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Due to the critical, short-term nature of emergency 
medical treatment, many emergency medical services 
(EMS) personnel currently do not have adequate 

resources for patients suffering from acute or chronic mental 
health complaints. In the United States, nearly 1 in 5 adults 
suffer from a mental illness within their lifetimes, suggesting 
the importance of regularly evaluating mental wellness during 
an emergency medical technician (EMT)’s assessment.1

In California, insufficient treatment among patients suffering 
from mental health conditions is unfortunately common. 
According to the 2018 California Health Care Almanac, over 
50% of patients who have mental health disorders go untreated, 
regardless of whether or not they have insurance.2 At the 
college undergraduate level, it is clear that untreated mental 
illness is incredibly pervasive.3 College students experience 
unique stressors, including increased workload, interpersonal 
relationships, and making decisions independently. Because 
roughly 75% of lifetime cases of psychiatric disorders manifest 
by age 24 and recent years have seen a notable increase in 
reported mental health symptoms among college students, it 
is essential for universities to create and implement support 
systems for students’ experiencing mental health crises.4 The 
increase in symptoms of mental health conditions and demand 
for mental health services also has significant implications 
for collegiate-based emergency medical organizations, who 

are tasked with responding to medical emergencies for their 
fellow classmates. Collegiate EMS programs have grown with 
an impressive rate over the past twenty years, yet there remains 
a lack of research and evidence based guidelines surrounding 
how we can best serve college students in need of behavioral 
health services. Within the Emergency Medical Services of 
USC (EMSC), a student-run event-based volunteer EMT 
program at the University of Southern California, our staff have 
witnessed multiple occurrences of patients self-diagnosing and 
self-treating severe psychiatric conditions--like depression, 
anxiety, and ADHD. Because we only treat our patients on a 
short-term stand-by basis, and typically for chief complaints 
unrelated to their complex mental health medical histories, 
there appears to be little to do to encourage them to seek long 
term care. Exasperating this issue is the fact that while many 
organizations exist to help patients with severe mental illness 
(SMI), low treatment rates indicate that lack of awareness and 
social stigma are two of the biggest barriers to treatment for 
these populations.5 

The problems of awareness and stigma can first be witnessed 
and potentially addressed at the EMT level. By training first 
responders to not only navigate SMI calls but to also provide 
information on treatment options and available resources, 
providers can work to increase the rate of treatment for those 
suffering from SMIs through contact at what is often the initial 
step of a care cascade. In addition to this, by providing this 
information, EMTs would effectively initiate patient-centered 
care methods, which studies suggest is crucial in treating 
individuals with mental illness, especially for those with serious 
mental illnesses who have much higher dropouts and attrition 
rates from ongoing treatment.6  
 
The first step in improving the EMS response towards SMI cases 
is to educate first responders on identifying cases where mental 
health plays a role in the patient’s situation. Due to stigmas 
clouding mental health (i.e. lack of understanding by family, 
friends, etc., feelings of isolation and shame, reluctance to ask 
for help/seek treatment), it might not always be immediately 
clear that a call pertains to a mental health crisis. However, 
by forming context around the patient’s situation through 
questions, EMTs can elucidate the mental health components 
to a patient’s situation. In this review, we evaluate existing 
resources, their potential impact on and integration into EMSC 
and other collegiate EMS programs, barriers to treatment, and 
next steps for mental health integration and awareness in EMS. 
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The College Demographic & SDOH
	
The link between an individual’s social environment and their 
health has long been recognized within the domains of public 
health and medical care systems. A mounting body of research 
suggests that persistent disparities in health status can be traced 
to largely inescapable underlying factors including race, ethnicity, 
age, income level, education level, sexual orientation, geographic 
location, interpersonal, family, and community dynamics, 
housing quality, social support, employment opportunities, 
work and/or school conditions and other factors contributing 
to an individual’s built environment.7 These underlying factors, 
termed social determinants of health (SDOH), are defined 
by the World Health Organization (WHO) as “conditions in 
which people are born, grow, live, work, and age...circumstances 
[which] are shaped by the distribution of money, power and 
resources at global, national and local levels.”8 The relationship 
between SDOH and health status has become especially evident 
during the COVID-19 pandemic, which has exacerbated the 
nation’s systemic inequalities and disproportionately affected 
racial minorities and low-income communities.9 

The U.S. fee-for-service health care system has historically 
struggled to integrate public health and preventive services into 
their framework, largely because they had little incentive to do 
so.10 The consequences of these social determinants are starkly 
evident within emergency medical services (EMS), where front-
line providers are tasked to treat the patient’s chief complaint, 
but are often unable to address upstream issues of homelessness, 
addiction, food insecurity, racism, and more--which are some of 
the main predictors of a patient’s health outcomes. 

