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FOREWORDS

FROM A JUDICIAL PERSPECTIVE

Judge Steven Leifman, 11th Judicial Circuit Criminal Court, Florida

In spite of efforts to improve mental health systems of care, for many decades those living with mental illness have
suffered devastating proportions of mistreatment. Deprived of adequate care, appropriate supports, dignity and freedom,
their capacity to achieve and maintain recovery has been severely impaired. Overcrowded state hospitals and attempts to
honor the civil rights of their occupants led to deinstitutionalization; the overwhelmed, inadequately funded and poorly
conceptualized community-based treatment that followed resulted in limited or no access to care. To this day, insufficient
and disorganized resources contribute to decompensation, hospital recidivism and dispositions that put people on the
trajectory into the criminal justice system.

Lack of strategic funding and programming and adherence to treatment guidelines that do not necessarily reflect current
best practices have affected certain segments of the population in particularly devastating ways. For many individuals
who are unable to access care in the community, the only option is to access care through the some of the most costly
and inefficient points of entry into the health care delivery system including emergency rooms, acute crisis services and,
often, the juvenile and criminal justice systems. It is interesting to note that while the expenditures in the area of forensic
mental health services are often near the top of a state’s mental health budget, the level of expenditures on front-end
community-based services intended to promote recovery, resiliency and adaptive life in the community are often near the
bottom. Further, people who are receiving the front-end community services that are available still need a full continuum
of behavioral health crisis services to respond quickly and appropriately to prevent or minimize adverse outcomes at the
times when their mental health and/or substance use conditions may be at risk of decompensation.

Difficult to navigate and inefficient points of entry have resulted in barriers to accessing preventive, routine and
competent care, including adequate crisis response. Last year alone, more than 56% of all adults living with serious
mental illness and about 62% of all children living with severe emotional disturbances in need of treatment in the public
mental health system had no access to care (SAMHSA, n.d.). Furthermore, despite recent research that has led to the
identification and development of increasingly effective, evidence-based interventions for mental iliness and substance
use disorders, such treatments have yet to be adequately implemented by many service providers in the public mental
health system. Patients seeking care turn to crisis services that are, unfortunately, not available or are insufficient for
their needs. The consequences of the failure to design and implement an appropriate system of community-based crisis
intervention care for people who experience mental illnesses have been disastrous. Substantial and disproportionate costs
shift from considerably less expensive, front-end services in the public mental health system to much more expensive,
often more disruptive, back-end consequences of hospitalization, homelessness and/or arrest and incarceration.

The following report was written by the Committee on Psychiatry and the Community for the Group for the Advancement
of Psychiatry. | worked with them before on a project to help psychiatrists and systems of care develop skills and policies
to respond to people living with mental illness who have found themselves in the criminal justice system. | am turning to
them once again, asking for guidance on how to educate leaders of systems of mental health care, payers, judges, policy
planners, legislators and those living with mental illness and their families, about creating a crisis system of care that will
facilitate access, enhance assessments, encourage appropriate referrals and ensure supports are in place to allow for
recovery.
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This Committee’s response has been to offer this report which defines the essential elements, measurable criteria and best
practices as an ideal crisis system. It recommends a redesigned and transformed system of care oriented around ensuring
adequate access to appropriate prevention and treatment services in the community and developing collaborative
cross-systems relationships that will facilitate continuous, integrated service delivery across levels of care and treatment
settings. Recommendations are made for the development of a comprehensive and competent mental health crisis
system that will prevent individuals from decompensating, instead quickly and effectively linking them to appropriate
services. Under this ideal system of crisis care, there will be programs incorporating best practices to support adaptive
functioning in the community, programs that stabilize these individuals and link them to recovery-oriented, community-
based services that are responsive to their unique needs. By designing an appropriate and responsive system of crisis
care for individuals living with mental illnesses and/or co-occurring substance use disorders, people will be served more
effectively and efficiently. Public safety will be improved and more costly services will be reduced. Lives will be saved.

It is my fervent hope that this ideal crisis system will be embraced, endorsed, adopted and funded. My thanks to the
committee for their diligence, expertise and commitment.

FROM A CRISIS SERVICE PROVIDER PERSPECTIVE

Heather Rae, MA, LLP, President and CEO Common Ground
Pontiac, Michigan

As the CEO of a local comprehensive behavioral health crisis services provider in Michigan, | lead Common Ground, a
50-year-old nonprofit that started as a volunteer crisis line. Our core purpose is “helping people move from crisis to hope.”
Over the years, we have expanded our crisis continuum in response to community gaps in crisis services. We added

crisis stabilization, mobile crisis, crisis legal clinic, victim assistance, sober support, text and chat to our crisis line, crisis
residential, crisis parent support partners, youth crisis shelter, support groups and a variety of other crisis services that
serve children/families and adults with co-occurring intellectual/developmental disabilities, medical, substance use and
mental health challenges.

The Committee on Psychiatry and the Community for the Group for the Advancement of Psychiatry provides a much-
needed framework to advance local conversations and influence community planning for community crisis services
within the context of a system. The report provides the necessary components for each level of the behavioral health
crisis system and details about which crisis services are most effective and how they should be organized. Whether the
reader is a citizen, crisis provider, emergency services partner, payer or public entity, the guidance is clear and can be
implemented at a local level. After all, all crises are local.

As | continue to learn more about the necessary components of a behavioral health crisis continuum, | have come to
understand that this conversation is decades overdue when compared to other community-based emergency services.
The opioid crisis, increased suicide rate and behavioral health emergency department boarding affect all people and
are important reasons to modernize our behavioral health crisis system as a community benefit with accountability,
performance standards, adequate funding and in the context of an emergency services community system - a system
built for ALL people, not just those with or without a specific type of insurance.

As a provider of crisis services, | think this report offers inspiration as well as practical guidance to crisis providers large
and small, rural and urban. There is something for everyone to make their local crisis system better. In addition to offering
a road map, the ideal behavioral health crisis system offers a vision for what is possible in our communities.
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FROM A GLOBAL CRISIS INTERVENTION TEAM PERSPECTIVE

Ron L. Bruno, Executive Director CIT International
Salt Lake City, Utah

Due to an underfunded mental health care system and a common misperception of the danger presented by people
with mental ilinesses, law enforcement has become the de facto behavioral health crisis response service. However, when
law enforcement officers respond to mental health crises, their options to address the situation are limited. Too often,
the result is the person in crisis penetrates further into the criminal justice system via arrest or is simply left without
intervention or links to behavioral health care.

This is not an indictment of law enforcement. Rather, law enforcement agencies deserve to be applauded for their valiant
efforts to fill a gap that an inadequately funded behavioral health care system has created. However, law enforcement
cannot repair the failings of the broken crisis system. There will always be a role for law enforcement services in any crisis
response system, and every community deserves to have a cadre of specially trained patrol officers to fill that role, but law
enforcement should not be the primary gateway into care.

Access to quality behavioral health care services for all members of the community must be a priority. Fortunately, we
are starting to see gradual improvements, from only having the option of calling 911 and getting a police officer at your
door to being able to call a crisis line for crisis resolution, support and linkage. In some communities, we are seeing the
development of non-law enforcement crisis response teams - some involving certified peer providers. Dedicated crisis
centers capable of addressing the behavioral health care needs of the person in crisis are being established. While these
developments are promising, they exist within a fragmented behavioral health care system where barriers and access
disparities are more the rule than the exception.

This report recognizes the need to transform crisis response systems. It clarifies the definition of a crisis response
system as being more than just the initial response. It highlights the need to have managed and coordinated processes
and services in place to address the behavioral health care needs of all people, in a timely, compassionate and effective
manner. This report provides a framework for systemic change.

It is with great hope that this report will bring together governmental agencies, service organizations and communities in
a collaborative spirit to transform crisis response systems into true essential services.
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FROM A PEER PERSPECTIVE

Keris Jan Myrick, MBA, MS, Chief of Peer and Allied Health Professions Los Angeles County
Department of Mental Health, Los Angeles, California

The phone rang on a Saturday in the late afternoon. The voice was distraught, frustrated and scared, “He was taken in

by the police and is on a 72-hour hold. He has been there for two days, and | don’t know what to expect.” That Saturday
call, like many others | receive, was particularly worrisome for me as a BIPOC (Black indigenous person of color) because
the police had been called to respond to mental health crisis of a Black man. Statistics are very clear about outcomes of
police interactions with those with mental health conditions and even more devastatingly clear when those interactions
involve Black or Brown men and or women. Phone calls and emails like this from around the country are a normal
occurrence for me; but they should not be.

When people are in a mental health crisis, what to expect at the basic level of treatment and services before, during and
after the crisis should not be a mystery. Instead, people like me, who experience periods of extreme distress and our loved
ones rarely know where to turn and when or how to get help. And when help is sought and/or forced upon people, as in
police interactions, we are thrown into a dark abyss of the mental health crisis system. How does one avoid the abyss, and
when in, how does one get out?

There is a story about a man who fell in a well. Many people tried to help him out, shouting advice from above. Finally,
someone crawled down into the well to help. The man exclaimed, “Why would you come down into the well, now we are
both stuck?” The person replied, “| was in the well before and | know the way out.” It takes someone who has been there
before to shine the light in the darkness and lead the way out of the abyss.

| am fortunate that | have made my way out of the abyss of fragmented mental health care with the help of others. | have
worked in the mental health field at the local, national and federal level as a peer provider, CEO, advocate and executive.
Yet and still, the phone rings and the calls remain the same. So many fall into the abyss. People are lost, their support
system confused, without a guiding star or map to help them navigate the systems of care to support their recovery,
especially when in crisis. Our crisis system needs help. The people we serve not only need help, but deserve it.

With the keen insights, research and practical experience of a diverse group of providers, peers, family members, payers,
researchers and administrators, “The Ideal Behavioral Health Crisis System” was written as a both a vision and practical set
of expectations for what crisis systems should be. It is akin to the person in the story who dropped into the well to help
the man out - the man in the well symbolizes the system that is in desperate need of help. It is the very type of document
we need to not only reduce the confusion, frustrations and fears of those we serve, but also for our systems and the
people who work in them. The ideal behavioral health crisis system serves as that beacon of light shining on paths of what
can be done to avoid falling into the abyss, in turn leading us to systems that support the journey of those experiencing a
behavioral health crisis to a flourishing recovery trajectory.

The phone rings....
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FROM A FAMILY PERSPECTIVE

Ken Duckworth, Medical Director, National Alliance on Mental lliness

Crisis services represent the best kind of proactive intervention to support recovery and in this way get ahead of an
often-difficult illness process. As a psychiatrist, | have come to appreciate that engaged peer-driven services can make a
great difference in the arc of a person’s recovery process. | became a psychiatrist to help my dad, who was a wonderful
man with a very bad illness. Crisis services were something | wouldn’t have understood as a young son. | even suspect my
family wouldn’t have had the wherewithal to figure out that they existed. | now understand how valuable crisis services
can be, and how educating the family and their loved ones is essential on how to best use these services.

Even if they existed when | was young, | don’t think our family would have been able to use crisis services. As a boy, | felt
like | never could recall that my dad even had recurrent episodes of bipolar disorder; so too the rest of my family wanted
to forget. Society was also supportive of this kind of amnesia, given how powerful shame and stigma was. | have learned
that one thing is true - one must recall the challenge before you can plan for it.

My experience was in the 70s and 80s, in the days before famous people were out with their bipolar disorder and before
the National Alliance for Mental lllness (NAMI) became a major force in support and education. The atmosphere was
shame-filled, making mental illness hard to recognize, much less proactively plan responses and services. We now live in
a time when it is more acceptable to live well with a psychiatric disorder and when families can more easily speak about
it. The person living with the challenge and their family have more opportunity to experience it without blame or shame.
Now we can plan for it and develop proactive crisis plans before the next episode.

Shame stopped my family from understanding what the options were, but | am sure that the options at the time in my
Detroit Ford Transmission plant suburb were either Northville State Hospital or outpatient care. Today, like so many
others, Northville State Hospital is closed. Yet today we would likely have proactive ways to identify his triggers, to
proactively plan to reduce the frequency and intensity of episodes. If well-funded, designed, and staffed, crisis services
could be a major addition to the menu of treatment options. Without the backup of a long-term stay at a state hospital,
crisis services could be lifesaving.

As | aged, | recognized discernable patterns in my dad’s episodes. There turned out to be an every-other-summer pattern
of mania and psychosis. | also came to appreciate there were discernable patterns in dad’s speech and behavior when he
was beginning to have an episode. This pattern was ideal for proactive planning. The Systematic Treatment Enhancement
Program for Bipolar Disorder study later taught me that this kind of pattern is in fact quite coommon. Crisis services, had
they been a resource, would have been a gamechanger for our family.

To be clear, the ability to talk about his illness and get support from NAMI would also have been essential. | think you must
be able to see the challenge and to name it in order to plan for it. With a comprehensive crisis service and the ability to
name and speak of the challenge, | now see it would have been possible to avoid so many hard moments in our life of
police at the door, arrests and court time.

This realization that a major mental illness is something a family can love someone through, plan for and reduce the
impact of is something | came to learn as a practitioner and as NAMI's Chief Medical Officer. Let’s reduce the number of
families and their kids who are living in silence and shame. | learned the hard way that love is a lot, but it isn’t enough.

A culture of openness and discussion about these hard topics is essential. NAMI is here for you to have that essential
element. Proactive and essential services such as crisis services described in this thorough document by the Committee
on Psychiatry and the Community for Group for Advancement of Psychiatry are the second half of that crucial equation.
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INTRODUCTION

THE CHALLENGE

There is broad recognition that behavioral health crises have reached epidemic proportion, with drug overdoses and
suicides having overtaken traffic accidents as the two leading causes of death among young Americans ages 25-44. The
COVID-19 pandemic has further underscored the dramatic need for behavioral health services, including crisis services.
Yet very few communities in the United States have a behavioral health crisis system that would be considered excellent,
let alone ideal.

In most American communities today, the behavioral health crisis system isn’t really a system at all, but a combination of
services provided by law enforcement and hospital emergency rooms that are typically not designed to meet the needs
of individuals in the midst of behavioral health crises. Often the only treatment options for individuals in behavioral health
crises are in settings that do not adequately meet their needs despite being extremely costly, such as emergency rooms
and inpatient psychiatric units. Further, lack of appropriate and accessible behavioral health crisis response too frequently
results in law enforcement being the only available first responders, which may lead to an increase in unnecessary arrest
and incarceration for people with acute behavioral health needs.

Thankfully, this situation is changing, as there is growing recognition that behavioral crisis needs special attention to
ensure appropriate response for everyone, on par with that provided for medical crises, disaster response, fire response
and public safety. Table 1 lists a series of reports over the past decade that describe various components of state-of-the-
art behavioral health crisis services. Among the most recent is a toolkit from the Substance Abuse and Mental Health
Services Administration (SAMHSA) that proposes national guidelines for crisis services (SAMHSA, 2020). Another
important driver has emerged from work on reducing inappropriate criminal justice involvement, recognizing the need for
focus on “Intercept O” (an effective community crisis system) in the Sequential Intercept Mapping process (Bonfine, 2019)
so that law enforcement involvement in behavioral health crises is minimized. Even more important, federal legislation
(National Suicide Prevention Hotline Improvement Act) has led to the initiation of implementation of a national suicide
prevention and behavioral health crisis line number - 988 - that is intended to go live nationally by 2022. This major
initiative provides an opportunity for the creation of high-quality community crisis response systems that approximate
the level of response that we have grown to expect from medical, fire and public safety emergency response since the
implementation of 911 several decades ago.

