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It’s time for a system redesign
In most U.S. communities, accessing crisis care for individuals experiencing a
behavioral health emergency is complicated at best, and at worst, a process fraught
with barriers.
Too often, individuals in crisis end up either stuck in limbo waiting for a costly ER
bed, or in jail receiving punishment rather than compassion during a behavioral
health emergency. It doesn’t have to be this way. However, without coordinated
behavioral health crisis systems, communities must rely on the system designed for
medical emergencies. Commonly, a behavioral health crisis results in a 911 call to
law enforcement and/or an unnecessary connection to the emergency department
pipeline. In this scenario, the individual often experiences a long wait for a
psychiatric bed that they may not have even needed had they had access to a mobile
crisis team or urgent walk-in center specifically designed with their needs in mind.
There’s a better support system available to those suffering alone in silence. Beacon
Health Options (Beacon) brings an end-to-end infrastructure with services that
scale to meet unique community and individual behavioral health needs within
each state. Beacon provides a network of support backed by clinical expertise and
driven by peers with lived experiences to deliver comprehensive services to best
care for individuals in need.
By working alongside state and community leaders and engaging local resources,
Beacon helps develop solutions that acknowledge intersectional needs, barriers,
and opportunities for those suffering from behavioral health crises.
This infrastructure ensures that individuals are cared for with a plan for sustained
support. Beacon is here for right now, and here to help build resiliency for tomorrow.
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Why Beacon exists
The question, “why is it so difficult to access life-saving care?” has a clear answer,
but the solution is clouded by ineffective and disconnected processes.
Most communities do not have well-defined crisis response systems for behavioral
health emergencies. Even if you are fortunate to live in an area with some crisis
resources, they likely exist in patchwork form and vary greatly by county or even
city. Because services are often not well-coordinated and the relationships between
agencies often not formal, the result is a frayed safety net that allows many in crisis
to fall through the cracks.
If a frayed safety net were the case for medical emergencies, it would be newsworthy.
Response to chest pain is predictable no matter where you live. This is not the case for
behavioral health emergencies.
Beacon was started over 38 years ago by a psychiatrist with a passion for behavioral
health. Through a clinical and empathetic lens, Beacon works closely with states to
elevate the level of care they’re able to provide. By broadening a state’s reach through
responsive crisis programs that identify and address public needs, Beacon helps ensure
support at every stage of the crisis care journey. Beacon also offers braided state and
private funding expertise, as well as capabilities to help expand local resources and
keep them thriving.
Beacon provides 24/7 call center support serving millions of callers a year. And
on those calls, Beacon associates actively listen to and support marginalized and
underserved populations with care, especially those who are LGBTQIA+, BIPOC,
neurodivergent, or minors. Beacon acknowledges intersectional needs and barriers
while interacting across the spectrum of human experience to deliver care for all
people - because not every person or crisis needs the same type of response or
treatment style.
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DELAY, DETAINMENT, AND DENIAL OF SERVICE
“Like a physical health crisis, a mental health crisis can be devastating for individuals,
families, and communities. While an individual crisis cannot be fully predicted, we can
plan how we structure services and organize approaches to best meet the needs of
those individuals who experience a mental health crisis. Too often that experience is
met with delay, detainment, and even denial of service in a manner that creates undue
burden on the person, law enforcement, emergency departments, and justice systems.”
SAMHSA—National Guidelines for Behavioral Health Crisis Care—A Best Practice
Toolkit–2020

The disparity between physical and mental
health support
The lack of a coordinated behavioral health crisis system leads many communities
to rely on the system designed for medical emergencies. All too often, the result is
a 911 call to law enforcement and/or to the emergency department pipeline that
ends with inpatient care — even when there is little evidence supporting such
an approach. At best, there is a medical response with an ambulance ride to the
emergency department. However, in many communities, the behavioral health
component triggers an unnecessary law enforcement response, which can lead to
incarceration, injury, or even death.
Imagine: You’re at the dinner table when your spouse falls forward, clutching
his chest. He can’t talk, is clearly in pain, and there’s no doubt he’s experiencing
a serious medical event, most likely cardiac arrest.
Immediately, you dial 911 and follow the dispatcher’s directions until the
ambulance arrives. While a harrowing, frightening experience, the initial directive
is clear: Call 911.
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In the case of a behavioral health emergency, next steps are murkier.
Imagine: It is Saturday afternoon, and your 20-year-old son is home for a
visit from college. He looks as if he hasn’t slept in several days. He starts telling
you that someone has been following him. Locked in his room, he is behaving
erratically. You can hear him yelling at someone who is not there, and you are
afraid to confront him.
How do you respond? You could call the police as you may be concerned for your
and his safety, but he’s not doing anything illegal, and most police departments
aren’t trained to deal with such emergencies.
You could call 911, but the dispatcher may connect you to the local police as the
emergency isn’t strictly a medical one, and an ambulance wouldn’t be of much help
in this situation.
You could call a friend or family member, but unless that person is a mental health
professional, there’s probably not much that person can do to help.
The course of action is not clear, which for many of these emergencies, can be the
difference between timely care or none at all. It can be the difference between life
and death.

