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Abstract:
On July 16, 2022, 988, the new easy-to-remember dialing code for the National Suicide Prevention Lifeline will go 

live, significantly increasing access to and demand for behavioral health crisis services, including crisis hotlines, 

mobile crisis response, and crisis stabilization units.  The federal government recently awarded the SBHAs nearly 

$1.5 billion that can be used to expand crisis services through the Mental Health Block Grant and the American 

Rescue Plan (ARP), plus nearly $300 million in additional funds for states to transition to 988. With these new 

funding and programmatic changes, it is critical that SBHAs use a data-driven approach to monitor their crisis 

continuums to ensure that crisis services are of high quality, are accessible, and that service transitions are 

seamless so that no one in need falls through the cracks. Based on a review of the literature and a series of 

interviews with 12 SBHAs, this paper discusses the critical data elements SBHAs collect to monitor the 

effectiveness of their crisis services continuum, and which data elements are meaningful and realistic for SBHAs 

to report to the Substance Abuse and Mental Health Services Administration (SAMHSA).  This report also discusses 

how SBHAs present their crisis services data in the forms of reports and data dashboards, and how these reporting 

mechanisms can be used to inform key stakeholders about crisis service successes, needs, and trends.

Highlights:
• States are expanding their crisis services systems to reduce reliance on law enforcement and the use of 

emergency departments for individuals in need, and 988 promises to significantly increase the number 

of persons contacting a behavioral health call center (“Someone to Talk To”), instead of 911 to respond 

to behavioral health crises.  The estimated doubling of demand for hotline services will provide an 

opportunity to connect individuals needing additional care to other crisis services, “Someone to 

Respond” and “Some Place to Go.” This increase in service demand also increases the need for SBHAs to 

closely monitor the effectiveness of their services through the use of data, dashboards, and reports.

• The majority of SBHAs offer crisis services, but are at varying levels of implementation, with some SBHAs 

offering these services statewide, and others making them available in specific regions of the state.  

Eighty-eight percent offer 24/7 crisis hotlines, 88% offer mobile crisis response, 65% offer crisis 

stabilization units (<24 hours), and 83% offer crisis residential services (>24 hours).

• The varying levels of implementation across states, and the decentralized nature of crisis services within 

states, make it difficult for SBHAs to report standardized outcome measures at the national level.

• Collecting and synthesizing data about the availability and delivery of crisis services can help SBHAs 

make informed decisions about programmatic changes, find solutions to problems, identify barriers to 

accessing needed patient care, determine return on investment, and develop efficiencies for providers.

• Lessons learned from SBHAs, non-profits, and similar industries (e.g., EMS and 911) can help identify 

which data measures are most useful to collect, and how data can be showcased to inform stakeholders.

Recommendations:
1. The increase in accessibility resulting from the launch of 988 will increase demand for supportive 

services, including mobile crisis and crisis residential services. Expanded access to these services will be 

critical to support the diversion of callers from law enforcement involvement and emergency 

department visits. Data can be helpful to SBHAs in determining level of need.

2. To determine which data elements are critical to collect at the state level, and to reduce resistance 

among providers in data reporting, it is critical that the SBHA bring all stakeholders in on the process up 

front. Collaboration is a must.

3. As SBHAs are at varying levels of implementation and are using federal funds for a variety of initiatives, 

qualitative data reporting at the national level may prove to be the most meaningful to show impact.
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On July 16, 2022, 988, the new dialing code for the National Suicide Prevention Lifeline (“Lifeline”) will be 

operational, increasing accessibility to behavioral health crisis services for more than 332 million 

Americans. It is estimated that the implementation of 988 will double demand for Lifeline services, 

which in turn will increase demand for ancillary crisis services such as mobile crisis response and crisis 

stabilization units.1 Because of this anticipated increase in demand, it is critical that states augment their crisis 

continuums so that law enforcement does not become or continue to be the default responder to crisis calls 

that require an in-person response.2 To meet this anticipated demand, state behavioral health authorities 

(SBHAs) are leveraging up to $1.467 billion in new federal funds from the Mental Health Block Grant (MHBG) 

and the American Rescue Plan (ARP), plus an additional $282 million to bolster their crisis continuums and 

transition to 988.*,3,4 These significant programmatic and funding changes make it necessary for SBHAs to 

understand how well their own crisis continuums work and how effective SBHAs are at providing seamless, high-

quality crisis care to individuals in need.

The goals of this paper are: 1) to identify which data and outcome measures are most important for SBHAs and 

other stakeholders to understand to ensure the effectiveness and continuity of behavioral health crisis services, 

2) to determine which data and outcome measures SBHAs are feasible and meaningful for all SBHAs to report to 
the Substance Abuse and Mental Health Services Administration (SAMHSA); and 3) to see how SBHAs analyze 
and present crisis data in the forms of dashboards and reports to monitor their systems and share important 
trends with key stakeholders (e.g. policymakers and constituents).

Methodology
An internet search for grey and white literature was conducted between December 2021 and February 2022. 

The goal of the internet search is to understand the importance of and identify best practices related to data 

collection, evaluation, and dissemination, specifically within the behavioral health service continuum. To ensure 

the most relevant and timely information is included, peer-reviewed journal articles and publications from 

nationally recognized associations published within the last five years are prioritized.

During October and November of 2021, the authors and other colleagues from the National Association of State 

Mental Health Program Directors Research Institute, Inc. (NRI) conducted a series of virtual interviews with 

representatives from the following twelve SBHAs: Alabama, Alaska, Colorado, Delaware, Georgia, Nebraska, 

North Carolina, Ohio, Oklahoma, Tennessee, Utah, and Vermont. These states were selected to participate in 

interviews based on the researchers’ knowledge about their mental health data systems, and/or the presence of 

a data dashboard on the SBHA’s website (in October 2021, NRI staff reviewed each SBHA’s website to identify 

those with robust data reporting systems). During these semi-structured interviews, researchers asked SBHA 

representatives about their use of data dashboards and reports, how the SBHA came to use data dashboards 

and reports for crisis services, and which data measures are most useful in monitoring the effectiveness and 

outcomes of crisis services. Interviewees were given the opportunity to review and provide feedback on the 

notes from their interviews and on a draft of this paper.

*The $1.467 billion is inclusive of the five percent MHBG set aside for crisis services ($42.25 million), as well as the total base allocation of
ARP funds ($1.424 billion) to SBHAs.  For FY 2021, SBHAs received an increase of five percent to their MHBG to be used for the
development or enhancement of evidence-based crisis care programs for individuals with a serious mental illness, including the
development or expansion of mobile crisis response teams and crisis stabilization units.  Although SAMHSA did not include specific 
guidance about the ARP funds and their use on crisis services, SAMHSA did emphasize that states were free to use any or all of the ARP
allotment to support the enhancement of crisis services.  In addition to these funds that are directly allocated to the SBHAs, in December
2021, HHS announced $282 million in new funds to SAMHSA to help transition the National Suicide Prevention Lifeline from its current
10-digit number to the three-digit dialing code 988. It is important to note that though the ARP funds are available to be used to enhance
crisis services, it is possible that few funds are allocated for this purpose.  One state noted that this influx of funds from the federal 
government may make it appear that the systems are flush with resources to enhance their crisis services system, when the reality is that
the SBHA is largely trying to stabilize a fractured service delivery system.
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A list of all measures and their definitions can be found in the Appendices: Appendix A contains metrics for call 

centers, Appendix B contains metrics for mobile crisis response, and Appendix C contains metrics for Crisis 

Stabilization Units and Residential Facilities.

Defining the Crisis Continuum
SAMHSA’s National Guidelines for Behavioral Health Crisis Care (“National Guidelines”) outlines the necessary 

services and best practices to deliver an effective crisis continuum. According to SAMHSA, a comprehensive 

crisis service array includes three essential types of services, including centralized crisis lines that assess a caller’s 

needs and dispatch support; mobile crisis teams dispatched as needed in the community; and crisis receiving 

and stabilization facilities that are available to “anyone, anywhere, anytime.”5

According to NRI’s 2021 State Profiles, of the 48 responding SBHAs, 98 percent offer at least one of the crisis 

services recommended in the National Guidelines.6 Of those, 88 percent fund or operate 24-hour crisis hotline 

services, 88 percent fund or operate mobile crisis response, 65 percent fund or operate crisis stabilization units 

(<24-hour facilities), and 83 percent fund or operate crisis residential units (>24-hour facilities).7 In addition to 

the SBHA-sponsored crisis services, SAMHSA’s Lifeline, administered by Vibrant Emotional Health, is available via 

phone, chat, or text, 24-hours-a-day, seven-days-a-week in all 50 states and the District of Columbia. The U.S. 

territories are also working to implement 988 across their jurisdictions; American Samoa, Guam, the 

Commonwealth of the Northern Mariana Islands, Puerto Rico, and the Virgin Islands are all leveraging 

Cooperative Agreements from SAMHSA to build local 988 capacity.  However, the U.S. territories, especially the 

Pacific Jurisdictions face unique challenges of a small population often spread across multiple islands, and a 

limited provider workforce, which create obstacles for the provision of mobile crisis response teams and the 

implementation of crisis stabilization units. Tribal organizations are also working to implement 988.  Given their 

sovereign nature, tribal organizations are required to support their own 988 call centers and crisis continuums.  

988 presents an opportunity for state and tribal partners to come together to reduce health disparities for 

Native Americans. Washington State is one example where this is being put into action.  Currently, Lifeline calls 

are routed to call centers based on area code.  In Washington State, callers are given the option to press a 

button to be immediately directed to the 988 tribal behavioral health and suicide prevention hotline.7

The Lifeline has operated as an 800 number (1-800-273-TALK) that individuals can call to receive “free and 

confidential support” when experiencing “suicidal crisis or emotional distress.”8 As of July 16, 2022, callers are 

also able to access the Lifeline by dialing 988, a simple, easy-to-remember, three-digit-code. In addition to a 

more accessible number, the focus of the Lifeline is expected to broaden to become a resource for all behavioral 

health crises, not just those that involve suicidal ideation. The easy-to-remember number combined with the 

expanded Lifeline focus are expected to significantly increase demand for Lifeline calls, which will require an 

increase in capacity at the Lifeline call centers across the U.S., as well as increased coordination between Lifeline 

call centers and the SBHA-supported crisis services that respond to the needs of callers that cannot be resolved 

over the phone.9

To ensure that these services work together in a continuum, and that individuals in need of care do not “fall 

through the cracks,” especially as more individuals begin to engage with the behavioral health system through 

988, it is critical that SBHAs work with Lifeline call centers and their crisis providers to collect data, monitor 

outcomes, and implement continuous quality improvement plans. 

Collecting Data Across the Crisis Continuum
Data from the 2021 State Profiles indicate that the majority of SBHAs collect at least some data about their crisis 

continuums.  Slightly more than half of SBHAs with crisis hotlines, mobile crisis teams, and crisis residential 

facilities (>24 hour) collect data about their operations; and just more than one-third of SBHAs with crisis 

stabilization units (<24 hour) collect data about their operations (Figure 1).10 Compared to the number of SBHAs
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that operate and/or fund these services, there is still significant room for states to enhance their data collection 

activities around crisis services. 

Figure 1: Percentage of SBHAs Offering Specific Services and Collecting Data about those Crisis Services (n=48), 20216
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Metrics for Behavioral Health Crisis Hotlines
This section explores the types of measures recommended by industry leaders and accrediting bodies, as well as 

the key performance indicators collected and recommended by SBHAs for each service along the crisis 

continuum, including crisis hotlines, mobile crisis, crisis stabilization units, and crisis residential facilities, and 

measures that monitor transitions between each service to ensure that individuals in need are not overlooked 

or neglected.

Behavioral health crisis hotlines are an important component of the crisis continuum because they are and will 

increasingly be the point-of-entry for many individuals with a pressing need for behavioral health care. In the 

current landscape, a multitude of behavioral health crisis hotlines are often available to individuals in need, 

including centralized and regional hotlines supported by SBHAs, local crisis numbers made available by providers 

that offer telephonic crisis services after regular working hours, and Lifeline services through the current 800 

number, and soon to be 988 when it rolls out in July 2022.  Some states have decades of state support for non-

Lifeline local call centers that are much more heavily used 

when compared to Lifeline call centers. For example, the 

Georgia Crisis Access Line receives 14 times more calls per 

year than the Lifeline call centers operated in the state; 

and Arizona’s local call centers receive 10 times more calls 

than Lifeline call centers. Often these well-established call 

centers are integrated into their larger crisis continuums 

and are able to more easily refer callers to Mobile Crisis 

Response and Crisis Stabilization Units. Data about the 

quality, availability, and demand for these crisis hotline 

services are critical to understanding the overall need for 

crisis services along the continuum. Because multiple 

service systems are available for behavioral health crisis hotlines, it is critical to collect data about all three types 

of crisis call systems (Text Box) to understand their influence on the crisis continuum, especially as states will 

continue to operate their own local crisis numbers after 988 goes live, and many existing non-Lifeline call 

To understand their influence on the crisis 

continuum, it is critical to collect data about 

the use and effectiveness of all three types of 

crisis call systems:

• State & Regional Crisis Hotlines

• Local Provider Crisis Numbers

• National Suicide Prevention Lifeline, 

including 988
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centers will continue outside of 988 and will still receive calls from individuals experiencing a crisis. 

Recommendations from the National Suicide Prevention Lifeline and Crisis Now, measures collected by 

accrediting bodies and industries with similar hotlines, and the experience of SBHAs provide insight into which 

measures provide the most meaningful insight into the operations of these crisis hotline systems.

National Suicide Prevention Lifeline Crisis Call Center Metrics
In 2019, the National Suicide Prevention Lifeline published the guide, Crisis Call Center Metrics, to help the 

behavioral health crisis hotline industry standardize data definitions to facilitate data sharing and improve 

service quality.11 The recommendations contained in the guide were developed by a workgroup consisting of 

Lifeline crisis center directors and other experts in the behavioral health field.  The guide is intended to “be used 

as a point of reference in the establishment of realistic performance measures” for behavioral health crisis call 

centers.12

The Crisis Call Center Metrics guide (Guide) divides measures into three categories: 1) Service Measures, which 

measure the accessibility and speed of service; 2) Efficiency Measures, which measure contact handling, 

resource utilization, and cost efficiency; and 3) Quality Measures, which measure the demeanor, acumen, and 

adherence to protocol by call takers. Many measures identified in the Guide rely on reports from an Automatic 

Call Distribution (ACD) system, which “distribute[s] incoming calls based on pre-defined rules.” ACDs are able to 

queue and route calls; offer auto-attendant services; create data reports; supervise calls for quality assurance; 

route emails, texts, chats, and videos; and offer voice-over internet protocol, allowing call takers to respond to 

the calls remotely.13 The Guide acknowledges that only 55 percent of Lifeline call centers use an ACD, and this is 

likely attributed to the varying size of crisis call centers across the U.S., with the smaller centers not requiring an 

ACD to manage their smaller call volumes.14 The Guide recommends behavioral health crisis call centers collect 

the metrics identified in Table 1 below.

