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Disclaimer
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Health and Human Services (HHS). The views, 
policies and opinions expressed are those of the 
authors and do not necessarily reflect those of 
SAMHSA or HHS.



Agenda & Housekeeping
▪ Welcome and Introductions: Robert Shaw, MA, Senior Research Associate, NRI

▪ Review of the Technical Assistance Coalition Paper, Telling the Story: Data, Dashboards, & the Mental Health 
Crisis Continuum: 

▪ Kristin Neylon, MA, Project Manager, NRI

▪ Utah’s Crisis System - Data and Visualization: 

▪ Nichole Cunha, LCSW, Crisis Administrator, Utah Department of Human Services

▪ Georgia’s Technology Supported Crisis Response System: 

▪ Anna Bourque, Director, Provider Relations and ASO Coordination, Georgia Department of Behavioral Health and 
Developmental Disabilities

▪ Dawn Peel, Director, Office of Crisis Coordination, Georgia Department of Behavioral Health and Developmental Disabilities

▪ Wendy White Tiegreen, Director, Office of Medicaid Coordination and Health System Innovation, Georgia Department of 
Behavioral Health and Developmental Disabilities

▪ Tennessee’s Crisis and Hospitalization Data:

▪ Jennifer Armstrong, LPC-MSHP, Director of Crisis Services and Suicide Prevention, Tennessee Department of Mental Health 
and Substance Abuse Services

▪ Melissa Sparks, MSN, RN, Deputy Chief of Hospital Operations, Tennessee Department of Mental Health and Substance 
Abuse Services

▪ Question and Answer Session: Robert Shaw, MA, Senior Research Associate, NRI



Learning Objectives
1. Recognize the need for robust data collection systems to 

understand the quality and efficacy of crisis service continuums.

2. Identify which data elements are most critical to understanding 
how well each component of a crisis service continuum works 
independently, as well as in tandem with other services to ensure 
no one “falls through the cracks.”

3. Learn how state behavioral health authorities use data and data 
visualization tools to monitor crisis service continuums.



Kristin Neylon, MA
▪ Project Manager

▪ NRI, Inc.

▪ Kristin.Neylon@nri-inc.org

▪ www.nri-inc.org

Review of Technical Assistance Coalition Paper:
Telling the Story: Data, Dashboards, & the 

Mental Health Crisis Continuum

mailto:Kristin.Neylon@nri-inc.org
http://www.nri-inc.org/


Behavioral Health Crisis Services are an 
Increasing Priority Across the U.S.
▪ 988, the new three-digit code for the National Suicide Prevention Lifeline is set 
to go live on July 16, 2022; demand for Lifeline services is anticipated to double 
as a result.

▪ New and enhanced resources from the federal government for crisis services:
▪ 5% Set Aside in the Mental Health Block Grant for Crisis Services
▪ American Rescue Plan funds (Caution: although these funds are available to enhance crisis 

services, it is possible that few funds are allocated for this purpose.  The influx of funds may 
appear that systems are flush with resources to enhance crisis services systems, when the 
reality is that many SBHAs are trying to stabilize a fractured service delivery system.)

▪ Societal shift to provide more equitable services and reduce reliance on law 
enforcement as the primary responder to behavioral health crises



2022 TAC Report: Telling the Story – Data, 
Dashboards, & the Mental Health Crisis Continuum
▪ Purpose: Understanding how crisis continuums operate is crucial to ensuring high-quality crisis 
services and that no one “falls through the cracks.”  The significant programmatic and funding 
changes implemented at the federal level make now an opportune time for state behavioral 
health authorities to implement or enhance their data collection processes for crisis services.

▪ Goals of the Report:
1. Identify which data and outcome measures are most important to SBHAs and other stakeholders to 

ensure the effectiveness and continuity of behavioral health crisis services.

2. Determine which data and outcome measures are feasible and meaningful for all SBHAs to report to 
SAMHSA.

3. Understand how SBHAs analyze and present crisis data in the forms of dashboards and reports to 
monitor their systems and share important trends with stakeholders.

▪ Paper currently being reviewed by SAMHSA; will be posted to www.nasmhpd.org and emailed 
to all participants upon publication.

http://www.nasmhpd.org/


2022 TAC Report -
Methodology
▪Online literature review to 
identify best practices in 
data collection and 
measures used by similar 
industries to monitor quality 
and effectiveness.

▪Review of each SBHA’s 
website for the presence of 
data dashboards and reports 
for crisis services.  Based on 
this review, NRI staff 
identified 12 SBHAs to 
interview for this report.

