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A New Day or  More  

of the Same? 
Our Hopes and Fears for  988 (and 911) 

 
Executive Summary  

This year will  see the rollout  of Ȱωψψȟȱ the new three-digit  number for calls 
to the National Suicide Prevention Lifeline. 988 has been touted as the 
new ȰÍÅÎÔÁÌ ÈÅÁÌÔÈ ωρρȢȱ The federal government and many states and 
localities are touting 988 as an alternative to and resource for the 911 system, 
to reduce the number of calls involving people with  mental health issues to 
which the police are sent. 

 
We appreciate support for 988 as part of a more effective response to people 
experiencing mental health crises. But 988 alone is not enough. More, and 
more effective, 988 call centers are only part of what is needed to help people 
with  serious mental health issues, especially Black and Brown people who have 
experienced trauma from over-policing. We also need mobile crisis teams that 
can timely travel to help de-escalate a situation, and we need community crisis 
stabilization centers for those times when people need somewhere to go for 
help. We also need robust longer-term services, including intensive case 
management, peer services, Assertive Community Treatment (ACT), supported 
employment, and supported housing, and for children and youth Ȱ×ÒÁÐÁÒÏÕÎÄȱ 
services. These services help people with  serious mental health issues live 
successfully in their  own homes and communitiesɂand avoid crisis situations. 

 

This paper proposes a vision for a truly community-based response to people 
with urgent behavioral health needs. 988 can be part of this response, but is 
only a part of what we really need. 
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Introduction  

In the wake of the COVID-19 pandemic, and following the national examination of the unjust 

ÁÎÄ ÄÅÁÄÌÙ ÐÏÌÉÃÉÎÇ ÏÆ "ÌÁÃË ÁÎÄ "ÒÏ×Î ÐÅÏÐÌÅ ÁÆÔÅÒ 'ÅÏÒÇÅ &ÌÏÙÄȭÓ ÍÕÒÄÅÒȟ1 communities 

across the country are exploring new approaches to diverting  people with  behavioral health 

issues2 from contact with law enforcement officers and subsequent incarceration or 

institutio nalization. A critical  focus is the impact on Black and Brown people of systems that 

are supposed to serve and keep everyone safe, including the health and behavioral health 

systems, and the police, courts, and jails and prisons. 

911 is a crucial part of these systems Operated by state and local government agencies, 

including law enforcement, fire, and emergency management agencies, 911 employs call- 

takers working in call centers who screen and triage calls for help, routing them to first 

responders as appropriate. 

In virtually all communities, a call for urgent medical care prompts a response from 

emergency medical technicians (EMTs), who provide support on the scene to an individual 

in distress or take them to a hospital emergency room. However, a call concerning an 

individual needing behavioral health care typically triggers a response from law 

enforcement officers and not trained behavioral health workers.3 When the person in 

question needs to go somewhere for ÈÅÌÐȟ ÔÈÅ ÏÆÆÉÃÅÒȭÓ ÏÐÔÉÏÎÓ ÁÒÅ ÆÒÅÑÕÅÎÔÌÙ ÌÉÍÉÔÅÄ ÔÏ ÔÈÅ 

emergency room or jail. 

Between 6 and 10 percent of law enforcement encounters involve people with  mental health 

issues.4 Police respond when 911 is called out of concern for a loved one, including that the 

individual may harm themself or others.5 Police respond when there is disruptive behavior 

at schools.6 Police respond to remove homeless individuals from places where they are not 

wanted, such as parks, plazas, and subways.7 And police respond when an individual with 

mental illness engages in behavior that seems disturbing or odd.8 Police are also deployed 

to transport people to the hospital, including to receive involuntary care.9 When police are 

involved, arrest and incarceration followɂand, too often, the use of deadly force.10 

States and localities are considering and implementing reforms to 911, such as diverting  calls 

for help with  behavioral health issues to alternative first  responders with behavioral health 

expertise. And some communities are encouraging residents to avoid calling 911 altogether 

when seeking help for a behavioral health issue. National legislation is being implemented 

establishing a new three-digit number, 988, for behavioral health issues that routes calls to 

what was formerly  known as the National Suicide Prevention Lifeline.11  The Lifeline is a 

national network  of local nonprofit  organizations funded since 2004 by federal and state 3 

governments to provide support to people calling a 1-800 number (1-800-273-TALK) who 

are considering suicide or otherwise need emotional support.12 
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People with lived experience and others have expressed concerns about how the Lifeline 

operates. Often, a call to the Lifeline results in a visit from the police and incarceration or 

involuntary hospitalization.13 Nevertheless, we understand and appreciate the attention 

paid to 988 as part of a national effort to provide support to people with behavioral health 

challenges, including those exacerbated by the COVID-19 pandemic. We hope that the 988 

rollout will spur public attention to, and additional support for, the historically under- 

resourced community-based behavioral health system. 

