxicated individuals and 135 
minutes with the individual planning public violence. The CRU likely also saves 911 professionals’ 
time, who can dispatch CRU instead of spending long periods of time on calls talking with the 
person in crisis. 
 
In the absence of CRU, first responders struggle to commit the time needed to successfully de-
escalate or critically evaluate events like those described above. Law enforcement officers, who 
must respond to high volumes of other 911 calls, generally don’t have the time required for these 
types of engagements—or the skillset to make what time they do have effective. CRU’s activity 
log data suggests that, across dispatch types, 39% of CRU’s engagements last between 60-120 
minutes and 61% of the engagements are over 120 minutes. Standard patrol units simply don’t 
have the ability to dedicate this amount of time to such a significant percentage of calls; the ability 



21 
 

of CRU to designate this time—particularly if they are the sole unit on scene—is a valuable 
resource for WCSO and other deputies.  
 
Often, the time burden of speaking with people experiencing mental health challenges falls to 911 
professionals. 911 professionals interviewed by Dr. Alemu emphasized ways CRU frees up their 
time, as well as that of other first responders. For example, some 911 professionals spoke of 
regular, frequent callers—some of whom are CMH clients—who call 911 at night just to talk. In 
general, Metro Dispatch receives about 700 calls daily;36 spending extended periods of time with 
these individuals creates backlogs and stymies 911 professionals’ ability to respond to other calls. 
Furthermore, just talking to 911 professionals or responding deputies doesn’t necessarily result 
in connecting 911 callers with the treatment or services they may need to better address their 
challenges. When CRU is on shift, they can be dispatched to meaningfully engage with people: 
because CRU is connected to CMH, CRU can also help enroll them in mental health services (or, 
if they are already a client, connect the individual to their caseworker and/or and share new 
information or concerns). CRU has both the time and collective expertise to make responses 
impactful. 
 
Available when no one else is 
 
The timing of CRU’s shifts is also a critical feature of the program. CRU operates overnight from 
7 p.m. to 7 a.m., a time when most social services, programs, and public transportation are closed 
or scarcely available in Washtenaw County, like many other communities nationwide. Thus, CRU 
provides critical connections to emergency crisis services and care at a time when social service 
programs and transportation are generally not otherwise available or easily accessible, including 
connecting with CMH clients when their caseworkers and other staff are not available.  
 
Because of CMH staff involvement in CRU, the unit—when on duty—can access CMH client 
records as well as document concerns for CMH staff to follow up on. For example, during one 
engagement with an individual who was panhandling, CRU learned that the individual had 
housing but needed food, which was why they were panhandling. CRU was able to confirm that 
the individual was a CMH client, and that the individual happened to have a scheduled 
appointment the following day. After providing some food, CRU also updated the CMH database 
with this information. Providing needed follow-up after the encounter with CRU is a critical 
component of the model as it improves continuity of care and relationship building. This aspect of 
the work is an important part of the success of CRU and other models like it. 
 
In addition to CMH services, CRU can also connect individuals to the County’s diversion 
programs, including LEADD and PATH. During the pilot period, CRU had 57 engagements that 
involved current and eligible LEADD clients. The CRU deputy, who also works directly with 
LEADD, can also update LEADD staff with any new developments that emerge through CRU 
engagements. Moreover, CRU is a critical overnight connection point for PATH. PATH conducts 
outreach efforts, but due to limited staffing, their outreach only occurs from 6 a.m. to 2 p.m. on 
weekdays.37 During PATH’s daytime outreach activities, such as visiting campsites, many camp 
tenants are away, working, panhandling, or engaged in other activities. Most are back at the 
campsite at night when CRU starts its shift, so CRU can follow up on, and supplement, PATH’s 
daytime outreach. 
 

 
36 Provided by Jeff Poinier, WCSO Metro Dispatch Manager, during key informant interview 5/18/2023. 
37 From May 1, 2023 conversation with Katie Hoener, Program Administrator at the Washtenaw County CMH.  
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CRU also offers transportation during periods when public transportation options are limited and 
largely unavailable. For example, Ypsilanti Township and the surrounding Ann Arbor-Ypsilanti 
metro area are served by the Ann Arbor Transportation Authority (AATA), whose service hours 
end around midnight and don’t start up again until 7 a.m. for most routes. Dr. Alemu witnessed 
CRU provide crucial transports to temporary housing and other locations (such as to a drug store 
for necessary prescriptions) on many occasions. 
 
Overall, the hours that CRU operates help to keep critical social services in reach during hours in 
which many programs are closed. CRU’s overnight shifts differ from many other diverse crisis 
response pilots, which more commonly operate during regular business hours. This shift strategy 
can be both a strength (people in crisis can access immediate care during a time when services 
are typically closed) and a challenge (when additional follow-up services and connections cannot 
be immediately made because providers are closed). 

