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KEY POINTS

� Crisis facilities provide a safe and therapeutic alternative to jails and emergency depart-
ments, but programs vary widely in scope, capability, and populations served.

� Crisis program design should center around the needs of its customers, which include in-
dividuals and families in crisis and key community stakeholders such as first responders.

� High-acuity programs include receiving facilities that can quickly accept first-responder
drop-offs with a "no wrong door" policy of never turning anyone away and specialized
units that provide treatment in a safe and therapeutic environment.

� Lower acuity programs provide a supportive, home-like environment with less medical
and nursing involvement for populations that are non-violent and able to engage in care
voluntarily.

� Ideally, a crisis system should be organized into a broad continuum of services that en-
sures care is provided in the least restrictive setting, even for people with high acuity
needs, and stakeholders should have a clear understanding of the capabilities of each
component facility and the population it can safely serve.
INTRODUCTION

Crisis facilities provide safe and therapeutic alternatives to hospital emergency de-
partments (EDs), inpatient psychiatric units, and jails, and form the third pillar of the
Substance Abuse and Mental Health Service Administration vision for behavioral
health crisis systems in which everyone has someone to call (the 988 Suicide and
Crisis Lifeline), someone to respond (mobile crisis teams), and a safe place for help
(specialized crisis facilities).1 As interest in and financing for crisis services continue
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to grow, communities across the United States are in various stages of planning and
building new crisis facilities, with states reporting a more than doubling in the number
of facilities from 2022 to 2023.2 This expansion creates an unprecedented opportunity
to build and organize systems that ensure all populations are served in the least
restrictive setting that safely meets their needs.
However, the landscape of crisis facilities can be complex and confusing. Crisis fa-

cilities vary widely in scope, clinical capability, and populations served.3 Some are
designed for people voluntarily seeking care who primarily need peer support and a
safe place to spend the night, while others can treat people with higher acuity needs
presenting with suicidal behaviors, acute agitation, and substance intoxication or
withdrawal. Some are free-standing, while others are attached to or embedded in
EDs or hospitals. Historically, crisis services have been financed and regulated at
the state and local levels, and the absence of unifying federal oversight has contrib-
uted to the wide variability between states regarding taxonomy, licensure, and reim-
bursement for facility-based crisis services.
This lack of clarity poses barriers to planning and expansion efforts. Different stake-

holder groups have varying expectations regarding what crisis facilities should do or
whom they should serve. Existing regulations may not adequately support the creation
of new types of facilities and care models. Reimbursement is often tied to provider
types or whether the facility is hospital or community based. While it may be possible
to shoehorn new crisis services into the existing regulatory environment, this is not
ideal, because then services are created to fit artificial constraints rather than the
needs of the community.
Fortunately, the momentum driving the current crisis expansion creates the oppor-

tunity to plot a course through the regulatory morass. Policymakers are working on
new service definitions, standards, and payment models. At the same time, the field
is rapidly evolving as communities forge ahead in creating new crisis facilities and
crisis providers test new innovations.
This article is intended to support this ongoing work by providing a pragmatic frame-

work for thinking about facility-based crisis program design that centers around the
needs of people in crisis and other key stakeholders. In particular, the authors address
the unique challenges of designing specialized crisis facilities that serve the full range
of crises using a “no wrong door” model, including those with high acuity needs who
might otherwise end up boarding in emergency departments or jail.
SERVING PEOPLE WITH HIGH ACUITY NEEDS

People with high acuity symptoms and behaviors warrant special attention when
designing crisis systems. This population includes individuals who, because of a
mental health and/or substance use condition, may be agitated, acutely suicidal, vio-
lent, psychotic, manic, intoxicated, and/or experiencing withdrawal. They may be
involuntarily held due to posing a danger to themselves or others. This population
can be the most challenging to serve, but also is the greatest in need of specialized
crisis care. When the crisis continuum lacks facilities that can accommodate these
high acuity needs, jails and EDs are often the only remaining options.4 While the ED
is preferred to jail, most are ill-equipped to treat people with behavioral health condi-
tions. In a recent nationwide survey of US hospitals, only 46% of EDs reported having
access to psychiatric consultation, and 59% reported that patients needing psychiat-
ric admission must be transferred out.5 As a result, psychiatric patients can “board”
for hours or days in a setting that lacks both the expertise and environment to care
for them, resulting in a poor experience for both patients and staff as well as added
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strain and cost on already overcrowded EDs.6 Of particular concern, psychiatric pa-
tients are more likely to be restrained in the ED, especially those who are Black,7

