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ABSTRACT 

Background: Americans in a mental health or substance abuse crisis who call 911 for assistance 
are at increased risk for police violence. With the growing recognition that police are not trained 
behavioral health (BH) workers, cities across the country are searching for alternatives models of 
response to these 911 calls.   

Objectives: To (1) describe community perceptions of 911 response to BH crisis calls, (2) 
explore community preferences for non-police models of response, and (3) engage a community 
advisory board in all study activities. 

Methods: Using a community based participatory research (CBPR) approach, during 2023 in 
Columbus, Ohio we conducted 30 semi-structured interviews that were audio recorded, 
transcribed, and analyzed via qualitative methods.  

Results: Four key themes emerged: (1) variation in responding officer demeanor across calls 
within the same neighborhood and even to the same address: “a different cop can make all the 
difference”; (2) a pervasive reluctance to call the police during BH crises; (3) need for increased 
training in BH disorders and de-escalation; and (4) strong support for a non-police response 
program – “medics for mental health.” 

Conclusions: As one of the first studies to explore community member perspectives on this issue, 
interviewees shared a preference for a non-police response program and made specific 
recommendations for its structure. While non-police response models have proliferated across 
the country, there is a need to engage the community in model development and impact studies 
using the methods of CBPR. 

 

KEYWORDS: Mental Health, Police, qualitative, Community-Based Participatory Research, 

Substance-Related Disorders, crises response 
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A Community-engaged Qualitative Study of Police Response to 911 Calls for Behavioral 

Health Crises 

INTRODUCTION 

In the past year a third of adult Americans had either a mental illness or substance use disorder 

(jointly referred to as behavioral health (BH) conditions).1 Historically, the U.S. health care 

system has faced challenges effectively responding to BH crises.2 Due to deinstitutionalization 

and the lack of availability of BH resources, local law enforcement agencies have become the 

default responders for BH crises.3,4 Police as “street corner psychiatrists”5 increased the rate of 

interactions between persons with BH conditions and the criminal justice system, with data 

suggesting that a person with an untreated BH condition is three times more likely to be 

incarcerated than treated in a BH care facility.4 In addition to inappropriate incarcerations, there 

is a high risk of police violence during BH crises; between 2015 and 2024, nearly 20% of the 

victims of fatal police shootings were individuals experiencing BH issues.6 

These facts expose a troubling reality: police officers acting as surrogate BH providers 

frequently contribute to the worsening of situations experienced by those in crisis.7,8 This is 

partly rooted in the stigmatized views that police officers attribute to persons with BH 

conditions, characterizing them as “dangerous” or “volatile” individuals.9–11  Such narratives are 

often used as the rationale for law enforcement personnel defaulting to traditional policing 

tactics, which can further escalate the crisis.8 For example, police are trained that someone not 

following their commands is dangerous – yet people on stimulants may be physically unable to 

hear or follow direct orders.12 It is equally important to recognize how non-BH factors, such as 
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race, socioeconomic status, and neighborhood of residence intersect and influence police 

response. For example, many suspect that Black persons with BH conditions face a heightened 

risk of negative encounters with police due to the compounding effects of structural racism.13 

To mitigate the impact of these issues, law enforcement agencies developed Crisis Intervention 

Team (CIT) programs to educate police officers to respond to BH crises appropriately. While 

17% of U.S. police agencies offer formal CIT programs, meta-analyses of outcome studies find 

little evidence of impact on crisis outcomes.14,15 Many alternative response models, in addition to 

CITs, have sprouted across the U.S., including police/BH provider co-response, or, non-police 

response teams consisting of social workers, EMTs, community health workers, or a 

combination of those roles.16 While the adoption of alternative models is expanding across the 

country, there is sparse rigorous effectiveness research.14,15 As a precursor to conducting impact 

assessments on these police-centered or non-police models of crisis response, it is critical to 

understand the local context in which these response models are implemented.  

Among the small number of U.S.-based studies that qualitatively explore stakeholder perceptions 

of the response to BH crises, only one interviewed impacted community members17 the others 

focused on the perceptions of service providers18 or the reflections of police officers on their 

ability to respond appropriately.19 The historical exclusion of community members from 

developing, implementing, and evaluating BH crisis response models prompted calls for full 

community integration at all stages of response program development and evaluation.8 To 

address this call, our study had the following aims: (1) describe community perceptions of 911 

response, (2) explore community preferences for new models of response, (3) engage a 

community advisory board in all study activities. To our knowledge, this is one of the first 
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studies in a U.S. metropolitan city to examine perspectives of community members who have 

experienced a police response to a 911 call for a BH crisis.  