It  is far from clear, however, that the implementation of 988 will  actually result in expanded 

behavioral health care for people in their homes, schools, and communities. Without an 

investment in community-based services, we fear that the 988 rollout will result in  more of 

what we have now: law enforcement responding to people with behavioral health issues, 

needless deaths, and overreliance on jails, hospitals and emergency rooms, especially for 

Black and Brown people. And if ÔÈÅ ÅØÉÓÔÅÎÃÅ ÏÆ Á ÎÅ× ȰÍÅÎÔÁÌ ÈÅÁÌÔÈ ωρρȱ14 actually 

increases calls for help with behavioral health issues, the number of law enforcement 

contacts with people with behavioral health challenges may actually increase. 

It doesÎȭÔ ÈÁÖÅ ÔÏ ÂÅ ÔÈÉÓ ×ÁÙȢ Below, we propose an alternative vision for a truly 

community-based response to people with urgent behavioral health needs. 

A Mental  Health  Crisis 

Even before the COVID-19 pandemic, the United States was experiencing what many have 

called a ȰÍÅÎÔÁÌ ÈÅÁÌÔÈ ÃÒÉÓÉÓȢȱ15 In 2020, the federal government reported that 52.9 million 

(21 percent) adults had some mental health needs.16 Of these, 14.2 million adults had a 

conditionɂlike major depression, bipolar disorder, or schizophreniaɂthat the government 

ÄÅÆÉÎÅÓ ÁÓ ȰÓÅÒÉÏÕÓ ÍÅÎÔÁÌ ÉÌÌÎÅÓÓȱ ɉ3-)ɊȢ17 Another 27.6 million adults had a substance use 

disorder (SUD) that year, and 5.7 million  adults had both SMI and an SUD.18 And pre-COVID- 

19 studies indicated that as many as one in six children and youth ages 6-17 experience a 

mental health disorder such as depression or anxiety or have attention deficit hyperactivity 

disorder (ADHD).19 

-ÁÎÙ ÐÅÏÐÌÅ ×ÉÔÈ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÃÏÎÄÉÔÉÏÎÓ ÃÁÎȭÔ ÇÅÔ ÔÒÅÁÔÍÅÎÔȢ In 2016, 11.8 million 

Americans aged 18 or older needed but did not receive mental health services.20 In the same 

year, only about one in nine people with an SUD received treatment.21 And only half of all 

children and youth with  a mental health condition receive treatment, in school or anywhere 

else.22 In the United States, individuals with  untreated mental health conditions are far more 

likely to be killed by law enforcement than are others.23 

These trends are all too familiar, and far more ÐÒÅÖÁÌÅÎÔȟ ÉÎ ÏÕÒ ÃÏÕÎÔÒÙȭÓ Black and Brown 

communities. Groups that have been historically disadvantaged and discriminated against, 

4 such as African Americans and Native Americans, are engaged in mental health services at 

far lower rates than are other groups.24 Studies show that Black and Brown people are less 

likely  to have their  behavioral health conditions diagnosed,25 and more likely  to receive 
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inadequate care.26 Black and Brown children are less likely  to receive mental health services 

in school or in other community settings, and more likely  to be punished for their  behavior.27 

The over-policing of Black and Brown people contributes to these disparities.28 A study of 

residents of Baltimore and New York City found that communities of color had greater 

exposure to law enforcement and that this exposure was associated with greater likelihood 

of psychological distress, current suicidal ideation, suicide attempts, and psychotic 

experiences.29 

The COVID-19 pandemic has exacerbated these trends. Social isolation resulted in increased 

loneliness, depression, and anxiety. In January 2022, the federal Centers for Disease Control 

and Prevention reported that 32 percent of adults said they experienced symptoms of 

anxiety or depressionɂnearly three times as high as the 11 percent of adults who reported 

these symptoms in 2019.30 In the past year, 14 percent of adolescents report experiencing 

a major depressive episode, and 4 percent report having an SUD.31 

Black and Brown communities have been the hardest hit. During the pandemic, Black and 