and more likely to be arrested after assaulting staff in the ED.8

While there is no comprehensive database of crisis facilities in the United States, the
authors are concerned when they observe communities developing crisis continuums
that exclude high-acuity populations. This can be due to staff anxieties about interact-
ing with this population, concerns about whether recovery-oriented programs can
employ interventions that would allow them to treat agitated or involuntary people,
or involuntary processes that a community believes cannot be changed. However, if
a community aspires to provide care in the least restrictive setting to all people in
crisis, and reduce ED boarding and jail utilization, then policymakers must design
crisis services for these high-acuity populations rather than around them.

DESIGN THINKING

The authors approach to design thinking draws from 2 existing frameworks: contin-
uous quality improvement and architectural programming.
Continuous quality improvement (CQI) centers process and outcomes around the

needs of the customer.9 First and foremost, crisis services exist to serve people expe-
riencing behavioral health emergencies, and thus service design must begin by clearly
defining the patient population and its needs. While the patient is the primary
customer, crisis systems have multiple secondary customers and stakeholders whose
needs must be considered as well, such as first-responders, emergency departments,
and payers.
Architectural programming emphasizes the importance of clearly articulating the

problem to be solved before designing solutions.10 Programmers work with stake-
holders to define the problem by analyzing customer wants, needs, facts, and con-
straints. Once the problem has been clearly stated, there may be multiple design
approaches that solve the problem. While this method was developed for physical
spaces, the same principles provide a useful framework for the design of clinical ser-
vices and processes as well.
Thus, rather than provide a set of static guidelines and definitions, this article will

instead discuss how to approach facility and clinical program design around the needs
of the person in crisis, key stakeholders, and the community crisis system at large. By
first understanding the problems the facility needs to address, answers to questions
such as staffing, process flow, and facility capabilities follow. There may be different
tactics to solving a given problem, and while the authors reference existing models,
their hope is that this approach supports the development of new innovations as
the field of crisis care continues to evolve.

MATCHING SERVICES TO ACUITY

A fundamental value of a crisis system is to connect people with the care they need in
the least restrictive setting that can safely meet their needs. This concept of least
restrictive care is enshrined in the US Supreme Court’s Olmstead decision and is
consistent with what people experiencing behavioral health emergencies say they
want from crisis services.11 (In recent years, the more consumer-friendly “least intru-
sive” has begun to supplant this term.) Ideally, a crisis system should have a broad con-
tinuum that ranges from high-intensity programs that can serve people with the most
acute needs to lower intensity programs providing peer support in home-like settings.3

The more comprehensive the continuum, the better the system can match services
to needs throughout the course of a person’s crisis. When the needed level of care
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does not exist, disposition defaults to the higher level of care. For example, a person
who presents to the ED for suicidal ideation could potentially be stabilized in a 23-hour
observation unit, but if none exists they will be admitted to an inpatient unit. In a
different system that does include a 23-hour observation unit, a person may improve
in this less-restrictive setting such that they can safely continue their stabilization in a
lower intensity crisis residential unit. If no such crisis residential setting exists, and the
patient is not yet stable enough for discharge, they will be admitted to an inpatient unit.
Thus, a more robust continuum of care not only serves individuals in the least-
restrictive setting but also can decrease the demand for more costly and scarce levels
of care.
In a crisis continuum, it is critical that system stakeholders have a clear understand-

ing of the capabilities of each component facility and the population it can safely serve.
Lack of a shared understanding can lead to unsafe conditions (eg, when a person with
high acuity symptoms and behaviors is sent to a facility that is unable to safely address
their needs), delays in treatment (eg, disputes over whether a facility should accept a
referral), and ineffective system planning (eg, creating a system unable to serve certain
levels of acuity).
The Level of Care Utilization System (LOCUS)12 and the American Society of Addic-