988 LAUNCH
As of July 2022, people in crisis will be able to call 988, the universal telephone number
for a national suicide prevention and mental health crisis hotline. Like 911, the 988
number will make it easier to remember for those in crisis to access the help they need.
The number’s success will depend on public education and the investment necessary to
provide the added resources to handle increased volume.
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2019 RATES OF SUICIDE PER 100,000
RESIDENTS BY REGION
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The demand for behavioral health crisis
services is rising
The demand for comprehensive crisis systems is taking center stage nationally. The
reasons for the increased demand are varied:
• an unrelenting opioid epidemic
• rising suicide rates
• access to care challenges
• stigma around mental health
• a pandemic of proportions not seen in 100 years that has highlighted racial
disparities in receiving care and a general societal malaise that has people
anxious and depressed
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Rising suicide rates are driving the need for improved behavioral health crisis
systems. First, suicide is devastating and arguably the most pressing concern in the
mental health arena. Secondly, suicide rates were already increasing over a 10-year
period, rising 35.2 percent from 10.5 per 100,000 in 1999 to 14.2 per 100,000 in 2018,
before declining to 13.9 per 100,000 in 2019, according to the National Institute of
Mental Health.
While suicide data lag by two years in the United States, some health professionals
are seeing troubling regional increases since the pandemic started, such as a 23
percent increase in the suburbs of Chicago and an increase in 2020 compared to
2019 among Black Americans in the city itself. Additionally, past pandemics, such
as the Spanish Flu, indicate the potential for increased suicide attempts and deaths
after the peak of mortality from the virus itself. The map on page 5 shows suicide
rates in 2019 by region.
Consequently, communities are re-evaluating their emergency response systems for
behavioral health crises. Recognizing the critical role a strong crisis response system
plays in community health, many states and municipalities are seeking strategic clarity
on the optimal design and financing models available to support such a system.
Even when crisis services exist, many decision-makers acknowledge underdeveloped crisis prevention, early intervention, and recovery services, and therefore
are conducting crisis system assessments specific to their communities. While
much work is currently aimed at better standardizing crisis delivery and improved
experience, this effort must be balanced with the flexibility needed to support
geographic and cultural considerations.
In short, there is no one-size-fits-all answer. With limited resources and growing
need, communities are under immense pressure to develop systems that are
person-centered, scalable, and sustainable.
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System design: Identifying the
challenges and understanding the
principles
System design challenges
Communities across the country have developed watertight, replicable systems
to handle medical emergencies. Someone from Massachusetts visiting California
knows what to do in case of a medical emergency: call 911.
Why can’t communities do the same for behavioral health emergencies? One
reason is because healthcare benefits often do not align with service delivery. Crisis
services can get caught in the chasm between managed behavioral health services
(e.g., outpatient treatment) and traditional medical benefits (e.g., emergency
department visit, inpatient hospitalization). This leaves little financial incentive for
behavioral health systems to change how crisis services are delivered.
The nature of behavioral health crises contributes to the challenge as well as they
cannot be tucked neatly into a categorical box. Consequently, the management and
treatment of mental health and substance use-related crises is a complex, systemslevel, public-health need.
A single entity or system is not, on its own, sufficiently leveraged to address the
complexities necessary to operate an effective crisis system of care. While some
individuals seen by crisis systems do have serious and persistent mental illness
and/or substance use conditions, many crises are more specifically related to or
exacerbated by:
• Trauma (including exposure to home and community violence)
• Unstable housing/homelessness
• Struggling in school
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• Stressed households
• Poverty
• Job disruption
• Unmet primary health care needs
• Lack of community support
• Social isolation
• Racism

KNOWN UNKNOWNS
Many individuals (as many as 30-50%) served by crisis systems are previously unknown
to the system or are not actively receiving treatment.

Identifying best practices through a national
lens
Several national behavioral health advocacy organizations have weighed in on
what constitutes the essentials of a crisis system and what is lacking in current crisis
response. In the SAMHSA review, “Crisis Services: Effectiveness, Cost-Effectiveness,
and Funding Strategies,” the authors, after studying crisis hotline outcomes, noted
24/7 crisis hotlines as the backbone of the most efficient crisis systems. Callers,’
distress was significantly reduced for both suicidal and non-suicidal groups from
the beginning to the end of calls as well as in follow-up.
After conducting several assessments of crisis services, the National Association
of State Mental Health Program Directors (NASMHPD) noted the importance
of call centers in combination with other components. One such assessment, “A
Comprehensive Crisis System: Ending Unnecessary Emergency Room Admissions
and Jail Bookings Associated with Mental Illness,” identifies the essentials of a crisis
system: regional or statewide crisis call centers; centrally deployed mobile crisis
services available 24/7; and residential crisis stabilization programs. The authors
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added that effective call centers use technology for real-time care coordination and
leverage data for performance improvement and accountability across all systems.
The Agency for Healthcare Research and Quality (AHRQ) notes the overreliance on
emergency departments (ED) for behavioral health crises. EDs generally lack the
resources and expertise to address such needs. Further, people seen in the ED are
more likely to end up in the hospital instead of in community-based services.

1 IN 8
One in eight visits to the emergency room involve a behavioral health issue, according
to the AHRQ.

SAMHSA guidelines set the stage for crisis
system design
In 2020, SAMHSA released its “National Guidelines for Behavioral Health Care:
Best Practice Toolkit” and concluded that crisis care should be available to anyone,
anytime, and anywhere. Further, “good” crisis care is widely recognized as:
• An effective strategy for suicide prevention
• An approach that better aligns care to the unique needs of the individual
• A preferred strategy for the person in distress that offers services focused on
resolving mental health and substance use crises
• A key element to reduce psychiatric hospital bed overuse
• An essential resource to eliminate psychiatric boarding in emergency
departments
• A viable solution to the drains on law enforcement resources
• Crucial to reducing the fragmentation of mental health care
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COMMUNITY COSTS FOR NOT OFFERING BH CRISIS CARE
• The opportunity cost of lost community contribution as mental illness represents
our nation’s largest source of disability
• The law enforcement and justice system costs resulting from a disproportionate
amount of resources spent addressing issues related to a person’s untreated crisis
• The ever-escalating cost of inpatient healthcare for individuals who are unable to
access community-based services in a timely manner
• The human cost in emotional pain experienced by families struggling to access care

The SAMHSA document goes on to identify three core elements of a crisis system,
which are supported by core crisis care principles. The three elements are: regional
or statewide crisis call centers coordinating in real time; centrally deployed 24/7
mobile crisis units; and 23-hour crisis receiving and stabilization programs.
The core crisis care principles include:
• Addressing recovery needs
• Significant role for peers
• Trauma-informed care
• Zero suicide/suicide safer care
• Safety/security for staff and people in crisis
• Crisis response partnerships with law enforcement, dispatch, and
emergency medical services (EMS)

< Why Beacon exists
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Proposed system redesign: Going
beyond SAMHSA with Beacon Health
Options
SAMHSA guidelines and core principles lay the foundation for defining and building
a comprehensive behavioral health crisis system. While also adopting systemic
reforms in states such as California, Colorado, Georgia, New Hampshire, and
Washington, a new, best-in-class crisis model emerges.
Beacon promotes five additional components to the SAMHSA core elements (e.g.,
hotlines, mobile crisis units, and 23-hour crisis stabilization programs) to create an
optimal crisis system.