Latinx adults were significantly more likely to report symptoms of anxiety or depression 

than were White adults.32 In addition, Black and Brown workers have been overrepresented 

among essential workers required to work  outside the home. These workers are more likely 

to become ill from COVID-19, experience mental health symptoms such as anxiety or 

depression, and experience trauma from living with increased risk of infection or loss of 

income.33 

At the same time, the COVID-19 pandemic has limited the availability of behavioral health 

services. Many providers have reported reduced capacity to provide community-based 

behavioral health services, due to challenges in recruiting and retaining staff34 that have 

depleted already strained service delivery systems.35 

Policymakers acknowledge that a mental health crisis exists, and are seeking solutions.36 

The jury  is out on whether these solutions will  advance an effective and equitable system of 

alternative first responders, or an expansion of community services that are effective in 

helping individuals avoid arrest and incarceration.37 
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Is 988 the Answer? 

In July 2020 Congress enacted the National Suicide Hotline Designation Act.38 The Act 

created a nationwide three-digit  number, 988, which people can call when they or others are 

experiencing a behavioral health crisis. 

As noted, 988 is intended to expand and enhance the National Suicide Prevention Lifeline 

network of call centers that respond to people with mental health issues, including when 

considering suicide.39 The Lifeline is a program of the federal Substance Abuse and Mental 

Health Services Administration (SAMHSA).40 Since its inception in 2004, the Lifeline has 

been implemented by a network  of crisis centers that provide ȰςτȾχȱ ÃÏÕÎÓÅÌÉÎÇ ÔÏ ÐÅÒÓÏÎÓ 

calling the ,ÉÆÅÌÉÎÅȭÓ toll -free phone number, 1-800-273-TALK.41 The Lifeline offers support 

to callers who speak languages other than English, through a Spanish language hotline and 

interpreter services, and to deaf or hard of hearing callers, including through relay 

services.42 In 2007, the federal Department of Veterans Affairs partnered with SAMHSA to 

create a special hotline for veterans seeking emotional support.43 Later, a web-based Lifeline 
6 Chat program was added so that people seeking support could contact a counselor and 

obtain help via text messages.44 
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Abstract Graphic Created by Jalyn Radziminski, Bazelon Center for Mental Health Law, Is 988 The Answer?; Washington DC, June 2022. 
 
Image description: "Is 988 the answer?" This flowchart graphic showcases potential response pathways that 988 (previously known as 
Lifeline), can connect to in this current system. 988 can connect callers to law enforcement, the ER, or psychiatric institutions. "We must 
address the entire crisis response system, which currently disproportionately harms BIPOC and Disability communities by subjecting them 
to greater risks of institutionalization and incarceration" in a blue box with a red border and white letters. The Bazelon Center logo is in 
the top left corner. 



988 is supposed to become operational by July 16, 2022.45 States are permitted to collect 

fees to support the Lifeline, as they do to support the 911 system.46 Congress has also 

appropriated additional federal funding to support the Lifeline network47 and additional 

appropriations have been proposed.48 The federal funding to date has not allowed a 

significant expansion of the Lifeline network, and as of March 2022 only a few states had 

enacted fee legislation to provide additional funding.49 

The Lifeline reports that its call centers have received almost 20.5 million  calls since it  began 

operations in 2005.50 According to the Lifeline, 95 percent of callers are connected to a 

trained counselor, who may be a paid staff member or a volunteer, within 60-90 seconds.51 

Ȱ.ÕÍÅÒÏÕÓ studies of Lifeline calls have shown that the majority  of callers are more likely  to 

feel less depressed, less suicidal, less overwhelmed and more hopeful after speaking with a 

,ÉÆÅÌÉÎÅ ÃÏÕÎÓÅÌÏÒȢȱ52 And Lifeline call centers may provide other services within the 

communities they serve.53 

Still, there are significant concerns about the Lifeline. There are reports that many calls or 

texts to the Lifeline go unanswered,54 or that in many cases the call-ÔÁËÅÒȭÓ ÒÅÓÐÏÎÓÅ ÉÓ 

unhelpful.55 Many people with behavioral health issues do not use the Lifeline because calls 

to the Lifeline too often result in unwanted visits from the policeɂmuch as do calls to 911ɂ 

with forced treatment, hospitalization, or incarceration as a result.56 

Even though the Lifeline advertises its services as confidential, thousands of callsɂand 

perhaps tens or hundreds of thousands of calls--are traced so that emergency responders, 

such as the police, can be sent to the scene.57 This happens whether or not the caller 

intended or desired such a response.58 

When someone calls the Lifeline, the call-taker makes an assessment of the risk the caller 

will  harm themselves, including whether the means to harm are readily available to them.59 

