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COMMUNITY OUTREACH

RESPONSE to
EMERGENCIES (CORE)

AT-A-GLANCE

With an ever-widening array of low-acuity emergency
requests, Police, Fire and EMS responders increasingly
find themselves handling community needs that can fall
beyond their professional education and operational
resources, such as mental health or substance abuse crises.

Independence Community Outreach Response to
Emergencies (CORE) is a proposal for a partnership with
Mental Health Services to staff a 911 response vehicle with
a Paramedic and Mental Health Professional. This unit
would be "on-duty” and integrated in the Independence
911 system, available to receive a wide array of low-risk
911 community requests. Their goals are to:

> Provide immediate low-impact, trauma-informed
response and care for community members during
moments of crisis.

2 Connect with citizens for the purpose of resource
awareness, education and collaboration in mitigating

neighborhood challenges.

2 Reduce the call load of low-risk 911 requests for
existing emergency services, particularly in the area of
quality-of-life, mental health and substance abuse
crises.

» Support community first responder agencies by
providing immediate professional mental health
assistance following significant events.



"The bealth of American children, like their
education, should be recognized as a definite

public responsibility”

~ Harry S. Truman [61]




EXECUTIVE SUMMARY

Nearly 50 years after the first emergency call was placed in
1968, 911 has become the solution to any perceived crisis
for millions upon millions of Americans. In the United
States alone, about 240 million calls are placed to 911 each
year, with a national average of nearly 675,000 calls placed

daily.[1]

With that public trust comes considerable responsibility.
Emergency services must maintain constant vigilance,
ready to respond to a vast range of requests not only with
speed but with appropriate resources and considerable

skill.

As society has grown, so has the variation seen in
emergency types. Today, first responders respond to an
almost endless array of 911 requests, from "normal”
emergencies like heart attacks and burglaries, to emerging
issues such as a threat written on a social media website
from across the country.

From hazardous materials to cybercrime, critical care to
bariatric transport; firefighters, police officers,
paramedics, and dispatchers continue to see their
responsibilities extended as they seek to manage an ever-

expanding list of community needs.

What happens when emergencies begin to creep beyond
responders’ level of expertise? The traditional reaction is
to extend those responders’ education and
responsibilities.

This workload growth has costs. Expanding roles and
expectations reduces specialization and dilutes resources.
It is worthwhile to consider how many roles a particular
response agency can perform before skillsets begin to
suffer, with consequences for both themselves and the
communities they serve.



EXECUTIVE SUMMARY

The past decade has seen considerable social unrest, in part
due to a mismatch of public response resources to societal
challenges. These challenges include, but are not limited
to, mental health crises, substance abuse, and a broad array
of 911 requests loosely defined as “quality of life” issues.

Quality-of-life, as discussed in this report, is a broad
assessment of the "degree to which an individual is
healthy, comfortable, safe, and able to participate in or
enjoy life events.” [42]

Emergency services have not been idle, and efforts have
been made across the country to adapt to these new
challenges, partly because of the ramifications from a
public loss of trust in 911.

An analysis of 911 use after a 2016 incident involving off-
duty Milwaukee police officers noted a 20% decrease in
911 calls (22,000 calls) citywide the following year.[2]
Sadly, this is not an isolated incident.[3] A loss of trust
in the 911 system has profound and far-reaching effects on
the well being of both individual citizens and the
communities in which they live.

In light of current events, it is prudent to examine our emergency
response resources, focusing on matching resources with
demonstrated community needs.

The following proposal is an opportunity to develop the City of
Independence’s public safety delivery model to adapt to existing
and emerging emergency response trends.



RESEARCH METHODOLOGY

Section Highlights

A Careful Analysis

of current community needs and emergency
services data must be completed before any
discussion of permanent changes to emergency
response procedures.

911 Call Classification & Data

can be particularly challenging to analyze. The
wide variation of call types, limited
information given by callers, interpretation by
call takers, and changes in operational policy
can alter data in different ways. Consideration
of context and other factors that affect this
data is essential.

This study searched "Keywords"
in all 911 calls in an attempt to identify
incidents favorable for CORE response. This is
an incomplete method, but is the most accurate
way available to search across all 911 call
volume.

Undoubtedly, there are calls excluded and
included which should be otherwise. Research
shows that the incidence of mental health and
quality of life within 911 calls are often
significantly underreported. [6]

Initiation of a CORE pilot

program is the most effective means to identify
"hard" numbers on eligible call volume,
allowing dispatchers, responders and a CORE
field unit to test and develop 911 criteria and
field response for a short period.