USING A CRISIS SYSTEM OF CARE FRAMEWORK CAN HELP A
COMMUNITY
1.

Identify and address gaps in the safety net

2.

Expand knowledge and skillset of laypersons

3.

Increase the efficient use of resources

4.

Reduce handoffs and duplication

5.

Provide services that are most meaningful and useful to individuals in crisis and
their families

6.

Promote the development of local solutions

7.

Reduce the use of coercive interventions

8.

Reduce civil and criminal court involvement

9.

Reduce the need for emergency and inpatient services

10.

Reinforce a coordinated, systemic (rather than agency-centric) approach to
planning, delivery, policy, and outcome management
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Eight core crisis system components
What follows, therefore, are eight essential core crisis system components that
ensure access to appropriate services for prevention, resolution, and recovery/
reintegration. These elements are:
1. 1-800 “front door:” A 24/7 hotline that provides phone-based crisis deescalation and resolution including screening, initial assessment, triage,
and information and referral services, as well as front entry into the crisis
system and real-time monitoring, tracking, and disposition of those within
it. Accommodation registries or proactive crisis plans can be housed within
the 24/7 system for person-centered care intervention.
2. Mobile crisis units: Adult and child specialty teams, inclusive of peers, who
intervene within the community, facilitate crisis resolution utilizing deescalation techniques, and administer pre-screening assessments. Mobile
teams provide an opportunity to triage and coordinate crisis follow-up care,
including education and support to families.
3. Community-based locations: Community-based locations stabilize and
connect individuals to ongoing support services. These include crisis walkins and law enforcement drop-off locations focused on providing crisis
intervention outside of the ED.
4. 23-hour receiving centers or peer living rooms: Small, diversionary options
that offer a less restrictive, more recovery-focused approach for people in acute
crisis who do not require hospital care. For individuals with SUD/OUD needs,
short-term sobriety support may be a secondary gain of a 23-hour center.
5. Integrated SUD and or medications for opioid use disorder (MOUD)
solutions: Engage, partner with, and train key community stakeholders on
effective ways to identify and interact with individuals in crisis who have
standalone addiction or concurrent needs. Integrate processes to ensure that
access to addiction treatment is readily available within the crisis response
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system, including comprehensive and consistent follow-up, and provide
referrals when needed.
6. Providers for all levels of care: Availability of urgent access to an array of
services that support all levels of crisis. Levels of care vary in relation to an
individual’s acuity level, support system, and immediate needs.
7. Crisis collaboratives: Law enforcement, local community organizations, faithbased organizations, and other local stakeholders working together to develop and
provide integrated, community-based intervention, care plans, and services that
are comprehensive, culturally competent, strengths-based, and family-centered.
8. System management and oversight: A unifying organization that serves
several functions including financing and administration of braided
funding, technology infrastructure that facilitates access to needed services,
tracking service availability, high-risk member management, coordination
throughout treatment episodes, provider contracting and network oversight,
and promotion of system-wide data sharing and outcomes measurement.

Building a crisis system of care
Effective crisis systems of care do not naturally exist. They are built. Programs are
more effective when they are structured to address core issues. Cohesive communitybased crisis systems do not exist without purposeful, effective planning and strategy
and diligent oversight to ensure the proper development and allocation of resources.
Beacon uses the following crisis system-of-care framework to guide community
crisis planning. The framework offers 10 points of opportunity for building depth and
breadth into a crisis system. The five phases of our crisis care model are as follows:
1. Crisis prevention
2. Early intervention
3. Acute crisis
4. Crisis treatment
5. Recovery/reintegration
There are five crisis system key components, as well.

< System design: …
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1. Lived experience incorporated into program development, oversight, and
service delivery
2. Players that facilitate strong, cross-sector collaborations
3. Logistics capabilities that facilitate movement of people and data
4. Competencies that promote resolution and reduce harm
5. Parts that serve the program as intended and that produce results

CRISIS FRAMEWORK
When these 10 components work symbiotically, as shown in the graphic below, communities will have an
optimally performing behavioral health crisis system.
KEY COMPONENTS

PHASES OF CRISIS

KEY COMPONENTS

PHASES OF CRISIS

LIVED EXPERIENCE

CRISIS PREVENTION

PLAYERS

EARLY INTERVENTION

LOGISTICS

ACUTE CRISIS

COMPETENCIES

CRISIS TREATMENT

PARTS

RECOVERY/REINTEGRATION

Source: Kappy Madenwald, Madenwald Consulting; Steve Day, Technical Assistance Collaborative

As shown in the Crisis Framework graphic, these 10 points need to operate
alongside one another to produce optimum results.
The “parts” of an effective crisis system help individuals tap into appropriate
services and include the previously described eight core components.
As evidenced in the previously referenced sample scenarios, most undeveloped
crisis system response involves acute, and often involuntary or coercive,
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intervention strategies (including heavy use of 911, law enforcement, and hospital
emergency departments).
Even when purposeful development has occurred, it is most common to find that
a state or community is making significant investments in Phase 3 (e.g., mobile
crisis units, walk-in acute crisis centers, involuntary evaluations) and Phase 4 (e.g.,
inpatient hospitalization and crisis stabilization units).
While Phases 3 and 4 are advancing, it is also common to have minimal investment
in “upstream” crisis prevention and early intervention, and “downstream” crisis
recovery and reintegration services. This is in part because the opportunity within
Phases 1, 2, and 5 rests largely with primary outpatient treatment providers and
other service systems rather than with specialized crisis services teams.
Overall, primary outpatient treatment providers are less likely to be invited to
participate in crisis system-of-care initiatives and less likely to view themselves as
essential players in the crisis system.
Of the Beacon framework’s five key components, states or communities often
narrowly invest in programmatic “parts” (e.g., mobile crisis teams, crisis
stabilization units, etc.). Even more commonly, these investments are not aligned
with a commensurate investment in the logistics, essential competencies,
player partnerships, and infusion of lived experience. Investments in these four
components are required to ensure that the “parts” perform as intended and deliver
services that are well-received by the individuals who use them.
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CRISIS PHASES
A comprehensive system design anticipates needs and provides recovery-focused interventions in all phases
of the crisis continuum.

