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Crisis Assistance Response and Engagement (CARE) Protocol 

City of Chicago 

 

Issue Date: 

Effective Date: 

 

General Information 
 

CARE Program Description 

The Crisis Assistance Response and Engagement (CARE) Program is a collaboration between the Mayor’s 
Office, Chicago Fire Department (CFD), Chicago Police Department (CPD), Chicago Department of Public 
Health (CDPH), EMS Region 11 and the Office of Emergency Management and Communications (OEMC). 
The CARE Program integrates behavioral healthcare professionals into the 911 response system to 
ensure that individuals experiencing a behavioral health crisis are met with a team of professionals who 
can help to resolve the immediate crisis and connect the person in crisis to appropriate community-
based resources and supports. The CARE Program includes three different multidisciplinary alternate 
response models: 

1. Multidisciplinary Response Team or Co-Response Model: Mobile Integrated Healthcare (MIH) 
CFD Community Paramedic, CDPH Crisis Clinician, and Crisis Intervention Team (CIT) CPD officer 

2. Alternate Response Model: MIH CFD Community Paramedic and CDPH Crisis Clinician  
3. SUD-Focused Non-Police Involved Alternate Response Model: MIH CFD Community Paramedic 

and a substance use disorder (SUD) Peer Recovery Specialist  

The CARE Program ensures more than one response option to fit the variety of 911 calls with a 
behavioral health1 component that are received in the City’s 911 Call Center.   

CARE Program Goals 

1. Improve outcomes for individuals2 experiencing a behavioral health crisis who require City 
services by:  

a. Meeting individuals experiencing a behavioral health crisis with a professional health 
response in order to facilitate safe de-escalation, assessment of needs, and 
implementation of a crisis care plan.   

 
1 Behavioral health encompasses mental health conditions, substance use disorders, and their co-occurrence  
2 The term “individual” is used throughout to denote the person served by the CARE team who is experiencing a 
behavioral health crisis or is in need of non-emergent behavioral health-related resources or referrals. 
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b. Connecting individuals in crisis with appropriate community-based behavioral health 
resources. 

c. Diverting individuals with mental health and substance use disorders away from the 
criminal court and emergency medical systems. 

2. Expand the City’s current strategies for responding to individuals in crisis by ensuring a 
coordinated and comprehensive crisis response to service calls identified as having a behavioral 
health component of varying levels of complexity and risk. 

Police Involved and Non-Police Involved Response Models 

As indicated above in the CARE Program Description, CARE includes Police Involved and Non-Police 
Involved Alternate Response Models. This protocol applies to the Police Involved Alternate Response 
Model, which will be implemented first in a phased roll-out beginning in September 2021. It is 
anticipated that the two Non-Police Involved Models will be implemented in 2022 and this protocol will 
be amended to incorporate the implementation details of these response models.  

Scope of Work 

The CARE team provides face-to-face engagement, crisis de-escalation, medical and psychosocial 
assessment, referral or warm hand-off to community resources, non-emergent transport, care 
coordination, and follow-up for individuals aged 18-64 years identified through a 911 call for a 
behavioral health crisis in the following Chicago community areas: Auburn Gresham, Chatham, Chicago 
Lawn, East Garfield Park, Gage Park, Humboldt Park, Lakeview, North Center, Uptown, West Elsdon, 
West Englewood, West Garfield Park, and West Lawn. Teams can respond to locations that include 
places of residence, workplaces, and public settings. 

Pilot Logistics 

The CARE Multidisciplinary Response Team Pilot Program will launch in September 2021 and will 
administratively function out of the CFD facility at 1338 S. Clinton. There is one (1) CARE unit sprinter 
van assigned to each of the pilot districts. Each van will have six (6) sets of keys for use by Certified CPD 
CIT Officer and CFD Community Paramedic.  

The Pilot will operate Monday through Friday between 9:30am-5:30pm (excluding public holidays), and 
the CARE team will respond to calls between 10:30am-4:00pm in each pilot district.  

Area of Operation 

The CARE Multidisciplinary Response Team Pilot will operate in CPD Districts 006 (Auburn 
Gresham/Chatham) and 019 (Lakeview/North Center/Uptown):  

 

 

 

Auburn Gresham/Chatham 
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Lakeview/North Center/Uptown 

 

 

CARE Program Staffing 
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Field Staff: All CDPH Crisis Clinicians are terminally licensed by the state of Illinois and have their licenses 
renewed every two years by the Illinois Department of Financial and Professional Regulation, Division of 
Professional Regulation. The CFD Mobile Integrated Healthcare (MIH) Community Paramedic is an 
Illinois Department of Public Health (IDPH) licensed EMS Professional who is credentialed by Region 11 
EMS as having the additional training to function as a Community Paramedic. The CPD member assigned 
to the CARE team is a Certified Crisis Intervention Team (CIT) member assigned to the Crisis Intervention 
Unit. Certified CIT Officers are officers who receive specialized training in responding to individuals in 
crisis. To maintain the Certified CIT Officer designation, Department members must receive CIT 
Refresher Training and maintain the eligibility requirements established by the CIT Program. 

Support Staff: Field staff will be supported by a CFD District Chief, the CPD CIT Program Coordinator, a 
CDPH Senior Crisis Director, a CDPH Epidemiologist/Data Analyst, and two EMS Region 11 Medical 
Directors. 

 

Dispatch Procedure 
 

OVERVIEW 

The radio call identification number of the CARE team unit will be alpha-numeric combination “5Z” 
followed by the district of CARE team assignment (e.g., "5Z06, 5Z19). The CARE team will be dispatched 
by CFD as required by IDPH who governs the dispatch of Emergency Medical Personnel. 

NOTE: CFD will utilize TV06 or TV019 for their dispatch purpose to identify the Mental Health Transport. 