This approach is supported by similar methods
in existing programs, who continue to refine
their response criteria even years after program
initiation. [30] [49]




RESEARCH METHODOLOGY

Context is critical when reviewing 911 call data. As with
most forms of metrics analysis, the circumstances in which
the information was collected, classified, and measured is
essential to drawing accurate conclusions.

When beginning an analysis of emergency response trends,
a logical starting point is with the data collected by 911
call centers. Independence ECC (Emergency
Communications Center) maintains records for every 911
call that comes through their system, averaging above 250
emergency calls a day in 2021.[4]

When a 911 call is received, the call-taker quickly
interprets the information given by the caller and assigns a
"nature code”, or classification, to the emergency. This
can be a difficult task. The call-taker must rapidly
determine what emergency classification best defines the
incident based on often-incomplete information, prior
experience, and ECC operational policy.

This rapid analysis and determination can present a
considerable data challenge, as there are a vast array of 911
classifications and substantial “overlap” in how 911 calls
can be classified.

For example, when receiving a 911 call for a “possibly
homeless individual lying under a bridge,” one call taker
may classify this as an “Suspicious Person/Activity.” A
different 911 call taker, receiving the same 911 call, might
classify the response as a “Man Down” call based on minor
variations in professional experience and methodology.

In both circumstances, minor discrepancies in the caller
information and call taker interpretation can lead to
considerable variation in 911 call classification. These
variations can lead to significant ambiguity of data
analysis when attempting to find trends in call history.
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RESEARCH METHODOLOGY

A primary goal of this report is to demonstrate that the
911 call load exists for a Community Outreach Response
to Emergencies (CORE) response unit. Anecdotal
discussion with responders highlights the high volume of
low-acuity/low-risk responses that could qualify for this
response model, however demonstrating that need in data
is a significant challenge, substantially due to the concerns
discussed above.

In an effort to partially address this problem,
Independence 911 call analysis has been completed based
on keywords in the call taker’s narrative of the call, rather
than 911 call classification itself.

"Over the past few years, leaders around the country
have reported increases in mental-health calls and
pointed to struggles in identifying them."

- David Graham, The Atlantic, March 2022 [5]

Therefore, for the IPD and IFD studies within this report,

100% of Independence ECC call records for 2019 through
2021 were screened for keywords such as "suicide”,
"homeless”, "psych” and 9 other keywords selected in the
context of possible misspellings, word-for-word caller

statements, or phrases/symptoms verbalized by the caller.

Two broad keyword groups were assessed. Those involving
mental health and those involving homelessness. There is a
considerable amount of other low-acuity 911 calls that
will likely qualify for CORE response, however for the
purpose of this study these two groupings were deemed a
sufficient study group.

11



RESEARCH METHODOLOGY

The author acknowledges that there are still notable
limitations to this analysis. In some cases, a keyword “hit”
within a search could simply mean that the keyword is
peripheral to the primary call.

For example, a 911 call involving a “commercial building
fire possibly near the homeless camp” doesn’t directly
mean that the homeless camp was involved in the incident;
it was simply used as a point of reference.

Attempts to obtain (mental health 911 data) have typically relied
upon distinct mental health codes in computer-aided dispatch
(CAD). This approach may grossly underestimate the true
prevalence and impact of mental illness on emergency response
providers.”

- Mental Health Involvement in Police & Fire Calls for Service:
Gresham Oregon 2016-2017 [6]

Therefore, based on a call-by-call review of data sample
sets, this analysis should be considered to demonstrate
overall community 911 trends versus a precise snapshot of
911 root causes in any given timeframe.

Furthermore, changes and improvements in how 911 calls
are classified and stored can also impact data. In the last
three years alone, at least two different policy shifts
within city response agencies have caused changes in how
911 calls were classified. Thus, call volumes for certain
classifications changed significantly simply because they
were classified as a different subset of 911 call.

In conclusion, accurate and specific analysis of the root
causes of 911 requests can be particularly challenging, due
in no small part to the broad nature of emergencies,
limitations in rapid 911 classification, and variations in
how individuals and organizations classify data.
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RESEARCH METHODOLOGY

Additional information was obtained through various
other city and community resources. Local, state, and
federal reporting agencies, news outlets, and non-profit
organization data has been cited and is available for

review.

