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Executive Summary 

When children, youth, and young adults experience a behavioral health crisis, parents and 
caregivers may not know what to do, or who is available to help meet the family’s needs.  
A crisis continuum of care – designed specifically to meet the needs of children, youth, 
and young adults, and their parents/caregivers – is necessary to deescalate and ameliorate 
a crisis before more restrictive and costly interventions become necessary, and to ensure 
connection to necessary services and supports.   
A high-quality child and youth crisis continuum should be available 24/7 to all children, 
regardless of payer. A comprehensive crisis continuum features screening and 
assessment, ideally using a validated screening tool; mobile crisis response; crisis 
stabilization services, and residential crisis services, where necessary; psychiatric 
consultation; referrals and warm hand-offs to home- and community-based services; and 
ongoing care coordination.  
Within a crisis continuum, mobile response and stabilization services (MRSS) can effectively 
deescalate, stabilize, and improve treatment outcomes. MRSS are specifically designed to 
intercede before urgent behavioral situations become unmanageable emergencies and are 
instrumental in averting unnecessary emergency department visits, out-of-home placements, 
and placement disruptions, and in reducing overall system costs.1  
The research base on the effectiveness of MRSS for children and their caregivers is 
growing. In 2013, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) and Center for Medicaid and CHIP Services (CMCS) recognized Mobile 
Crisis Response and Stabilization Services as “not only clinically effective but cost 
effective as well.”2 As states and communities shift their children’s behavioral health 
delivery systems toward a more upstream, public health approach, they are keenly 
interested in models that can prevent unnecessary use of acute care settings, such as 
emergency departments, psychiatric hospitals, and residential treatment facilities. 
Examples of the efficacy of crisis services, including MRSS, from diverse communities 
such as Milwaukee, Seattle, and Pima County, Arizona are included, as are adaptions 
such as telehealth for rural and frontier communities.  
From a quality and clinical perspective, children, youth, young adults, and families 
benefit from MRSS because they get to initiate care based on a self-defined crisis. 
“Crisis” means different things to different families; it is important to use the family’s 
own definition, based on their own needs and strengths. A significant percentage of 
persons seen by MRSS providers have not previously received behavioral health 
treatment. A first experience in receiving crisis services can be daunting. Engaging 
families in a culturally and linguistically competent crisis response is essential, not just 
for reducing risk in the current crisis and preventing future crises, but also for developing 
trust; if a family’s priorities are not respected, they may choose not to seek services in the 
future.3  
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Introduction  

When a child, youth or young adult experiences a behavioral health crisis, families and 
caregivers frequently turn to law enforcement, hospital emergency departments (ED), and 
inpatient treatment for help. Using data from the National Hospital Ambulatory Medical 
Care Survey, researchers found that pediatric psychiatric ED visits nationwide increased 
from an estimated 491,000 in 2001 to 619,000 in 2010.4 ED usage rates for publicly 
insured children and children without any health insurance were four-fold above those 
who are privately insured.5 Such trends demonstrate the need for community-based 
services to meet the urgent needs of children, youth, and young adults who are at-risk for 

or are 
experiencing a 
behavioral health 
crisis.  
When a crisis 
occurs, the 
established 
response has been 
to recommend the 
child go to an ED. 
Unfortunately, 
EDs often lack the 
specialized 
expertise to 
effectively 
respond to a 
pediatric 
psychiatric 
emergency, 
leading to children 
being “boarded” in 

the ED for hours, or even days, until an appropriate placement becomes available.6 Care 
in the ED is expensive for payers7 and time-consuming for the parent and child who will 
have to wait to access care a second time after being discharged from the ED.8   
Inpatient psychiatric treatment is an important component of a children’s behavioral 
health system, particularly for a child experiencing suicidality or psychosis. However, 
reductions in lengths of inpatient stays have led to increases in ED visits and re-
hospitalizations among children, youth, and young adults, further raising concern over the 
effectiveness of inpatient treatment and the availability of quality community-based 
alternatives.9  Better outcomes in both cost and quality of care are achievable through 
community-based initiatives that redefine the meaning of ‘crisis’ and address and 
stabilize behaviors prior to escalation to the level of requiring inpatient care.    
As the field of children’s behavioral health continues its trend toward treatment in the 
least restrictive environment possible, it is critical for states to develop high-quality 