For communities to respond to the need for effective behavioral health crisis response and to implement successful

988 response systems, significant guidance will be needed. Existing reports, such as the SAMHSA guidelines, provide
helpful direction for making progress but do not address all the essential elements of a behavioral health crisis system or
measurable standards and implementational strategies for communities. Consequently, communities (as well as counties
and states) have inadequate guidance regarding the development, implementation and maintenance of behavioral health
crisis systems that effectively meet their specific population needs.

The purpose of this report is to fill that gap. This report provides a detailed guide for communities to use to create a
vision and direction for their behavioral health crisis systems, to evaluate their current behavioral health crisis capacities
and to operationalize a strategy for implementing structures, services and processes that move toward an ideal crisis
system.

EIOARTIB%E?AG%RCA?HPA(ETE National Council for Behavioral Health 1



Table 1. Recent Reports on Behavioral Health Crisis Services and Systems: (Full citations in the bibliography)

«  SAMHSA (2009). Practice guidelines - Core elements in responding to MH Crises.

«  SAMHSA (2014). Crisis services - effectiveness, cost-effectiveness, and funding strategies.

*  National Suicide Prevention Lifeline (2014). Lifeline best practices for helping callers.

*  Suicide Prevention Resource Center (2015). Zero suicide toolkit.

*  National Action Alliance for Suicide Prevention (2016) Crisis now: Transforming services is within our reach.

«  Meadows Mental Health Policy Institute (2016, December). Behavioral health crisis services: A component of
the continuum of care.

*  National Association of State Mental Health Program Directors (NASMHPD) and Treatment Advocacy Center
(2017, October). Beyond beds: The vital role of a full continuum of psychiatric care.

« NASMHPD (2018, August). A comprehensive crisis system: Ending unnecessary emergency room admissions
and jail bookings associated with mental illness. (Assessment Paper No. 5).

«  NASMHPD (2018 August). Making the case for a comprehensive children’s crisis continuum of care.
(Assessment Paper No. 8). TBD Solutions (2018). Crisis residential services best practices handbook.

« U.S. Department of Veterans Affairs (2018). National strategy for preventing veteran suicide: 2018-2028.

* National Suicide Prevention Lifeline.org (February 7, 2019). National suicide hotline improvement act: The
SAMHSA report to the Federal Communication Commission.

*  Policy Research Inc. and National League of Cities (2020, January). Responding to individuals in behavioral
health crisis via co-responder models: The roles of cities, counties, law enforcement, and providers.

«  SAMHSA (2020). National guidelines for behavioral health crisis care - a best practice toolkit.

« NASMHPD (2020). Cops, clinicians, or both? Collaborative approaches to responding to behavioral health
emergencies
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RESPONDING TO THE CHALLENGE

The Committee on Psychiatry and the Community for Group for Advancement of Psychiatry (GAP) accepted the
challenge by Judge Steven Leifman (a member of our Committee) to define understandable, achievable and measurable
expectations for ideal behavioral health crisis system performance, so any community can know what its crisis system
should be and take steps over time to achieve that goal. The National Council for Behavioral Health has partnered with
GAP to publish and distribute this important material, both for the benefit of its member organizations, many of whom
are assuming leadership roles in developing community behavioral health crisis systems, as well as for the benefit of the
many stakeholders nationwide who are committed to improving behavioral health services.

This report is based on the available literature on best practices for behavioral health crisis services as well as on the
experiences of the authors and other informants who are currently operating effective behavioral health crisis services
and designing innovative behavioral health crisis services and systems.

However, an ideal crisis system cannot be designed solely from the perspective of psychiatrists. Multiple perspectives
informed this report through provision of direct feedback and input, including individuals who have experienced
behavioral health crisis services, often in very traumatic ways: family members of people in need, law enforcement,
behavioral health crisis providers, other human service providers; county and state leaders, community advocates and
public and private funders. This continuum of input is needed to identify what an ideal behavioral health system consists
of and to establish a consensus for action that will result in every community in the US having such a system to meet the
needs of its population. The Committee is particularly grateful for the contribution of Keris Myrick, formerly director of the
Office of Consumer Affairs for SAMHSA, and discipline chief for peer services in the Los Angeles County Department of
Mental Health, who served as a consultant to the Committee. Additional stakeholders who contributed to this report are
acknowledged on page 207.

DEFINITIONS

Establishing Acceptable Definitions: What Constitutes An Ideal Behavioral Health Crisis System?

This report endeavors to describe an ideal crisis system, not just a minimally adeguate crisis system. But does it make
sense to define an ideal crisis system when many states and counties do not have the additional resources even to create
minimal crisis services in every community? Not only does it make sense, it is also imperative.

As a society, we do not view behavioral health crisis services as an essential community service, as we view police,

fire, emergency medical services (EMS) and emergency medical care. Historically, the problems of people with mental
illnesses, substance use disorders and cognitive disabilities (e.g., acquired brain injury) were not the responsibility of the
community. Those were things that happened to “other people.” “Someone else” funds these services. Fortunately, as
noted above, society is beginning to recognize that behavioral health crises are common and can happen to anyone - to
any individual or family - just like crime, fire, flood and emergency medical events. Communities are further recognizing
that failure to respond properly to these crises is dramatic in its personal, social and economic cost, resulting in
incarceration, devastation, homelessness and death. As a society, therefore, our collective perspective is changing about
how behavioral health crisis services should be prioritized.

To describe a vision for an ideal behavioral health crisis system, it is first necessary to define terms.
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What is Behavioral Health?

As used in this report, behavioral health is a term of convenience that refers to both mental illnesses and mental health
needs (e.g., trauma) and substance use/addictive disorders and substance use needs and issues, as well as to the overlap
of those behavioral health issues into primary health, cognitive disabilities, criminal justice, child welfare, schools, housing
and employment, and to prevention, early intervention, treatment and recovery.

Behavioral health also includes attention to personal behaviors and skills that impact general health and medical wellness
as well as prevent or reduce the incidence and impact of chronic medical conditions and social determinants of health.
We are aware that many stakeholders appropriately take issue with the term behavioral health because of its implication
that the problem is that people are behaving badly rather than that they are suffering from a combination of medical
conditions, trauma and other social and environmental challenges. Nonetheless, with that caveat in mind, for the sake of
convenience and for want of better terminology, we will utilize that term throughout this report.

What is a Behavioral Health Crisis?

Behavioral health crisis refers to any event or situation associated with real or potential disruption of stability and safety
as a result of behavioral health issues or conditions. Crisis, as used here, does not only refer to situations that require
calling 911 or 988. A crisis may begin at the moment things begin to fall apart (e.g., a person runs out of psychotropic
medication and cannot obtain more, or is overwhelmed by urges to use substances they are trying to avoid) and may
continue until the person is safely re-stabilized and connected or re-connected to ongoing supports and services. Crisis
requests may be initiated by an individual, a caregiver or a service provider, as well as by any concerned person observing
someone in need. Crisis systems and services should ideally be positioned to respond to any type of crisis request as
soon as possible to prevent deterioration and for as long as necessary to help people in need stay safe and keep making
progress, just like other community services.

What is a Behavioral Health Crisis System?

A behavioral health crisis system is more than a single crisis program, such as a mobile crisis team, a psychiatric
emergency service or a crisis residential unit, and more even than just a few of those distinct elements. The term refers to
an organized set of structures, processes and services that are in place to meet all the urgent and emergent behavioral
health crisis needs of a defined population in a community, as soon as possible and for as long as necessary. In short,

a crisis system involves an array or continuum of components, processes and services managed collaboratively and
interlinked. The target population for the system of services is ideally defined geographically, as a state, county, multi-
county region or city, although other mechanisms (e.g., covered lives) may be used at times. Successful systems require
multiple layers of organization and partnership based on ongoing collaborations within the community to address the
behavioral health crisis needs of the population of the community.

The concept of a crisis system in this report is intended to be distinguished from the routine system of short-term or
ongoing care, although the two must necessarily interact seamlessly for service users and providers alike. Even an ideal
crisis system cannot succeed without adequate access to good quality routine care to hand people off to once their crisis
is resolved and to meet the behavioral health needs of the majority of the community before they fall into crisis.

What is an Ideal Behavioral Health Crisis System? THE GOAL!

In an ideal behavioral health system, every individual and family with behavioral health issues can receive services that
are helpful and effective quickly and easily for as long and as intensively as needed to achieve the best possible results
for a successful and meaningful life. “Ideal” as used here does not mean perfect, nor does it assume unlimited resources.
It refers to a set of recommendations or criteria any community can use to determine how to invest resources to achieve
the best overall outcomes and to incorporate the known best practice processes, programs and practices that would
contribute to the achieving the best possible results, as effectively, efficiently and flexibly as possible.

These definitions lead to the aspirational vision for this report.
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THE VISION

An excellent behavioral health crisis system is an essential community service, just like police, fire and EMS. Every
community should expect a highly effective behavioral health crisis response system to meet the needs of its population,
just as it expects for other essential community services.

A behavioral health crisis system is more than a single crisis program. It is an organized set of structures, processes and
services that are in place to meet all types of urgent and emergent behavioral health crisis needs in a defined population
or community, effectively and efficiently.

While no system will ever likely reach the ideal, the aspirational goal is, “Every person receives the right service in the right
place, every time.”

ACHIEVING THE VISION

For communities across the US to transition from minimal behavioral health crisis services toward an ideal system, there
must be a blueprint that contains all aspects of an ideal crisis system along with measurable performance criteria that
communities can use for ongoing assessment of their progress through a continuous quality improvement process.

The blueprint can provide a framework for community leaders (e.g., county executives, behavioral health system
administrators, health system leaders, judges), funders (e.g., state agencies, Medicaid, commercial insurers, managed care
organizations, accountable care organizations, counties, cities, community foundations) and other stakeholders (e.g.,
behavioral health providers, other human service providers, emergency responders, law enforcement, people and families
receiving services) to come together to develop a shared vision of an excellent crisis system for their coommunity, a set of
shared values and action steps for making progress.

This report describes the criteria of an ideal behavioral health crisis system as a blueprint for any community to follow to
establish community crisis services for individuals and families with mental health and substance use needs that are on
par with other essential community services that respond to other types of crises.

WHO SHOULD READ THIS REPORT?
*  Those who plan, administer, fund and regulate systems of care.

*  Behavioral health and human service providers, service recipients and advocates for whom quality care is
paramount.

« All stakeholders, including legislators, state and county administrators, health systems, judges, law enforcement
and other first responders.

« Anyone who is interested in thoughtful and reasonable opportunities to support the transformation of community
responses to behavioral health crises from unprepared chaos to best practice.
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READING THE REPORT

The report begins with an organizing framework that describes how to build an ideal crisis system that is “person-
centered” and “customer-oriented”, inclusive of a foundational set of values and operational principles. (Link to
Framework, Values, and Principles Chapter).

The report delineates how implementation of successful systems requires three interacting design elements, along with

measurable indicators for the components of each. These three interacting design elements provide the structure for the
three major sections of this report.

*  Section I: Accountability and Finance
e Section II: Crisis Continuum: Basic Array of Capacities and Services

«  Section Ill: Basic Clinical Practice

The following provides a brief introduction to these three sections, along with key takeaways from each.

Person in crisis

Community support
Crisis system support to families, police and first-
responders, schools, etc.

Clinical best practices

CLINICAL Engagement, assessment, safety, clinical interventions,
PRACTICES evidence-supported treatment, peer support,
coordination and continuity of care

Array of services and capacities
Service components, levels of care, staffing and volume
capacities, special population capacities

ACCOUNTABILITY System oversight and governance
Structure, financing, eligibility, quality metrics, customer
AND FINANCE satisfaction, performance incentives, flow and throughput,
data sharing, utilization management, collaboration

@ GROUP for the
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Section I: Accountability And Finance

An ideal behavioral health crisis system must have both a mechanism to finance and implement a comprehensive continuum
of crisis services and a mechanism to ensure oversight, accountability, and quality of the performance of that continuum.

This continuum of services is responsible for and responsive to a designated community or catchment area (depending
on the nature of the area’s geography), and each state, county or community will have a mechanism for allocating
responsibility and accountability. This section defines the concept of an accountable entity, which is a structure that holds
the behavioral health crisis system accountable to the community for meeting performance standards and the needs of
the population. There are numerous different models of these structures.

FINANCING FLOW AND THROUGHPUT

GEOGRAPHIC ACCESS AND FORMAL ASSESSMENT OF

& o COMPREHENSIVE CLIENT
EHIGIBILITY (ALL-PAYER) TRACKING DATA SYSTEM

o ™

NETWORK ADEQUACY CUSTOMER SATISFACTION

()
0
. STANDARDIZED UTILIZATION
QUALITY METRICS E MANAGEMENT AND LEVEL OF

CARE DETERMINATION

[ J
ey RELATIONSHIP TO THE REST
_:‘r PERFORMANCE INCENTIVES @«» ﬁ OF THE SERVICE SYSTEM
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Section I: Accountability And Finance

Section I: Key Takeaways

18

There is an entity accountable for behavioral health crisis system performance for everyone and
for the full continuum of system capacities, components and best practices.

There is a behavioral health crisis system coordinator and a formal community collaboration
of funders, behavioral health providers, first responders, human service systems and service

recipients.

There is a stated goal that each person and family will receive an effective, satisfactory
response every time.

Geographic access is commensurate with that for EMS.

Multiple payers collaborate so that there is universal eligibility and access.

There are multiple strategies for successfully financing community behavioral health crisis
systems.

Service capacity of all components is commensurate to population need.

Individual services rates and overall funding are adequate to cover the cost of the services.

There is a mechanism for tracking customers, customer experience and performance.

There are shared data for performance improvement.

Quality standards are identified, formalized, measured and continuously monitored.

GROUP for the
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Section II: Crisis Continuum: Basic Array Of Capacities And Services

An ideal behavioral health crisis system has comprehensive array of service capacities, a continuum of service
components and adequate multi-disciplinary staffing to meet the needs of all segments of the population.

/ OVERALL DESIGN ELEMENTS ELEMENTS OF THE CONTINUUM
<’ (see inset below)

Il
bo

STAFFING CAPACITY

[ 4
ﬁi POPULATION CAPACITIES

SERVICE COMPONENTS

Elements Of The Continuum
Crisis Center or Crisis Hub Inten.sw-e Commumty—basegl
Continuing Crisis Intervention
n

23-hour Evaluation and Extended
Observation

Call Centers and Crisis Lines

Residential Crisis Program
Continuum

Medical Triage and Screening

m Deployed Crisis-trained Police
NN and First Responders
G

Had Role of Hospitals in Crisis Services
| | |
Mobile Crisis iq.: Transportation and Transport

@@ Behavioral Health Urgent Care
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Section II: Crisis Continuum: Basic Array Of Capacities And Services

Section lI: Key Takeaways

- The system has welcoming and safe access for all populations, all levels of acuity and for those
who are both voluntary and involuntary.