The most effective means to determine program
suitability and objective data is to initiate a
CORE pilot program, thus allowing dispatchers,
responders and a prototype CORE crew to
develop, test and measure both 911 criteria and
field response efficacy for a set period.
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DEFINING THE CHALLENGES

Section Highlights

Mental Health Challenges

continue to grow on local, state and national
levels. Mental health crises, in particular with
young adults and youth, show concerning
growth trends that reflect changing community
needs, both immediate and long-term.

Suicide in Independence

consistently outpaces both the state and
national averages. The most recent suicide data
(2019) notes that Independence hit a rate of
31.99 per 100,000. [14] A significant hike
above local, state and national rates. [14] [35]

[36]

City response agencies

are often asked to respond and mitigate
immediate and chronic issues related to mental
health (and other life crises). Call volumes for
these issues are increasing for every service. [4]
Homelessness, often directly related to mental
health, has also seen significant increases in
911 interaction. [4]

Police Mental Health Co-Responders
and the CIT program are the primary city-based
programs available for emergency mental health
outreach. Co-responders and CIT-trained
officers are a valuable asset in addressing mental
health in our communities. However, CIT
officers and co-responders are dedicated to a
number of various tasks, including policing
work, and have some variability in resources
available, such as time and transport
limitations, that can affect community coverage.




DEFINING THE CHALLENGES
City of Independence, Mo.

There is little necessity to highlight the need for increased
awareness and response to mental, social, and substance
use crises within American communities. Recent events,
including COVID-19 and social unrest, have placed a
national focus on the 911 system and its significant role in
the face of broadening community needs.

The prevalence of reported quality-of-life issues continues
to increase on local, state, and national levels. According
to the 2020 National Survey on Drug Use and Health
(NSDUH), 25% of Missourians aged 18-25 reported
experiencing a “Substance Use Disorder within the past
year.”[7] A remarkable one-in-four young adults.

o One out of four
Missouri young adults
(aged 18-25) reporting
a substance use
disorder in 2020. [7]

Equally disturbing are similar numbers from Missourians
reporting “Any Mental illness in the Past Year,” with an
estimated 34% of respondents aged 18-25 and 22% of
adults older than 26 reporting yes.[7]

34% of Missouri young
adults (aged 18-25) reported
having mental illness in
2020. [7] 34%
22% of Missouri adults

(older than 26) reported
having mental illness in
montal 22
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City of Independence, Mo.

These are not just “pandemic” numbers. Mental Health
America, a non-profit agency focusing on national data on
mental health, noted that “the national rate of suicidal
ideation among adults has increased every year since
2011-2012.[10]

Additionally, it was noted that "the percentage of adults
with a mental illness who report unmet need for treatment
bas increased every year since 2011.” [8]

A considerable amount of studies suggest that, although
bringing more attention to mental health, COVID-19 has
only accelerated the increase in a wide range of mental and
societal challenges.[9]

The national rate of suicidal ideation among adults

has increased every year since 2011-2012 [10]

There are ample reasons to see trends within Independence
that reflect these state and national level issues. The most
recent Independence Community Needs Assessment noted
that mental disorders were the fourth most-likely event to
cause hospitalization in the city.[11]

Taking this figure and comparing it to Missouri rates,
Independence demonstrates a significantly higher rate of
hospitalization from mental disorders from both the state
and national average. A 2017 county-wide assessment
noted that 21% of respondents state that they had a
mental illness in the past year, with 5% describing that
illness as something that impaired significant life
activities.[12]

17



City of Independence, Mo.

A broad assessment of suicide in Independence is even
more concerning. Utilizing the Missouri Information for
Community Assessment tool, along with the Missouri
CDC and National Center for Health Statistics Data, the
graph below shows a comparison of National, Missouri
and Independence suicide rates over the past decade.

A Comparision of City, State & National Suicide Rates
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2 e EEhEREREREh——— | 09
2 R ——————— )] 13

2 e EEREREREEE,._,—_— ) 39

2] S 2.7 3

D R ———— 3| 5]
20704 e

2 e ——..—Sh—Mm——— ) 3

20 e — )().26

20 232 |

2] e S ) | 64

0 5 10 15 20 25 30 35

DEATHS PER 100,000

« United States [[IMissouri [llindependence

FIGURE 2 - A Comparison of City, State and Federal Suicide Data.
Compiled with data from the CDC, Missouri CDC and Missouri MICA Tool
[13] [14] [15]

Independence Data - Suicide by age-adjusted rate (2000 Standard Population).
Source: DHSS-MOPHIMS - Death MICA - Pulled on 12 March 2022.