Figure 2: Published in: Steven C. Rogers; Christine H. Mulvey; Susan Divietro; Jesse 
Sturm; Clin Pediatr (Phila) 56, 488-491. 
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comprehensive crisis continuums available to all children, regardless of payer, within the 
public behavioral health system, which are crucial to achieving two goals:  

1. Diverting unnecessary ED admissions; and  
2. Instituting evidence-based home- and community-based services that provide 

meaningful alternatives to inpatient treatment.10 
In 2013, CMCS and SAMHSA released a joint informational bulletin outlining Medicaid 
reimbursable home and community-based services for children and youth with complex 
behavioral health needs. The Joint Bulletin named several services critical to developing 
a high-quality crisis continuum, including mobile crisis response and stabilization and 
residential crisis stabilization: “Mobile crisis services are available 24/7 and can be 
provided in the home or any setting where a crisis may be occurring. In most cases, a 
two-person crisis team is on-call and available to respond. The team may be comprised of 
professionals and paraprofessionals (including peer support providers), who are trained in 
crisis intervention skills and in serving as the first responders to children and families 
needing help on an emergency basis. In addition to assisting the child and family to 
resolve the crisis, the team works with them to identify potential triggers of future crises 
and learn strategies for effectively dealing with potential future crises that may arise. 
Residential crisis stabilization provides intensive short term, out-of-home resources for 
the child and family, helping to avert the need for psychiatric inpatient treatment. The 
goal is to address acute mental health needs and coordinate a successful return to the 
family at the earliest possible time with ongoing services.”11 

The Value of MRSS within a Children’s Crisis Continuum  

Designed specifically to intercede upstream, before urgent behavioral situations become 
unmanageable emergencies, MRSS are instrumental in averting unnecessary ED visits, 
out-of-home placements and placement disruptions, and in reducing overall system 
costs.12 Operating within a high quality, culturally and linguistically competent children’s 
crisis continuum, MRSS work to keep a child, youth, or young adult safe at home, in the 
community, and in school whenever possible.  MRSS are a viable alternative to acute 
care and residential treatment because they consistently demonstrate cost savings while 
simultaneously improving outcomes and achieving higher family satisfaction.  



Making the Case for a Comprehensive Children’s Crisis Continuum of Care, 
August 2018  

8 

Cost Savings and Avoiding Unnecessary 
Care  

Connecticut: An evaluation of the state’s 
Emergency Mobile Psychiatric Services (EMPS) 
found that the 2014 average cost of an inpatient stay 
for Medicaid-enrolled children and youth was 
$13,320, while the cost of MRSS was $1,000, a net 
savings of $12,320 per youth. In Fiscal Year (FY) 
2013, EDs referred to EMPS 1,121 times and 553 
referrals were coded as “inpatient diversions.” Of 
the 553 referrals, approximately 60 percent (or 332) 
were Medicaid-enrolled for a cost savings of over $4 
million.13    
 
Seattle/King County, WA: Since October 2011, the 
Children’s Crisis Outreach Response System 
(CCORS) has served 4,445 unique youth with a total 
of 5,438 service records. Out of the 5,438 total 
service records, only 15 (fewer than1 percent) 
indicated that the CCORS encounter ended with a 
foster care placement.14 Between 2013 and 2015, 
CCORS was successfully able to divert 91 to 94 
percent of hospital admissions. An evaluation of 
CCORS estimated that it saved $3.8 to 7.5 million in 
hospital costs and $2.8M in out-of-home placement 
costs.15 

 
Texas: In 2007, $82 million was appropriated by the Texas state legislature to address 
gaps in the state’s behavioral health crisis service delivery system for children and youth, 
including the need for MRSS. The initiative resulted in declining hospitalization (1 of 
every 6 crisis episodes resolved via hospitalization pre-redesign, compared to 1 of every 
8 post-redesign) which translated into direct and measurable cost savings of $1.16 to 
$4.51 return on every dollar invested.16 
 
Pima County, AZ: In 2006, voters approved two bond packages to create the Crisis 
Response Center (CRC) and Behavioral Health Pavilion with the Community Partnership 
of Southern Arizona, the regional behavioral health authority. The CRC opened in 2011 
and provides 24/7 services, including MRSS, family and youth peer support, and a crisis 
hotline. The Pima County Sheriff’s Office and the Tucson Police Department receive 
Crisis Intervention Team training, including how to contact the Mobile Acute Crisis 
(MAC) teams. MAC teams receive about 200 calls per month, about half of which are 
from local law enforcement. In FY 2014, there were 4,433 adult and juvenile law 
enforcement transfers that saved 8,800 hours of law enforcement time, the equivalent of 
four full-time officers. Similarly, in FY 2015, 1,101 adults and children were transferred 