3!-(3!ȭÓ data indicates that about two percent of calls to the Lifeline are deemed to present 

ÁÎ ȰÉÍÍÉÎÅÎÔ ÒÉÓËȱ ÏÆ ÓÕÉÃÉÄÅȟ ÁÎÄ ÒÅÓÕÌÔ ÉÎ ÐÏÌÉÃÅ ÂÅÉÎÇ ÓÅÎÔ ÔÏ ÔÈÅ ÃÁÌÌÅÒȢ60 This happens 

whether or not the caller requests such a response, or agrees to it: the Lifeline can obtain 

location information  from the ÃÁÌÌÅÒȭÓ phone service provider, or can ping the GPS chip in the 

ÃÁÌÌÅÒȭÓ ÃÅÌÌ ÐÈÏÎÅȢ61 One report analyzing the SAMHSA data concluded that as many as 

44,000 calls to the Lifeline resulted in visits by police in the year from October 1, 2017 to 

September 30, 2018.62 The same year, there were approximately 108,000 instances of 

behavioral health mobile response teams being sent to the caller.63 These teams were often 

accompanied by the police.64 

The Lifeline projects that by 2027 its call centers will process some 40 million calls 

annually.65 If this is accurate, and the police continue to be dispatched in response to calls 2 

percent of the time, police would be sent to 800,000 Lifeline callers each year.66 Many other 

callers would receive a hybrid  police-behavioral health mobile team response. This would 7 

happen whether this was what the caller intended, or wanted, based on the call ÃÅÎÔÅÒȭÓ risk 

assessment and protocol. 
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When Calling the Lifeline Does More Harm Than Good 

A 2020 Mad in America article included interviews with a number of individuals whose calls to the 

Lifeline prompted a visit from the police and a trip to the hospital, with significant and unintended 

disruption to their lives.67 

S., a Black veteran in his 20s, called the Lifeline during his lunch period. After 10 minutes, he ended 

the call and went back to work. Twenty minutes later, police officers arrived at his workplace. The 

police escorted S. to an ambulance. All of {ΦΩǎ co-workers and his supervisor saw him get taken 

away. {Φ ǿŀǎ ŘŜǘŀƛƴŜŘ ŦƻǊ ǎŜǾŜǊŀƭ ƘƻǳǊǎ ŀǘ ŀ ǾŜǘŜǊŀƴΩǎ ƘƻǎǇƛǘŀƭΦ He received a bill for $1500 for the 

ambulance, and was laid off his job three months later. 

H., a young white law student, called the Lifeline when she was depressed. The call-taker asked her 

how she would kill herself, and then suggested she go to a psychiatric hospital. H. ended the call so 

that she could go to a class. Fifteen minutes later, the police and an ambulance arrived. The police 

strapped her to a stretcher and helped carry H. to the ambulance, which then took her to the 

hospital. She was kept in the hospital for two weeks. She was discharged with a $50,000 bill. H. 

expressed concern that anything hospital staff said about her would be communicated to bar 

examiners, who could question her mental fitness for practicing law and deny or condition her law 

license after law school. 

J., a Ph.D. student and transgender man of Middle Eastern descent, called the Lifeline from a 

disposable phone. Even though J. took the battery out of the phone after the call, police found him 

and took him to the hospital, where he was injected with psychiatric medication. He was discharged 

a week later, so traumatized that he dropped out of school. 