- Family members and other natural supports, first responders and community service providers
are priority customers and partners.

- Crisis response begins as early as possible, well before 911 (or 988) and continues until stability
is regained.

+ There is capacity for sharing information, managing flow and keeping track of people through
the continuum.

« There is a service continuum for all ages and people of all cultural backgrounds.

- All services respond to the expectation of comorbidity and complexity.

- Welcome all individuals with active substance use in all settings in the continuum.

- Maedical screening is widely available and is not burdensome.

« There is a full continuum of crisis components, including a crisis call center, mobile crisis,
walk-in urgent care, secure crisis center, 23-hour observation, residential crisis services,
hospitalization and intensive crisis outpatient services.

+ Telehealth is provided for needed services not available in the local community.

- Program components are adequately staffed by multidisciplinary teams, including peer support
providers.

- There is clinical/medical supervision, consultation and leadership available commensurate with
provisions for emergency medical care.

GROUP for the
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Section Ill; Basic Clinical Practice

An ideal behavioral health crisis system has guidelines for utilization of the best clinical practices for crisis intervention
with associated processes for practice improvement and developing workforce competency.

[ )
"’ CORE COMPETENCIES FOR . B OPULATION-SPECIFIC
ENGAGEMENT, ASSESSMENT CLINICAL BEST PRACTICES
SER AND INTERVENTION

° SCREENING AND ' COLLABORATION,
E INTERVENTION TO PROMOTE @ COORDINATION AND
SAFETY CONTINUITY OF CARE
PRACTICE GUIDELINES

% FOR INTERVENTION AND

TREATMENT

Section lll: Key Takeaways

+ The system has expectations of universal competencies based on values. Welcoming, hope and
safety come first.

- Engagement and information sharing with collaterals is an essential competency.

- Staff must know how to develop and utilize advance directives and crisis plans.

- Essential competencies include formal suicide and violence risk screening and intervention.
+  “No force first” is a required standard of practice.

- Risk screening guidelines for medical and substance use disorder (SUD)-related issues must
facilitate rather than inhibit access to behavioral health crisis care.

- Utilizing peer support in all crisis settings is a priority.
- Behavioral health crisis settings can initiate medication-assisted treatment (MAT) for SUD.

- Formal practice guidelines for the full array of ages and populations, including integrated
treatment for mental health, SUD, cognitive and medical issues.

- Utilize best practices for crisis intervention, like critical time intervention, to promote successful
continuity and transition planning.
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WORKING EXAMPLES

Throughout this report, we have inserted textboxes highlighting working examples of progress at multiple levels. The
Appendix contains more detailed examples of system level progress.

Examples include:

«  Communities that have organized to develop excellent behavioral health crisis systems:
Pima County (Tucson), Arizona.

*  Statewide legislation to define a crisis system vision: lowa’s crisis access standards.
*  Statewide efforts to establish best practices: Michigan’s guidelines for medical screening.

* National efforts to expand resources and expectations for community crisis systems:
Certified Community Behavioral Health Clinics (CCBHCs).

USING THIS REPORT TO IMPROVE COMMUNITY CRISIS SYSTEMS:
10 STEPS FOR COMMUNITIES; 10 STEPS FOR POLICY MAKERS

The intent of this report is to provide guidance for action both at the community level and at the system leadership and
advocacy level.

It includes specific recommendations for action steps that can be taken to advance the development of ideal behavioral
health crisis systems at the state and local level: 10 Steps for Communities and 10 Steps for System | eaders and
Advocates. In addition, the Behavioral Health Crisis System Report Card in the Appendix incorporates the essential
elements and measurable indicators in this report into a self-assessment scorecard which can be used to evaluate the
current baseline in any community and measure progress over time.

How to proceed. This document deals with complex systems of care and is designed for stakeholders who desire radical
change yet understand the need to proceed in small steps. Those who utilize the criteria incorporated in this report can
delve into each section in as much detail as may be relevant to their own system. The baseline crisis system status, the
level of change desired and the degree of community collaboration that has been developed will inform the level of
detail with which each reader or community will use each recommendation and the approach to measuring its successful
attainment.

All stakeholders can and should be engaged in participating in crisis system design and development: legislators, payers,
state and local policymakers, service providers, researchers, service recipients, family members, judges, advocates and
community members. We hope that by defining the ideal crisis system, we can stimulate activity at many levels to help
every community identify next steps of progress toward that ideal system and to have the impetus and inspiration to keep
going until its behavioral health crisis system is as close to the ideal as possible.

No matter what your community’s level of progress in developing a behavioral health crisis system, this document will
help you and your community make progress. As you read this report, you and your community partners can assess your
current baseline and use this document as a roadmap for what you eventually want your behavioral health crisis system
to become and to identify the next achievable steps on your journey. Each time your community makes a little progress,
give yourselves a round of applause, then go back to the document and identify your next steps.. AND KEEP GOING. Our
goal is that communities and systems all over the U.S. use this document to guide their progress to achieve the vision
described at the beginning of this chapter.

This is a process of progress TOWARD perfection. Do not be discouraged if your community has a long way to go. We
recommend further that communities and systems do not hesitate to ask for help (e.g., consultation, technical assistance)
at any step, in order to facilitate progress by contacting Consulting@TheNationalCouncil.org. The journey toward
developing ideal crisis systems will be a new venture for most communities and outside facilitation may be needed to help
the community or state come to consensus on the best path to reach their goals.

No matter where you are in the continuum of crisis system development, our hope is that you can use this document to
assess your level of progress and find your next steps forward in the spirit of continuous improvement.
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IDEAL CRISIS SYSTEMS: A FRAMEWORK FOR
DESIGN AND IMPLEMENTATION

THE FRAMEWORK FOR DESIGNING AN IDEAL CRISIS SYSTEM

The framework for designing an ideal crisis system for any community begins with the aspirational vision: Every person
gets the right response, in the right place, every time.

Therefore, the design process must begin by putting the customers in the center of the framework and articulating a set
of principles and values that guide every aspect of their experience.

The next challenge is to identify the “right response” to delineate the best practice (evidence-based and experience-
based) crisis intervention services that individuals, families, collateral caregivers and first responders (the customers) are
provided and to align those best practices with these customer-oriented principles and values.

Next, it is important to identify the “right place” to delineate a comprehensive continuum of crisis capacities and
components that match the diverse crisis needs and presentations of the population.

Finally, it is important to have a system that responds to everyone, rather than a disconnected set of components or
different responses for different populations. This requires a mechanism for system design and oversight, including
adequate financing, performance monitoring and quality improvement to ensure that the “right response” is provided in
the “right place, every time.” This process of oversight requires delineation of measurable criteria for each element of the

system, as well as an implementation process that is governed by best practices of system performance management and

continuous quality improvement.

This chapter describes each component of this framework.

In almost every community, successful EMS 911 response is organized under a collaborative framework for
accountability and finance, including an array of necessary service components and partners (e.g. various types of
EMS transport and emergency facilities), with a quality improvement framework for best practice emergency medical
care designed to ensure every person receives the “right response, in the right place, every time.”

VISUALIZING THE FRAMEWORK

The framework for the ideal behavioral health crisis system therefore places the person in the center, the collateral
caregivers and the first responders surrounding the person and three interactive design elements within its overall
framework, as illustrated in the following diagrams.

1. Accountability and Finance
2. Crisis Service Continuum with a Comprehensive Array of Capacities and Services

3. Clinical Best Practices for Crisis Intervention
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This illustration depicts three major design elements that have multiple sub-elements within them, all of which are
described within sections of the report corresponding to each major element, along with their rationale, evidence-base
and measurable indicators of successful implementation.
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These major design elements envelop the primary consumer and their supports and first responders, which are elaborated
upon in the following figure:

PERSON IN CRISIS

PROVIDERS/HEALTH AND HUMAN SERVICES

CRIMINAL JUSTICE/POLICE, JUDGES, ETC.

FAMILY/NATURAL SUPPORTS

FUNDERS/POLICYMAKERS

PUBLIC/COMMUNITY

EIOARTIB%Eﬁié\lc-)RCA?HyA%Ih National Council for Behavioral Health 25



A PERSON-CENTERED CUSTOMER-ORIENTED APPROACH

The people the system serves are at the center of the framework.
This includes the primary customers - those experiencing the
crisis, their families and/or natural supports and other secondary
customers, such as those who may have been involved in
helping them contact the system, such as police and other first
responders, as well as those community supports involved in
helping them through the crisis.

While documentation of crisis services in the medical literature
and available research on evidence-based crisis intervention
practices have a place in this report, understanding the
experience of real people is imperative. An ideal crisis system
must be defined first and foremost by how individuals and
families in need are served when they are in crisis. All standards,
guidelines, criteria, components and interventions must be
developed with the goal of creating excellent experiences for the
individuals and families served, as well as for the many people
who may participate in serving them. Within that “person first”
perspective, all available research, clinical evidence and best
practice experience for how to design and deliver effective and
efficient crisis systems and services are included.

For economy of wording, throughout this report, families, friends, other natural supports, and community service
providers and supports connected to a person in crisis are often referred to as collateral contacts or collaterals. Primary
customers are individuals in crisis and their collaterals. All criteria and interventions are developed to provide high

quality experiences as the goal for primary and secondary customers. Stories of people with both good and bad crisis
service experiences are used throughout the report to help understand and illustrate the gap between what people often
currently receive as a crisis response and what they should receive.

The central story of Mr. Y is described here in detail in this section and serves as a connecting thread throughout the
report. Mr. Y is introduced here in the context of having a serious behavioral health crisis in a system that is far from ideal.

@ GROUP for the
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The Foundation: The Story of Mr. Y

The following story is both tragic and absurd. It is based on the experience of a real person in a large
American city, but the details have been changed. The story is from the perspective of law enforcement and
the justice system. Please take a moment to imagine how frightening this whole experience was for Mr. Y.

Mr. Y is a 24-year-old man who was arrested at a convenience store on a Friday afternoon for eating multiple
bananas without paying for them. When the clerk demanded payment, he refused and became increasingly
argumentative, so the clerk called the police. Police officers found a disheveled young man standing in a
corner clutching a banana that he pointed at the officers as if it were a weapon. He remained uncooperative
and illogical, yelling that the store clerk and the police were “in on the plot” and “out to get” him. He became
combative when police attempted to handcuff him and had a blunt of marijuana in his possession. When the
officers reviewed his record, they noted two recent previous calls, one for a similar incident and another for
vagrancy. On both occasions he was given warnings.

This time, he was arrested and taken to the local jail where he remained agitated, uncooperative and
disorganized during the booking process and during a night in jail, screaming so loudly he had to be moved
into a solitary cell where he spent the weekend crying and yelling that he was being

tortured. When taken before the judge on Monday morning, he was more agitated

than the previous day and was hoarsely shouting nearly incomprehensible
things about the judge and public defender conspiring against him with
demons. The judge was concerned that he was not competent to stand trial
on charges including theft, resisting arrest, assaulting an officer (with a Confinement should
banana) and marijuana possession and ordered a competency evaluation. never be used as
Mr. Y remained in jail for several months waiting for the completion of the an alternative for
evaluations. Six months later, two evaluators determined that Mr. Y was not treatment.
competent to stand trial. The following month the judge adjudicated him
incompetent and ordered the state human services agency to send Mr. Y to

a state psychiatric facility for restoration of competency. Since there were no
available beds at the restoration facility, Mr. Y remained in jail an additional six
months until a bed became available.

After three months at the restoration facility, Mr. Y began to take medication and started his competency
restoration classes. Three months later, the doctors at the facility determined his competency had been
restored and sent him back to the local jail for trial. Mr. Y’s court date was set 60 days after his return to

jail. The local county jail used a different drug formulary than the restoration facility and changed Mr. Y’s
medication. As a result, Mr. Y stopped taking his medication. By the time he returned to court, he had
decompensated. In court, Mr. Y once again was agitated and shouted that the judge and the lawyers were
conspiring with the CIA to kill him. The judge reordered competency evaluations. He was subsequently found
incompetent to stand trial again and ordered back to the restoration facility.

After another six months at the restoration facility, Mr. Y, with his competency restored, again returned to the
jail to stand trial. After spending almost two years between jail and the restoration facility, Mr. Y was offered
credit for time served to close out his case. He accepted the plea offer and left the courthouse without any
mental health services or housing. He returned to the street homeless.

In this scenario, the community’s behavioral health crisis system was designed so law enforcement was
the first responder in a behavioral health crisis. This resulted in Mr. Y being arrested while in a severe

crisis, instead of getting direct access to behavioral health crisis services. Although Mr. Y had access to no
behavioral health crisis services before his arrest, the system spent hundreds of thousands of dollars on his
incarceration and competency restoration without addressing his illness or improving his health. Sadly, this
scenario repeats itself regularly in the United States.

What should have happened? If Mr. Y were fortunate enough to live in a community with an ideal crisis
system, what would he and the community want to happen instead? Throughout this report, we insert
examples of how different elements of the ideal behavioral health crisis system might have benefitted Mr. Y.

The “Epilogue” illustrates how Mr. Y’s experience would have been different had an ideal behavioral health
system served him.



GUIDING PRINCIPLES AND SYSTEM VALUES

Recognizing the foundational importance of putting people in the center and providing everyone in the population the
right service in the right place every time, there are seven fundamental principles that guide the design of the ideal
behavioral health crisis system. These principles provide a framework for community leaders and other stakeholders to
articulate a shared vision, design the implementation process and identify opportunities for progress.

' BASED ON SHARED SET OF
VALUES

W DESIGNED FOR COMPLEXITY ﬁ PROVIDE VALUE-BASED

INVOLUNTARY INTERVENTIONS

CLINICALLY EFFECTIVE

r_ USE SHARED DATA FOR
COST EFFECTIVE Ill CONTINUOUS IMPROVEMENT

‘.’ ACCOUNTABLE TO PEOPLE
P AND POPULATIONS

1. Ideal behavioral health crisis systems are based on specified, agreed-upon values.

Services that reflect core values must be fundamental to every aspect of the system. Implementation of all aspects of
system functioning (structure, process, standards, practice, and outcomes) according to those values must be regularly
measured to ensure continued progress toward success. Shared vision and values are articulated by political leaders,
health and behavioral health system and provider leaders, public and private funders, judicial system leaders, human
services providers, individuals and families receiving services and other key stakeholders. Consensus on vision and values
by community leaders and stakeholders is often an important first step. Examples of important values that are the starting
place to define an ideal crisis system begin with the type of experience that Mr. Y would want or his family would want for
him: welcoming, safe, caring, hopeful, empowering, engaging and as non-restrictive as possible. A more comprehensive
set of values that areas foundational are included in Table 1.
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Table 2: Values and Guiding Principles for Development of an Ideal Behavioral Health System

CORE SERVICE VALUES — All services are:
e Person/family-driven. «  Embedded in cultural humility.

