
Crisis Services and 

Community Integration 



Introduction

• Today’s webinar is being recorded. 

• Please enter questions for the Q&A or 

let us know about technical difficulties 

in the chat box. 



Olmstead’s Implications 

for Crisis Services

Jennifer Mathis, Director of Programs

Bazelon Center for Mental Health Law  



The Americans with Disabilities Act

• Prohibits discrimination against people 

with disabilities (including psychiatric 

disabilities) by public entities in 

services, programs and activities

• The ADA’s “integration mandate”:  

requires public entities to administer 

services, programs and activities for 

people with disabilities in the most 

integrated setting appropriate



The Most Integrated Setting

• An integrated setting enables people with 

disabilities to interact with non-disabled persons 

to the fullest extent possible

• Provides individuals opportunities to live, work 

and receive services in the greater community, 

like individuals without disabilities

• Offers access to community activities and 

opportunities at times, frequencies and with 

persons of an individual’s choosing; affords 

choice in daily life activities



The Most Integrated Setting

• The “most integrated setting” is one 

that enables people with disabilities to 

interact with people without disabilities 

to the fullest extent possible

• Example:  living in one’s own 

apartment or home with supportive 

services



Olmstead v. L.C.

• U.S. Supreme Court (1999): needless 

institutionalization of people with disabilities 

is a form of discrimination prohibited by the 

ADA

• perpetuates unwarranted assumptions that people 

are “incapable or unworthy of participating in 

community life” 

• severely curtails everyday life activities including 

family, work, education and social contacts



What Services Are Needed to Avoid Needless 

Institutionalization ?

• Core services include: 

• Supported Housing

• Crisis Services (mobile crisis, crisis 

apartments, etc.)

• Assertive community treatment

• Peer support services

• Supported employment



Crisis Services Required by Olmstead 

Settlements

• U.S. v. New Hampshire/Amanda D. v. Hassan 

(avoiding hospitalization and nursing home placement)

• U.S. v. Georgia (avoiding hospitalization)

• U.S. v. Delaware (avoiding hospitalization)

• U.S. v. New York/O’Toole v. Cuomo (avoiding adult 

home placement)

• U.S. v. North Carolina (avoiding adult care home 

placement)

• U.S. v. Virginia (avoiding developmental center 

placement)



Strengthening Crisis 

Systems of Care

Kappy Madenwald, MSW

Madenwald Consulting, LLC.  



Crisis Systems of Care

• Building or improving crisis systems of 

care can play a pivotal role in meeting 

obligations of the ADA and Olmstead

• The obligation is not limited to 

individuals currently in institutional or 

other segregated settings.  It also 

applies to persons at serious risk of the 

same



Crisis Systems of Care

• The origin of what eventually becomes 

an Olmstead-related institutional 

concern is often found in decisions and 

actions taken/not taken over the course 

of a crisis episode

• It does not mean the outcome was intended

• It does not mean the outcome for the person 

was foreseeable

• Each system “touch” can change the 

trajectory of a person’s care



Crisis Systems of Care

• There is marked variation in how crises 

are managed from state to state, but 

also from community to community

• Who intervenes and in what order

• Location of services

• Likelihood of involvement of law enforcement 

or court

• Availability of peer crisis support

• Viable alternatives to hospitalization



Crisis Systems of Care

• In a way that also varies by locale, our 

field has a history of compelling 

individuals into treatment including via 

law enforcement, Involuntary 

transports, evaluations, and actions by 

child protective services

• These are practices that warrant close 

tracking and a thoughtful review 



Crisis Systems of Care

• Though there may be a guise of safety, 

coercive practices sometimes have 

less to do with imminent risk and more 

to do with one or more of the following:  

• Habit 

• Convenience 

• Cost 

• Transportation 

• Concern about personal or provider liability



Crisis Systems of Care

• If you start with the most restrictive 

actions (law enforcement, holds, 

evaluation in the emergency 

department) making a decision to void 

a hold and discharge can seem risky

• If you start with less restrictive action 

(voluntary crisis intervention in the 

community) there isn’t a “step-down”



Crisis Systems of Care
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Crisis System of Care

• Unlike other traditional mental health 

treatment services, the delivery and 

effectiveness of crisis services is 

heavily influenced by longstanding 

beliefs, decisions, practices and 

actions within the broader behavioral 

health system, other community 

sectors and the general public



Crisis Systems of Care

• Outside of the narrow set of crisis 

responders/providers, crisis-related 

roles tend to be under-defined and 

under-assigned and providers may feel 

uncertainty about what to do or may 

feel their hands are tied to directly 

intervene



Crisis Systems of Care

• Digging deeper, common explanations 

emerge:

• It’s not my job

• I don’t have permission

• I don’t have the competency

• I don’t have the time

• I can’t get paid for it

• It could put me or my agency at risk

• The inertia here leads to overuse of 

“default” systems and solutions



Crisis Prevention and Support:  

Everybody’s Job

• I am not a firefighter, but I have a role in 

fire prevention and early intervention

• I am not an epidemiologist, but I have a 

role in reducing the spread of disease

• I am not a disaster worker, but I have a 

role in preparedness and in mitigating 

the effects of a disaster 

• I am not a crisis counselor, but I have a 

role in prevention and support.



Crisis System of Care

• Think of a Crisis System of Care as the  

organized whole of a behavioral health 

crisis system

• This is quite different from how the 

system “works” in many communities 

where you might find:

• Systems and services operating in silo from 

each other

• Under-defined mission, standards and 

measures 



Crisis Systems of Care

• Under-assigned roles, responsibilities and 

systemic expectations

• Default, and often early use, of safety net 

providers such as law enforcement, hospital 

emergency departments and crisis teams

• Underdeveloped crisis competency. 

• Narrow focus on assessment, not enough 

focus on treatment**

• Narrow focus on disposition, not enough 

focus on resolution**



Medical Analogy Makes it 

Clearer…

Assessment vs. treatment

What is the difference?

Disposition vs. resolution

What is the difference?



Get to the Essence of the Crisis

• When providing crisis planning, 

support or intervention it can be easy 

for the provider to hone in on:

• Diagnosis (as if all MSE changes/crises stem 

from a diagnosable condition)

• Unwanted behavior (chasing unwanted 

behavior rather than getting to the essence)

• This is where holistic thinking is so 

important.  People are more than their 

illness



Get to the Essence of the Crisis

Fear Grief/loss

Sadness Pain

Anger Exhaustion

Loneliness/isolation Hunger

Restlessness/boredom Lack

Hopelessness Stuck

Uncertainty Misery

Loss of control Anxiety

Guilt Shame

26



Crisis System of Care Model

This is an organizing and planning 

framework that offers nine points of 

opportunity for building depth and 

breadth into a crisis system:  within five 

“phases” and four “key components” 



Crisis System of Care Model

28

Tendency can be to 
narrowly focus on 
acute crisis response



Crisis Systems of Care

Want to invest across the crisis arc

• Upstream (pre-acute crisis) 

investments are quite useful in terms of 

cost avoidance and harm prevention.

• Crisis planning

• Urgent access

• Flexible service intensity

• Medication adherence strategies 

• Peer support



Crisis Systems of Care

• It is also important that a person 

successfully return home and that 

there is careful attention to risk during, 

and in the weeks that follow, transition.

• Rapid appointment

• Flexible service intensity

• Well-developed safety plan

• Attention to housing, job, entitlements, social 

supports, etc. that contributed to crisis or 

changed as a result of the treatment



Crisis Systems of Care

• Crisis System “parts” are important 

and might include:

• Telephonic hotline and support line

• Walk in crisis centers

• Mobile crisis response

• Peer-delivered services (broad array)

• Hospital alternatives:  (Crisis stabilization 

units, crisis apartments, 23 hr. observation)

• Brief, partial hospitalization

• Acute inpatient treatment



Crisis Systems of Care

• But “parts”, in and of themselves, are 

not enough

• More “parts” doesn’t automatically result in a 

better crisis system

• Parts should make sense systemically

• Should serve the right people for the right 

amount of time and produce benefits that are 

worth the cost

• Parts must be experienced by the user as 

effective



Expand the “Players”

• Effective crisis systems are:

• Past the “finger pointing” stage 

• Building cross-sector, non-traditional 

relationships and collaborations

• Finding win-win business reasons for doing so

• Blending funding

• Evaluating outcomes at a system level

• Using the experience of those who have used 

crisis services as an orienting point for system 

improvement



Invest in “Logistics”

• Effective systems are:

• Figuring out ways big and small to efficiently 

and safely move people and data

• Attending to access, supply, demand, and 

efficiency of each of the system’s “parts”

• Developing push/pull mechanisms to aid 

movement (especially back door)

• Sorting out cross-system sharing/evaluation

• Retrospective data has some value, but real-

time data and forecasting are game changers



Master the “Competencies”