METHODS 

To achieve the study aims, we conducted a qualitative interview study following the community-

based participatory research (CBPR) approach via collaborative engagement of a Community 

Advisory Board (CAB) as active members of the study team.20,21 Below we present details on the 

study setting, the CAB, and the data collection and analysis process. Each step of this protocol 

was approved by the Blinded for Review University’s Institutional Review Board, study id # 

2021B0195. 

Study Setting 

The Columbus, Ohio Division of Police currently has three response models for handling 911 BH 

calls: traditional police response, a CIT-trained officer (mandatory for all new recruits since 

2018), and the Mobile Crisis Response (MCR) program, which was launched as a pilot in June 

2018. This co-response program pairs a BH provider with a CIT-trained police officer. Given the 

limited numbers of CIT-trained officers and the small MCR pilot program, the majority of BH 

calls to 911 receive a standard police officer response.  

Community Advisory Board 

Utilizing a CAB played an integral role in ensuring that our study team elevated the voices of 

community members throughout the project and provided the necessary structure to foster an 

authentic partnership that would benefit community members.22 The six-member CAB includes 

the director of the county’s BH assessment center, the executive director of a local mental health 
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treatment center, and four community members engaged in civic organizations working in the 

social services sector in Columbus. This board was convened unofficially before the academic 

study team applied for external funding for this project and thus, engaged in the grant 

development process. Potential board members were identified through collaboration with 

partner community organization, who also wrote letters of support for the grant application: the 

Columbus Division of Public Safety, Disability Rights Ohio, the Columbus Safety Collective, the 

YWCA Columbus, the Columbus City Council, Netcare Access – the county’s BH crises 

services, and Cohear – a local community engagement and strategy company. Each year of the 

two-year grant period each CAB member was offered renumeration of $700 as a recognition of 

the personal time devoted to this project.  

The academic team engaged with the CAB bi-monthly via Zoom to collaboratively finalize the 

data collection and recruitment materials and co-develop the formal recruitment process. In 

subsequent meetings, we developed a list of personal and work contacts who are engaged in 

community activism around police response, and the CAB made initial contacts and assisted with 

recruiting embedded community leaders who would agree to pass recruitment flyers to their 

contacts who may meet study inclusion criteria. The CAB has also provided critical feedback 

about results interpretation and has engaged in disseminating study findings in traditional 

academic outlets and local and national community forums. 

Study Population and Recruitment 

Study inclusion criteria was to have personal knowledge of at least one 911 BH call as a caller, 

recipient of the 911 response, bystander, or close family member of a caller, recipient, or 

bystander. Convenience and snowball sampling via email and flyers were used to recruit from 
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neighborhoods familiar to the CAB members.24 CAB members and community contacts were 

critical in establishing a robust recruitment strategy to reach participants who met the inclusion 

criteria.25 For example, initial brainstorming sessions with our CAB identified the name of a 

popular pastor who had engaged in police response advocacy in the community. A CAB member 

contacted this pastor, forwarded an email from study investigators introducing the study and 

describing the inclusion criteria, and requested his collaboration in recruitment. The paster then 

disseminated the recruitment flyer to potential eligible participants among his congregants.  

Data Collection 

Data was collected via a series of group and individual interviews starting in the spring of 2023 

and continuing through the fall of that year. Two study team members (initials blinded for review 

- an expert in qualitative data collection) and a CAB member who specializes in leading 

community focus groups, conducted three, two-hour group interviews over Zoom with 

participants who met our inclusion criteria based on a short pre-interview screening survey 

hosted on Qualtrics (N = 5, 4, 3 across the three groups). We also conducted individual 20 to 30-

minute phone interviews with 18 participants who either could not attend the scheduled group 

interview or responded to our recruitment materials after the initial group interviews. During 

these additional individual interviews, we reached thematic saturation.26 

The interviews were recorded after informed consent was obtained and all audio files were 

transcribed to facilitate data analysis. Each participant received a $50 gift card as a thank you for 

their time and was provided with mental health resources identified by the CAB, if requested. 