*  Welcoming and accessible (every door is the

: - Integrated/complexity capable.
right door).
*  Recovery-oriented. «  Family-engaged.

e Community inclusive (including promoting
citizenship and societal responsibility.)

*  Resiliency-enhancing.
«  Empowering, hope-giving and strength-based. «  Effective and evidence informed.
*  Trauma-informed.

CORE ORGANIZATIONAL VALUES — All organization processes are:

*  Population health-based, prioritizing vulnerable Inclusive of consumers, families and other

and special needs populations. stakeholders.

*  Value-based (treat each other the way we wish

»  Continuously improving.
to treat our customers).

*  Organized and standardized, but flexible to

*  Accountable. . L
support creativity and variability.

*  Customer-oriented (people receiving service,

. : : *  Qutcome-driven.
people providing service and service partners).

*  Strategically planned with measurable and

. L «  Effective, evidence-based/informed.
achievable objectives.

*  Resource maximizing and efficient (fiscal, human,

«  Empowering, partnering and collaborative. . )
materials, time).

Establishing fundamental values of welcoming, empowerment, self-determination and hope is often termed recovery-
orientation and is particularly necessary in crisis systems. For many individuals with lived experience, like Mr. Y, encounters
with crisis services can be extremely traumatic, characterized by loss of power, control and dignity; imposition of
involuntary interventions; and physical/chemical restraint and incarceration. It is essential that the ideal crisis system
eliminate those experiences to the greatest possible extent, while recognizing that for some individuals, involuntary
intervention to prevent significant harm to self or others can be both lifesaving and/or essential to the initial steps

of recovery. In this report, guidance is provided for how to design behavioral health crisis systems that incorporate
involuntary interventions when needed, while maximizing engagement, empowerment and hope to the greatest extent
possible, including utilization of strategies like advance directives to promote choice.

2. ldeal behavioral health crisis systems are accountable for people and populations.

Being accountable for “people and population” means that the system as a whole and specific individuals and
organization(s) are responsible for engagement, service delivery and outcomes for all the people in that community
who may experience behavioral health crises. This includes people of all ages and all types of cultural and linguistic
backgrounds - not just those who are asking for help, but also those who have a difficult time accessing services and
those who may not access services at all without considerable outreach and engagement.
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An ideal behavioral health crisis system would respond to Mr. Y even though (and in fact, especially because) he is soill
that he has an extremely difficult time asking for help in a conventional way. Mr. Y represents a wide range of people with
serious behavioral health crisis needs who do not engage in conventional services and for whom the ideal behavioral
health crisis system must remain responsible: individuals who do not show up for appointments, are unable to engage in
billable events, present in non-behavioral health care settings (e.g., shelters, jails, emergency rooms, schools), drop out of
service or are unable to fit in with current programs.

Those so-called “difficult” people must be a priority and not ignored or abandoned. Accountability includes not just

the expectation of responsibility for the whole population, but also the expectation that the system’s performance with
regard to the population will be measured. Measurement indicators connected to both values and responsibility for both
individuals in need and the population as a whole are critical to having an accountable system. A list of elements that are
essential for system leadership and administration for Structure, Oversight and Accountability are listed in Table 2.

3. ldeal behavioral health crisis systems have the expectation that systems, populations and
individuals in crisis are complex.

Complexity refers to the overlap between mental health and substance use issues, as well as between behavioral health
and health issues, cognitive disabilities and all types of human service needs. An ideal behavioral health crisis system has
to be able to design services based on the expectation of complexity (i.e., co-occurring mental health and substance use
issues, combined with other health and human service needs) in all settings and be aware that successful performance
involves partnership with multiple collaborative systems, as well as attention to behavioral health issues for people whose
major connection to service may be in a non-behavioral health service setting and for whom under-attention to behavioral
health issues may lead to high costs in other domains.

The system must recognize that individuals with complexity must not only be served, they must also be prioritized
because the more complex issues a person is experiencing, the more likely they are to be in crisis and the harder it will be
for them to stabilize and connect to conventional services. Mr. Y, for example, is not only suffering from a mental iliness,
he is also using marijuana, experiencing homelessness and may be in trouble with the law. His life may be affected by
other social determinants (e.g., unemployment, lack of education, few emotional supports, adverse childhood experiences,
impaired physical health). The ideal behavioral health crisis system must be designed to respond to Mr. Y and all his
complex needs as a matter of routine priority and necessity. The system also needs to understand and reflect in its
services the culture(s) of its population, including those who carry cultural norms as a result of their lived experiences,
such as the cultures of veterans and military families, the cultures of homelessness, and so on. A system of care needs to
assess the needs of its population, so as to assure engagement, appropriate services and positive measurable outcomes.

4. ldeal Systems Are Designed To Be Clinically Effective

A starting place to understand clinical effectiveness in behavioral health crisis systems is to consider that we should
expect the same level of quality response (parity of quality) for individuals in behavioral health crisis as we naturally
expect, and generally provide, for individuals in medical crisis. When designing the ideal behavioral health crisis system, it
is important to shift our perspective from thinking it is simply good enough to help Mr. Y avoid arrest. The perspective of
parity means that Mr. Y’s experience of crisis response as a person living with a serious behavioral health crisis should be
no different than if he was experiencing a serious medical event. If Mr. Y was having a seizure that caused him to engage
in strange behavior in a store, we would expect a continuum of emergency medical response designed to keep him safe
and help him heal without regard to his ability to pay and provided for him whether he requests the service or is seen by
others as in need of the service. At every level, we must expect no less of a behavioral health crisis system and behavioral
health crisis response.
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In a clinically effective system, clinical practices are based on the best available research and practice-based evidence.
Ideal systems continually adapt and improve with new information. Clinically effective best practice applies to the whole
system along with sub-systems and each program - for the whole community and for specific populations. The principle
of clinical effectiveness requires measurement of community outcomes. For example:

« Implementation of Zero Suicide to prevent suicide.
* Implementation of interventions to prevent unnecessary arrest and incarceration.
*  Elimination of emergency room (ER) boarding.

* Individual and family outcomes (e.g., access to services, prevention of harm, engagement in continuous crisis
intervention at the most appropriate level of care, stabilization in continuing community care).

This report is based on the available literature on best practices for behavioral health crisis services as well as from the
experiences of the authors and other informants who are currently operating effective behavioral health crisis services
and designing innovative behavioral health crisis services and systems. See the “References” for a complete list of
resources and references.

5. Ideal Systems Are Designed To Be Cost-Effective

All coommunities have limited resources and competing demands that impact essential services. Ideal behavioral health
crisis systems maximize efficient utilization of resources and align clinical and cost-effectiveness. While implementing
an ideal system is not cost-neutral, just as EMS is not cost-neutral, avoiding unnecessary use of restrictive or expensive
interventions like ER visits, hospitalizations or arrests is clinically desirable and fiscally responsible. Consequently, just
as our clinical expectations of behavioral health crisis response should be in parity with medical crisis response, our
expectations of cost-effective funding of behavioral health crisis response should be in parity with our expectations of
other non-medical community safety-net services.

Parity here means that the behavioral health crisis system, like other community crisis response services, is supported by
designated and collaborative multi-payer funding that is adequate to cover the costs of the services and administration of
the crisis system. It cannot succeed as an unfunded mandate upon behavioral health providers or as a community charity
effort. Its funding must be a community obligation that engages multiple payers as necessary and appropriate, including
public and private insurers, county and municipal funders, with funding support from the federal and state governments,
the same as occurs for police departments, fire districts and ambulance districts.

6. Ideal Behavioral Health Crisis Systems Provide Values-Based Involuntary Interventions When
There Is No Other Way To Prevent Harm

Providing care in the most engaging and least restrictive manner possible while acknowledging that there are some
individuals who will require involuntary interventions in order to be safe and engaged is an essential system. For
individuals who require involuntary interventions, welcoming, hope, compassion and trauma-informed practice are even
more important, recognizing the inherent trauma associated with the power differential that occurs when involuntary
intervention takes place.

7. Ideal Behavioral Health Crisis Systems Use Shared Data For Continuous Improvement

Behavioral health crisis systems, a safety-net service, involves interacting programs which work to achieve optimal results,
using best practices for performance management in dynamic systems. They utilize shared data for customer-oriented
continuous quality improvement (CQl). An important function of the system accountable entity, beyond implementation,
is the collection of performance data.
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3 INTERACTIVE DESIGN ELEMENTS - OVER 60 SPECIFIC STANDARDS:
MEASURABLE PERFORMANCE CRITERIA FOR EACH

In the body of this report, the three interactive design
elements for an ideal community behavioral health crisis
system - Structure and Process for Accountability and
Finance, Continuum of Comprehensive Capacities and
Services and Best Practices for Crisis Intervention Services -
are each described in detail. Specific standards are articulated
for each of the three design elements, over 60 standards in all.

However, because |deal behavioral health crisis systems’
design and implementation must be managed, measured and
continuously improved by the communities they serve (as well
as by state agencies, managed care organizations, provider
organizations and advocates), it is not enough to simply list

a set of standards. Actionable and measurable criteria for
implementation and accountability are needed.

This report provides these measurable criteria for design and implementation of an ideal behavioral health crisis system,
so communities across the US can begin to make progress to implement the vision upon which the report is based.
For each of these, the report:

«  Delineates one or more specific measurable objectives or standards.

* |dentifies measurable and achievable system performance targets that measure progress. toward each objective.

*  Describes indicators that allow assessment toward the target.

*  Suggests policies, procedures, programs, practices or models, as indicated, that are examples of progress.
The performance measures contribute to the ideal “Behavioral Health Crisis System Report Card” (see Appendix) with
actionable items implemented under the leadership of accountable entities. To implement an ideal behavioral health
crisis system, communities can use this Report Card to identify an accountable entity, community partners and concrete
metrics for success and collaboratively measure baseline performance of their current behavioral health crisis system,

begin to make step-by-step progress toward an ideal behavioral health crisis system and identify and celebrate progress
along the way.
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IMPLEMENTATION OF CRISIS SYSTEMS: CUSTOMER ORIENTED CONTINUOUS
QUALITY IMPROVEMENT AND SYSTEM PERFORMANCE MANAGEMENT

The approach in this report for designing and implementing an ideal behavioral health crisis system aligns with the
tenets of the Triple Aim for health and behavioral health systems: improving customer experience, improving population
health outcomes and reducing unnecessary costs. In this regard, the available knowledge base regarding crisis services
intersects with two important implementation methodologies designed for customer-oriented, principle-driven systems:

e Customer-oriented CQl.

*  Best practice management of (behavioral health) system performance.

Customer-oriented Continuous Quality Improvement (CQl)

CQl is a recognized technology within management science by which any system or organization can steadily improve
its structure and processes to achieve better experiences and outcomes for its customers. In behavioral health crisis
services, the most important customers of the system are the primary customers - individuals in need and their families
and loved ones. But the system has secondary customers as well, including service providers, law enforcement, other first
responders and the general public. In the framework of customer-oriented CQI, behavioral health crisis systems and all
their participating service providers, just like other organizations and systems, must identify and continuously improve
processes that are failing their customers, with the goal (in CQl terminology) of achieving 100% excellence for “every
customer, every time.”

A variety of quality improvement processes exist that utilize the stories and experiences of customers to inform system
design and development. One of those processes most readers will be familiar with is root cause analysis (RCA), a
practical, logical way to identify problems and solutions. While RCA is commonly used to analyze specific adverse
events within a system (e.g., sentinel event review), it can be used more broadly. This approach considers the adverse
experiences - in fact, anything less than 100% excellent experiences - of Mr. Y and others in our current crisis systems to
be sentinel events for the purpose of designing the ideal behavioral health crisis system. Real people’s stories, like that
of Mr. Y, reflect a wide array of customer experiences, often with a precipitating event that marks the beginning of an
official entry into the system. As a result of the analysis of those stories, it is possible to articulate a continuous process
of improvement to inform every activity in the crisis system and define how to drive measures for success and progress
throughout the system. The story of Mr. Y is the foundation for this process in this report.

Best Practices for Crisis System Performance Management

The implementation approach in this report derives from the individual and collective expertise of committee members
regarding how complex behavioral health system performance is managed, measured and continuously improved by state
and county agencies, managed care organizations, provider organizations and application of system-based practice.

Brief biographical sketches reflect the robust systems and clinical expertise of the authors.

As previously noted, available information about best practices for crisis service delivery and the continuum of crisis
system capacities and services has been generated by a review of the literature on crisis services (including, but not
limited, to the reports listed in Table 1in the Introduction) as well as the committee’s own experiences operating crisis
services, designing crisis services and working in both higher and lower quality crisis service systems.

Based on both the literature and our collective experience, an initial working list of system components and practices
is enumerated in Table 2. This list was further refined as specific measurable criteria for each element of the ideal

crisis system were generated. In addition, it is recognized that in an ideal behavioral health crisis system, each of these
components has to be looked at not only for the crisis system as a whole, but also within each subsystem (e.g., regions
within a large county) and each subsystem process and for each specific target population (e.g., age, ethnicity, rural/
urban, types of complexity) to reflect the needs of the entire community.
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However, best practice for system performance
management teaches that simply articulating criteria

for what a crisis system should do is inadequate, unless
accompanied by how the implementation of those criteria
for an ideal behavioral health system would be measured
and how the accountability for the attainment of those
measures would be anchored in each community and
across all system components. Therefore, in addition to
delineating the value base of ideal crisis service measures,
it is important to understand various types of performance
measures and at what level of the system their application
would be most effective to incentivize behavior.

Performance measures in health care are traditionally
categorized as follows (Donabedian, 1988):

1. Structure: The environment in which care is
delivered (e.g., organizational structure, resources,
staffing).

2. Process: The techniques and processes used to
deliver care (e.g., use of screening tools, specific
interventions).

3. Outcome: The outcomes of the patient’s interaction
with the health care system (e.g., days in the
community, housing, employment status).

While the goal is always to achieve positive outcomes, structure and process measures are critically important for shaping
the development of all aspects of the system needed to produce those outcomes. In complex systems, such as behavioral
health crisis systems, a continuous quality improvement framework implies that the components of that system, including
state/county authorities, funders, health systems, providers and collaborative systems such as law enforcement work as
quality improvement partners to implement structures and processes to achieve shared targets for measurable outcomes.
Measurable criteria themselves must adhere to the standard of scope or actionability. For a measure to be effective, the
responsible entity must have influence over the resources needed to affect a solution when performance is suboptimal.
Then, within a system, each partner can focus on issues within the control of each partner individually, as well as issues
that require collaboration of all the partners collectively, to promote attainment of the larger goal.

There are limited numbers of recognized set of standards for behavioral health crisis services. One published framework
(Balfour, et al,, 2016) suggests that crisis system performance measures should align to the following value-based
domains: timely, safe, accessible, least restrictive, effective, consumer/family-centered and community partnership. These
domains are consistent with the Institute of Medicine’s six aims for quality health care while also focusing attention on
goals unigue to the behavioral health setting. These measures are incorporated into this report. However, this document
goes much further.

