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Abstract:
Recent dramatic increases in federal funding for mental health care and addiction treatment have
created significant new opportunities to expand access to behavioral healthcare. At the same time,
designation of a three-digit nationwide crisis hotline (988) has highlighted the need for increased
crisis call center capacity and crisis stabilization services in most communities. Development of
statewide crisis stabilization systems that provide support through call centers, mobile crisis teams,
and crisis stabilization centers can provide an essential framework for improving connections to
needed services and supports while simultaneously decreasing reliance on emergency departments
and law enforcement. Unprecedented increases in federal block grants and increased Medicaid
support for mobile crisis and home and community-based services offer states a multi-faceted
opportunity to significantly improve care for individuals experiencing mental health or addiction
crises. This paper discusses the following recent developments and implications for improving access
to crisis stabilization services.

Highlights:
•

•

•

•

Supplemental mental health and substance use disorder block grant funding can support the
leadership, planning, coordination, and implementation steps needed to develop
comprehensive statewide crisis stabilization systems. This increased federal funding along
with substantial new grant opportunities can incentivize and support providers to expand
crisis stabilization programs and services.
Existing and newly enacted Medicaid authorities can bolster expanded crisis stabilization
programs and provide reliable funding for these programs going forward. This paper details
various opportunities in Medicaid to finance crisis stabilization programs and services
including a recently enacted enhanced federal Medicaid match for mobile crisis teams and
increased federal Medicaid funding for home and community-based services;
Expanded coverage of telehealth is critical for on-going improvements to crisis stabilization
systems. This paper discusses the importance of continued coverage of telehealth after the
Covid-19 public health emergency ends, including services via audio-only technology. It also
describes some recent improvements to Medicare coverage of tele-behavioral health;
This paper also outlines some promising opportunities to support crisis stabilization systems
through alternative payment models and demonstrations.

Recommendations for the Post-COVID-19 Future:
1. Invest in statewide crisis stabilization systems;
2. Improve coverage of crisis services and reimbursement rates to increase availability of crisis
stabilization programs; and
3. Support providers to expand access to crisis stabilization services.
The paper concludes with recommendations for additional federal policies to support state crisis
stabilization systems and programs.
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S

everal developments over the past year, driven in part by COVID-19, have created a unique
opportunity to increase access to mental health and substance use disorder services, in particular
crisis intervention and stabilization services. These developments include the enactment of a
federal law designating 988 as a behavioral health crisis hotline that will be easy to remember and
available nationwide by July 2022. 1 In addition, the significant impact of COVID-19 on behavioral health
and the spike in overdose deaths during the pandemic have led Congress to dramatically increase
funding for mental health and substance use disorder federal block grants and create significant new
opportunities to support behavioral healthcare in Medicaid. Furthermore, several high-profile, tragic
incidents have led to growing recognition of the need for alternatives to law enforcement responses to
behavioral health emergencies, particularly among people from racial minority or disadvantaged
communities. This paper will focus on how new federal funding opportunities can support development
of crisis stabilization systems that can serve as alternatives to unnecessary use of emergency
departments and law enforcement to assist individuals experiencing behavioral health crises.

Behavioral Health Before, During, and After the COVID-19 Pandemic
Before the pandemic, the United States was already experiencing multiple behavioral health crises.
Although overall overdose deaths had declined slightly in 2018, the number of people dying from
overdoses of synthetic opioids, cocaine, and psychostimulants was increasing at an alarming pace. 2
Rates of suicide had also been rising steadily, up 35% between 1999 and 2018. 3 Serious behavioral
health conditions had become so prevalent and elevated, they had driven down overall life expectancy
in the United States. 4,5
During the COVID-19 pandemic, national surveys have repeatedly shown dramatic increases in the
incidence of anxiety and depression. 6 Suicidal ideation increased, 7 and drug overdoses increased almost
30% with more than 93,000 deaths in 2020. 8 Although suicide rates seemed to level off and even
decreased last year, 9 these overall findings are preliminary and differ by demographic subgroups.
As concerns about COVID-19 infection subside, mental health and substance use disorders may remain
elevated for many people. Experiences with epidemics in the past indicate that the impact on behavioral
health may continue for years to come. 10,11,12 Children and adolescents are at risk of depression and
anxiety during and after the pandemic ends according to a review of more than 80 studies on the impact
of social isolation. 13 Therefore special attention should be paid to them and other vulnerable
populations, including minorities and underserved communities at greater risk of on-going challenges.

Designation of 988 Sparks Increased Support for Crisis Stabilization Services
The National Suicide Hotline Designation Act (Pub. L. 116-172), establishing 988 as a nationwide toll-free
mental health crisis and suicide prevention hotline, presents a significant new opportunity to address
increased behavioral health needs. An easy to remember three-digit number will be an important new
resource for people struggling with behavioral health crises as well as their family and friends. The Act
requires that all calls to 988 be directed to the pre-existing National Suicide Prevention Lifeline funded
and overseen by the Substance Abuse and Mental Health Services Administration (SAMHSA) or the
Veterans Crisis Line overseen by the U.S. Department of Veterans Affairs. An order by the Federal
4

Communications Commission has set the deadline for
telecommunications providers to implement this change as July 16,
2022.14
In recognition of the expected increase in call volume and the need for
additional capacity to answer these calls, Congress included a provision
in the 988 Designation Act clarifying that states may enact fees on
telephone services including mobile phone services. 15 In particular, the
Act specifies that nothing in the legislation or the Communications Act
of 1934 or otherwise prohibits states from imposing fees on telephone
services including mobile phones for 988 related services. These fees are
to be used for routing calls made to 988 to a crisis center and providing
crisis outreach and stabilization services in response to these calls.
Several states have enacted legislation authorizing such fees.
In addition, Congress increased funding for the Lifeline network that will
underpin 988 by $5 million in the SAMHSA FY 2021 appropriations
included in the Consolidated Appropriations Act (Pub. L. 116-260) (for a
total of $24 million for FY 2021). The President’s Budget for FY 2022 calls
for $102 million for the National Suicide Prevention Lifeline.
Furthermore, the House of Representatives, Labor, Health and Human
Services, and Education FY 2022 funding bill reported out of the full
Appropriations Committee on July 15, 2021 includes over $113 million
for the Lifeline.
Improvements to the Lifeline call center network as well as expansions
of mobile crisis teams and crisis receiving and stabilization centers are
needed to improve services and supports for individuals struggling with
behavioral health crises. Furthermore, these crisis stabilization systems
and services can help decrease over-reliance on emergency rooms and
law enforcement responses to behavioral health crises. 16,17

Recent State Laws
Funding Crisis
Stabilization Services
Colorado (SB21-154)
-with a telecommunications
user fee
Nevada (SB 390)
- with a telecommunications
user fee
Virginia (SB1302)
-with a telecommunications
user fee
Washington (HB 1477)
-with a telecommunications
user fee
Utah (SB155)
-appropriates funding
-no telecommunications user
fee

SAMHSA has issued National Guidelines for Behavioral Health Crisis Care that focus on several levels of
crisis intervention and stabilization including regional crisis call centers, mobile crisis teams, and crisis
receiving and stabilization centers. 18 These guidelines envision regional call centers that are available
24/7 and clinically staffed to provide telephonic crisis intervention services. These centers should triage
calls to facilitate assessments and coordinate additional support as needed including ideally with the
capacity to dispatch mobile crisis teams if necessary. 19
Mobile crisis teams can help resolve and de-escalate situations when an individual is experiencing a
crisis in the community or at the person’s home. In addition, back-up by psychiatrists or other clinicians
should be available. Furthermore, mobile crisis response providers should have good relationships with
mental health and addiction treatment providers in their communities including crisis stabilization
residential beds and inpatient settings.
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For those who require more assistance than a mobile crisis team can provide, the SAMHSA National
Guidelines call for crisis receiving and stabilization centers and sub-acute crisis residential facilities.
Crisis receiving and stabilization facilities are open 24 hours a day, seven days a week and are staffed
with multidisciplinary teams that include prescribers, nurses, clinicians, and peers. The Guidelines call
for these centers to accept walk-ins, ambulance, fire, and police drop-offs.

Leadership is Key for Developing and Supporting Crisis Stabilization Systems
The advent of 988 has drawn attention to the need for collaboration and investment in expanding crisis
stabilization programs and services into coordinated
systems. However, leadership and concerted efforts
are needed to direct various substantial new funding
streams as well as to coordinate many critical
Overview of SAMHSA Block Grants
stakeholders into developing coordinated crisis
stabilization systems that include at least the core
components described in the SAMHSA National
Annual appropriations for formula-based block
Guidelines.
State mental health and substance use disorder
agencies have the expertise in behavioral health
treatment and crisis stabilization as well as
relationships with many of the various stakeholders
that are required for leading this effort. Moreover,
these agencies oversee use of mental health and
substance use disorder block grant funds that
Congress has dramatically increased over the past year
to facilitate and encourage bold action by the states in
addressing new and on-going behavioral health crises.