Participant name, email, and phone number were recorded in a separate tracking file not linked to 

study data. The semi-structured interview guide included question prompts in three main sections 
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titled: (1) participant experiences with first responders during crisis calls, (2) participant 

experiences after the initial crisis call, how and where did it end?, and (3) what model of response 

does the community most prefer / trust? (See the supplemental material for the full guide). Study 

participants were not directly asked to report their demographic characteristics; an intentional 

choice made by the study team to preserve the anonymity and comfort of community members 

sharing very sensitive personal stories. General demographic categories of participants were 

inferred from their responses to open-ended questions (for example, one’s role as a BH provider 

or a public library employee).  

Data Analysis 

This study employed rapid qualitative analysis (RQA) – a method to extract timely, policy 

relevant results from qualitative data.27 This method has been validated against traditional 

thematic analysis with scholars concluding, “this pragmatic method follows accepted scientific 

practices, is rigorous, and facilitates the collection of readily applied qualitative data.”28 RQA 

utilizes a three-step process. First, the first and second authors (initials blinded for review) 

created a structured data extraction template based on the interview guide and used that template 

to summarize each audio-recorded interview. Verbatim quotes were also pasted into the template 

during this step. Next, the templated summaries were consolidated into matrices for visual 

display, to identify commonly occurring themes, and to allow comparison across groups of 

participants. Third, during a series of meetings, the coding team collaboratively and iteratively 

reviewed, discussed, and sorted the matrix data to identify commonly occurring themes and 

subthemes and representative quotes.  
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These initial results were shared with the CAB, who interpreted the results and suggested 

changes to the wording of themes and potential implications of findings based on their 

understanding of the topic area and the community. We then conducted a member-checking 

exercise by presenting our findings to the community in October 2024 at a downtown 

metropolitan library. All study participants received an invitation to attend. Additionally, CAB 

members sent invites to their colleagues and associates. The community meeting was a chance to 

discuss different interpretations of our findings and collect thoughts on our dissemination plans. 

While this meeting didn’t result in any substantive adjustments to our analytic findings, there 

were small suggestions that helped us refine our results presentation. 

RESULTS 

The 30 study participants included people with BH conditions, family members and friends of 

people with BH conditions, public library employees and BH counselors who make these 

emergency calls as part of their daily job, community activists, an elected official, and 

neighborhood members who saw our recruitment flyer and had a story to share about experiences 

in their neighborhoods. Participants spanned age, race, and socio-economic status brackets, and 

most interviewees reported a long history of 911 calls for themselves and/or their family 

members.  

The analysis revealed four key themes presented in Table 1 alongside representative quotes. 

Overall, we heard a consistent story of variation in the demeanor of responding police within the 

same neighborhood: this variation in officer demeanor was not about the operational process of 

responding to the call, i.e. what the officer does, but the level of emotional intelligence and 

attitude the officer brought to the situation. Relatedly, there was a pervasive reluctance to call the 



 

 
911 Calls for Behavioral Health Crises   10 

 

PROGRESS IN COMMUNITY HEALTH PARTNERSHIPS: RESEARCH, EDUCATION, AND 
ACTION (PCHP).  FORTHCOMING.  ALL RIGHTS RESERVED.         

police during BH crises and strong support for a non-police response. The following sections 

present details and representative quotes related to the four key themes. 

 

***** Insert Table 1 **** 

 

Varied police demeanor across incidents within a neighborhood 

Overall, we found that while it is “dangerous to be black in any neighborhood,” there was 

variation in police demeanor (i.e. attitude) across incidents within the same relatively 

homogenous neighborhood, and to repeated calls to the same address. Participants noted police 

demeanor (compassionate, helpful, aggressive, apathetic) then dictated the tone set during the 

encounter – “a different cop can make all the difference.” A mother of a child with a chronic BH 

condition recounted the varied police responses she has encountered across the years while living 

in the same neighborhood. She has seen the police respond without force, even when a weapons 

threat was involved. But the variation in response was salient in her mind: “They pick and 

choose [when to respond negatively]. You [responding officer] don't have to yell; you can just 

talk."  