There are four ways in which a CARE team may be activated: primary dispatch through OEMC, assist to 
CPD CIT, direct CARE team follow-up, and proactive CARE team outreach: 

OEMC Dispatch 

1. Primary Dispatch: CARE-appropriate call comes in via 911, CARE team dispatched as 
independent unit 

Non-Dispatch Assist, Follow-Up & Outreach 

2. CPD CIT Assist: CARE team will monitor radio and PDT traffic for appropriate calls to serve as an 
assist to CPD CIT team 

3. Non-Emergent Follow-Up: CARE team conducts follow-up engagement at 1, 7, and 30 business 
days after initial contact, as well as follow-up with individuals that have contacted the CARE 
team directly via the vehicle cell phones 

4. Proactive outreach: when not responding to active calls, CARE team conducts proactive 
outreach to individuals, priority populations, and organizations or settings in each district that 
offer social services, mental health and/or substance use disorder treatment, housing supports, 
and other community services 

 

 

OEMC CPD-SIDE CALL TAKER RESPONSIBILITIES 
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With the launch of the CARE Program, a DISTME (Mental Health Disturbance) call will be the ONLY event 
type that is utilizing the CARE response as a first response alternative to dispatching CPD.3  

For the purpose of this pilot program, the Call Taker will transfer DISTME calls that are geo-verified in 
the 006 or 019 districts to CFD side for the CARE triage, AFTER screening the call for the use of weapons 
or the involvement of violence or a criminal act where an offender is present. 

1. Upon receipt of a DISTME call in the 006 or 019 districts (identified by a geo-verified address 
entered into the CAD), the CAD will generate a Pop Up box that will pose the question “CARE 
Eligible?” followed by two (2) buttons labeled YES or NO. The call taker, based upon the 
information obtained through screening the call, will then: 
a. Depress YES – if there is NO identified threat of weapons, violence or a criminal act 
b. Depress NO – if there IS a threat of weapons, violence or a criminal act 

2.  If the answer is YES, the call taker will: 
a. Transfer the caller to the CFD, and introduce the call stating, “Possible CARE call” 
b. Remain on the line and monitor the call for additional information.                                             

i. If new information arises that would disqualify the call as CARE eligible while on the line 
with CFD, document the new information that disqualifies the call, and send to the Zone 
for dispatch. 

ii. Notate in the remarks: “Disqualified as CARE event due to…” (whatever the new 
information is). 

c. Notate in the remarks that the CFD call taker advised the CARE team unit will be dispatched. 
d. Send the completed event to the appropriate Zone for dispatch. 

3. If the answer is NO, the call taker will: 
a. Not transfer the caller to CFD 
b. Process the call, following triage question procedures as outlined in SOP 21-004 – Crisis 

Intervention Program policy 
c. Document all pertinent information as with any CIT-related call 
d. Send the completed event to the Zone for dispatch 

NOTE: All 911 calls will continue to be processed according to current OEMC policy (SOP 21-004 – Crisis 
Intervention Program) as it relates to any call with a CIT component. 

OEMC CFD-SIDE CALL TAKER RESPONSIBILITIES 

Upon receipt of “Possible CARE call” from OEMC Call Taker, CFD Call Taker will screen the call for CARE 
eligibility: 

1. Call Taker will ask individual if they or the person they are calling about: 
a. Is conscious (awake) 

i. If not, upgrade to ALS+ 
ii. If unsure, go to UNCON Card #38 

b. Is breathing 
i. If not, upgrade to ALS+/Go to “CPR” Card 

 
3 During the initial pilot phases, CARE team will only respond to DISTME calls. It is anticipated that the call profiles 
that the CARE team responds to will expand beyond DISTME calls after initial pilot phases. 
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ii. If unsure, go to UNK Card #39 
c. Is breathing normally 

i. If not, “CPR” if unconscious 
ii. If unsure, go to SOB Card #29 

d. Is between ages 18-64 
i. If not, go to appropriate card 

ii. If unsure, go to AMS Card #3 
e. Experiencing a problem related to mental illness 

i. If not, go to appropriate card 
ii. If unsure, go to AMS Card #3 

f. Has no injury, self-inflicted or otherwise 
i. If yes, go to Traumatic Injury Card #37 

ii. If unknown, go to INJ Card #37 
g. Has no concern for drug overdose, intentional or otherwise 

i. If yes, go to Overdose/Poisoning Card #26 
ii. If unknown, go to Overdose/Poisoning Card #26 

h. Has no concerns for a medical issue at the time of the call 
i. If yes, go to appropriate card 

ii. If unknown, go to appropriate card 
2. If all conditions are met and the call is CARE eligible, CFD Call Taker will confirm: 

a. The individual is not harmful to others 
i. If yes or unsure, go to PSY Card #28 and notify CPD 

b. There are no weapons involved 
i. If yes or unsure, go to PSY Card #28 and notify CPD 

OEMC CPD AND CFD DISPATCHER RESPONSIBILITIES 

NOTES: 

• There is only one (1) CARE unit sprinter van assigned to each of the pilot districts. 
• CARE eligible events will be highlighted in PINK for easy recognition. 
• CPD Dispatchers are responsible for dispatching the CPD officer assigned to the CARE team unit. 

CFD will be the first to dispatch the CARE unit. 