Substantially Increased Block Grant Funding
Creates New Opportunities
At the end of 2020 and again this spring, Congress
infused significant new funding into the MHBG and
SAPTBG as part of the Consolidated Appropriations
Act, 2021 (CAA) 20 and through the American Rescue
Plan Act (ARPA). 21

grants administered by SAMHSA provide
important federal funding to support state mental
health and SUD services and systems. Most
recently, these block grants, the Community
Mental Health Services Block Grant (MHBG) and
the Substance Abuse Prevention and Treatment
Block Grant (SAPTBG), were funded at over $757
million and $1.858 billion respectively for FY
2021.1 Congress and SAMHSA set general
parameters on the use of these funds while
leaving distributions and additional refinements to
the state mental health and SUD agencies.
Although other funding sources, e.g., Medicaid,
cover a much higher percentage of overall
spending on mental health and SUD services, the
block grants represent a partnership between the
federal and state governments specifically aimed
at addressing mental health and SUD issues. In
addition, these block grant funds provide a safety
net for those who need mental health and SUD
services.

In the CAA, in addition to the regular appropriations for the block grants and other programs
administered by SAMHSA, supplemental appropriations provided an additional $825 million for the
MHBG and $1.65 billion for the SAPTBG for FY 2021. SAMHSA announced award of these funds March
11, 2021, 22 and states have until March of 2023 to expend these supplemental funds.
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In this legislation, Congress also set aside $35 million of the regular FY 2021 MHBG appropriation
specifically to fund crisis stabilization programs. The House Appropriations Committee report included
the following description of this set-aside:

“Furthermore, the Committee directs a new five percent set-aside of the total for evidencebased crisis care programs addressing the needs of individuals with serious mental illnesses
and children with serious mental and emotional disturbances. The Committee directs
SAMHSA to use the set-aside to fund, at the discretion of eligible States and Territories,
some or all of a set of core crisis care elements including: centrally deployed 24/7 mobile
crisis units, short-term residential crisis stabilization beds, evidence-based protocols for
delivering services to individuals with suicide risk, and regional or State-wide crisis call
centers coordinating in real time.” 23
In the notices of awards sent to states regarding
their FY 2021 MHBG funding awards, SAMHSA
included several pages of guidance regarding the
new set-aside for crisis services [See Appendix A].
SAMHSA specified that these set-aside funds must
be used to finance “core crisis care elements
including centrally deployed 24/7 mobile crisis units,
short-term residential crisis stabilization beds,
evidence-based protocols for delivering services to
individuals with suicide risk, and regional or statewide crisis call centers coordinating in real time.” 24

List of Abbreviations
ARPA

American Rescue Plan Act

CAA

Consolidated Appropriations Act, 2021

MHBG Community Mental Health Services Block
Grant
SAPTBG Substance Abuse Prevention &Treatment
Block Grant

States were required to submit revisions to their
MHBG plans with detailed descriptions of the status of the state’s crisis system including access to local
crisis call centers, availability of mobile crisis units, and the availability and/or utilization of short-term
crisis receiving and stabilization centers. States were also required to describe proposed or planned
activities for this 5% set-aside funding. In addition, SAMHSA stated that “states may need to dedicate
the rest of the current fiscal year to planning, training, and/or infrastructure development while
targeting program implementation for the following year.” 25
With the ARPA, enacted just a few months later in March of 2021, the federal government provided an
additional $1.5 billion for the MHBG and $1.5 billion for the SAPTBG. States have until September 30,
2025 to use these funds. SAMHSA announced these state allocations of these funds on May 18, 2021. 26
Although the specific set-aside provision for crisis stabilization was not included in the ARPA legislation,
SAMHSA sent guidance to state mental health commissioners and substance use disorder directors
encouraging states to focus some of the ARPA block grant funding to develop a behavioral health crisis
stabilization continuum [in Appendix B]. SAMHSA urged states to ensure crisis services are available to
various populations including people living in remote areas and underserved communities as well as
children with serious emotional disturbances.
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Table 1: Recent Increases in Mental Health and Substance Abuse Block Grants (Dollars in Millions)
FY 2020
Appropriations
Enacted 12/2019

FY 2021
Appropriations
Enacted 12/2020

MHBG

$722.571

SAPTBG

$1,858.079

$757.571
(including $35
million for crisis
set-aside)
$1,858.079

FY 2021 CAA
Supplemental
Appropriations
Enacted 12/2020
$825.000

ARPA
Enacted 3/2021

$1,650.000

$1,500.000

$1,500.000

More recently, the President’s Budget for FY 2022 proposed “a set-aside of $75 million of MHBG funds
to support state efforts to build much needed crisis systems.”27 This proposed increase more than
doubles the amount provided for FY 2021 and is another step toward a 10% set-aside that many
advocates are urging Congress to enact. Furthermore, the House Labor, Health and Human Services, and
Education FY 2022 Appropriations bill proposes to increase the MHBG to $1.58 billion and includes a
10% crisis set-aside.28 This bill would also provide $100 million for a Mental Health Crisis Response Pilot
Program to establish or expand mobile crisis teams. In addition, the bill would also increase the SAPTBG
by $1 billion to $2.8 billion and increase the State Opioid Response Grants by $500 million to $2 billion
with a 10% set-aside for recovery services. Although the federal FY 2022 appropriation legislation is not
yet final, these developments indicate that increased block grant funding levels and the set-aside for
crisis services may be maintained at least in some fashion in the near term.

Supplemental Block Grants Can Support Development of Statewide Crisis
Stabilization System
In guidance regarding the ARPA supplemental MHBG funding [in Appendix B], SAMHSA specifically
recommends that states use these funds to develop partnerships among crisis continuum stakeholders
including-•
•
•
•
•
•
•

Operators of Lifeline/988 call centers,
Law enforcement,
Providers of crisis stabilization services
Hospitals and health systems,
Housing authorities,
Peer recovery services providers, and
Substance use treatment providers

Development of crisis stabilization programs and services into coordinated behavioral health crisis
systems will require collaboration with a number of additional entities including -•
•

State Medicaid agency leaders,
Insurance commission officials,
8

•
•
•
•
•
•

Emergency transportation providers,
911 operators,
Other hotline operators in the state,
People with lived experiences of behavioral health conditions and their families,
Representatives of underserved communities, and
Other state and local regulatory agencies that oversee emergency services (if applicable).

The SAMHSA ARPA guidance also recommends use of the
additional MHBG funds to-•
•
•
•
•
•

Support implementation of information technology
including increasing availability of broadband,
Fund implementation of electronic health records by
behavioral healthcare providers,
Support use of Global Positioning System (GPS) technology
to improve crisis response times,
Finance implementation of texting capabilities among
providers,
Support the use of telehealth including for medication
assisted treatment, and
Fund implementation of electronic bed registries.

These activities and resources highlighted by SAMHSA comprise
fundamental ways the federal block grants can be invested to
support development of comprehensive coordinated crisis
response systems. Flexible funding like the MHBG and SAPTBG can
more readily support these types of investments than programs
like Medicaid, Medicare, or private insurance programs which
nonetheless should cover the services provided through crisis
systems and programs.
State agencies should consider using the supplemental block grant
funds to support a number of additional activities aimed at
developing statewide crisis stabilization systems. An initial step
could be an assessment of existing providers of crisis stabilization
services including any existing hotlines and call centers. This
planning should also include an assessment of which call centers in
the state already participate in the Lifeline/988 network, what their
capacity will be to accept increased calls coming in through 988,
and whether additional capacity to answer 988 calls will be
needed. Planning for coordination among existing crisis hotlines
within the state would be helpful. In addition, protocols for how
988 will interface with 911 must be developed.
Block grant funding could also support an environmental scan of
the existing mobile crisis units and crisis stabilization centers

Summary of Steps for Building
Crisis Stabilization Systems
-Assess availability of existing crisis
hotlines, call centers, mobile crisis,
and crisis stabilization centers and
address barriers in regulations and
reimbursement
-Determine which call centers
participate in the SAMHSA Lifeline
and assess their capacity to respond
to 988 calls
-Develop protocols for responding to
988 calls and other hotlines including
911 and for coordinating with other
call centers and crisis responders in
the region and/or state
-Provide training to crisis services
personnel on how to provide
equitable responses to
disadvantaged communities
-Implement electronic systems for
tracking availability of mobile crisis
teams and openings in crisis
stabilization facilities in real time
- Amend state laws that block use of
alternative emergency response
systems and create other barriers to
-Expand use of peers for crisis
stabilization and expand scopes of
practice for other behavioral health
practitioners as well
- Collect data to assess impact and
ensure quality

throughout the state to determine where additional services and programs exist and where there are
gaps or improvements are needed. An assessment of Medicaid reimbursement rates for crisis
stabilization services could help identify barriers to broader
availability of services. In addition, block grant funding could support
implementation of best practices for staffing mobile crisis units and
Medicaid Coverage of
other crisis stabilization programs. Crisis system development should
Peer Supports
support training for crisis services personnel to ensure equitable
responses to disadvantaged communities. Furthermore, states
should examine whether existing laws or regulations may impede
States may cite the
development of alternatives to existing emergency response systems
following Medicaid
including rules against transporting individuals to alternative settings
authorities to support
that are not emergency departments.
coverage of peer support
In addition, state agencies should collaborate on improving
services:
technological support for crisis response. Block grant funding could
- Rehabilitative services
be used to improve the capacity of crisis response providers to
optional authority;
provide services via telehealth. States should also consider using

block grant funds to develop or improve existing electronic systems
for tracking openings in crisis stabilization facilities and programs in
real time. 29 In addition, these activities should include planning and
funding data collection improvements and quality assurance
programs for crisis stabilization services.