Three subthemes emerged around the question of why there was variation in police demeanor 

within the same neighborhood: police burnout; BH stigma; and lack of police training in BH. 

Table 2 presents supportive quotations for each of these sub-themes.  

 

***** Insert Table 2 **** 
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Reluctance to call the police for mental health crises 

Participants described a reluctance to call the police at both the individual and community level. 

When talking about personal reluctance, participants said things such as "I will do everything I 

can to not have to call 911 ever," and "I don't call the police; I don't care for them." Participants 

also highlighted a community-level reluctance to call 911 for support during these crises: "A lot 

of our young people literally feel this way [no trust, will never call cops]. It's fear. It's fear of, 

'are they gonna look at me as a suspect?’ It's fear that something else is gonna happen other 

than what I am calling for help." 

For participants with repeated experiences calling 911 for themselves or loved ones, past 

traumatic experiences with police response inform this reluctance. For example, one participant 

shared the story of her call to the police about a woman having a substance abuse crisis in the 

street outside her home. The police response was negative and stigmatizing, resulting in her 

saying, “that was the last time I called the police. I regret that choice, I don't know if that helped 

that woman in the moment but likely just created more harm.” Another participant described an 

informal response network he created comprised of friends and family: “We are trying to think of 

ways to build a circle of resources so when these things happen, we can act quickly in situations 

where something other than arrests needs to happen. We know the potential violence that can 

happen when police show up.” 

Police need increased training in BH disorders and de-escalation tactics 
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While recounting negative interactions with police, participants frequently mentioned the need 

for increased police training in both trauma-informed de-escalation techniques and the nuances 

of BH crises and treatment. For example, a mother who has called 911 for herself and her 

daughter said that officers usually do not act with empathy and understanding, and it makes her 

wonder about their training: “In situations like this [a BH crisis], I don't know anything about 

their training. Do they really understand what's happening? There's a stigma surrounding 

mental health already, you know?”   

Regarding specific training elements, a participant with a job in quality assurance felt the 

precepts of his profession – a focus on providing a consistently high level of public service – 

could inform police training for BH crisis response. He noted that focusing on quality assurance 

training could result in a police response with a more consistent sense of engagement and 

urgency. Another participant suggested scenario-based training and psychiatric evaluations for 

police so that “he [responding officer] can go into any situation and have confidence he can 

defuse the situation.” Related to de-escalation skills was the suggestion that “there needs to be 

better training on how to talk to people w/ compassion.” 

Strong support for a non-police response 

When answering the prompt ‘suppose that you were in charge and could make one change that 

would make the 911 BH crisis response better, what would you do?’, many participants noted the 

need to expand options for the type of responder, beyond, or in addition to, police or emergency 

medical personnel. A mother who had frequently called 911 during her daughter’s BH crises said 

that “sometimes cops are not always needed. Sometimes we just need somebody to talk to.”  This 

sentiment was articulated clearly by one participant who said: “It’s like sending, you know, a 
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doctor to fix a damn leak. You don't need that. You need a plumber. So. When someone has a 

mental health crisis, you don't send an officer with guns. You send someone who's caring and 

understands.” 

There were five frequently mentioned subthemes related to the strong support participants voiced 

for a non-police response. These subthemes include that the non-police responders should be 

specialized BH providers with crisis training and that as a society we should treat those with BH 

crises like we treat physical health crises - “medics for mental health.” Participants also 

discussed the need for changes to the 911 call center, including dispatcher training in BH crises 

and triage of calls to a BH-specific dispatch center. A final theme was that a non-police response 

would relieve the police and free their time to respond to crisis calls more in line with their 

public safety training. Table 3 presents representative quotes supporting each of these subthemes.  

 

***** Insert Table 3 **** 

 

DISCUSSION 

Overview of findings 

Interviews with community members personally impacted by 911 response to BH crisis calls 

consistently noted variation in responding officer demeanor across calls within the same 

neighborhood and even to the same address. Additionally, due to the potential for a negative 

encounter with an apathetic or aggressive responding officer, our interviewees reported a 

pervasive reluctance to call the police during BH crises and strong support for a non-police 

response program. They suggested that this program include a 911 call center triage mechanism 
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to route BH calls to an operator with specific BH training, and non-police response teams 

consisting of trained BH crisis responders who collaborate with police when backup is needed. 