Upon receipt of a DISTME (Mental Health Disturbance) event that requires the dispatch of a CARE team 
unit (within the pilot districts, during hours of operation), dispatchers will be aware of and take action as 
follows: 

1. CPD dispatch will receive two (2) events regarding CARE eligible events: 
a. The first event will be the event sent by the Police Call Taker 
b. The second event will be a POL2 event sent by the CFD dispatcher 

i. The POL2 event is an indicator to the CPD dispatcher that the EMT on the CARE team 
unit has been dispatched by CFD 

2. Upon receipt of the DISTME event and the POL2 event (for the same location/incident), the 
dispatcher will: 
a. DUPP the POL2 to the original DISTME police event 
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b. Call the CPD officer assigned to the CARE team unit (5Z06 or 5Z19), and dispatch the original 
police event to this unit 

3. Upon receipt of a DISTME event / but no POL2 is received: 
a. Verify the CARE team unit is unavailable 
b. Dispatch a CPD unit with a priority for CIT unit  
c. CFD will dispatch EMS if the CARE team unit is unavailable 

DISPATCH PROCEDURE SUMMARY 

CPD Dispatchers will: 

1. Dispatch at least two (2) CPD members, prioritizing CIT-trained members, to any DISTME event 
when: 
a. The CARE team unit is unavailable 
b. The CARE team unit advises they are further than a 15 minute ETA 

i. The CPD CIT unit will respond until the CARE unit can arrive on scene and take over 
c. It is outside of the CARE team’s operating days or hours of operation 
d. It is not within the pilot districts 
e. It involves an individual younger than 18 or older than 64 years of age 

2. Dispatch a CARE team unit under the following circumstances: 
a. When there is NO reported indicator of: 

i. a criminal act with an offender on scene 
ii. weapons present 

iii. violence is occurring or has occurred 
iv. person in crisis is being violent, having violent tendencies or threatening 

3. Not delay dispatching a DISTME event waiting for a CARE team unit to become available for 
assignment 
a. Dispatchers will assign a CPD unit (prioritizing CIT-trained members) to respond until the 

CARE team unit becomes available 
b. Dispatchers will advise a Sergeant of the assignment, citing the unavailability of the CARE 

unit 
4. Consult an Operations Floor Supervisor for direction if unsure if the event qualifies for a CARE 

unit response 
5. Be cognizant of the CARE team days/hours of operation and geographic response, and ensure 

that the appropriate district zone is aware that the CARE team is operating in the district 
6. Ensure any emergency radio transmissions broadcasted over a CFD radio are also transmitted 

over a CPD radio and properly simulcasted 

NOTES:  

• If a CARE team unit is not available, assign two (2) CPD members, prioritizing CIT-trained officers 
and, if necessary, the CARE team unit may subsequently be assigned as an assist. 

• If further information arises concerning a location, incident, or person in crisis where a call has 
been received and categorized as a CARE eligible event, but the new information may disqualify 
the CARE eligibility, the dispatcher will notify the field Sergeant of the new information and 
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await instruction to disregard the CARE unit and send a CIT unit instead, or to send a CIT unit 
with the CARE unit as an assist. 

• Whenever information is received that indicates a possible threat or violence at the location, 
CFD will be notified via EMS1 or the VESTA and that information noted on the event.  

OEMC SUPERVISOR RESPONSIBILITIES 

1. Respond to any red-light activation (light at police call taker console that signifies supervisory 
assistance needed) and provide direction as needed 

2. Remain cognizant of zone activity by periodically viewing the Pending and Active Events (AE) 
monitor 

3. Monitor radio traffic to ensure all dispatchers are aware of and complying with the above 
procedure 

4. Continue to actively monitor zone and Operations Floor activity while walking the floor 

OEMC WATCH MANAGER RESPONSIBILITIES 

1. Ensure all supervisory staff is versed in and monitoring the above procedure 
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Response Procedure 
 

CPD CARE TEAM MEMBER RESPONSIBILITIES 

1. Interact with individuals in crisis with dignity, respect and the foremost regard for the 
preservation of human life and the safety of all persons involved. 

2. Adhere to Department directives titled "Crisis Intervention Team (CIT) Program,” and 
"Recognizing and Responding to Individuals in Crisis"  

3. At the beginning of their tour of duty, notify the police radio zone dispatcher that the CARE 
team unit is available for assignment 

4. Consistent with the Department directive titled "Body Worn Cameras":   
a. Activate their body-worn camera to event mode at the beginning of an incident to 

record law-enforcement-related activities as outlined in the Illinois Officer-Worn 
Camera Act (50 ILCS 706/10).   

b. Continue to record the incident with their body-worn camera to ensure the entire 
incident is recorded.   

c. Indicate if the incident was recorded in any reports completed for the incident. 
5. Respond to dispatched assignments by: 

a. Acknowledging the assignment on the correct police radio zone and respond to the call 
for service consistent with the Department directive titled “Preliminary Investigations” 

b. Operating Department vehicles with due caution consistent with the Department 
directives titled “Department Vehicles” and "Emergency Use of Department Vehicles"  

c. Informing the zone upon arrival of the event location in accordance with Department 
directive titled "Portable Data Terminal." 

d. Assessing the situation and request district or other assistance when deemed 
appropriate. 

e. Providing for the security of the scene and fellow CARE unit personnel. 
f. Informing the zone of any changes of locations or transportation. 
g. Requesting supervisory assistance when necessary. 

NOTE: Field supervisors from pilot districts may request assistance on the resolution of a 
service call involving the CARE team by contacting the CIT Program Coordinator, Crisis 
Intervention Unit, via Crime Prevention and Information Center (CPIC). 

6. If responding to an incident involving a minor in crisis, request the assistance from a district unit 
who will then follow the procedures delineated in the Department directive “Recognizing and 
Responding to Individuals in Crisis” 

7. If transportation for a mental health evaluation is necessary, request the assistance from a 
district unit who will then: 

a. Transport the individual consistent with the Department directive titled “Mental Health 
Transport and Related Duties Matrix” 

b. Transport individuals to a hospital consistent with the Department directive “Approved 
Medical Facilities”  
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8. If other law enforcement actions are necessary, request a unit from the district of occurrence to 
respond to the scene. If an arrest is necessary, the responding district personnel will place the 
individual into custody and complete the arrest processing and booking procedures. 

9. Only use force consistent with the Department directive titled "De-escalation, Response to 
Resistance, and Use of Force," including documenting reportable uses of force consistent with 
the Department directive titled "Incidents Requiring the Completion of a Tactical Response 
Report." 