Interdepartmental Serious 
Mental Illness Coordinating 
Committee Charter (ISMICC)  
 
ISMICC was established on 
March 15, 2017, in accordance 
with the 21st Century Cures Act 
(Pub. L. 114-255, § 6031). 
ISMICC is required to report to 
Congress on serious emotional 
disturbance (SED) research 
related to the prevention of, 
diagnosis of, intervention in, and 
treatment and recovery of SEDs. 
In its first report to Congress in 
December 2017, ISMICC’s 
recommendations included: 
 Define and implement a 

national standard for crisis 
care  

 Develop an integrated crisis 
response system to divert 
people with SMI and SED 
from the justice system 

 Crisis intervention team 
training for those in criminal 
justice 

https://www.gpo.gov/fdsys/pkg/PLAW-114publ255/pdf/PLAW-114publ255.pdf
https://store.samhsa.gov/shin/content/PEP17-ISMICC-RTC/PEP17-ISMICC-RTC.pdf
https://store.samhsa.gov/shin/content/PEP17-ISMICC-RTC/PEP17-ISMICC-RTC.pdf
https://store.samhsa.gov/shin/content/PEP17-ISMICC-RTC/PEP17-ISMICC-RTC.pdf
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from the ED to the CRC after initial stabilization to receive additional crisis services, 
rather than being admitted, saving $456,138.17 

Crisis Continuum Infrastructure, Components, and Services 

Services for children and youth experiencing a behavioral health emergency exist along a 
continuum of care, the primary goal of which is to evaluate the situation for safety, 
followed by efforts to de-escalate behavior and stabilize the family. As the crisis 
stabilizes, a well-developed continuum is able to refer (via warm hand-off) to other 
supports and services and, in conjunction with other providers and the family, develop a 
plan of care to address the underlying difficulties that led to crisis. The essential 
components of a crisis continuum are detailed below.  

Single Point of Access 

Creating a single point of access streamlines the process and removes barriers to 
obtaining timely, necessary services and supports for children, youth, and young adults 
experiencing a behavioral health crisis. A single phone number for parents/caregivers and 
child serving partners (e.g. child welfare, juvenile justice, schools, pediatricians, etc.) to 
call with a ‘no wrong door’ approach simplifies what has historically been a time 
consuming and complicated process.   
A single point of access provides one phone number, answered by live staff, 24 hours a 
day, seven days per week, who are responsible for direct linkage to either a specific 
service or to supports in the community that ensure the child’s and family’s needs are 
met. Various entities (e.g. MCO, service provider, etc.) may perform this function; 
however, capacity for collecting and analyzing data using metrics such as call answer 
times and time to connection to care initiation, for example, is critical, as these are 
essential quality indicators for access that must be regularly monitored for continuous 
quality improvement.   

No Wrong Door 

From whatever child-serving agency a parent or caregiver requests assistance, there is a 
mechanism and protocol in place by which to connect that agency to the single point of 
access. For children, youth, and young adults engaged with juvenile justice or child 
welfare, a warm hand off to the single point of access is coordinated with the referring 
agency. 
In New Jersey, for example, the state’s Children’s System of Care uses a single 
contracted systems administrator (currently PerformCare), to authorize MRSS as part of a 
comprehensive, high-quality children’s behavioral health delivery system. Care 
management and family support organizations, schools, and other community partners 
can access a 24/7 toll-free number and follow the menu prompts provided for an urgent 
situation. The help-line staff ask a series of questions to determine if the child should be 
evaluated for hospitalization; if so, the family or caregiver is referred to a local screening 
center.18  
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In New Jersey, 94 percent of youth accessing MRSS are able to stay in their current 
living situation, in part because the single point of access (PerformCare) authorizes other 
home- and community-based services to stabilize the youth and family.19  

