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AT THE END OF
THIS
SESSION, YOU WILL
BE ABLE TO...




BACKGROUND AND INTRODUCTION

* 988 was launched nationally in 2022 & designed as a mental health equivalent of
911

* Missouri’s 988 Suicide & Crisis Lifeline has experienced sustained growth since
launch

* Average monthly call volume increasing:
« 3,887 (Year 1)
* 5,627 (Year 2)

* In-state answer rates near 93.5%.

* Currently, limited empirical data exist describing:
* Who is calling?
 Why are they calling?
« What happens during these calls?



OPERATIONAL EXPECTATIONS

* Calls over 30 minutes require supervisor consultation
* Follow-ups are completed same day
* Real-time documentation is required

* Integration with:
o Mobile Crisis Response (MCR)
o 911 diversion workflows

o After-hours access systems

o Over 99% of calls include documented narrative



COMPASS HEALTH NETWORK
988 SERVICE AREA

* Compass Health Network (CHN) serves as a 988
provider across 26 Missouri counties.

* Most counties are rural or semi-rural, especially in
central and southern Missouri.

* Higher education is unevenly distributed:
= Strong in Phelps, Cole, St. Charles

= Limited or absent in many rural counties

* Geographic spread is wide in rural counties,
creating access challenges for services.

* Aging populations in rural counties

e Growth in suburban counties
* Population

e Industry




Unique Rural
Challenges

Rural areas face limited inpatient capacity

Fewer specialty providers

Increasing reliance on emergency

Law enforcement services

Rural areas face provider shortages

Long distances

Limited crisis infrastructure

Requiring tailored solutions



CRITICAL ROLE OF
988 SERVICE

» 988 serves as both a suicide
prevention and behavioral health
access point

* Becoming the default care pathway in
rural settings

» Calls cover a spectrum:
* Suicidal crises
* Substance use
* Mental health concerns

* Requires varied responses









CALL DATA

 Cleaned for calls over two minutes

e 26 counties, unknown, out of area,
and declined

e~310,000+ minutes of direct
engagement

* Incoming calls:
e Mean = 9.5 min
e Median = 6 min



DATA CONSIDERATIONS

Analytic Approach:

Descriptive statistics

Cross-tabulation (problem X risk,
intervention X risk)

Temporal patterns

Documentation completeness

Variables

Call direction (incoming)
Duration

Risk level

Primary & secondary problems
Interventions

Narrative documentation



WHY?




WHY? CONTINUED



DEMOGRAPHICS

Gender Breakdown

2.87%

*Female *"Male *»Other “Unknown

44.70%




TOP 10 COUNTIES

1362
850

Ii

Uncoln  OutofArea  Phelps

1051

St Charles Urknown

" Total



10

100

Bates

Benton

BOTTOM 10 COUNTIES

234
180
142
130
.
Cedar Dent ‘Gasconade —Hdtuy Maries

218

nTotal



AVERAGE CALL DURATION BY CALL TYPE
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RISK PATTERNS

* Suicidal calls make up a minority of total volume. However, they are strongly
associated with higher risk levels. Meanwhile, non-suicidal calls span from low risk to
high risk.

* Time-of-Day Trends

* Peak volume: midday — evening

» Lowest: overnight hours

* Operational implication:

 Staffing should align with afternoon/evening demand






CRISIS LINE CLINICIAN TRAINING MODEL

» Columbia Suicide Severity Rating Scale (C-SSRS)
* Counseling on Access to Lethal Means (CALM)
 Suicide Care (Relias + in-person lab)

» Safety assessment & de-escalation
* Motivational interviewing (multi-session training)
» Therapeutic relationship building



* Lifeline simulation (SIMmersion)
» Chat/text crisis response
» Veteran-specific protocols

 Call monitoring
» Coaching for missed calls/performance
 Ethical and co-occurring disorder training






KEY SYNTHESIS

High narrative completion combined with structured training support
high-fidelity clinical documentation.

Risk-stratified interventions
— reflect effective training in suicide assessment and response

Broad range of presenting problems
— requires generalist + specialized crisis skills

High call volume + follow-up expectations
— demonstrates active care continuum, not passive response system






point.

Risk is distributed across call types,
not confined to suicidal presentations.

KEY
INSIGHTS



INTEGRATED INTERPRETATION

*088 functions as:
o A suicide prevention service

o AND a front door to behavioral health care

*Crisis calls are:
o Clinically meaningful

o Often complex
o Frequently non-suicidal but still high-need

A structured clinician training model is essential to:
o Maintain quality
o Ensure appropriate risk response
o Support workforce sustainability



IMPLICATIONS FOR PREPAREDNESS

Crisis lines are a critical component of public health emergency infrastructure.

* 911 diversion
* Reduced ER utilization
 Community-based stabilization

» Workforce training
 Data infrastructure
* Integration with EMS and mobile crisis

« Combining analytics, training, governance, and integration is essential for real system impact



THANK YOU

* Aadin Miller, B.S.,: aamiller@compasshn.org

* Delaney Adler, M.S.,: dadler@compasshn.org

e Paul Thomlinson, Ph.D.: rthomlinson@compasshn.orq

* Lauren Moyer, LSCSW, LCSW: lmoyer@compasshn.org
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