 
Section VI: Analysis and Findings from WCSO 
Administrative Data  
 
All data presented in this section were drawn from a combination of WCSO activity log data, 
computer-aided dispatch (CAD) data, and Crime Report38 data for the first 18-months of the CRU 
pilot: June 8, 2022 – December 31, 2023.39 For each incident or event, a unique identifier is 
created in the CAD data and carried through to crime report and activity log datasets. This enabled 
us to link incidents across all three datasets. Therefore, the analysis in this section is from data 
we could link across the three data sets. The number of “CRU Incidents” examined in this section 
is fewer than those examined in Section IV, where the analysis presents findings from WCSO 
activity log dataset only. Because some CRU response incidents lacked an incident number 
assigned by a 911 professional, those incidents could not be linked. For example, CRU activities 
that involved “proactive patrol” did not receive an incident number because the deputy in the CRU 
self-dispatched to the incident rather than being deployed via 911. 
 
Figure 1 shows the 1,375 unique CRU responses40 by month and year over the course of the first 
18 months of the CRU pilot. CRU responded to an average of 72 incidents per month. CRU 
responses tended to fluctuate seasonally, with the highest number of CRU-related incidents 
occurring during the summer months and lower numbers of incidents during the winter months. 
August consistently had the highest volume of CRU-related incidents annually. The low number 
of incidents in April of 2023 and 2024 is due to routine annual training that limited CRU’s available 
shifts for the month. 
 
 
 
 
 
 

 
38 A crime report is generated for every CFS where a crime was reported or deputies were required to capture additional information. 
39 As of this writing, our team has received the full 24-months of administrative data for the pilot period. 
40 The difference between the 1,375 unique events described in this section and the 1,537 described in the previous section results 
from the fact that some events could not be linked across the activity log, CAD, and Crime Report datasets. The events that could not 
be linked are not included in the Section VI analysis. 

https://annarborobserver.com/guide/ann-arbor-area-transportation-authority-theride/
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Figure 1: CRU Responses to Incidents by Year and Month  
 

 
 

 
Figure 2 displays the rates in which CRU was dispatched during the pilot period for these 1,375 
incidents. Three dispatch types—self-initiated, backup dispatched, and dispatched calls—
together account for almost all the CRU-related incidents, in approximately equal measure. 
Dispatch types such as "back-up traffic stop" (2.1%) and "follow up" (0.7%) contributed a much 
smaller proportion of responses, with percentages dropping sharply after that. 
 
Figure 2: CRU Dispatch Types 
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During the pilot, CRU responded to 75 different types of incidents (out of a possible 146 WCSO 
incident types). Incident types represent categories from WCSO CAD data that have been verified 
by the responding deputy. Figure 3 displays the frequencies of the top 10 most frequent incident 
types, which account for 1,022 of the 1,375 (74%) incidents. Welfare checks are the most frequent 
type of incident the CRU responded to (22.1%); suspicious person and EDP incident types are 
the second (11.6%) and third most common (10.4%). These categories align with the CRU’s 
primary function: addressing incidents related to behavioral health.  
 
Figure 3: CRU Incident Types 
 

 
 
  

Several of the most frequent CRU 
incident types are not closely related 
to behavioral health, including: shots 
heard, traffic stops, and assisting 
other departments. As previously 
noted, this pattern of responding to 
calls that appear to be outside of CRU’s 
purview is likely attributable to CRU 
being the only available unit to 
provide back-up or when there was a 
suspected mental health nexus.  

Figure 4 below examines the way in which the 
CRU was dispatched to those same 10 most 
frequent incident types by the 3 most common 
CRU activity types  (n=978), backup dispatched 
calls, dispatched calls, and self-initiated 
interactions. Just over half (50.9%) of the “welfare 
check” incidents were self-initiated; “EDP” 
incidents were mostly dispatched by 911 (29%); 
and the majority (20%) of “suspicious person” 
incidents were CRU self-initiated. Some incident 
types—such as suicidal persons—include no self-
initiated activities. The most frequent “back-up 
dispatched” incident types were “assist another 
agency” (10.4%) and “disorderly” (14.6%). 
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Figure 4: CRU Incident Types by Dispatch Type 
 

 
 
 
Figure 5 below displays the top 14 verified CRU incident types that resulted in an arrest. In total, 
72 arrests were made during incidents when CRU was present, representing a 5.25% arrest rate 
during those 1,375 incidents. As noted above, data suggest that many of these incidents were 
not behavioral health related. Rather, a large proportion of arrests made when CRU was on scene 
were for incidents with a higher likelihood of violence (e.g., felony assault, shooting) or where law 
enforcement has less discretion in making an arrest (e.g., mandatory arrest laws for domestic 
violence incidents). Further supporting this finding is that, for the vast majority of these incidents 
(almost 92%), CRU was providing back-up support to other law enforcement officers. That is, 
while CRU was on scene to provide back-up support to other responding officers, they were not 
the primary responding unit. To our knowledge, CRU’s response to these non-BH-related 
calls/calls that involved violence was not part of their original deployment plan but their usefulness 
in these situations appears to have become a key part of the county’s approach to these other 
types of calls.  
 