10. Upon completion of the event, complete appropriate reports, consistent with the Department 
directive titled ”Recognizing and Responding to Individuals in Crisis” 

11. Inform individuals of the availability of victim and witness assistance and resources consistent 
with the Department directive titled "Crime Victim And Witness Assistance." 

CFD MIH COMMUNITY PARAMEDIC CARE TEAM MEMBER RESPONSIBILITIES 

Mental Health Assessment Community Paramedic Protocol 

Clinical Indicators: An individual requires non-emergency services for a Mental Health Assessment. 
Individuals may be referred by: 

1. OEMC  
2. EMS assessment indicating that additional non-emergency services/resources may be needed  
3. Other medical providers (i.e. primary care provider, discharging hospital, or other referring 

agency) 
4. Individual request 

Limitations of Assessment Guidelines: 

1. Any individual for whom an emergency exists should be treated under Region 11 Chicago EMS 
System protocols. 

2. Any situation where there is an unwarranted risk to the safety of the provider. 

Procedure:  

1. Introduce yourself to the individual, family and/or caregivers. 
2. Identify the nature of the visit and record in Patient Assessment Form  
3. Review the individual’s discharge instructions if available, and obtain the name of the primary 

care provider. 
4. Assess vital signs.  
5. Review any existing discharge instructions and assess for individual compliance within applicable 

scope of practice. Answer individual/caregiver questions and provide explanations if necessary.  
If needed, refer individual back to primary care provider. 

6. Compare findings with the individual’s discharge baseline and/or previous assessment and 
determine if symptoms have worsened. Consult family/caregivers/power of attorney where 
available with discretion. 

7. Document findings and communicate to primary care provider or referring agency. 
8. If individual’s condition requires action, contact the approved primary care 

provider/collaborator, and request that the provider give instructions directly to the individual. 
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9. If a licensed mental health clinician that has an established relationship with the individual is 
available at the scene, support that clinician in addressing the situation. 

10. Ensure that follow up contact/services will be available as appropriate for the individual. 

Wellness Check Community Paramedic Procedure Notes 

• Consider Home Safety Assessment and Medication Reconciliation on all visits.  Assessments 
should include persons identified by the referral source. 

• For individuals with mental health concerns, evaluate for medication compliance and individual 
safety. Advise the primary care provider if there are concerns or refer as indicated. When a 
licensed Mental Health Clinician who has a relationship with the individual is available at the 
scene, engage that professional to ensure that the individual’s needs are addressed and provide 
support where the individual’s condition overlaps other diagnosis groups. 

• Documentation: Assessment findings shall be documented on the EMS System MIH Assessment 
Form (ImageTrend), including assessment of need for additional resource involvement for the 
individual. These include but are not limited to; Social Services, Dietician Services, Home Health 
Care Assessment, Primary Care Resources, Pharmacist review, etc.  Assessment findings that 
warrant immediate action should be forwarded immediately to the individual’s primary care 
provider. 

• Community Paramedics may contact the Mobile Integrated Healthcare (MIH) Medical Director 
by phone for any clinical situations not defined by protocol. 

CDPH CARE TEAM MEMBER RESPONSIBILITIES 

The five (5) cornerstones of the CDPH Mental Health Crisis Clinician role are: Assessment, Triage, De-
escalation, Resource, Follow-up. 

CDPH Crisis Clinician Response Sequence: 

1. Engagement and De-escalation: The Crisis Clinician will introduce themselves and engage the 
individual experiencing a crisis. Initial engagement and de-escalation should occur in a safe 
location that maximizes privacy. Once the individual is de-escalated, the CARE team deems it 
advisable, and the individual has consented, the CARE team can engage with the individual in 
the back of the van or an alternative secure location. The goal is to offer the individual 
maximum privacy in the safest manner possible.  

a. If the individual refuses treatment despite attempts at engagement, CARE team 
members should document this as “refuse treatment/refuse transport” in their 
respective reporting systems. 

Note: De-escalation can occur at any point in the response sequence and may need to 
occur multiple times during the crisis response.   

2. Assessment: Once in a secure location, the Crisis Clinician will provide active listening and 
rapport building strategies to determine the best way to support the individual. The Clinician 
will obtain a Subjective Units of Distress Scale (SUDS) score to determine the individual’s current 
level of distress, and conduct as much of the below assessment as is possible, while noting 
clinical barriers for the information that they are unable to collect.        
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a. Assessment: Screening tools are conducted via a REDCap survey that is tailored to the 
outcomes of the individual’s concerns and responses, and include the following 
assessment tools:   

i. SUDS - conducted at onset and completion of encounter 
ii. Mental Status – Mini Mental Status Exam (MMSE), 4x oriented principles 

iii. Suicidal risk – National Institutes of Mental Health (NIMH) tool 
iv. Homicidal risk - from CDC violence risk assessment questions 
v. Alcohol and Drug use - CAGE assessment 

3. Clinical Recommendation: Once the individual has been de-escalated and assessed, the Crisis 
Clinician will work with the CFD Community Paramedic to determine if it is safe for the individual 
to return to the previous setting. The Clinician will make a recommendation about next steps: 
on-scene resolution, non-emergent transport to alternate destination, or emergency transport 
via ambulance to hospital. 