Links to previously published literature 

When discussing plausible reasons for differences in police response to crisis calls within the 

same neighborhood, interviewees cited policing burnout and BH stigma, two issues that are 

linked to police response outcomes. First, numerous studies have examined the causes and 

consequences of stress and eventual burnout among police officers. While estimates vary, studies 

have found moderate to high levels of operational stress and burnout among officers in the 

US.29,30 Operational stressors such as workload, shift work schedule, on-the-job exposure to 

high-stress situations, and interpersonal stressors such as supervision, leadership, and co-worker 

relations have been linked to both on and off-the-job consequences,31,32 negatively impacting 

officers’ personal and professional lives.33  

Second, the BH stigma noted by our participants is reflected in interviews of people with mental 

illness in Chicago, who also shared negative perceptions of police interactions and the 

expectation of being treated poorly.11 These perceptions of stigma are supported by research that 

has shown negative stereotypes about individuals with mental illness are higher among police 

officers than in the general U.S. population.9 In another study, officers reported perceiving 

situations involving a mentally ill individual as more dangerous, holding the description of the 

actual scenario constant.10  

Another impactful finding from our study is the community’s desire for non-police response 

options; our results here align with the only other study that we know of on this topic.17 

Community preference for non-police crisis response models parallels the observed trend of an 
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increasing number of cities across the U.S. piloting alternative, often non-police crisis response 

programs.14,15 Our findings underscore the importance of integrating community members 

throughout the crisis response development process because the interviewees clearly identified 

what aspects of a non-response program as most important to them (BH training for 911 dispatch 

operators) and had ideas for how to safely implement such a program in their community (close 

collaboration with on-call officers as opposed to an independently operating BH team).   

Dissemination of findings 

Local dissemination of our findings is of critical importance to the study team. After a productive 

series of CAB meetings to develop a dissemination plan, the study team drafted a 2-page 

findings statement to give policy makers at the local and state level in advance of a series of 

briefing meetings the study team conducted in the spring of 2025 with the Columbus Chief of 

Police and her team, and the Columbus City Council.  

Limitations 

It is important to state that the perspective of Columbus residents, and specifically our 

convenience sample of residents, are not necessarily representative of people in other large U.S. 

cities. However, Columbus, with its history of racialized police violence,34 is a microcosm of 

what is happening in cities across the country.35 Additionally, finding common themes across 

diverse types of interviewees enhances the generalizability of the findings presented here. 

Another limitation of this study is that community members cannot distinguish a CIT trained 

officer from a traditionally trained officer – there are no external visual cues. Therefore, while 

there may be variation in officer actions based on this BH specific training, exploring that 

potential question was not possible given the anonymous data collection procedures.  
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Public Health Implications 

Our findings related to the need for more police training in BH crises are particularly salient 

given the current national policy discussion around the culture of police accountability. A 2021 

report by the Council on Criminal Justice Taskforce on Policing called on the federal 

government to promote trauma-informed policing that emphasizes de-escalation, procedural 

justice, and implicit bias training.36 The participants in our interviews did not use those academic 

terms, but they noted the same needs based on their real-world encounters with police. 

Nationally, scholars have proposed a move beyond the traditional, 40-hour CIT classroom 

training, including extended CIT training via online video conferencing in which BH providers 

debrief complex cases with officers37 or engaging local police in re-imagining a local care 

continuum for BH crises.38 

Notably, however, many interviewees called not for more police training, but for an entirely non-

police response to BH crises. Ours is the second study that we know of to elicit preferences for 

BH crisis response models in an impacted, U.S. community. A 2023 study in Georgia also found 

that among 4 models of specialized BH crisis response, impacted families most often preferred 

non-police response and were least likely to prefer “specialized police response”,17 implying a 

distrust in what police training can accomplish. One of our interviewees synthesized this 

sentiment: 

“It feels to me that trying to train a subset of the police is working so hard upstream to 

 change the attitude about what they're doing. It would be easier, I think, to train social 

 workers to be police-like than to change police-like police to be social worker-like." 
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Incorporating impacted communities into both the development and evaluation of these non-

police response models is critical,8 and this study is an important step toward that goal.    
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Table 1: Four key themes from interviews with 30 community members about police 

response to 911 calls for BH crises  

Main themes  Representative quotes  
Varied police demeanor across 

incidents within a 
neighborhood, and to repeated 
calls from the same address.   