The number of arrests made during CRU responses to behavioral health-related incidents was 
much smaller and included only two arrests, which occurred during EDP calls. 
 
Importantly, the arrest data did not permit us to identify the arresting officer.  
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Figure 5: Incidents Involving Arrest when CRU was present 
 

 
 
 
 
To further understand the types of incidents in which CRU was present and an arrest occurred, 
Figure 6 presents the dispatch types associated with the 72 total arrests. For the majority of these 
arrest incidents, CRU was either “back-up dispatched” (79.2%) or were called in for a “back up 
traffic stop” (12.5%), meaning they were called in by another responding deputy once a behavioral 
health need had been identified in an incident. CRU was the primary dispatched unit in only five 
(6.9%) of the incidents resulting in arrest. For another single incident (1.4%), CRU responded to 
a traffic stop where an arrest was made. An area for future study is to examine the percentage of 
CRU backup dispatched calls that had a mental- or behavioral health nexus. 
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Figure 6: Arrest by Dispatch Type when CRU was Present 
 

 
 
Section VII: Recommendations and Considerations 
 
As CRU scales up, the following strategies emerged as relevant to the successful execution and 
continued effectiveness of CRU: 
a. Train Metro Dispatch 911 professionals to ensure consistency in how and when CRU is 

utilized as a first response option 
b. Increase CMH integration into WCSO Metro Dispatch and the broader first response system 

to assist in ensuring effective dispatch of CRU while also helping create a more informed 
response to mental health-related calls 

c. Create new performance metrics and data tracking processes for CRU that will increase the 
ability to measure CRU’s impact 

d. Increase public education about CRU to raise awareness of the distinction between CRU and 
traditional law enforcement operations while also encouraging the use of CRU 

e. Expand response options to make the best use of on-scene response time 

 
Training: Train Metro Dispatch 911 Professionals and Amend 
CRU’s SOO 
 
When is a mental health call really a mental health call? Identifying, coding, and triaging mental 
health-related calls is a common task that 911 professionals must regularly perform. During 
observations of Washtenaw Metro Dispatch, this question emerged after observing a seasoned 
911 professional question whether an attempted suicide call was really an attempted suicide call. 
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In this case, the person calling 911 reported that a friend had attempted suicide. However, the 
call taker seemed reluctant to present the call as such to the dispatcher. This reluctance seemed 
to stem from a previous experience in which police arrived at an attempted suicide call and the 
person who had allegedly attempted suicide denied doing so.  
 
Although CRU is designated in the SOO as a primary dispatch option for calls involving attempted 
or threatened suicide, uncertainty about whether to dispatch CRU was common. Dr. Alemu 
observed several such instances when CRU was not dispatched to these calls.  
 
A few months into the pilot, CRU described challenges with dispatch, whereby CRU would hear 
eligible calls over the radio, but dispatch would not send them.41 These challenges continued as 
the CRU pilot approached one year and beyond. Dr. Alemu was able to observe first-hand during 
ride alongs with CRU when a suicidal call was announced over the radio, but another unit was 
dispatched. When the CRU deputy radioed dispatch to confirm whether CRU should respond as 
back-up, they often were told to stand down. The CRU deputy and clinician both expressed 
frustration at the frequency of similar situations. CRU often wound-up self-dispatching to the 
scene, often arriving before the dispatched unit. Dr. Alemu observed them effectively de-
escalating and managing the situation on many occasions. Subsequent interviews with CRU 
suggested that these dispatch challenges continued throughout the pilot. 
 
Observation and discussion with 911 professionals at dispatch suggest that these challenges can 
be effectively addressed and minimized with more explicit guidance. In particular, better defining 
when a 911 call can be considered a mental health call and when CRU should be dispatched 
would be helpful. For example, some 911 professionals shared that, before CRU, they operated 
under the idea that suicidal calls required two deputies to respond because of the possibility of 
the call turning violent. Similarly, some dispatchers expressed that they just think it’s better to 
dispatch traditional first responder deputies, who can then confirm if CRU is needed.  
 
Importantly, 911 professionals at Metro Dispatch do have some guidance on these issues. As 
described previously, WCSO issued its Standard Operating Order in June of 2022, before the 
CRU pilot began. The SOO explicitly states that CRU should be “the primary response unit to 
behavioral health crisis CFS.” CRU is listed as the primary responder for suicidal calls and 
protocols for these responses are listed in several sections of the order. Thus, the dissonance 
between the SOO’s explicit guidance and what 911 professionals actually does suggest that more 
must be done to clarify and achieve these expectations.  
 