Prevention

Early
intervention

Acute
intervention

Crisis
treatment

Recovery &
reintegration

PHASE 1

PH ASE 2

P H AS E 3

P H AS E 4

P H AS E 5

Lived experience: In program development, oversight and
service delivery • Players: Strong, cross-sector collborations
• Logistics: Processes to facilitate movement of people
and data • Competencies: Skills that promote resolution
and reduce harm • Parts: Services used as intended and
producing results

Too often, crisis programs focus
on phases 3 and 4 and underinvest in phases 1, 2, and 5

System management and oversight
Effective system management and oversight are crucial components to a high
performing crisis system. Ideally, one entity should be accountable for the overall
performance of the system to ensure that each phase of the design leverages best practice
standards for crisis care, and to manage quality improvements on an ongoing basis.
Essential functions:
• Leverage technology infrastructure to facilitate access, track services (e.g.,
bed availability), share data, and measure outcomes
• Oversee system of care development and coordination, cultivate stakeholder
engagement, provide training, promote awareness, and hold collaborative
meetings
• Coordinate provider contracting, network management, and oversight
• Utilize provider quality managers to ensure the best possible care for people
in crisis
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• Administer braided funding mechanisms to support a payer blind system
with greater capacity
• Prioritize high-risk member management including proactive crisis plans
and psychiatric advanced directives

Comparison models

As communities work to evaluate their crisis systems, it is useful to borrow from
other models developed to manage complex cross-sector work. Three of those
models are as follows:
1. Public Health Model: Public health initiatives are organized, multi-faceted,
multi-system involved, and attended to varying stages, including prevention
and harm reduction. Public health is defined as “the art and science of
preventing disease, prolonging life, and promoting health through the
organized efforts of society.”
2. Disaster Management Model: Modern-day disaster management
harnesses the capabilities of federal, state, and local governments, volunteer
organizations (including, but not limited to the American Red Cross), and
the private sector to minimize the impact of disasters on the American
public. Much work is done to prepare for disaster response so that when an
incident occurs, roles of each of the varying players are clear and each can
activate rapidly. The four phases of disaster management are mitigation,
preparedness, response, and recovery. (FEMA.gov)
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3. Sequential Intercept Model: The Sequential Intercept Model has led
to substantial and often groundbreaking change within communities.
Shining a light on the overrepresentation of individuals with mental health
and substance use conditions in the criminal justice system, it provides
a schematic for change that organizes collaboration across the multiple
systems that justice-involved individuals often touch, with an emphasis on
the early “intercepts.” Producing rather extraordinary results, this model
has propelled many states to form partnerships among law enforcement
agencies, behavioral health crisis systems of care, and the behavioral health
system at large.
Intercept 0
Community
services

Intercept 1

Law enforcement

Intercept 2

Initial detentional
court hearings

Crisis lines

Jails / courts

Intercept 4
Reentry

Intercept 5
Community
corrections

Specialty
court

911

Crisis care
continuum

Intercept 3

Prison
reentry

Local law
enforcement

Initial
detention

Parole
Violation

Arrest
First court
appearance

Jail

Depositional
court

Violation
Jail
reentry

COMMUNITY

Probation

COMMUNITY

CIT training
Mobile crisis
teams
ACT teams
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support
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For example, while the Memphis model of law enforcement, CIT (Crisis Intervention
Team) was developed in 1988, it was supported greatly by sequential intercept
model advancements, with CIT used as a very effective Intercept 1 strategy. CIT is
now practiced in 2,700 jurisdictions across the country. It is important to note that
Intercept Zero was not part of the initial model, but is best understood as a nonpolice involved, community-based crisis service array, including, but not limited to,
mobile crisis response.
It is also important to note the necessary commonalities among these three models
(i.e., Public Health, Disaster Management, and Sequential Intercept) and the Crisis
Systems of Care Framework. All four models:
• Require cross-sector partnerships
• Maintain both a macro and micro focus
• Build strategies for multiple stages of intervention (with emphasis on
intervention upstream prevention and/or harm mitigation)
• Rely on strong logistical capability
• Are built to address the public health nature of the problem —these are not
payor-specific situations
• Employ wide-ranging competency development across multiple sectors
Part of what makes crisis system development so complex is that these factors
are not nearly as necessary in the delivery of other behavioral health treatment
services—it is an anomaly, and programs at the state, local, and agency levels are
not historically set up to manage this type of model.
There are two areas that differentiate an effective crisis management system from other
healthcare models: system management and oversight and community collaboratives.
Such programs require these two componenets to connect the dots.
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BEACON AND CRISIS SERVICES

1

In its role as an administrative services organization,
Beacon has helped to develop and oversee crisis
systems, with Washington, Massachusetts, and Georgia
as examples. That role falls into four fundamental areas:
1.

2.

3.

4.

Development
a.

Crisis system assessment and design

b.

Development of a technology
infrastructure that facilitates access
through mobile crisis dispatch and by
tracking availability, i.e., bed finder

c.

Identification and organization of
system stakeholders

2

Clinical
a.

24/7 contact line, with or without
vendors

b.

Quality improvement

c.

High-risk member engagement,
including but not limited to, patient
registries and proactive crisis plans

Operations
a.

Provider contracting

b.

Network management

c.

Provider quality management services

3

Oversight
a.

ASO oversight function, through
coordination of all system components,
including stakeholder engagement,
training, member education, and
awareness

b.

Analytics and reporting

c.

Budgeting and financing such as
braided funding strategies

d.