Table 1: Measures Recommended by the Call Center Metrics Guide15

Service Measures Efficiency Measures Quality Measures 
Accessibility Contact Handling Call-Handling Process

• Blockage: % of callers unable to access 
call center due to an insufficient 
number of phone lines. Callers receive 
busy signal

• Hours of Operation: Time of day call 
center can receive crisis calls.

• Self-Service Availability: Pre-recorded 
menu that greeting that provides 
information to callers without 
involvement of crisis counselor.

• Call Abandonment Rate: % of calls that 
disconnect after 30 seconds or two 
rings.

• Average Handle Time: Total talk time 
plus total after-call work time, divided 
by number of calls.

• After Call Work Time: Total time it takes 
counselor to complete all tasks 
associated with one call.

• On-Hold Time: Amount of time callers 
spend on hold.

• Telephone Etiquette: How a 
crisis counselor interacts with an 
individual (manners).

• Knowledge/Competency: How 
adept a counselor is at providing 
services.

• Error/Rework Rate: How 
frequently errors need to be 
corrected and work needs to be 
redone.

• Adherence to Protocol: How 
well a crisis counselor follows 
standard procedures.

Speed of Service Resource Utilization Resolution

• Service Level: % of calls answered 
within a certain amount of time.

• Average Speed of Answer: Total waiting 
time for answered calls divided by the 
number of total answered calls.

• Longest Delay in Queue: Longest period 
of time that a caller waits to connect 
with a crisis counselor

• Staff Occupancy: Time crisis counselors 
spend handling calls compared to time 
waiting for calls.

• Staff Shrinkage: % of paid time crisis 
counselors are unavailable to answer 
calls.

• Schedule Efficiency: Amount of 
overstaffing and understaffing that 
exists as a result of scheduling design.

• Schedule Adherence: How much time a 
counselor is actively working compared 
to their paid time.

• First-Call Resolution Rate: 
Number of calls resolved during 
initial interaction.

• Transfer Rate: % of calls that 
counselors transfer to another 
counselor within the call center, 
or to another entity.
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• Availability: How often counselors are
available to take calls and how long it
takes to resolve calls.

• Cost Efficiency: Uses cost per call
measure to determine how efficiently 
resources are being used.

• Cost Per Call: May be calculated as
strictly labor cost, or a cost that includes
all overhead.

Metrics Collected by the Crisis Now Scoring Tool for Call Center Hubs
Crisis Now, a collaboration between The National Association of State Mental Health Program Directors 

(NASMHPD), The National Action Alliance for Suicide Prevention, The National Suicide Prevention Lifeline, the 

National Council for Mental Wellbeing, and RI International, an organization that designs and delivers behavioral 

health crisis services offers a Scoring Tool that behavioral health call centers can use to see how well they are 

doing at meeting the criteria of Crisis Now model, recommended by SAMHSA in the National Guidelines. The 

Scoring Tool provides a series of metrics and criteria along a continuum that allows call centers to rate 

themselves and assign themselves a score based on the measures included in the tool. Scores help call centers 

determine how well integrated they are in the overall crisis continuum, as well as within the behavioral health 

system in the region, with level 1 being minimal integration, and level 5 being fully integrated where crisis 

services are “equal partners with first responders.”16 The more integrated a crisis call center is with the overall 

crisis continuum and behavioral health system, the better able it is to ensure care coordination and seamless 

transitions of care.5 Measures included in the Crisis Now Scoring Tool for call centers are provided in Table 2.17

Table 2: Metrics Included in the Crisis Now Scoring Tool for Call Centers18

Crisis Now Scoring Tool (Call Center Hub)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

 Call Center Exists  Meets Level 1 Criteria  Meets Level 2 Criteria  Meets Level 3 Criteria  Meets Level 4 Criteria

 24/7 Call Center in 
Place to Receive 
Behavioral Health 
Crisis Calls

 Locally Operated 24/7 
Call Center in Place to 
Receive Calls

 Hub for Effective 
Deployment of Mobile 
Teams

 Formal Data Sharing 
in Place Between 
Crisis Providers

 Integrated Data that 
Offers Real-Time Air 
Traffic Control 
Functioning

 Answer Calls within 30 
Seconds

 Answer Calls within 
25 Seconds

 Answer Calls within 20 
Seconds

 Answer Calls within 
15 Seconds

 GPS-Enabled Mobile 
Team Dispatch by 
Crisis Line

 Cold Referral to 
Community Resources 
or Better Connection 
to Care

 Warm Hand-off to 
Behavioral Health 
Crisis Providers

 Directly Connects to 
Facility-based Crisis 
Providers

 Coordinates Access to 
Available Crisis Beds

 Shared Bed Inventory 
and Connection to 
Available Crisis and 
Acute Beds

 Meets Lifeline 
Standards and 
Participates in 
National Network

 Staff Trained in Zero 
Suicide/Suicide Safer 
Care and Behavioral 
Health Services

 Call Abandonment 
Rate Under 20%

 Shared MOUs/ 
Protocols with Crisis 
Providers

 Priority Focus on 
Safety/Security

 URAC Call Center or 
Similar Accreditation

 Call Abandonment 
Rate Under 15%

 Some Call Center 
Access to Person- 
Specific Health Data 

 Some Peer Staffing 
within Call Center

 Single Point of Crisis 
Contact for the 
Region

 Call Abandonment 
Rate Under 10%

 Some Access to 
Person-Specific Data 
for All Crisis Providers

 Shares 
Documentation of 
Crisis with Providers

 24/7 Outpatient 
Scheduling with Same-
Day Appointment 
Availability

 Call Abandonment 
Rate Under 5%

 Real-Time 
Performance 
Outcomes Dashboard 
throughout the Crisis 
System
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Crisis Now Scoring Tool (Call Center Hub)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

 Peer Option Made 
Available to All 
Callers Based on 
Need

 Systematic Suicide 
Screening and Safety 
Planning

 Shared Status 
Disposition of 
Intensive Referrals

 Trauma-Informed 
Recovery Model 
Applied

 Suicide Care Best 
Practices that Include 
Follow-up Support

 Full Implementation 
of all Four Crisis Now 
Modern Principles 
(Required)

Metrics Collected by Related Accrediting Bodies and Industries
In addition to the metrics identified in Crisis Call Center Metrics and recommended by Crisis Now, measures used 

by related industries that maintain 24/7 hotlines (e.g., poison control and 911) and relevant accrediting bodies 

for health care call centers can provide insight into important indicators for behavioral health crisis call centers. 

The following organizations recommend call center metrics that may be helpful when determining which data 

points to collect for behavioral health crisis hotlines:

• The National Emergency Number Association (NENA) “works with 911 professionals nationwide, public 

policy leaders, emergency services and telecommunications industry partners, like-minded public safety 

associations, and other stakeholder groups to develop and carry out critical programs and initiatives, to 

facilitate the creation of an IP-based Next Generation 911 system, and to establish industry-leading 

standards, training, and certifications.”19

• The American Association of Poison Control Centers (AAPCC)  “supports the nation’s 55 poison centers 

in their efforts to prevent and treat poison exposures.” These call centers “offer free, confidential, 

expert medical advice, 24-hours-a-day, seven-days-a-week” through a helpline and online chat.20

• The Utilization Review Accreditation Commission (URAC) is a non-profit that promotes improvement in 

healthcare through accreditation, education, and measurement. The URAC sets minimum key 

performance indicator targets for accreditation.21

• The Alliance of Information and Referral Systems (AIRS) is the professional association for community 

Information and Referral and Information and Referral/Assistance providers. AIRS sets standards, 

accredits, and certifies in the community information and referral sector.22

• The Commission on Accreditation of Rehabilitation Facilities (CARF) “assists health and human services 

providers in improving the quality of their services, demonstrating value, and meeting internationally 

recognized organizational and program standards.”23

Crisis hotline measures identified most frequently by the accrediting bodies, related industries, and the Lifeline 

(NSPL) as being useful include:

• Speed of Answer: NSPL, AAPCC, URAC, AIRS, 

NENA

• Abandonment Rate: NSPL, AAPCC, URAC, AIRS

• Blockage: NSPL, URAC

• Hours of Operation: NSPL, CARF

• Average Talk/Handle Time: NSPL, AIRS

• Staff Occupancy: NSPL, AIRS
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Metrics Collected by State Behavioral Health Authorities for Behavioral Health Crisis Hotlines
Each of the 12 SBHAs interviewed for this report collect data related to their behavioral health crisis hotlines. 

During the interviews, SBHA staff were asked about the measures they collect, and which measures they find 

most useful in understanding how well their crisis hotline is performing. (Note: because this information was 

gathered during the interview, it is possible that interviewed SBHAs may collect additional measures related to 

their crisis hotlines not identified during the interviews.)  Measures collected by the 12 SBHAs noted in the 

interviews, and identified as being most important by at least one SBHA, include (in alphabetical order):

• Abandonment Rate

• Answer Rates

• Average Handle Time

• Average Speed of Answer

• Caller Acuity

• Caller Disposition

• Call Volume

• Connection to Resources

• Demographic Information

• First Time/Repeat Callers

• Location of Caller

• Number of Calls Resulting in 

Emergency/Mobile Dispatch, Active Rescues

• Number of Follow-Up Calls Made (including 

chats and texts)

• Result/Outcome of Call

• Service Level

Other measures collected by SBHAs, but not identified as most important, include:

• Reason for Calling/Presenting Concern

• Calls Diverted from ER/Higher Level of Care

• Call Source/Referral Source 

• Number of Referrals Made for Follow-Up

• Staffing Issues

• Percentage of Calls Dropped

• Number of Warm Handoffs Made/Declined

• Type of Service Provided 
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Figure 2 provides a breakdown of the percentage of SBHAs interviewed collecting or planning to collect† each 

measure (n=12), and the percentage of these SBHAs that identify each measure as most important (n=5).

Figure 2: Measures Collected by SBHAs and those Identified as Most Important by SBHAs Interviewed for this Report 

Average Handle Time 80%
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67%
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33%
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50%
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17%

Demographics 8%
50%

Follow-Up Calls Made 8%
25%

Presenting Concern/Reason for Calling 58%

Diverted from ER/Higher LOC 33%

Staffing Issues 25%

Referrals Made for Follow-Up 25%

Referral Source 33%

Type of Service Provided 17%

Warm Handoffs 17%

Calls Dropped 8%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Most Important (n=5) Collect (n=12)

Metrics for behavioral health call centers identified in Crisis Call Center Metrics, Crisis Now, and by the 

accrediting bodies listed above are included in the table in Appendix A. The table provides definitions and 

considerations for each measure, and highlights which of the 12 SBHAs interviewed for this report are collecting 

the measures, and which of these SBHAs indicated the measure to be most important.  

Collecting Demographic Information of Callers to Behavioral Health Crisis Hotlines
While half of the SBHAs interviewed for this report collecting demographic information during crisis calls, and 

one SBHA identifies it as one of the most important metrics, collecting demographic information during crisis 

† Alaska is planning to collect service level and average speed of answer but has not yet implemented a data collection process for these 
measures. 
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calls is extremely challenging. Many callers to a crisis hotline prefer to remain anonymous, and most SBHAs 

interviewed for this report indicate that they are successful at obtaining demographic information only 

approximately half the time.

Colorado’s Crisis Service System receives many inquiries about who uses the crisis hotline from the state 

legislature, as this information is especially useful with the “alarming increase” in suicide attempts and 

completions by youth and young adults during the pandemic (Lee, M., Personal Communication, November 16, 

2022). However, as noted callers often prefer to remain anonymous. If callers do give information, it is most 

likely that they provide date of birth and name, but not much beyond that. The state estimates that they receive 

more thorough demographic information 35 to 50 percent of the time (Lee, M., Personal Communication, 

November 16, 2021). The crisis line is able to cross reference with previous callers see if they have had prior 

contact with the crisis line and can retroactively fill in demographic information.

Georgia is also able to crosswalk caller data with information provided on prior calls. The call center is also able, 

in real time, to gather information through a reverse look up with its Medicaid records or prior call records if it is 

determined that mobile crisis needs to be dispatched or an active rescue needs to occur. Georgia’s DBHDD 

provides training information to crisis counselors on how to collect demographic information. They train crisis 

counselors to mingle questions about demographic information throughout the natural conversation. However, 

for urgent calls, demographic information is less likely to be collected.

Delaware’s crisis hotline attempts to collect demographic information but finds it extremely challenging to 

compassionately collect these data during an active crisis. The SBHA indicates that it “is impossible to ask about 

race;” however, crisis call operators are usually able to determine where a caller is calling from during the 

course of the crisis call, which can provide valuable information about a client’s cultural and linguistic needs, 

especially in a small state like Delaware. The SBHA notes that it is important to collect demographic information 

to determine if a lack of cultural and linguistic competence is a factor in dropped calls. (Wang, C., Personal 

Communication, November 10, 2021).

The SBHAs in Oklahoma, Tennessee, and Vermont indicate that they do not yet collect demographic data during 

crisis calls but are working to integrate this measure as 988 becomes a reality.

Limitations for Data Collection and Monitoring for Behavioral Health Crisis Hotlines
There are several important limitations to consider when establishing a data collection and monitoring system 

that are applicable to all types of behavioral health crisis call centers. Crisis call centers are complex and 

dynamic; therefore, no standard operating procedure applies universally to, or is appropriate for all behavioral 

health crisis call centers. The authors of Crisis Call Center Metrics note that, “crisis hotlines… experience 

significant variability in terms of call volume, caller needs, and potential interventions, making staffing (and 

therefore cost) projections challenging.”24 Variability in caller needs and interventions can range from the need 

for basic information and referrals, to crisis counseling, to conducting an active rescue to help an individual at 

imminent risk of harm to self or others. More acute calls may require multiple staff members to provide a 

variety of services simultaneously, (e.g., crisis counseling, coordinating emergency services, and conducting 

follow-up) which can impact the call center’s capacity to respond to additional incoming calls, thereby affecting 

their service metrics. The availability of resources also affects the accessibility of a call center, and there is no 

industry standard for what is considered an excessively long wait for service. While many SBHAs and call center 

managers set desirable metrics for answer time (e.g., answer calls within 30 seconds), the needs of the callers, 

costs of the crisis center, and funding resources significantly influence the attainability of these goals).25

12



Metrics for Mobile Crisis Response
Mobile Crisis Response is a critical component of a state’s behavioral health crisis continuum. While it is 

estimated that 80 percent of crisis calls can be resolved over the phone, the remaining 20 percent of callers 

require additional level of care. Mobile Crisis Teams provide this higher level of care in the community, reducing 

the reliance on and involvement of law enforcement, and divert many individuals experiencing a crisis away 

from emergency rooms, jails, or inpatient hospitalization. Coordination between crisis call centers, law 

enforcement, crisis stabilization units, and community providers is critical to ensuring seamless transitions 

between services, so that no individual is denied the care they need. Mobile Crisis Response measures 

recommended by Crisis Now and industries with similar services, as well as the experience of SBHAs provide 

insight into which measures provide the most meaningful insight into the operations of Mobile Crisis Teams 

within the larger crisis continuum. (Note that some states and localities offer mobile crisis response specifically 

for children, and that these services may necessitate collecting different metrics to monitor outcomes; for the 

purposes of this report, only metrics for adult services are included.)