In crafting solutions, it is important to first acknowledge Metro Dispatch’s near-constant call 
volume at certain times. On many occasions, Dr. Alemu shadowed people when they were at the 
end of a 16-hour shift and the ECC had extremely high call volumes. Added together, these factors 
can make it very difficult to critically read and apply all the SOO’s detailed instructions. Further, it 
can be especially difficult under these busy conditions to properly identify and code calls, including 
those related to behavioral health crisis. Inaccurately identifying these calls can increase the 
likelihood that a mismatched response will occur, potentially leading to repeat calls that further 
increase this burden. This suggests that at least some of the heavy call burden could be better 
managed and reduced with appropriate coding decisions and response deployment choices. 
 
There are several other inconsistencies between what the SOO requires and what CRU often 
does in practice, creating additional hurdles for 911 professionals. For example, the SOO 
specifically states that CRU should not handle calls involving homelessness. However, 911 calls 

 
41 From Morning Debrief on 11/29/22. 
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involving people experiencing homelessness were among the most frequent call types CRU 
responded to.  
 
Language in the SOO itself contributed directly to these dispatching challenges. Subsection D of 
the “Responsibilities – General” section states, “…CRU is the primary responder to behavioral 
health CFS, Metro Dispatch will handle in-coming behavioral health calls according to their 
standard processes.”42 Yet, as previously described “standard processes” required two 
deputies—rather than one deputy and one social worker—to respond to suicidal calls. Given this, 
it is perhaps unsurprising that 911 professionals were confused and often struggled to reconcile 
this conflict. These inconsistencies should be addressed in the next version of the SOO. 
 
Additional training can also reinforce expectations around CRU procedures. In particular, 
facilitating meetings between CRU and Dispatch could help reinforce CRU protocols, build 
stronger working relationships between CRU and Dispatch, and clear up any misconceptions 911 
professionals may have about CRU. It should be noted, however, that this would require lifting or 
modifying current policy, which restricts deputies from entering the Dispatch Center. Allowing 
CRU directly into Dispatch for this specific purpose would facilitate direct communication between 
these teams.  
 

Integration: CMH Integration into WCSO Dispatch 
 
As a first responder unit, CRU demonstrates the synergy that emerges from having CMH 
information and tactics readily available in combination with police expertise to appropriately 
engage those in crisis and assess their levels of risk and need. Apart from CRU, CMH staff are 
generally relegated to “outsider status” within the first-response ecosystem in Washtenaw County, 
often invited as an after-the-fact responder despite the wealth of benefits CMH brings to CRU and 
WCSO’s first response efforts. 
 
Apart from CRU, CMH enters the first response ecosystem in one of three ways (see Figure 8 for a 
breakdown of the current first response model in Washtenaw County). First, when deputies arrive 
at a scene and ascertain that CMH would be better suited to respond to the incident, they can call 
the CMH crisis hotline. Second, Dispatch can contact CMH’s crisis hotline if either requested by a 
deputy or if the 911 professional determines that CMH should be involved. In both models, WCSO 
deputies and 911 professionals have to take an additional step of calling the CMH hotline, which 
connects them with the CMH triage line, where a CMH employee will then connect them with a 
CMH Crisis Team member. Among deputies and 911 professionals alike, there was consistent 
dissatisfaction with the CMH communication process. Specifically, they expressed dissatisfaction 
with the time it takes to communicate details, first to the CMH triage line, and then repeating the 
same details to the crisis team member, which can limit their ability to take other calls.  
 
 
 
 
 
 
 
 
 

 
42 Page 8 of SOO. 
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Figure 8: Current First Response Dispatch Model in Washtenaw County  
 

 
 
Third, CMH can also enter the first-response ecosystem through CMH-initiated contact with 
Dispatch. Figure 9 shows the process in which CMH decides they need law enforcement 
assistance in the engagement. When this happens, they call either 911 or the WCSO ECC’s 
administrative line to request a deputy. Yet, as discussed previously, CMH has issues with this 
third model because they do not know which deputy will be dispatched to provide assistance and 
worry that the responding deputy may be ill-equipped to handle the mental health needs of the 
individual(s) for whom CMH is requesting assistance.  
 