4. Plan Implementation: The Crisis Clinician will work with CFD Community Paramedic to 
implement agreed upon plan.  

a. If the individual is medically stable, the CARE team can provide non-emergent transport 
to identified alternate destinations in each pilot district. Warm hand-off to various 
service providers will occur on a case-by-case basis based on the individual’s specific 
social and healthcare needs. Each pilot district has a resource directory of City funded 
and non-funded partners who provide services within the region and these partners 
have been briefed on CARE team activities and will be prioritized for referrals and warm 
hand-offs. See Appendix II for these resource directories. 

i. For individuals who require immediate access to a psychiatric prescriber for 
assessment, each pilot district has an identified location that has agreed to 
provide prioritized access to individuals who require psychiatric evaluation and 
prescription of medications, regardless of insurance status or ability to pay. 

ii. For individuals experiencing homelessness, each pilot district has a drop-off 
location where individuals can receive services while waiting for 311 pickup. If 
these alternate destinations are unavailable or unable to take CARE team drop-
offs, the CARE team can transport the individual needing shelter services to the 
district police station. 

b. If the individual is not able to be linked to a resource and requires timely evaluation by a 
psychiatric prescriber, then the individual should be transported to the nearest 
Emergency Department for evaluation.  

c. In instances where there is a passive threat of suicide, homicide, or self-harm the 
Clinician will complete the Support Plan document with the individual. The Clinician will 
take a photo of this document and upload it to the patient care reporting system so that 
it is on file for follow-up with the individual. The paper version of the Support Plan 
should be left with the individual. 

d. The Clinician will provide any supplies (snacks, water, clothing, etc.) that the individual 
may require 

i. The CARE team is able to provide harm reduction packets for individuals living 
with substance use disorders and/or their family members at the initial 
encounter or at any follow-up engagements. 
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5. Conclusion of encounter: at the end of each encounter, the Crisis Clinician will provide a 
Resource Card to individuals and any family on scene for immediate resources, referrals, and to 
support active linkage in real time. 

a. The Clinician will conduct a second SUDS scale assessment at the conclusion of the 
encounter 

b. The Clinician will complete documentation within three (3) hours of the encounter, to 
ensure follow-up measures may be followed 

CARE TEAM ON-SCENE MITIGATION & RESPONSE PROCEDURE 

The CARE team should follow the below procedure upon arriving on scene as appropriate. The on-scene 
response will vary by the conditions and environment of the call, and the sequence of response 
procedures must be tailored to fit the needs of the individual in crisis, as well as family members or 
others on site. 

Upon arrival on scene, the CARE team will individually assess for environmental safety concerns, 
including assessment of additional Emergency Services required, any risk factors that may increase 
safety concerns, and availability of space to de-escalate all involved parties.    

1. Certified CIT Officer CARE Team Member introduces themselves, secures the scene, and 
determines whether there are immediate victimization or investigatory needs 

a. If scene is unsafe, there is criminal activity, or there are investigatory needs, the CARE 
Team will return to the vehicle/move the vehicle to a safe position and the CIT CPD 
CARE Team member will call for backup. 

b. If individual does not speak or understand English, refer to LIMITED ENGLISH 
PROFICIENCY PROCEDURE 

2. CDPH Clinician and CFD Community Paramedic introduce themselves to the individual, inquire 
about the individual’s needs, and ask how the CARE team can help 

a. CDPH Clinician will take the lead if de-escalation is needed, to assist in clarifying the 
precise nature of the individual’s needs 

3. CFD Community Paramedic requests permission to perform an initial medical assessment and 
make sure the individual is medically stable 

a. If the individual is not medically stable, CARE team will request an ambulance for 
emergency department transport  

4. CDPH Clinician conducts psychosocial assessment of individual to determine immediate 
behavioral health needs 

5. Based on outcome of assessment, CDPH Clinician and CFD Community Paramedic share 
recommendation for next steps with the individual. Options include: 

a. On-scene resolution with resource referrals (including harm reduction materials if there 
is an indication that the individual uses substances or has a substance use disorder), and 
a combination of safety planning and warm hand-off to community-based providers, as 
appropriate. 

b. Non-emergent transport to identified alternate destinations in each pilot district. Each 
pilot district has a resource directory of community-based mental health and housing 
partners who are equipped to take CARE team drop-offs. See Appendix II for these 
resource directories. 
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c. Emergency department transportation via ambulance for medical emergencies. If 
emergency department transport is necessary, the CARE team must call for an 
ambulance. This transport cannot be conducted by the CARE team van. 

6. If individual agrees with the CARE team recommendation, the team works to implement the 
plan  

7. If individual disagrees with the CARE team recommendation, CARE team works to achieve 
agreement using motivational interviewing, reflective listening, and health education 
interventions 

a. If the individual meets the criteria for emergency involuntary admission, CPD protocol 
for involuntary admission should be followed. The Crisis Clinician can complete the 
petition and certificate process and transport will occur according to CPD protocol.  

b. If the individual does not meet the criteria for emergency involuntary admission, the 
CARE team should treat the call as a refusal and document it as “refuse 
treatment/refuse transport” in respective reporting systems. 

8. Regardless of next steps taken, the CARE team ensures that the individual and any family on 
scene are notified of all follow-up procedures: 

a. The individual will receive follow-up calls or in-person engagements at 1, 7, and 30 days 
after the initial encounter with the CARE team. 

b. The individual and/or family members are given a Resource Card with CARE team 
contact information and informed that they can call the CARE team for any non-
emergent needs. Any member of the CARE team can take these calls. 

CARE TEAM CPD CIT ASSIST PROCEDURE 

The CARE team will respond as an assisting unit during the soft launch of the CARE Pilot, as well as 
throughout the duration of the CARE Pilot. To serve as an assist to CPD CIT, the CARE team will monitor 
radio and PDT traffic for appropriate DISTME calls. When the CARE team identifies an appropriate 
DISTME call: 

1. The Certified CIT Officer CARE Team Member will make radio contact with the on-scene CPD CIT 
officer, verify the scene is secure, the individual falls within age limits, and ask if they need 
assistance. 

2. If scene is secure and assistance is requested, CARE team will notify OEMC over the CPD and 
CFD net that they are providing an assist. 

3. Once on scene, CARE Team members will check in with the on-scene officers and assume 
responsibility for the assignment, but the original assigned unit will remain on-scene. 