In light of widespread shortages of behavioral health providers, it is
important that state behavioral health leaders reassess the limits on
the types of providers permitted to offer behavioral healthcare
especially crisis stabilization services. In this regard, states should
assess whether existing scope of practice laws are unreasonably
limiting practitioners’ authority to assess and support those
experiencing behavioral health crises.

- Medicaid managed care
plans under section 1915(b)
authority;
- as a home and
community-based services
Medicaid state plan benefit
under section 1915(i) or
through a HCBS waiver
under 1915(c).
- as part of section 1115
demonstrations;
- included in the benefits
that Certified Community
Behavioral Health Clinics
must provide as part of the
on-going Medicaid
demonstration and
expansion grant program.

State efforts to plan and fund increased availability of crisis
stabilization services and systems should include support for
coverage of peer support specialists as part of crisis stabilization
teams. Peers can provide a knowledgeable and calming presence that
can greatly help to deescalate a behavioral health crisis. There is
growing evidence on the effectiveness of peer support services at
improving outcomes for individuals struggling with mental illness or
addiction while reducing costs.30,31 Some 39 states cover peer
support services in their Medicaid programs with 23 states covering them for mental health and
addiction, 12 states only covering their services for mental health, and four for addiction only. 32 Block
grant funding could be used to assess barriers to increased use of peers for behavioral health crisis
response and to develop strategies for securing on-going support for peer support services, e.g., through
expanding Medicaid coverage.
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Crisis system planning should also include an assessment of how crisis stabilization services are currently
funded in the state as well as in other states including with fee-for-service Medicaid coverage, any
managed care arrangements as well as whether providers are billing Medicare or commercial insurance
for any of the services they provide. As 988 may significantly increase calls to behavioral health hotlines
and demand for crisis stabilization services, support for these services should be increased with
sustained funding sources. A discussion of how Medicaid can support these services follows. Moreover,
coverage of crisis intervention and stabilization services provided to individuals covered by Medicare
and private insurance should not fall solely on state and local governments as is now often the case.
States should encourage and support crisis stabilization providers to bill Medicare for covered services
provided to Medicare beneficiaries. Medicare covers crisis psychotherapy (CPT Codes 90839 and
90840), 33 and according to CMS, 90839 is one of the most commonly used codes for billing Medicare for
mental health services. 34 Although only certain provider types are eligible to bill these codes including
psychiatrists, psychologists, and clinical social workers, and crisis stabilization providers likely will not
have many higher-level credentialed providers on staff or at least not available 24/7, they may be able
to take advantage of telehealth psychotherapy and “incident to” billing policies for higher credentialed
providers. The “incident to” policy allows Medicare-enrolled providers to bill for services technically
provided by an employee whom they supervise thereby allowing Medicare to reimburse for services
provided by a broader array of practitioners. 35 Furthermore, Medicare covers crisis psychotherapy
when provided via telehealth including audio-only telehealth. 36 Therefore, a crisis stabilization services
provider may be able to leverage the capacity of a small number of higher credentialed staff to provide
services that can be covered by Medicare, particularly since CMS recently clarified that supervision for
“incident to” services may be provided via two-way audio-visual technology. 37
State governments should also use their regulatory leverage to ensure commercial insurers contribute
to covering the cost of crisis stabilization services either through fees or by including crisis services
providers in their provider networks. It would also be important to ensure that the benefits for crisis
stabilization services in state regulated plans are comprehensive.
Several states have acted upon the provision in the 988 Designation Act encouraging implementation of
fees on telephone services to fund development of crisis stabilization services. 38 However, it is not clear
how many states will enact similar fees, and additional sources of on-going support for crisis
stabilization services will be critical. As discussed below, new and existing opportunities in Medicaid
offer promising new options for supporting crisis stabilization systems in a more predictable way.

Funding for Provider Implementation and Construction Costs is Needed to Expand
Crisis Stabilization Programs
As gaps in availability of crisis stabilization services are identified, block grant funds could also
potentially be used to help cover implementation, start-up, and improvement costs for new crisis
stabilization services and programs in different regions or counties of the state as well as provider costs
for standing up these services. These kinds of costs are not generally covered by insurers or healthcare
coverage programs like Medicaid and Medicare. Start-up and improvement costs for providers of crisis
stabilization services include hiring staff and developing billing capabilities so that providers can bill
insurance and coverage programs like Medicaid and Medicare. The guidance issued by SAMHSA
11

regarding recent increases in the block grant funds encourages use of these funds to cover some of
these implementation and improvement costs including coordination at the local level, adoption of
health information technology including availability of broadband and cellular technology for providers,
improving telehealth capabilities, and implementing electronic health record systems.
However, there are certain significant limitations on the use of block grant funding, including a
prohibition on the use of Block Grant funds for construction costs. This limitation applies to both MH
and SAPTBGs. Federal laws regarding the use of MHBG and SAPTBG specify that states may not use
these funds “to purchase or improve land, purchase, construct, or permanently improve (other than
minor remodeling) any building or other facility”. 39 However, a waiver of the prohibition on use of funds
for construction, although not land acquisition, is authorized in the SAPTBG. 40 To qualify for this waiver,
states must demonstrate that adequate treatment cannot be provided in existing buildings. In addition,
a state must have a plan that minimizes costs of construction, and the state must agree to provide a
one-to-one match in cash for the federal funding used for construction. Nonetheless, in light of the
substantial recent increases in funding for the SAPTBG, states may have more of an incentive and
opportunity to apply for a waiver of the construction cost prohibition and utilize SAPTBG dollars to
significantly support expansion of SUD treatment services.
Other recently enacted Covid-19 relief funding for states and localities can also help support
development of crisis stabilization programs. The Coronavirus State and Local Fiscal Recovery Funding
included in the ARPA is potentially an even more flexible source of funding than the SAMHSA block
grants. The U.S. Department of Treasury awarded the $350 billion in emergency funding to state, local,
territorial, and Tribal governments on May 10, 2021. This funding can be used to cover costs incurred
through December 31, 2024. The Department of Treasury announcement41,42 and interim final rule
specifically refer to behavioral health services including “crisis intervention” and “hotlines or warmlines”
as allowable uses of these funds. 43 There does not appear to be any prohibition on the use of these
funds to cover construction costs. The allocations to the states and localities are posted on the
Department of Treasure website. 44
Furthermore, the House of Representatives recently revived the practice of earmarking federal funding
for local community projects and Members of Congress were invited to recommend specific local
projects to the House Appropriations Committee for FY 2022 funding. The House Appropriations
Committee included funding for a long list of these community projects in the FY 2022 appropriations
bill reported out of the full Committee on July 15, 2021. Although funding for these projects is not final,
many projects on the list (at least 135) focus on mental health and substance abuse. Moreover, at least
fourteen projects are focused on funding crisis services, and some of these projects would specifically
fund facilities and equipment costs related to providing behavioral health crisis services. The full list of
projects is posted on the House Appropriations Committee website. 45

Grants for Community Mental Health Centers and Certified Behavioral Health Clinics
Can Support Development of Crisis Stabilization Programs and Services
The CAA included significant new funding for discretionary grant programs that can help support
implementation of crisis stabilization services, including $825 million in grants for community mental
12

health centers (CMHCs). Applications were due on May 21, 2021 for these grants that may be used for
the following purposes:
•
•
•
•
•

•
•

Enhancing the capacity of CMHC staff to address crisis and emergency response;
Supporting increased capacity for and availability of crisis beds;
Expanding mobile crisis mental health services;
Coordinating with crisis centers/hotlines to ensure that strong referral pathways are
established and/or restored;
Developing and implementing outreach strategies and referral pathways for vulnerable
populations, such as minority populations and individuals residing in economically
disadvantaged communities;
Training and supporting peer staff to serve as integral members of the team to address
mental health needs; and
Providing diversion services to promote alternatives to hospitalization and incarceration,
e.g., multiple intercept model. 46

This funding may not be used for major construction or renovations, but up to 20 percent of the total
grant award for each budget period may be used for infrastructure development and up to $75,000 may
be used for renovations. A set of frequently asked questions posted by SAMHSA clarifies that:
“[I]nfrastructure development does not relate to construction or alteration/renovations of brick
and mortar structures. Infrastructure in this context is systemic infrastructure activities that
support services, for which there are no individual services delivered. Examples include the
development and maintenance of a crisis-response capacity, including hotlines, mobile crisis
teams, web-based check-in groups (for medication, treatment, and re-entry follow-up), drop-in
centers, respite services, etc. Please note that on page 49 of the FOA, applicants may request up
to $75,000 for renovations and alterations of existing facilities, if necessary and appropriate to
the project.” 47
Recent federal Covid-19 relief legislation also greatly increased funding for Certified Community
Behavioral Health Clinic (CCBHC) expansion grants. These grants support provision of comprehensive
behavioral health supports and care coordination by clinics that are also required to provide, among
other services, 24/7 crisis stabilization services. The CAA allocated an additional $250 million specifically
for CCBHC expansion grants. In addition, ARPA provided an additional $420 million for CCBHC expansion
grants. The general prohibition on use of funds for construction also applies to CCBHC grants along with
the allowance for up to $75,000 for renovations. Nonetheless, these grants can be used to improve
access to crisis intervention services including mobile crisis teams and peer supports. 48