The Lifeline is aware of concerns raised by stories such as these. A committee of people with lived 

experience that advises the Lifeline met in October 2020 to discuss concerns about sending police 

to callers without their knowledge.68 According to the minutes of this meeting, the discussion 

focused on a number of issues: 

άώIϐƻǿ ŀ ŦŜŀǊ ƻŦ фмм ōŜƛƴƎ ŎƻƴǘŀŎǘŜŘ Ŏŀƴ ŘŜǘŜǊ ǇŜƻǇƭŜ ŦǊƻƳ ƎŜǘǘƛƴƎ [ƛŦŜƭƛƴŜ ƘŜƭǇΤ ƘƻǿΣ ƛƴ ǎƻƳŜ 

cases, law enforcement intrusion in suicidal crises can aggravate pre-existing family conflicts (or 

create new ones), including creating more risks; how 911 can have financial costs (unexpected bills 

for unwanted service, etc); and how police encounters with historically 

marginalized/victimized/oppressed groups can create unintended harms, including violence, 

ǘǊŀǳƳŀǘƛȊŀǘƛƻƴ ŀƴŘ ŎǊƛƳƛƴŀƭƛȊŀǘƛƻƴΦέ69 

Research has questioned the validity and effectiveness of the assessments that the Lifeline 

call centers use to determine risk. In a recent report, the National Council on Disability 

described a meta-analysis synthesizing 50 years of research and found that ȰÓÃÉÅÎÃÅ could 

8 only predict future suicidal thoughts and behaviors about as well as random guessing. In 
other words, a suicide expert who conducted an in-depth assessment of risk factors would 
predict a ÐÁÔÉÅÎÔȭÓ future suicidal thoughts and behaviors with the same degree of accuracy 
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as someone with  no knowledge . . . who predicted based on a coin ÆÌÉÐȢȱ70 A 2018 study found 

ÔÈÁÔ ÓÕÉÃÉÄÅ ÒÉÓË ÁÓÓÅÓÓÍÅÎÔ ÐÒÏÔÏÃÏÌÓ ÁÌÌ ÐÒÏÄÕÃÅ ÁÎ ȰÕÎÁÃÃÅÐÔÁÂÌÙ ÈÉÇÈ ÆÁÌÓÅ ÐÏÓÉÔÉÖÅ 

ÒÁÔÅȢȱ71 And a 2016 study of Lifeline call centers stated that their  concept of Ȱ)ÍÍÉÎÅÎÔ ÒÉÓËȱ 

ȰÉÓ ÆÒÁÕÇÈÔ ×ÉÔÈ ÐÒÏÂÌÅÍÓ ÓÕÃÈ ÁÓ ÌÁÃË ÏÆ ÃÌÁÒÉÔÙ ÁÎÄ ÉÍÐÒÅÃÉÓÉÏÎȢȱ72 

Moreover, there is limited capacity for non-police responses. In many parts of the country, 

including in many rural areas, behavioral health mobile teams do not exist or cannot timely 

respond to most calls. In these communities, by default law enforcement officers are the first 

responders.73 Even in urban areas, behavioral health mobile response teams are not always 

available on a 24/7 basis. They may not operate during overnight hours, when many calls 

are made.74 Also, mobile teams will not respond to certain types of calls without being 

accompanied by the police.75 

There are also concerns whether call centers will make a culturally competent response.76 

Although in some parts of the country there are many Lifeline call centers, in broad swaths 

of the country there is only one statewide center, which may not be aware of the cultural 

norms of the ÃÁÌÌÅÒȭÓ community, or the resources available to people with  behavioral health 

issues in that community.77 Also, when a call center cannot take a call, it  is re-routed to other 

call centers, which may be outside the state.78 There is little  information  on the professional 

or life experience of call center staff and whether they have received effective training, 

including on implicit bias, the effect of trauma on mental health, and other areas key to 

ensuring cross-cultural competence.79 

Further, in most if not all of the country, it is unlikely that a Lifeline call will result in the 

caller receiving the services and supports needed to reduce the likelihood of calls to the 

hotline in the future. People, including those who rely on public health systems and Medicaid 

for support, often lack access to intensive services, such as case management or services 

from a multidisciplinary  team such as an Assertive Community Treatment (ACT) team.80 For 

individuals who are unhoused or housing insecure, there is not enough affordable housing 

or providers of services that help people find and maintain housing.81 And for people who 

rely on private insurance, despite federal law requiring that coverage for behavioral health 

treatment be on par with other forms of care, individuals often cannot get the behavioral 

health services they need, either because the plan does not authorize them, or because there 

are not enough providers.82 

For all of these reasons, the rollout  of 988 is at best only a partial solution for responding to 

behavioral health crises and the harmful involvement of law enforcement in such responses, 

which especially affects Black and Brown people. 