4. Having assumed responsibility, CARE Team will initiate CARE TEAM ON-SCENE MITIGATION & 
RESPONSE PROCEDURE. 

CARE TEAM NON-EMERGENT FOLLOW-UP PROCEDURE 

Each individual will receive a follow-up contact attempt at 1, 7, and 30 calendar day intervals after initial 
contact with the CARE team. A CARE team member will conduct the follow-up phone call to the 
individual, and at least one of the scheduled follow-up engagements will be conducted in-person, as 
able. If the scheduled follow-up contact falls on a weekend or holiday, the CARE team will follow-up on 
the next available business day. The follow-up phone call will determine if the individual was able to 
connect to resources, has additional needs, or otherwise requires assistance.  If contact with the 
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individual is achieved, the conversation should be documented in the patient reporting system. If the 
outreach team is unsuccessful at contacting the individual, that should also be noted in the patient 
reporting system.    

If the team is unsuccessful in contacting the individual within the first seven (7) days after first contact, 
the CARE unit that responded to that individual should attempt an in-person follow-up to the individual 
in the area of the last known location in the community. This attempt should be documented in the 
patient reporting system regardless of whether individual contact is achieved.   

In addition to the proactive follow-up that CARE initiates telephonically or in-person at 1, 7, and 30 day 
intervals, each vehicle will have a cell phone by which individuals can always contact the CARE team for 
non-emergent concerns. These phone numbers are listed on the drop-off document that is provided to 
every individual on the day of the 911 response, with information on the hours of CARE team operation 
and that the individual should call 911 in case of an emergency. If an individual contacts the CARE teams 
via these numbers requesting non-emergent follow-up, the CARE team member who receives the call 
should document it in the patient reporting system and then schedule a time to conduct the follow-up 
with the individual.  

The CARE team will meet on a weekly basis to discuss case outcomes, challenges, successes, and needs. 
This meeting will occur on Wednesdays from 9:30am-10:30am. 

PROACTIVE OUTREACH PROCEDURE  
When not responding to calls for service, the CARE team may conduct proactive outreach to individuals, 
high utilizers of emergency services, and organizations or settings in each district that offer social 
services, mental health and/or substance use disorder treatment, housing supports, and other 
community services. If the CARE team engages with an individual telephonically or in-person while 
conducting proactive outreach, they should make it clear that the individual is free to decline CARE 
services at any time.   
 
Proactive outreach will take four forms:  

1. High-utilizer engagement: the CARE program epidemiologist will generate a list of 
frequent utilizers of law enforcement and relevant emergency medical services in each pilot 
area. Depending on the capacity of the CARE team, these high utilizer lists will be generated 
weekly, monthly, or quarterly. The high frequency utilizer list will include individuals with 
four or more CPD (arrests or mental health transports) and/or CFD contacts in the previous 
12 months, with at least one of these contacts involving a mental or behavioral health 
component. The CARE team will determine which cases from this list are most appropriate 
for the behavioral health-based services offered by the CARE team.   

a. If the CARE team has a telephone number for an individual, the CARE Team 
CDPH Clinician will first attempt to contact the individual via phone and administer a 
mini biopsychosocial assessment. If the individual has physical health needs, the 
CDPH Clinicians will work with the CFD EMS Member to determine how best to 
address these needs. The CARE Team will document this outreach in the Patient 
Care Report. The CARE Team will follow up in-person as needed with each of these 
individuals.   

i.If the CARE Team CDPH Clinician connects with the individual over the 
phone, refer to Appendix IV for telephonic outreach talking points  
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ii.If a patient hangs up the phone or declines the telephonic interaction, this 
should be documented as a declination of services.  

iii.If the CARE Team CDPH Clinician reaches a family member or third party 
over the phone, the Clinician must make every effort to disclose as little 
personal information about the individual they are trying to reach as 
possible.  

iv.The CARE Team CDPH Clinician may leave a voicemail after the third 
attempt to contact the individual telephonically, if the Clinician 
determines that this is the most effective method of reaching the 
individual. This voicemail is considered a disclosure for treatment; 
therefore the Clinician must limit the information provided in the 
voicemail to the minimum necessary to ensure the protection of the 
individual’s personal health information.  

v.The CARE Team CDPH Clinician will attempt telephonic contact three 
times over 48 hours before switching to an in-person contact attempt. All 
call attempts must be documented in the Patient Care Report.  

b. If the CARE team does not have a telephone number for an individual or is 
unable to reach an individual via phone, the CARE Team will attempt in-person 
contact. To assist in locating individuals, the CARE Team will use the Patient Care 
Report to map patient contacts with EMS to determine if there are geographic 
locations where EMS engagement has occurred in the past.   
c. If individual does not speak or understand English, refer to LIMITED ENGLISH 
PROFICIENCY PROCEDURE  

2. CARE-eligible recent 911 contact engagement: the CARE program epidemiologist will 
generate a list of individuals involved in the CARE-eligible calls in police districts 006 and 019 
that the CARE team was not dispatched to in the previous week. This list will be generated 
weekly. The CARE Team CDPH Clinician will conduct the initial outreach to these individuals 
by telephone, following the same process and documentation procedures as the high-
utilizer engagement outreach.   
3. Place-based outreach: the CARE team will conduct outreach to locations in the pilot 
areas where individuals with unmet mental health and social services needs congregate. The 
CARE team will use OEMC data on the location of DISTME calls to identify these geographic 
areas, which include but are not limited to encampments, parks, and transit stops. The CARE 
team may also conduct proactive engagement with healthcare, behavioral health, social 
services, and other organizations in the pilot areas to form connections with local service 
providers and promote CARE team linkage and community relationships.   

a. When the CARE team is conducting place-based outreach, they will notify CPD 
and CFD OEMC that they are held down on a Special Duty event. When the CARE 
team has completed this outreach, they will notify CPD and CFD OEMC.   
b. If the CARE team encounters an individual during this outreach that wants CARE 
services, the CARE team will notify CPD and CFD OEMC that they are self-dispatching 
to a CARE event.  