There is a clear need to not only measure the many possible metrics that address customer outcomes and experience,
but also to regularly assess all the intervening parameters that define how the system and the multiple subsystems and
processes within an ideal behavioral health crisis system function - individually and collectively - to produce those results.
Measuring an ideal system requires the capacity for the system to routinely attend to measures at all these levels at

the same time, to produce better results for individuals like Mr. Y. These must include actionable measures of structure,
process, standards, practices and outcomes at a variety of different levels within a single system.
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Crisis system metrics can also be helpful markers of overall delivery system performance. While a portion of crises are
unpredictable and unavoidable even in the perfect overall behavioral health delivery system, many behavioral health
crises are a direct result of inadequate performance by the rest of the behavioral health delivery system and other
human service systems such as justice, housing, immigration and child or adult protective services. Common behavioral
health system causes of behavioral health crises include inadequate access to routine services, premature discharge
from treatment programs and inadequate attention to patient engagement. The ideal crisis system therefore has a role
in providing some of the performance measurement for the rest of the behavioral health delivery system. Conversely,
successful performance by the ideal behavioral health crisis system is likewise dependent on good performance by the
rest of the behavioral health delivery system. Lack of prompt access to routine and maintenance care will necessarily
result in poor performance of even the most ideal behavioral health crisis system when the rest of the behavioral health
care provider system engages in practices like refusing referrals based on coverage status, restricting services to only a
few selected diagnoses, refusing referrals based on selected comorbidities and restricting services to only those that are
most profitable.

These considerations help identify data-driven metrics to support implementation, documentation and measurement of
incremental success, which further guide refinement in strategies to attain the desired outcomes.

In many systems, contract deliverables may require reporting of these measures and both expect and incentivize
incremental progress. In many instances, measures could be targets for pay-for-performance contracting to guide quality
improvement initiatives. However, even if pay for performance options are limited, the system leaders and partners can
work collaboratively to identify mechanisms for mutual accountability to make progress toward the goal of an ideal
behavioral health crisis system as an essential community service.

In this report, each performance measure is designed to be actionable in real world systems under the leadership of
what we term the “accountable entities” for community behavioral health crisis systems (See Section 1). To implement a
behavioral health crisis system, accountable entities can use these metrics for an ideal behavioral health crisis system to
work with local stakeholders to:

* Define a standard set of values.
*  Develop corresponding quality measures that help that system measure its current baseline.

*  Make step-by-step progress toward the ideal.

The Three Major Sections of This Report

The following sections provide the detailed recommendations for essential elements, measurable criteria and best
practices. Within each of the three sections, there are descriptions of performance measures with measurable criteria and
indicators of progress for the design and implementation of all aspects of the ideal behavioral health crisis system for any
community.

« Section I: Accountability and Finance. Accountability and responsibility for designing, financing, and operating
the crisis system, with the goal of ensuring that people like Mr. Y are appropriately served and do not fall through
the cracks.

« Section lI: Crisis Continuum: Basic Array of Capacity and Services. |[dentifying a comprehensive continuum
of best practice crisis system components, including the full complement of functions, programs and staffing
resources needed for successful operation.

«  Section lllI: Basic Clinical Practice. |dentifying best practice crisis intervention strategies, clinical practices/
practice guidelines and staff core competencies to provide those interventions throughout the continuum.

Within each section, the document lists the specific elements or standards defining an ideal behavioral health crisis
system. For each standard, there is a description of the rationale and background for the standard, followed by
measurable criteria, with concrete indicators of progress that would determine whether such a standard was met.
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INTRODUCTION

An ideal behavioral health crisis system must have a mechanism to both finance a comprehensive continuum of crisis
services and ensure the accountability and quality of the continuum’s performance. Because of the complexities and
challenges associated with behavioral health crisis response, individual crisis programs and collection of crisis programs
cannot hold themselves accountable to respond to broadly defined community needs or align effectively with multiple
behavioral health crisis partners without a mechanism for oversight and accountability to ensure quality. This section
describes the criteria for administrative and financial structures for a successfully operating crisis system.

The following definitions of key concepts are used in this section:

«  Community or catchment area: In this report, an ideal behavioral health crisis system is responsive to and
responsible for a designated community or catchment area. The delineation of this community or catchment area
will vary depending on the nature of the geography served.

In a large urban environment (say a county with a population of a million or more), the crisis system catchment
areas may be defined by geographic regions within the county. The same may apply for a county in which the
population may not be as large, but the county is geographically spread out. In a moderately-sized county, the
crisis system catchment area may be the single county. In more rural areas, the crisis system catchment area may
include multiple counties, depending on geography and population. In some states, counties do not represent
meaningful ways to organize catchment areas and they may be defined by responsibility for cities and towns
instead. Finally, tribal organizations may define catchment areas for behavioral health crisis response according to
the dispersion of the tribal population across the geography defining the boundaries of tribal land.

In an ideal system, each state will have a consistent mechanism for allocating responsibility and accountability for
behavioral health crisis systems to counties or other intermediate structures (e.g., cities, towns, regions, districts)
throughout the state.

* Accountable entity: In this report, accountable entity describes the structure that holds accountability for
behavioral health crisis system performance for a community or catchment area and may also have the role
of providing funding and/or coordinating multiple funding sources to support the crisis continuum. The term
purposefully indicates that there are many different structures that can carry out this function.

We are not recommending one particular type of structure. For example, an accountable entity can be a county
behavioral health department, but it also can be a behavioral health managed care organization responsible for
Medicaid and indigent funds, a nonprofit managing entity or a formal collaborative structure that is set up for
crisis system oversight by one or more communities or counties. In a large county or city, the single accountable
entity might be responsible for overseeing and coordinating crisis systems that are responsible for different
catchment areas within that county or city. The same might be true in a small state or a state with a small
population, where the state is the accountable entity coordinating and overseeing performance of catchment
area crisis systems statewide.

In most states, regardless of the locus of accountability, the operation of the crisis system requires collaboration
across multiple levels of government (state, county, local) and across multiple types of funding (e.g., health,

law enforcement) and involving both public and private payment systems. The state may share elements

of accountability with counties and/or local communities, or vice versa. However structured, the role of the
accountable entity is to ensure appropriate management to ensure and continuously improve quality and
outcomes for the population served.
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*  Values-based accountability: In the context of our
effort to emphasize the importance of core values
(see Table 1) as the foundation for all service delivery,
it is essential to build those core values into every
aspect of the accountable entity. The first job of the
accountable entity is to be responsible for maintaining
core organizational values and incorporating them
into all organizational processes, including contracting,
incentives, data collection, quality improvement and
outcomes. Priorities must include person and family
driven values, such as welcoming, safe, accessible,
recovery-oriented, resiliency enhancing and trauma-
informed care, emphasizing cultural humility and
maximizing engagement, hope and empowerment
and minimizing involuntary interventions to those
situations where they are clearly needed to promote
safety and well-being.

The accountable entity is also responsible for designing and coordinating funding for a continuum that meets the
needs of the whole population served, emphasizing those that are more vulnerable and complex, as well as those
with special needs or at risk of experiencing disparities in care. The accountable entity must proceed to design

all services and processes in a collaborative quality improvement partnership that monitors indicators of all
important values in service delivery, but is flexible enough to engage providers as partners and support creativity
and variability in how the services are provided.

The system is always responsible for person- and family-driven values based on effective evidence-informed

care and embedded in cultural humility embedded in cultural humility (see Table 1 for additional information on
values, including accessible, recovery-oriented, resiliency-enhancing and trauma-informed care). Internal review
and systematically collected feedback from consumers, families, providers and other stakeholders that is reviewed
to identify areas for improvement ensures maintained accountability for these core values. It is essential to
regularly address Identified areas for improvement in the delivery of value-based services in systemic continuous
quality improvement activities. In all the following indicators of system accountability, value-based services are
fundamental features of every element of care.
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There are many possible mechanisms for structuring an accountable entity.

In Arizona, Medicaid-managed care intermediaries function as accountable entities for crisis systems that serve
everyone, not just the Medicaid population.

Arizona has had a managed Medicaid system from its inception, which is called the Arizona Health Care Cost
Containment System (AHCCCS). AHCCCS contracts via a competitive bid process with managed care organizations
throughout the state, including a RBHA in each geographical service area. In southern Arizona, the RBHA is Arizona
Complete Health (formerly Cenpatico Integrated Care, part of Centene). The RBHA braids multiple funding streams,
including Medicaid, SAMHSA block grants, state and county funds to serve as a centralized point of accountability
for the behavioral health system. Pima County has a full continuum of crisis diversion and behavioral health services,
including for SUD, and services for both juveniles and adults through a larger provider network. In addition to funding
the crisis response center (CRC) services, the RBHA contracts with multiple providers to operate the crisis call center,
a dozen mobile crisis teams that are dispatched from the call center, residential and step-down facilities and various
other crisis services not on the CRC campus (Manaugh, 2020).

In Pennington County (Rapid City), South Dakota, a county-led collaboration of agencies and providers oversees
the operation of the crisis continuum, with the Sheriff’s Office holding ultimate accountability.

The Care Campus is a partnership of the Pennington County Sheriff’s Office, Pennington County Health and Human
Services, the City of Rapid City and the Crisis Care Center operated by Behavior Management Systems, a private
provider, under the oversight of the Pennington County Sheriff’s Office. The Care Campus includes a full continuum of
co-located services addressing the crisis stage of mental health and substance use disorders and support services to
assist Care Campus clients with attaining recovery and maintaining stability in the community (Manauge, 2020).

In Kent County (Grand Rapids), Michigan, the accountable entity is being formed as a new organization by a
collaboration between the county, four major health systems, three behavioral health provider organizations and the
Community Mental Health entity that manages specialty behavioral health Medicaid and indigent services.

In Kent County (Grand Rapids) MI, the county has organized a population health consortium to lead important
community health projects, one of which is to develop a state of the art behavioral health crisis system. The
consortium consists of the County Executive, a community business/foundation leader, CEOs of four health systems,
CEOS of two psychiatric hospitals, the CEO of the local CMH/Medicaid managing entity and the CEO of a large
community crisis provider. The consortium obtained consultation to operate under the Kent County Department of
Health, which convened a Consensus Working Group representing over 25 key constituencies and organizations. This
group has developed a consensus plan, with prioritization, and is working on transitioning this structure to a formal
“Accountable Entity” governance model, using local EMS as a template.

The remainder of this section describes various elements of accountability and financing in an ideal system. For each
element, there is a brief discussion of rationale, followed by measurable criteria for system implementation and oversight.
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STRUCTURE FOR COORDINATION,
COLLABORATION AND ACCOUNTABILITY

A comprehensive behavioral health crisis system with a complete continuum of services is an essential element of safety-
net health and human services for any community. To operationalize such an ideal system, it is not adequate to simply
have an array of discrete programs and providers. It is essential that all the payers and providers within the system work
collaboratively to ensure that the various components work effectively together and are accountable for excellent crisis
response and continuous improvement of crisis response to community members. Effective coordination and quality
improvement require commitment as well to sharing both aggregate performance data and personal health information
(PHI) systematically between all points of service.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring and an accountable provider responsible for delivering direct services and/or
coordination of all service elements that establishes a formal crisis collaboration structure and process with an identified
crisis coordinator function and capacity for managing both case data and aggregate data for continuous improvement.

*  Crisis coordinator: The crisis coordinator position is a clearly identified role and may be a staff person in the
accountable entity (e.g., county, managing entity) or a staff person associated with a lead crisis provider. If the
latter, it is independent from that person’s provider responsibilities so there is clear accountability for the whole
system’s performance and not just the individual provider’s.

« Data collection and analysis: The accountable entity provides or contracts resources for data collection and
analytic capacity to engage in continuous quality improvement functions. The data repository is held by the
accountable entity, the major crisis hub provider or both.

«  Crisis coordinator functions: The crisis coordinator oversees, delineates and continually improves the policies,
procedures, protocols and services that govern how the individual elements of the crisis system work together
to ensure high quality and seamless response for individuals and families. This responsibility has appropriate
authority to review quality metrics and recommend quality improvement interventions to the accountable entity
and is written in to all relevant provider and payer contracts.

*  Crisis collaboration structure: The accountable entity and crisis coordinator hold a regular crisis coordination
meeting at least monthly for each geographic area, attended by representatives of first responders, crisis
continuum providers, human service agencies, ambulatory service providers, housing providers, funders and
advocates. In most communities, there will be separate meetings for adult and youth crisis coordination.
Attendance is mandated for contracted providers. Each meeting has formal minutes and identifies specific action
steps for follow-up monitored by the crisis coordinator with support from the accountable entity.

* Case review processes: The crisis coordinator and, where appropriate, the crisis coordination meeting structure
have procedures for individual case review and root cause analysis to respond to adverse outcomes and
recognize unigue successes. Root cause analysis is designed within a formal quality improvement (Ql) framework
with indicators that respond to any instance of inadequate response to individuals or families at any point in the
continuum of care.
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MR. Y’S CASE, for example, would be appropriate for such review given that his behaviors in
the convenience store were criminalized rather than treated as a behavioral health crisis. Lack
of preparation (training) in the first responders led to a misinterpretation of the presenting
problem(s).

Data-driven quality improvement collaboration: The crisis coordinator utilizes the crisis coordination meeting

as a Ql meeting for the entire crisis system. Aggregate data on key indicators are collected and reported and key
themes are reviewed for continuous improvement. Evidence of these activities is in the meeting minutes, including
data and appropriate plan-do-study-act cycles of improvement, are reported to and overseen by the accountable

entity. Results of these processes include revision of policies, procedures and protocols that define the roles and

responses of the key partners in the crisis collaboration.

Sharing protected health information: To ensure the system can provide care effectively and safely, prompt and

systematic of sharing patient information across all points of care within the system when a crisis is occurring is

essential. The accountable entity for the comprehensive crisis system must:

» Include in all provider contracts specific detailed requirements of how the Health Insurance Portability and

Accountability Act (HIPAA), 42 CFR Part 2 and any local confidentiality laws will be interpreted and applied in

all provider contracts and agreements.

» Include in all provider contracts the expectation to use a specific standardized patient consent to share PHI in

a “crisis” by any contracted or referring provider without further consent in a crisis.

» Implement maintain and improve connectivity with local IT systems such as health information exchanges

(HIEs) and hospital admission, discharge and transfer data exchanges to assure that crisis service providers

are part of the standard methods of exchanging PHI and fully integrated in the broader health care system in

terms of data connectivity.

»  Actively provide ongoing education regarding all crisis service exceptions to sharing PHI in HIPAA, 42CFR
Part 2 and local confidentiality statutes to all provider organizations in their service area.

»  Assist and facilitate all providers adoption of any necessary business associate agreements and participation

in any local HIE within the crisis service system area.

High-level community collaborations, such as the Healthy Living Alliance in Greene County (Springfield),
Missouri, can play a key role in crisis system initiation, funding and implementation.