Crisis Hotline 

Available 24/7 and continually staffed by trained and qualified specialists, crisis hotlines 
are the primary entryway to MRSS services. Hotline operators field referrals from a 
variety of sources (parents/caregivers, schools, law enforcement, etc.), triage the call, and 
dispatch mobile intervention teams when necessary.  
In Massachusetts, the Children’s Behavioral Health Initiative maintains a statewide 24/7 
toll-free number. To access services, a caller enters their zip code to receive the number 
of the closest Mobile Crisis Intervention (MCI) provider. MCI services are available to 
children covered by MassHealth (Massachusetts Medicaid), Medicare, and some 
commercial insurance plans, as well as the uninsured; the toll-free number assists 
families with insurance/coverage questions. MCI service providers coordinate with the 
child’s primary care provider, other care management programs, and/or other behavioral 
health providers in the delivery of MCI services.20 

Electronic Health Record 

Helpful, though not essential, is an accessible electronic health record (EHR) that serves 
as a mechanism for collecting and quickly sharing pertinent information … subject to 
appropriate privacy protections and informed consent. An EHR minimizes the need for a 
child and family to repeat their story to multiple care providers, which is potentially re-
traumatizing. An EHR is also useful in documenting the delivery of services necessary to 
submit claims for reimbursement to public and private payers.  

Triage  

Triage involves conducting a review to determine the risk of harm and then calibrating 
calls according to the level of threat, ranging from an immediate response (typically 
within one hour) to a scheduled visit (typically within 48 hours). In best practice 
examples, triage is part of the responsibility of the single point of access.  
An ideal triage process is thoughtful, thorough, child- and family-centered, and considers: 

 the child and family’s social environment;  
 history of the crisis; 
 current stressor(s) and known triggers; and 
 previously employed de-escalation strategies (including previous treatment 

modalities), if any. 
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Answering questions such as “What prompted the parent/caregiver to call today?” and 
“What do the child and family need?” are critical in developing an individualized plan of 
care that addresses the needs of the child and family and averts future crisis. A warm 
handoff is an important part of the triage process and includes a three-way conversation 
between the single point of access, the parent/caregiver and the MRSS provider.  During 
this conversation, details such as what the family can expect from the visit, and 
determining the level of risk and safety of the child and others in the home, are the 
priority.21    

Mobile Response and Stabilization Services22  

While the exact design of MRSS should reflect the specific and unique needs of the state 
or community in which the program operates, best practice programs share common 
elements: 

 the crisis is defined by the caller;  
 services are available 24 hours a day, 7 days a week; 
 they are able to serve children and families in their natural environments, for 

example, at home or in school; 
 they include specialized child and adolescent trained staff and do not rely on 

predominantly adult-oriented crisis response workers; 
 they build on natural support structures and reduce reliance (and therefore costs) 

on hospitals and formal crisis response systems; and 
 they connect families to follow-up services and supports, including transition to 

needed treatment services.23 

MRSS are defined more broadly than traditional crisis intervention services and are not 
limited solely to crisis screening, triage, and referral. Driven by a commitment to provide 
services in the least restrictive setting while ensuring the safety of child and family, 
MRSS play a vital role in preventing future crises and provide an effective alternative to 
the historical ED screening response for children, youth, and young adults experiencing 
behavioral health crises.  

Assessment 

Comprehensive screening and assessment are fundamental to determining the need for 
behavioral health services and supports.  For both quality and cost reasons, many states 
have chosen to use standardized tools as part of the assessment process to determine 
eligibility for Medicaid-covered behavioral health services, develop plans of care, and/or 
to report outcome measures. Use of a standardized screening and assessment tool, such as 
the Child and Adolescent Strength and Needs (CANS)24 or the Child and Adolescent 
Service Intensity Instrument (CASII),25 can help to ensure that services are delivered 
appropriately and effectively. A common assessment tool can assist in identifying 
children, youth, and young adults who present with high-risk behaviors, uncovering the 
child’s and family’s strengths and needs, and determining which services and supports 
are most appropriate to meet identified needs. Moreover, within a comprehensive 
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children’s behavioral health delivery system, a common assessment tool allows various 
child-serving agencies to “speak” the same language, and ensures a common 
understanding of the child’s and family’s strengths and needs. 

