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01
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Dr. Linda Henderson-Smith, PhD

Leveraging Beacon Health Options’ national 

experience and local expertise, Linda Henderson-

Smith presents on the newly implemented nation-wide 

988 crisis line. 

Attendees will garner a deep understanding of the 

components that make up a crisis system beyond the 

initial 988 contact. This engaging session will also 

demonstrate how community collaboration can support 

crisis system development and how to successfully 

implement braided funding mechanisms that sustainably 

support crisis system capacity.

WELCOME
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Today’s 

Conversation
01

Welcome and Introductions

02

988 Overview

03

Coordinated 988 Crisis 

Response

04
Coordinated Crisis System: Best 

Practices
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Why the Demand for Crisis Services is Strong

Too many individuals face suicidal, mental health and/or 

substance use crises alone.

Law enforcement: historic over-reliance on 

officers serving as front line first responders to BH 

crises, even though they often have little to no 

formal training in trauma-informed crisis response 

National Catastrophes: Uvalde, 

Philadelphia, Columbine, Sandy Hook

Lack of access to needed care: acuity 

can increase when waiting for an 

appointment to needed care

Opioid epidemic: overdose deaths 

increased 31% between 2019-2020, the 

US is losing the war on drugs.  From 2020 

– 2021, over 100,000 Americans died by 

drug overdose.

Emergency departments: struggle with BH 

overflow and boarding of individuals waiting 

for care

Evidence based compassionate 

care: crisis intervention is an 

opportunity to provide on the spot 

person centered care planning

Suicide: suicide is the second leading 

cause of death for Americans ages 10-34 

years old.  Nationally there is one death by 

suicide every 11 minutes.  It is the 11th

leading cause of death in Illinois

Stigma: shame and embarrassment still 

prevent accessing needed treatment
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Crisis Intervention Is Not a Level of Care – It’s a System

Core Crisis System Components

• 24/7 crisis contact line (call, text & chat) 

• Urgent appointment access availability

• Mobile Crisis Teams (Adult & Child)

• Crisis stabilization units, extended observation

• Walk in access & police drop off capability 

• Crisis “Living Rooms”

• Peers

• Diversionary and Outpatient Providers 
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Crisis Entry Points

• Telephonic triage

• Walk-in (ED, urgent clinics)

• Law enforcement. first 

responder interaction

• Community setting 

(schools, congregate care 

settings)

• Inpatient settings

• Crisis respite care and residential 

services

Crisis Interventions

• Telephonic

• Mobile crisis teams

• Medically cleared OUD/ 

specific intervention (i.e. 

post Narcan) 

• Involuntary commitment

Disposition

• Self-help, community 

supports

• OP services, including MAT 

induction

• Diversionary services

• Hospitalization/partial hosp.

• Section release, 

commitment hearing

• Crisis System Assessment and Design

• 24/7 contact line 

• Crisis Technology infrastructure 

• System oversight function (coordination of all system components)

• Quality Improvement

• Convene system stakeholders 

• Provider contracting, network management and quality oversight

• High risk member identification & management

Crisis Administrator Oversight Role
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Warm handoff Warm handoff
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According to SAMHSA, core elements
of a crisis system must include:

1. Someone to Talk To - Regional or 
statewide crisis contact centers 
coordinating in real time

2. Someone to Come to You - Centrally

deployed, 24/7 mobile crisis

3. Somewhere to Go - 23-hour crisis

receiving and stabilization programs, 

crisis residential programs, etc.

4. Essential crisis care principles and

practices

A Comprehensive Crisis System Not Only Meets SAMHSA

Guidelines but Delivers Superior Coordination and Oversight

National Guidelines for Behavioral Health Crisis Care – A Best Practice Toolkit Knowledge Informing Transformation (SAMHSA 2020).

System  

Oversight

and  

Management

1-800

“Front Door”

Crisis 

Stabilization  

Centers or 

Peer Living 

Rooms

Community-

Based  

Locations

Mobile 

Crisis Units

Providers 

for all LOC, 

Available 

for Urgent 

Access

Crisis 

Collaboratives

Integrated  

SUD/MAT

Solutions

An optimal system of crisis care is created when these

eight core components are present and coordinated
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988 Expected Performance and Outcomes

Reduced hospital 

admissions

Increased opportunity 

for intervention for 

those experiencing 

suicidal or M/SUD 

Crisis

Lowered rates of law 

enforcement interaction

X X

Decreased burdens 

on justice system

Outcomes

80%
Of issues resolved over 

the phone

Only 2%
of triage calls result in ED 

Interventions
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Person in crisis

EMS

Wait Times

Emergency 

Department

Wait Times

Inpatient 

Psychiatric 

Care

Police

Jail

Return to Community

What Happens When I Contact 911 With a Mental 

Health Crisis? 