  

“A different cop can make 
all the difference.”  

  

"The mood they in. Or they 
work level. You never know 
what people go through." 

  

Reluctance to call the police 
for BH crises  

"I got to be honest, people 
don't want to call police. I 
don't want to call as well."  

  

“We were trying to find out 
the best routes for care and 
the least violent routes for 

care. Without having to call 
the police.” 

Police need increased training 
in BH disorders and de-

escalation tactics 

“Without a high level of 
training they [police] don't 
have enough understanding 

of the nuances of the 
situation. So, all of that 

understanding of nuance 
comes from more 

education.”  

“I would also probably 
provide education to as 

many officers as possible to 
let them know that this is not 

black and white, and you 
can absolutely make a 

mental crisis so much worse 
by responding with force 
when somebody is not in 

their right, stable, form of 
mind.” 

Strong support for a non-
police response  

"I don't want the police to 
show up period. I would 

love for it to be a non-police 
response"  

  

“It feels to me that trying to 
train a subset of the police is 
working so hard upstream to 

change the attitude about 
what they're doing. It would 

be easier, I think, to train 
social workers to be police-
like than to change police-

like police to be social 
worker-like." 
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Table 2: Participants’ proposed rationale for the varied police demeanor across incidents 

within a neighborhood and to repeated calls from the same address.   

Why varied police 
demeanor? 

  

Representative quotes  

Police burnout “I feel when we call 911 
[for a mental health crisis] 

the officers are 
overwhelmed." 

  

“Maybe I just got a person 
who was on the tail end of 

their shift?" 

BH stigma "They [responding officers] 
are just overreactive and 
stigmatized and treating 

mental health and substance 
use calls as criminals and 
dangerous people…They 

just are so afraid.” 

“[responding officers were] 
nasty and judgmental, as if 

wasting their time.” 

Lack of BH training “Sometimes you put trauma 
on top of trauma [with an 

aggressive police response] 
and that doesn’t help 

situations. I am not going to 
say the officers aren't 

helpful, but they are kind of 
like 'what do you want us to 

do?’” 

“When I see apathy, or a 
lack of desire to help, there 

is some fear that they're 
going to do the wrong thing, 
and that they're going to be 

in trouble for it.” 
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Table 3: Subthemes on the benefits of non-police response to 911 calls for behavioral health 

(BH) crises.  

Benefits of non-police 
response 

  

Representative quotes  

Specialized BH providers with 
proper crises training 

“I think there should be at 
least two people there. 

People who are physically 
fit enough to handle a 

situation in case he did 
become aggressive. And 

then the police can be called 
if it is a situation like that.” 

 “So if there were just a 
separate response unit 

closer to like a medic, what 
medics do for physical 
health, like medics for 

mental health. People who 
are trained and who can 
handle this situation that 

could escalate. I don't want 
to put a bunch of cardigan, 
clipboard social workers on 

these calls. They do need 
that kind of training if things 

go south. But when you 
show up with tanks, you get 

a different response than 
when you show up with 
kindness, and oftentimes 
they're showing up with 

tanks.”  
Treat those with BH crises 

like we treat physical health 
crises 

 "I just think if all of it 
[mental health crisis 

response] were pulled away 
from the police, it's like it's 

changing the whole 
paradigm of how we think of 

it. Like we call police for 
crimes, we don't have to call 
them for sick people. If I had 
somebody who is behaving 
weirdly because of diabetes 

"We need to have people 
who are responding to 

mental health crises that are 
mental health professionals. 

I mean, that just makes 
sense to me,” 
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I wouldn't think to call the 
police." 

911 call center – triage to non 
police response 

"I don't know whether 
during the call if, if there 
needs to be a prompt of 

whether the individual has 
access to a firearm or 

weapon, and if so, then send 
someone [behavioral health 
provider] with the police. 

But if there are no weapons 
whatsoever, then I would 

think a mental health 
professional could probably 

handle that." 

"I understand, you know, 9 1 
1 is overwhelmed. They need 

to have a special unit just 
for mental health. Um, so 

that way whoever's 
answering the phone can 
talk to them, ‘Hey, you 

know, what's going on? You 
know, are you doing okay? 