System adequacy assessments

4
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System differentiators
System management and oversight
SAMHSA’s toolkit lays out very detailed requirement and implementation guidance
for three essential services in the continuum: regional or statewide crisis call
centers coordinating in real-time; centrally deployed 24/7 mobile crisis; and 23hour crisis receiving and stabilization programs. However, it does not provide
guidance on how to build a safety net from existing crisis services. Just because a
community may not have the benefit of a “perfect” continuum, it does not mean
the community is devoid of a crisis system. Systems, even those with a modicum of
dysfunction, have developed over time, and it is possible to fashion a community
safety net made from existing resources, even as a community aspires to build
better systems.
In March 2021, The National Council released detailed guidance for communities
engaged in crisis system planning. “Roadmap to the Ideal Crisis System” is a
blueprint for designing a crisis system of care that includes financing, oversight,
quality, and governance as critical to creating any local safety net.
There is no one-size-fits-all solution. Depending on resources, developing an entire
care continuum all at once may be too costly or difficult. Additionally, a newlybuilt continuum of care may not even be necessary if some services exist, even if
in a patchwork fashion. System oversight and management functions, coupled
with robust and formal relationship building through community collaborative
processes, can reinforce the existing safety net and lay the foundation for the
iterative development of a stronger continuum.
The many cross-sector partnerships inherent in a coordinated crisis system
require management and oversight. The day-to-day, month-to-month functioning
of interagency work must be overseen. Are goals being met? Are services being
accessed? Is the quality of those services high? Are all entities being held
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accountable? Governance and accountability ensure that crisis services are indeed
coordinated and organized. In the words of the National Association of State Mental
Health Program Directors:
Advanced crisis systems should have governance and accountability structures
that align the various services towards common goals, foster collaboration between
a broad array of community stakeholders (e.g., LE, health systems, schools, etc.),
operate with a “no wrong door” approach where components collaborate to deliver
services without restrictive entry or exclusion criteria, and use data to measure
outcomes, make decisions, and improve performance.
Cops, Clinicians, or Both? Collaborative Approaches to Responding to Behavioral
Health Emergencies

The entity that will take on a governance function can vary from one community
to the next. Sometimes it can be an administrative services organization (ASO) due
to its many system touchpoints (claims payment, network management, multiple
agency collaboration, etc.) Other times, it can be counties or cities.

Community crisis collaboratives: Strengthening
the safety net
Behavioral health crisis systems are by necessity community-based, requiring the
involvement of varied stakeholders. If the relationships among those stakeholders
are fragile, so then is the safety net, much like a net whose individual fibers are
weak. Strengthening the fiber of these relationships through formal agreements,
contracting, and commitments to one another reinforces the safety net. Individuals
are then less likely to fall through cracks that can develop due to strained, or even
non-existent, relationships.
Through a well-coordinated community collaborative, a community can critically
evaluate the crisis experience for its residents. Bringing all stakeholders together,
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including those who have experienced crisis, is a powerful way to understand what
is happening at the moment of crisis; how the community currently responds to
that need; and what should be happening instead. Where are the barriers to the best
care possible, and where are the gaps in the system as it currently functions? What
does the community want crisis response to look like in the future, and what will it
take for the existing services to coordinate in ways to better serve those individuals
until a stronger continuum is developed? Perfection cannot be the enemy of the
good when it comes to limited resources. Assessing the current system’s strengths
and weaknesses is key to building a better system in the future.

CASE STUDY: CRISIS COLLABORATIVES IN WASHINGTON
As the behavioral health administrative services organization for Washington, Beacon
Health Options manages behavioral health crisis services for all individuals, regardless
of insurance status. We currently operate in three regions including Southwest
Washington, North Central Washington, and Pierce County Washington.
A toll-free regional crisis hotline that operates 24/7/365 is the single point of entry into
the behavioral health services system. Resources include mobile crisis teams, referral to
behavioral health services, short-term substance use disorder crisis services, and care
coordination by Beacon staff – all to support an individual’s journey through the five
phases of crisis-system involvement.
The system wouldn’t work without the support of crisis collaboratives. Washington’s
crisis services have some excellent results due to the communication and education
function that the collaboratives provide. For example, regional crisis lines know local
behavioral health resources and providers and work with local crisis teams, reducing
the risk of ED visits.
>90% diverted from the ED or higher level of care

Bringing services to scale while maintaining
localized services
What exactly is a crisis collaborative? In essence, it’s a group of stakeholders who
meet regularly – often once a month – to first define a behavioral health crisis
system and then to develop it. A single entity, such as an ASO, oversees the effort.
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Specifically, the collaborative’s purpose and goals are as follows:
• Define the crisis system and identify gaps and solutions
• Promote principles of recovery and resiliency
• Develop and distribute crisis system of care principles
• Identify responsibilities and expected competencies in performance standards
• Review medical clearance practices and make recommendations for
improvements in user experience
• Decide critical data to track and assess system performance routinely
Collaborative membership generally includes the following entities:
• Mobile crisis team
• Crisis responder team
• MCOs
• Law enforcement
• Hospitals
• BH providers
• Peer specialists
• Suicide coalition
• Housing providers
• Regional crisis line
• Regional emergency services agency
• School districts
• Emergency medical services
• Public health groups
The ASO, or other entity, is the system organizer responsible for ensuring that the work
is completed and making progress; that people remain invested in the forum; and
time is well spent. Additionally, this role oversees data collection and analysis to drive
understanding of the challenges and opportunities and subsequent decision-making.
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CRISIS SYSTEM OF
CARE PRINCIPLES
Interagency collaboration:
Engages child- and familyserving agencies from the
public, private, and faithbased sectors
Individualized strengthsbased care: Acknowledges
each individual’s unique set
of strengths and challenges
and builds care plans that
optimize the strengths while
meeting the challenges
Cultural competence: A
set of organizational values
and principles as well as
behaviors, attitudes, policies,
and structures that enable
systems to work crossculturally
Family and youth
involvement: Requires mutual
respect and partnership
between families and
professionals at all levels
Community-based services:
Engaging home, school, and
community-based resources
as the optimal method for
providing care and support to
children and families

< Comparison models

25

Special populations considerations >

Special populations considerations
The United States is an expansive country with a diverse population. Where we live,
our age, our ethnicity, and more affects everything about how we live—including
access to behavioral health crisis services. The challenges may vary, but the system
backbone is there to help overcome those challenges. Following are overviews of the
challenges facing specific populations.

