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Crisis Now:  Change is Underway

Business Case
We have arrived at a time of great opportunity.  A perfect storm in which psychiatric boarding challenges, escalating healthcare costs, public safety concerns around mental health and higher rates of incarceration for individuals experiencing mental health issues have solidified a desire to change how we address acute mental health needs within our communities. We have an opportunity to truly deliver on the commitment to better health outcomes, improved experience for those with acute mental health needs and dramatically lower healthcare costs through the implementation of a recently established set of crisis care service delivery standards. 
The National Action Alliance for Suicide Prevention’s Crisis Now: Transforming Services is Within Our Reach report and the corresponding business case resources offer a quantifiable, cost-reducing roadmap to replicate systems that are being implemented, in varying degrees, across the United States. The approaches and the levels of care advanced within the Crisis Now model already exist in a vast majority of our communities as physical health and first responder system counterparts; so significant aspects of this design are in many ways familiar to healthcare leaders and community stakeholders. 
Additionally, tools are now available to calculate the very real impact of developing a comprehensive mental health crisis response system. This data-driven approach that corresponds with the Crisis Now Business Case can be applied to any population through the use of tools on the National Association of State Mental Health Program Directors’ (NASMHPD’s) website www.crisisnow.com; supporting independent analysis of cost impact that follows design implementation.

The Crisis Now Difference
Crisis Now bypasses the hospital ED and targets 100% access for individuals in need.  It paves the way to reducing incarceration of individuals with a mental illness and ending psychiatric boarding in emergency departments.  By utilizing advanced innovative practices and tools to assess community need for those experiencing a mental health crisis, this model reduces the cost of care for individuals experiencing a mental health crisis by 50% while dramatically improving the healthcare experience and aligns service to the individual need.
Crisis Now is a replicable and sustainable model that not only advances exceptional practice standards, but also offers corresponding data and tools to (1) predict the number of mental health crisis episodes a community will experience, (2) estimate the number of beds and other crisis resources a community will require to optimally address the need, (3) project the cost of implementing services and (4) evaluate the impact on justice system demands. 
Adoption of this model will improve the quality of the crisis system and care for those in crisis in areas that utilize it.  The innovation is in the operationalization of practice and standards.  The tools created support easy modeling of capacity and service requirements that actually decrease costs by providing the right care at the right time.
Business Case video: https://youtu.be/GWZKW8PLIgQ
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Core Elements to an Effective Crisis System
· Regional or Statewide Crisis Call Centers. This represents the incorporation of a readily accessible crisis call center that is equipped to efficiently connect individuals in a mental health crisis to needed care.  These programs use technology for real-time coordination across a system of care and leverage big data for performance improvement and accountability across systems every minute of every day.  At the same time, they provide high-touch support to individuals and families in crisis that adheres to National Suicide Prevention Lifeline (NSPL) standards.  

· Centrally Deployed Mobile Crisis on a 24/7 Basis.  Mobile crisis services are typically comprised of a two-person (licensed clinician and peer partnerships are common) crisis response team that offers outreach and support to people experiencing a crisis in the community (not a healthcare facility). Recently, programs have shown greater success by using GPS-enabled technology dispatched from the crisis call center to efficiently connect individuals in crisis with the nearest available mobile team. Programs should include contractually required response times and medical backup.

· Residential Crisis Stabilization Programs. These facility-based programs offer short-term mental health crisis care for individuals who need support and observation.  The design of these facility-based programs may vary, but ideally will include a medically staffed flexible observation/stabilization area (often limited to 24 hours of care) that implements a no referral refused process in which walk-ins, law enforcement and other first responder referrals are immediately accepted without requiring any form of screening prior to acceptance.  These observation/stabilization programs are often paired with some form of subacute short-term (2-5 day) facility-based crisis program (could be inpatient, respite or residential) to offer more than 24 hours of care without escalating to more costly acute inpatient options that would result in longer lengths of stay and higher per diem costs than programs with specific mental health crisis resolution expertise. 

· Essential Crisis Care Principles and Practices.  
· Embracing recovery
· Significant role for peers 
· Trauma-informed care 
· Suicide safer care 
· Safety/security for staff and consumers 
· Crisis response partnerships with law enforcement
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The Retreat Model video: https://youtu.be/QtnJrVZxTkU


Assessing Crisis Services Intensity Need

Due to the lack of a crisis system, individuals in crisis often interface with the justice system, first responders, hospital emergency departments (EDs) and correctional facilities.  These resources are essential to supporting a healthy community, but are not designed to meet the unique needs of individuals experiencing a mental health crisis.  The diagram below represents potential paths of flow for individuals experiencing a mental health crisis.  We estimate that for every 100,000 members of a representative population, 200 of those population members will experience a crisis that requires something more than a typical outpatient or phone intervention.  Research has offered data that can be used to stratify the service level needs of those individuals and that data can be applied to most efficiently design a cost-effective service delivery system.
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Crisis Now Outcomes

Crisis Now Transforming Crisis Services: Business Case suggests that a comprehensive crisis system is affordable and within our reach.  The cost of crisis services is covered by the decreased spend on the more expensive traditional hospital based services.  The savings can fund a comprehensive crisis system and radically transform behavioral health delivery.  