Crisis Intervention and Initial Identification  

Families are often best at identifying early behavioral changes in their children, before 
the changes rise to the level of recognition or need for intervention by child-serving 
systems. However, the family may not know when or how to seek assistance in managing 
the changes.  In a well-developed children’s crisis continuum, MRSS provide a readily 
available intervention at the time the family first determines it needs assistance.  
On site, face-to-face intervention from a mobile team of crisis professionals at the 
location of the crisis (i.e. the child’s home or school or another community setting), is a 
hallmark of MRSS. Comprehensive assessment is a core component of MRSS initial 
intervention, which also includes immediate de-escalation/stabilization and development 
of an individualized, strengths-based safety/crisis plan with the child and family. MRSS 
teams conduct assessments to determine the safety of the child and family and level of 
risk for harm to self or others, and to determine the services and supports necessary for 
resolving the current crisis and keeping the child, youth or young adult in the least 
restrictive environment (i.e. at home and in the community). MRSS teams have 
immediate access to psychiatric consultation for clinical support and medication review, 
and they coordinate care with existing providers. They also provide linkage and referral 
to new services and supports and may serve as gatekeepers for admission to higher levels 
of care, such as inpatient care. An initial crisis response/intervention is often limited to no 
more than 72 hours. 
In Seattle/King County, WA for example, the Children’s Crisis Outreach Response 
System (CCORS) provides immediate services for children and youth ages 3 to 18. 
CCORS “staff will come to a private home or other community setting to assess and 
stabilize children and youth who pose a risk of harm to self or to others. [The staff also] 
works to provide immediate stabilization, same-day and next-day appointment 
coordination, emergency psychiatric assessment and medication review, in-home support 
services, school coordination, parent education, and linkage with long-term services.”26 

Crisis Stabilization 

Referral and linkage to formal services can take time and, in most cases, the underlying 
reasons or root cause of a behavioral health crisis necessitate ongoing support. 
Consequently, MRSS often provide stabilization services subsequent to the initial acute 
intervention. These services may include in-home supports, respite care, and short-term 
care coordination. This stabilization component of MRSS may be provided over the span 
of a few days or over several (up to eight) weeks, depending on the needs of the family.  
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Residential Crisis Stabilization  

Intensive short term, out-of-home placement for the child and family may avert the need 
for psychiatric inpatient treatment or lengthy out-of-home placement. The goal is to 
address acute mental health needs and coordinate a successful return to the family at the 
earliest possible time, concomitant with high-quality home- and community-based 
services. During the time that the child is receiving residential crisis stabilization, there is 
regular contact between the team and the family to prepare for the child's return to the 
family.”27 

Recovery and Reintegration  

Unlike traditional crisis intervention, MRSS are responsible for facilitating the child’s or 
youth’s transition from acute intervention or crisis stabilization to the community. To do 
so, they may provide behavioral health education, help identify and develop relationships 
with formal and/or natural supports, assist the family with navigating the system, and 
provide medication management services.  
Oklahoma, for example, uses behavioral health aides (BHA)28 as part of the MRSS team 
to focus on community stabilization. The BHA builds a relationship with the youth, and 
provides behavioral skills development services, securing natural supports, and assisting 
with respite services to families as needed. The BHA also provides stabilization services 
to the youth and family by assisting the child and family team following the incident or 
stressor that precipitated the crisis.29  

System Coordination and Community Collaboration  

Effective coordination of child-serving system partners in addressing the needs of children, 
youth and young adults, and their families in crisis is an essential function of a children’s 
crisis continuum of care.  When a child experiences a behavioral health crisis, the family is 
apt to engage with multiple child-serving entities (e.g. pediatricians, mental health clinicians, 
schools, child welfare, juvenile justice, law enforcement, etc.), and coordination of these 
system partners is required to maximize access to necessary care and minimize risk of re-
traumatization and duplication of services and cost.   
Engaging community partners early in the process of developing MRSS is critical in 
identifying which services are likely to meet the community’s needs. In addition to direct 
services, mobile response teams provide education to local police departments around 
trauma and crisis response specific to children, and may assist in developing protocols to 
meet community-specific challenges.30 MRSS teams also train child-serving system 
partners on topics such as Mental Health First Aide, trauma, crisis intervention, and 
suicide prevention activities.  
Strategies for encouraging coordination and collaboration include: co-location of MRSS 
teams with system partners like community mental health centers and/or law enforcement 
agencies; use of crisis text lines, warm lines, and suicide hotlines; locating staff in a 
separate location from the organization’s headquarters, preferably in the community; and 
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the use of paraprofessionals on MRSS teams who 
understand the culture of the community and/or 
can provide peer support.  