Rural and frontier communities

It goes without saying that rural and frontier communities have geographic area
as a challenge. They have fewer providers and further to travel to access services.
Because of these inherent limitations, it is particularly important for system
designers to leverage existing resources to develop a more effective behavioral
health crisis system. Below are six approaches that SAMHSA recommends:
1. Learn how other area first responder services, such as law enforcement, fire,
and emergency medical services, operate.
2. Leverage existing first responder transportation systems to promote access
to care in a way that aligns with area emergency medical services.
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3. Incorporate technology, such as telehealth, to improve access to limited
licensed professional resources.
4. Develop crisis response teams whose members serve multiple roles in
communities with limited demand for crisis care to advance round-theclock support when called upon.
5. Establish rural reimbursement rates for services that support the
development of adequate crisis care.
6. Create crisis service response time expectations that consider the region’s
geography while still supporting timely access to care.

Foster care-involved youth
Youth involved in foster care have higher incidence of behavioral health conditions.
Almost half (47.9%) of these children have significant emotional or behavioral
problems, according to the American Psychological Association. Further, children
younger than seven who enter the system have high rates of developmental problems.
It’s not surprising, therefore, that foster care-involved youth have more need of
behavioral health services. The very reasons for their involvement in foster care
contribute to their behavioral health challenges. These children have been exposed
to caretaker abuse, neglect, sexual abuse, domestic violence, homelessness,
parental substance use, and more. Yet approximately 25 percent of youth scoring
above the 98th percentile on a clinical measure of symptoms did not receive services.
An effective behavioral health crisis system is critical to this group. For many
children, as they suffer difficulties at home, a mental health emergency may be
their first introduction to the overall behavioral health system, and their behavioral
health crises may continue as they enter foster care. This first touch with the
behavioral health system sets the stage for future success in getting connected to
care. In this initial phase, children are assessed to help determine care plans and
next steps.
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However, the Department of Health and Human Services has reported that a majority
of states have problems with conducting effective assessments and administering
adequate care plans. As noted, two of the five phases of crisis include crisis prevention
and early intervention, and an effective behavioral health crisis system incorporates
assessments and care plans as part of those two phases. Therefore, such a crisis
system is one more tool to ensure that all children, and particularly the more
vulnerable children involved in foster care, get connected to the care they need.

People of color

People of color are more likely to use emergency services than Whites, and
specifically, emergency and inpatient hospitalization for mental health conditions.
Further, Black Americans use behavioral health emergency services more than any
other ethnic group. There are several possible explanations for this. One is that there
is lower tolerance for disruptive behavior by Black Americans, and that many of
their emergency room visits are due to police bringing them there. However, more
research is needed to test this hypothesis. Another possible explanation is that there
is more stigma around mental illness in the Black community, which means they
are less likely to access services before their condition escalates into a crisis.
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As with foster-involved youth, behavioral health crisis services are of particular
importance to people of color because the crisis system can be their introduction to
the larger behavioral health system, especially as they use emergency services more
than Whites. Therefore, designers of behavioral health crisis systems must consider
the needs of people of color including a diverse workforce, understanding cultural
needs as they relate to healthcare, developing appropriate pathways to care, and
more to understand the specific needs of Blacks and other people of color.
In one effort to understand how crisis centers meet the needs of Black communities
specifically, questionnaires were sent to 12 centers, with responses received by 6
of the 12. Only two centers collected data on callers identified by race, but their
findings indicate that there are differences between Blacks and Whites, specifically
regarding age, marital status, and type of problem. One example is that the typical
Black male caller was older and more concerned about employment and financial
problems compared to White males, which suggests that crisis centers should
expand their services, emphasizing a more preventive approach.
In summary, the call to action is to remember the needs of special populations as
communities work to design or redesign their behavioral health crisis systems.
If done correctly, some of the most vulnerable populations can start moving on a
forward trajectory to getting care on a par with other populations. Interestingly,
Mental Health America screening data show that Black Americans who screen
positive for depression plan to seek help at higher rates than the general population.
If that is the case, it’s particularly important that the right systems and services are
in place to meet that demand.
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Financing a crisis system of care

The nature of a comprehensive crisis system, with a complex range of programs
and services for addressing various individual situations, often makes it difficult to
finance crisis services within the constraints and eligibility parameters of a singular
funding stream. Therefore, funding that is tied to a specifically defined population,
or categorical funding streams (e.g., youth in foster care) can make it difficult to
build a continuum of crisis services. The nature of crisis services requires a “firehouse” staffing model that must respond to individuals immediately, often before
establishing insurance status or categorical program eligibility.
Overcoming these limitations requires the development of an overall strategy that
can leverage multiple funding sources to support a system that is available to meet
immediate needs. The system must have the capacity and processes in place that
are capable of reconciling, braiding, and maximizing multiple funding strands—
ultimately supporting the provision of services that exceed far beyond what a single
system could have mobilized.
Best practices can be leveraged from other states that have grappled with these policy
challenges and implemented comprehensive, population-based crisis models.
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Principles in designing crisis system funding
and contract models
An exemplary behavioral health crisis response system should be payer-blind, and
available to the entire community regardless of age, income level, or insurance
status. This population-based model allows multiple funding sources to be
leveraged to support a single system and provides for a nimble safety net that can
meet the needs of any individual, regardless of eligibility. Additionally, payer-blind
systems support the provision of immediate services prior to establishing eligibility
criteria, recognizing that prompt identification and/or eligibility screening during a
behavioral health crisis is often not feasible.

