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Disclaimer
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Welcome and Introduction

Elinore McCance-Katz, M.D., 

Ph.D., Assistant Secretary for 

Mental Health and Substance 

Use.  
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RI International





Est. 20,000 to 25,000 ED Visits Per Day Nationally

People in Crisis



Action Alliance “Crisis Now” Policy Paper

Crisis is… “Limited. An afterthought. A work-around. 
Even non-existent. In many communities, depends on 

after-hour on-call therapists or space set aside in a 
crowded ED. Fragmented.” 





“The increasing dependence on...hospital EDs to provide behavioural evaluation and 

treatment is not appropriate, not safe, and not an efficient use of dwindling community 

emergency resources.

More importantly, it impacts the patient, the patient’s family, other patients and their families, 

and of course the hospital staff.” Sheree (Kruckenberg) Lowe, VP of Behavioral Health (201 5 Open Letter)

California Hospital Association, with 400+ hospitals and health systems
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Getting into Crisis Care
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❷



Someplace to go

❸



Minimum Expectations:

Fundamental requirements for 
foundational crisis system services

3 CORE SERVICES



Best Practice:

Full alignment and raising the bar

3 CORE SERVICES



Minimum Expectations:
24/7 Availability, Clinical Oversight, 
Assessment of Suicide Risk, Mobile 

Team and Facility Connections

CRISIS CALL HUB

①



Best Practice:

Caller ID, GPS Mobile Team Dispatch, 
Bed Registry, Outpatient Scheduling

CRISIS CALL HUB

❶



Minimum Expectations:

Clinician response, community-based 
and warm hand-off to facility, as needed

MOBILE CRISIS

②



Best Practice:

Peer on Each Response, GPS-enabled 
Tech, Engaging Police as Last Resort

MOBILE CRISIS

❷



GO DIRECTLY TO JAIL

Do not pass go. Do not collect $200.



Someplace to go

Minimum Expectations:

Accept all referrals, No default ED first, 
24/7 staffed incl. medical and clinical

24H CARE

③



Best Practice:
Dedicated First Responder Area, 

Incorporate Intensive Support Beds, Bed 
Registry and Connections to Ongoing 

Care

24H CARE

FUSION REACTOR

③



Recovery Needs

Core Crisis System Principles

Significant Role Peers

Trauma Informed Care Zero Suicide/Safer Care

Safety / Security for All First Responder Partnerships

FUSION REACTOR



LIVING ROOM MODEL











RAPID DIRECT ACCESS







Zero Rejections

Zero Hospital Visits First

3 to 5 Minute Turn Around











Real Tools for Advancing Crisis Care



Calculate your crisis staffing



Calculate your own community



CrisisNow.com







CrisisNow.com
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Georgia Department of Behavioral Health & 
Developmental Disabilities



Georgia Crisis & 
Access Line 
Functions(GCAL)

GCAL Functions

State-wide telephonic crisis de-escalation, assessment 
and referral free for anyone in Georgia 

Single point of dispatch for DBHDD funded Blended 
Mobile Crisis Teams Statewide

Single point of entry for state-funded contract beds 
at private hospitals

Preferred point of entry (PPOE) for state hospitals and 
crisis stabilization units 

SAMHSA Treatment Locator Calls from Georgians.  1,500 
+ calls a month started in 2018

National Suicide Prevention Lifeline Calls, Answer 100% of 
Calls from Georgians



Statewide Central Call Center
Text and Chat

Georgia Crisis and Access Line (GCAL)

• A toll-free, confidential hotline available 24 
hours a day, 7 days a week from anywhere in 
Georgia providing:
– Statewide telephonic crisis de-escalation

– assessment and referrals 

– urgent and emergent appointments 

– For BH, SUD, and IDD including adults and kids.

• GCAL answers all SAMHSA Treatment Locator 
Calls from Georgians. 1,500+ calls a month

• Answer 100% of National Suicide Prevention 
Lifeline Calls from Georgia Area Codes

• MyGCAL app is a connection to the Georgia 
Crisis & Access Line. It allows young people 
in Georgia to choose how they want to 
reach out to us through either text, chat or 
phone.



Centralized Mobile 
Crisis Dispatch

Real Time Crisis 
Bed Management 

Real-Time 
Performance 
Outcomes and 
Dashboards

Georgia Crisis and Access Line (GCAL) continued

• Dashboards on call 
center performance  
including text and chat

• Dashboards on Mobile 
Crisis Services

• Data collection allowing 
outcomes measurement 
as determined by 
DBHDD

• Single point of 
dispatch for DBHDD 
funded Mobile Crisis 
Teams Statewide

• Single Point of entry for 
state-funded beds at private 
hospitals

• Preferred point of entry 
(PPOE) for state hospitals 
and crisis stabilization units

• Portal for emergency 
departments to track and 
communicate electronically  
regarding crisis referrals

• Live Beds Inventory of all 
DBHDD crisis beds



Crisis Contact Center

A Crisis Has No Schedule®



24/7 OUTPATIENT SCHEDULING
Routine/urgent needs Triage reports attached

A CRISIS HAS NO SCHEDULE®



24/7 Outpatient Scheduling

A CRISIS HAS NO SCHEDULE®



MyGCAL Text & Chat 
for Georgia’s Youth 



What is the MyGCAL app?