Medicaid Can Cover Some State Agency Costs for Improving Crisis Stabilization
Systems
In addition to covering crisis stabilization services, Medicaid can also support state development and
implementation activities to improve access to crisis stabilization services for Medicaid beneficiaries. A
2018 CMS letter to State Medicaid Directors regarding “Opportunities to Design Innovative Service
Delivery Systems” for individuals with serious mental health conditions points out that states “may be
able to access administrative match for crisis call centers.” 49 This “administrative match” provides
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federal Medicaid reimbursement for 50% of the proportion of the costs attributable to serving Medicaid
beneficiaries. This administrative match is different from the federal medical assistance percentage
(FMAP) that states receive for Medicaid covered services and therapies provided to Medicaid enrollees.
For example, Georgia accesses federal Medicaid funding to help cover administrative costs associated
with operating a modern statewide crisis system that includes a hotline with the capability for
dispatching mobile crisis teams. The state demonstrates the proportion of costs attributable to Medicaid
beneficiaries by estimating the percent of residents with serious mental illness, addiction, and
intellectual disabilities/developmental disabilities who are enrolled in Medicaid since these populations
are most likely to need crisis stabilization services.
In addition, some administrative costs can be reimbursed at a higher federal matching rate, under
federal authorities that comprise the Medicaid Information Technology Architecture (MITA) according to
the 2018 CMS guidance on Opportunities to Design Innovative Delivery Systems. 50 Under the MITA
authorities, information technology costs can qualify for 90% federal match for implementation costs
and 75% match for operating costs. The 2018 guidance specifically refers to this enhanced federal match
under MITA as available “to help states establish crisis call centers to connect beneficiaries with mental
health treatment as well as to develop technologies to link mobile crisis units to beneficiaries coping
with serious mental health conditions.” 51 In addition, according to this CMS guidance, “development by
the state of data-sharing capabilities between hospitals and community-based mental health
providers” 52 regarding admissions and discharge for acute care may qualify for the enhanced MITA
federal matching rates.
The 2018 CMS guidance also refers to the enhanced match under MITA being available for state
development of telehealth-enabling technology. Furthermore, this guidance refers to state costs for
developing electronic bed registries as qualifying for enhanced federal reimbursement of “90% for
development costs and 75% for operational costs”. 53 Other examples of costs that may qualify for this
higher match include providing cell phones or iPads to mobile crisis teams to facilitate telehealth
services with a clinician at another location during a crisis intervention, developing and implementing
software applications to facilitate communication between crisis call centers and supervisory clinicians
with mobile crisis team staff, and implementing text and chat technologies that many beneficiaries,
including younger people, may be more comfortable using as part of the services offered by crisis call
centers.
States may also be able to use untapped Children’s Health Insurance Program (CHIP) funds for Health
Services Initiatives (HSIs) focused on crisis stabilization services tailored to children and adolescents. HSI
options allow states to use a limited amount of their annual CHIP allotments and receive the higher
federal CHIP matching rate (generally about 15% percentage points higher than Medicaid for a state) for
projects aimed at improving children’s health. 54 This spending is subject to the overall 10% cap on the
use of CHIP funds for administrative purposes which must also account for spending to administer the
CHIP funds. 55 A number of states use this source of flexible funding for projects related to behavioral
health services, including suicide and violence prevention for lesbian, gay, bisexual, and transgender
youth.56 In addition, some states have used this funding to support development of poison control
centers that provide emergency advice and referral assistance.57,58
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Existing Medicaid Authorities Support Coverage of Crisis Intervention and
Stabilization Services
Medicaid is one of the largest sources of funding for mental health and substance use disorder services
in the United States, 59 and many of the individuals who require crisis services are Medicaid beneficiaries.
Therefore, Medicaid has a large role in determining access to behavioral health services including
mental health and addiction crisis stabilization services. Practically, all state Medicaid programs do cover
crisis intervention or stabilization services based on a variety of federal Medicaid authorities. 60
CMS directly addressed this topic in the guidance regarding “Opportunities to Design Innovative Services
Delivery Systems for Adults with a Serious Mental Illness or Children with a Serious Emotional
Disturbance.” That guidance pointed out that the following state plan benefits can authorize coverage of
behavioral health crisis services: clinic services, diagnostic services, rehabilitative services, physicians’
services, other licensed practitioner services, as well as the health home benefit, and primary care case
management. 61 CMS specified that the services directly coverable with these authorities include
screening, assessment, diagnosis, mental health and addiction treatment services, targeted case
management, psychiatric rehabilitation services, peer supports, and family supports.
The 2018 Medicaid guidance further explained that some activities and costs that are key components
of providing crisis stabilization services are not directly coverable. For example, provider costs for
outreach and team supervision cannot be directly covered by regular Medicaid authorities. However,
CMS explained that costs related to delivery of covered services may be incorporated into the
reimbursement rates for the covered services.
Thus, in addition to providing comprehensive coverage of crisis intervention and stabilization services in
their Medicaid programs, states should also ensure that their Medicaid reimbursement rate
methodologies for crisis services incorporate the ancillary costs CMS pointed out as not directly
coverable in the 2018 Medicaid guidance. These ancillary costs or activities include outreach and
engagement with individuals in crisis and with other health care and public service providers as well as
team coordination and supervision that are critical to crisis intervention and stabilization.
Furthermore, as the SAMHSA National Guidelines for Behavioral Health Crisis Care advised,
reimbursement rates for crisis intervention and stabilization should take into account the need for these
programs to be available at all times for unscheduled, emergency care similar to the rate structure for
emergency department care and ambulance transports. 62 The exigencies of providing crisis services that
require providers to be available and on-call twenty-four hours a day seven days a week makes these
types of programs difficult to finance using traditional fee-for-service or encounter-based methods.
Moreover, crisis stabilization reimbursement methodologies should allow for professional fees to be
billed separately from the more inclusive team-based capacity rates for crisis stabilization. These
professional fees can generally be billed to Medicare as discussed above; however, the team-based crisis
stabilization rates most likely cannot. Therefore, separating out the professional fees can facilitate
seeking Medicare reimbursement for those services. State agencies should ensure that services and
consultations by higher credentialed providers via telehealth can be reimbursed as part of or as an
adjunct to any team-based care payment methodology.
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CMS has previously approved Medicaid payment methodologies and team-based capacity
reimbursement rates sometimes pared with separately billed professional fees in a number of states.
Below are examples of states that have implemented comprehensive team-based capacity
reimbursement rates in their Medicaid programs:
•

The New Jersey Medicaid program covers Psychiatric Emergency Rehabilitation Services (PERS)
including mobile services for all Medicaid eligible consumers. Services include assessment,
immediate crisis resolution and de-escalation, counseling, referral to appropriate services
including arranging for transport or admission, consultation with physicians or other qualified
providers, and follow-up as necessary with the individual and/or caretaker/family member
within 14 days of an episode of PERS care. Reimbursements include an “episode of care”
payment for mental health services provided by PERS certified assessors and PERS specialists. An
episode of care must include at a minimum a comprehensive face-to-face assessment and a
disposition with either a transfer or discharge. There are rates for the first 23.99 hours (including
a higher rate for mobile crisis intervention) and an additional hourly rate for care that extends
beyond 24 hours in a crisis intervention facility. Psychiatrists and other licensed professionals bill
separately for time spent on direct therapy using the appropriate CPT codes. In addition, followup services are reimbursed per one-hour unit of service. 63

•

Delaware covers mobile and facility-based crisis intervention services available 24 hours a day
seven days a week to provide assessment, crisis stabilization and de-briefing with the
beneficiary, crisis counseling, consultation with other qualified providers, psycho-education and
supportive services for families and consumers, recovery/discharge planning, follow-up as
necessary with the beneficiary and the beneficiary’s caretaker or family member, linkages to
other services, and arranging for transfers, transport and admissions as necessary.
Reimbursement for facility services is at a per diem rate, and mobile crisis services
reimbursement rates are paid per 15-minute intervals. 64

•

New York provides coverage of comprehensive crisis intervention services through its Medicaid
managed care program as part of statewide effort to provide “a coordinated behavioral health
crisis response system available to all New Yorkers”. The state has a comprehensive set of
reimbursement rates that includes telephonic crisis response for 15-minute intervals and per
diem rates for telephonic crisis responses that extend beyond 90 minutes. New York also has set
rates for mobile crisis response in 15-minute intervals, per diem rates for mobile crisis
interventions that last 90 to 180 minutes, and a different per diem rate for mobile crisis
interventions that last for at least three hours. In addition, the state has set higher rates for
teams of two with licensed professionals and unlicensed/certified peer support specialists. New
York has also established reimbursement rates for crisis follow-up services in 15-minute
intervals with different rates for single licensed providers and single peer providers and higher
rates for two person teams comprised of a licensed provider and peer. New York is covering
adult and child crisis residential services as part of this crisis intervention and stabilization
program. The state has established suggested rates for crisis residential services for individuals
over 21 and mandated rates for crisis residential services for individuals under 21. 65 New York’s
benefit and bill guidance includes the following description of this benefit:
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“The Crisis Residence component of the Crisis Intervention benefit is designed to
reimburse providers to integrate Crisis Residence services into existing behavioral health
crisis response systems. Crisis Residence programs are an important part of the
statewide comprehensive crisis service continuum. These programs differ regionally
according to local needs and resources. Crisis Residence programs work with
community-based organizations, hospitals, schools, law enforcement, and other entities
to address the needs of individuals experiencing a mental health crisis.” 66
The 2018 CMS guidance also pointed out that managed care authorities can support crisis stabilization
services. Managed care arrangements can offer more flexibility regarding some restrictions in Medicaid
and can include coverage of additional services not as directly covered by regular Medicaid authorities.
Moreover, managed care organizations can facilitate use of multiple
funding streams for crisis stabilization services including Medicaid
reimbursement for services, MHBG and SAPTBG block grant funds and
Requirements for Mobile
other federal grant funding, as well as state and local funds. 67
Importantly, state agencies should ensure that reimbursement rates for
mobile crisis units are sufficient to support two person teams. The new
mobile crisis intervention benefit in Medicaid discussed below requires
at least two person teams for a mobile crisis service to qualify for an
85% federal match.