Payment methodologies and contracting
structures
It is important to consider how the financing and contracting design for a crisis
system can support a specific community’s goals and objectives, maximize
multiple funding streams, and support the performance and accountability that the
community seeks to achieve. For example:
• Payment model: Since behavioral health crises impact public and
private spheres, a joint public and private solution is optimal. In such an
arrangement, multiple funding streams are leveraged to fund the crisis
system. Questions persist, however. How is a public health/firehouse model
funded? Proportionally, what level of funding is provided by the state
and Medicaid funds? At what level and method do private payers and/or
commercial insurance contribute? Two examples of joint public/private
solutions are provided below:
●

Traditional insurance model: All crisis services are reimbursable,
with fixed codes and encounters built into the process. Providers
bill Medicaid for Medicaid covered services, commercial insurers
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for commercial covered services, and the state for state-funded
services. All payers then reimburse providers for the provision of
covered benefits provided specifically for their assigned individuals.
Massachusetts uses a model like this and has a code set for
commercial payers who reimburse for crisis services.
●

Insurance pool model: The state creates a “crisis pool” comprised
of state crisis funds and fees paid by commercial insurers (Medicaid
could be included as well). Fees are collected as a payor tax (percent
of premium) or as a per-member-per-month fee. Crisis services are
reimbursable, with fixed codes and encounters built into the process.
Providers either bill Medicaid or the state. Medicaid reimburses
all covered services for Medicaid enrollees, and the “crisis pool”
reimburses providers for all other non-Medicaid services as well as
services to non-Medicaid individuals.

• Incentivizing prevention: Communities should consider creating
contractual and financial incentives or requirements to drive investment
in preventive services that can keep high-risk individuals out of the crisis
system.
• Coverage for rural areas: Best-practice states like Washington or Arizona
have adopted a policy of “regionalization” in which rural counties are
regionalized with more populous counties or urban centers. Doing so creates
a larger risk pool and service area that can attract vendors and payers to serve
an entire region. This model limits the risks inherent in a county-by-county
purchasing approach, which is sometimes used in underserved, rural areas.
• The economy of scale: Because resources are typically limited for crisis,
economy of scale should be leveraged to maximize resources, particularly
for shared services. For example, a single crisis hotline managed at a
statewide level is likely to be more cost-effective than managing multiple
regional hotlines, which creates duplicative administrative costs. An added
benefit of a statewide approach is more streamlined “marketing,” which
drives awareness and availability of crisis services across an entire state.
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Administrative functions such as reporting on block grant expenditures, claims
or encounter data adjudication, eligibility verification, or coordination of benefits
can be centralized to achieve maximum efficiency. For this reason, developing
crisis services that are specific to a single eligibility category (e.g., a crisis line for
foster kids) is not recommended, and can result in duplication of services that could
otherwise be shared across populations.
Funding sources: High-functioning crisis systems are supported by multiple
funding sources that can include Medicaid, private insurance, state funds for
indigent populations, SAMHSA block grants, and other available funding sources
(e.g., population-specific grants, state earmarks, or provisos). For example, private
insurers in Tennessee pay for about 2% of those crisis services, and self-pay is
collected for higher-income individuals. In Massachusetts, commercial insurers
account for 20% of all crisis interventions. In Michigan, freestanding crisis centers
have contracts with private insurers to bill for services.
For individuals covered by Medicaid, crisis-related services are Medicaid reimbursable,
and Medicaid should be pursued to the maximum extent. For example, the following
crisis-related services are typically Medicaid reimbursable:
• Behavioral health hotline services (often referred to as crisis response)
• Warm lines
• Crisis intervention services (supporting mobile crisis response)
• Case management/care coordination
• Peer services
• Short-term crisis residential stabilization services
• 23-hour crisis stabilization beds
• Psychiatric advance directive statements
Maximizing Medicaid can make available non-Medicaid funding sources, which
are recommended to be preserved and strategically re-directed to fill gaps, build
infrastructure, and support populations or services that Medicaid will not. To do so,
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states can employ “braided funding,” which calls for braiding multiple, originally
separate funding streams. These funds are brought together (by a “payor”) to pay
for more services than any one stream can support. At the same time, the funding
streams must be carefully disaggregated with separate fund-source accountability
to report to funders on how the money was spent, thus promoting both individual
and shared accountability.
For example, state, block grant, foundation, and local funds (where available) may
be leveraged to support crisis services for indigent, non-citizen, or Medicare-only
individuals, or services for all individuals that cannot be reimbursed by Medicaid
(e.g., transportation, housing, outreach, capacity building, training, court costs,
infrastructure). These funds can also be strategically directed to support preventive
or diversionary services for high-utilizing non-Medicaid individuals to reduce this
population’s use of high-cost crisis or inpatient services.

Data and rate setting
To ensure continued Medicaid funding to support crisis services utilization, encounter
data (defined below) or claims data must be sent back to the state’s Medicaid system for
utilization tracking and to inform actuarial rate setting. This requires all crisis providers,
including hotline vendors, to have the capacity to support encounter reporting.
Encounter data: Encounter data are records of healthcare services for which MCOs
or ASOs pay. Encounter data is conceptually equivalent to paid claims records that
state Medicaid agencies create when they pay providers on a fee-for-service basis.
When MCOs/ASOs pay providers on a sub-capitated basis, they submit encounter
data to the state to represent utilization of services.
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Best practice case model: Washington

Braided funding model and contracting design. Washington’s braided funding
model and contract design allows a single, centralized entity to braid an unlimited
number of available funding streams to support a crisis continuum. The centralized
entity, known as the behavioral health administrative service organization (BHASO), is the recipient and manager of multiple contracts and funded by various
sources, including:
• Medicaid funds contracted from integrated MCOs to the BH-ASO
• Federal block grant funds contracted from the state to the ASO
• Criminal justice grant funds contracted from the state to the ASO
• State General Funds contracted from the state to the ASO
• State provisos, which are legislatively directed to support specific programs
Washington’s contracting structure requires accountable Medicaid payers (MCOs)
to subcontract to the BH-ASO for all Medicaid-reimbursable crisis services,
ensuring Medicaid funds are maximized. This design requires that the MCOs
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WASHINGTON MODEL OUTCOMES
Beacon
contracts with
and oversees
mobile
crisis teams/
designated
crisis
responders
and a 24/7
hotline
service.