College environments and early adulthood bring about significant 
changes that impact students’ SDOH. One manifestation of these 
changes is the disproportionately high rate of suicide. Between 
2007 and 2017, the rate of death by suicide among individuals 
aged 15 to 24 had increased by 57%.11 As of 2018, suicide was 
the second leading cause of death for the same age group.12 
Similarly, rates of suicide ideation, planning, and attempt are 
higher among adults aged 18 to 25 compared to older adults.13 
In 2015, a national survey conducted across 108 institutions 
found that approximately 1 in 5 undergraduate students had 
considered suicide, 1 in 10 had made an attempt, and nearly 1 in 
5 reported self-harm.14,15 This disparity has likely been worsened 
by COVID-19. Many students are now living out-of-state due 
to stay-home orders and experience decreased access to campus 
therapists since licensure laws prohibit or limit practice across 
state borders.16

While medical providers increasingly recognize the need to 
address SDOH in patient care, the process of implementation 
remains less clear, especially as it pertains to EMS providers, 
who are often limited by a lack of time and resources. There is a 
clear need for EMS training programs and employers to develop 
guidelines on the best practices to identify and address social 
determinants in prehospital care.17 In the interim to the creation 
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and implementation of such guidelines, many emergency 
departments and some community paramedicine programs have 
begun to use their expertise and leadership to develop screening 
and referral practices to bridge the divide between emergency 
services and the social determinants of health.18 After a review 
of EMS initiatives to implement social determinants into their 
care framework, we defined programs as successful if their 
results demonstrated significant increases in post-training gains 
across domains related to SDOH knowledge and attitudes and/
or skills pertaining to mental health de-escalation and referral, 
as compared to baseline assessments. From this classification, 
we observed that collegiate EMS organizations who had been 
successful in creating programs specifically to response to 
mental health complaints on campus shared the following three 
elements: 1) standardized screening guidelines 2) integrated 
referral practices and 3) community partnerships. Accordingly, 
we recommend collegiate EMS programs to take the following 
measures to better integrate emergency services and social 
determinants of health into the acute treatment of complex 
mental and physical health complaints:

1. Standardized Screening

While clinical guidelines increasingly recommend the SDOH be 
captured and recorded, there is a lack of standardized screening 
tools and processes. A standardized screening process is essential 
to allow different players across healthcare and social service 
systems to communicate effectively and have a common frame 
of reference. Prehospital providers can implement the Question, 
Persuade, and Refer (QPR) Screening Tool into their secondary 
assessment and can use the results to inform patients’ treatment 
plans and make referrals to community services.

Our Intervention: Question, Persuade, Refer (QPR)

To improve screening for mental illness, we recommend 
collegiate EMS programs incorporate gatekeeper training to 
improve suicide prevention, especially given that an increase in 
self-diagnosed and self-treated mental illnesses is likely when 
campuses open.19 Collegiate EMS must be prepared to provide 
adequate care within its scope, and gatekeeper training can 
empower it to do so.

Gatekeeper training is a nationally recognized suicide prevention 
program. In one or two hours, one learns to identify at-risk 
individuals and refer them to counseling and support services. 
Although there is no prerequisite education for the training, an 
ideal gatekeeper is “strategically positioned” to recognize and 
refer individuals.20 Collegiate EMTs are ideal candidates: not only 
do they have high proximity and familiarity with fellow students, 
but they are also likely to encounter mental health crises on calls, 
or to notice warning signs of mental illness during secondary 
assessment.

In addition, principles of gatekeeper training align with those 
of a well-established EMS procedure. Question, Persuade, and 



Refer (QPR) is the most widely used gatekeeper program in the 
United States and is recommended by the Substance Abuse and 
Mental Health Services Administration (SAMHSA). QPR shares 
procedural similarities with cardiopulmonary resuscitation 
(CPR). At their cores, both aim to increase a patient’s chances 
of survival by prioritizing early recognition and intervention.20 
Although CPR does have a more demonstrable effect on patient 
survival, QPR education has been proven to significantly 
improve attitudes, subjective norms, and perceived behavioural 
control regarding suicide intervention.21 QPR training for EMTs 
can serve as an extension to their  life-saving skills, allowing 
them to remain calm and rely on a standardized  procedure 
when responding to mental health crises.

The University of Southern California offers micro-grant 
applications to recognized student organizations through the 
student health center’s wellness program. Applying such a 
microgrant to the QPR training of EMTs that serve our student 
population invests resources back into our community to 
promote the long-term wellbeing of our student population 
and the ability of our EMTs to respond to such calls effectively. 
Fortunately, such funding is not limited to the University of 
Southern California. Most colleges and universities across the 
nation provide similar application-based funding to recognized 
student organizations through their undergraduate government 
bodies. At the minority of institutions that may not have such 
robust funding, organization-led crowd fundraising efforts 
through GoFundMe or alternative methods (bake sales, member 
dues) could also provide the necessary funding for such a 
program. 