There is another, better approach. And we know what investments need to be made to get 

there. 
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A More Comprehensive Solution 

We share the goals behind the creation of 988, including reduced reliance on law 

enforcement. Law enforcement involvement in calls involving people with behavioral 

health issues should be reduced to as close to zero as possible. Expanding and improving 

the 988 network, while important, will not accomplish this. And having call centers that 

ÒÅÓÐÏÎÄ ÅÆÆÅÃÔÉÖÅÌÙ ÔÏ ȰÍÅÎÔÁÌ ÈÅÁÌÔÈ ωρρȱ ÃÁÌÌÓ ÉÓ ÏÎÌÙ Á ÐÁÒÔ ÏÆ ÔÈÅ ÓÏÌÕÔÉÏÎȢ Every 

community must have a behavioral health system that provides the longer-term services and 

supports people need to live successfully in the communityɂand to avoid crises. 

988 call centers should be staffed by people skilled at engaging callers and understanding 

what circumstances led the caller to make the call.83 In addition to mental health clinicians, 

988 call centers should employ people with lived experience working as peers. 

There are well-established call center networks, outside of Lifeline, led by people with  lived 

experience that have created a ȰÐÅÅÒ-to-ÐÅÅÒȱ ethos that makes their  services especially 

10 effective.84 These call centers maintain a strict confidentiality policy: they do not trace the 

ÃÁÌÌÅÒȭÓ location, and they do not dispatch a response unless the caller agrees and provides 
their  location.85 These are best practices. Although we understand that 988 call-takers may 
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Abstract Graphic Created by Jalyn Radziminski, Bazelon Center for Mental Health Law, Community-Based Mental Health Support 
Washington DC, June 2022. 
 
Image description: "Community-based mental health support" This graphic design displays the person who needs support in the 
center deciding what service they want to opt into. It shows no reliance on law enforcement and alternative services 988 can connect 
people to such as direct access to community-based mental health services, peer respites, and housing, after the rollout of 988 (the 
Lifeline). The Bazelon Center logo is in the bottom right corner. 



feel they may need to sometimes dispatch a response without  consent, they should not. This 

practice, which risks a police response and forcible transport  to a hospital or jail, discourages 

many people from calling for help in the first place.86 Moreover, information sharing based 

on consent encourages trust between the caller and call-ÔÁËÅÒȟ ÁÎÄ ÅÎÃÏÕÒÁÇÅÓ ÔÈÅ ÃÁÌÌÅÒȭÓ 

engagement with the behavioral health service system. Geolocation for routing calls to the 

nearest call center can be limited to identifying the area code in which the caller is located, 

and connecting the caller to a call center serving that area code.87 

Hotlinesɂand warmlines88ɂmust also be accessible to all people, including people with 

disabilities that affect communication. This means ensuring that every call center (or, 

perhaps, one national back-up center89) can provide an ASL-trained counselor or ASL or 

other interpretive services for people who are deaf or hard of hearing and a text or chat 

option for people for whom that mode of communication is their preference. There should 

be ongoing training on communications with people with intellectual or developmental 

disabilities, and with autistic people. 

Call centers should be part of, and integrated into, the behavioral health system, so there is 

ÔÒÕÌÙ Á ȰÍÅÎÔÁÌ ÈÅÁÌÔÈ ωρρȢȱ The 988 system should not stand alone, but should be part of, 

and should help manage, a comprehensive, non-coercive system for addressing behavioral 

health crises that includes mobile teams and an array of short-term residential options. 

Call centers can resolve many calls by providing advice, making referrals, and/or providing 

transportation to a community-based service provider. Other calls will require dispatching 

a mobile team to respond quickly and de-escalate situations, and connect individuals with 

needed services. Over the past few years, many communities have implemented mobile 

ÓÅÒÖÉÃÅÓ ÍÏÄÅÌÅÄ ÏÎ /ÒÅÇÏÎȭÓ #!(//43 ÐÒÏÇÒÁÍȟ in which an emergency medical 

technician (EMT) and a mental health clinician, both unarmed, are dispatched to respond to 

calls involving people with behavioral health issues instead of the police.90 Some 

communities, like San Francisco, have adapted the CAHOOTS model so that it  includes a peer 

on the team.91 And other communities, like Baltimore, are expanding their capacity to send 

teams consisting of a peer and a clinician to respond to behavioral health calls instead of the 

police.92 Such teams should be available 24 hours a day, seven days a week, 365 days a year, 

and should respond within a time frame that is comparable to that of law enforcement, so 

that these teams are a meaningful alternative to a police response. 