Figure 9: CMH Requesting Police Assistance 

 
 
The main limitation of all these models is that CMH operates outside the first-response 
ecosystem. This can delay responses and risk involving an ill-equipped deputy to support CMH. 
Compounding this issue is the asymmetry of relevant mental health information in the first-
response process. For example, deputies frequently request that dispatch staff check subjects of 
911 calls and other individuals in Michigan’s Law Enforcement Information Network (LEIN).43 

 
43 LEIN is a statewide computerized information system in Michigan, which assists public safety agencies by providing and maintaining 
a database of documented criminal justice information, such as criminal histories and open warrants. Metro Dispatch staff utilize LEIN 
to look up any criminal history that may be associated with the individual or vehicle with whom deputies are engaging. Dispatch can 
then alert deputies of any heightened risk, open warrants, or relation to a criminal investigation. 
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There is, however, no corresponding equivalent to allow the ECC to effectively assess an 
individual’s relevant mental health history or needs. To do so, they must go outside of the 
ecosystem to bring in CMH, which, as previously mentioned, many 911 professionals reported as 
a challenging, time consuming, and otherwise inefficient process that delays their responses and 
availability for incoming 911 calls. Even during slower shifts, when 911 professionals are more 
likely to spend additional time on calls with individuals experiencing mental health challenges, 
they do not have the requisite training to adequately assess callers’ needs or ensure connection 
with CMH.  
 
CRU demonstrates how increased integration of CMH into Dispatch could improve response, 
engagement, and subsequent services. During engagement, the CRU clinician can both access 
relevant CMH databases and conduct necessary assessments in the field. Both activities can be 
critical to ensuring an effective first response. Similarly, if CMH staff were stationed at Dispatch, 
those staff could access CMH databases directly as well as conduct mental health and/or 
substance use assessments to ensure appropriate responses. This could provide additional 
contextual information to support response and engagement, whether performed by CRU or other 
deputies. Just as the CMH clinician’s expertise supports effective engagement in real-time on 
scene, embedding their abilities within Dispatch could be equally beneficial in helping determine 
what services to dispatch and mitigating response delays to incoming 911 calls.  
 
The idea of CMH integration was well received when presented to Dispatch staff, nearly all of 
whom felt they would be a helpful addition. At a minimum, many thought having a direct line that 
bypasses the triage line and provides direct access to the crisis team would be helpful.  
 
Integrating CMH into Dispatch offers four potential advantages that maximize 911’s ability to 
ensure that one’s needs are adequately assessed to deploy the most appropriate response. The 
first is that CMH could immediately provide skilled mental health assessment anytime 911 
professionals think one might be appropriate because CMH staff would possess a level of 
knowledge and training in behavioral health that 911 professionals usually do not have. Second, 
a CMH worker would have secure access to client information in the CMH database when 
information about the subject of the call is available. Because only CMH staff can access CMH 
records, the individual’s privacy rights would still be protected. Ready access to CMH records 
would provide Dispatch with helpful contextual information to ensure a response sensitive to an 
individual’s mental health history and current circumstances. It could also allow for quicker contact 
with an individual’s case worker, who can help inform a more appropriate response for people 
experiencing mental health crisis.  
 
Thirdly, CMH being available to offer mental health expertise to incoming 911 calls may help 
identify new potential clients who could benefit from CMH services and, in general, increase early 
detection across the county.  
 
Finally, embedding CMH in the first responder ecosystem may encourage the same cultural 
interplay that has benefitted CRU and provide regular informal training in behavioral health to both 
ECC and law enforcement personnel. CMH Director Cortes described the overall benefit this 
integration could have in informing first-response services: 
 

…if the CMH staff person can look an electronic medical record and be like, ‘You know 
what? He [the person in crisis] blew up in the lobby of CMH today. He's really agitated’ 
well, then maybe let's definitely send CRU, or you already know that your... just because 
she'll [the CMH social worker will] be able to see in real time, looks like he missed his last 
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seven med reviews. He showed up today super agitated. He thinks that someone stole 
his social security check. This is going to be... this could be a more severe situation, but 
it's because she might come in through 911, but she's got that access to see, ‘Oh, yeah, 
no, he was having a lot of trouble today or not.’ Or maybe baseline, this person screams 
all the time. You know what I mean? I mean, the power of having that at your fingertips to 
then figure out what and when. 

~CMH Director Trish Cortes 

 
Figure 10: First Response Logic Model with CMH Embedded 
 

 
 
Figure 10 presents a logic model for integrating CMH into Metro Dispatch. Given the increasing 
number of mental health-related 911 CFS (see Figure 12 in the Appendix), the lack of integration 
of CMH is a missed opportunity to provide more need-based and informed first response. CMH 
integration into Dispatch could further ensure that individuals in crisis who interact with 911 
receive the optimal collective assessment of risk and need. 
 
Impact: Defining and Tracking CRU’s Impact 
 
In preparation for the CRU pilot, WCSO and CMH created the “Ultimate Outcomes-Continuum of 
Community Responders” (CCR), a document that sets several broad goals related to increasing 
the availability of a behavioral health-informed first response and reducing the number of 
individuals entering the criminal legal system. CRU is, in part, guided by the CCR document, but 
this document does not include CRU-specific outcomes and goals.  
 