• Across the board

• Person-centered, strength-based, resolution-

focused, and trauma-informed care

• Sector specific, for example:

• Crisis planning, prevention, support (Tx 

providers)

• Crisis Intervention Team (law enforcement)

• Sanctuary Model (residential care)

• Mental Health First Aid (Laypersons)



Crisis Systems of Care

• The shift away from default 

interventions is complex.  This is 

systems work.  It requires:

• Radically new ways of looking at things

• New and even unexpected partnerships

• Cross-sector policy shifts

• Cross-sector data analysis 

• Talking in depth to and involving individuals 

and families who use crisis services



Transformation Spotlight: 

Bringing Success to Scale
Glenda Wrenn, MD, MSHP

Satcher Health Leadership Institute

Morehouse School of Medicine



Grady Health System

• 5th Largest Public Hospital in the US, 

and the largest in Georgia

• Over 600,000 patient visits per year

• Provides over $200 million in indigent 

and charity care

• Level 1 Trauma Center



Timeline: 

Emergency System Integration

2011

• Georgia Department of Behavioral 
Health and Developmental Disabilities, 
the Satcher Health Leadership Institute 
at Morehouse School of Medicine 
(MSM) and the MSM Department of 
Psychiatry partnered with Grady Health 
System 
• Goal: to address longstanding challenges within the 

emergency systems of care and behavioral health 
system and demonstrate a scalable model



Matching Resources to Need

Medically 
Unstable, 

Psychiatrically 
Stable

Medically 
Stable,

Psychiatrically
Unstable

Medically 
Unstable,

Psychiatrically
Unstable

Medically 
Stable,

Psychiatrically
Stable



SHLI Assessment Methods

• Key informant interviews

• Personnel at all levels within the system

• Review of administrative audit data

• Review of performance improvement 

data

• System process mapping

• Direct observation of clinical services

• Conducted over 6 week period, July 

2011



Preliminary Findings:

SWOT Analysis

• Pride and Loyalty in serving Grady population

• Good insight into existing problems

• Critical need being met by emergency services
Strengths

• Low resource timeframes Use of restraints

• Bottlenecks Inefficiency in processes

• Low morale/apathy
Weaknesses

• Motivated Leadership Pilot Efforts

• New staffing positionsOpportunities

• Funding incentives Reliance on Grants

• External referralsThreats





Initial Target Improvement 

Outcomes:

• Wait times in Emergence Care Center (ECC) for patients 
with psychiatric chief complaint and those with medical 
complaints

• Use of restraint in ECC

• Use of seclusion and restraint in Crisis Intervention 
Service (CIS)

• Inappropriate 1013 usage in ECC

• Patient satisfaction

• ECC staff competency and comfort level handling 
psychiatric issues

• Flow and throughput, staff morale, and perceived 
teamwork

• Inter-specialty  collaboration

• Handoffs between services and systems

• Cost-reimbursement structures



Systems Change to Integrate



Interventions

• Psychiatric Fast Track Team 

embedded in ED

• Streamlined workflow in Psychiatric 

ER 

• Collected quality data for 6 months 

and conduced cost benefit analysis



ED Fast Track Pilot Data

• 50% non-hospital disposition from ED

• Improved community connections

• Reduced wait times

• Reduced seclusion and restraint 

episodes

• Cost-benefit analysis estimated $3 

million cost savings over 5 years for 

the fully scaled model
Okafor, M., Wrenn, G., Ede, V., Wilson, N., Custer, W., Risby, E., Claeys, M., Shelp, 

F., Atallah, H., Mattox, G., Satcher, D. (2015). Improving Quality of Emergency Care 

Through Integration of Mental Health. Community Ment Health J. doi:10.1007/s10597-015-

9978-x.



• What are we trying to 
accomplish?Setting Aims

• How will we know that 
a change is an 
improvement?

Establishing 
Measures

• What changes can we 
make that will result in 
an improvement?