Metrics Collected by the Crisis Now Scoring Tool for Mobile Outreach
Similar to its metrics for Crisis Hubs, Crisis Now makes available a Scoring Tool that Mobile Outreach teams can 

use to see how well they are doing at meeting the criteria of Crisis Now model, recommended by SAMHSA in the 

National Guidelines. The Scoring Tool provides a series of metrics and criteria along a continuum that Mobile 

Outreach Teams to rate themselves and assign themselves a score based on the measures included in the tool. 

Scores help Mobile Outreach Teams objectively understand how well integrated they are in the overall crisis 

continuum, as well as within the behavioral health system in the region, with level 1 being minimal integration, 

and level 5 being fully integrated where crisis services are “equal partners with first responders.”26 The more 

integrated Mobile Outreach Team is with the overall crisis continuum and behavioral health system, the better 

able it is to ensure care coordination and seamless transitions of care.27 Measures included in the Crisis Now 

Scoring Tool for Mobile Outreach Teams are provided in Table 3.28

Table 3: Metrics Included in the Crisis Now Scoring Tool for Mobile Outreach29

Crisis Now Scoring Tool (Mobile Outreach)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

 Mobile Teams are in 
Place for Part of the 
Region

 Meets Level 1 Criteria  Meets Level 2 Criteria  Meets Level 3 Criteria  Meets Level 4 Criteria

 Mobile Teams are 
Operating at Least 8 
Hours per Day in at 
Least Part of the 
Region

 Mobile Teams are 
Available Throughout 
the Region at Least 8 
Hours per Day

 Mobile Teams are 
Available Throughout 
the Region at Least 16 
Hours per Day

 Formal Data Sharing 
in Place Between 
Mobile Teams and All 
Crisis Providers

 Real-Time 
Performance 
Outcome Dashboards 
Throughout Crisis 
System

 Mobile Teams 
Respond to Calls 
within 2 Hours Where 
in Operation

 Mobile Teams 
Respond to Calls 
within 2 Hours 
Throughout the 
Region

 Mobile Teams 
Respond to Calls 
within 1.5 Hours 
Throughout the 
Region

 Mobile Teams 
Respond to Calls 
within 1 Hour 
Throughout the 
Region

 GPS-Enabled Mobile 
Team Dispatch by 
Crisis Line

 Mobile Teams 
Complete Community-
Based Assessments

 Mobile Team 
Assessments include 
All Essential Crisis 
Now Defined 
Elements

 Directly Connect to 
Facility-Based Crisis 
Providers as Needed

 Support Diversion 
Through Services to 
Resolve Crisis with 
Rate Over 60%

 Support Diversion 
Through Services to 
Resolve Crisis with 
Rate Over 75%

 Mobile Teams 
Connect to Additional 
Crisis Services as 
Needed

 Staff Trained in Zero 
Suicide/Suicide Safer 
Care and Behavioral 
Health Services

 Some Mobile Team 
Access to Person-
Specific Health Data

 Mobile Teams 
Receive Electronic 
Access to Some 
Health Information

 All Mobile Teams 
Include Peers
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Crisis Now Scoring Tool (Mobile Outreach)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

 Shared MOUs/ 
Protocols with Call 
Center Hub

 Priority Focus on 
Safety/Security

 Shared MOUs/ 
Protocols with Call 
Center and Crisis 
Facility-Based 
Providers 

 Trauma-Informed 
Recovery Model 
Applied 

 Shares 
Documentation of 
Crisis with Providers 

 Some Peer Staffing 
within Mobile Teams 

 Systematic Suicide 
Screening and Safety 
Planning 

 Shared Status 
Disposition of 
Intensive Referrals 

 Meets Person 
Wherever they are – 
Home, Park, Street, 
Shelter, etc. 

 Real-Time Access to 
Electronic Health 
Records 

 Suicide Care Best 
Practices that Include 
Follow-up Support 

 Full Implementation 
of all Four Crisis Now 
Modern Principles 
(Required) 

Metrics Collected by Related Industries
In addition to the key performance indicators identified by Crisis Now, measures used by related industries that 

dispatch clinical teams can provide insight into important indicators for behavioral health Mobile Crisis Teams. 

Metrics used by Emergency Medical Services’ (EMS) teams can be especially helpful for Mobile Crisis Teams. The 

National EMS Advisory Council and the National EMS Information System (NEMSIS) are two organizations that 

make recommendations for quality improvement for EMS teams for the information system: 

• National Emergency Medical Services (EMS) Advisory Council (NEMSAC) was established by Congress in 

2007 and is a “nationally recognized council of EMS representatives and consumers [that] provides 

advice and recommendations regarding EMS to NHTSA (the National Highway Traffic Safety 

Administration) in the Department of Transportation and to the members of the Federal Interagency 

Committee on EMS. [It] provides a forum for the development, consideration, and communication of 

information from a knowledgeable and independent perspective.”30

• National EMS Information System (NEMSIS) “is the national database that is used to store EMS data 

from the United States and territories.  NEMSIS is a universal standard for how patient care information 

resulting from an emergency 911 call for assistance is collected.”31 NEMSIS recommends EMS teams to 

collect the following measures that are relevant to Mobile Crisis Teams:32

• Demographics, including County, State, Zip Code, Gender, Race, and Age

• Type of Service Requested/Type of Service Provided/Type of Service Denied

• Type of Delays:

o Dispatch delays are any time delays that occur from the referring public safety entity to the time 

EMS receives notification to dispatch. 

o Response delays are any time delays that occur from when the unit is notified to dispatch to the 

time the unit arrives on scene. May include poor directions/unable to locate, excessive distance, 

route obstruction (e.g., train or construction), vehicle failure, weather, etc. 

o Scene delays occur from the time the EMS unit arrives on scene to the time the unit leaves the 

scene.  Scene delays may be caused by crowds, language barriers, weather, etc. 

o Turn-around delays are the amount of time it takes to resolve on scene to when the EMS team 

can go back into service.
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• Insurance Status/Primary Method of Payment

• Service Location

• Primary Concern/Reason for Calling

• Secondary Concerns

• Length of Field Assessment

• Initial Patient Acuity/Final Patient Acuity

• Barriers to Patient Care.  May include cultural, custom, religious barriers; language barriers; physical 

barriers; uncooperative patient; suspected drug or alcohol use; etc.

• Medication Administered, including Narcan for suspected opioid overdoses

• Patient Disposition

• Destination After EMS Intervention

• Reason for Choosing Destination

• Level of Service

Metrics Collected by State Behavioral Health Authorities for Mobile Crisis Response 
Of the 12 SBHAs interviewed for this report, 10 have mobile crisis teams available statewide, and each monitors 

data about the operation of these teams. Alabama has mobile crisis teams available in a few regions of the state 

and does not collect data about these teams. Alaska’s SBHA does not offer mobile crisis services due to the 

remote nature of the state but is exploring how to implement these services in urban areas.  

During the interviews, SBHA staff were asked about the measures they collect, and which measures they find 

most useful in understanding how well their mobile crisis teams are performing. (Note: because this information 

was gathered during the interview, it is possible that SBHAs collect additional measures related to their mobile 

crisis teams; Oklahoma did not provide details about the metrics it collects). Four SBHAs provided feedback on 

which metrics they identify as most important. Measures collected by the nine SBHAs that provided details, and 

identified as being most important by at least one SBHA, include (in alphabetical order):

• Assessments Completed

• Availability of Services

• Case Review Completion within 30 Days

• Disposition of Mobile Dispatch

• Diversion Rates (from jails, EDs, inpatient)

• Follow-Up Service Connections

• Response Time

• Satisfaction Survey 

Other measures collected by SBHAs, but not identified as most important, include:

• Date and Time of Service 

• Demographics

• Diagnosis

• Duration of Service 

• Insurance Status

• Law Enforcement Involvement

• Living Arrangements

• Method of Response 

• Number of Dispatches

• Presenting Concerns

• Service Location 

• Service Outcome 

• Staffing Levels and Vacancies

Figure 3 on the following page provides a breakdown of the percentage of interviewed SBHAs collecting each 

measure (n=10), and the percentage of interviewed SBHAs that identify each measure as most important (n=4).
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Figure 3: Measures Collected and Identified as Most Important by the Interviewed SBHAs for Mobile Crisis Response

Response Time 50%
56%

Disposition of Mobile Dispatch 50%
89%

Satisfaction Survey 25%
11%

Follow-Up Service Connections 25%
11%

Diversion Rates 25%
22%

Case Review Completion 25%
11%

Availability of Services 25%
22%

Assessments Completed 25%
33%

Chief Complaint 33%

Resolution Status 33%

Staffing Levels and Vacancies 11%

Service Outcome 22%

Service Location 56%

Referral Source 44%

Perception of Alternative 11%

Number Taken to ER for Medical Clearance 11%

Number of Dispatches 33%

Method of Response 11%

Living Arrangements 11%

Duration of Service 22%

Law Enforcement Involvement 11%

Insurance Status 11%

Diagnosis 22%

Demographics 56%

Date and Time of Service 22%

Presenting Concerns 22%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Most Important (n=4) Collect (n=9)

Metrics for mobile crisis response identified by Crisis Now, NEMSIS, and the SBHAs are included in the table in 

Appendix B. The table provides definitions and considerations for each measure, and highlights which of the 12
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SBHAs interviewed for this report are collecting the measures, and which SBHAs indicate the measure to be 
most important. 

Metrics for Crisis Stabilization Units (<24 hours) and Crisis Residential Facilities 
(>24 hours) 
Crisis stabilization units and crisis residential facilities provide short-and-medium-term services to individuals 
experiencing a behavioral health crisis. Crisis stabilization units provide short-term (less-than-24-hours) services in 
a home-like, non-hospital environment.3 Crisis residential facilities provide greater-than-24-hour care, with services 
usually available to individuals for up to three to five days and offer care more similar to inpatient services. Of the 
SBHAs interviewed for this report, all but one offer both types of services. The services are similar in nature, with 
individuals being admitted and discharged from a unit, so many of the measures SBHAs use to evaluate these 
services are the same. Measures recommended by Crisis Now for sub-acute stabilization facilities, as well as the 
experience of SBHAs provide insight into which measures provide the most meaningful insight into the 
operations of crisis stabilization unites and crisis residential facilities within the larger crisis continuum. 

Metrics Collected by Crisis Now Scoring Tool for Sub-Acute Stabilization (<24 hours)
The Crisis Now Scoring Tool also contains a section for sub-acute stabilization services, or crisis stabilization 
programs that provide less-than-24-hour-care. The Crisis Now model does not include crisis residential facilities 
that provide greater-than-24-hour-care; therefore, Crisis Now does not recommend metrics to analyze these 
services.  The Scoring Tool provides a series of metrics and criteria along a continuum that sub-acute 
stabilization units can use to rate themselves and assign themselves a score based on the measures included in 
the tool. Scores help these facilities objectively understand how well integrated they are in the overall crisis 
continuum, as well as within the behavioral health system in the region, with level 1 being minimal integration, 
and level 5 being fully integrated where crisis services are “equal partners with first responders.”33 The more 
integrated sub-acute facilities are with the overall crisis continuum and behavioral health system, the better 
able they are to ensure care coordination and seamless transitions of care.34 Measures included in the Crisis 
Now Scoring Tool for sub-acute stabilization facilities are provided in Table 4.35

Table 4: Metrics Included in the Crisis Now Scoring Tool for Sub-Acute Stabilization Units36

Crisis Now Scoring Tool (Sub-Acute Stabilization)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

� Sub-Acute 
Stabilization is in Place 
for Part of the Region

� Meets Level 1 Criteria � Meets Level 2 Criteria � Meets Level 3 Criteria � Meets Level 4 Criteria

� Have 24/7 Access to 
Psychiatrists or 
Master’s-Level 
Clinicians

� Some Form of 
Facility-Based Crisis is 
Available throughout 
the Region

� Crisis Beds/Chairs 
Available at a Ratio of 
at Least 3 per 100,000 
Census

� Formal Data Sharing 
with Sub-Acute 
Stabilization and All 
Crisis Providers

� Real-Time 
Performance 
Outcome Dashboards 
Throughout Crisis 
System

� In Counties with Sub-
Acute Stabilization, at 
Least 1 Bed/Chair per 
100,000 Census

� Crisis Beds/Chairs 
Available at a Ratio of 
at Least 2 per 100,000 
Census

� Shared 
MOUs/Protocols with 
Other Crisis Providers

� Staff Trained in Zero 
Suicide/Suicide Safer 
Care and Behavioral 
Health Services

� Offers Crisis 
Stabilization/ 
Observation Chairs as 
well as Sub-
Acute/Residential

� Multiple Providers 
Offering Facility-Based 
Crisis Services

� Some Crisis Facility 
Access to Person-
Specific Health Data

� Crisis Beds/Chairs 
Available at a Ratio of 
at Least 4 per 
100,000 Census

� Support Diversion 
from Acute Inpatient 
at Rate over 60%

� Incorporates Crisis 
Respite Services into 
Facility-Based Crisis 
Continuum

� Crisis Beds/Chairs 
Available at a Ratio of 
at Least 5 per 100,000 
Census

� Support Diversion 
from Acute Inpatient 
at Rate over 70%

� No Refusal to First 
Responder Drop Offs 
as Primary Service 
Location
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Crisis Now Scoring Tool (Sub-Acute Stabilization)

Level 1 (Minimal) Level 2 (Basic) Level 3 (Progressing) Level 4 (Close) Level 5 (Full)

 Priority Focus on 
Safety/Security

 Trauma-Informed 
Recovery Model 
Applied

 Direct Law 
Enforcement Drop 
Offs Accepted

 Least Restrictive 
Intervention and No-
Force First Model

 Operates in a Home-
Like Environment

 Systematic Suicide 
Screening and Safety 
Planning

 Some Peer Staffing 
within the Crisis 
Facility

 Sub-Acute 
Stabilization Receive 
Electronic Access to 
Some Health 
Information

 Shares 
Documentation of 
Crisis with Providers

 Bed Inventory and 
Referral Centralized 
through Crisis Line

 Suicide Care Best 
Practices that Include 
Follow-Up Support

 Utilize Peers as 
Integral Staff 
Members

 Shared Status 
Disposition of 
Intensive Referrals

 Law Enforcement 
Drop-Off Time Less 
than 10 Minutes

 Full Implementation 
of all 4 Crisis Now 
Modern Principles 
(Required)

Metrics Collected by State Behavioral Health Authorities for Crisis Stabilization and 

Residential Facilities
Of the 12 SBHAs interviewed for this report, 11 operate both crisis stabilization units and crisis residential 

facilities, and each monitors data about the operation of these services. Alaska’s SBHA does not yet offer these 

services but is standing these services up. 