Um, do you have any 
weapons on you? Do you 

want me to send someone?’ 
You know, just, just 

compassion"  
911 call center - BH training  "I feel like somebody with 

the proper training [in the 
call center] would be able to 

cipher better when 
something really is an 

emergency. And you need to 
get some eyes out there and 

visibly verify that that 
person is okay, in a way 

that's not so aggressive that 
it's just adding more trauma 

to the already emotional 
state." 

"I would probably treat 
incoming calls and, you 

know, concerns, try to have 
the dispatchers feel out the 
situation a little bit more."  

Non-police response would 
relieve the police 

 “There are so many 
situations where people can 

do the job better than the 
police. And then that's one 
less thing that the police 

need to be involved with.” 

“[Non-police response] 
Should be a good solution 
for the pro-cop people too, 

because it's not fair to 
expect the cops to know how 

to handle mental health 
crises when it took me six 

years of school to learn how 
to." 
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Community Member Focus Group Guide 

   

   

INTRODUCTION TO THE FOCUS GROUP   

   

First, let us THANK YOU for considering participation in our research project.  I am (NAME) and 
I am a researcher from The Ohio State University. We are asking you to be part of a project we 
are doing to study community members’ thoughts and feelings about how the city of Columbus 
responds to 911 calls about mental health crises.   

   

You have been identified as someone who would provide invaluable information about these issues. 
We will email each participant a $50 gift card at the conclusion of the focus group.     

   

The risks to you in this study are minimal. One potential risk is a breach of confidentiality because 
research team members cannot control what participants say outside of the focus group setting. To 
minimize this risk the focus group leader, (NAME), will provide instructions at the beginning of 
the group and again afterward to reinforce confidentiality. All audio recordings and transcripts will 
be stored in a password-protected folder on the secure University server, this is the safest way to 
store private data. 

   

We have scheduled the next 90 minutes to discuss these topics with you.  Before we begin the 
discussion, we need to take you through an informed consent process.  In particular, let me make 
sure that you understand that:   

a. Your participation is completely voluntary. If you do choose to talk with us, you may 
leave the focus group at any time. If you decide to stop participating in the study, there 
will be no penalty to you, and you will not lose any benefits to which you are otherwise 
entitled.  Your decision will not affect your future relationship with The Ohio State 
University.   

b. You can choose to skip or refuse to answer any questions.   
c. We consider this discussion to be confidential. Your participation is confidential in the 

sense that your name will not be used in any reports or articles.     
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d. We would also like to record the interview for the purposes of data collection for our 
research.  The recording will not be used to identify you in any way.   

e. While we ask other group participants to keep the discussion in the group confidential, 
we cannot guarantee this. Please keep this in mind when choosing what to share in the 
group setting.  

   

Ohio State University reviewed this research project and found it to be acceptable, according to 
applicable state and federal regulations and University policies designed to protect the rights and 
welfare of participants in research.   

   

For questions about your rights as someone taking part in this study, you may contact Ms. Sandra 
Meadows in the OSU Office of Responsible Research Practices at 1-614-688-4792 or 1-800-678-
6251.  You may call this number to discuss concerns or complaints about the study with someone 
who is not part of the research team.  For questions, concerns, complaints, or if you feel you were 
harmed because of study participation, you may contact Jennifer L. Hefner, Principal Investigator 
at 614-363-5632.     

   

Do you have any questions about our study or this focus group process?    

   

Do you consent to participate in this study?    

   

 

Section 1: Welcome and Introductory Questions   

 

We are on a mission to collect your stories because we want to push Columbus city council to do 
better with 911 response, and we think they need to hear from you to do that. Before we dig into 
the discussion questions, I would like to go over a few guidelines for our time together:   

● No right or wrong answers, only differing points of view    
● We're tape recording, one person speaking at a time   
● We're on a first-name basis and we won’t use names in our reports   
● You don't need to agree with others, but please listen respectfully as others share their 

views    
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● We ask that you silence your phones if possible. If you must take an urgent call, please just 
rejoin us as quickly as you can when it’s done.    

● My role as moderator will be to guide the discussion and allow you all to talk to each 
other.    

   

Let's find out some more about each other by going around the Zoom boxes. Please tell us your 
name and where you live.   