The Crisis Now Business Case profiles Maricopa County,  Arizona, which includes the greater Phoenix area.  There, the associated savings of a crisis system containing all three core aspects of a crisis system have included:
· 37 full-time equivalent (FTE) police officers engaged in public safety instead of mental health transportation/security;
· Reduction in psychiatric boarding of 45 years annually; and
· [bookmark: _GoBack]Decrease in inpatient spend by $260 million.
Arizona in Operations video: https://youtu.be/ORq1MkODzQU  
Recent NASMHPD Paper Describing the Calculator and Business Case: https://www.nasmhpd.org/sites/default/files/TACPaper5_ComprehensiveCrisisSystem_508C.pdf

Needs Calculator developed by RI International[image: ]
*Example of a table produced by the Crisis Resource Need Calculator 
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Baseline Evolved

# of Crisis Episodes Annually (200/100,000 Monthly)

48,000                     48,000                    

"Needed" Acute Beds for Population 999                           296                          

Number of Acute Hospital Bed Days Needed Per Year 364,796                   107,949                  

ALOS 9                               9                              

Acute Inpatient Readmission Rate 15% 15%

Acute Bed Occupancy Rate 90% 90%

% Initially Served by Acute Inpatient 68% 14%

Number Initially Served by Acute Inpatient 32,628                      6,590                       

Number Referred to Acute Inpatient From Crisis Facility -                            3,065                       

Number of Acute Inpatient Beds Needed 999                            296                          

Cost Per Acute Inpatient Bed Per Day 700 $                        700 $                       

Total Cost of Acute Inpatient Beds 255,357,435 $         75,564,555 $          

Total Number of Episodes in Acute Inpatient 32,628                      9,655                       

Diversion Rate of Crisis Facility (From Acute) 75% 75%

ALOS of Crisis Subacute Bed 2.5                             2.5                           

Crisis Facility Readmission Rate 15% 15%

% Initially Served by Crisis Subacute Bed 0% 0%

Number Initially Served by Crisis Subacute Bed -                            -                           

Number Referred to Crisis Subacute Bed by Obs Chair -                            12,260                     

Crisis Subacute Bed Occupancy Rate 90% 90%

Number of Crisis Subacute Beds Needed -                            93                             

Avg. Cost Per Crisis Subacute Bed Per Day 700 $                        700 $                       

Total Cost of Crisis Facility Beds / Chairs - $                         23,838,305 $          

Rate of Escalation to Subacute Bed 40% 40%

ALOS in Observation Chair 0.8                             0.8                           

% Initially Served by Crisis Obs Facility 0% 54%

Number Initially Served by Crisis Facility -                            26,038                     

Number Referred to Crisis Facility by Mobile Team -                            4,612                       

Crisis Bed Occupancy Rate 70% 70%

Number of Crisis Observation Chairs Needed -                            96                             

Avg. Cost Per Crisis Bed / Chair Per Day 800 $                        800 $                       

Total Cost of Crisis Facility Beds / Chairs - $                         28,022,171 $          

Total Number of Episodes in Crisis Facility -                            30,649                     

Diversion Rate of Mobile Team (From Crisis Facility) 70% 70%

% Served by Mobile Team 0% 32%

Number Served Per Mobile Team Daily 4                                4                               

Number of Mobile Teams Needed -                            15                             

Cost Per Mobile Team 400,000 $                 400,000 $                

Total Cost of Mobile Teams - $                         5,896,207 $            

Total Number of Episodes with Mobile Team -                            15,372                     

TOTAL Unique Number of Individuals Served 32,628                     48,000                    

TOTAL Unique Number of MT / Crisis / Acute Episodes 32,628                     55,677                    

TOTAL Inpatient and Crisis Cost 255,357,435 $       133,321,237 $      

Change in Cost 0% -48%

ED Costs (35% of Initial Acute & 4% in Crisis Facility with ED Estimate ) 25,854,227 $         7,580,016 $          

TOTAL Cost 281,211,661 $       140,901,254 $      

TOTAL Change in Cost (140,310,408) $     -50%

Crisis System Needs Analysis - Population of 2,000,000
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