During the interviews, SBHA staff were asked about the measures they collect, and which measures they find 

most useful in understanding how well crisis stabilization units and crisis residential facilities are performing 

(Note: because this information was gathered during the interview, it is possible that SBHAs collect additional 

measures related to these services.) Ten SBHAs provided insight into the measures they collect for these 

services, and five SBHAs provided feedback on which metrics they identify as most important. Measures 

collected by the 10 SBHAs that provided details, and identified as being most important by at least one SBHA, 

include (in alphabetical order):

• Admissions/Discharges

• Change in Acuity

• Community Referrals

• Diagnoses

• Disposition at Discharge

• Diversion Rate

• ED Utilization

• Length of Stay

• Occupancy Rate

• Readmission Rate

• Referral Source

• Response Time

• Satisfaction with Services

• Treatment Follow-Up

• Triage Assessment

• Waitlist

Other measures collected by SBHAs, but not identified as being most important, include:

• Assessments

• Commitment Status

• Completion Status

• Date and Time of Service

• Demographics

• Denial Rate

• Functional Impairments

• Insurance/Payer Status

• Law Enforcement Involvement

• Living Arrangement
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• Location of Service

• Mode of Arrival

• Perception of Alternative

• Presenting Concern

• Service Outcome

• Services Received

• Substance Use

• Trauma History

Figure 4 provides a breakdown of the percentage of interviewed SBHAs collecting each measure (n=10), and the 

percentage of interviewed SBHAs that identify each measure as most important (n=5).

Figure 4: Measures Collected and Identified as Most Important by Interviewed SBHAs for Crisis Receiving Units and Crisis 
Residential Facilities

Readmission Rates 60%

Diversion Rate 40%

Disposition at Discharge 40%
70%

Waitlist 20%
10%

Triage Assessment 20%
30%

Treatment Follow-Up 20%

Satisfaction 20%

Occupancy Rates 30%

Referral Source 20% 40%

Length of Stay 20% 90%

ED Utilization 20%10%

Diagnoses 20%

Change in Acuity 20%

Average Response Time 20%

Admissions/Discharges 20% 50%

Community Referrals 10% 30%

Trauma History 10%

Substance Use 10%

Services Received 10%

Service Outcome 30%

Presenting Concern 10%

Perception of Alternative 10%

Mode of Arrival 50%

Location of Service 20%

Living Arrangement 20%

Law Enforcement Involvement 20%

Commitment Status 20%

Insurance/Payer Status 30%

Functional Impairments 10%

Denial Rate 20%

Demographics 50%

Date and Time of Service 30%

Completion Status 10%

Assessments 10%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Most Important (n=5) Collects (n=10)
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Metrics that Monitor Service Transitions and Diversion
While many metrics help individual SBHAs and providers understand the quality of their specific services, few 

measures are available and collected by SBHAs that show how well individuals navigate through the behavioral 

health crisis continuum, and how effective crisis services are at diverting individuals from higher levels of care, 

including emergency departments (ED), jails and correctional facilities, and inpatient hospitalizations. The Crisis 

Now scoring tool for stabilization units does ask for a reflection on whether the least restrictive and non-

coercive intervention was used, but this metric could also be relevant for mobile responses to track when police 

are called to help maximize appropriate use of law enforcement and minimize inappropriate use of them and 

other coercive techniques in crisis response. In Lending Hands,37 some of these dynamics are articulated. 

Nonetheless, SBHAs interviewed for this report did not distinguish between diversion from EDs, jails, other 

correctional facilities, and inpatient settings; however, understanding which settings individuals are diverted 

from, and the frequency of use of less restrictive interventions, can be helpful to SBHAs in monitoring outcomes 

and determining cost savings to the overall system due to improved crisis services.‡  Measures in Table 5 are 

identified as being helpful by SBHAs to monitor service transitions and diversion.

Table 5: Measures that Monitor Service Transitions and Diversion

Measure Definition and Notes SBHAs Collecting for at 
Least One Crisis Setting

Answer Rates, 
Abandonment Rate, 
Blockage, Calls Dropped

These measures show how efficiently the crisis call center is at 
responding to calls to reduce the likelihood that individuals give up on 
reaching out for help.  Poor outcomes for these measures may indicate 
issues with staffing resources or technology challenges.

AL, AK, CO, GA, NC, NE, 
OH, OH, TN, UT, VT

Availability of Services Both geographic availability and the hours services are available.  A 
measure of how accessible services are.

OH, TN

Barriers to Care Any obstacle to providing crisis care.  May include cultural, customs, or 
religious barriers; physical barriers; uncooperative patient; suspected 
drug or alcohol use; etc. Helps understand why services are not 
rendered, why they may be declined, and/or why they may not produce 
desired outcomes.

None

Case Review Completion 
Status for Individuals with 
More than 3 Crisis Contacts 
in 30 Days

Measure of the number of case reviews that have been completed for 
individuals who have had three or more contacts with the crisis system 
within 30 days.  Allows providers and SBHA to understand why 
individuals may seek out repeat contacts and ensure that all potential 
services have been offered to the client and why those services may not 
have been effective or accepted by client.

TN

Connection to Resources Documentation of which community and crisis resources individuals 
are connected to during services.  An indication of which additional 
resources were offered as options to the caller.  Allows crisis service 
providers and other stakeholders to determine if all supportive resources 
were provided to prevent higher levels of care/institutionalization.  
Similar to Type of Services Provided.

AL, AK, OH, OK, TN

Demographic Information Age, race, gender, ethnicity, and county of location.  Helps SBHAs 
identify need by population groups and focus outreach and services to 
these populations.

AK, CO, GA, NE, OH, TN, 
UT

Denial Rate Number of individuals denied services by mobile crisis teams, crisis 
stabilization units, or residential facilities.

AL, GA

Disposition of Care Destination of individual receiving crisis services.  Helps SBHAs and 
providers understand where an individual goes after receiving services.  
This may include back to the community with follow-up services 
scheduled, other crisis services, emergency rooms, or other inpatient 
units.  This data point is critical as it captures the connection point 
between crisis services within the continuum.

AL, GA, CO, GA, NE, NC, 
OH, TN, UT, VT

‡ As noted above, the metric monitoring least restrictive intervention and no-force first is valuable in a variety of settings, 
including mobile crisis response and sub-acute stabilization to help optimize positive responses to behavioral health crises.
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Measure Definition and Notes SBHAs Collecting for at 
Least One Crisis Setting

Diversion Rates Number of individuals that would have required emergency room or 
inpatient care, or law enforcement involvement had they not received 
the crisis intervention.  Measure demonstrates that services are 
effective at keeping individuals in the community.

AL, GA, NC, TN, UT, VT

First-Call Resolution Rate Number of crisis calls resolved on the first interaction.  Helps 
understand the effectiveness of crisis call centers to ensure they are 
meeting the needs of the community.  Goal 70-75% is desirable.

AK, NE, TN

Follow-Up Calls Made/ 
Number of Referrals Made 
for Follow-up

The number of calls, chats, or texts crisis services providers (from all 
settings) make post-intervention.  Typically required within 24-36 hours 
of service provision.  Measure ensures that individuals are doing well, 
and crisis has resolved; also helps ensure individuals successfully connect 
with community resources, and any issues connecting with resources can 
be resolved.

AL, OH, OH, NC, TN, UT, 
VT

Living Arrangement Living situation of individual served.  Can help SBHAs and providers 
identify challenges in the availability of community services (e.g., housing 
supports)

TN, UT

Number and Status of 
Warm Handoffs

Number of warm handoffs made by the crisis line, including a 
distinction of those that were declined.  Helps ensure continuity along 
the continuum.

TN, UT

Number of Calls Resulting in 
Emergency Dispatch/Mobile 
Dispatch/Active Rescue

Operationalized as the number of callers expressing suicidal 
thoughts/at imminent risk of harm to self or others, and the number of 
active rescues through emergency dispatches and mobile crisis 
dispatch.  An indication of the number of calls that cannot be diverted 
from higher levels of care (even along the continuum).

AK, DE, GA, NE, NC, TN, 
UT, VT

Number of Repeat Callers Number of callers that call the crisis line more than once.  Similar to 
first-call resolution rate.  Helps the SBHA understand where additional 
resources may be needed in the community.

AK, NE

Readmission Rates Number of individuals readmitted to crisis residential facilities within 
30 calendar days.  Measure may indicate a lack of effective supports in 
the community.

AL, CO, GA< NC, OH, TN

Referral Source Source of crisis call/mobile dispatch/check-in to crisis 
stabilization/residential.  Helps to understand that the crisis system is 
working effectively and other agencies and behavioral health providers 
understand that crisis services are available.  For crisis providers, can 
help increase understanding of quality (e.g., if a crisis operator refers a 
significant number of individuals for mobile crisis or law enforcement 
involvement/active rescue, targeted training can occur to ensure the 
operator is following best practices and offering effective services).  Ohio 
indicates this represents the connection to the entire crisis continuum 
and is critical for understanding linkages between services.

GA, NE, OH, TN, UT

Response Time The amount of time between dispatch of mobile crisis team and the 
arrival of mobile crisis team.  Crisis Now goals range from response 
within one hour to two hours.  Response times in rural areas will likely be 
longer than in urban corridors.  Longer response times may be 
associated with individuals giving up and not receiving services in a 
timely manner to address their crisis.

CO, GA, OH, TN, UT

Result/Outcome of Service/ 
Resolution Status/ 
Completion Status

Outcome of crisis service.  Helps determine if crisis was resolved or 
acuity lessened during crisis intervention.  Shows that services result in 
positive outcomes.

CO, OH, TN, UT, VT

Type of Services Provided/ 
Offered/Declined

A count of the services provided, services offered, and services declined 
by individual during the course of crisis care.  This enables SBHAs with 
client-level information to retroactively review client records to ensure 
that all potential services were exhausted prior to an individual being 
admitted to higher levels of care.

DE, OH, TN

Waitlist Number of individuals waiting for beds/chairs to become available at 
crisis stabilization units and residential facilities.  A measure that shows 
capacity for services is not meeting community demand.

NE

21



Availability of Data to Understand the Relationship Between Crisis Services and 

Suicide Rates
SAMHSA’s National Guidelines recommends that behavioral health crisis staff at call centers and on mobile crisis 

teams be trained in suicide screening, safety planning, and suicide care best practices. One of the primary goals 

of crisis services is to reduce suicide attempts and completions; however, according to the SBHAs interviewed in 

this report, few have access to suicide data to make any meaningful comparisons between the implementation 

and enhancement of crisis services and changes in suicide rate. While all states maintain vital statistics, including 

suicide death rates, SBHAs typically do not maintain the data internally, and must often work with their State 

Department of Health to collect suicide data. While this is possible in the majority of SBHAs interviewed for this 

report, the data they receive is often delayed by as much as a year. Oklahoma’s SBHA accesses suicide data 

through a relationship with the State’s Medical Examiner and can manipulate data on an internal dashboard by 

demographics to identify trends across the state. Table 6 provides an overview of how the SBHAs interviewed 

for this report access and use suicide data (Note: the accessibility and use of North Carolina, Tennessee, and 

Utah’s suicide data were not discussed during the interviews; therefore, information is unavailable).

Table 6: Examples of Availability and Accessibility of Suicide Data by SBHAs of those SBHAs Interviewed

State Agency that Collects Suicide 
Data

Accessibility of Data by SBHA

Alabama Alabama Department of 
Public Health, Vital Statistics

SBHA receives reports for state suicide and death rates. Able to analyze by age, race, and 
sex.

Alaska Alaska Department of Health 
and Social Services, Health 
Analytics and Vital Records

SBHA receives reports about suicide attempts and deaths; however, data are delayed 
approximately one year.  Working to get more real-time information to increase response 
rates.  Anecdotal information is helpful, when the agency hears of suicide rates spiking in 
individual communities, the SBHA is able to mobilize to respond.

Colorado Colorado Department of 
Public Health

SBHA interacts with DPH as needed; usually to develop targeted marketing campaigns

Delaware State Law Enforcement 
Agency and Department of 
Health and Social Service 
Data

Data systems are siloed, would be helpful if connected.  SBHA can access Law 
Enforcement data for suicide to understand the incidence rates and identify “hot spots” 
of attempts that are registered.  Suicide data for children and youth are difficult for the 
adult SBHA to access because the system is bifurcated; only can access data in the MHBG.

Georgia Department of Public Health Behavioral Health Prevention Office uses data.  DBHDD reviews where suicides happen, 
and age ranges of suicide attempts/completions.  These data inform programming and 
training, but SBHA is not able to determine relationships between increased crisis care 
and decreases in suicides.  Suicide data lag, making real-time analysis impossible.  SBHA is 
hiring an epidemiologist to explore the data to identify trends and develop strategies.

Nebraska Department of Public Health Suicidal ideation and attempt data are collected through the statewide call center.  More 
robust suicide data are available through the Department of Public Health, which tracks 
suicides through the vital statistics record system.

Ohio Ohio Hospital Association 
(OHA)

OHA collects data from emergency rooms related to suicide attempts.  The Office of 
Mental Health is working with OHA to try to obtain the data.  The SBHA is interested in 
understanding the number of psychiatric admissions to the ER, and how many are suicide 
related. 

Oklahoma Office of the Medical 
Examiner

Oklahoma’s Department of Mental Health and Substance Abuse Services (ODMHSAS) 
downloads the Medical Examiner’s suicide and death data once per month.  Internal 
dashboards have been developed that sort suicides and other deaths in the state by 
demographics.