Primary and Psychiatric 
Care Providers  

When parents do not know where to turn, they 
often ask for assistance from their pediatrician or 
other primary care provider.31 Partnerships 
between pediatric primary care and behavioral 
health are an important component in the 
continuum of care.32 In a children’s crisis 
continuum, an MRSS team’s ability to connect a 
family with a child and adolescent psychiatrist or 
psychiatric nurse practitioner who can consult 
with the child’s primary care provider around 
diagnosing, treating, and managing behavioral 
health concerns is extremely valuable, 
particularly in health professional shortage 
areas.33 Psychiatric consultation can assist the 
primary care provider in determining whether 
referral to specialized care is necessary and 
provides timely introduction or continuation of 
psychotropic medication, if required. 

Coordination and Community Collaboration 
 

Milwaukee, Wisconsin: The Mobile Urgent 
Treatment Team (MUTT) was developed in 
2002, following the inception of Wraparound 
Milwaukee, the county’s system of care for 
children with serious emotional and mental 
health needs.  
 In 2005, Wraparound Milwaukee entered 

in a contract with child welfare for 
creation of a dedicated foster care crisis 
team due to excessive placement 
disruptions and as a response to a federal 
lawsuit. The result has been that 90 
percent of referred youth have been 
stabilized in their foster homes.  

 From 2006 to 2010, Wraparound 
Milwaukee had a contract with Milwaukee 
Public Schools for a specialized crisis 
team to service students in grades 6 to 12, 
designed to respond to aggressive or 
disruptive behavior. The contract ended in 
2010 due the loss of state funds.  

 In 2015, the MUTT/Milwaukee Police 
Department crisis team was developed 
based on the Yale University Child 
Development-Community Policing 
Program. MUTT provides crisis 
prevention and intervention training to all 
Milwaukee Police Department officers.  Child Welfare  

Children engaged in the child welfare system are 
at higher risk of experiencing complex trauma and demonstrating negative behaviors 
associated with trauma.34 Engagement with the child welfare system itself can cause or 
exacerbate trauma. Trauma-informed crisis intervention must be available to children in 
foster care, and to foster parents, to maximize safety and minimize harm. Cross-systems 
training and coaching, data collection and analysis, and regular cross-agency 
communication and collaboration are important in minimizing the number of disrupted 
placements within the foster care system.  
In New Jersey, for example, the child welfare agency’s use of MRSS for children ages 4 
and older who are removed from home to foster care has shown outcomes that include 
zero placement disruptions due to behavior.    

Law Enforcement  

Law enforcement may unknowingly identify children, youth, or young adults who are in 
need of support. However, when law enforcement lacks appropriate resources or training, 
identified children—and young adults especially--are at risk of being placed in 

 

 

https://www.macmhb.org/sites/default/files/attachments/files/Development%20Implementation%2C%20Evolution%20of%20Milwaukee%20Countys%20Mobile%20Crisis%20Response%20and%20Crisis%20Stabilization%20Services.pdf
https://medicine.yale.edu/childstudy/communitypartnerships/cvtc/cdcp.aspx
https://medicine.yale.edu/childstudy/communitypartnerships/cvtc/cdcp.aspx
https://medicine.yale.edu/childstudy/communitypartnerships/cvtc/cdcp.aspx
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unnecessarily restrictive settings, beyond what is necessary for maintaining their safety, 
or the safety of the community. Ongoing training, communication, and support for law 
enforcement personnel is essential to a well-coordinated crisis continuum. In some states 
and communities, MRSS providers train and support local law enforcement, and the 
partnership results in better coordination, identification, and connection to appropriate 
supports and services.35   

Schools/Education   

Schools are natural partners in the work of a children’s crisis continuum.  Schools see 
children on a daily basis and may be able to identify early behavioral change.  However, 
school personnel may not know how to connect a child and family to appropriate services 
and supports. Schools have historically used the ED and law enforcement as crisis 
intervention for children demonstrating concerning behavior. When schools collaborate 
with partners of the crisis continuum, alternatives to the ED can be used to address 
concerning behavior in lower intensity settings using home and community-based 
interventions.36   

Emergency Departments (ED)   