*2014 Independence Rate unreliable, insufficient data per MICA.
*2020-2021 Independence data not yet available.

A 17 year study documented in a 2020 report by the
Jackson County Health Department, examining suicide in
Eastern Jackson County, noted the highest rates of suicide
by location were confined to the Independence zip codes
of 64052, 64050, 64056, as well as the bordering areas of
Sugar Creek & Buckner. [56]
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City of Independence, Mo.

A deeper review of suicide data from neighboring
jurisdictions is equally concerning. Listed below is a
comparision of suicide rates from local and regional
population centers who had publically available government
data on suicide rates in 2019.

2019 Regional Suicide Rate Comparison

WYANDOTTE Co., KS . 14.4

[36]
JOHNSON Co., KS . 14.4 36
JOPLIN, MO . 17.44 ”
KANSAS CITY, MO. . 18.05 (14
SEDGWICK Co., wicma s . 19.7 36

SHAWNEE Co., romss .20.7 36]
INDEPENDENCE, MO - 31.99 14

Crude Rate determination:
o (Suicide x 100,000/ 2019 population = Deaths per 100,000)

Rates are further age-adjusted in an attempt to control for the effect of
population age differences using the 2000 Standard Population.
o Age adjusted death rate = deaths in age group + estimated population of that
age group x 100,000.

At the time of writing, 2019 data was the most recent data comprebensively
available from state and federal databases.

Data gathered from Missouri and Kansas local government sources. [14] [36].

Local and national 911 call volume are reflecting these
trends.[17] An analysis of 911 call trends from 2019-
2021 note that both mental health as well as quality-of-
life requests are steadily increasing for all branches of
emergency services. [4]
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"l can think of no more stirring symbol of man's
humanity to man than a fire engine”

- Kurt Vonnegut [60]

[65]



DEFINING THE CHALLENGES

Independence Fire Department

Upwards trends in IFD response are noted in both mental
health and homeless/quality-of-life 911 categories.

IFD Mental Health Response

2021 1043

2020 860

2019 808

200 400 600 800 1000 1200
ANNUAL CALL VOLUME

o

FIGURE 3 - IFD 2019-2021 Mental Health Response Data. [4]
Compiled with data from a study of 911 Data from Independence ECC (2022)

IFD Social Issues/Homelessness Response

0 50 100 150 200 250 300
ANNUAL CALLVOLUME

FIGURE 4 - TFD 2019-2021 Social Issues/Homelessness Response Data. [4]
Compiled with data from a study of 911 Data from Independence ECC (2022)

In 2021, 911 requests involving mental health accounted
for approximately 4% of annual call volume, while social

issues/homelessness concerns accounted for an additional
1% of annual volume. These categories account for 1,324
responses out of a 2021 total of 25,626 [58].

*As discussed in several areas, there is a significant risk that both
call sets are considerably under-reported and under-identified.

21



Independence Fire Department

When analyzed in the context of call volume alone,
Independence Fire is the least affected by these response
categories. However, it must be considered that fire response
often brings more staffing and carries an inherent cost
typically higher than other response organizations.

. RESCUE
COST PER MILE: $0.86
AVG REPLACEMENT COST: $650,000.00

PUMPER
COST PER MILE: $1.44
AVG REPLACEMENT COST: $650,000.00

AERIAL
COST PER MILE: $4.21
AVG REPLACEMENT COST: $1,500,000.00

FIGURE 5 - Apparatus Information and Condition Data.
Compiled with data from IFD Study by Emergency Services Consulting International (2022)

In general, fire response is often associated with a high
logistical cost. However, cost considerations especially
become a factor when considering what resources
firefighters bring to a given incident.

In their "traditional” role, firefighters are invaluable assets
in the immediate mitigation of emergency incidents ranging
from large commercial fires, vehicle accidents and emergency
medical care.

Unfortunately, as Emergency Medical Technicians and
Paramedics, firefighters only receive a minimum of
behavioral health education. Nor do they possess the means
to mitigate immediate crises and/or transport patients to
crisis care facilities.