New Opportunities are Available in Medicaid to Support
Crisis Stabilization Services and Systems
Medicaid programs in every state cover some form of crisis stabilization
services using a variety of authorities and reimbursement approaches. 68
However, in a number of states there are still significant gaps in services
covered (e.g., some states do not provide Medicaid reimbursement for
mobile crisis services) and certain providers are excluded or limited in
the types of services they can provide; for example, a number of states
do not allow peers to participate in their Medicaid programs. 69
Furthermore, there are long-standing restrictions on the availability of
Medicaid reimbursement for residential treatment settings with over 16
beds referred to as the Institutions for Mental Diseases (IMD
exclusion). 70
The ARPA established two important new opportunities for states to
increase support for crisis stabilization services in their Medicaid
programs: an increased federal matching rate for qualifying mobile crisis
intervention services and an increased federal match for home and
community-based services (HCBS) including benefits covered under the
Medicaid rehabilitative services, case management, and 1915(i)
authorities. 71

Crisis Teams to Qualify for
Increased Federal
Medicaid Match
-Include at least two members

- Include one professional
authorized to conduct an
assessment (additional team
member may be a peer)
- Be available 24/7 every day
- Be trained in traumainformed care, de-escalation,
and harm reduction
- Provide services outside
hospitals or other facilities
- Be able to provide
screening/assessment,
stabilization, and coordination
with health and social services
and supports
-Have relationships with local
medical and behavioral health
providers
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Increased Federal Medicaid Match for Mobile Crisis Stabilization Teams
Section 9813 in the ARPA incentivizes states to establish or expand Medicaid coverage for mobile crisis
services with an 85% federal matching rate for covered services provided by qualifying mobile crisis
units. This enhanced federal match is available for 12 quarters during the five-year period starting April
of 2022. Qualifying mobile crisis services are defined as covered items and services that are furnished to
a beneficiary outside a hospital or facility who is experiencing a mental health or substance use disorder
crisis. These services must be provided by a multidisciplinary team that includes at least one behavioral
health professional authorized to conduct an assessment of the individual under state law and other
professionals or paraprofessionals with appropriate expertise in crisis response including peer support
specialists. Members of these teams must be trained in trauma-informed care, de-escalation strategies,
and harm reduction. These teams must be available 24 hours a day every day to provide screening and
assessment, stabilization and de-escalation, and coordination and referrals to health, social, and other
services and supports in a timely manner. To qualify for the enhanced match, states must provide
assurances that they will use the additional federal funds to supplement and not supplant state funding
for mobile crisis services based on the level of state funding during the prior fiscal year.
The ARP Act also appropriated $15 million in planning grants to support development of state plan
amendments, section 1115 demonstrations, or section 1915(b) or 1915(c) waivers to provide qualifying
community-based mobile crisis intervention services. CMS issued the notice of funding opportunity for
these planning grants on July 13, 2021. 72 CMS included the following actions among the examples of
activities for which planning grants could be used:
•

•

•

•

•
•

“Technical assistance on planning emergent intervention and crisis services and the
integration with crisis call centers, crisis intervention centers, and longer-term post-crisis
care coordination programs and resources such as community-based recovery supports;
Conducting a statewide needs assessment for community-based mobile crisis intervention
services, including such factors as provider capacity, provider qualifications, scope of
services furnished, equity strategies, and privacy protections;
Enrolling prospective Medicaid providers and making technical assistance available for
meeting Medicaid claiming requirements for furnishing community-based mobile crisis
intervention services;
Building linkages and developing collaborations of community-based mobile crisis
intervention services with National Suicide Prevention Lifeline crisis call centers and first
responders;
Building and strengthening partnerships with relevant state and local partners (e.g., Single
State Agencies for substance abuse and mental health); and
Assessment of state information systems to identify options for improving interagency
communication and data sharing for facilitating individuals’ access to on-going treatment
and to prevent recurring crises”.73
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Ideally, these planning grants can support and encourage participation by state Medicaid agencies in
statewide crisis services planning along with other crisis intervention stakeholders. These planning funds
could encourage collaboration among these stakeholders on how Medicaid coverage policies can
support broader availability of crisis stabilization services and how the MHBG and SAPTBG and other
grant funding can be used to complement (instead of overlap) Medicaid coverage of crisis services
including by covering fixed costs for establishing and operating mobile crisis teams. These collaborations
could also explore other mechanisms for supporting crisis stabilization services including incorporating
these services into coverage provided by Medicaid managed care plans as well as reimbursement rate
methodologies for crisis stabilization services that take into account that these services must be
available all the time and are accessed unpredictably on an emergency basis. In addition, this planning
could include discussion of opportunities for expanded coverage and availability of crisis services
presented by section 9817 of ARPA provision offering enhanced Medicaid funding for HCBS (discussed
below).

Enhanced Federal Medicaid Funding for Home and Community-Based Services and
Infrastructure
The ARPA includes another opportunity to increase Medicaid support for crisis stabilization services with
section 9817 offering states a ten-percentage point increase in their federal matching rate for HCBS. This
increased federal matching rate applies to state spending on HCBS from April 1, 2021 through March of
2022. State spending eligible for the enhanced federal match includes spending on benefits covered
under a number of federal Medicaid authorities including the rehabilitative services benefit, the case
management benefit, 1915(i) state plan option, and section 1115 demonstrations all of which often
serve as the authorizing provisions for Medicaid coverage of crisis stabilization and other behavioral
health services.
In recently issued guidance 74, CMS specifies that the additional federal funding amounting to 10% of a
state’s spending on HCBS from April 1, 2021 through March 31, 2022 must be used by the state on
improvements or expansions of HCBS. These improvements or expansions can take place over a threeyear period from April 2021 through March 31, 2024. The guidance further explains that this increased
federal funding can be reinvested one time between April 1, 2021 and March 31, 2022 to cover the state
share of additional HCBS services (the authorities for which are listed in Appendix B of the guidance).
There are two fundamental requirements for states to qualify for the additional federal funding for
HCBS: 1) states must use the federal funds to supplement and not supplant state funding for HCBS; and
2) states must implement or supplement one or more activities to enhance, expand, or strengthen HCBS
in their Medicaid program.
Regarding the first requirement, CMS guidance specifies that states may not impose stricter eligibility
standards for HCBS than those in effect on April 1, 2021. In addition, states must maintain coverage of
HCBS in effect as of that date including the services and amount, duration, and scope of that coverage.
Finally, states must maintain provider payment rates for HCBS in effect as of April 1, 2021. These
maintenance of effort requirements apply until the additional federal funds are fully expended.
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Regarding the second requirement, CMS guidance advises that states must spend state funding
equivalent to the increased federal matching funds to implement or supplement activities to enhance,
expand, or strengthen HCBS. These activities must expand, enhance, or strengthen HCBS beyond what is
available under the state Medicaid program as of April 1, 2021. State activities and spending to
strengthen or expand HCBS can extend through March 31, 2024.
Several of the HCBS authorities listed in Appendix B of this guidance and eligible for the enhanced match
and reinvestment are used by states to authorize Medicaid coverage of crisis stabilization services.
Therefore, states could use this opportunity to significantly expand Medicaid coverage of crisis
stabilization services authorized under the rehabilitative services option or case management authority
or other HCBS authority in Appendix B with the additional federal funding provided by this provision of
the ARPA. The guidance specifies that states may reinvest additional federal funding provided under
this provision to cover the state matching funds for additional HCBS services and be eligible for the
higher federal matching rates one time between April 2021 and March 2022.
In addition, many of the activities listed in Appendices C and D including those related to capacity
building, infrastructure development, and improvements to reimbursement that states are encouraged
to use these additional federal HCBS Medicaid funds on could be used by states to improve their crisis
stabilization services and systems.
The CMS guidance explicitly recommends use of these federal HCBS funds for certain activities to
improve mental health and substance use disorder services. This section specifically refers to skill
rehabilitation to “assist eligible individuals in receiving mental health services, substance use treatment
and recovery services, and necessary rehabilitative services” and expanding capacity including
“recruiting additional behavioral health providers, increasing payment rates for providers, expanding
access to telehealth.” Furthermore, although many of the other activities in Appendices C and D are
framed as ways to expand and improve HCBS for people with physical or intellectual disabilities, these
same types of activities could also help improve behavioral health crisis stabilization services. These
other activities include -•
•
•

•
•
•
•
•
•

Increasing payment rates for care providers;
Activities to recruit and retain care providers and professionals;
Workforce training, technology costs (referring specifically to assistive technology, but could
also include technology used to provide crisis services including iPads for law enforcement
and/or mobile crisis teams and internet costs for new and/or expanded crisis stabilization
centers);
Educational materials (focused on COVID-19 but could also include 988 and telehealth);
Language assistance including sign language (could also be implemented in crisis service
systems to improve care for minority and underserved communities);
Establishing toll free phone lines and marketing and outreach campaigns that could support 988
implementation;
Providing person-centered planning and training (also critical for people experiencing a
behavioral health crisis);
Improvements to quality measurement;
Developing cross-system partnerships among managed care plans, providers, and social support
agencies including housing and employment supports;
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•

•
•
•

Caregiver training and respite, expanding the use of telehealth including investments in
infrastructure including start-up costs, e.g., equipment, internet connectivity and activation
costs, providing smartphones, and computers;
Covering costs of implementing health information technology;
Care coordination enhancements such as notification systems for hospital admission, discharge,
and transfer notifications; and
Implementing integrated care models.