Although EDs are part of a children’s crisis continuum of care, they are designed 
primarily to address physical (not behavioral) health needs and tend to be adult-oriented. 
Training ED personnel to address the needs of children experiencing a behavioral health 
crisis, specifically in dysregulation and acting out behaviors related to trauma, is critical 
to appropriate treatment. Connecting an ED to community-based services such as MRSS 
can help prevent future crises and the need for emergent care.37   
In Massachusetts for example, crisis assessments are conducted in a hospital ED if the 
youth presents an imminent risk of harm to self or others, if youth and/or parent/caregiver 
refuses required consent for service in the home or an alternative community setting, or if 
a request for Mobile Crisis Intervention (MCI) services originates from a hospital 
emergency department. In instances in which a youth is sent to an ED, the MCI team 
mobilizes to the ED. The number of hospital-based interventions are closely monitored to 
ensure that MCI services are delivered primarily in community settings.38 

Juvenile Justice and Family Courts   

Engaging juvenile justice and family courts as partners in the crisis continuum assists 
children, youth, and young adults with behavioral health needs in connecting to 
appropriate services and supports. The potentially traumatic impact of juvenile justice 
and the court system on children can be ameliorated if the connection to appropriate 
services and supports is the court’s primary driver.39 
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Community Organizations  

Parent and youth peer organizations, faith-based organizations, and other community 
groups should not be overlooked as partners in a children’s crisis continuum of care. The 
ability to connect to high quality, sustainable community supports is key to preventing 
crisis and escalating behavior.40 

Workforce Strategies 

Despite the high prevalence of behavioral health disorders – more than 40 percent of 
youth ages 13 to 17 experience a behavioral health problem by the time they reach 
seventh grade41– there is a significant shortage of mental health professionals across the 
United States. A 2013 report to Congress found that  

55 percent of U.S. counties, all rural, have no practicing psychiatrists, 
psychologists, or social workers … [and] that 77 percent of counties had a severe 
shortage of mental health workers, both prescribers and non-prescribers, and 96 
percent of counties had some unmet need for mental health prescribers. … The 
two characteristics most associated with unmet need in counties were low per 
capita income and rural areas.42  

Given the challenges associated with recruiting and retaining staff amid national 
workforce shortages, states and localities have adapted in a variety of ways, including: 

Telehealth 

In designing a children’s crisis care continuum – and more specifically, MRSS – travel, 
time, and existing system capacity must be considered. In communities where a face-to-
face assessment is not viable due to workforce shortages and geographic distance, using a 
secure video connection to link a professional in one location with the child and family at 
another location can help, and is used in states like Oklahoma and Nevada.  
 
In Nevada,43 The Rural Mobile Crisis Response (RMCRT) team began taking calls in 
November 2016. By September 2017, the RMCRT had served 243 youth and families 
across Rural Nevada; 86 percent of youth were successfully diverted from the hospital. 
Many of the schools, hospitals, and Juvenile Detention Centers in Rural Nevada are now 
equipped with the telehealth program that RMCRT uses for interventions, allowing for 
more efficient response times during crisis calls. The RMCRT also developed an 
agreement with the Nevada Rural Hospital partners in which the team is contacted for 
youth in EDs.  Under the agreement, RMCRT connects via video or in-person to reduce 
unnecessary inpatient care, which otherwise can involve hours-long transit to Reno or 
Las Vegas.44 
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Co-Location  

The MRSS team can be housed with system partners such as community mental health 
partners (as in Oklahoma), community organizations such as the YMCA/YWCA, or the 
police department.  

Satellite Locations  

MRSS staff may be located in a site or sites physically distant from their organizational 
headquarters to reduce travel time to remote communities.   

Broad-Based Teaming  

MRSS teams may include paraprofessionals, as in Oklahoma (see above), with deep 
community ties to facilitate access to local supports and/or peer support services.  In 
Oakland County, Michigan for example, Oakland Community Health Network, the local 
behavioral health authority,45 works with Common Ground, a community mental health 
agency to provide 24/7 crisis services, which include peer support.46 