tion Medicine (ASAM) Criteria13 are 2 existing frameworks for assessing a person’s
level of acuity and describing the intensity of services needed to meet that level of acu-
ity for mental health and substance use needs, respectively. Each uses a multidimen-
sional approach to determining acuity, and then describes service intensity in terms of
care environment, staffing, clinical services, and support services. For crisis services,
these frameworks may provide a helpful starting point to describe differences in the
level of medical and nursing involvement needed in various care settings.
The LOCUS assesses need across 6 dimensions: risk of harm; functional status;

medical, addiction, and psychiatric comorbidity; recovery environment (both level of
stress and support); treatment and recovery history; and engagement and recovery
status. Facility-based services typically fall under LOCUS level 5 or 6, both of which
have a subcategory for short-term crisis-focused services. Level 6 A (high-intensity,
acute medically managed residential programs) includes inpatient-level care with
24/7 nursing and medical availability. Level 5 A (intensive, short-term medically moni-
tored residential services) includes short-term residential care and includes a range of
medical and nursing involvement. The final assessment synthesizes these dimensions
to guide decision-making. For example, someone who expresses suicidal ideation
may be able to be managed in a crisis residential setting (LOCUS level 5A) if they
are highly engaged, hopeful that treatment will be helpful, and nonviolent. Conversely,
an individual with suicidal ideation may require a higher acuity setting like 23-hour
observation (LOCUS level 6A) if they are poorly engaged, impulsive, and highly
agitated.
The ASAM Criteria include the following 6 dimensions: intoxication, withdrawal, and

addiction medications; biomedical conditions; psychiatric and cognitive conditions;
substance use-related risks; recovery environment interactions; and person-
centered consideration. In particular, the risk of withdrawal (dimension 1) is important
to consider when determining the level of medical and nursing capability required in a
crisis facility. ASAM level 4 (medicallymanaged inpatient) requireswithdrawalmanage-
ment services that typically are available only in general hospitals and intensive care
units, while ASAM level 3.7 (medically managed residential) includes community-
based residential settings with 24/7 nursing and medical availability. ASAM level 3.5
(clinically managed high-intensity residential) is sometimes colloquially referred to as
“social detox” or “sobering.” These programs have a medical director, and they may
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have nursing on site for a few hours during the day with a physician on-call, but their
oversight is focused on ensuring there are processes for identifying individuals in
need of a higher level of medical and nursing care and arranging transfer to a more
appropriate setting. ASAM level 3.1 (low-intensity clinically managed residential) has
clinical services with no medical director, while a recovery residence (ASAM level RR)
has no clinical services and provides a substance-free environment in a home-like
setting.
In this article, the authors build off these frameworks and incorporate other consid-

erations unique to the crisis setting. Fig. 1 depicts common types of crisis programs
along a continuum of LOCUS and ASAM level.

CORE GOALS AND CAPABILITIES OF ACUTE CRISIS CARE

Twenty-five years ago in this same journal, Michael Allen wrote an article in the Emer-
gency Psychiatry issue which outlined the need for specialized care for people pre-
senting to the ED in psychiatric crisis.14 In it, he describes most psychiatric
emergency services as operating with a “service under siege” culture due to over-
whelming demand, and thus employing a triage model focused on rapid evaluation,
containment, and referral. Allen advocates for a shift toward a more organized treat-
ment model which includes a comprehensive assessment and a broader range of
treatment options with the goals listed as follows:.

� Improved access to care;
� Improved assessment, to include a biopsychosocial formulation, differential
diagnosis, and initial treatment plan, and reassessment(s) as needed during
the course of the visit;
Each person should be matched to the program that can safely & effectively meet their
needs. Mismatches between acuity & intensity lead to unsafe conditions & poor outcomes.

HIGH ACUITY

HIGH INTENSITY LOWER INTENSITYMODERATE INTENSITY

Hospital / ED Affiliated

LOWER ACUITYMODERATE ACUITY

zone of 
high

variability

Programs may be accessed directly, via first-responders,
and/or as step-down from a more intensive level of care.