All of these activities to enhance HCBS could be implemented by states specifically to improve and
expand mental health and substance use disorder crisis stabilization services.
The guidance specifies that participating states are required to submit an initial spending plan
estimating the total amount of federal funding the state plans to claim as the 10% federal match
increase for HCBS. In addition, this plan must include a description of activities that the state will
implement with these additional federal matching funds between April 1, 2021 and March 31, 2024. The
guidance also points out that this plan should also explain how the state plans to sustain these activities
beyond March of 2024. States also have to submit quarterly reports updating the estimates of the
amount of federal funds the state expects to draw down due to the increased federal matching funds,
any spending on the planned activities, and progress reports on those activities.
Moreover, the guidance also states that the initial and quarterly reports should include “any additional
federal funds attributable to the increased federal match that the state expects to receive by
reinvesting” the additional federal funds to cover the state share for additional HCBS services. As
mentioned above, CMS did specify that the state must explain in their initial and quarterly reports how
activities funded in this way will be sustained. As a result, use of some of this federal funding to cover
fixed-cost infrastructure and capacity building activities may help lessen difficulty later on of maintaining
expanded coverage of services.
A number of states have posted their plans for the use of this additional federal funding to expand and
enhance HCBS. Some of these plans are fairly general and could support a variety of activities including
activities to expand and improve crisis stabilization services. Moreover, some states indicate they plan
to refine their plans in subsequent reports to CMS.
Massachusetts proposed to access an additional $500 million in federal funding for HCBS under section
9817 of the ARPA. 75 The state has proposed to focus this funding on HCBS workforce, access, and
technology/infrastructure improvements. In addition, the state’s plan indicates the additional federal
funding will be used to support implementation of its “Roadmap for Behavioral Health Reform” issued in
early 2021. 76 This Roadmap calls for a more centralized service enabling people to call or text to access
mental health and addiction treatment and expanded availability of treatment including at night and on
weekends, more community-based alternatives to emergency department crisis services, and more
culturally relevant care. In addition, the state proposes an across-the-board payment increase and
enhancements including hiring bonuses and internship and training opportunities for direct care
workers. Furthermore, the state will invest in expanding access to HCBS services including Community
Behavioral Health Centers and navigation supports in emergency departments and inpatient settings, as
well as increased use of technology to improve communication, case management, coordination among
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providers, data sharing, and caregiver directories. The state indicates it plans to further refine these
plans going forward.
California’s plan 77 proposes to draw down an additional $4.6 billion in federal funding for HCBS. The
state proposes to focus these funds on increasing and supporting HCBS direct care workers through
training, stipends, bonuses, and career pathways. In addition, the state proposes use of these funds for
improvements to transitions and navigation with HCBS including navigators in emergency rooms to
screen and refer to mental health or SUD programs and services to assist individuals leaving criminal
justice settings. The state proposes to use these funds to incentivize managed care plans to address
homelessness. In addition, California proposes to use these funds for rehabilitation and construction of
residential facilities for senior citizens. The state proposes to fund a contingency management pilot
program for individuals with stimulant use disorder. In addition, the state proposes to fund several
technology infrastructure projects focused on improving care for individuals with disabilities and senior
citizens.
The Indiana plan proposes to use more than $877 million in additional federal funding on HCBS
workforce development, enhancing HCBS with specialized programs for different groups, building
provider capacity, and caregiver training and support. 78 These proposed activities include investment in
expanding the capability and capacity of the Indiana Crisis System based on the SAMHSA National
Guidelines for Behavioral Health Crisis Care. These efforts will include support for one or more call
centers with 24/7 call coverage. In addition, the state proposes to provide funding to behavioral health
providers to expand mobile crisis support and crisis stabilization services.

Additional Avenues to Support Crisis Stabilization through Medicaid
In the 2018 Letter to State Medicaid Directors on “Opportunities to Design Innovative Service Delivery
Systems for Adults with Serious Mental Illness or Children with Serious Emotional Disturbance”, CMS
highlighted increasing availability of crisis stabilization services as a key strategy for improving care for
Medicaid beneficiaries with SMI or SED. This CMS guidance specifies that “[c]ore elements of crisis
stabilization programs include development of regional or statewide crisis call centers coordinating
access to care in real time, centrally deployed mobile crisis units available 24 hours a day seven days a
week, and short-term, sub-acute residential crisis stabilization programs.” 79 The letter also points out
that these services can help divert Medicaid beneficiaries with these conditions from unnecessary stays
in emergency departments and involvement with law enforcement.
Furthermore, this CMS guidance highlights that a long-standing prohibition on Medicaid reimbursement
for services provided to beneficiaries residing in IMDs may apply to a core component of crisis
stabilization systems, sub-acute crisis residential crisis stabilization programs, if those facilities have
more than 16 beds. However, the letter describes how states may be able to cover these services for no
more than 15 days under a Medicaid managed care rule that applies to comprehensive risk-based
managed care organizations or prepaid inpatient hospital plans. 80
This State Medicaid Director letter also established a section 1115 demonstration initiative that waives
the IMD exclusion to allow Medicaid coverage for crisis residential settings with over 16 beds in states
that agree to take a number of steps to improve community-based behavioral health care in the state.
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These additional actions referred to as “Milestones” in the guidance include committing to increased
funding for community-based services including crisis call centers, mobile crisis units, and
observation/assessment centers. As a result, this demonstration initiative frees up local and state
funding previously dedicated to covering services in IMDs, so these funds can be used to support
improvements in crisis intervention and stabilization programs.
States with these section 1115 demonstrations are also required to conduct in-depth annual
assessments of the availability of mental healthcare throughout the state including the availability of the
crisis stabilization services (including call centers, mobile crisis, and crisis stabilization centers). States
are also required to provide updates on actions taken to increase availability of these services.
In addition, participating states are expected to report quarterly or annually on specific performance
measures including emergency department utilization, inpatient utilization, and readmission following
hospitalization in an inpatient psychiatric facility, follow-up after hospitalization for mental illness,
access to preventive/ambulatory care, total costs, and per capita costs for mental health among
beneficiaries in inpatient or residential setting compared to all other beneficiaries. 81
As of July 2021, CMS has approved applications from the following states for these demonstrations:
District of Columbia, Idaho, Indiana, Oklahoma, Utah, Vermont, and Washington. In addition,
Massachusetts, Alabama, and New Mexico have submitted formal applications.
CMS previously established a similar section 1115 demonstration program in 2015 that was revised in
2017. This initiative likewise allows coverage of services for beneficiaries in IMDs including crisis
residential settings primarily to receive SUD treatment. These demonstrations also require states to take
a number of steps to improve the SUD treatment continuum of care in their state. In addition, states are
required to report on a set of performance measures and metrics on a wide range of issues including the
following topics: initiation and engagement in treatment, use of opioids, continuity of medication to
treat opioid use disorder, treatment offered at discharge and follow-up after discharge, emergency
department utilization, inpatient stays, and readmissions among beneficiaries with SUD. CMS has
approved 32 states for these 1115 demonstrations and an additional three states have formally
submitted applications.
These demonstrations incentivize states to enhance their crisis stabilization systems in order to meet
the requirements or milestones to improve access to community-based care. In addition, statewide
implementation of crisis stabilization services and the crisis system improvement activities discussed
above should help states perform well on the milestones and performance measures for these
demonstrations.