To remedy this, WCSO and CMH should co-develop a set of clearly defined and measurable 
goals that are specific to CRU and the impacts they would like it to have. For example, during the 
pilot, CRU made many critical connections to the county’s LEADD and PATH programs. Should 
the connections be included among CRU’s goals? What are the appropriate metrics regarding 
connections to these programs? Referrals, enrollments, or something else? How should success 
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be defined? PATH staff expressed uncertainty as to what would constitute a “CRU referral” 
because enrollment is a complicated process, usually requiring multiple outreach efforts. Defining 
CRU’s role in the enrollment process will be important for measuring CRU’s performance. 
 
The second challenge, which is common to many multi-agency diverse response pilot programs, 
is that the WCSO and CMH have two entirely separate data systems that cannot be easily made 
available to the other due to technical challenges and privacy laws. There are obvious sensitivities 
regarding sharing behavioral health data with law enforcement agencies. Allowing WCSO’s ECC 
to access CMH client data could violate HIPAA and related data privacy laws. Likewise, many 
criminal justice databases require certification to access the FBI’s Criminal Justice Information 
Services (CJIS).44  
 
Before CRU, access to each agency’s respective data wasn’t essential to each partner performing 
their individual missions. As programs like CRU begin to operate and are taken to scale locally 
and nationally, it is critical to consider what cross-agency data access may be available and 
operationally advantageous (as well as what is legally permissible). As one example, WCSO’s 
CRU activity log data is one-sided in that it only captures the CRU deputy’s characterization and 
notes on the incident. The CRU clinician kept notes as well, but these were captured separately. 
This makes it difficult to get comprehensive information about an engagement (as happened 
during this project)—and it is likely that WCSO and CMH—and, in particular, CRU staff—would 
have a similarly difficult time in obtaining a comprehensive understanding of CRU engagements. 
Streamlining CRU data collection regarding engagements and other indicators so that both staff 
member’s notes are available within the same system would create more complete records for 
staff, likely save valuable staff resources and time, and provide opportunities for continuous 
program improvement through feedback loops and quality assurance mechanisms. 
 
As CRU continues to develop, defining CRU-specific goals and metrics and implementing more 
comprehensive and accessible cross-agency data-tracking processes will enhance partners’ 
ability to measure and demonstrate CRU’s impact. 
 
Public Education 
 
Over the course of the pilot, it was unclear how much the public knew about CRU, aside from the 
individuals and businesses with whom they interact regularly. CRU has appeared in online media 
and is featured in CMH’s regular millage impact reports. Yet, our team’s observations suggested 
that the public largely didn’t seem to distinguish CRU from a typical police engagement. 
Consequently, some may perceive moments of CRU engaging individuals as posing a similar 
threat as Aura Rosser faced in 2014.  
 
Yet, for several reasons it is easy to see how the public could fail to distinguish between CRU and 
standard police units. Despite modifications to appearances, both CRU team members wear 
bulletproof vests, and their vehicle is clearly an unmarked WCSO car equipped with police sirens.  
 
Additionally, the CRU deputy carries a standard police duty belt, including firearm, taser, and 
restraints. During the pilot period, few CRU engagements involved restraints or the use of force, 
but it did occur. While shadowing CRU early in the pilot, Health Lab research staff observed CRU 
initiate or assist in putting restraints on two intoxicated individuals. Both individuals posed a risk 
to themselves and/or others. Restraints did seem like they were required; however, both 
engagements occurred in very public places.  

 
44 https://www.fbi.gov/services/cjis  

https://www.secondwavemedia.com/concentrate/features/coresponse0661.aspx
https://www.washtenaw-mentalhealthmillage-impact.org/impact/criminal-justice
https://www.fbi.gov/services/cjis
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As CRU continues to serve the County, it would be helpful to develop a plan to educate the public 
on the existence of CRU, what calls and issues they address, and how CRU is distinct from other 
WCSO units. CMH has already begun a concerted media campaign informing the public of their 
millage efforts, which can be seen locally on billboards, bus advertisements, and CMH’s YouTube 
channel. Yet, these advertisements typically highlight increased CMH-led milage services like 
their 24/7 crisis hotline, and do not present information on CRU. WCSO and CMH should consider 
ways in which they can coordinate together to highlight CRU, inform the public, and work to 
distinguish CRU from standard law enforcement.  
 
Expand Response Options 
 
As the CRU continues, deputies and CMH staff may be able to identify some circumstances that 
don’t require an in-person response. In these situations, virtual responses from trained professions, 
such as those available with a rapid video response (RVR) for example, may be more appropriate 
and save additional resources. For example, the county could add a video response either by 
telephone or tablet to connect mental health professionals to calls patrol deputies respond to so the 
CMH professional in the CRU does not have to travel to those calls. The CMH could also consider 
video responses to assist patrol officers during daytime shifts when CRU is not available. This would 
require procedures and training for both CMH staff and patrol deputies on how to make these video 
connections and might require provision of tablets to patrol officers. 