States Interviewed for the Report



Availability of Crisis 
Services & Data 
Collection Activities 
Across the U.S.
▪SAMHSA’s National Guidelines 
identify three essential crisis 
services:
▪ Someone to Call: Crisis Hotlines

▪ Someone to Come: Mobile Crisis 
Response

▪ Somewhere to Go: Crisis 
Stabilization Units (and Crisis 
Residential Facilities)

▪Data monitoring is critical to 
understanding how individuals 
move through the system so 
that no one falls through the 
cracks.
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Most Important Metrics for 
Behavioral Health Crisis 
Hotlines Identified by SBHAs

Top three measures identified as most important for 
behavioral health crisis hotlines:

1. Average Handle Time

2. Caller Disposition

3. Calls Resulting in Emergency/Mobile Dispatch 
and Active Rescue

Note on demographic data:

• Demographic data were identified during calls 
as important data in that they allow states and 
providers to tailor services for their 
communities.  However, they are extremely 
difficult to collect, especially during crisis 
situations.  Only successful in collecting this 
information about half the time.
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Most Important Metrics for 
Mobile Crisis Response 
Identified by SBHAs
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Top measures identified as most important for mobile 
crisis response include:

1. Disposition of Mobile Dispatch

2. Response Time

3. Number of Assessments Completed



Metrics for Crisis 
Stabilization Units & Crisis 
Residential Facilities
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Top three measures identified as most 
important for crisis stabilization and 
residential services include:

1. Readmission Rates

2. Disposition at Discharge

3. Diversion Rates



Metrics that Monitor Service Transitions 
& Diversion
▪ Many measures are available to help monitor the quality of individual services.  To tell the story 
of how the crisis continuum is working as a whole, SBHAs collect measures that monitor service 
transitions and diversion to ensure no one “falls through the cracks.”
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Nichole Cunha, LCSW
▪ Crisis Administrator

▪ Utah Division of Substance Abuse and 
Mental Health

▪ nicholecunha@utah.gov

▪ https://dsamh.Utah.gov

Utah’s Crisis System:
Data and Visualization

mailto:nicholecunha@utah.gov
https://dsamh.utah.gov/




Utah’s Current Crisis Data Collection

• Numerous for 
mechanisms for 
– contracting 
– reporting
– submission 

• Data sharing challenges 
• Data warehousing 

complexities 
• Heavy reliance manual 

data submission and 
analysis 



Utah Crisis Line



Mobile Crisis Outreach Teams



Receiving Centers



Stabilization & 
Mobile Response



The Future of Crisis Data

Public-Facing Crisis System 
Dashboard

Utilization and need heat mapping

Interactive resource visualization

System-Specific Provider Dashboard





Georgia’s Technology-Supported 
Crisis Response System

▪Director, Office of Crisis Coordination

▪ Georgia Department of Behavioral 
Health & Developmental Disabilities

Dawn Peel

Anna Bourque

▪ Director, Provider Relations & ASO 
Coordination

▪ Georgia Department of Behavioral 
Health & Developmental Disabilities

▪Director, Office of Medicaid 
Coordination & Health System 
Innovation

▪ Georgia Department of Behavioral 
Health & Developmental Disabilities

Wendy White Tiegreen



Background
▪ DBHDD identified the need to have a uniform point-of-entry for the 
state-funded crisis system in order to improve efficiency, maximize 
resources, and provide metrics which are used to inform system 
improvement.

▪ Over a period of sixteen (16) years, DBHDD and Behavioral Health Link 
have partnered to design an electronic system that encompasses a call 
center, dispatch mobile crisis teams, and provides real-time information 
about state-funded crisis bed access.

▪ The system has been designed to provide real-time data for certain parts 
of the crisis system.  The system also allows historical information to be 
extracted to monitor a wide variety of metrics.



Call Center Data Collection
▪ Currently, Behavioral Health Link’s live dashboard to provide 
information about call center utilization is not operational.

▪ Behavioral Health Link’s leadership and programmers are working 
with DBHDD to re-design the live dashboards as a result of upgrading 
the system.

▪ The dashboard is expected to be completed in June 2022 and go 
live in July 2022.

▪ Live data are available on the bed boards and through the IT 
system; however, data are not currently displayed as a dashboard.



Historical 
Dashboard 
Functionality



Call Center to MCT Deployment

Behavioral 
Health Link

Benchmark

2 Vendors



Mobile 
Dispatch Levels
▪ GCAL chooses the Dispatch Level

▪ Mobile can intensify the level, but 
cannot decrease

▪ This is also part of the 
documentation available to the 
Mobile Team



Dispatch Technology



Mobile Crisis Dashboards
▪ Behavioral Health Link has two internal-facing dashboards for 
mobile crisis services.
▪The Live Dashboard provides real-time, daily, and month-to-date mobile crisis 

data.