In Greene County (Springfield), Missouri, the Healthy Living Alliance (HLA) is a high-level collaboration which meets
monthly, staffed by the Department of Health and facilitated by leaders of local foundations. It includes two health
system CEOs, a Community Mental Health Center (CMHC) CEOQO, a Federally Qualified Health Center (FQHC) CEOQO,
the president of Missouri State University and law enforcement organization (LEO) leadership, among others. HLA
received foundation funding for a community mental health assessment, which identified a need for improved crisis
services. They developed a collaborative plan for a community crisis center (with capacity for MAT initiation) with
residential crisis service beds to complement existing call center and mobile crisis services. They were able to pass a
local tax initiative to obtain start-up funding and arrange private insurance contracts to help support operations. The
first-of-its-kind in Missouri facility opened in summer 2020 in the midst of the COVID pandemic.
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| FINANCING

A comprehensive behavioral health crisis system with a complete continuum of services is an essential element of safety-
net health and human services for any community in the same way that police, fire, EMS and emergent/urgent medical
care are essential community services. For this reason, there must be adequate financing for that continuum of services
to achieve appropriate community response, just as is the case for other safety-net services. Aligning multiple funding
streams to support a single crisis system, rather than each funder developing its own system is likely to be more efficient,
effective and accessible to customers.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring and an accountable provider responsible for providing direct services and/or
coordination of all service elements that has the following approach to financing:

42

The accountable entity is responsible for producing a global budget for the ideal crisis continuum. This
budget is initially based on historical utilization data of all components and all payers of community behavioral
health crisis response and has projections for future utilization based on movement toward an ideal system. For
example, projections of inpatient utilization are modified by the addition of increased diversion and step-down
capacity. Projections of ER visit utilization are modified by addition of non-ER-based crisis programs.

Shared resource contribution: The behavioral health crisis system is a shared system capacity like an electronic
health record (EHR) system or ambulance district. All funders of health coverage whose beneficiaries could
potentially utilize the behavioral health crisis continuum are accountable over time to contribute resources to
core capacity. This includes federal resources (Medicare, Veterans Administration, Department of Defense),
state resources (including Medicaid), local (e.g., county, city), public funding (in lieu of inappropriate use of law
enforcement or jails), managed care organizations and commercial insurers of all kinds and accountable public
and private health systems (e.g., accountable care organizations or other large payers receiving value-based
payment, hospitals accountable for preventable readmissions, ER visits). Funding for a “global” crisis financing
budget is defined in each community as a collaboration between public payers (states, counties, cities/towns),
public and private insurers and accountable health systems. Proportional contribution is based on historical
utilization and potential value added.

Delegated financing authority: The accountable entity must have either direct or delegated governmental
authority at the state and/or local level to require participation of funders, assure adequate rate-setting,
determine funder and provider participation requirements, determine standard of care and quality performance
metrics and award and enforce service contracts.

Financing supports capacity, not just utilization: For example, no community would establish a fire department
that is paid only when it responds to a fire. Financing is a necessary community expenditure, like EMS, not
something that will ultimately always pay for itself through savings. Financing methodology must balance
assuring availability of the service with incentive to provide service. Each component of the crisis system has a
base payment to maintain capacity to provide the service, and a second reimbursement based on utilization, fee-
for-service. There are various reimbursement models for how this can be done.

Adequate reimbursement rates: Both payments for reimbursement for crisis services must be commensurate
with the complexity and comprehensiveness of service provided. This includes contacting collaterals, phone calls,
home-based outreach, travel time for mobile response and complex disposition planning. Rate- setting must be
based on the actual cost of providing the service as determined by provider cost reports.
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* Incentive payments: A financial incentive for
performance and penalties for non- performance
on critical indicators (see “Performance Incentives”)
should be included as a third component of the
overall payment methodology. Any incentive
payment should not be based solely on meeting
cost saving or utilization reduction targets but
should also include quality of care measures.
Incentive payment methodology should be initiated
with bonus payments for good performance.
Negative incentives with reduced payment for
poor performance should not be initiated until
organizations have at least two years of experience
with positive incentive value-based payments.
Negative incentive penalties or payment reductions
based on performance should not exceed 5% of the
actual cost of service provision.
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+  Payment for full continuum of crisis services:
Reimbursement for crisis services by all payers must be designed to support the full continuum of crisis response:
payment for early or pre-crisis intervention, outreach and engagement, payment for active treatment including
medication during a crisis event, payment for the continuum of crisis diversion programs (see “Value-based
System and Program Design” and "“Crisis Continuum for People with Co-occurring Conditions”), and payment for
crisis follow-up at necessary level of intensity for at least 14 days and up to 90 days for individuals with high levels
of need who are not easily connected to routine community-based services.

« Budget full capacity at a 95% maximum threshold: Because crisis utilization naturally waxes and wanes, the
budget is designed with the expectation that utilization for each component is over maximum capacity no more
than 5% of the time, or no more than 18 days per year. Provision is then made for funding temporary overflow on
those 18 days (e.g., for extra crisis workers, contracting for overflow crisis beds). Budgeting is also designed to
ensure minimization of under-utilized capacity and regularly adjusted based on actual data.

*  Payment for all populations, including those with comorbidities: Reimbursement for crisis services by all payers
is designed to support interventions for youth, adults and older adults, as well as individuals with mental health,
SUD and cognitive disabilities in any combination. Funding from various categorical pots (e.g., developmental
disability [DD] waiver, SUD block grant) may be blended to fund the crisis continuum, but the continuum itself
has clear funding instructions that support a full array of services to individuals and families with all types
of comorbidity and complexity (See appropriate sections in “Crisis Continuum: Basic Array of Capacity and
Services”). For example, if an adult with co-occurring DD and a mental health disorder presents in crisis, there is
a clear set of instructions that indicates that the behavioral health crisis team responds using its core resources,
then coordinates with the DD-funded crisis respite and continuing supports system for ongoing services as
indicated. The same applies to individuals like Mr. Y with co-occurring mental health and SUD conditions, as
well as youth in foster care/social service custody or youth/adults in custody of the justice system. Funding
instructions for each significant type of comorbidity and complexity must be delineated in all funding and
provider contracts.

* Financing for safety net: Financing mechanisms are designed so the behavioral health crisis system can operate
as a safety net for the entire delivery system. There must be no instance in which an individual or family receives
no response because there is no clear allocation of funding and responsibility. In all such instances, the behavioral
health crisis system must be defined as the default safety-net provider.
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Certified Community Behavioral Health Clinics: Expanding Access to Care in Times of Crisis

The Certified Community Behavioral Health Clinic (CCBHC) model was established to improve access to crisis care and
expand Americans’ access to addiction and mental health treatment in community-based settings. CCBHCs support a
robust community treatment infrastructure that includes 24/7 crisis care, mobile crisis teams and partnerships with local
law enforcement and hospitals.

In contrast to the patchwork of crisis care typically available in other communities, all CCBHCs must provide a standard
array of crisis services linked with ongoing outpatient treatment. CCBHC'’s crisis management services are available

and accessible at all times, including 24-hour mobile crisis teams, emergency crisis intervention services and crisis
stabilization. CCBHCs must partner with organizations that frequently come in contact with individuals in crisis - such
as local emergency departments and local law enforcement agencies - to facilitate crisis intervention, care coordination,
discharge and follow-up. Following a crisis, CCBHCs work with the individual on a crisis plan to prevent and de-escalate
potential future crisis situations, while ensuring they are linked to comprehensive ongoing community-based treatment.
CCBHCs must have an interdisciplinary care team that works together to coordinate the full range of support services
needed by individuals in crisis and following a crisis. Staff must be culturally competent and have access to language
services depending on the community the CCBHCs.

Results to date show substantial improvement in access to crisis care. More than half of CCBHCs added crisis services where
none existed before. All engaged in new partnerships with hospitals and law enforcement to support crisis intervention and
coordinate post-crisis care. (1) As a result of improved crisis intervention and ongoing community-based care, CCBHCs have
produced significant reductions in hospitalizations, emergency department visits and incarcerations (2).

CCBHCs and the Crisis Now model is gaining attention and popularity as a means to improve communities’ response to
crisis care. The approach focuses on five core elements of crisis care including: 1) regional or statewide crisis call centers
coordinating in real time; 2) centrally deployed, 24/7 mobile crisis teams; 3) short-term, “sub-acute” residential crisis
stabilization programs; 4) essential crisis care principles and practices; and 5) development and implementation of protocols
for delivering services for individuals with suicide risk in the most collaborative, responsive and least restrictive setting.

CCBHCs provide the opportunity to further advance the Crisis Now model, both by establishing a critical connection to
ongoing community services in areas where Crisis Now has been implemented and by offering a financing model that

can support many of the costs of implementing Crisis Now in areas where the model does not currently operate. Aligned
with the elements of the Crisis Now model, CCBHCs provide 24-hour mobile crisis teams, emergency crisis intervention
services and crisis stabilization. They also establish partnerships with organizations where individuals in crisis may
frequently present — such as local EDs and local law enforcement agencies - to facilitate care coordination, discharge and
follow-up, as well as relationships with other sources of crisis care. Following a crisis, CCBHCs work with the individual

on a crisis plan to prevent and de-escalate potential future crisis situations while ensuring access to the full range of
community-based services needed to keep the individual out of crisis.

The CCBHC model improves access to crisis care by funding activities that have traditionally been difficult to implement.
There are two CCBHC funding tracks: a Medicaid prospective payment rate calculated to cover CCBHCs’ anticipated costs
or a 2-year grant that funds CCBHC activities. Both funding streams support:

*  Expanded access to crisis care through an enhanced workforce. CCBHCs’ funding can support the cost of hiring
new staff such as nurse care managers, training staff in required competencies such as suicide prevention and
naloxone administration, and placing staff liaisons in settings like EDs or jails where individuals in crisis commonly
present.

«  Timely follow up and “warm hand-off” from the ED to ongoing, community-based services. CCBHCs must
establish partnerships with hospitals and other providers and ensure services are available to transition patients
from an ED or hospital to a community-care setting. Through quality reporting requirements, CCBHCs are held
accountable for the timeliness of a patient’s transition between care settings and ensuring that no patient falls
through the cracks.

GROUP for the

44 ROADMAP TO THE IDEAL CRISIS SYSTEM ADVANCEMENTof
PSYCHIATRY



*  Electronic exchange of health information for care coordination purposes. CCBHCs’ funding can support
purchasing or upgrading electronic systems for real-time electronic information exchange - along with data
collection, quality reporting and population health approaches to care.

*«  Enhanced patient outreach, education and engagement. CCBHCs’ funding supports the cost of activities
that have traditionally been near-impossible to reimburse, yet play a critical role in crisis intervention, care
management and coordination of services.

*«  Care where people live, work and play. CCBHCs’ funding covers services provided outside the four walls of their
clinic. For example, via mobile crisis teams, home visits, telemedicine, outreach workers and emergency- or jail-
diversion programs.

CCBHC Expansion Legislation Introduced

In light of the program’s success, as of January 2021, Congress has extended the original 8-state
Medicaid demonstration to two additional states and allocated yearly funds for CCBHC expansion grants
since 2018. Thirty-three states now have at least one CCBHC. The bipartisan Excellence in Mental Health
and Addiction Treatment Act (S. 824/H.R. 1767) would renew the CCBHC Medicaid demonstration
program and expand it to new states. By renewing and expanding the demonstration, Congress could
expand behavioral health capacity and alleviate the pressure on our nation’s jails and emergency rooms.
This legislation will also ensure sustainability for CCBHC grantees beyond their 2-year grant terms by
supporting more states in implementing the model as part of Medicaid.

1. U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning
and Evaluation. (2019). Certified Community Behavioral Health Clinics Demonstration Program:
Report to Congress, 2018. Accessed July 15, 2020 at https://aspe.hhs.gov/report/certified-
community-behavioral-health-clinics-demonstration-program-report-congress-2018

2. National Council for Behavioral Health. (2020). Expanding Mental Health and Addiction
Treatment: An Impact Report. Accessed July 15, 2020 at: https:./www.thenationalcouncil.org
wp-content/uploads/2020/03/2020-CCBHC-Impact-Report.pdf?daf=375ateTbd56
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ELIGIBILITY (ALL-PAYER)

A comprehensive behavioral health crisis system with a complete continuum of services is an essential element of safety-
net health and human services for any community, in the same way that police, fire, EMS and emergent/urgent medical
care are essential community services.

However, unlike police, fire or EMS, in many parts of the country behavioral health crisis response is determined first by
payer (or lack of payer) and in some communities, each payer (Medicaid, insurer, managed care organization [MCO])
may have a different continuum of services with different eligibility criteria. This is challenging for individuals and families
trying to access help and an inefficient and duplicative use of resources.

Therefore, in an ideal community behavioral health crisis system, there is ONE crisis continuum that is responsive to ALL
individuals and families. It is never necessary to establish insurance coverage before responding to behavioral health
crisis; everyone is eligible for the full continuum of crisis response and all payers support the full continuum. Cross payer
collaboration - not competition - is necessary for ideal community crisis response.

All-Payer Example - Kent County, Michigan

The Kent County crisis collaborative under the auspice of the population health consortium has developed a business
plan for a crisis center, call center, behavioral health urgent care, and mobile crisis that includes all Medicaid Health
Plans and commercial plans (including Medicare Advantage) as potential partners. The three largest health plans
have been invited to the table and have agreed to participate in the funding collaboration. In Michigan, the Medicaid
health plans are responsible for mild to moderate behavioral health but not crisis, even though 60% of Medicaid
recipients who have behavioral health crisis are in the mild to moderate group. However, the Medicaid health plans
can benefit directly from supporting ED diversion and are interested in partnering with community leaders because
of the high level collaboration that has been created.
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Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring with the following eligibility criteria:

* Access to all: The full continuum of crisis services is available to all members of the community, including
individuals travelling through, regardless of whether they are insured or the type of insurance coverage, just as
with the continuum of fire services.

* Resource contribution by all: See “Financing.”

«  Community education on access to all: All payers and community providers commmunicate to members and
service recipients, first responders and other human service providers, a clear and consistent message about how
to access the community’s all-payer, all-eligible crisis system, 24-hours per day, seven days per week.

«  Contracts with providers include access for all: Contracts with all crisis providers include the expectation that
everyone is equally welcome for care, whether privately insured, public insured or uninsured. No one is turned
away based on insurance coverage or lack of coverage.

*  Contract with public payers support the full-service array: Contracts with all public payers doing business in the
community include the expectation that the full continuum of crisis services will be supported and reimbursed for
their members. This may include provision for out of network payment for certain services that may periodically
be at capacity within network.

«  Contracts with private payers support the full-service array: Contracts by businesses in the community with all
private payers doing business in the community include the expectation that the full continuum of crisis services
will be supported and reimbursed for their members. This may include provision for out-of-network payment for
certain services (e.g., inpatient child psychiatry) that may periodically be at capacity for within network.

« All payers involved in coordination and QI activities: All payers are expected by contract to participate in
community crisis coordination activities and quality management activities as defined by the “accountable entity.”

+  Access to innovations and data: Innovative services developed/contracted by any payer are expected to be
made available to individuals served by all payers. Individual payers may retain their unique care coordination and
data tracking functions for their members, but all aggregate data are accessible to the accountable entity.