Financing a Crisis Continuum of Care  

Potential funding sources for MRSS and other home- and community-based services 
include Medicaid, commercial insurance, local and state educational funds, child welfare, 
mental health state general funds, and/or federal grants. These are often used in 
combination and strategies to build a continuum of appropriate services and supports..  
States and localities may also elect to blend or braid funding to address the needs of 
children, youth, and young adults.47  
Braided funding brings funding streams together under a coordinated agency or single 
entity. It streamlines the provision of service by eliminating the need for an individual to 
enter separate programs to obtain each component identified in a single plan of care. 
Although a single entity oversees all expenditures, each stream is maintained to allow for 
the careful accounting of how every dollar from each stream is spent. Most federal 
funding streams require careful tracking of staff time, with requirements for allocation of 
personnel hours and other revenue-specific accounting and allocation requirements. 
Consequently, when multiple funding streams are paying for a single program or system, 
the system needs to be carefully designed and monitored to ensure compliance with all 
applicable federal and state statutes and regulations.   
Blended (or pooled) funding combines revenue from multiple funding streams into one 
"pot" to maximize flexibility, but precludes the ability to report which funding stream 
incurred a specific expense. This can be politically challenging, as funders must accept 
reports on services provided across the population served, rather than services provided 
to specific children, youth, and young adults using their own revenue stream. In addition, 
some federal and state statutes may prohibit the blending of some funds.48  
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Whichever method – blended or braided – reinvesting savings garnered by avoiding more 
restrictive, expensive care settings into the crisis continuum of care promotes the 
sustainability of partner child-serving agencies charged with providing home- and 
community-based services and supports. 
Capacity to provide MRSS across subpopulations of children, youth, and young adults 
without regard to payment source is critical to ensuring consistency of practice and 
keeping children, youth, and young adults in their homes. Creating payer-specific 
eligibility criteria can unnecessarily direct some children to more restrictive settings that 
are more expensive and less effective than home- and community-based services.49 This 
practice also creates confusion for child-serving systems on when and how to access care. 
Furthermore, the ability to access the crisis continuum of care when the situation is still 
manageable at home reduces the burden on already overburdened EDs and inpatient 
units. 
States and communities that have adopted a whole-population approach that provides 
care for children with demonstrated emergent needs regardless of a family’s ability to pay 
have demonstrated a reduction in overreliance on more restrictive environments such as 
inpatient care, juvenile detention, and residential treatment programs.50  Such states and 
communities have seen a return on investment, realized as reduced caseload size in the 
child welfare and juvenile justice systems.51 

Conclusion  

Over the past decade, driven either by necessity or innovation, states and communities 
have begun to shift from the historical response to children’s behavioral health crisis--
consisting of screening and referral to higher levels of care and out of home placement--
to a more upstream, public health approach to defining and addressing the urgent and 
emergent needs of children, youth, young adults and their families in their homes and 
communities.  
A challenge for the children’s behavioral health system is not only to know when clinical 
intervention is required, but when it is not – and most importantly, when and which 
interventions could be (re)traumatizing. Connecting to the right service, at the right time, 
for the right duration is particularly important when parents/caregivers first interact with 
the behavioral health system. A caregiver’s first impression of the behavioral health 
system is likely to shape their experience and perception of its helpfulness for years to 
come. Ensuring a timely, appropriate, family- and youth-driven, individualized response 
to crisis is key to effective de-escalation and stabilization. 
Evidence supports that, within a comprehensive crisis continuum of care, MRSS are not 
only clinically effective, but also cost-effective.  From a fiscal perspective, MRSS can 
divert children, youth, and young adults from higher, more expensive levels of care. 
Additionally, they may be used across populations and financed through a variety of 
funding streams. MRSS play an important role in preventing ED use, psychiatric 
hospitalization, residential treatment, and placement disruptions among children, youth, 
and young adults experiencing a behavioral health crisis, contributing to improved cost 
and quality outcomes.  
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From a quality and clinical perspective, children, youth, young adults, and families 
benefit from MRSS because they not only get to define what the crisis is, but also are 
allowed to remain in the least restrictive safe environment – in their homes and 
communities - for assessment, treatment, and follow up.   
MRSS teams serve as resources in educating the public and in responding to and de-
escalating crises in homes, schools, and the community.  They bridge partners in 
children’s behavioral health delivery systems, providing access points for linkage and 
referrals to services and supports (both formal and informal), such as care management 
entities, faith-based and family/youth organizations, and other behavioral health service 
providers.  
As part of a comprehensive crisis response system for children, youth, and young adults, 
MRSS are valuable in preventing and diverting from higher, more expensive levels of 
care and improving the overall cost and quality of behavioral health care for this 
population. 
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