Limitations: The major limitations regarding QPR in EMS involve 
the period of time that training remains effective. Previous 
studies indicate that QPR training was effective in increasing 
immediate knowledge, attitudes, and skills to prevent suicide; 
however, these effects were only studied in a short-term time 
frame.22 Without scheduled refresher courses, the knowledge 
gained from QPR training can fade and cause providers to be 
less confident in approaching mental health emergiencies. The 
period of time in which training remains effective varys from 
provider to provider, but it has been shown that in two-year 
post-training follow ups, EMS providers felt significantly less 
confident, knowledgeable, and prepared to deal with mental 
health crises.23 Further research is needed on the efficacy of  
long-term and systemic efforts to integrate QPR into EMS. 
Regardless, we recommend QPR training--it is an evidence-
based intervention that provides sorely needed skills to address 
high rates of suicides on college campuses. Furthermore, EMS 
on the collegiate level might be more conducive to continuous 
QPR refreshers than traditional EMS organizational structures. 
Because new students join collegiate EMS organizations every 
year, there is a constant need for training. By involving all crew 
members in this training, collegiate EMS organizations can 
prevent knowledge loss and provide consistent, high-quality care 
to the populations they serve. 
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Although there is a paucity of research on QPR with regard 
to collegiate EMS, there is evidence to support its efficacy in 
similar settings and populations. QPR in a college environment 
was effective in increasing immediate knowledge, attitudes, and 
skills to prevent suicide, as demonstrated through a short-term 
study conducted with residence advisors.22 A methodologically 
similar two-year study supports short and long-term results 
with gatekeepers who work with youth.23 Further research is 
needed on long-term and systemic efforts to integrate QPR. 
Regardless, we recommend QPR training--it is an evidence-
based intervention that is theoretically a match for EMTs, and 
provides sorely needed skills to address high rates of suicides on 
college campuses.

2. Integrated Referral Practices

To bolster the presence of integrated referral practices during 
collegiate EMS calls, it is imperative that collegiate EMS programs 
work with their university’s health departments to identify 
mental health resources for students of various backgrounds, 
ranging from free group therapy options to individual therapy 
and more.

Our intervention: Student-Health Center Partnership 

It is important that we recognize our limited role in the long-term 
care of patients, as in-field stand-by EMTs. Unlike a majority 
of other collegiate EMS organizations, we are not involved in 
routine calls or patient transport. As such, the time and resources 
we have to provide care to patients needing longitudinal support 
can often be inadequate. Thus, it becomes vital to build a strong 
relationship with long-term mental health care resources in our 
community. The most accessible and advertised resource for 
our student population is the Engemann Student Health Center, 
located on the larger of our two campuses. The staff continually 
implement quality improvements to stretch their resources in 
service of our student population. Their preference is to screen 
and refer students, rather than offer long term care within their 
own facilities--a result of the immense demand for care among 
our student population of over 20,000. Reasonably, a student not 
immediately referred to an Emergency Department after leaving 
our care would likely be referred to Engemann. But, a gap exists 
in care-seeking behavior for students whose mental health 
concerns are not urgent enough to require immediate continued 
care.24 

As such, our EMS agency reached out to the student health staff 
at Engemann to build a partnership for direct referrals, with the 
general guidelines of consent and HIPAA compliance preserved 
in all activities. This serves to eliminate the barrier of actively 
needing to seek care multiple times (at least once from our EMTs, 
then again for continuity of care), and feeds well into a potential 
recipient of our QPR program. When referring students to 
further care, compliance improves when care is accessible, both 
in location and familiarity.23 For our specific resource-based 
intervention, we extrapolate the broad value of connecting EMS 
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to continued care whenever possible. As such, we encourage 
other collegiate EMS programs to likewise seek longitudinal 
partnership with primary care and urgent care providers at their 
institutions’ student health centers or other nearby healthcare 
institutions. 

Limitations: At the time of publication, we have not yet received 
a formal response from a representative at the Engemann 
student health center about formally implementing a direct 
referral program for patients we respond to on shift experiencing 
a mental health crisis  but we remain open to partnership and 
continue to explore other community-based options for referrals 
to continued mental health care. While EMSC already has a 
working relationship with a Health Promotion Specialist at 
Engemann who advises us about crisis de-escalation on shift and 
wellness practices for our student EMTs, we believe there remains 
a gap in the transfer of care between the immediate mental health 
services we provide on shift and longer-term mental health 
treatment offered at Engemann. Expanding our partnership with 
Engemann to include direct referrals for patients experiencing a 
mental health crisis would better address the upstream factors 
leading to the emergent situation. As EMSC and other collegiate 
EMS programs become more deeply integrated into university’s 
emergency response systems, collaboration both within and 
between existing institutions is necessary to develop proactive 
solutions to best promote the health and safety of the students 
these institutions serve. 