Crisis ASO services
offered across eight
counties for all
individuals regardless
of insurance coverage
through a braided
funding mechanism.

24/7 78%
immediate access
to a crisis clinician
via phone

of issues
resolved over
the phone

HOTLINE
OUTCOMES

90%

diverted from ED/
higher levels of
care

MOBILE CRISIS
OUTCOMES

use a sub-capitated payment methodology and conduct a semi-annual financial
reconciliation to true-up payment based on actual utilization—a design that
provides the BH-ASO with a steady and stable funding stream in the form of a permember-per-month rate to support crisis service delivery.
MCOs in Washington are technically at-risk for crisis services for their members
and conduct a semi-annual financial reconciliation with the BH-ASO. Because of
this, the MCO remains strongly incentivized to invest in prevention or diversionary
services that will keep Medicaid-covered individuals out of the crisis system.
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Previously, when outpatient and/or preventive behavioral and crisis services were
bifurcated across payers with no singular at-risk entity, there was an incentive to
cost-shift into the crisis system. Additionally, the Washington model allows for
private insurers to contract with the BH-ASO to support services for commercial or
individual market members.
The BH-ASO contracts with a network of crisis service providers and is responsible
to undertake the administrative work inherent in a braided funding system, such
as reporting and tracking each cost based on individual eligibility. The BH-ASO
typically funds crisis service providers using a capitated payment methodology,
which allows the crisis providers to maintain a “firehouse model” of 24/7 services,
and to focus on the delivery of services rather than navigating complex billing and
reporting requirements from different funding sources.

Data-sharing
Because of the formal contractual agreement between Medicaid MCOs and the
centralized BH-ASO, there is an ability to share data back and forth for individuals
covered by Medicaid, such as sharing crisis hotline call notes with an individual’s
MCO within 24 hours.
Additionally, utilization data for individuals covered by Medicaid flows directly
from the BH-ASO to the Medicaid MCOs. This encounter data is used by the MCOs
to support data analytics and predictive modeling to identify high-risk individuals.
It is also shared from the MCO to the state to support actuarial rate setting.

Interagency agreements to support braided
funding ASO model
In 2016 when Washington launched the BH-ASO crisis model, the state Medicaid
agency and Department of Social and Human Services (DSHS) were different state
authorities. As such, to support the contracting authority under a single agency,
the two agencies used service level interagency agreements (SLA) that transferred
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block grant and state general funds from DSHS to the state Medicaid agency for
contracting with a single BH-ASO.
This strategy allowed for centralized contracting authority under one agency,
despite bifurcated state budgeting authority.
The interagency/SLA strategy served as an interim solution until 2019, when the
legislature formally merged authority and funding for community behavioral
health to the state Medicaid agency, providing for more centralized authority.
Local engagement, information-sharing, and capacity building: Washington’s
crisis model provides for a BH-ASO in each state region, contractually requiring the
organization to engage locally with counties, Accountable Communities of Health,
criminal justice, first responders, and social service providers to identify crisis
system delivery improvements that are driven at the community-level.
This approach allows the BH-ASO to develop community-driven plans that braid
non-Medicaid funding sources to better support the crisis continuum and fill gaps
that Medicaid cannot support. As a best practice, the state required each BH-ASO to
manage a behavioral health advisory board that is at least 51 percent consumer-led
to ensure funding for new programs is developed according to regional consumer
needs. The BH-ASO is also contractually obligated to market information on the
crisis hotline and other available services to consumers and social service agencies
to increase resource awareness.
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Conclusion: This is just the beginning
With a coordinated behavioral health crisis system widely available, scenarios that
were once fraught with uncertainty are met with hope for healing and help beyond
immediate needs. By eliminating barriers to quality behavioral care, communities
are empowered to help themselves thrive. Instead of ending up warehoused, stuck
in ER limbo, or being sent to jail, individuals in crisis will receive coordinated,
compassionate care in real time.
Imagine: You haven’t heard from a close friend in a while, so you pop in
unannounced to see how they are doing. They let you in and you find that they’re
spiraling. You look around and notice the shades drawn and empty bottles of
pills and alcohol strewn across their living room. They sit on the couch, knees up
to chest. They tell you they feel numb, that nothing is helping them feel anything.
The course of action is clear. Thanks to Beacon’s impact in your community, you
know what to do and who to call to get them the help they need now.

A way forward with Beacon
Beacon strives to bring parity to mental and physical health once and for all. Over
the past 38 years, Beacon has remained dedicated to removing stigma and ending
discrimination around mental health and substance use crises.
Helping people save their own lives is no small feat. Doing so with real-time
response and de-escalation? An enormous undertaking.
Beacon is poised to guide states, communities, and individuals to a new normal in
behavioral health crisis response. Beacon has set the groundwork for a redesigned,
effective behavioral health crisis system that covers the intricacies, challenges,
best practices, framework, comparison models, special populations, and system
financing barriers that are sure to arise.

< Best practice case model: …

39

There is no single solution to mental health or substance use crises. So, Beacon’s
approach doesn’t force a fit that doesn’t make sense. Competitors in this space have
the tools to support immediate care delivery needs but lack the infrastructure for
sustained or long-term support. And most are unable to scale or flex for varying
regional needs. Beacon brings an end-to-end infrastructure with services that scale
to meet unique community and individual needs that exist within each state. An
infrastructure other approaches don’t and can’t provide. One that ensures individuals
are cared for with a plan for sustained support that builds resiliency for tomorrow.
The Beacon approach addresses the spectrum of human experience to provide
compassionate care for all people. By promoting five additional components to the
SAMHSA core elements, Beacon creates an optimal crisis system architecture that
transitions beyond reactions and into thoughtful, situational responses rooted in
empathy and understanding.
This guarantees that people experiencing behavioral health crises can get responsive,
effective care—just as easily and timely as someone experiencing a physical
health crisis.
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