The app is a connection to the Georgia Crisis & Access Line.  It 
allows young people in Georgia to choose how they want to 
reach out to us either through text, chat or phone call.



GPS ENABLED MOBILE CRISIS DISPATCH

A CRISIS HAS NO SCHEDULE®



Element #3- High-Tech
Mobile Crisis Dispatch

A CRISIS HAS NO SCHEDULE®



A CRISIS HAS NO SCHEDULE®



A CRISIS HAS NO SCHEDULE®



STATUS DISPOSTION FOR INTENSIVE REFERRALS

A CRISIS HAS NO SCHEDULE®



SHARED BED INVENTORY TRACKING



STATWIDE BEDS INVENTORY STATUS BY 
INDIVIDUAL BED

A CRISIS HAS NO SCHEDULE®



 Number served (could be a measure of 
individuals served per chair daily)

 Percentage of referrals accepted

 Percentage of referrals from law enforcement 
(hospital and jail diversion)

 Law enforcement drop-off time

 Percentage of referrals from all first 
responders 

 Average length of stay

 Percentage discharge to the community

 Percentage of involuntary commitment 
referrals converted to voluntary

 Percentage not referred to emergency 
department for medical care

 Readmission rate

 Percentage completing an outpatient follow-
up visit after discharge

 Total cost of care for crisis episode

 Guest service satisfaction

 Percentage of individuals reporting 
improvement in ability to manage future crisis

 Number served per 8-hour shift

 Average response time

 Percentage of calls responded to within 1 
hour… 2 hours

 Longest response time

 Percentage of mobile crisis responses 
resolved in the community

 Call volume

 Average speed of answer Average delay

 Average length of call

 Call abandonment rate

 Percentage of calls resolved by phone

 Number of mobile teams dispatched

 Number of individuals connected to a 
crisis or hospital bed 

 Number of first responder-initiated calls 
connected to care

Suggested Minimum Data Collection

National Guidelines for Behavioral Health Crisis Care – A Best Practice Toolkit Knowledge Informing Transformation (SAMHSA 

2020). 

Crisis Call Center Services Crisis Mobile Services Crisis Receiving & Stabilization

1-801-1-800
10

“Front Door”1-8900

Mobile 
Crisis Units

SUGGESTED MINIMUM DATA COLLECTION



MEANINGFUL METRICS

• The live census was launched in 
2012.  Since then, the state has 
established benchmarks (in 
parentheses below) and monitored 
performance using the following 
metrics:  

 Occupancy rate of Crisis Stabilization 
Units (90% required)

 Denial rate (no more than 10%)
 Length of Stay (average of 7 

calendars days or less)
 Diversion Rate (50% of individuals 

who present to Walk-In Centers or 
Temporary Observation Units and are 
treated in ≤ 24 hours and no longer 
require inpatient admission to a crisis 
unit or hospital)

A CRISIS HAS NO SCHEDULE®



Real-Time Performance 
Outcomes Dashboards

A CRISIS HAS NO SCHEDULE®





• Length of Stay Chart for a region • Recidivism Chart 

Examples of Georgia Data



State of Tennessee’s
Crisis Delivery Model



76

Crisis Services History

• Crisis response teams were established in 1991

• Contract with 13 providers across the state to 
deliver mobile crisis services 24/7/365

• Statewide hotline number routes caller to nearest 
provider based on area code and defaults to one 
provider if does not route due to unknown area 
code. 

• TDMHSAS is also proud to participate in the 
National Suicide Prevention Lifeline with 6 TN 
providers assisting in answering the calls across 
the nation

• Respite services were established in 1992 to allow 
a community based option that offers a 
temporary reprieve from an environmental 
stressor

• Crisis Stabilization Units and Walk-in Centers were 
added in 2008

• Contract with 7 providers to provide 8 CSUs and 
Walk-in Centers to operate 24/7/365
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Where we are today – 124,878 Calls FY19
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Funding Model

• Statewide Crisis Hotline – Funded with state dollars -

$50,000

• Mobile Crisis – Blended funding with Medicaid and 

state dollars. Rates based on a PMPM (per member 

per month) model as determined by TennCare with 

state dollars contributing approx. 20% of total. 

Funded to ensure firehouse model.

State $5,061,206 Medicaid - $20,751,041

• Respite – State pays at cost not to exceed 1/12 of 
total maximum liability per month while TennCare 
(Tennessee Medicaid Waiver) pays a fee for service. 

State - $507,567   Medicaid- $163,241

• CSU/WIC – State pays at cost not to exceed 1/12 of 
total maximum liability per month while TennCare 
pays a fee for service.

State- $15,051,033 combined 

Medicaid - $3,720,978

TOTAL CRISIS INVESTMENT: $45,305,066



SAMHSA’s mission is to reduce the impact of substance 
abuse and mental illness on America’s communities.

www.samhsa.gov

1-877-SAMHSA-7 (1-877-726-4727) ● 1-800-487-4889 (TDD)
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