Fig. 1. Current crisis programs organized by population acuity and service intensity. ASAM,
American Society of Addiction Medicine Criteria; CPEP, comprehensive psychiatric emer-
gency program; CSU, crisis stabilization unit; ED, emergency department; EmPATH, emer-
gency psychiatric assessment treatment and healing; EOU, extended observation unit;
LOCUS, level of care utilization system; PES, psychiatric emergency services; RR, recovery resi-
dence; WM, withdrawal management.
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� Prompt initiation of definitive treatment, which leads to reductions in symptoms,
morbidity related to seclusion and restraint, and length of stay;

� Diversion to the community, to provide care in the least-restrictive setting,
including referral pathways for step-down to community alternatives to hospital-
ization after the patient has been assessed and partially treated;

� Continuity of care, to include linkage with community provider agencies, timely
appointments, and transfer of information;

� Specialized care, including the capability to treat youth, older adults, people with
co-occurring substance use disorders (SUD), diverse language needs, and cul-
tural backgrounds;

� Cost effectiveness.

These tenets still hold true, and many have been incorporated into the acute crisis
programs depicted in Fig. 1. Some additional core elements, learned over the past 25
years, include the following:

� Engagement and peer support: Peer support has developed over the past
several decades into a distinct and vital part of the interdisciplinary care team
model. In acute crisis settings, peers are particularly skilled at engagement,
de-escalation, and linkage to community resources.15

� Person-centered approach: A welcoming and inclusive program serves all pop-
ulations via processes that are culturally competent and trauma informed, using
recovery-oriented approaches such as shared decision-making.

� Integrated SUD and mental health assessment and treatment: Many if not most
individuals presenting for acute crisis care have co-occurring mental health
and SUD needs, and at the time of initial evaluation it is often impossible to defin-
itively determine which symptoms and behaviors are due to substances, mental
illness, or both. Thus, staff must be proficient in assessing and treating both
simultaneously, and continuously adjust the diagnosis and treatment plan based
on ongoing reassessments over time.

� Specialized therapeutic milieu: Specialized care requires specialized spaces. A
safe and therapeutic milieu encompasses the physical features of the space
(eg, layout, safety features such as anti-ligature fixtures, design features that
create a calming environment) as well as the staff operating within the space
and their roles.

� Enhanced discharge planning: A more holistic approach to discharge planning
that goes beyond making a follow-up appointment maximizes the likelihood
the person will be successful. Discharge-related interventions, which may be
delivered by the crisis program or via partnerships with other community
agencies, include assistance with social drivers of health, post-crisis transitional
care and help navigating complex systems, brief interventions while awaiting
long-term linkage, and follow-up contacts. This issue includes an article that dis-
cusses post-crisis aftercare in more detail.16

� Collaboration with local system partners:Goodworking relationships with system
stakeholders (eg, law enforcement, EDs, provider organizations, advocacy
groups, social services agencies) support CQI efforts to ensure the program is
meeting community needs.
From “Medical Clearance” to Medical Stability

The American Association for Emergency Psychiatry, an organization composed of
both psychiatrists and emergency medicine physicians, recommends a shift away
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from the vague andunhelpful term “medical clearance.” Instead, amedical evaluation is
performed to determine whether the patient ismedically stable for treatment in a crisis
facility (ie, the behavioral health symptoms are not likely due to amedical condition, and
ongoing treatment for any co-occurring medical conditions is within the scope of the
crisis facility).17

As a general rule, crisis facilities should be able to care for people who, if not for their
behavioral health crisis, would be discharged home from the ED. Acute crisis facilities
that provide medically managed withdrawal treatment should already have the med-
ical and nursing capability to perform a basic medical evaluation and treat minor med-
ical conditions (eg, asymptomatic hypertension, elevated blood sugar, urinary tract
infections). Transfers to the ED can be further minimized with creative solutions
such as telemedicine consults, part-time primary care coverage, etc. Crisis units
embedded within an ED (eg, Emergency Psychiatric Assessment, Treatment, and
Healing [EmPATH] or psychiatric emergency services [PES] units) may be able to
care for higher acuity medical needs.
Acute crisis facilities should not require all individuals to undergo a “medical clear-

ance” visit in the ED prior to arrival at the crisis facility, as this undermines the goal of
avoiding unnecessary ED visits.3 Rather, crisis facilities, EDs, first responders, and
other stakeholders should work together to develop clear admission criteria and pro-
tocols for identifying medical conditions that require evaluation and treatment at an
ED. Some ED-embedded crisis units may require flow through the main ED. Similarly,
the goal should be timely transfer to the specialized crisis unit while minimizing unnec-
essary testing. Both embedded and free-standing units should engage with their
stakeholders in a collaborative quality improvement process to address disagree-
ments, delays, and suboptimal outcomes.
RECEIVING FUNCTION: RAPID DROP-OFF WITH A “No WRONG DOOR” POLICY