Vermont State Law Enforcement 
Agency and Vermont 
Department of Health

SBHA works with the State Police to capture suicide data.  Suicide data reporting are 
delayed, and it is difficult to identify connections between service availability/provision 
and suicide rates.  The state does retroactive analyses to determine when an individual’s 
last point of contact was with the behavioral health system before 
attempting/completing suicide.  The SBHA is also working to analyze the available suicide 
data by demographics and occupation.
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Metrics for Understanding the Behavioral Health Crisis Workforce
The behavioral health workforce shortage has been exacerbated by the COVID-19 pandemic. According to the 

Office of the Assistant Secretary for Planning and Evaluation (ASPE), “many people who require behavioral 

health services do not receive care, potentially due in part to behavioral health workforce shortages.”38 These 

workforce shortages are expected to continue through the foreseeable future, due to funding limitations and 

burn-out caused by working in high-stress environments. SBHAs that collect robust data about the demand for 

crisis services, as well as data about staffing trends can better manage their systems to maximize efficiency 

while minimizing burnout for crisis providers. This will be especially helpful when 988 launches and the demand 

for crisis services increases, allowing SBHAs to plan for the demand and be able to provide the workforce 

capacity necessary to provide high-quality crisis care.

Of the SBHAs interviewed for this report, strategies to collect workforce data were discussed with six (Alabama, 

Colorado, Delaware, Ohio, Tennessee, and Vermont). Each of these six SBHAs collect data on staffing shortages 

and vacancies. Tennessee noted that it has no systematic way to collect these data, but it would be helpful to 

understand. Colorado and Alabama each collect data on staff trainings, staff turnover, and cultural and linguistic 

competency; however, these data are not used in a systematic way to identify shortfalls and make 

improvements to the system. In the fall of 2021, Ohio released a forecasting report it conducted in partnership 

with Deloitte that alerts the SBHA about needs by provider credential and county. The report also provides 

projections for the workforce and anticipated demand for services over the next five, ten years, and makes 

recommendations on strategies to enhance the workforce to meet anticipated need. Delaware’s SBHA 

suggested incorporating service volume and peak-time information with the staffing model to more efficiently 

staff call centers, mobile crisis teams, and crisis stabilization/residential units.

Specific measures collected by SBHAs that increase understanding of needs for the behavioral health crisis 

workforce are provided in Table 7.

Table 7: Measures Collected by SBHAs to Increase Understanding of Staffing Needs

Measure Definition SBHAs Collecting

Average Handle Time Total talk time plus after-call work time, divided by the number of calls.  Helps 
SBHAs and call centers develop staffing plans to meet the needs of callers.

AL, NE, NC, OH, TN

Demographic Information – 
specifically, Location

Location information (county of residence) helps identify regional demand so 
SBHAs can effectively assign resources to areas with greater need.

AK, CO, GA, NE, 
OH, TN

Service Location/Setting Where intervention occurs.  Measure helps determine hotspots for need to 
understand staffing and programmatic requirements.

GA, OH, TN, UT, VT

Staffing Levels for Call 
Centers

SBHAs monitor staffing levels at call centers that can be analyzed with call volume 
to identify best times for staffing surges.

CO, DE, GA, UT, VT

Staffing Service Level An indication of which providers are used and needed to provide services (e.g., 
social workers, peers, etc.).

None

Waitlist An indication that the amount of available services do not meet community 
demand.

NE

Considerations for National Reporting
SBHAs identified a handful of measures that they find to be most meaningful to understanding the performance 

of their crisis service continuums. These measures are identified in Table 8.

Table 8: Meaningful Measures Identified by Interviewed SBHAs to Monitor Crisis Services Continuum

Crisis Setting Measures (Alphabetical Order)

Crisis Hotlines • Abandonment Rate
• Answer Rate

• Average Handle Time

• Average Speed of Answer

• Caller Acuity
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Crisis Setting Measures (Alphabetical Order)

• Caller Disposition

• Call Volume

• Connection to Resources
• Demographic Information

• First Time/Repeat Callers

• Location of Callers

• Number of Calls Resulting in Emergency/Mobile Dispatch, Active Rescue

• Number of Follow-Up Calls Made (including chat and text)

• Result/Outcome of Call

• Service Level

Mobile Crisis Teams • Assessments Completed

• Availability of Services

• Case Review Completion within 30 Days

• Disposition of Mobile Dispatch

• Diversion Rates (from jails, EDs, inpatient settings)

• Follow-up Service Connections

• Response Time
• Satisfaction Survey

Crisis Stabilization/Residential Units • Admissions/Discharges

• Change in Acuity

• Community Referrals

• Diagnoses

• Disposition at Discharge

• Diversion Rate
• ED Utilization

• Length of Stay

• Occupancy Rate

• Readmission Rate

• Referral Source

• Response Time

• Satisfaction with Services

• Treatment Follow-Up

• Triage Assessment

• Waitlist

It is important to note that many of these measures are challenging to collect due to the de-centralized nature 

of crisis systems throughout the state, varied data infrastructure and reporting capabilities, and resource 

limitations to develop robust reporting abilities. The lack of standardized service definitions even within states, 

let alone across the country make it difficult to compare outcomes across regions and states.  When asked which 

measures SAMHSA might consider collecting from SBHAs about their crisis services systems to inform Congress 

about the effectiveness of the MHBG Set Aside, the SBHAs interviewed recommend measures that are clearly 

defined, not overly burdensome to collect, of high value, and that allow for meaningful comparisons across 

states, SBHAs recommend that SAMHSA collect the penetration rate of crisis services across the state. The 

penetration rate is a metric that shows how readily available crisis services are in a state. In addition, the SBHAs 

interviewed for this report also suggest reporting the amount of MHBG funds allocated to each service 

component, qualitative information on how MHBG funds are used for crisis services, and the impact of the 

funding on the state’s crisis continuum.  It is also critical that all aspects of the crisis continuum, not just 988 call 

centers, are reflected in the data collected.  Solely focusing on metrics related to 988 call centers will result in 

missing hundreds of thousands of calls that state and local crisis hotlines respond to each year.

Note that standardization of data definitions is necessary to make meaningful comparisons across the country. 

Any measures requested at the national level should be explicitly defined to ease burden on providers and the 

SBHA, as well as to create meaningful state comparisons and identify national trends. Specific recommendations 
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and concerns about data collection for the MHBG Crisis Set Aside raised by eight of the SBHAs interviewed 

include (Source: SBHA Interviews):

• “SAMHSA-required data collection and reporting should be limited to just the five percent set aside for 

crisis services. There would be concerns if any required data reporting expanded that would have a 

negative impact on the current SAMHSA Block Grant funds and their currently approved expenditure 

areas. The SBHA utilizes the funds to ensure the safety net foundation recovery services are in place as 

part of the mental health continuum of care. Also, for the new 5% set aside programs, providers should 

be given a warning and a period of time to implement newly required data reporting and to correct 

shortfalls before claw-backs are implemented.”

• “Providers and plan administrators complain about widget counting (i.e., the number of people who use 

a service); however, this is what the legislature is interested in and it is not too burdensome to report.  

While it is ideal to collect and track outcomes, the SBHA’s data system does not support this robust level 

of data collection.”

• “While meaningful and interesting, data related to demographics, de-escalation and diversion rates, 

suicide attempts resolved, and other outcomes are nearly impossible to collect at the state level.”

• “Crisis services vary in their sophistication and level of implementation across the states. Data about 

these services will be meaningless to SAMHSA, since the data do not allow for ‘apple-to-apple’ 

comparisons. Basic volume data is what SAMHSA can get from states that is meaningful, including how 

many are served.  Simple metrics will serve states best for now, since so much about data outcomes are 

dependent on the state’s context (e.g., are CCBHCs available, etc.).”

• “Recognizing that not all states have all elements of the crisis services continuum available statewide, 

the SBHA recommends that SAMHSA track the availability of those services in states.”

• “Our crisis system is brand new, so what our state can report specific to crisis services is limited.  

Measures reported to SAMHSA should not be so complicated that states who are not at the same level 

of implementation are penalized.  Our SBHA provides a lot of information about the system as a whole 

in URS reporting; therefore, it is important that any measures requested by SAMHSA are not duplicative.  

It would be my dream if SAMHSA just asked open-ended questions!”

• “Our state allocated the entire 5% Set Aside to the National Suicide Prevention Lifeline.  Providing data 

about the entire crisis system in the state will not be an accurate indication of how effective the MHBG 

funds are in our state. Recognizing that our state has more sophisticated data collection capacities, it 

would be useful to report data on diversion rates.”

• “If we had all the money in the world, we could get into infinite metrics. But given that so many states 

are relatively elementary in their build outs, it is not realistic to ask for sophisticated data points.  All 

SBHAs could provide information about how the MHBG funds are allocated (e.g., how much to each 

service), and what are the funds used for (e.g., hire people or build out data infrastructure). Most SBHAs 

so not have the continuum to report back on, or the ability to report complex metrics. But they can 

report on the number of contacts in each element of the system.”
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Displaying and Reporting Data on the Crisis Continuum
Data dashboards are useful management tools that allow SBHAs and providers to track the overall performance 

of their crisis continuum and quickly convey important information about how well crisis services are working 

across the state, within a region, or even within or between specific providers. “Data dashboards display real-

time key metrics and performance indicators that are essential for guiding decisions.”39 Data dashboards are 

easily accessible, and results and outcomes are easily shared with key stakeholders, including the general public, 

individuals and families in need of services, state and local agencies, policy makers, and others.

Dashboards, when used by SBHAs, can be used for oversight reporting and management reporting. Dashboards 

may be publicly available, or only available to specific stakeholders. Oversight reports, which may be part of a 

state’s requirement or tradition of government transparency, are a way for the SBHA to tell other stakeholders, 

such as the legislature, governor’s office, or others how the system is working. SBHAs seeking support or 

additional funding may use reports produced by data dashboards to display their successes. Although data 

dashboards are useful at telling the story about how well the crisis continuum is working, they require significant 

investment in data infrastructure and reporting commitments to be meaningful. Because of this significant 

commitment, few SBHAs manage data dashboards for their crisis continuums.

An internet search in the fall of 2021 of all SBHA websites in the U.S. identified only three SBHAs that operate 

publicly facing data dashboards for any services within their crisis continuum. Of the SBHAs interviewed, three 

more operate internal data dashboards. Only two of these SBHAs, Tennessee and Vermont, maintain a 

dashboard for all services across their crisis continuums, including crisis hotlines, mobile crisis teams, crisis 

stabilization units, and/or crisis residential facilities (Vermont does not offer crisis stabilization units). Colorado’s 

SBHA maintains a publicly facing dashboard for its behavioral health crisis hotline; Georgia and Utah maintain 

internal dashboards for their mobile crisis teams; and Utah maintains an internal dashboard for its crisis 

stabilization and crisis residential units. Table 9 below provides an overview of dashboard usage within the 

SBHAs interviewed for this report.

Table 9: Dashboard Usage Among Interviewed SBHAs

State
Any Dashboard for 
Crisis Services?

Dashboard for Call 
Centers?

Dashboards for 
Mobile Crisis?

Dashboards for 
Crisis Stabilization?

Dashboards for 
Crisis Residential?

Alabama No* Collects Data Collects Data Collects Data Collects Data

Alaska No Collects Data N/A – Service Level 
Does Not Exist

N/A – Service Level 
Does Not Exist

N/A – Service Level 
Does Not Exist

Colorado Yes Dashboard Collects Data Collects Data Collects Data
Delaware No Collects Data Dashboard Collects Data No Data

Georgia Yes Collects Data Dashboard Collects Data Collects Data

Nebraska No Collects Data Collects Data Collects Data Collects Data

North Carolina No Collects Data Collects Data Collects Data Collects Data

Ohio No Collects Data Collects Data Collects Data Collects Data

Oklahoma No Collects Data Collects Data Collects Data Collects Data

Tennessee Yes Dashboard Dashboard Dashboard Dashboard

Utah Yes Collects Data* Dashboard Dashboard Dashboard

Vermont Yes Dashboard Dashboard N/A – Service Level 
Does Not Exist

Dashboard

*Indicates SBHA is planning to develop a data dashboard for this level of service.

26



Use of Data Dashboards and Reports by SBHAs
SBHAs are at varying stages of dashboard implementation for their crisis service continuums.  Five of the SBHAs 

interviewed for this report indicated that they operate dashboards related to their crisis service continuum. The 

data dashboards across these five states range in complexity. One SBHA maintains dynamic data dashboards 

that allow SBHA staff to track services at an individual level, while other SBHAs maintain static databases that 

help tell the story of crisis services in the state at the provider, regional, or state level. This section provides an 

overview of each of five SBHA’s dashboards and discusses how each SBHA uses them to monitor and understand 

the strengths and weaknesses of their crisis service continuums.

Tennessee Department of Mental Health and Substance Abuse Services’ Crisis Services 

Dashboard
Tennessee’s Department of Mental Health and Substance Abuse Services’ (TDMHSAS) maintains a public-facing 

crisis services dashboard that is designed “to provide more transparency to the general public around the 

services they fund.”  (M. Yancey, personal communication, November 15, 2022). Built with Tableau, the 

dashboard allows the public to 

understand how many crisis 

assessments have been completed, 

either in-person or through the 

crisis hotline, since 2018 in each of 

the state’s 95 counties.  Figure 5 is a 

snapshot of the interactive 

dashboard available through 

Tennessee’s Open Data Portal. The 

dashboard is “helpful in terms of 

planning and policy because it 

allows [the SBHA] to home in on the 

areas of the state with the greatest 

needs related to crisis call 

assessments.”  (M. Yancey, personal 

communication, November 15, 

2022). The dashboard, in tandem 

with promotional videos and 

pamphlets, helps the public 

understand how they can access 

crisis services, and what to expect 

once they do.

Figure 5: Screenshot of Tennessee's Crisis Services Dashboard

TDMHSAS collects vast amounts of 

data beyond what are available on 

the public-facing dashboard and 

manages the crisis system through 

internally facing dashboards.  

Tennessee’s crisis services data are so robust that TDMHSAS is able to monitor an individual’s journey through 

the crisis services system to ensure they receive the highest quality care and do not “fall through the cracks” 

when receiving services along the continuum. Weekly, the SBHA compiles data in a report for the Commissioner 

that shows how many individuals in the past week were referred to a higher level of care, the number of 

individuals waiting for a bed in a crisis stabilization unit (compared to the census), and which resources and 
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services were offered to try to prevent diversion. If an individual’s crisis does result in inpatient hospitalization, 

TDMHSAS is able to look back at the services and resources they were offered to ensure that every opportunity 

to divert the individual from inpatient hospitalization was exhausted. This ability is especially valuable in the 

wake of the isolation and added stressors of the COVID-19 pandemic, which is increasing the acuity of crises 

across the state.