Telehealth is a Key Component of Enhanced Crisis Stabilization Services and Systems
Use of telehealth to provide mental health and addiction treatment services grew exponentially during
the COVID-19 public health emergency. Almost 40% of Medicare beneficiaries accessed office visits via
telehealth and 60% accessed mental health services via telehealth. 82 Services delivered to Medicaid and
CHIP beneficiaries via telehealth also increased dramatically particularly in the use of telehealth for
mental health services. 83 In addition, commercial insurers greatly expanded coverage of telehealth, with
private insurance claims data consistently showing mental health conditions to be among the most
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frequent reason for telehealth visits. As utilization of telehealth overall has begun to decline, utilization
of telehealth for mental health treatment has remained strong, far outpacing the level of continued use
of telehealth for other conditions. 84
The availability of telehealth undoubtedly preserved access to behavioral healthcare to a significant
degree. However, for many disadvantaged individuals, this alternative avenue was not sufficient to
maintain access. Data recently released by CMS indicate that Medicaid enrollees’ access to mental
health and SUD services decreased dramatically during the pandemic and did not fully recover despite
greater use of telehealth. 85 This decrease in utilization of behavioral healthcare was pronounced among
children and youth during the pandemic perhaps due to the lack of access to behavioral healthcare
through schools. 86
Crisis call centers, mobile crisis service providers, and crisis stabilization centers often provide services
via telehealth. Continued expanded coverage of telehealth with reimbursement rates on par with inperson services will help support broader availability of crisis services that can hopefully address some
of the behavioral health impact and expected increased need for mental health and SUD treatment
services resulting from the Covid-19 pandemic.
The significance of expanded Medicare coverage of telehealth services for improving access to crisis
stabilization services should not be overlooked since Medicare coverage policies often influence
Medicaid and commercial insurance. Moreover, continued coverage of audio-only telehealth services
will be critical since telehealth crisis services are often provided via telephone calls. Among Medicare
beneficiaries who had a telehealth visit last summer and fall, over half of them accessed care using a
telephone only. 87 Furthermore, coverage of audio-only telehealth services enables access to behavioral
healthcare in areas where broadband service is often not available to support video interactions. Lowincome populations and homeless individuals are also less likely to have access to telehealth services via
video-conference technology.
In addition, availability of care through audio-only telehealth is even more important in rural areas due
to the common shortage of behavioral healthcare providers in those areas. According to the Health
Resources and Services Administration (HRSA), there are more than 5,700 mental health provider
shortage areas across the United States, with more than one-third of Americans (119 million people)
living in these shortage areas. 88 Telehealth services can help extend the capacity of behavioral health
services to reach individuals in need of behavioral healthcare including crisis services in those shortage
areas.
Recent legislation has significantly improved Medicare coverage of telehealth for beneficiaries in need
of mental health or substance use disorder treatment. The Substance Use-Disorder Prevention that
Promotes Opioid Recovery and Treatment for Patients and Communities (SUPPORT Act) 89 improved
Medicare coverage of telehealth for SUD treatment by eliminating the limitation on coverage to services
provided in certain rural geographic areas and the requirement that beneficiaries travel to originating
site facilities to access telehealth services. (Currently, CMS has waived these limits on telehealth during
the pandemic.) Due to this change in the law, even after the public health emergency is over, Medicare
beneficiaries will be able to access SUD services via telehealth from their homes or communities and
regardless of the geographic area they are in. Furthermore, these changes also require that
reimbursement for providers be at the same rate as if these services were provided in-person, although
facility fees would not be provided. 90
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Similar improvements to Medicare coverage of mental health services via telehealth to beneficiaries at
home and regardless of geographic locations were enacted as part of the CAA.91 In addition, in a recent
rulemaking implementing this provision, CMS has also proposed to maintain Medicare coverage of
audio-only technology for telehealth services for mental health and certain SUD treatment. 92 These
changes could help support Medicare coverage of telehealth services provided by crisis stabilization
services providers, but a requirement that the beneficiary must have seen the provider in-person within
the prior six months is a significant barrier to the utility of these provisions for improving access to crisis
stabilization services. Exceptions to this preexisting treatment relationship requirement should be
allowed for behavioral health crisis situations.

Opportunities to Support Crisis Stabilization through Alternative Payment Models
and Demonstrations
As discussed above, reimbursement for crisis stabilization services must be structured differently than
payment for other mental health or substance use disorder services. Payment methodologies and rates
must take into account the need to have crisis stabilization services available around the clock and
accessible without appointments or even notice. These services also generally require a team-based
approach to care that is sometimes provided in the community by a mobile crisis unit, sometimes in a
crisis receiving/observation center, and sometimes an emergency room or other setting, including jails.
These types of services demand a flexible funding approach that factors in the variety of resources
needed to provide this type of care.

Certified Community Behavioral Health Clinic Model
The Medicaid CCBHC demonstration is one example of how a comprehensive flexible payment
methodology can be developed that includes mobile crisis services in the community as well as crisis
stabilization services in a clinic setting. This demonstration supports provision of a comprehensive array
of services by community mental health centers with a cost-based daily or monthly Medicaid payment
rate. The Medicaid demonstration was the basis for the CCBHC expansion grants described above that
were increased substantially in the CAA and ARPA. There are also quality improvement features
included in the demonstration. States have the option to provide bonus payments to CCBHCs that meet
certain quality metrics. In addition, CCBHCs and states are required to report on performance measures
aimed at assessing the impact of this demonstration. The demonstration includes 10 states. 93 It started
in 2016 and has been extended many times most recently until September 30, 2023.
Several of the Medicaid CCBHC demonstration states have added their CCBHC payment rates to their
Medicaid state plans. In Missouri, for example, the state plan amendment adding this payment rate for
clinics that qualify as CCBHCs refers to the Rehabilitative Services Option for authority. This payment
methodology incorporates all the costs of providing 24/7 crisis stabilization services including mobile
crisis services and also including the costs of activities that go into providing these services that are not
as directly covered by existing Medicaid authorities including outreach and engagement costs, care
coordination, and team-based consultation costs.
In addition to this Medicaid demonstration, the CCBHC expansion grant program has funded
development of CCBHCs in all but about ten states. 94 These grants do not include the Medicaid
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reimbursement model incorporated into the demonstration. However, availability of CCBHCs in a state,
even those that are funded by SAMHSA discretionary grants, could facilitate development of a Medicaid
payment rate modeled after the payment rates in the CCBHC demonstration that could cover all the
costs that go into providing 24/7 crisis stabilization services.

Emergency Triage, Treat, and Transport (ET3) Model
The Center for Medicare and Medicaid Innovation (CMMI) within CMS recently kicked off a new
payment model for emergency services for Medicare beneficiaries that is closely aligned with the
objectives of increasing crisis stabilization services. 95 This model, the Emergency Triage, Treat and
Transport (ET3) model, pays for transportation of Medicare beneficiaries to alternative locations instead
of the settings to which beneficiaries are generally required to be brought, usually hospital emergency
departments. Participants in the five-year program that started in January of 2021 are 184 public and
private Medicare-enrolled ambulance providers in 36 states. The model will test two new Medicare
payments: 1) for ambulance transport to alternative destinations not currently covered by Medicare;
and 2) for treatment in place when appropriate by a qualified health care practitioner at the scene of an
emergency response or via telehealth. The alternative settings where participating ambulance providers
may bring beneficiaries include primary care offices, urgent care clinics, and community mental health
centers or other destinations approved by CMS. Crisis stabilization centers should also qualify as
alternative settings where Medicare beneficiaries could be brought. Payments to participants will be
tied to performance on key quality measures in the third year of the demonstration.
This nationwide demonstration highlights the need for alternatives to emergency departments for those
who do not really need to be there, and the need for greater flexibility in state and federal regulations
regarding emergency response and where individuals experiencing a behavioral health crisis may be
brought for stabilization services. In addition, this demonstration points out the need for improvements
to Medicare coverage of crisis stabilization services. As described above, Medicare coverage for crisis
stabilization services is generally limited to crisis psychotherapy (CPT codes 90839 and 90840), but many
crisis stabilization centers do not bill for these codes because they do not have the staff with the right
credentials.
CMMI also announced a complementary opportunity for local governments where emergency transport
providers participating in the ET3 model are located. This additional opportunity will provide funding to
expand emergency and non-emergency medical triage services in these locations. As currently
structured, access to triage services funded with these grants would have to be provided in response to
calls to 911. However, there may be an opportunity to coordinate these improved triage capacities with
broader state and local efforts to increase the availability of triage services for callers to 988. State
mental health and substance use disorder agencies should identify whether any of the providers in their
state are participating in this program 96 and incorporate those activities into their planning for
coordinated and comprehensive crisis stabilization systems.
CMMI in collaboration with the Center for Medicaid and CHIP Services at CMS issued guidance on how
states could implement similar payment and care delivery models in their Medicaid programs. 97 This
guidance describes various Medicaid authorities and payment policies that states could implement in
order to support emergency transport for Medicaid beneficiaries to alternative destinations instead of
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emergency departments and to cover practitioners including EMTs providing services to Medicaid
beneficiaries on the scene of a 911 response.
This joint guidance points out that under federal law Medicaid may cover emergency response services
provided on the scene without transport by EMTs who are under the supervision of a physician or other
licensed practitioners including licensed paramedics. In addition, Medicaid may cover services provided
on the scene by unlicensed practitioners under the preventive services Medicaid authority although
these services must be recommended by and under the supervision of a licensed provider. This guidance
could be useful in considering how to structure Medicaid coverage of mobile crisis teams.
In addition, the joint guidance points out some issues for states to consider in implementing Medicaid
coverage of crisis stabilization services including whether state policies and regulations prohibit
emergency response personnel from transporting individuals to alternative destinations or prohibit
providing treatment on the scene of the emergency without providing transportation. In addition, the
guidance encourages states to consider whether the state Medicaid program covers the relevant HCPCS
codes for emergency response services.
In this guidance, CMS points out that federal Medicaid law and regulations do not specify that
emergency transportation must be to a hospital and indicates that these issues are determined in state
law and regulation. CMS also specifies that a number of state Medicaid agencies have implemented
Medicaid coverage of transportation to alternative destinations and CMS lists crisis stabilization centers
as examples of alternative destinations that state Medicaid agencies may include in their initiatives. CMS
also highlights that Medicaid managed care plans may have flexibility to cover alternative destinations
and transportation services.