 
Section VII: Conclusion 
 
During the pilot period, CRU was still very much in its formative stage, with limited operational hours 
and just one CRU response team. This is not a program defect. In fact, by testing new interventions 
on a smaller scale, pilot programs can help mitigate risks associated in large-scale projects. As is 
the nature of pilot programs, many operational and logistical challenges surfaced over the two-year 
pilot period. WCSO and CMH leadership learned many lessons from the pilot and remained 
enthusiastic partners—with us and with each other—throughout the duration of the pilot.  
 
Health Lab’s implementation evaluation sought to capture as many details as possible about the 
operational logistics, detailed program activities, partner relationships and decision making, and 
descriptive program outputs over the two-year pilot period. Analysis and performance measures 
for this implementation evaluation largely focused on these logistics and service deployments. As 
an implementation evaluation, it focused on agency performance metrics and social impacts, 
rather than outcomes, 
 
Since its inception, CRU has prioritized wellbeing and connections to appropriate services for 
people experiencing crisis. In addition to responding directly to mental and behavioral health-
related calls, CRU unexpectedly emerged as a critical pathway for assisting people experiencing 
homelessness and housing insecurity, despite operational guidance originally suggesting that 
CRU was not designed to address homelessness. CRU ensures that individuals in crisis are met 
by staff who can spend the time necessary to effectively address their needs and, importantly, do 
so when other services largely aren’t available. CRU’s niche seems to be in offering a first 
response option that is better equipped to address behavioral health calls in which risk and need 
overlap and do so without the historical consequences that have occurred when only risk is 
considered.  

https://www.youtube.com/@washtenawcmh
https://www.youtube.com/@washtenawcmh
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We were encouraged that a second CRU team was created at the end of the pilot period in July 
2024. Moreover, the new Washtenaw County Sheriff, Alyshia Dyer, has taken up the mantle and 
recently announced her intention to continue the CRU program while also exploring the potential 
for new alternatives that do not include law enforcement at all.  
 
Implementation evaluation participants emphasized several other important lessons. 
Recommendations include to train Metro 911 professionals to ensure consistency in how and 
when CRU is deployed; increase CMH integration into WCSO Metro Dispatch to improve effective 
dispatch of CRU response to mental health-related calls; create new performance metrics and 
data tracking processes for CRU that will increase the ability to measure CRU’s impact; increase 
public education about CRU to raise awareness of the distinction between CRU and traditional 
law enforcement operations while also encouraging the use of CRU; and consider additional 
alternative response pathways including video support options.  
 
Additionally, our team identified several areas for potential future analysis. These include 
examining the percentage of CRU backup dispatched calls that had a mental- or behavioral-health 
nexus and additional analysis of the incidents where arrests occurred to determine which if the 
arrests–-if any—were made by the CRU deputy. Further analysis could also help form a better 
understanding of the nature and extent of CMH’s involvement with people in crisis who also 
encounter law enforcement. These additional analyses would offer more detailed understanding 
of the population that encounters law enforcement and hopefully reveal strategies to improve 
diversion from criminal justice system involvement. Additionally, Health Lab received the final six 
months of data from the pilot period (1/1/24 to 6/30/24) too late for inclusion in this report; our 
team hopes to analyze these additional data and update this report in the near future. 
  
This report helps to inform community members and policymakers in Washtenaw County and 
elsewhere, who are working to establish and expand different and diverse emergency crisis 
responses. This evaluation report describes how CRU continues to serve the community and 
grows toward implementation at-scale across the county. These lessons help inform those 
considering similar efforts nationwide. 
  

https://www.wemu.org/wemu-news/2025-03-18/uplifting-communities-key-to-changing-crime-narrative-a-conversation-with-washtenaw-county-sheriff-alyshia-dyer
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APPENDIX 

 
Washtenaw County and Pilot Site Description 
 
Washtenaw County is located in Southeast Michigan and is the fifth-largest county in the state. 
Over 350,000 residents live across the County’s 27 cities, villages, and townships (See Figure 
11). Ann Arbor is the County Seat. Serving the county’s first response and mental health needs 
are the Washtenaw County Sheriff’s Office (WCSO) and the Community Mental Health of 
Washtenaw County (CMH), respectively.  
 
Figure 11: County Map of Michigan 
 
Washtenaw County Map 
 

 
 
(Created using Washtenaw County’s online Geographic Information System software: 
MapWashtenaw.) 
 