TDMHSAS implemented this system approximately one year ago in response to providers speaking up about the 

areas they feel are underfunded within the crisis continuum. This was the catalyst for TDMHSAS to thoroughly 

examine the data they had to see if they could truly understand where gaps existed in the crisis system.  At the 

time, TDMHSAS realized that the data they had available were not enough to identify the strengths and 

weaknesses within the system. The old system captured information about callers, and outcomes related to 

face-to-face service encounters, but did not allow them to track how people moved through the system. Strong 

leadership from the commissioner enabled TDMHSAS to significantly enhance their crisis management data 

system.  TDMHSAS brought together a variety of stakeholders, including internal IT partners, hospital services, 

TDMHSAS staff, TennCare (Medicaid) and providers to ensure that the best data possible are collected through 

this new endeavor. Providers expressed a strong desire for as much standardization in service definitions as 

possible to make it easier to compare outcomes across the state; although state staff noted that “even when 

standardized, it is hard to compare apples to apples,” noting that service experiences vary from provider to 

provider, service to service, and individual to individual. In addition to enhancing the data management system 

for crisis services, it also presented the state with an opportunity to better align services across agencies.

Vermont Department of Mental Health’s Online Scorecards
Vermont’s Department of Mental Health (DMH) maintains publicly facing, static, online scorecards that allow 

individuals to see annual values and trends over time for a variety of indicators.  In addition to the static 

scorecards, individuals can 

download PDF versions of the 

output reports, with minimal 

customization actions available 

(e.g., users can change 

formatting and display choices). 

Scorecards on the DMH website 

address suicide rates, use of 

emergency departments for self-

harm, percentage of individuals 

with a suicide plan, and 

percentage of individuals 

receiving non-emergency 

services within seven days of 

emergency services. Each 

scorecard also provides a “Story 

Behind the Curve,” which other 

agencies DMH is working with to 

address challenges, and a 

strategy for improving 

outcomes.  Figure 6 provides an 

example of the suicide deaths 

scorecard presented by DMH.

Figure 6: Screenshot of Vermont's Public-Facing Crisis Services’ Data Scorecard
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Vermont’s DMH relies on the scorecards to share information with the state legislature and other state agencies 

with a stake in behavioral health. They are also helpful in establishing provider agreements. The scorecards, and 

all data collection activities, help for DMH to hold themselves accountable for the quality of services provided, 

and help the agency remain transparent in its efforts.  DMH is improving its data dashboards by increasing the 

availability of both quantitative and qualitative data so that leadership can “see the story behind the curve to 

give a narrative around why measures are in place.”  (S. DeVoe, Personal Communication, January 24, 2022).

Colorado Crisis Services Data Dashboard
Colorado Crisis Services, run by the Office of Behavioral Health (OBH), maintains a public-facing dashboard with 

information about its statewide crisis hotline, warmline, and text line.  Built with Tableau, a premium data 

visualization tool, the dashboard was created in response to COVID-19 to address the “unprecedented increase 

in volume” the crisis hotline received during the start of the pandemic.  (Lee, M., Personal Communication, 

November 16, 2021). OBH receives Excel files containing data from the crisis hotline provider weekly to populate 

the dashboard. Data visualizations for the dashboard can be manipulated to show the number of calls to the 

crisis hotline by month, year, and activity by county. Crisis line data are broken down into average call per day by 

each service, and the percentage of requests for each service type (e.g., hotline, warm line, and text). County-

level activity data are displayed in an interactive map where users can see the average calls per month by 

county. See Figure 7 and Figure 8 on the following pages.

In addition to the data displayed on the dashboard, OBH also receives data about speed of answer, 

demographics, presenting concern of caller, abandonment rate, and staffing patterns, among other data points. 

OBH receives many inquiries for crisis hotline data, especially for demographic data to determine the number of 

callers under the age of 18 as there has been an alarming increase in youth suicides in the state since the start of 

the pandemic.

The data dashboards for the crisis hotline also help OBH determine staffing needs. The dashboards help OBH 

determine where the highest level of service need is in the state so they can better target training resources and 

monitor contracts to ensure staffing are at the appropriate levels. For instance, if there is an increased call 

volume from a certain region of the state, OBH can rework its provider contracts to provide more funding to 

accommodate for the increased demand.

The data dashboards are also used to respond to media requests and state legislature inquiries. OBH staff 

lament that rarely does anyone from other state agencies use the crisis services data, noting that greater 

participation and use of the dashboards by other stakeholders would help all stakeholders across the state to 

better understand the systemwide impact of crisis services and the influence of external events, such as the 

pandemic, on demand for services (Lee, M., Personal Communication, November 16, 2021).

29

https://tableau.state.co.us/t/CDOBH_Ext/views/RMCPWeeklyDashboard/CrisisLineDashboard?%3Aembed=y&%3Aiid=1&%3AisGuestRedirectFromVizportal=y


Figure 7: Screenshot of Colorado Crisis Services' Hotline Data Dashboard
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Figure 8: Screenshot of Colorado Crisis Services' Hotline Interactive Map
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Georgia
Georgia’s Department of Behavioral Health and Developmental Disabilities (DBHDD) receives crisis services data 

daily, weekly, monthly, and quarterly. These data generate reports and internal dashboards that are shared with 

stakeholders, including the Lifeline (for Lifeline call centers), DBHDD program managers, providers, the state 

legislature, and the governor’s office.  The type of data and service setting determines how often they are 

reported to DBHDD.

DBHDD crisis call centers report the following data that are used to generate static reports for stakeholders:

• Daily: Call volume, including calls related to COVID-19

• Weekly:

o Abandonment rate

o Speed to answer

• Monthly:

o Trends of call volume, abandonment rate, and speed to answer

o Staffing patterns

o Percentage of call originating from the Lifeline

o Answer rate

o Number of active rescues

While DBHDD does not utilize a dynamic dashboard for its call centers, the call centers do have dynamic 

dashboards that display real-time information. These dashboards are not yet accessible by DBHDD staff, but 

they are working with the call centers to enable access for DBHDD staff so that data are customizable based on 

role and permission.

Georgia’s DBHDD has dashboards for mobile crisis response.  Data are provided daily and monthly by region and 

statewide. Both dashboards are internal facing.  Dashboard data include the following:

• Number of counties served (statewide reports only)

• Number of Individuals served by age

• Response time

• Number of assessments

• Length of time for assessment (goal is to keep assessments within one hour)

• Number of individuals referred to the emergency room for medical clearance

• Location of service (e.g., street, social services agency, hospital, residence, etc.)

• Disability diagnoses, specifically for populations under the purview of the ADA Settlement Agreement

• Law enforcement involvement

Georgia’s DBHDD also does not maintain data dashboards for crisis stabilization units or crisis residential facilities, 

however, they are in the process of exploring how to operationalize a dashboard for these services. Should DBHDD 

develop a dashboard for these services, the key performance indicators that would be included are:

• Occupancy rates

• Number of admissions (volume)

• Diversion rates

• Average length of stay: Seven days for adult units, and 10 days for child and adolescent units

• Destination at discharge

• Readmission rates

• Denial rates: goal is fewer than 10% per year
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Although DBHDD does not have dashboards for crisis stabilization or residential facilities, they are able to use 

their live bed board to determine bed availability across the state.

Utah
Utah’s Division of Substance Abuse and Mental Health (DSAMH) maintains a public-facing dashboard that 

monitors the state’s mobile crisis response services (MCOT). Built with Tableau, the dashboard allows users to 

see the number of mobile crisis response services provided throughout the state, the number of follow-up 

services provided, location of services by county, age of individuals receiving services, insurance status of 

individuals receiving services, referral source, service setting, duration of service, and outcomes of mobile crisis 

response. See Figure 9 on the following page for a screenshot of Utah’s data dashboard for mobile crisis 

response services.

DSAMH also maintains an internally facing dashboard for its crisis stabilization units. This dashboard is not 

maintained in Tableau, but does contain protected patient information, as well as information about type of 

service (substance use or mental health); demographics; county of residence; language spoken; insurance 

status; living situation (prior to intake); primary and secondary presenting concerns; provider ID; date, time, and 

duration of service; initiator of service episode (e.g., who prompts the call or who brings the client into the 

receiving center), law enforcement involvement, length of time law enforcement (if involved) spends dropping 

an individual off, end of service location (e.g., where the client goes upon discharge), and client perception of 

alternative (e.g., where an individual perceives they would end up if crisis services are not available). DSAMH 

relies on individual mobile crisis teams and crisis stabilization providers to submit data.

The MCOT dashboard and internal dashboard for crisis stabilization units enable DSAMH to manage contracts, 

identify service gaps, understand service volumes, and help keep key stakeholders, including the state 

legislature and governor’s office, informed about the use and efficacy of state genal funds allocated to DSAMH. 

Similar to Tennessee, the eventual goal of Utah’s DSAMH is to align data components across the crisis service 

continuum and connect services to unique identifiers for each individual served by the system. This would 

enable the SBHA to determine how many times an individual accesses the system, which services are offered, 

which services they use, which services are declined, and the outcome of each service. DSAMH is in the process 

of refining its data collection and reporting systems to improve oversight and the management of the crisis 

service continuum.
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Figure 9: Screenshot of Utah's Mobile Crisis Response Services Dashboard
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Conclusion
The implementation of 988 in July of 2022 promises to significantly increase the number of persons contacting a 

behavioral health call center (SAMHSA’s “Someone to talk to”) instead of 911 to respond to behavioral health 

crises. The estimated doubling of demand for Lifeline services will provide an opportunity to connect individuals 

experiencing behavioral health crises needing additional care into ancillary crisis services: Someone to Respond 

to (e.g., mobile crisis response) and Some Place to Go for adults (e.g., crisis stabilization units) to effectively and 

efficiently respond to their needs and minimize contacts with law enforcement and emergency departments.  

The ability of these services to respond will determine whether crisis call centers (especially the new 988 

system) are effective at meeting the needs of individuals in crisis with appropriate and effective behavioral 

health services, or whether 988 have to default to contacting 911 and dispatch law enforcement because the 

“Someone to Respond” and “Some Place to go” set of services are not available. For SBHAs to determine how 

well their crisis service systems are meeting this increased demand and providing quality behavioral health crisis 

services where behavioral health professionals respond and no one “falls through the cracks,” it is necessary for 

them to collect and monitor data across their entire behavioral health crisis services continuum. Lessons from 

other SBHAs, national crisis organizations, and national associations in similar industries offer insight into which 

outcome measures are most critical for SBHAs to collect and monitor, at both the state and national reporting 

levels.

At the state level, the most important metrics for behavioral health crisis services are those that indicate volume 

(demand for services), speed of service, disposition of individual in need, repeat users of service, need for active 

rescue/law enforcement response/mobile dispatch, and diversion rates. Each of these metrics are useful in 

determining demand for services, how well individuals transition through the continuum, and effectiveness of 

services provided. The use of data dashboards and reports help SBHAs share how well the crisis service system, 

as well as individual components of the crisis continuum are working with stakeholders, including other state 

agencies, the state legislature, and the governors’ offices. While these metrics are useful at the state level, they 

are less feasible, and therefore less meaningful for national reporting.

Understanding how states are leveraging federal funds to improve their crisis service continuums is challenging 

to operationalize at a national level due to the de-centralized nature of crisis service systems within each state, 

variations in data infrastructure and reporting capabilities across the states, and the resource limitations SBHAs 

face in developing robust reporting abilities. Because of these challenges, the interviewed states recommend 

that initial national reporting should focus on the penetration rate for crisis services, the amount of funds 

allocated to each crisis service component, and qualitative information about how the additional funds are used 

in each state for crisis services. States recommended this type of information will provide the most meaningful 

national assessment of the impact of these additional funds and allow for better comparisons of impact across 

the states.

Collecting and reporting data about crisis services provides invaluable insight into how well a state’s crisis 

continuum is working, and allows SBHAs to adjust resources and change strategies to address any weaknesses in 

the system and to meet the increased demand associated with the implementation of 988. SBHAs can use 

interactive data dashboards and static reports to monitor the operations of their crisis services systems, share 

information with stakeholders, and make the case for additional resources to the state legislature and the 

governor’s office. More general, qualitative reporting of data at the national level will provide Congress and 

SAMHSA meaningful, much-needed information to understand how well their investments in state crisis services 

systems are working.
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Appendix A: Table of Key Performance Indicators for Behavioral Health Crisis Hotlines (Alphabetical Order)

Measure Definition Notes SBHAs Collecting (n=12)/Identifying as 
Most Important (n=5) 
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Adherence to 
Protocol

Requires telephone monitoring/recording of crisis 
counselors.

• Lifeline Quality/Call-Handling Process Measure None indicated.

After-Call Work 
Time

The amount of time a crisis counselor takes to finish all tasks 
associated with the call.  May include updating database, 
helpdesk, or customer relationship management; 
completing paperwork; collaborating with colleagues; 
sending emails; and updating calendars.

• Lifeline Efficiency/Contact Handling Measure None indicated.

Answer Rates Number of calls answered compared to the number of calls 
received by the hotline.  Includes breakdown of in-state 
answer rates.  For Lifeline, calls not answered by the original 
center are directed to other centers and count against a 
center’s answer rate.

• The goal for the new 988 Lifeline is 90% in-state 
answer rate

• 9 SBHAs Collect: AK, GA, NC, NE, OH, 
OK, TN, UT, VT

• 4 SBHAs Indicate Most Important: 
AK, NE, OH, TN

Average Handle 
Time

Total talk time plus total after-call work time, divided by the 
total number of calls.

• Lifeline Efficiency/Contact Handling Measure

• Tracked by AIRS.

• 5 SBHAs Collect: AL, NE, NC, OH, TN

• 4 SBHAs Indicate Most Important: 
NE, NC, OH, TN

Average Speed of 
Answer

Calculated as total waiting time for answered calls divided by 
the number of total answered calls.

• Lifeline Service/Speed Measure
• Tracked by American Association of Poison 

Control Centers

• URAC Goal: average speed of answer by live 
person within 30 seconds.

• Tracked by AIRS. Target of <90 seconds.

• Tracked by NENA. Target, 90% of 911 calls 
answered within 10 seconds.

• Crisis Now Goal: Answer within 15 to 30 
seconds.

• 5 SBHAs Collect: AL, CO, DE, GA, NC
• 1 SBHA Planning to Collect: AK

• 1 SBHA Indicates Most Important: NC

Blockage % of callers unable to access call center due to an 
insufficient number of phone lines.  Callers receive busy 
signal. To measure, review ACD reports.

• Lifeline Service/Accessibility Measure

• URAC Goal for Monthly Minimum Performance: 
<5%

None indicated.