According to the National Standard Curriculum for EMTs,
the behavioral health education component of EMT training

can be completed in a minimum of 1.5 hours. This accounts
for less than .02% of an EMT's overall education. [18]
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Independence Fire Department

Paramedics generally receive 12-18 hours of didactic
education in basic mental health/behavioral health
awareness, along with a minimum of 12 hours in a mental
health clinical environment. That education combined
generally accounts for 30-40 hours of total education in
an overall curriculum spanning over 1,000 hours,
representing approximately 1/2 of a percentage point of
total paramedic education. [19]

This minimal focus on mental health in EMS education
for EMTs and Paramedics is notable. Compared to the
relatively small amount of education received in mental
health response, a disproportionate amount of 911
requests EMS professionals respond to in their career are
likely to have a mental health component. In this aspect,
EMT and Paramedics are considerably behind police
organizations in adapting to mental health responses.

To some degree, the emergency response of fire assets in
low-acuity circumstances will always be an unavoidable
cost-of-business in emergency services. However, there is
merit in considering both the risk-to-benefit and the cost-
to-benefit of how we select and dispatch fire assets to low-
acuity/low-risk mental health and quality-of-life 911
classifications.
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"The police are the public and the public are the
police; the police being only members of the
public who are paid to give full time attention
to duties which are incumbent on every citizen
in the interests of community welfare and
existence.”

—Robert Peel, London Metropolitan Police Force [58]



DEFINING THE CHALLENGES

Independence Police Department

As with other response agencies, upward trending in both
mental health as well as social crisis/homeless and quality-
of-life issues was noted. As a reference, total annual 911
volume for IPD was 77,916 in 2020.[20]

IPD Mental Health Response

2021 2102

2020 1825

0 500 1000 1500 2000 2500
ANNUAL CALL VOLUME

FIGURE 7 - IPD 2019-2021 Mental Health Response Data. [4]
Compiled with data from a study of 911 Data from Independence ECC (2022)

IPD Social Issues/Homelessness Response

2021 1727

2020 1730

2019 1592
1500 1550 1600 1650 1700 1750
ANNUALCALL VOLUME

FIGURE 6 - IPD 2019-2021 Social Issues/Homelessness Response Data. [4]
Compiled with data from a study of 911 Data from Independence ECC (2022)

The notable decrease in "homeless” responses 2020-2021
are likely due to COVID-related changes in response,

as well as changes in ways that calls were classified during
the second half of 2021.
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Independence Police Department

Often taking the lead in 911 response, officers are in a
difficult position when addressing quality-of-life,
substance and mental health crises. In some cases, officers
must make challenging decisions between what is best for
the caller/subject and what is optimal for the response
system and community.

Partially, this paradox comes from the fact that
identifying and addressing low-acuity community needs,
particularly mental health and quality of life issues, often
means that an officer must commit considerable time to
the incident. These time consuming tasks include
investigating the situation, determining needs and
connecting with resources. This extended scene time to
address community needs can clash with standard
emergency services practices that emphasize a reasonably
quick return-to-service.

Mental health calls occupy roughly from 7% to 12%
of police call volume, but can account for
approximately 25% of an officer’s daily workload

- Mental Health Involvement in Police & Fire Calls for Service:
Gresham Oregon 2016-2017 [6]

An officer's inclination towards quick resolution of an
incident is an understandable expectation, as 911 call
volumes continue to increase and having units "available
and ready” to respond to a high-acuity event (such as a
burglary) are ultimately the community's primary
expectation of emergency services.

Immediate intervention in substance and mental health
issues has consistently shown to be more effective than
delayed care.[21] Unfortunately for officers, immediate
intervention in a crisis can be counter to a community
expectation of police units remaining available for
emergency response.
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Independence Police Department

Independence Police have made considerable strides in an
effort to address mental health and quality-of-life needs.
This includes initiatives such as Crisis Intervention
Training (CIT) for officers, Mental Health Co-responders,
and a Community Services Unit. In these operations,
officers and mental health professionals work daily to
address mental health, identify community needs and
connect those needs with resources. [64]

As officers take on these additional roles, consideration
must be made for the sheer amount of skill sets that the
community expects police officers to be competent in.
From weapons proficiency to domestic legal issues, officers
have a massive job merely maintaining the education
required to offer proficient and meaningful police
response.

"Police Officers are held to a vast standard of performance.
Negotiations, communication skills, mental health evaluation, civil
law, family counseling, and juvenile issues.