4. On-view outreach: the CARE team will conduct outreach to individuals that appear to be 
experiencing a mental health crisis, homelessness, or have unmet behavioral health needs 
that they observe while on duty in the pilot area.   

a. Before engaging an individual on-view, the CARE team Certified CIT Officer will 
assess for environmental safety concerns, including assessment of additional 
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Emergency Services required, any risk factors that may increase safety concerns, 
and availability of space to de-escalate all involved parties.     

i.The CARE team will evaluate the situation and decide on a case-by-case 
basis which CARE team member is most appropriate to approach and 
engage the individual first.  

b. If scene is unsafe, there is criminal activity, or there are investigatory needs, the 
CARE Team will return to the vehicle/move the vehicle to a safe position and the 
CARE Team Certified CIT Officer will call for CPD backup.  
c. If individual does not speak or understand English, refer to LIMITED ENGLISH 
PROFICIENCY PROCEDURE  

The CARE team will also participate in community engagement and outreach activities. These activities 
can include CAPS events, housing events, informational events, etc. When conducting outreach, the 
CARE team will conduct any medical or psychosocial assessments needed or requested by the individual, 
to determine their behavioral health needs. The CARE team also has outreach materials available to 
distribute to individuals, including harm reduction supplies (Naloxone, fentanyl test strip kits), hygiene 
products (feminine hygiene kits, general hygiene kits, safe sex kits), wound care kits, basic clothing items 
(t-shirts, sweatshirts, sweatpants, hats, gloves, underwear, socks), water, and snacks.   
If the CARE team engages an individual experiencing a mental health crisis, they will initiate the CARE 
TEAM ON-SCENE MITIGATION & RESPONSE PROCEDURE.  
  

LIMITED ENGLISH PROFICIENCY PROCEDURE 

When responding to individuals with limited English proficiency, CARE team members should: 

1. Determine the primary language understood by the individual. The CPD Language Identification 
Card (see Appendix II) can be used to determine the primary language. 

2. Certified CPD CIT CARE Team Member can contact OEMC to request a Department member 
within the district of occurrence who has a Department-issued mobile device equipped with 
interpretation services, OR 

3. CDPH Crisis Clinician can contact the language line to access an interpreter. The Crisis Clinician 
will have a language line card (see Appendix II) and can contact the language line by: 

a. Dial 1-866-874-3972 
b. Provide client ID: 594194 
c. Indicate language spoken by individual 
d. Brief the interpreter on the context and nature of call 
e. Speak directly to the individual, and pause at the end of complete thoughts to allow for 

interpretation 

The CARE Team will document the use of an interpreter and when able provide Resource Cards with 
crisis resources and referral information in appropriate language. 

Documentation 
 

CFD Community Paramedic: Assessment findings shall be documented on the EMS System MIH 
Assessment Form (ImageTrend), including assessment of need for additional resource involvement for 
the individual. These include but are not limited to; Social Services, Dietician Services, Home Health Care 
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Assessment, Primary Care Resources, Pharmacist review, etc.  Assessment findings that warrant 
immediate action should be forwarded immediately to the individual’s primary care provider. 

CDPH Crisis Clinician: Mental health screening tools are conducted via a REDCap survey and data is 
stored on CDPH REDCap. The Crisis Clinician will complete an interview with each individual and 
collateral contact to gain the following information: SUDs Score, presenting problems, 
suicidality/homicidality, protective factors, referrals, resources provided, and/or non-emergent 
transport destinations in the patient reporting system. All attempts, successful or otherwise, at 1, 7, and 
30 day follow-up engagements as well as any non-clinical follow up will be documented in the CFD’s 
ePCR in DAP format in a narrative box that is attached the original patient record. 

 

Confidentiality 
 

CARE Team members will comply with all applicable laws, regulations, policies, and procedures 
regarding confidentiality. For example: 

• CDPH team members subject to the Illinois Mental Health and Developmental Disabilities 
Confidentiality Act will comply with all applicable provisions of the Illinois Mental Health and 
Developmental Disabilities Act. 

• EMS, OEMC, and their workforce members will comply with all applicable provisions of the 
Health Insurance Portability and Accountability Act of 1996, the Health Information Technology 
for Economic and Clinical Health Act, which is part of the American Recovery and Reinvestment 
Act of 2009, and the regulations promulgated thereunder (collectively, HIPAA) and the City of 
Chicago’s applicable policies and procedures, including the City of Chicago HIPAA Privacy Policies 
and Procedures.         

 

Training 
 

All CARE team members will complete a 120-hour training which includes 80 hours of didactic learning 
and 40 hours of applied learning covering a wide range of topics and will be assessed through a pre- and 
post-test competency exam requiring a minimum score of 80%. CARE team members who do not exceed 
the minimum threshold score will work with their program supervisor to review areas in which 
additional training is needed prior to re-taking the exam. In addition to the 80 hours of classroom-based 
training, all team members will complete 40 hours of simulations, ride-alongs, and other forms of 
applied learning. CARE team members will participate in ongoing in-service training based on areas of 
training that are identified through ongoing quality improvement analysis.   

Program Evaluation 
 

An external evaluator will conduct a detailed process evaluation of CARE, including descriptive analyses 
of the related emergency response data and qualitative interviews with key emergency response 
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stakeholders. The external evaluator will test program logistics, providing critical insight into how the 
pilot is functioning and allowing the partners to identify and resolve potential operational challenges 
before implementation at scale. The process evaluation plan will build toward a rigorous causal 
evaluation, which will be conducted within the earliest feasible timeframe.  

Key activities of the evaluation will include creating and defining a logic model/theory of change which 
will serve as a foundation for program improvement, priority-setting, and future outcomes evaluation.  
Activities will also include creating detailed documentation of the planning and pilot implementation 
process, including: staffing and training; program operations; fidelity to the program model; the nature 
and intensity of services offered; collaboration between partners; how decisions were made; and the 
context and community in which the interventions were delivered.  