Compared to medical emergencies, behavioral health emergencies are unique in that
the default first responder has historically been law enforcement rather than emer-
gency medical services (EMS). While clinical response models like mobile crisis are
steadily growing, police are likely to remain involved for the foreseeable future, espe-
cially in situations deemed unsafe for civilian teams and where statute requires law
enforcement to transport people on an involuntary hold. This makes law enforcement
a particularly important customer because they are also the first point of entry into the
criminal legal system and have a choice between taking the person to jail versus a
health care facility. This decision point is a critical lever for diverting people to treat-
ment instead of jail,18 and addresses a structural inequity that contributes to the over-
incarceration of people with behavioral health conditions, especially people of color.4

The concept of a receiving center was developed to incentivize law enforcement to
choose treatment by making the process quick and easy.19

The requirements for receiving centers were first outlined as a core element of the
Crisis Intervention Team (CIT) model and are listed inBox 1.20 CIT, developed in Mem-
phis, Tennessee, in the 1980s after the shooting of a Black man with schizophrenia, is
a partnership between law enforcement and community stakeholders centered
around improving the response to people in crisis.21 Officers receive training on recog-
nizing and de-escalating behavioral health emergencies, and receiving facilities pro-
vide an easy mechanism to connect the person to treatment instead of arresting
them or waiting hours in the ED.
Although initially developed for law enforcement, the concept of a receiving center is

applicable to all individuals in need of crisis care. Crisis facilities should provide easy



Box 1

Crisis Intervention Team model emergency mental health receiving facility requirements20

“A designated Emergency Mental Health Receiving Facility is a critical aspect of the Crisis Inter-
vention Team (CIT) model. It provides a source of emergency entry for consumers into the
mental health system. To ensure CIT’s success, the Emergency Mental Health Receiving Facility
must provide CIT Officers with minimal turnaround time and be comparable to the criminal jus-
tice system. The facility should accept all referrals regardless of diagnosis or financial status.
Additionally, the facility will need access to a wide range of emergency health care services
and disposition options, as well as, alcohol and drug emergency services. Finally, the Emergency
Mental Health Receiving Facility is part of the operational component of the CIT Model that
provides feedback and engages in problem solving with the other community partners, such
as Law Enforcement and Advocacy Communities.”

1. Single Source of Entry (or well-coordinated multiple sources)

2. On Demand Access: Twenty-Four Hours/Seven Days A Week Availability

3. No Clinical Barriers to Care

4. Minimal Law Enforcement Turnaround Time

5. Access to Wide Range of Disposition Options

6. Community Interface (Feedback and Problem-Solving Capacity)
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entry into thebehavioral health systemandbe able to quickly accept anyonepresenting
for care, whether they arrive on their own or with family or via first responders such as
police, EMS, or amobile crisis team. For thosewho present in the ED, there should be a
smooth process for transferring appropriate patients to specialized crisis facilities,
which can reduce boarding in the transferring EDs and provide patients with a higher
level of care.22

Of the requirements listed inBox 1, criteria 3 (no clinical barriers to entry) and 4 (min-
imal turnaround time) can be particularly challenging to operationalize. Some consid-
erations are discussed later.

Dedicated First Responder Entrance with Rapid Drop-off Process

Receiving centers must be quicker and easier for law enforcement to use compared to
arresting and booking a patient into jail. A dedicated entrance allows officers to quickly
access the crisis facility without delays and inconvenience (eg, due to removing
weapons) and also decreases stigma for the person in crisis by preventing others
from seeing them arrive with law enforcement. Other first responders (EMS, mobile
crisis teams) need to rapidly return to the field as well, and EDs are similarly designed
with a separate entrance and process for EMS arrivals. First-responder drop-off times
should be a key performance measure with targets under 15 minutes.23,24

No Wrong Door/no Refusal Policy

Police officers are not clinicians and cannot be expected to make complex triage de-
cisions regarding which crisis facility to take someone. When officers are turned away,
they are discouraged from attempting diversion in the future. Therefore, the crisis cen-
ter must receive individuals 24/7 with a “no wrong door” policy. If an individual arrives
who may need services at another program or facility (e.g., medical evaluation, hous-
ing services, etc.), the person (or first responder) is not turned away. Rather the crisis
facility staff evaluates the person, stabilizes, and arranges for a referral or transfer if
needed. While it is currently unclear if or which crisis facilities may be governed by



Crisis Receiving and Stabilization Facilities 519
the Emergency Medical Treatment and Labor Act law, this recommended practice of
accept, evaluate, stabilize, and transfer is consistent with the spirit of the law.