   

Next, we are going to talk about mental health crises and substance use crises quite a lot. To get 
on the same page about what we mean by ‘mental health or substance crises,’ here are some 

examples of mental health and substance crises that we see in the 911 call logs for Columbus:  

- A woman reporting that her daughter is off meds and behaving erratically 
- A teenage girl warning 911 that her friend is depressed and emotional 
- A man calling to say that he thinks his girlfriend is having a mental breakdown 
- A caller who has taken drugs, and is now feeling paranoid and seeing things  
- Parents calling because they can’t control their child’s erratic behavior and need help 
- A young man calling in to say his sister went missing after threatening to kill herself” 
- A caller saying that a man won’t stop shouting on the street, probably on drugs 
- A woman saying that her partner came home unbelievably drunk, and is getting violent 

 

Basically, we want to be clear that mental health crises and substance crises can look like a LOT 
of different things.  

 

How have you been impacted by 911 response to a mental health or drug crises?  

Prompt: Personally? In your family? In your neighborhood?    

  

 

Section 2: Participant experiences with first responders during crisis calls     

 

Tell me about police involvement in your community when responding to 911 calls about 
someone in a mental health crisis or substance use crisis?    

Prompt: How do the police act in those situations?   
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Prompt: Is it always the same type of response, or does it depend? On what?    

Prompt: Can you talk about a time you have seen or heard about? How did it go down? 

Prompt: Did the police use any force? For example, did they put hands on anyone or use 
any weapons? Do you personally think it was needed?    

 

What happened the specific time that you called 911? How was this the same or different from 
the police involvement we talked about in the last question?  

Prompt: What information did the call taker ask for?  

Prompt: Did they seem to understand the situation that was occurring?  

Prompt: Who did they say would respond?   

  

Has anyone here ever called 911 for a mental or substance use crisis, and somebody OTHER 
than police showed up? (For instance, a team with a Netcare social worker, paramedics on their 

own, some other sort of health service provider?) If so, tell us how that interaction went. 

 

For people who have had that other responder experience --- How did that interaction differ 
from interactions with police only?   

Prompt: Even if you have only had police respond with an ambulance, how did 
interactions differ between the police officer and the paramedics? 

  

If anyone has a crisis incident that they have NOT yet shared about, please do share. 

Prompt: In particular, does anyone recall a personal experience that went differently than 
what people have already shared?    

   

   

 

 

Section 3: Participant experiences after the initial crisis call, how did it end?    
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Thinking about a time you have already talked about, in which you personally called for help 
during a mental health or drug crisis call, what happened to the person in crises in the end? 

Prompt: Do you know if the person went to jail, Netcare, ED, or was left at home?   

Prompt: Did they get on meds, did they get connected w/ a case worker, were they 
forcibly kept at the hospital against their will and lost their job? 

   

Do you all think that what happens to the person in crisis at the end of the call can have an 
impact on his/her future health?    

Prompt: What types of health impacts?   

Prompt: Is drop-off at one place better than another, i.e. Netcare versus jail versus 
hospital?    

   

Do you have any thoughts about how this interaction would have gone differently, or how it 
would have ended differently, if it had occurred in a different neighborhood? 

  

 Prompt --- will depend on the neighborhood. We could even name the other 2  

neighborhoods… if east side “What if in Clintonville?” “What if in Hilltop?” 

 

If you told me about one incident but there are others that you have personally witnessed, could 
you share about each of those times?    

Prompt: Does anyone recall an experience that went differently than what people have 
already shared?   

   

I am going to summarize what I have heard so far about how these calls for help during a crisis 
ended, and what happened after. Then I would like you all to tell me what I missed in this 

summary.    
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Section 4: What model of response do you all most prefer / trust?   

  

Suppose you were in charge of the 911 mental health crisis response in Columbus — what would 
you change to make it better?”   

 

Prompt: Non-police response?   

Prompt: Police responding along with other folks?  

 Prompt:  triage system that matches the type of response with the crisis situation's 
needs?    

 

Have you heard about efforts to develop a different type of crisis response, without 
police officers? What are your thoughts on these discussions/plans?     

  

What types of issues would be appropriate for trained crisis team responders to address without 
police?     

 

Is there anything else we should know about our topic that we have not asked you yet?      

   

   

CONCLUSION 

 

 

 

 