And these are all on top of criminal law, firearms, defensive driving,
self defense, computer skills, investigations, civil rights, case law,
evidence law, and a dozen other required skill sets that the public

expects us to be experts at.

The demands and expectations of an average sworn officer are
incredible.”

A reasonable question that must be asked is the prudence
of expecting officers to continually widen their mission to
cope with increasing community needs, or if this runs the
risk of broadening police work to the point where the
primary mission of law enforcement becomes diluted.
This is a question beyond the expertise of this report.
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IPD CIT Program

Crisis Intervention Training (CIT) is a 40-hour course
designed to educate officers on the identification of
persons with mental illness, increased knowledge of local
treatment and services, and increased comfort in
interaction with patients and citizens.[37]

The (CIT) program has lead to a greater understanding of mental
illness on the part of officers. In turn, patients and family
members have a greater understanding of law enforcement and
law enforcement practices and protocols.

- Officer Michael Isberg, Lee's Summit, CIT Program Director [41]
A commonly cited model for CIT is based on practices out

of Memphis, TN. The Memphis model has three main
components, which are:

CIT Education for Officers: Mental health education is taught by
mental health professionals & persons with mental illness. [63]

Dispatcher Education: Call takers receive specialized education to
recognize calls that likely have a mental health component, with the
goal of sending CIT officers to these requests when possible. [63]

Receiving Facilities: Police identification and transport of those in
a mental health crisis to mental health facilities. [63]

When possible, IPD CIT officers are dispatched to response
situations involving mental health. CIT officers also
coordinate with the full-time CIT officer and
Comprehensive Mental Health Co-responders for follow-up
and secondary response for mental health issues identified
by IPD officers during 911 incidents. [64]

IPD CIT officers have also transported mental health
patients directly from scenes to mental health facilities,
bypassing EMS an ERs in an attempt to facilitate
immediate and appropriate care. [64]
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IPD Mental Health Co-Responders

In addition to the IPD CIT program for patrol officers,
Independence Police staff several full-time positions that
are focused on community needs. These positions include a
Community Services officer and a CIT officer, with the CIT
officer acting as a full-time liaison with Comprehensive
Mental Health clinicians and IPD officers, providing
support to both groups in identifying and addressing
community mental health needs. [64]

These clinicians, known as Co-Responders, are a valuable
asset to the city and community. Staffed by mental health
professionals contracted through Comprehensive Mental
Health, these providers liaison with IPD and 911 assets to
identify immediate mental health needs in Independence.

Currently, IPD hosts two Co-Responders from
Comprehensive Mental Health. These dedicated mental
health professionals divide their time between being present
in the ECC and riding along with officers, ready to provide
immediate mental health assistance in circumstances where
both an officer and mental health clinician are required on-
scene.

Merriam Police Chief Darren McLaughlin said at the Feb. 28 city
council meeting that the co-responder program is one of the most
impactful things to happen in his 33-year career.

“Unfortunately, right now, outside of the co-responders being
embedded with us, we’re it,” McLaughlin said. “Law enforcement
is the primary, first contact with most mental health crisis issues.”

- Shawnee Mission Post "Police use of mental health co-responders expected to hit all-time high in JoCo this year" [42]

Police Co-responders are quickly becoming an "industry-
standard” for police work, and are an important component
of Independence city services. Exploration and expansion
of both CIT and Co-responders are an appropriate "next
step” consideration when discussing mental health response
in Independence.
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Measuring Outcomes in mental health response

As will be discussed, there are considerable benefits to
programs like CIT and Co-Responders. However, when
reviewing the various forms of emergency services based
mental health response, it is prudent to ask if these programs
make a difference in mental health outcomes.

It must be noted that, in the field of mental health,
measuring outcomes can be particularly difficult, as
outcomes can be quite subjective and results on-going. A
2017 UK study of various forms of mental health response
noted that:

"Kane et al. found no clear evidence from the studies reviewed
of superiority for one approach over the others in terms of
benefit for various criminal justice outcomes, such as the
number of arrests or days spent in detention, or for primary
health outcomes, such as identification of mental illness at an
earlier stage.” [37] [38]

There is no shortage of scholarly research in the area of
mental health, CIT and police response. In most cases
reviewed, there was a similar theme noted. In summary:

"There are considerable perceived positive effects in the
implementation of these programs, but there are major challenges in
standardizing metrics and demonstrating efficacy in community mental
health outcomes, with notable variations in study methodology and
outcomes.” [37] [38] [39]

Several of these studies included community response
programs similar to the one proposed in this report.