▪Monthly Dashboard

▪Data from both dashboards can be filtered to provide regional or statewide 
information.



Mobile Crisis Daily Dashboard
▪ Daily Data Points:

▪ Month-to-Date Data Points:
▪All Daily Data Points

▪Percentage of referrals to medical facilities

▪Percentage of referrals to Crisis Stabilization Units

▪Percentage of referrals to State Hospital/State-Contracted Beds





Mobile Crisis Monthly Dashboard
▪ The second dashboard provides monthly data statewide and by 
region.

▪ Demographic, location, disability type, legal status, zone, and 
disposition type for completed assessments metrics.

Average Response to 
Dispatch Time

Average Response Time Average Assessment Time Average Linkage Time

Number of Dispatches Number of Completed 
Assessments

Number of Counties 
Served

Number of Assessments 
Sent to ED for Medical 
Clearance

State Hospital/ State Contract Bed Diversion





Electronic Management of State-Funded 
Crisis Beds
▪ GCAL manages telephonic and electronic referrals for individuals who need a state-
funded crisis bed.

▪ Referrals can be tracked via the referral status board.  Referrals have triage information 
that is updated daily to reflect updates and changes in referral status.

▪ Crisis Stabilization Unit and Temporary Observation Unit utilization can be accessed in 
real time to include specific individuals served or certain data metrics.

▪ Historical data can be extracted from the electronic bed board to compile reports.

Note: GCAL system also contains known Medicaid Psychiatric Facilities to promote 
referral and use of “plan” services for Medicaid beneficiaries.



Tennessee’s Crisis and 
Hospitalization Data

▪ Deputy Chief of Hospital Operations

▪ Tennessee Department of Mental 
Health & Substance Abuse Services

▪ Melissa.Sparks@tn.gov

Melissa Sparks, MSN, RN

Jennifer Armstrong, LPC-MHSP

▪ Director of Crisis Services and Suicide 
Prevention

▪ Tennessee Department of Mental 
Health & Substance Abuse Services

▪ Jennifer.Armstrong@tn.gov

mailto:melissa.sparks@tn.gov
mailto:Jennifer.Armstrong@tn.gov


It takes a village to 
build a tech solution, 
but we did it!



Why are Crisis Data 
Important?
▪ Make informed decisions about programmatic changes

▪ Find solutions to problems

▪ Identify barriers to accessing needed patient care

▪ Determine return on investment

▪ Develop efficiencies for care providers

Improving Patient Care Starts with Data



Why Track Crisis Data?
▪ What problem(s) did the crisis management system solve:
▪ Eliminated manual entry in multiple spreadsheets

▪ Provided access to client-level information to allow tracking across 
systems

▪ Provided information related to what is working vs. what is not 
working

▪ Provided metrics for monitoring program effectiveness 



What Are We Able to 
Track Now?
The collection of client-level data allows for enhanced data analysis that didn’t 
previously exist.  The data can now be cross-walked against the Behavioral Health 
Safety Net, state hospital admissions, and suicide death data.

Examples of current metrics captured:

▪ Crisis Response Times

▪ Volume of Crisis Calls, Mobile Crisis Assessments, 23-Hour Observation 
Admissions, Respite Admissions, and CSU Admissions

▪ Length-of-Stay Data

▪ Primary Presenting Problem

▪ Hospitalization Rates

▪ Alternatives Attempted Before Inpatient Referral

▪ Follow-Up Efforts

This Photo by Unknown Author is licensed under CC BY-NC

https://dataminingandvisualisation.wordpress.com/
https://creativecommons.org/licenses/by-nc/3.0/


CMS Reports
Multiple reports (samples above) can be displayed by 

month or provider for trends analysis. Detailed reports 
allow providers QA assistance in detecting outliers and 

data entry errors.

Data includes call and face-to-face 
assessment volume data, presenting 
problems, dispositions of assessments, 
and follow-up efforts. 

Mobile Crisis Assessment Data 

Mobile Crisis required response time is 
2 hours or less. Reports allow providers 
to see details of longer response times 
for quality assurance. 

Crisis Response Time

CSU, 23 Hour Observation, and Respite 
data includes admissions and length of 
stay (in days or hours, depending on the 
service).

Crisis Services Data



How Did We Figure it Out?
▪Identified the Internal Needs
▪ Meet with leadership to evaluate expectations and data needs.