 
 
 
 
WCSO’s Metro 911 Dispatch Center (Dispatch)45 handles more than 1,000 emergency and non-
emergency calls every day. In Washtenaw County, WCSO’s Dispatch provides police dispatching 

 
45 Also referred to as Emergency Communications Center (ECC) in this report. 

https://www.michigan-demographics.com/counties_by_population
https://www.washtenaw.org/1557/About-Washtenaw-County
https://gisappsecure.ewashtenaw.org/mapwashtenaw/
https://www.washtenaw.org/1262/911-Dispatch
https://www.washtenaw.org/1262/911-Dispatch
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services for: Ann Arbor Police Department, Department of Natural Resources, Huron Area Metro 
Parks Police, Michigan State Police, Milan City Police, Northfield Township Police, Pittsfield 
Township Police, Saline Township, WCSO Law Enforcement, and Ypsilanti City Police 
Department.46 In addition to dispatching services, WCSO provides contracted police services for 
several areas, including: Ann Arbor Township, Dexter Township, Dexter Village, Lodi Township, 
Salem Township, Saline Township, Scio Township, Superior Township, Manchester Village, 
Webster Township, Ypsilanti Township and York Township. A separate ECC handles local fire 
and EMS call-taking and dispatched response. 
 
CMH is the primary provider for mental health services in Washtenaw County. They are available 
around the clock, 365 days a year, to provide mental health and related services to: 1) respond 
to emergency mental/behavioral health crisis, 2) substance use disorders, 3) intellectual and 
developmental disabilities, and 4) children and families.47 In 2023, CMH’s unarmed mobile crisis 
team responded to over 2,500 in-person calls received by the Washtenaw County mobile crisis 
hotline.  
 
In 2019 CMH created the Crisis, Access, Resources, Engagement and Support (CARES) team 
that is available 24/7 to provide phone-based, in-person mobile crisis, and out-patient clinical 
services to those in need in the county. CARES brings together several disciplines to provide a 
host of crisis and intervention services, including nurses, psychiatrists, and mental health 
professionals.48 
 

Ypsilanti Township: CRU Pilot Site 
 
The CRU pilot phase began June 8, 2022, in Ypsilanti Township—the single designated pilot 
jurisdiction. Ypsilanti Township geographically surrounds the City of Ypsilanti, though the two are 
separately governed. Ypsilanti Township is home to approximately 55,000 people, comprising 
roughly 15% of Washtenaw County’s total population.  
 
Compared to Washtenaw County at large, Ypsilanti Township is more racially diverse, with 
approximately 45% of residents being a racial minority or of two or more races, which is more 
than twice the overall county racial minority rate of roughly 25%. Socio-economically, Ypsilanti 
Township differs from the county in several key areas. For example, approximately 60% of 
Washtenaw County residents have a bachelor’s degree or higher, compared to 34% in Ypsilanti 
Township. The median household income (in 2022 dollars) is approximately $65,000 in Ypsilanti 
Township compared to the County median of $85,000. Lastly, the poverty rate of Ypsilanti 
Township is 14.6%, which is slightly higher than the County rate of 13.6%.49  
 
  

 
46 Saline is the latest edition to receive dispatching services from WCSO.  
47 CMH Services website 
48 CMH CARES Team Millage/CCBHC Program Plan 
49 Based on US Census data for Washtenaw County and Ypsilanti Township. 

https://www.washtenaw.org/1262/911-Dispatch
https://www.mlive.com/news/ann-arbor/2024/04/saline-switches-to-county-wide-emergency-dispatch-system.html
https://www.washtenaw.org/1503/Police-Services
https://www.washtenaw.org/1503/Police-Services
https://www.mlive.com/news/ann-arbor/2020/01/crisis-team-funded-by-mental-health-millage-looks-to-fill-gaps.html
https://www.cityofypsilanti.com/DocumentCenter/View/1916/CARES-Team-Presentation-32019-2-002?bidId=
https://gisappsecure.ewashtenaw.org/mapwashtenaw/
https://www.washtenaw.org/2935/Services
https://www.cityofypsilanti.com/DocumentCenter/View/1916/CARES-Team-Presentation-32019-2-002?bidId=
https://www.census.gov/quickfacts/fact/table/washtenawcountymichigan/SBO020217
https://www.census.gov/quickfacts/fact/table/ypsilantichartertownshipwashtenawcountymichigan/RHI225222#RHI225222
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Trends in Behavioral Health Calls to WCSO 
 
Figure 12 plots the number of behavioral-health related calls – those coded as “Emotionally 
Disturbed Person (EDP)” or “Suicidal” for a five-year period from 1/1/2018 to 12/31/2018. There 
is a notable dip in the number of calls occurring the period of the Covid pandemic in early 2020. 
This time span includes the 18 months of the CRU pilot described in this report (6/08/2022 to 
12/31/2023). The figure shows an overall increase in these types of calls over the five-year period. 
 
Figure 12: Number of WCSO Behavioral Health Calls between 1/01/2018 - 12/31/2023 
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