"Proving” that particular mental health response programs
have positive results on mental health outcomes requires
both standardization of measurable metrics and the
collection and measurement of those metrics cross-
jurisdictionally. This continues to be an on-going challenge.
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Benefits of mental health response

Mental heath outcomes aside, there are considerable
organizational and community benefits in the
implementation of mental health education and response
programes.

These notable gains include a better understanding of
mental health for first responders, a better
understanding of policing protocols and challenges
within the community, and the tertiary effects of
mental health conversations between city and
community resources.

Much research has shown an improvement in attitudes and a
reduction of stigma in police officers who received mental
health training. There is good evidence for benefit in officer-
level outcomes, such as officer satisfaction and self-perception
of a reduction in the use of force. A survey of police officers
indicated that CIT-trained officers perceived themselves as less
likely to escalate to the use of force in a hypothetical mental
health crisis encounter. [37]

Furthermore, the efforts of CIT officers and embedded
Co-Responders undoubtedly provide support and relief
for mental health emergencies in ways that are
exceptionally difficult to measure, but are nonetheless
important and relevant to the community.

Additional development of both programs should be
explored as each initiative represents an important
component of IPD's support for the community they
serve.

In addition to these programs, there is merit in considering a
community response that fully releases officers from some low-
acuity/low-risk 911 events and provides the community with a

resource that has the professional education and resources

(including time and transport) to address immediate issues.

31



[67]

"I loved every aspect of the role, but I wish

my understanding of mental health and

how to process trauma had been what it is
now when I did the work”

- Don Altemus, Retired Paramedic [31]



DEFINING THE CHALLENGES

American Medical Response

EMS transport agencies often bear the brunt of the
management and transport of mental health and
quality-of-life patients. As with IFD staff, EMS
personnel frequently face limited options when asked to
address mental health and quality-of-life challenges.
This often results in the unnecessary transport of these
patients to an ER for a lack of other options.

Low-acuity requests will always be a part of 911.
However, there are certain sub-sets of calls that are
particularly concerning, for all parties involved. In
some of the most unfortunate examples, EMS units are
utilized by patients simply because an ER visit is
preferable to incarceration, or that EMS can simply be
path to a bed, warm meal and reprieve from immediate
social conditions that is otherwise unavailable.

It is important to note that persons calling 911 in these
circumstances are often suffering from conditions and
pain that can be hard to identify, even for themselves.
911 use in many of these circumstances is an often
ineffective use of resources, both for the system and the
person in need.

The reduction of emergency system capability these
issues create is significant. Assets quickly bog down
with low-acuity needs, often requiring long transports
and diversions that draw emergency assets away from
the city and 911 availability.

Current debates around increasing mental health call volume for
paramedics, in the media as well as in academia, identify several
factors as problematic, such as inappropriate use of paramedic services
for mental health and other psychosocial issues, insufficient
paramedic mental health training, and deficiencies in community
mental health services.

~ A Critical Analysis of Debates Around Mental Health Calls in the Prehospital Setting, Ford-Jones, 2017 [22]
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American Medical Response

An overview of American Medical Response call
determinants notes a considerable number of responses
and transports per year for “Psych/Behavioral” call
classifications. These transports composed 3% of AMR’s
yearly average 911 call volume of 17,533 in 2021.[23]

AMR Psychiatric Determinants

460 480 500 520 540 560 580 600 620 640

ANNUALCALL VOLUME

FIGURE 8 - AMR 2019-2021 Psychiatric/Behavior Crisis Determinant Data. [23]
Compiled with data from a study of 911 Data from AMR Independence (2022)
It is important to note that this AMR data was gathered
differently than the IPD/IFD data. AMR volumes are
an assessment of “call determinant” alone, and not a
"Keyword" search. Anecdotally, there are a considerable
number of additional calls not included in this data that
could qualify as low-acuity and/or quality-of-life
concerns. The reliability of this data to indicate
accurate run numbers should be considered
questionable.

The reliability of this data comes from how medical calls
are classified. As an example: a 911 caller that calls for a
mental health condition, but indicates that they are
having "shortness of breath", may cause a "bump” in the
classification from "Psychiatric/Behavioral” to
"Respiratory”, thus changing the response and
classification to the most significant medical finding
identified during 911 questioning. Although
appropriate for medic