What Happens when I Contact 988?
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Someone to Talk to: Crisis Contact Centers
SAMHSA Requires 24/7 Coverage for all forms of contact for 988 including texts, chats 

and phone calls

"Coverage" refers to the geographic area served (which for calls 

can currently be designated by county, area code, and/or zip 

code) and the hours of operation during which a crisis center 

answers contacts. A center providing "primary coverage" to a 

certain geographic area for calls will be the first center to which 

calls from that area are routed. If the center providing primary 

coverage does not answer the call within the Lifeline’s specified 

time threshold, the call is then routed to a center within the state 

providing "backup coverage" for that area. 

All contacts (calls, texts and chats) to 988 should be answered by staff 
who are well-trained and experienced in responding to a wide range of 
mental health, substance use and suicidal crises. Crisis call centers 
should be able to connect people to local services, including 
dispatching mobile crisis teams and scheduling follow-up appointments 
with local providers
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Someone to Come To You: 

Mobile Crisis Teams

Mobile crisis teams should be available 

for people in crisis who need more 

support than can be offered over the 

phone. Staffed by mental health 

professionals, including peers, these 

teams can de-escalate crisis situations 

and connect a person to crisis 

stabilization programs or other services. 

Mobile crisis teams should collaborate 

closely with law enforcement, but only 

include police as co-responders in high-

risk situations.

Available

Request Submitted

Mobile Unit 3

Female

22 years old

Address: 123 Main St.

Reason for call: 
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Somewhere To Go

Crisis Respite, Residential and 23-hour 

Receiving and Stabilization Programs

Some individuals in crisis will need more assistance from crisis 
residential or stabilization programs that provide short-term observation 
and stabilization. These trauma-informed programs may also identify 
additional treatment needs and provide a “warm hand-off” to follow-up 
care, from peer supports and outpatient services to more intensive 
services, such as hospitalization.
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When an individual has a 

physical emergency…

Urgent care can 

often provide 

treatment for non-

life-threatening 

situations

A qualified 

professional 

resolves the 

emergency and 

stabilizes the 

person in a 

hospital setting

When an individual has a 

behavioral health crisis…

Law enforcement 

may be called

First responders 

may be deployed 

to triage and 

transport to EDsOR…

The person 

experiences long 

waits for 

assessment and 

stabilization in the 

ED or may be 

hospitalized
OR…

The emergency is resolved

AND a payer must provide 

reimbursement

The person does not necessarily receive 

optimal care AND the public sector bears the 

majority of costs

OR…
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Best Practices

Crisis 
Technology

1-800 

Front Door

Mobile Crisis 

Units

Community 

Based 

Locations

Crisis  Respite, 

Residential and Centers

System 

Oversight & 

Management

Providers for 

all LOC

Air Traffic 

Control

CQI through 

Community 

Collaboratives

Technology Driven

Coordinated System of Care 

Administrative Oversight

A comprehensive system design anticipates needs and 

provides recovery - focused  interventions in all phases of the 

crisis continuum 
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Solutions for a  

marginalized population
Successful Crisis Treatment  

The cost of not offering 

substantial crisis care 

impacts not only the 

person in need, but the 

community

• The human cost of emotional 

pain of families struggling to 

access care

• The opportunity cost of lost 

community contribution as 

mental illness represents our 

nation’s largest source of 

disability

• The costs of law enforcement 

and the justice system teams 

dedicating a disproportionate 

amount of resources to 

address issues that result 

from a person’s untreated 

crisis 

• The ever-escalating cost of 

inpatient and acute levels of 

healthcare for individuals who 

are unable to access needed 

community-based services in 

a timely manner 

An essential resource to eliminate 

psychiatric boarding in emergency 

departments

A key element to reduce psychiatric 

hospital bed dependence and overuse A preferred strategy – services focused on resolving 

mental health and substance use distress

A viable augmentation for law enforcement 

and first responder resources in the 

community

Behavioral health response for everyone – with or 

without a history of utilizing services. Modern day 

UM

An effective strategy for suicide prevention

Behavioral Health Equity

Unique Approach

Preferred Strategy

Prevention

Essential Psychiatric

Resources

Dependency Reduction

Resource Augmentation

An approach that better aligns care to 

the needs of the individual

18

Good crisis care is widely 

recognized as:
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Inequity in Crisis Response
In the United States, although civilian casualties at the hands of law enforcement occur, these incidents are 

poorly documented. Here is what is known: 

American people have lost their 

lives at the result of law 

enforcement shootings in the 

past 7 years

And were representative of the following populations:

7,394 of which

1,590
Were living with a mental illness

16 27 248 190 873
American Indian/ 

Alaska Native Asian Black Latin/Hispanic White

(Washington Post, 2022)
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Mobile crisis units should be placed at local medical and mental health clinics. An equitable crisis response should be 

inclusive of individuals and environments that are reflective of the cultural and linguistic needs of the community. 

Targeted comprehensive training for key personnel should prioritize enhancing specific skills that can contribute to more 

equitable outcomes

Provide callers the option to opt-in and consent to use of geolocation or remain confidential and anonymous when they 

dial 988

An effective crisis response team for psychiatric emergencies includes licensed mental health professionals and peer 

recovery specialists as essential personnel. Psychiatrists, nursing professionals, and medical interpreters should be 

available on call for streamlined response

Deployment of law enforcement in psychiatric emergency response should only be as needed

Advance equity by prioritizing visibility of groups that are historically excluded or inadequately reached by our psychiatric

emergency systems

Equity in 988
In the Leadership Experience Survey, 92.6% of respondents found the current U.S. psychiatric 

emergency response system  is not equitable, while the remaining 7.4% were unsure.