* Delegated authority: See “Financing.”
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GEOGRAPHIC ACCESS AND
NETWORK ADEQUACY

A comprehensive behavioral health crisis system with a ‘
complete continuum of service is an essential element of ‘ v . a

safety-net health and human services for any community

in the same way that police, fire, EMS and emergent/urgent
medical care are essential community services. In many
parts of the country, even when crisis services are available,
access to those services is not commensurate with the
population size and/or the size of the geographic area
served. In an ideal system, a comprehensive crisis system
with a complete continuum of services must be available
to serve each catchment area, as defined by population

in urban and suburban areas and by combinations of
population and geography in more rural areas. Adeguacy
of geographic access is defined by a combination of
performance metrics and population size/distance.
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Expected volume of need: There is no clearly delineated standard for estimating the volume of need for crisis services
in any community or region. The National Action Alliance for Suicide Prevention package, “Crisis Now,” recently released
a document based on available data for the Phoenix, Arizona, area in Maricopa County, as illustrated in Figure 1, that
suggests a guideline for estimating crisis need of 200 people in behavioral health crisis per 100,000 persons in your
community on a monthly basis. This guideline (or other available community data) should be utilized to plan for network
adequacy and geographic access in implementation of the following standards.

Measurable Criteria for an Ideal System

*  Crisis system network adequacy: The accountable entity defines customer-oriented performance metrics for the
crisis system and for each crisis service component within the system to regularly ensure the adequacy of system
resources to meet the needs of the geography and the population within that geography. The following measures
have been developed by reviewing of current standards from high-performing crisis systems and may include, but
may not be limited to:

»  Time and distance to receive crisis response: Usual standards are a 30-minute drive time in urban areas, one
hour in rural areas.

»  Wait times and travel times for first responders: Usual standards are that travel times are no greater than
travel to the jail and wait times after arrival are less than 15 minutes.
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Figure 1

ndividual, Prim isi ?
ACTION £ . Hov_y Does Your Crisis System Flow? C]
ALLIAN C E \::T;&IAII{I Sinr:'l:e:s Police c&:l::};:?: - matched [.’:f':l:lln:;;‘ildrrlﬂ qu'::fl{r‘rrj‘

FOR SUICIDE PREVENTION

NATIONAL

- Most all community crisis referrals flow through the hospital ED.

STEP )
Community Crisis Flow

Compute your crisis system flow. <

200 persons in crisis per 100,000 persons in your
community on a monthly basis.

Greater Divide by 100k What do they
look like
Phoenix | I a"dm"mp” " 8 000 cﬁumm

Community Total Pop. l\nmntmmI Crisis Flow

| Hospital ED

LOCUS Levels of Care Stratified Crisis Need
[} Secure Residena‘af!lﬂpl

Risk of Harm . secure nesiﬂential
Functioning Jential
Co-Morbidiy g Non-Resid”
Environment Thf Dtgﬂiscal
Treatment History distribution for
community
e crisis flow.

\ A 5 Do you have | k

a8 | [i: ’E the crisis 4
3 What do the o continuum
look like b 8| 2 capacity to q 2
clinically? LOCUS meet the need? LOGUS

»  Percent of individuals withdrawing request for help before receiving service: Usual standards are less than
5% of individuals leave prior to being seen.

»  Adequate space and staff for evaluation: Standard should be that staffing and space for evaluation should
ensure privacy and dignity for each individual/family seen and should not require being kept in a large room
with multiple chairs in a public observation area.

»  Waiting time for disposition: Standard is that the average time for disposition is three hours or less.

»  Absence of ER boarding: The Joint Commission for Accreditation of Hospitals defines boarding as more than
four hours in the ER waiting for the next appropriate service. The target should be zero.

»  Absence of “avoidable” arrests: The target should be zero. The definition of “avoidable” may be developed
collaboratively through the QI process.

»  Absence of avoidable hospitalizations: The target should be zero. Again, probably defined after the fact
through the Ql process.

»  Absence of individuals and families not receiving help because of lack of response capacity: The target
should be zero.

yoﬁeTIB?'\/ialéRcA?HyA%Ih National Council for Behavioral Health 49



50

Geographic access: The accountable entity ensures a full continuum of services - including a crisis hub - is
available for each catchment area within the larger system (e.g., within the region, county, city) up to the
following maximum size of service population and/or geographic area served:

»

Consistent availability: Every location in the nation should be part of a specific, geographically defined,
comprehensive crisis service system overseen and maintained by an accountable entity. Every comprehensive
service system provides adequate access to the full array of crisis services.

Appropriate role in overall behavioral health delivery system: The Ideal behavioral health crisis system
complements - but does not substitute for - the need for adequate access to good quality, comprehensive
routine behavioral health care.

Maximum population of 250,000: In an urban or suburban area, maximum population served by a crisis
hub and a crisis service continuum is 250,000. An urban county of 1 million people would have a minimum of
four crisis hubs/crisis continua, each one responsible for one quadrant of the county. Based on the guideline
provided by Crisis Now, these four hubs or continua would collectively serve 2,000 individuals presenting in
crisis per month, each averaging 500 per month, or 16.67 per day, who need an initial crisis assessment and
response. The duration of the crisis episode might last for days or weeks, so the number of individuals served
throughout the crisis system on any given day would be higher. The drive time to each hub should be no
more than 30 minutes from any location in the urban catchment area; however, there may be some tertiary
services (high cost, low volume) that might be provided by a specialty crisis center serving the entire urban
area and supporting the individual crisis hubs, possibly through telehealth.

Maximum geography of one-hour drive radius: In a rural or frontier area, maximum geography served is a
one-hour drive radius from the largest regional hub, even if population in that geography is less than 250,000.

Combinations of population and geography: In locations where urban and rural areas are proximal,
maximum catchment area is defined by no more than 250,000 people and no more than one-hour drive from
the regional hub.

Adaptations for frontier areas: For very rural or frontier catchment areas where population may be
significantly less than 250,000, service capacity may be correspondingly adjusted, for example, the available
number of crisis beds may be less.

Access to telehealth services for underserved areas: For rural or frontier catchment areas, as well as other
areas where on-site service availability may be limited, it is understood that certain components of service like
psychiatric assessment or qualified mental health professional assessment may need to be provided through
telehealth to achieve full availability on a 24/7 basis. In a frontier area, a one-hour drive may bring the person
to a rural ER that is served by telepsychiatry from a regional crisis hub. Each catchment area may need to
develop unigue solutions to provide the full array of crisis services to support its population and geography in
a cost-effective manner.
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Be  QuALITY METRICS

The accountable entity must define specific quality metrics
to measure performance for the ideal crisis system and each
of its components to ensure transparency for all funders

and stakeholders in the achievement of value-based quality
performance on multiple dimensions. It is important to
understand various types of performance measures and at
what level of the system their application is most effective
to incentivize behavior. Performance measures in health care
can be categorized as follows:

1. Structure: the environment in which care is delivered
(e.g., organizational structure, resources, staffing).

2. Process: the techniques and processes used to
deliver care (e.g., use of screening tools or specific
interventions).

3. Outcome: the outcome of the patient’s interaction
with the health care system (e.g., days in the
community, housing and employment status).

An interesting consideration might be related to the Veterans Administration (VA) system. A system needs an analysis
of its population, just as it tracks its road, fire hydrants, etc,, to ensure that who they serve and who represents the
population is taken in to account when planning, financing and analyzing the work. It would lead a community to ask,
"Is there a military base in our community?” “Is there a VA?” to ensure linkage to them can occur, such as responders,
informants and payers.

The selection and application of thoughtful quality metrics are critical to ensuring that the component parts of the crisis
system work together in concert towards achieving common goals. First, one must articulate the foundational values of an
ideal crisis system, then measures can be selected that reflect those values and tailored to incentivize desired outcomes
at all levels of care. For example, if one of the core values is stabilization in the least restrictive setting possible, measures
reflecting this value can be applied to service providers at every point in the continuum. It is important to note that
measuring diversion rate is more than calculating how many people evaluated in an emergency room for hospitalization
are sent elsewhere, because systemic diversion capacity is increased by the successful performance of each component
of the crisis continuum working in concert with the other components. As such, crisis call centers measure the percent
of calls that are resolved telephonically without having to dispatch police or mobile crisis, mobile crisis teams measure
the percent of encounters that are resolved in the field without having to transport to an ER or other facility and crisis
stabilization facilities measure the percent of encounters that are discharged to community settings without having to be
admitted to inpatient psychiatric units or ERs, and so forth.
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Measurable Criteria for an Ideal Crisis System

Quality measures are documented by the accountable entity and included in performance contracts for individual
providers, other partners and the system as a whole. Quality measures meet the following criteria:
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Values-based: Measures are selected that reflect each of the foundational values of the crisis system and
are tailored to incentivize desired outcomes at all levels of care. Relevant values for which metrics should be
developed are listed in Table 1 of the introductory section.

One published framework (Balfour, et al, 2016) suggests that crisis measures should be aligned at minimum to these
values-based domains: timely, safe, accessible, least restrictive, effective, consumer/family-centered and community
partnership. These domains are consistent with the Institute of Medicine’s six aims for quality health care: safety,
effectiveness, equity, timeliness, patient-centeredness and efficiency, while also focusing attention on goals unique to
the behavioral health crisis setting.

Actionable: Measures are actionable by the entity that is being held accountable and address structure, process
and outcomes in line with the foundational values.

Aligned across all levels: Quality metrics defined by the accountable entity are commonly aligned between
various intermediary funders (e.g., counties, MCOs) and the providers with which they contract.

Consider a structure in which the state contracts with various accountable managed care organizations or
behavioral health authorities (MCO/BHAS) or other accountable entities to manage crisis services. The state
may have a goal to reduce ER utilization for mental health reasons. The state can include these outcome metrics
in their subcontracts with additional metrics to ensure adequate attention and oversight of the issue, such as
requiring that the MCOs provide a plan for reducing ER utilization among its members (a structure metric).
Different MCOs may come up with different solutions. One MCO/BHA'’s plan may focus on increasing same-day
access at outpatient clinics and, thus, their subcontracts with providers would in turn include process metrics
such as referral-to-assessment time, percent seen within 24 hours of referral, etc. Another MCO/BHA may

focus its plan on high utilizers of ER services and their subcontracts may include process metrics related to
convening interagency case conferences to develop alternative service plans for these members. By comparing
the performance across different MCOs/BHA, the state can learn which interventions are most effective and
incorporate them into future MCO/BHA contracts. In this way, the cascade of performance incentives from state
to MCO to provider can support values-based outcomes, foster innovation and support the continuous quality
improvement efforts.

Collaborative: Measures are developed in collaboration with community stakeholders. In addition, measures
that require collaborative performance (e.g., individuals are seen in an outpatient clinic within seven days of
completing service within the crisis system) are appropriately designed to reinforce performance by all the
involved collaborating entities.

Clear and consistent: Operational definitions for quality measures are clearly defined and measured consistently
by all providers

Reported promptly and accurately: Timely and accurate reporting of core quality metrics is a deliverable of all
contracted providers in the crisis continuum.

Reported in a dashboard: Measures are aggregated into a system-wide quality dashboard that is routinely and
transparently disseminated to relevant stakeholders.

Included in a quality plan: The accountable entity ensures the development of a quality assurance/performance
improvement plan (QAPI) that is transparent, shared with all stakeholders, includes relevant quality metrics and
aligns with provider and payer contract measures.

Aligned with performance incentives: Quality metrics and value-based purchasing (pay-for-performance)
contracting are aligned in order to drive system goals.
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Quality metrics should demonstrate attention to all aspects of crisis system performance using a customer-oriented
perspective that addresses both individual and family experience, relevant experience and crisis provider performance/
experience. Structure, process and outcome measures should be included. The array of potential quality metrics in a crisis
system is far too numerous to be fully delineated here. There are numerous examples in addition to the network adequacy
measures described in the previous section that might include:

e Percent of crisis customers who have welcoming hopeful customer experience.

¢ Percent of customers who receive “no force first” engagement.

*  Percent of crisis calls that are resolved without having to dispatch police.

«  Percent of mobile crisis team encounters resolved in the field without ER or police transport.
«  Percent of individuals discharged safely to non-hospital settings.

*  Percent of individuals who receive crisis follow-up care within 48 hours.

*  Percent of families engaged collaboratively in the crisis intervention process.

*  Percent of crisis encounters resolved successfully within two hours.

IN THE STORY OF MR. Y: In a high-quality crisis system. Mr. Y’s behavioral health crisis in the
convenience store might have been addressed by a mobile crisis team, without police and without
force. Mr. Y’s behaviors would have been understood as part of a mental health crisis.
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o
—:1" PERFORMANCE INCENTIVES

A comprehensive behavioral health crisis system with a complete continuum of services is an essential element of safety-
net health and human services for any community. Accountability for delivering such services, at the community system
oversight level or the provider level, commonly will incorporate performance incentives that may be tied to funding. It

is important that those incentives are aligned with supporting the appropriate outcomes for individuals, like Mr. Y and
families in need, as well as for the community as a whole.

Systems must be very cautious in application of incentives in contract to beware of unintended consequences that may
drive crisis response in the wrong direction, as well as to avoid consequences that place disproportionate emphasis on
some elements of response at the expense of others. Systems that are unfamiliar with the application of performance
incentives to drive proper crisis system performance must obtain consultation from those who have more experience in
doing this properly.

It is beyond the scope of this report to illustrate every possible example of a successfully worded incentive - that is why
consultation is so important for systems that do not have the expertise and experience to design incentives properly.
Poorly designed contract incentives have great power to inadvertently drive crisis systems to use limited resources
unwisely.

A common example of performance incentive contracting involves creating a window for both incentives
and penalties in relation to performance around an important metric. This type of contracting can be
included in state contracts with MCOs, as well as in MCO (or other accountable entity) contracts with
providers.

For example, an important quality metric might be: 85% of mobile crisis requests are responded to in less than 1
hour. The contract might be designed to include a 5% performance bonus for exceeding 90% and a 10% penalty
for under 75%.

Another example involves paying a higher rate for desired activities. The Massachusetts Behavioral Health
Partnership established an enhanced rate for “bridge visits” to facilitate rapid transitions from hospitals to
community care, resulting in a decline in readmission rate.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring. The accountable entity, the crisis providers, other crisis partners and crisis service
funders (insurers, MCOs) who are themselves contracted, are all partners in the crisis system who may have performance
incentives (with financial rewards and penalties) incorporated into their contracts. Elements of successful performance
incentives and performance contracting include the following:

« Rewards and penalties balanced: Performance incentives must always balance opportunities for rewards based
on successful achievement, with penalties and withholds based on underperformance. Further, they should
be designed on the assumption that the positive incentives will be achieved. The goal is to keep resources in
the system to leverage progress, not to take resources away. Within this approach, small percentages of base
funding can be withheld initially as contract incentives for performance, with the expectation that any reasonable
performer can be successful.
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* Incentives aligned with successful response, not just utilization reduction: Performance incentives must be
aligned with successful crisis performance for individuals, families and the community, NOT with reduction in
utilization. Any at-risk contracts must be careful to only award incentives for reduction of utilization when quality
of care is simultaneously maintained at a stipulated acceptable level or increase.

* Incentives are built on adequate base reimbursement rates: See "Financing.”