Call Abandonment 
Rate

% of calls that disconnect after 30 seconds.  If pre-recorded 
greeting answers, time begins after the greeting has ended. 
On ACD reports, identified as calls that drop after 30 
seconds. For call centers without ACD reports, abandonment 
rate can be measured as the number of calls that hang up 
prior to the second ring.

• Lifeline Service/Accessibility Measure

• Tracked by AAPCC, excluding short abandons of 
less than 12 seconds. Also tracks average delay 
before abandon.

• URAC Goal for Monthly Minimum Performance: 
<5%

• Tracked by AIRS
• Crisis Now Goal: Abandonment rate between 

5% (level 5) and 20% (level 2).

• 3 SBHAs Collecting: CO, GA, NC

• 1 SBHA Indicates Most Important: NC

Caller Acuity Assesses severity of individual’s crisis. None • 2 SBHAs collect: NE, OH

• 1 SBHA Indicates Most Important: 
OH
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Caller Disposition Recommendation for post-crisis intervention.  Assists with 
evaluating diversionary efforts/scopes of triage and 
intervention services.  

None • 4 SBHAs Collect: NE, OH, TN, UT

• 3 SBHAs Indicate Most Important: 
OH, TN, UT

Calls Diverted 
from Emergency 
Room/ Higher 
Level of Care

Count of the number of callers that would have required 
emergency room or inpatient care had crisis call not 
occurred.  Documented as “imminent risk reduced” in 
Vermont.  Can be a sub-category of the measure Result of 
Call.

None • 4 SBHAs Collect: NC, TN, UT, VT

Calls Dropped Number of calls that are inadvertently disconnected by the 
call center, usually due to technical error.

None • 1 SBHA collects: AL

Call Source/ 
Referral Source

Source of call referral.  May include calls initiated by 
individuals or family, those initiated by Law Enforcement, 
referrals from the National Suicide Prevention Lifeline, etc. 

None • 3 SBHAs Collect: GA, NE, OH

Call Volume Number of calls that come into the crisis call center in a 
given period.  Changes in call volume can be used to make 
the case for adjusting funding levels for services.  Can be 
analyzed hourly, daily, monthly, quarterly, and annually.

• Tracked by AIRS • 11 SBHAs Collecting: AL, AK, CO, DE, 
GA, NE, NC, OH, OK, TN, UT

• 1 SBHA Indicates Most Important: NC

Connection to 
Resources

An indication of which additional resources were offered as 
options to the caller.  Allows the call center and other 
stakeholders to determine if all supportive resources were 
provided to prevent higher levels of care and 
institutionalization.

• • 2 SBHAs Collect: AK, TN

• 2 SBHAs Indicate Most Important: 
AK, TN

Cost Per Call Used to evaluate how efficiently resources are being used 
and to gauge return on investment.  Cost per call may be 
calculated as either strictly a labor cost, or a “fully loaded 
cost” that includes all overhead, including telecom, facilities, 
and other service costs.

• Lifeline Efficiency/Resource Utilization Measure None indicated.

Demographic 
Information

Enables SBHAs to identify need by population groups (e.g., 
age, race, ethnicity, gender) and focus outreach and services 
to these groups.

None • 6 SBHAs Collect: AK, CO, GA, NE, OH, 
TN

• 1 SBHA Indicates Most Important: AK

Error/Rework 
Rate

The % and types of rework that occur.  Typically captured by 
ACD systems.  Changes in processes can significantly reduce 
and/or increase the error and rework rate.

• Lifeline Quality/Call-Handling Process Measure None indicated.

First-Call 
Resolution Rate

Definitions vary across call centers whether call is resolved 
during initial interaction.  Goal of 70 to 75% is desirable. Can 
be a sub-category of the measure Result of Call.

• Lifeline Quality/Resolution Measure • 1 SBHA Collects: TN

• 2 SBHAs monitor the number of first-
time/unique callers: AK, NE.

First Time and 
Repeat Callers

Allows call centers and SBHAs to understand if there is a 
relationship between the rate of new callers and other 
events affecting the community (e.g., pandemic, natural 
disasters, terrorist attacks, shootings, etc.). For repeat 
callers, measure allows ABHA to work with other behavioral 
health organizations to provide coordinated services to high 
utilizers.

None • 2 SBHAs Collect: AK, NE

• 1 SBHA Indicates Most Important: AK
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Follow-Up Calls 
Made

The number of calls, chats, or texts that crisis operators 
make following-up with past callers.  Typically required 
within 24-36 hours of initial call.

None • 1 SBHA Collects: OH

Hours of 
Operation

For SBHAs without centralized 24/7 hotlines, it is important 
to understand which hours should be fully staffed at local 
call centers based on demand. Assess number of calls that 
arrive outside of business hours as well as the number of 
individuals that call back during business hours and conduct 
cost-benefit analysis of staffing.

• Lifeline Service/Accessibility Measure
• CARF Standard

• Crisis Now Goal: Services Available 24/7/365

None indicated.

Insurance Status Type of insurance caller has, or does not have. None • 1 SBHA Collects: NE

Location of Caller Often collected by caller zip code or area code.  Measure is 
helpful to understand regional utilization, allowing SBHA to 
conduct targeted outreach and expand capacity to meet 
community needs.

None • 4 SBHAs collect: AK, GA, NE, OK

• 1 SBHA Indicates Most Important: AK

Longest Delay in 
Queue

The longest period of time that a caller in a queue before 
connecting with a crisis counselor or hanging up.

• Lifeline Service/Speed Measure None indicated.

Mental Health 
Diagnosis of Caller

Documentation of the mental health diagnosis of a caller, if 
provided.

None • 1 SBHA Collects: NE

Number of Calls 
Resulting in 
Emergency 
Dispatch/Mobile 
Dispatch/Active 
Rescue

Operationalized as the number of callers expressing suicidal 
thoughts/at imminent risk of harm to self or others, and the 
number of active rescues through emergency dispatches 
(law enforcement) and mobile crisis dispatch.  Can be a sub-
category of the measure Result of Call.

None • 8 SBHAs Collect: AK, DE, GA, NE, NC, 
TN, UT, VT

• 3 SBHAs Indicate Most Important: 
AK, NE, UT

Number of 
Referrals Made 
for Follow-Up

Number of referrals for community-based services made by 
a crisis call operator.

• Crisis Now offers a spectrum of goals: minimal 
goal is to have cold referrals to community 
resources or better connection of care (level 1), 
warm handoff to behavioral health crisis 
providers (level 2), direct connection to facility-
based crisis providers (level 3), coordinate access 
to available crisis beds (level 4), shared bed 
inventory and connection to available crisis and 
acute beds through an integrated bed registry 
(level 5).

• 3 SBHAs Collect: TN, UT, VT

Number and 
Status of Warm 
Handoffs

Number of warm handoffs made by the crisis line, including 
a distinction of those that were declined.

None • 1 SBHA Collects: UT

On-Hold Time Amount of time callers spend on hold.  Used as a gauge for 
individual counselors and can indicate insufficient 
knowledge or confidence in handling calls independently.

• Lifeline Efficiency/Contact Handling Measure None indicated.
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Presenting 
Concern

Measure documents the reason an individual calls the crisis 
hotline.  It is helpful in understanding the needs of a specific 
community.  It has allowed states to monitor calls related to 
COVID, suicide, and the opioid crisis.  Call centers may also 
document secondary and tertiary concerns.

None • 7 SBHAs Collect: AK, CO, GA, NE, OH, 
TN, UT

Result/Outcome 
of Call

Outcome of call to the call center. None • 2 SBHAs Collect: TN, UT

Schedule 
Adherence

How much time a counselor is actively working compared to 
their paid time.  Measured by total time crisis counselor is 
available and dividing it by the time they are scheduled to 
work.  Takes into account breaks and non-call-related work.

• Lifeline Efficiency/Resource Utilization Measure • None indicated.

Schedule 
Efficiency

Measure of productivity that refers to the amount of 
overstaffing and understaffing that exists as a result of 
scheduling design.  Most effective measured in intervals 
over the course of a day.  Depending on the size of the call 
center, acceptable over or understaffing can range from 
plus/minus 1 or 2 to 5 staff.

• Lifeline Efficiency/Resource Utilization Measure • None, although 3 SBHAs monitor 
staffing measures: CO, GA, UT.

Service Level % of calls answered within a certain amount of time.  Used 
to calculate Average Speed of Answer.  There is no industry 
standard for ideal service level.  Productivity may decline 
when service levels improve as more staff are available and 
waiting to quickly answer high volumes of calls.

• Tracked by AIRS. Target is 80% of calls answered 
within 90 seconds.

• 5 SBHAs Collect: AL, CO, DE, GA, NC

• 1 SBHA Planning to Collect: AK

• 1 SBHA Indicates Most Important: NC

Staff Occupancy Time crisis counselors spend handling calls compared to 
waiting for calls.  A measure of productivity and resource 
utilization.

• Lifeline Efficiency/Resource Utilization Measure

• Tracked by AIRS. Target between 65% and 80%

• None, although 3 SBHAs monitor 
staffing measures: CO, GA, UT.

Staff Shrinkage % of paid time that crisis counselors are unavailable to 
answer calls.  There is no industry standard for staff 
shrinkage, and percentages can vary significantly day-to-day.

• Lifeline Efficiency/Resource Utilization Measure • None, although 3 SBHAs monitor 
staffing measures: CO, GA, UT.

Type of Service 
Provided

A count of the types of services provided during crisis calls, 
including case management, counseling, psychiatric 
evaluations, well-being checks, etc.

None • 2 SBHAs Collect: DE, TN
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Appendix B: Table of Key Performance Indicators for Mobile Crisis Response (Alphabetical Order)

Measure Definition & Notes Notes SBHAs Collecting (n=9; no mobile crisis 
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Assessments 
Completed

Number of community-based assessments completed by the 
mobile crisis team, including telehealth.

• Crisis Now Measure • 3 SBHAs Collect: GA, TN, VT

• 1 SBHA Indicates Most Important: VT

Availability of 
Services

Both geographic availability and hours mobile crisis teams 
are available to respond.

• Goal is 24/7/365.

• Crisis Now Goal: minimum goal of availability 8 
hours per day in at least part of the region, to 
24/7/365 availability with real-time 
performance outcome dashboards showing 
location, occupancy, and outcomes.

• 2 SBHAs Collect: OH, TN

• 1 SBHA Indicates Most Important: OH

Barriers to Care May include cultural, customs, or religious barriers; language 
barriers; physical barriers; uncooperative patient; suspected 
drug or alcohol use; etc.  Helps mobile crisis teams and 
SBHAs understand why services are not rendered, why they 
may be declined, or why they are not effective.

• Collected by NEMSIS None indicated.

Case Review 
Completion Status 
for Individuals 
with 3 or More 
Crisis Contacts in 
30 Days

Measure of the number of case reviews that have been 
completed for individuals who have had three or more 
contacts with the crisis system (including hotline, mobile 
crisis, crisis stabilization) within 30 days.

• Tennessee’s goal is 100% • 1 SBHA Collects: TN

• 1 SBHA Indicates Most Important: TN

Chief Complaint of 
Individual (Reason 
for Mobile Crisis 
Response/Primary 
Concern)

Measure documents the reason an individual requires 
mobile crisis response.  It is helpful in understanding the 
needs of a specific community.  It has allowed states to 
monitor dispatches related to COVID, suicide, and the opioid 
crisis.  Mobile crisis teams may also document secondary 
and tertiary concerns.

• Collected by NEMSIS

• Utah collects primary and secondary concerns 
and documents if suicidal risk, harm to self, 
harm to others, substance use, psychosis or 
grave disability concern, situational stress, 
informational, other.

• 3 SBHAs Collect: GA, TN, UT

Date and Time of 
Service

Allows SBHA and providers to identify usage trends to assist 
with staffing.

None • 2 SBHAs Collect: TN, UT
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Delays May include dispatch, response, scene, or turnaround 
delays.  Dispatch delays are any time delays that occur from 
the referring public safety entity to the time the mobile crisis 
team receives notification to dispatch.  Response delays are 
time delays that occur between when the unit is notified to 
dispatch to the time the unit arrives on scene; delays may be 
attributable to poor directions, unable to locate, excessive 
distance, route obstruction, vehicle failure, weather, etc.  
Scene delays occur from the time the unit arrives on scene 
to the time they leave the scene; may be caused by crowds, 
language barriers, weather, etc.  Turnaround delays are the 
amount of time it takes to resolve one crisis to when the 
team can return back to service.

• Collected by NEMSIS None indicated.

Demographic 
Information

Enables SBHAs to identify need by population groups (e.g., 
location of residence, age, race, ethnicity, gender) and focus 
outreach and services to these groups.

• Collected by NEMSIS

• Utah also collects language information.

• 5 SBHAs Collect: GA, NE, OH, TN, UT

Diagnosis Helpful to SBHAs to ensure that individuals with a serious 
mental illness, intellectual/developmental disability, and/or 
substance use diagnosis receive services in the most 
integrated setting appropriate for their needs.  Helps ensure 
compliance to the ADA’s Olmstead mandate.

None • 2 SBHAs Collect: GA, TN

Disposition of 
Mobile Dispatch/  
Destination at End 
of Service.

Destination of individual who receives mobile crisis services.  
Helps SBHAs and providers understand where an individual 
went after receiving mobile crisis response.  This may 
include back to the community with follow-up services 
scheduled, crisis stabilization units, crisis residential units, 
emergency rooms, or other inpatient settings.  This data 
point is critical as it captures a connection point between 
crisis services within the continuum.

• Crisis Now Measure: Documents which services 
the individual is connected to post intervention.

• Collected by NEMSIS

• North Carolina monitors if mobile crisis response 
is connected to a decrease in ER use through the 
evaluation of claims data.

• 8 SBHAs Collect: CO, GA, NE, NC, OH, 
TN, UT, VT

• 2 SBHAs Indicate Most Important: NE, 
OH

Diversion Rate Count of the number of individuals that would have required 
emergency room or inpatient care, or law enforcement 
involvement had the mobile crisis intervention not occurred.

• Crisis Now Goal: Resolve between 60 and 75% of 
all mobile crisis interventions

• Tennessee’s goal is that inpatient psychiatric 
hospitalization remain within 2% of the three 
previous fiscal years.

• 2 SBHAs Collect: TN, VT

• 1 SBHA Indicates Most Important: TN

Follow-Up Service 
Connections

Number of follow-up service connections made within a 
certain time.

• Crisis Now Measure
• Tennessee measures number completed within 

24 hours.

• 1 SBHA Collects: TN
• 1 SBHA Indicates Most Important: TN

Geographic 
Availability

Where, throughout the state or region, mobile crisis teams 
are available to respond.