In addition, there should be an array of facilities for crisis resolution and stabilization, 

including for overnight stays. These facilities should include respite apartments,93 

apartments for short term stays staffed by mental health professionals including (and often 

led by) peers,94 ÁÎÄ ÕÒÇÅÎÔ ÃÁÒÅ ÃÅÎÔÅÒÓ ÕÓÉÎÇ Á ȰÌÉÖÉÎÇ ÒÏÏÍȱ ÍÏÄÅÌȢ95 They should be 

scattered in neighborhoods in urban areas. Inpatient hospital care should be a last resort 

and used only when necessary, for example, when a ÐÅÒÓÏÎȭÓ physical health care must be 11 

provided in an inpatient  setting.  Short-term detox facilities should be available as well, 

followed by offers of treatment of substance use disorders, including community-based 
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medication assisted treatment (MAT).96 People with  lived experience are providing care and 

support, and often leading, the operation of all these types of crisis facilities.97 Communities 

ÓÈÏÕÌÄ ÁÄÏÐÔ Á ȰÎÏ ×ÒÏÎÇ ÄÏÏÒȱ ÁÐÐÒÏÁÃÈȡ ÁÎÙ ÆÁÃÉÌÉÔÙ ÏÐÅÒÁÔÉÎÇ ×ÉÔÈÉÎ ÔÈÅ ÃÒÉÓÉÓ ÓÙÓÔÅÍ 

should be able to accept referrals, walk-ins, and first responder drop-offs, at any time.98 

These components of a behavioral health crisis response systemɂsomeone for a person to 

talk to, someone to go to the person, and somewhere for the person to goɂprovide a robust 

and effective response to individuals in crisis. They are also a resource for the 911 system, 

which can connect calls to 988 if they involve a person known to have or who appears to 

have a behavioral health issue. Such calls should be handled by 988 and the behavioral 

health system. (It would be helpful for mental health professionals, including clinicians but 

also peers, to work  within  the 911 call center, to help appropriately triage and route calls.99) 

In a limited number of cases, it may be appropriate for the police to respond jointly with or 

as backup for the behavioral health system. Communities should collect and analyze data, 

adopt policies, and provide training  to 988, 911, and police staff, identifying  those situations 

that can and should be handled entirely by 988 and the behavioral health system and those 

situations, such as those involving imminent violence to others, in which the police should 

also respond.100 988 and 911 service providers, and law enforcement agencies, should audit 

those instances when police are dispatched, to better understand whether involving the 

police was appropriate. The police should not be deployed when an individual only  poses a 

threat of self-harm and presents no risk to others. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

12 

�x Avoiding Harm. An appropriate response to behavioral health crises considers the risks and 

benefits attendant to interventions and whenever possible employs alternative approaches, 

ǎǳŎƘ ŀǎ ŎƻƴǘǊƻƭƭƛƴƎ ŘŀƴƎŜǊ ǎǳŦŦƛŎƛŜƴǘƭȅ ǘƻ ŀƭƭƻǿ ŀ ǇŜǊƛƻŘ ƻŦ άǿŀǘŎƘŦǳƭ ǿŀƛǘƛƴƎΦέ In 

circumstances where there is an urgent need to establish physical safety and few viable 

alternatives to address an immediate risk of significant harm to the individual or others, an 

appropriate crisis response incorporates measures to minimize the duration and negative 

impact of interventions used. 

�x Intervening in Person-Centered Ways. Appropriate interventions seek to understand the 

ƛƴŘƛǾƛŘǳŀƭΣ ǘƘŜƛǊ ǳƴƛǉǳŜ ŎƛǊŎǳƳǎǘŀƴŎŜǎΣ ŀƴŘ Ƙƻǿ ǘƘŀǘ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ preferences and 

goals can be maximally incorporated in the crisis response. 

�x Shared Responsibility. An appropriate crisis response seeks to assist the individual in 

regaining control by considering the individual an active partner inτrather than a passive 

recipient ofτservices. 
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Core Values in Responding to Behavioral Health Crises 

In 2009, the Bazelon Center convened a panel of experts who identified ten essential values for 

responding to behavioral health crises. The ŜȄǇŜǊǘǎΩ ǊŜǇƻǊǘ ǿŀǎ ǎǳōǎŜǉǳŜƴǘƭȅ ǊŜǾƛŜǿŜŘ ōȅ ŀ 

second panel of subject-matter experts.101 The ten core values are: 


