* Incentives are phased in: Incentive payment methodology should be initiated with bonus payments for good
performance. Negative incentives with reduced payment for poor performance should not be initiated until
organizations have at least two years of experience with positive incentive value-based payments. Negative
incentive penalties or payment reductions based on performance should not exceed 5% of the actual cost of
service provision.

* Report card of quality indicators: Performance incentives can be tied to the specific measurable quality
indicators included in other sections of the ideal crisis system recommendations and designed as a dashboard or
report card. Each system can identify appropriate prioritization and weightings for different elements, based on
the individual responsibilities and accountabilities of the various partners in the system.

* Incentivize engagement: Incentives based on reduction of utilization must always include a commensurate
provision for achieving an adequate quality of care on selected performance measures or improvement in
quality-of-care outcomes. For example, creating an incentive based on reduction in emergency crisis utilization
could be associated with an increase in suicide, arrest or extrusion from community placement. Wording of the
incentive must be framed with the positive result in mind: “An increased percentage of individuals in crisis receive
a successful response from the crisis and community provider system without going to the ER,” or “Individuals
who are frequent users of emergency crisis services have increased engagement in community services, including
non-emergent contact with crisis providers, in order to reduce emergency visits.”

*  Prioritize responsiveness: Incentives begin with an expectation of welcoming and proactive response to
community members and service providers. It is important to highly prioritize responsiveness to counter a natural
tendency of crisis providers to want to be non-responsive to situations they perceive to be “not real crises,” which
leads to an inadvertent increase in the level of crisis presentation and crisis tone throughout the system. Metrics
of success include identification and reporting of both welcoming access and instances of under-response. A
different standard might endorse the value that all are welcome no matter which front door they enter and all
should have a comprehensive plan when they leave.

» Balance of clinical and administrative performance: Incentives must balance attention to administrative drivers,
like documentation requirements, with clinical drivers so clinical performance is prioritized. A crisis system with
100% meeting of documentation targets or 100% meeting timely completion of intervention targets is not doing a
good job, because people in crisis may not permit perfect documentation and effective crisis response does not
always fit into a strict timeframe for completion.

« Collaborative development of incentives: The crisis collaboration structure can be a venue over time in which
incentives and metrics can be identified by reviewing previous Ql conversations and identifying consensus
community priorities for performance incentives in the coming year.

*« Annual review: Performance incentives MUST be revisited annually to see which can be dropped as no longer
meaningful and which are added to leverage the next steps of system and provider improvement.
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FLOW AND THROUGHPUT

An ideal crisis system is comprised of component parts that
form a continuum that quickly, efficiently and safely provides
care matched to individual need. This issue is relevant

to the determination of crisis system network adequacy,
discussed earlier, but is also relevant to overall performance
of the crisis system as a whole. Demand for crisis services
can be projected, but never predicted with 100% accuracy.
Therefore, the component parts of the crisis system must
be orchestrated so they operate in concert to respond to
variations in demand. Continuous monitoring of throughput
is necessary so that a minor delay in one area doesn’t
become amplified, resulting in bottlenecks that create
backups across the entire system.

Processes must be in place to both respond in real-time to
fluctuations in demand and barriers to flow and periodically
review whether the system has the adequate capacity and
operational processes to meet community needs. Quality
methods involving formal application of quality improvement
technology (e.g., LEAN, Plan-do-check-act cycles) are
designed to improve process efficiencies and throughput
while maximizing the value to and experience of customers
and stakeholders. The science of process improvement
should be widely adopted throughout the system with
support from the accountable entity.

It is important to emphasize that community stabilization rates are closely linked to throughput. At each level of care,
every effort should be made to stabilize individuals with a plan to continue care in the least-restrictive/least-acute level of
care that can safely meet their needs. Not only is this best for individuals, but each person diverted from a higher level of
care frees up capacity for those who truly need it, resulting in decreased wait times and more efficient flow.
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Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring and at least one accountable provider responsible for provision of direct services
and/or coordination of all service element. The accountable entity should have the following approach to throughput
management:

*  Ensure capacity: As noted previously, crisis services should be funded and staffed in order to create capacity.
This is sometimes referred to as the firehouse model - you are paying for the fire department/crisis provider to be
available at 2 a.m. whether or not there is a fire/crisis at that time on that particular day, because there may be a
fire/crisis at 2 a.m. tomorrow, and you need to be prepared.

*  Flow metrics: The accountable entity is responsible for defining quality metrics that reflect expectations for
timely care and efficient flow at each level of care in the continuum. In addition to the other metrics described in
previous sections, these flow metrics are included in contracts and monitored in performance and include:

»  Time until the person seeking service gets what he/she needs: Call center speed of answer, mobile team
time from dispatch to arrival, facility door to doctor time, etc.

»  Flow from one level of care to another: Crisis clinic door to discharge time, time from ER request to transfer
to a crisis facility to arrival at the facility, crisis facility time from disposition decision to departure, facility
length of stay, etc.

» Indicators of excessive waits: Call center dropped calls, hours of psychiatric boarding in emergency
departments, facility left without being seen, facility hours on diversion, etc.

«  Community stabilization: At each care level (e.g,, call center, mobile team, crisis urgent care) the percentage
of referrals that resulted in disposition to a lower level of care. Repeat visits/readmissions can be measured as a
check and balance to mitigate the risk of incentivizing premature discharge.

*  Transparent reporting: Performance data on flow and throughput is shared with stakeholders in the form of
regular reports.

*« Response plans for immediate fluctuations in demand: QI processes and plans are in place to monitor and
respond to real-time fluctuations in demand and throughput (e.g., surge plans, flagging individuals with excessive
waits/placement delays).

« Response to trends over time: Ql processes are in place to monitor and respond to trends over time in demand
and throughout (e.g., periodic evaluation of existing capacity and performance by the accountable entity,
discussion at stakeholder meetings).

 Improvement plans for systemic barriers to flow: The accountable entity identifies and creates solutions for
systemic barriers to throughput. Some areas where centralized planning can be beneficial include:

»  Ability for the call center to make outpatient appointments with any provider, regardless of time of call.
»  Bed registry with real-time monitoring of all inpatient bed capacity for a catchment area.

»  Centralized bed placement function - one entity responsible for coordinating requests for transfer to
inpatient psychiatric facilities.

»  Ensuring timely transportation to the needed level of care.

»  Working with providers to review and modify admission or discharge requirements that slow down or disrupt
movement through the system.
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COMPREHENSIVE CLIENT FLOW
MONITORING DATA SYSTEM

A comprehensive behavioral health crisis system with a complete continuum of services is an essential element of safety-
net health and human services for any community. Within that system, it is important to have the ability to monitor and
follow client specific data through the system, both to identify instances where individuals fall through the cracks for
individual cases and for aggregate understanding of overall utilization patterns. These data are often gathered through a
centralized call center that supports the “air-traffic control” or “client flow monitoring” mechanisms of the system.

Measurable Criteria for an Ideal System

The accountable entity provides directly or through contract a data driven “air-traffic-control” system for client flow
monitoring, which includes at least the following elements:

58

Centralized data system for client flow: All 988 calls and crisis encounters are recorded in the data system with
associated tracking of type, length, level of care and location of intervention, as well as whether appropriate
continuity of services was maintained and whether recidivism occurred. The data system has the capacity to
support care coordination efforts for individuals or cohorts, identify instances where clients are lost to follow-up
and gather aggregate data for reporting to stakeholders for quality improvement and accountability.

Systematic level of care assessment: The system uses formal definitions of the levels of care available and
tracks the levels at which crises originate and assesses people in crisis for the level of care they need utilizing a
multidimensional assessment that includes comorbidities and social determinants of illness (see “"Standardized
Utilization Management and Level of Care Determination”).

Resource identification: The system has a mechanism (e.g., a “bed board”) to identify available resources within
the crisis continuum to more effectively direct clients and manage flow and throughput in real time.

Data system reporting: The crisis system’s data system regularly reports on key features of crisis system
performance, ideally through an easily understood dashboard, so performance is transparent to all stakeholders
and collaborative improvement efforts can be easily implemented.

Prompt reporting for care coordination: All crisis encounters, ER visits and hospital admissions are promptly
reported to the patients most frequently seen behavioral health and primary care provider within 24 hours of
service. The reporting occurs as a data push that does not require the most frequently seen behavioral health or
primary care provider to login and review a report on a daily basis.
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FORMAL ASSESSMENT OF
CUSTOMER SATISFACTION

In addition to the quality metrics already identified, it is important to have an effective mechanism for assessing customer
satisfaction with crisis response already identified within the crisis system’s Ql processes. Customers include not only
individuals and families in crisis, but also important referents such as law enforcement, ERs, behavioral health providers
and human services providers. Routine, formal and objective assessment of customer satisfaction permits the accountable
entity for the crisis system along with payers, providers and other system stakeholders to have objective criteria to
monitor and continuously improve responsiveness of all components of the crisis system.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring that incorporates:

+« Routine formal assessment of customer satisfaction: The accountable entity requires all crisis providers to
routinely measure satisfaction of individuals, families and referents with all elements of crisis response, including
welcoming access, timeliness, comprehensiveness, clinical quality and successful disposition. In addition, the
accountable entity conducts its own measures of customer satisfaction.

« Utilization of established customer service strategies such as “secret shopper:” Understanding that individuals
in crisis often have difficulty responding to customer surveys, the accountable entity regularly monitors access
and responsiveness of the crisis continuum utilizing secret shoppers and similar techniques on a regular basis.

« Data collection: Customer satisfaction data are collected no less often than quarterly and utilized to provide
positive and negative feedback to providers. Consultation and technical assistance are provided to crisis providers
to help them continuously improve customer satisfaction. Contract incentives are tied to customer satisfaction
performance and performance improvement.

IN THE STORY OF MR. Y: Mr. Y and his family would certainly would have given low consumer
satisfaction ratings to the handling of his behavioral health crisis as might the police.
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' STANDARDIZED UTILIZATION
MANAGEMENT AND LEVEL OF
CARE DETERMINATION

A comprehensive behavioral health crisis system must have an effective mechanism for utilization management that uses
a standardized tool to create a common language for determining level of care for both adults and youth in crisis. This
permits the accountable entity for the crisis system along with payers, providers and other system stakeholders to have
objective criteria to determine clinical service matching for individual clients and effective planning for resource allocation
across levels of care within the crisis continuum.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
including utilization management, contracting and quality monitoring that incorporates:

+ Standardized level of care assessment: All utilization managers, payer intermediaries and providers in the
system utilize a standard professionally recognized best practice tool that permits objective, multidimensional and
quantifiable determination of the appropriate level of service intensity to be provided for individuals in crisis (e.g.,
the Level of Care Utilization System [LOCUS] for adults, CALOCUS for children and adolescents, Early Childhood
Service Intensity Instrument for children aged 0-5).

*  Continuing utilization management: Standardized level of care determination criteria are used throughout each
crisis episode, not just at the first contact, to determine when clients need to be transitioned to another level of
service intensity, whether higher or lower.

« Data collection: The accountable entity collects, aggregates and reports data on utilization across different levels
using the standardized tool and applies that data for case review, system improvement and resource allocation.
Data are also generated on instances where the client is recommended for a certain level by the standardized
tool, but that level is not available, so that lack of capacity can be identified and addressed.

. Performance improvement

»  The portion of people receiving a level of care (LOC) lower or higher than that for which they scored is
tracked and reported by payer.

»  The accountable entity implements and maintains a program to measure and improve interrater reliability on
scoring the LOC instrument across providers and between providers and payers.

GROUP for the

60 ROADMAP TO THE IDEAL CRISIS SYSTEM ADVANCEMENTof
PSYCHIATRY



@“@ﬂ RELATIONSHIP TO THE REST
OF THE SERVICE SYSTEM

This comprehensive crisis system with a complete continuum of services is an essential element of safety-net health and
human services for any community. As such, the crisis system and each of the crisis providers and programs, must be
positioned as a proactive and helpful partner to all mental health, SUD, intellectual disabilities/developmental disabilities
(ID/DD), brain injury (Bl), health, public safety, education and human service providers within the community it serves.

Measurable Criteria for an Ideal System

The comprehensive crisis system defined in this report recommends an accountable entity responsible for oversight,
contracting and quality monitoring and an accountable provider responsible for providing direct services and/or
coordination of all service elements that has the following expectations incorporated into the contract with associated
quality indicators and metrics of success:

*  Welcoming response to community requests: The crisis system, and each element of the crisis system,
demonstrates a welcoming response to requests for help from all components of the community service system.
Welcoming response is a measurable indicator for oversight.

*  Customer service protocols for staff: There are policies, procedures and protocols in place that define for staff
who respond to requests for help the importance of a welcoming response from all community partners. This is
defined as a customer service response - “Even if your request does not fit the narrow definition of a behavioral
health crisis, we will work with you to see that we help you find a solution to the situation that led you to call.”

* Instruct community partners how to ask for help: The crisis system provides to all providers instructions for how
to obtain a welcoming response, with instructions to ask for help sooner rather than later. There is a mechanism
for immediately accessing administrators on call if the initial response is not satisfactory.

- Administrator-on-call to facilitate response: There is a 24/7 protocol for how to access administrators on call
to negotiate challenging discussions between the crisis system and service providers so that the service provider
experiences the crisis system as responsive and welcoming.

« Response to customer complaints: The accountable entity and accountable provider(s) regard each instance of
customer dissatisfaction or customer complaint as a significant incidence for response within a Ql framework. The
type and number of these incidents are measured and contribute to incentive payments.

*  Proactive support and consultation to community partners: \When the community service system or individual
providers are having difficulty with managing certain clients or situations, the crisis system has a mechanism for
providing proactive response and consultation.

*  Continuous Improvement: Within the crisis collaboration structure, the crisis coordinator and the accountable
entity continuously document attention to how the crisis system can better support the community-based
service system.
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SECTION I CRISIS CONTINUUM: BASIC
ARRAY OF CAPACITY AND SERVICES
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OVErall DESIGN EICMIENTES ... ettt

*  Value-based System and Program Design
*  Services Address the Continuum of the Crisis Experience
*  Creating Safe Spaces That Are Warm, Welcoming and Therapeutic
*  Safety and Security Practices That Are Both Safe and Welcoming

*  Treating Law Enforcement as a Preferred Customer

POPUIAtION CaPaCitieS ..o e

* Age: The Ideal Crisis System Provides a Comprehensive Continuum of Crisis Services for

Children/Youth, AUIES @Nd OIAEE AQUIES. . ...ttt

e Crisis Continuum for People With Co-occurring Conditions

«  Crisis Continuum for People With Cultural/Linguistic Challenges

SOIVICE COMPONENES ...ttt ettt

*  Description of Continuum of Services
«  Continuity of Care and Seamless Vertical and Horizontal Flow
*  Effective Information Sharing Capacity
¢ Client Tracking Through the Crisis Continuum and Beyond
*  Family and Collateral Outreach and Engagement
*  Outreach and Consultation to Community Providers

*  Telemedicine, Telehealth and Telepsychiatry

Elements Of the CONBINUUM ...ttt ettt

»  Crisis Center or Crisis Hub
»  Call Centers and Crisis Lines
*  Deployed Crisis-trained Police and First Responders
*  Medical Triage and Screening
*  Mobile Cri