Selecting 
Changes

Fundamental Questions



Targeted Performance Indicators

• Input measures

• # of hours psychiatrists worked at the ECC and CIS

• Process measures

• # of systems planning, development, implementation meetings that 

focus on Grady improvements

• Assessment and development of Grady ECC system, patient flow, 

triage, referrals and discharge process and identification of 

improvement areas an

• Output Measures

• Preliminary report on Grady ECC system and practice improvements

• # of patient encounters



Target Outcome Measures

• Quality
• Reduction in wait time at ECC and CIS
• Reduction in seclusion and restraint
• Reduction in recurrent visits of patients with non-acute care need
• Reduction in ECC and CIS recidivism
• Improvement in medical evaluation of patients presenting with psychiatric chief 

complaint

• Cost
• Cost deferment due to reduction in non-emergent needs presenting to CIS
• Cost deferment by use of non-psychiatrists to address appropriate level of 

needs
• Cost deferment due to reduction in recidivism

• Access
• Increase in mental health services

• Systems
• Documentation of evidence-based practice models, lessons learned and their 

outcomes /impacts
• Policy and practice Implications and system’s replication plan
• Cost benefit analysis of bringing to scale



Change Concepts Addressed

• Eliminate Waste 
• Reducing inefficiencies in process

• Improve Work Flow 
• Change the Work Environment

• Address cultural barriers to system improvement
• Improve safety culture 

• Producer/Customer Interface 
• Manage Time 
• Focus on Variation

• Evening/weekend variation
• Surge capacity 

• Error Proofing 
• Updating documentation
• EMR



Testing Change in Real World 

Settings: the PDSA Cycle

Plan

Do

Study

Act



Timeline: 

Emergency System Integration

2012

• Pilot efforts were brought to scale 

within the Emergency Care Center 
• (5) FTE LCSW were hired to work in ED for 24/7 

coverage

• Pilot processes were established as policy

• Pre-hospital integrated co-response 

was piloted
• “Upstream Crisis Intervention”



Mobile Crisis Unit

https://smhs.gwu.edu/urgentmatters/sites/urgentmatters/files/Up

streamCrisisIntervention.GradyMemorialHospital.pdf

• Paramedic and Licensed clinical social worker (LCSW)

• Offered patients alternate (to the ED) dispositions and 

alternate destination transports, where and when 

appropriate

• Provides patients with same-day or next-day 

appointments, attempts to re-engage patients with their 

mental health providers, assist patients with psychiatric 

medication refill needs and referral follow-up options. D

• Distributes referral cards to patients and their caregivers 

for contacting the 24-hour Georgia Crisis and Access 

Line (GCAL).

https://smhs.gwu.edu/urgentmatters/sites/urgentmatters/files/UpstreamCrisisIntervention.GradyMemorialHospital.pdf


Upstream Crisis Intervention

https://smhs.gwu.edu/urgentmatters/sites/urgentmatters/files/Up

streamCrisisIntervention.GradyMemorialHospital.pdf

• The mobile crisis unit, staffed with one paramedic and a licensed 

clinical social worker (LCSW), co-responded to 911 medical calls 

triaged as chief complaint 25 (psychiatric) in the National Academy of 

Emergency Medical Dispatch protocol system with a Grady EMS 

transport unit. 

• Offered patients alternate (to the ED) dispositions and alternate 

destination transports, where and when appropriate

• Provides patients with same-day or next-day appointments, attempts 

to re-engage patients with their mental health providers, assist 

patients with psychiatric medication refill needs and referral follow-up 

options. Distributes referral cards to patients and their caregivers for 

contacting the 24-hour Georgia Crisis and Access Line (GCAL).

https://smhs.gwu.edu/urgentmatters/sites/urgentmatters/files/UpstreamCrisisIntervention.GradyMemorialHospital.pdf


Grady Health System Savings

http://www.atlantamagazine.com/health/mobile-medicine-grady-

house-calls-free-ers-true-emergencies/

• 8,400 hours of 

annual bed space 

freed up

• $444K saved

• 1,200 calls per 

year handled by 

mobile program
• https://www.youtube.c

om/watch?v=aqdQ1DJ

7NZM

https://www.youtube.com/watch?v=aqdQ1DJ7NZM


Timeline: 

Emergency System Integration

2013

• Behavioral Health Link secures funding 

to expand pre-hospital EMS-BH co-

response



Vision:  To ensure that all people have equitable 
access to behavioral health care and the 
opportunities to achieve optimal health outcomes.

Mission:  Establish a national center for 
mental/behavioral health policy and research, 
provide thought leadership, and engage key 
stakeholders to advance mental and behavioral 
health equity 



Priority Impact Areas
• Develop a state behavioral health database to track, 

monitor, and support the analysis of behavioral health 
policies and their impact.

• Assess state, regional, and national emergency 
systems of care for mental/behavioral health 
disorders.

• Continue to build best practice models for culturally-
informed integrated (primary and behavioral health) 
care that include policy implications and solutions to 
policy and system-level barriers.

• Assess policy level interventions that address 
community-level risk and protective factors to 
mitigate risk and maximize resilience. 



Q&A