• Crisis Now Goal: Available in all regions 
throughout the state.

None
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Insurance Status The type of insurance/method of payment an individual has, 
or does not have, to pay for services.

• Collected by NEMSIS • 2 SBHAs Collect: TN, UT

Law Enforcement 
Involvement

Notes if law enforcement was involved in episode. None • 2 SBHAs Collect: TN, UT

Length of Field 
Assessment/ 
Duration of 
Service

The amount of time the mobile crisis team is spent working 
with an individual in the field.  Time of arrival to time of 
departure/resolution.

• Collected by NEMSIS

• Georgia’s goal is one hour.

• 2 SBHAs Collect: GA, UT

Level of Acuity Level of acuity of individual receiving services.  Monitor both 
initial acuity and final acuity to determine change in acuity 
attributable to services.

• Collected by NEMSIS None

Level of Service A documentation of the level of service an individual 
receives in mobile crisis response, and which type of 
professional provides the service (e.g., peers, nurses, social 
workers, clinicians, etc.).

• Collected by NEMSIS

• Crisis Now Goal: All mobile teams include peers.

None

Living 
Arrangement

Living situation of individual served.  May include 
homeless/shelter, private residence, jail/correctional facility, 
institutional setting (nursing home, IMD, psychiatric hospital, 
etc.).

None • 2 SBHAs Collect: TN, UT

Medication 
Administered

A documentation of which medications are administered 
during mobile crisis response, including Narcan for 
suspected opioid overdoses.

• Collected by NEMSIS None indicated.

Method of 
Response

A count of how the service is provided, either face-to-face or 
via telehealth services.

None • 2 SBHAs Collect: NE, TN

Number of Follow-
Ups Made within 
a Specific 
Timeframe

Post-intervention, mobile crisis teams make follow-up calls 
to individuals who received services to ensure they are 
connected with appropriate community-based supports.

• North Carolina’s goal is to complete follow-ups 
within three days of mobile crisis response.

• 1 SBHA Collects: NC

Number of Mobile 
Crisis Team 
Dispatches

Number of times the mobile crisis team is dispatched. None • 4 SBHAs Collect: GA, NC, TN, VT

Number Taken to 
ER for Medical 
Clearance

Some states require that individuals experiencing a 
behavioral health crisis be taken to the ER for medical 
clearance before they can be admitted to a crisis 
stabilization unit or crisis residential facility.

None • 2 SBHAs Collect: GA, TN
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Perception of 
Alternative

Utah asks individuals who receive mobile crisis services what 
they think the outcome of their crisis would have been had 
mobile crisis not intervened.  

• Utah asks, “If this service were not available,
what do you think the most likely result would
have been?”  Potential responses include remain
at home, call law enforcement, hospital/ER,
detention/jail, emergency shelter/homeless
shelter, foster or proctor home, youth run away,
other, went to access center/23 hour, went to
detox (outside ER), remained in place.

• 1 SBHA Collects: UT

Reason for 
Choosing 
Destination

Documentation of an individual’s reason for choosing a 
specific destination at end of service, including a residence 
(back to the community), shelter, crisis stabilization unit, ER, 
etc.

• Collected by NEMSIS None indicated.

Referral 
Source/Initiator of 
Episode

Who refers an individual for mobile crisis response.  May be 
crisis call center, 211, 911, law enforcement, individual, 
family, provider, etc.  Ohio indicates this measure represents 
the connection to the entire crisis continuum and is critical 
for understanding linkages between services.

None • 4 SBHAs Collect: NE, OH, TN, UT

Resolution Status Percentage of mental health crises resolved/not resolved 
during mobile crisis intervention.  

• Crisis Now goal ranges between 60% and greater
than 75% for crises to be resolved in the field.

• 3 SBHAs Collect: CO, TN, VT

Response Time The amount of time between dispatch of mobile crisis team 
and the arrival of mobile crisis team.  Crisis Now goals range 
from response within one hour to two hours.  Response 
times in rural areas will likely be longer than in urban 
corridors.

• Crisis Now Measure within 1 to 2 hours.

• Collected by NEMSIS by monitoring dispatch
time, dispatch arrival, and dispatch delays.

• Colorado’s goal is one hour for urban calls, two
hours for rural calls. 

• Tennessee’s goal is within 2 hours or less 90% of
the time; 1 hour or less for youth when
assessment location is a school or outpatient
provider

• 5 SBHAs Collect: CO, GA, OH, TN, UT

• 2 Indicate Most Important: OH, TN

Satisfaction 
Survey

Results of satisfaction survey administered by the mobile 
crisis team.

• Tennessee administers satisfaction surveys to
individuals post-care.  Goal is 80% or more
indicating services were helpful during follow-
up.

• 1 SBHA Collects: TN
• 1 SBHA Indicates Most Important: TN

Service Level Credentials of Mobile Crisis Team, including nurses, 
clinicians, social workers, peers, others.

• Crisis Now Measure: Goal for all mobile crisis
teams to include peers.

• Collected by NEMSIS

None indicated.

Service 
Location/Setting

May be street, residence, community building (e.g., schools), 
shelter, or through video conference/telehealth.  Measure 
helps determine hotspots for need to understand staffing 
and programmatic requirements.

• Crisis Now Measure

• Collected by NEMSIS

• 5 SBHAs Collect: GA, OH, TN, UT, VT
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Measure Definition & Notes Notes SBHAs Collecting (n=9; no mobile crisis 
services in AK, data not collected in AL, 

and OK did not provide data 
points)/Identifying as Most Important 

(n=4)
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Services Declined Count of the services declined by individual experiencing 
crisis.  Also track reason for decline. Helps SBHAs understand 
why services are refused (e.g., cultural objection or issue 
with quality of service).

• Collected by NEMSIS None indicated.

Services Offered Count of services offered.  When compared with services 
provided and services declined provides clearer picture of 
service demand and community need.

• Collected by NEMSIS None indicated.

Service Outcome Outcome of service, may include diversion rate from 
hospitals, ER, law enforcement; also the number 
involuntarily held; number of safety plans made.

None • 2 SBHAs Collect: TN, VT

Services Provided Count of services provided.  When compared with services 
offered and services declined provides clearer picture of 
service demand and community need.

None None indicated.

Staffing Levels and 
Vacancies

Number of staff available for mobile crisis response and how 
many mobile crisis positions need to be filled.

None • 1 SBHA Collects: VT

44



Appendix C: Table of Metrics for Crisis Stabilization Units & Crisis Residential Facilities (Alphabetical Order)

Measure Definition & Notes Notes SBHAs Collecting (n=10)/Identifying as 
Most Important (n=5)
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Admissions/ 
Discharges

Number of individuals admitted for services. None • 5 SBHAs Collect: AL, CO, GA, OH, TN
• 1 SBHA Indicates Most Important: OH

Assessments Number of crisis assessments made None • 1 SBHA Collects: AL

Average Response 
Time (<24 hour 
services)

Response time is the amount of time that occurs between 
when an individual presents in a crisis stabilization unit to 
when they receive the crisis assessment.

• In Tennessee, the crisis assessment must occur
within one hour of arrival 90% of the time.

• 2 SBHAs Collect: NC, TN

• 1 SBHA Indicates Most Important: TN

Change in Acuity 
with Treatment

Helps providers determine if the individual is better off than 
when they arrived, and if there was a reduction in distress/ 
suicidality.

• Vermont administers a survey that asks
individuals to self-report if they feel they are
better off compared to when they arrived.

• 2 SBHAs Collect: OH, VT

• 1 SBHA Indicates Most Important: OH

Community 
Connections 
Made/Community 
Referrals

Number of individuals who connect with community 
providers upon discharge.

• Oklahoma is able to follow-up with individuals
post discharge to ensure they receive outpatient
services in the community.  This is done through
data matching.  Integration with Medicaid is
extremely helpful to make this happen.

• 3 SBHAs Collect: AL, OH, OK

• 1 SBHA Indicates Most Important: OH

Completion Status Whether services are successful or unsuccessful. None • 1 SBHA Collects: OH

Date and Time of 
Service

Allows SBHA and providers to identify usage trends to assist 
with staffing.  Time begins with arrival.

None • 3 SBHAs Collect: NC, TN, UT

Demographics Include age/date of birth, gender, race, ethnicity, county of 
residence, and language spoken.

• Utah and Nebraska collect information about
preferred language.

• 5 SBHAs Collect: CO, NE, NC, TN, UT

Denial Rate Percentage of individuals turned away from crisis 
stabilization/residential services.

• In Georgia, fewer than 10% of denials are
allowed per year.

• 2 SBHAs Collect: AL, GA

Diagnosis Diagnosis of individual receiving services. None • 2 SBHAs Collect: AL, NE

• 1 SBHA Indicates Most Important: NE

Disposition at 
Discharge

Location where client is being discharged to. None • 7 SBHAs Collect: AL, GA, NE, NC, OH,
TN, UT

• 2 SBHAs Indicate Most Important: NE,
OH

Diversion Rate Number of individuals diverted from a higher level of care, 
including hospital, ER, and law enforcement.

• Tennessee’s goal is for the percentage of
individuals who are admitted for 23-hour
observation and who are referred for inpatient
psychiatric hospitalization to not exceed 30%.

• Tennessee’s goal is for the percentage of
individuals who are admitted for >24-hour care
and who are referred for inpatient psychiatric 
hospitalization to not exceed 7.5% of
admissions.

• Georgia’s goal is 50% diversion for individuals
admitted to 23-hour stabilization.

• 4 SBHAs Collect: AL, GA, TN, VT

• 2 SBHAs Indicate Most Important:
OH, TN
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Emergency 
Department 
Utilization

Number of individuals that need to be seen at the 
emergency department.

None • 1 SBHA Collects: OH

• 1 SBHA Indicates Most Important: OH

Event Duration/ 
Length of Stay

Length of time an individual receives services at the crisis 
stabilization/residential unit.

None • 9 SBHAs Collect: AL, CO, GA, NE, NC,
OH, OK, TN, UT

• 1 SBHA Indicates Most Important: OH

Functional 
Impairments

Whether an individual has reduced functioning. None • 1 SBHA Collects: NE (>24-hour)

Initiator of 
Episode/Referral 
Source

Person who made the initial call for service or who brought 
client to the receiving center.  May be parent, individual, 
other family member or friend, physician or medical facility, 
social or community agency, educational system, law 
enforcement, courts or corrections, private psychiatric/ 
mental health program, public psychiatric/mental health 
program, clergy, private practice mental health professional, 
stabilization worker, crisis hotline, dispatch/911, other.

None • 4 SBHAs Collect: NE, OH, TN, UT

• 1 SBHA Indicates Most Important: NE

Insurance/Payer 
Status

The type of insurance/method of payment an individual has, 
or does not have, to pay for services.

None • 3 SBHAs Collect: NE, TN, UT

Involuntary/ 
Voluntary 
Commitment 
Status

A measure of the number of individuals who are 
involuntarily committed.

None • 2 SBHAs Collect: NE, NC

Law Enforcement 
Involvement

Count of the number of individuals presenting at facility with 
law enforcement involvement in admission.

None • 2 SBHAs Collect: NE, OH

Living 
Arrangement

Living situation of individual served.  May include 
homeless/shelter, private residence, jail/correctional facility, 
institutional setting (nursing home, IMD, psychiatric hospital, 
etc.).

None • 2 SBHAs Collect: NE, UT

Location of 
Service

Location of crisis stabilization or crisis residential facility.  
Often categorized by county.

• Helps inform the legislature where services are
provided and where greatest needs are in the
state.

• 2 SBHAs Collect: OH, TN

Mode of Arrival How an individual transported to the facility (e.g., walked in, 
EMS, law enforcement, etc.)

None • 5 SBHAs Collect: AL, CO, GA, NC, TN

Occupancy Rates Percentage of beds filled.  Helps determine bed availability 
and utilization rates.

None • 3 SBHAs Collect: GA, TN, VT

• 1 SBHA Indicates Most Important: VT
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Perception of 
Alternative

Utah asks individuals who receive crisis stabilization services 
what they think the outcome of their crisis would have been 
had the service not been provided.  

• Utah asks, “If this service were not available,
what do you think the most likely result would
have been?”  Potential responses include remain
at home, call law enforcement, hospital/ER,
detention/jail, emergency shelter/homeless
shelter, foster or proctor home, youth run away,
other, went to access center/23 hour, went to
detox (outside ER), remained in place.

• 1 SBHA Collects: UT

Presenting 
Concern

Reason individual presents to crisis stabilization/residential 
unit.  May include primary and secondary concerns.  It is 
helpful in understanding the needs of a specific community.  
It has allowed states to monitor needs related to COVID, 
suicide, and the opioid crisis.

None • 1 SBHA Collects: UT

Readmission 
Rates 
(Unscheduled)

The number of individuals readmitted within 30 calendar 
days.

• In Tennessee, the goal is that this figure not be
greater than 2% above the statewide average of
readmissions completed during the last 
completed fiscal year.

• 6 SBHAs Collect: AL, CO, GA, NC, OH,
TN

• 3 SBHAs Indicate Most Important:
NC, OH, TN (all for >24 hour services)

Satisfaction 
Survey

Self-report of individuals who report services are useful 
during follow-up.

• Tennessee’s goal is for 80% or more of survey 
respondents to indicate services were helpful.
Used in both <24 hour, and >24 hour services.

• Ohio distributes survey every six months to
gauge satisfaction and collect other data.

• 2 SBHAs Collect: OH, TN
• 1 SBHA Indicates Most Important: TN

Service Outcome At the end of the event, was the case resolved, or were 
further actions expected?

None • 3 SBHAs Collect: OH, TN, UT

Services Received Count of services an individual receives. None • 1 SBHA Collects: OH

Substance Use Individual’s use of substances, including tobacco products. None • 1 SBHA Collects: NE (>24-hour)

Trauma History If an individual has history of trauma, and if trauma occurred 
when they were youth or adults, and the type of trauma 
experienced

None • 1 SBHA Collects: NE (>24-hour)

Treatment Follow-
up

Number of follow-ups with discharged individuals completed 
by staff.

None • 2 SBHAs Collect: AL, OH
• 1 SBHA Indicates Most Important: OH

Triage 
Assessment/Type 
of Crisis

Assessment of crisis severity and individual need, including 
911 emergency, emergent crisis, urgent response, routine 
response, stabilization only, information only.

None • 3 SBHAs Collect: NC, OH, UT

• 1 SBHA Indicates Most Important: OH

Waitlist Number of individuals waiting for beds/chairs to become 
available.

None • 1 SBHA Collects: NE

• 1 SBHA Indicates Most Important: NE
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