3. Community Partnerships

Collegiate EMS programs can assist in expanding awareness 
of existing resources through building partnerships with the 
university’s mental health programs, local mental health clinics, 
and on-campus, student-run organizations. Once mental health 
resources are identified for a broad array of student populations, 
covering various combinations of SDOH, collegiate EMS 
programs can package these resources into small infographics, 
brochures, etc. that may be handed out to all patients during 
calls. Furthermore, after the standardized screening in step 1, the 
EMS provider may have a better understanding of which specific 
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mental ailment(s) the patient may be suffering from. At this 
point, the provider may be able to provide more specific, premade 
resources to the patient so they are able to seek treatment beyond 
the short-term treatment that the provider offers.

Our Intervention: Patient Resource Card

As an agency, we implemented a shift data review and 
classification process in the Spring of 2019  to develop evidence-
based quality improvement strategies. The process involved a 
confidential review of shift employee records to code data by call 
type, frequency, partner agency dynamics, and extraordinary 
circumstances. A manual inductive approach was used to 
analyze and code the aggregated qualitative and quantitative 
information to identify recurring trends. This data was then 
used to facilitate actionable decision making in our organization, 
whether in continued training or mediated debriefs with staff. 
We rapidly noticed an alarming prevalence of mental health 
concerns (both chief and secondary) in our call logs. In formal 
post-shift debriefs, our EMTs often noted a sense of helplessness 
when attempting to offer further care resources to such patients, 
only vaguely referencing our student health center and national 
resources while on scene. EMTs receive very little mandated 
training on mental health; further, they rarely receive any 
training at all from employers on local mental health resources 
for patients. The nature of our collegiate EMS program involves 
high turnover, which makes changes to foundational protocol 
more effective than cohort training alone. After implementing a 
dedicated psychiatric emergencies lecture into our skills training 
sessions curriculum, we decided to pursue broader protocol 
reform to ensure a lasting impact on EMT preparedness to 
handle calls that are psychiatric in nature, whether emergent or 
not.   

Thus, we added a gear item to our oxygen bags, alongside our 
clipboards and patient care reports: a mental wellness resource 
card. The card is discreet in size and includes references 
to campus-specific, community-specific, cost-specific, and 
national/remote care. Given the nature of the COVID-19 
pandemic and its resulting halt of recreational events which 
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Figure 1: Our most recent card template, revised in Fall 
2020 (front)

Figure 2: Our most recent card template, revised in Fall 
2020 (back)
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our organization traditionally staffs, we have not yet received 
real-time feedback from our community as to the efficacy of the 
resource card. The card, however, is designed to be reevaluated 
as necessary by EMSC’s Director of Internal Relations (a fairly 
new role, only proposed in Spring 2019), who is responsible for 
staff wellness, personnel logistics, and conflict management. 
As the nature of internal affairs management is vastly different 
depending on collegiate EMS program size and resource 
capacity, we recommend organizations seek out a distribution 
of responsibility (i.e. tasking this to student volunteers versus 
outsourcing to credentialed professionals) best suited to their 
own needs. 

Limitations: In order to create sustainable partnerships with 
local resources, we promote going beyond raising awareness to 
the formation of concrete and fluid partnerships. By working 
with the university’s mental health programs and local mental 
health clinics, collegiate EMS programs will first identify the 
most important resources to build awareness about. Then, by 
working with on-campus, student-run organizations, collegiate 
EMS programs can provide brief presentations on existing 
resources. Furthermore, collegiate EMS programs may be able 
to build websites with tools (such as brief quizzes or surveys) to 
walk students through which mental health resource(s) may be 
best for them during a specific crisis. By expanding awareness of 
such resources through presentations and partnerships with on-
campus student-run organizations and personalizing them to 
the student’s needs with quizzes and/or surveys, collegiate EMS 
programs would be able to greatly demystify the daunting steps 
required to seek mental health resources.

Conclusion

Prehospital providers work within the community setting and 
are well positioned to connect medical care with social and 
community resources. As students themselves, collegiate EMS 
providers are uniquely situated to acutely understand the social 
factors impacting their classmates and how to compassionately 
refer them to relevant community services and resources. By 
tailoring the proposed intervention to best suit the needs of 
the receiving demographic, EMS agencies can best equip their 
staff to respond appropriately and effectively to complex calls, 
especially those involving mental health complaints. 
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