▪Met with Stakeholders
▪ Meet with stakeholders to share the vision and to get feedback 

on what will and will not work from an end-user perspective.

▪Determined Best Platform
▪ Based on identified needs, it was determined that the best 

solution was a custom design, so our IT department built the 
web-based platform for the Crisis Management System (CMS).



Crisis Management System –
How Easy Was it to Create?
Took lots of time, collaboration, patience, and grace!  Testing, 
testing, and more testing before official roll out!

Liaison between leadership, IT, and Crisis Providers
▪ Frequent demos/conversations with both leadership and crisis 

providers to ensure payer source and provider needs are met to 
the extent possible.

IT Develops a Platform
▪ Our internal IT team did all coding and developed all needed 

reports.



How Easy is it to Use the 
Crisis Management System?
Providers can manually enter or upload assessment or services 
data into the system.  Technical support is provided by 
TDMHSAS to ensure data accuracy.

Providers add all crisis call and assessment data weekly, while 
services data are added monthly.

Creates a Centralized Data Collection Process

Although the data validation and training process 
could feel cumbersome, providers are able to 
access their reported data real-time for internal QA 
and analytics.



Patient Bed Matching (PBM) System
New to TN, this system provides a web-based platform for 
electronic referrals from the sending facility to the psychiatric 
inpatient facility.  Designed to reduce Emergency Department 
(ED) bed boarding, it also provides TN’s crisis providers and 
psychiatric inpatient admission units lots of efficiencies by 
reducing phone calls and lost FAXs.

Missing Piece to the Puzzle

Allows the ED, crisis provider, and psychiatric 
inpatient facility to communicate regarding referrals 
seamlessly!



What Problem(s) Does 
PBM Solve?
Decrease Placement Times
▪ Reduce the amount of time a person is waiting in the Emergency 

Department (ED) for psychiatric inpatient placement.

Reduce Labor Involved in Placement
▪ Quickly locate an accepting inpatient provider rather than making 

multiple phone calls and sending multiple FAXs.

Improve Admission Unit Throughput
▪ Receive all information through one portal.  Communicate 

seamlessly with both the ED and crisis provider.

Access Analytics that Drive Improvement
▪ Monitor placement times, reasons for denial, capacity issues, and 

much more.



Patient Bed-Matching System: 
How Easy Was it to Create?
Took lots of collaboration and several years of planning and 
development, but keep in mind progress was delayed by 
COVID-19!

Research Existing Platforms
▪ TN landed on eTelic, which is used in Virginia as the web-based 

platform.

Modify Platform to Meet Tennessee’s Needs
▪ Frequently meet with stakeholders to identify needs specific to 

Tennessee’s system.  Work with vendor to make needed changes.  
Test, test, test.  Communicate, communicate, communicate.



Patient Bed-Matching System: 
How Easy is it to Operate?

Much easier than placing a bunch 
of phone calls and sending a 
bunch of FAXs.
▪ Referrer places an inquiry that 

returns results matching the needs 
of the patient.

▪ Allows referring agency to reach 
out to as many hospitals as desired 
to inquire about interest.

▪ Clinical documents can be 
uploaded directly into the system.



Patient Bed-Matching (PBM) System
▪ Search one area of the state or statewide for an available bed.

▪ Inpatient facilities build a profile to indicate what they can and cannot accept. 

▪ Requires manual update of bed capacity at least twice daily to be of benefit.

Real-Time Notifications to Inpatient Facility

Inpatient facility can decline or express interest for 
each referral within the system.



Patient Bed 
Matching (PBM) 
System – Ease of Use

▪ Quick and easy analytics 
always in view

▪ More detailed reports 
available to run on 
demand



Lessons Learned
▪ Collaboration is a must!

▪ Develop a game plan for buy-in!

▪ Communication is the key to success!

▪ No such thing as over testing before Go-Live!

▪ There will be bumps along the way, change is hard!

The End-Game is Worth It:

The hard work and heartburn are 
worth it in the end!  Hang in there 

and don’t give up!



Let Us Know if You Have Questions!
Whatever you’re trying to communicate, I’m always happy and never too busy to help.  Don’t 
hesitate to reach out!

Jennifer Armstrong
Director of Crisis Services and Suicide 
Prevention
Jennifer.Armstrong@tn.gov

Melissa Sparks
Deputy Chief of Hospital Operations
Melissa.Sparks@tn.gov

mailto:Jennifer.Armstrong@tn.gov
mailto:Melissa.Sparks@tn.gov


Questions?


