BACKGROUND

Each day, across the country, more than 32,000 calls to 911
involve someone experiencing a mental health crisis,
comprising between 5% and 15% of the total calls to 911." These
calls often involve people feeling overwhelmed, experiencing
suicidal thoughts, or experiencing symptoms of mental illness.
Yet, in most 911 call centers, call takers receive little to no
specialized training on how to respond to mental health crises,
and the training that exists rarely takes the voices of impacted
people into account.?

To better understand how people experiencing a mental

health crisis may want to engage with crisis response services,
particularly 911, the Meadows Mental Health Policy Institute
(Meadows Institute) and Fountain House partnered to conduct
interviews with people living with serious mental illness. Unlike
many studies in the field, the project was co-led by Fountain
House members with lived experience of serious mental iliness
who helped design protocols, facilitate interviews, and

analyze findings.
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METHODOLOGY

This study used a Community-Based Participatory Action Research
(CBPAR) framework, elevating the voices of people with serious
mental iliness by engaging them as co-creators of knowledge rather
than passive participants.® The project team interviewed 25 Fountain
House members in New York City about their experiences with 911
call center mental health emergency response; 24 interviews were
included in the final analysis. Participants ranged in age from 24 to
65 (median 48.5), and the sample was 58% women and 42% men.
Fifty percent of participants identified as Black, African American,
or African; 25% identified as White; 21% identified as Hispanic/
Latino; and 4% of participants’ race was undisclosed. This work was
reviewed and approved by the Fountain House Institutional Review
Board (IRB) to ensure the safety and confidentiality of participants.

KEY FINDINGS

Participants shared their experiences and perspectives on calling 911
during a mental health crisis, revealing deep insights into both the
challenges and opportunities for improving crisis response systems.
Participants answered questions about the quality of their experiences
calling 911 and how they viewed emergency response systems’
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perceptions of someone who is experiencing a mental health crisis or has
a serious mental illness. They also discussed potential alternatives to 911,

procedural improvements, and additional training that could help 911 call

centers respond more effectively.

Many participants described experiencing significant distress and
vulnerability when calling 911 during a mental health crisis. Several
expressed concern that their situation might be misunderstood or treated
as a criminal matter rather than a health issue, which contributed to
hesitation when seeking help.

As one participant shared, “l wouldn’t want to be treated like a criminal. |
have anillness... | just want to be treated like a person.” Participants also
stressed that in their experience calling 911 during a mental health crisis
brings with it the anticipation of bias and potential loss of autonomy

in the crisis response, creating a trust deficit that 911 call takers should
be aware of and develop strategies to navigate. From this “fear of not
being understood...” participants recommended training on how to
avoid stigmatization and strategies in rapid rapport and trust building
(validation, active listening, reassurance, and authentic concern) while
gaining the necessary situational information: “They should be willing to
listen, willing to treat you with dignity, and give you time to explain what’s
going on and just to reassure you that you’re safe at this moment.”

Some participants noted that during a mental health crisis it can be
difficult to clearly express their experiences, needs, and preferences, and
they may require support in articulating what is happening or what they
would like to happen next. As one participant described, “We might really
not know what to do when we’re calling [911] because we need their

help completely,” While another shared, “I know I’'m less coherent in an
emergency. But if | am able to calm down to a certain extent, whether it’s
due to someone else’s, you know, listening to me, feeling less alone, maybe
it would lessen the pain a little bit. Then I’'m able to be more coherent and
understand what’s going on a little better.”

Other participants described having very clear preferences when calling
911 and wanting those preferences to be honored. In particular, many
participants recommended that they would like 911 call takers to present
them with options, with preferences for voluntary alternatives like respite
or existing community supports. Participants also expressed how the
exercise of engaging in choices can be deescalating and build trust. As one
participant said, “But yeah, definitely a list of options. But first, | would go
with, kind of [letting] that person [know] you’re not helpless? What have
you done in the past? ... Let’s work together.” Another participant shared

After analyzing qualitative interviews,
the project team highlighted four
key findings:
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Trust and clarity shape crisis calls interactions.
During a behavioral health crisis, callers may
arrive distressed, uncertain, or unsure how their
situation will be interpreted. Clear communication
and a supportive tone can help establish trust
and encourage callers to share the information
needed to guide an appropriate response.

. Callers bring different needs and expectations

to crisis calls. Some callers may have clear
preferences about the type of help they want,
while others rely heavily on the guidance of call
takers in the moment. Effective crisis response
benefits from approaches that can support
both situations.

. Behavioral health crisis calls require balancing

safety assessment with supportive engagement.
Call takers play an important role in gathering
situational information and assessing safety
while also using empathy, validation, and
collaborative communication to support callers
and reduce escalation.

4. Opportunities for choice can support engagement

and stabilization during crisis calls.

When possible, collaborative approaches that
explore options with callers may help support
engagement and reduce reliance on involuntary
interventions.



a common sentiment: “Not everybody wants to go to the hospital.
Most people just want to be around their families. Most people just
want to be in a community where they feel safe.”

RECOMMENDATIONS

In their interviews, participants shared recommendations for ways to
improve the 911 experience, from the first point of contact to the way
calls are handled in real time. Based on their input, the project team
identified actionable recommendations for 911 call centers, emergency
response systems, and community mental health providers:

Develop training curricula and discussion guides, in partnership with
people who have lived experience, to help 911 personnel understand
the historical and community factors that influence how mental
health crises are perceived and managed.

Establish mental health procedures and triage tools that simultaneously
identify risks but also express active concern and listening in assessing
the crisis situation and the caller’s preferences for care and support.

Design workflows and decision trees that emphasize empathy,
encourage exploration of needs and strengths, and offer a menu of
voluntary support options when appropriate, such as a transfer to
988 to speak with a counselor or the deployment of a mobile crisis
outreach team, before considering involuntary intervention.

RESEARCH IN ACTION

Informed by this qualitative study, the Meadows Institute worked
with three 911 call centers to translate these insights into practice,
developing training curricula, discussion guides, call center triage
tools, decision trees, and one-pagers with strategies to support
effective responses to mental health emergencies.* These resources
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are designed to support de-escalation, address the holistic needs of

individuals in crisis, and promote a sense of agency for both callers
and 911 call takers during decision-making.

Each call center will collect quantitative and qualitative data to
understand how call takers are assessing risk and engaging with
callers who are in a mental health crisis. As these call centers continue
to identify alternatives to crisis response and further incorporate

the voices of impacted people in 911 process development, they will
continue to adapt training materials and triage tools.

911 call centers, emergency response systems, and community mental
health providers interested in launching similar efforts can:

« Partner with local researchers to conduct interviews and focus groups
and hear directly from people who have called 911 during a mental
health emergency.

* Explore how other communities are working to better serve people
experiencing a mental health crisis.®

The experiences shared through this project offer important
perspectives on how behavioral health crises are experienced and
how emergency response systems are perceived in those moments.
Incorporating these perspectives can help ensure that efforts to
strengthen crisis response remain grounded in the needs and
realities of the people the system is designed to serve. Organizations
interested in learning more about these efforts can contact the
Meadows Institute to learn more about the technical assistance they
provide to 911 call centers and emergency responders.
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