The external evaluator will also assemble, structure, and clean project data provided by agency partners, 
including OEMC, CPD, CFD, CDPH, EMS Region 11, the medical examiner’s office (for overdose and 
related mortality data), and the Public Safety Administration (which will house data related to the 
alternative response programs). The external evaluator will explore how factors such as mental health- 
and substance use-involved 911 calls differ across pilot areas, individual characteristics, locations, and 
events to inform implementation and design of subsequent interventions and outcome evaluations. For 
each response model, evaluators will investigate the particularized mental health issues involved in 
deployments, document call outcomes, and conduct a gap analysis of additional resources that may be 
required to support these efforts. The external evaluator will also examine call reclassification, including 
how calls are recoded by response teams when they arrive on scene.  

The external evaluator will conduct quasi-experimental analyses to generate and explore hypotheses 
regarding program impacts. These could include pre/post comparison of pilot areas and/or comparison 
of pilot locations to similar non-pilot areas (such as by synthetic control analysis). 

 

Appendix I – Equipment Lists 

 

MIH EQUIPMENT LIST 

 

AIRWAY/RESPIRATORY: 

BVM device 

Nasal cannula 

Non rebreather mask 

Portable oxygen tank 

Manual suction 

Pulse oximeter 
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CARDIAC: 

AED with adult pads 

  

VITAL SIGNS: 

Blood pressure cuff 

Stethoscope 

Thermometer 

Glucometer 

  

PERSONAL PROTECTIVE EQUIPMENT: 

Gloves 

Gown 

Facemask 

  

WOUND CARE: 

Sterile Water 

4x4 dressing 

Ace wrap 

Kerlex 

Shears 

  

GUIDELINE SPECIFIC EQUIPMENT: 

Peak Flow meter 

Scale 

Urine ketone strips and cups 

  

ADDITIONAL EQUIPMENT: 

Flashlight 

Documentation forms 

Educational forms 
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Tablet 

Radio/cell phone 

Hand sanitizer 

 

CDPH EQUIPMENT LIST 

Snacks 

Water Bottles 

Socks, Underwear, gloves, etc. 

Tablet 

Printer 

Clinical Documents 

Resource Documents  

Personal Protective Equipment 

Sanitizing wipes 
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Appendix II – Resources 
 

Resource Card- Lakeview 

 

 

 

Resource Card- Auburn Gresham/Chatham 
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Lakeview Resource List 

       

Lakeview Resource List       

Organization Services Accept walk-ins Notes 

Drop-Off Sites        

Lincoln Park Community Services Interim Housing (Shelter), 
case management 

No Call in advance and identify referral 
for Lincoln Park shelter, require 
background check (needs birthdate, 
SS#, ID), referral letter from 3rd 
party stating where person has 
most recently been sleeping, only 
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accept referrals based on bed 
availability 

Community Counseling Centers of 
Chicago 

Outpatient Services for 
older adults, adults, and 
children, case management, 
psychiatric services, crisis 
assessment, crisis 
stabilization treatment, 
mobile crisis, walk-in 
support and triaging 

Yes CARE team can call ahead (although 
not necessary) to bring individual to 
site. Best if someone from CARE 
team comes in with individual to 
complete warm handoff. 

Thresholds Living Room (Forever 
Hope Crisis Center) 

A community respite 
program that offers adults 
(18 years and older) an 
alternative to the 
Emergency Department for 
people experiencing 
behavioral health crisis. 

Yes Open 2pm-9pm, last intake at 8pm. 
Upon arrival ring bell and ask for 
Living Room staff. The Living Room 
staff will take temperature and ask 
if participant has weapons or any 
inappropriate paraphernalia. Once 
cleared and masked (will supply if 
needed) participant will be serviced 
by staff. 

Referrals       

Advocate Illinois Masonic Hospital Individual/Group Therapy, 
Crisis Intervention, Psych 
Med Management 

Not at this time 
d/t COVID 

  

Heartland Health Centers - Lake 
View 

Primary care No   

Apna Ghar Inc in partnership with 
Hamdard Center 

Domestic violence agency. 
Advocacy/referrals, 
counseling, legal advocacy, 
supervised visitation & safe 
exchange services (SVSE), 
education to community 
members and external 
organizations 

Yes   

North River Mental Health Clinic 
(CDPH) 

Mental health evaluation, 
counseling, psychiatry 

 Yes   
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Auburn Gresham/Chatham Resource List 

Auburn Gresham/Chatham Resource List     

Organization Services Accept 
walk-
ins 

Notes 

Drop-Off Sites        

Holy Cross Hospital Behavioral Health 
Crisis Evaluation, 
Centers for 
Addiction -
Treatment & 
Recovery, 
Inpatient 
Psychiatric Unit 

Yes When individual enters the emergency room 
and is in need of medical detox services, they 
can let the greeter know. The individual will 
then be considered for the center. There is 
blood work, urine and a rapid covid test 
performed before consideration. The 
individual will need to be in active withdrawal, 
test positive for drugs/alcohol and be 
voluntary in order to meet criteria for 
admission. 

Community Triage Center - HRDI 24/7 Crisis 
Services 

Yes   

Referrals       

Access Community Health Network - 
Auburn Gresham 

FQHC- primary 
care with 
integrated 
behavioral health 

Yes   

TCA Health, INC. NFP Primary Care, 
Behavioral 
Health, Dental, 
WIC Nutrition, 
SNAP/TANF 
Employment & 
Training 

Yes   

HRDI Community 
Mental Health, 
Assertive 
Community Team 

No   

St Casimir Clinic of Holy Cross Hospital Outpatient and 
Intensive 
Outpatient 
Behavioral Health 

No   

Englewood Mental Health Clinic (CDPH) Mental health 
evaluation, 
counseling, 
psychiatry 

Yes   
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Safety Plan Document 

 



 27 

CPD Language Identification Card (first page)

 

 

CDPH Language Line Card 

 