Recommendation 1: 

Recommendation 2: 

Recommendation 3: 

Recommendation 4: 

Recommendation 5: 

Recommendation 6: 
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Program Implementation that Engages Key Stakeholders

Stakeholders

Developing and overseeing a crisis system is a collaboration—we will ensure everyone feels invested and 

engage in the progress

• Address unique community 
needs through means such 
as Autism Community 
Toolkit and LGBTQ+ 
Suicide Risk and  
Prevention

• Decide critical data to track 
and assess contact center 
performance routinely

• Promote health equity

• Engage all stakeholders in 
contact center 
implementation and 
identification of gaps and
solutions

• Promote principles of 
recovery and resiliency

• Develop a standardized 
Level of Care Assessment 
tool consistent with DBHDS 
Crisis Call Center standards

Purpose

• CSBs

• 911 Dispatch

• Mobile crisis services

• Law enforcement

• Hospitals

• Behavioral health providers

• Emergency medical and 
psychiatric services

• DBHDS 988 Planning Coalition

• Housing providers

• Community-based 
organizations

• School districts

• Ambulance providers

• Other public health services

• Peer services

• State Agencies

• Managed Care Organizations

Beacon’s

Role
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Facilitating Crisis Data Sharing
Data-informed crisis systems provide real transformation to the system of care and 

empower crisis providers to adopt and hone best practices that ultimately improve 

crisis outcomes 

• Robust data collection for quality assurance 

• Sharing crisis data in real-time and measuring 
outcomes

• % of callers experiencing a primary mental 
health crisis 

• % of callers experiencing a primary 
substance use crisis 

• % of callers experiencing a co-occurring 
mental health and SUD crisis 

• Proactive collaboration on emerging issues and 
areas of success

• # of referrals made by county and age
• % of return crisis utilizers by county and 

age
• Tracking calls and outcomes based on 

population demographics such as 
geography, gender, race, and  ethnicity
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Common Standards & Transparent Tracking of Key  
Performance Indicators

Calls are answered quickly, relief 

and resolution offered, and system 

mobilized

Consistent coding of service types

Community response provided in-

person, in the home/community

Inclusion of peers in crisis service 

delivery system

Out of home care mitigated, natural 

supports leveraged 
Minimum performance standards

Experience met or exceeded 

expectations

Transparent tracking and publishing of 

key performance indicators across all 

regions

From a 

community 

perspective, 

what is a high 

performing 

crisis system? 
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Successful crisis systems leverage 

multiple funding streams

• Must be payer blind and available to the entire 

community regardless of age and income level 

• Must leverage multiple funding sources to support a 

sustainable single system that provides a safety net 

that meets the needs of any individual experiencing a 

behavioral health crisis

• .

Braided funding 
ensures sustainability

Example: Washington state 

• Washington’s braided funding model and contract 

design allows a single, centralized entity to braid an 

unlimited number of available funding streams to 

support a crisis continuum and related support 

services for all populations.

• The Washington model allows for private insurers to 

contract with the Crisis-ASO to support services for 

commercial or individual market members.
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Washington Design of the Crisis BH-ASO
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“In a high functioning system, the individual services in the 

continuum work together to achieve a common goal, in this 

case, stabilization in the least restrictive (which is also the least 

costly) level of care”

$185M /yr.
rough spend a year on the 

crisis continuum (Crisis lines, 

Mobile crisis, Crisis facilities)

$370M /yr
estimated savings due to 

diversion from higher cost 

services

In Arizona5

Person in 

crisis

Crisis 

line

Mobile 

crisis teams

Crisis 

facilities

Post-crisis 

wraparound

911

Decreased 

use of jail, 

ED, inpatient

Easy access for law enforcement = connection to treatment instead of arrest

LEAST restrictive = LEAST costly

80% resolved 
on the phone 

71% resolved 
in the field 

68% discharged 
to the community 

85% remain stable in 

community-based care 
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Crisis model savings – Washington model

$457,228
Crisis line diversion

Designated 

crisis responders

49%
Resolved in the field

Person 

in crisis

100+
Monthly crisis events

Crisis 

phone line

66%
Resolution on phone

Mobile 

crisis teams

79%
Resolution in the field

$148,792
Mobile crisis diversion

$23,495
DCR diversion

Spend diversion 

at each step

$629,515
Cost savings monthly

$7,554,180
Cost savings yearly

$9 in savings for every $1 spent



28

Questions?
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Thank you

Linda Henderson-Smith, PhD, LPC

Sr. Director, Crisis and Youth Products

Linda.HendersonSmith@BeaconHealthOptions.com

@DrLYHSmith

mailto:Linda.HendersonSmith@BeaconHealthOptions.com