Partnerships with Hospitals and Health Systems: The Maryland Example
Maryland has a unique approach to healthcare financing that may be instructive for how to
encourage greater collaboration between hospitals and community-based providers on
development of crisis stabilization programs and services. The Health Services Cost Review
Commission (HSCRC) sets the reimbursement rates that all payers (e.g., Medicare, Medicaid,
commercial) must pay hospitals in the state. This program required a waiver from the Centers for
Medicare and Medicaid Services so that Medicare could be included in this all-payer initiative. 98
The most recent renewal of this waiver agreement between Maryland and CMS requires the state
to meet certain benchmarks regarding care for Medicare beneficiaries in the state in terms of
spending and performance measures. To keep control over spending for Medicare beneficiaries in
the state, the HSCRC has offered grant funding for regions and localities in the state to support
development of collaborations between hospitals and community-based providers to help drive
down spending while increasing quality of care. A recent round of grants focused on supporting
development of crisis stabilization systems in different regions within the state with the hope that
these efforts will result in establishment of programs that offer individuals experiencing behavioral
health crises alternatives to going to the hospital emergency departments. 99 Hospitals are key
stakeholders in efforts to develop crisis stabilization facilities and programs as alternatives to
emergency departments, and states are encouraged to coordinate with them in efforts to improve
crisis stabilization systems and increase availability of crisis stabilization programs and services.
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Conclusion
The dual national crises of increased drug overdoses and high rates of suicide demand a new approach
to addressing behavioral health crises. Designation of 988 as a nationwide toll-free hotline is a
galvanizing event that should spur renewed focus on developing comprehensive coordinated crisis
stabilization systems that can respond to the needs of 988 callers with local resources and support.
Fortunately, several game-changing opportunities have arisen to help support state and local efforts
including tremendous increases in federal block grant funding, a number of opportunities to enhance
Medicaid funding for these programs, and greatly expanded coverage of telehealth services.

Recommendations for State Policy Makers Regarding Increased Block Grant and
Medicaid Funding
I. Invest in Statewide Crisis Stabilization Systems
•

•
•
•

•
•
•
•
•
•

Develop and coordinate statewide improvements to crisis stabilization programs by convening
stakeholders with vested interests in increasing access to these services in addition to state mental
health and substance use disorder agencies including state Medicaid agency leaders, law
enforcement, hospital/health system emergency departments, crisis stabilization services providers,
insurance commissioners, emergency transportation providers, 911 operators, other hotline and
public service number operators, housing authorities, people with lived experiences of having
serious behavioral health conditions, peer support specialists, families of adults or children with
serious behavioral health conditions, representatives of underserved communities and populations,
as well as possibly other state and local regulatory agencies that regulate providers of emergency
services;
Conduct a gap analysis regarding capacity of existing crisis stabilization centers, mobile crisis teams,
and call centers and assess the need for increased capacity and coordination among these
programs;
Enhance health information technology including by expanding broadband, providing technology for
telehealth, and improving or establishing electronic systems for tracking which providers have
capacity to care for individuals in crisis;
Pursue Medicaid funding for state administrative costs, including enhanced match for health
information technology, for improving crisis stabilization systems and services including
development and operation of call centers and electronic systems for tracking crisis stabilization
programs’ capacity to accept individuals in crisis, as well as support for improvements to providers’
telehealth capabilities (in proportion to the degree to which Medicaid enrollees benefit from these
improvements);
Consider funding call center operations through contracts to support rapid responses regardless of
coverage;
Develop protocols for when responses to hotline calls should come through 911 or 988 as well as
policies for when and how law enforcement should be involved in crisis response activities;
Remove state limitations on coverage of interventions provided outside of hospitals;
Eliminate restrictions on emergency transportation only to hospital emergency departments to
allow reimbursement for transportation to crisis centers, clinics, and other settings;
Explore whether CHIP funding for HSIs is available to support development of specialized crisis
stabilization services for children and adolescents; and
Develop data collection and quality assurance programs for crisis stabilization programs;
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II. Improve Coverage of Crisis Services and Provider Reimbursement to Increase Availability of
Stabilization Programs
•
•
•

•
•
•
•
•
•
•

Reconsider how crisis stabilization services are financed to determine whether additional Medicaid
authorities are available for covering crisis services;
Access additional federal Medicaid funding through the 10% increased federal match rate for HCBS
to improve and expand crisis stabilization programs;
Revise Medicaid reimbursement rates for crisis stabilization programs to address the need for
team-based capacity that is available around the clock and allow professional fees to be billed
separately from the team-based payment in part to facilitate reimbursement by other payors
including Medicare;
Ensure Medicaid reimbursement rates for mobile crisis stabilization services are sufficient to
support two-person teams;
Add coverage of peer supports to the state Medicaid program, if not already covered, and
authorize peers support providers to support clinicians in providing crisis stabilization services;
Develop and submit a state plan amendment or other authorization to access the 85% federal
Medicaid match to expand mobile crisis services beginning April of 2022;
Ensure coverage of telehealth for behavioral health services including audio-only telehealth with
comparable reimbursement rates to in-person treatment in Medicaid and state-regulated
insurance;
Authorize and support billing by call center staff for telehealth services provided to callers;
Require health insurers offering coverage plans in the state, including Medicaid managed care
plans, to cover crisis stabilization services and include crisis stabilization providers in their
networks; and
Apply for section 1115 demonstrations for innovative service delivery systems for individuals with
SUD, SMI, or SED to expand coverage of crisis residential settings that qualify as IMDs;

III. Support Providers to Expand Access to Crisis Stabilization Services
•
•
•
•
•
•

Cover providers’ start-up costs for establishing new crisis stabilization programs including hiring
staff and developing capacity to bill Medicaid, commercial insurance, and Medicare;
Work with crisis services providers to improve their capacity to bill Medicare and commercial
insurance, as well as Medicaid, for covered crisis services;
Encourage hiring of peer support specialists particularly by crisis stabilization programs, and
incentivize development of stepped up career opportunities for peers;
Reexamine limits on scope of services for providers of crisis stabilization services to ensure they are
not unnecessarily restrictive;
Support provider establishment of crisis stabilization programs to address the needs of special
populations with flexible funding for start-up costs and training; and
Provide training for providers and other crisis stakeholders regarding crisis responses for special
populations including children with serious behavioral health conditions, underserved and minority
communities, and individuals with IDD.

Recommendations for Additional Federal Policies to Support Crisis Stabilization Systems and Programs
•
•

Establish a permanent ten percent set-aside in the MHBG to support on-going crisis stabilization
system expansions and improvements;
Provide infrastructure funding to states and counties to cover construction of new crisis stabilization
facilities;
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•

•
•
•

•
•

Clarify that the IMD exclusion does not apply to crisis stabilization centers because they are focused
on providing short-term de-escalation and stabilization and connections to treatment as opposed to
being “primarily engaged in providing diagnosis, treatment, or care for persons with mental
diseases”; 100
Require Medicare Advantage, Qualified Health Plans, and Federal Employee Health Benefit Program
plans to cover crisis stabilization services;
Maintain Medicare coverage of telehealth, including audio-only services, with reimbursement on
par with rates for in-person services;
Recognize an exception for behavioral health crises to the Medicare telehealth requirement that the
beneficiary must have seen by the provider in-person within the prior six months for Medicare to
cover mental health or substance use disorder telehealth services to beneficiaries who are home or
in their communities;
Issue federal guidance on application of parity to crisis stabilization services; and
Encourage and enable CMMI ET3 model participants to coordinate emergency response activities
covered by Medicare through that demonstration with efforts to improve responses to 988 in those
communities.

SIGNIFICANT DATES

April 2022: Medicaid 85% federal Match for mobile crisis services goes into effect for twelve quarters
JULY 2022: Three-digit behavioral health crisis and suicide prevention hotline, 988, available nationwide
via all telecommunications providers
MARCH 2023: Deadline for states to expend additional MHBG and SAPTBG funding provided in the CAA
MARCH 2024: Deadline for states to spend 10% increase in federal Medicaid match for HCBS
SEPTEMBER 2025: Deadline for states to expend additional MHBG and SAPTBG funding provided in the
ARPA
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List of Abbreviations

ARPA

American Rescue Plan Act

CCBHC

Certified Community Behavioral Health Clinic

CHIP

Children’s Health Insurance Program

CMS

Centers for Medicare and Medicaid Services

CAA

Consolidated Appropriations Act, 2021

ET3

Emergency Triage, Treat, and Transport

IDD

Intellectual or Developmental Disabilities

IMD

Institution for Mental Diseases

MHBG

Community Mental Health Services Block Grant

SAMHSA

Substance Abuse and Mental Health Services Administration

SAPTBG

Substance Abuse Prevention and Treatment Block Grant

SMI

Serious Mental Illness

SUD

Substance Use Disorder

NB: The author would like to thank Brenda Jackson for her detailed input and expert guidance.
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Appendix A: SAMHSA Guidance on Mental Health Block Grant Set-Aside for Crisis
Services
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Appendix B: SAMHSA Guidance on American Rescue Plan Act Funding
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