No Exclusions for Behavioral Health Acuity or Civil Commitment Legal Status

People presenting for care may be agitated, a danger to themselves or others, intoxi-
cated, experiencing withdrawal, and/or on an involuntary hold. These individuals are
most in need of specialized care versus being sent to an ED, and thus the facility, clin-
ical program, and staff training are designed to meet their needs (see Box 1).

FIRST 24 HOURS: ACUTE BEHAVIORAL HEALTH EMERGENCY CARE

The 24-hour mark is an arbitrary constraint but so ingrained into health care systems
that it cannot be ignored. For licensure and payment purposes, services under 24
hours (eg, clinics, EDs, 23-hour observation) are typically considered outpatient, while
services beyond 24 hours are something else (eg, inpatient, subacute, residential).
This article will similarly discuss crisis services in terms of under or over 24 hours.
Under 24-hour programs provide acute behavioral health emergency care. These

specialized units can be free-standing, or a distinct unit attached to or under a hospital
or ED license, as depicted in Fig. 1. From a clinical standpoint, these facilities provide
the highest level of emergency behavioral health care—it is a more intensive level of
care than an inpatient psychiatric bed in the same way that the ED is a more intensive
level of care than an inpatient medical bed because patients arrive at the inpatient bed
having already received some level of assessment and treatment in the ED prior to
admission. Length of stay is under 24 hours due to payment and licensing constraints
and because emergency services must have continuous throughput to ensure on-
demand access for the continuous arrival of new patients. The result is a highly acute
and rapidly changing patient population with staffing and operational needs more like
that of an ED than an inpatient unit. Programs providing this level of care are often
called PES units, 23-hour emergency observation units, and Emergency Psychiatric
Assessment, Treatment, and Healing units.

Population Served

Individuals typically meet inpatient (LOCUS 6A) medical necessity criteria (eg, danger
to self or others, unable to care for self). Some may be too agitated or violent to be
accepted by an inpatient unit until after they have undergone a period of treatment
and stabilization. They may be acutely intoxicated or in need of medically managed
withdrawal treatment (ASAM 3.7 in a community-based setting or ASAM 4 in a general
hospital setting). In most communities, these individuals would typically be boarding in
the ED awaiting transfer to an inpatient psychiatric bed. As described in the
“receiving” section previously, many arrive directly from the field via first responders
with little or no prior stabilization.
The level of care is driven by the person’s clinical needs, not legal status, and thus

these units should serve people on both a voluntary or involuntary basis. The legal sta-
tus may change throughout the course of treatment, and it should be a quality goal to
convert people on involuntary holds to a voluntary status within 24 hours, as has been
observed in crisis stabilization facilities in Arizona.25

Clinical Model

The programmatic goals are to engage the person, assess their needs, begin treatment
as soon as possible, and then, after a period of stabilization, connect themwith the next
level of care in the least restrictive setting that can safely meet their needs. For units
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embedded inside an ED, it must be emphasized that they should not simply be “hold-
ing” areas for psychiatric patients awaiting an inpatient bed; they should provide active
treatment. Based on the initial assessment, an interdisciplinary team works to resolve
the crisis via a variety of potential treatment interventions thatmay includemedications,
group and individual peer support, family engagement, motivational interviewing, care
coordination, and help with psychosocial stressors and social drivers of health. After a
period of observation and treatment, the person is re-assessed to determine disposi-
tion.With ongoing intensive treatment in a specializedmilieu,many can be successfully
stabilized and discharged to the community or stepped down to a less intensive crisis
residential program without the need for inpatient admission.22,25–27

Clinical Staffing and Support Services

Like an ED, medical (psychiatric) and nursing coverage must be available 24/7. Ideally,
psychiatric coverage by a psychiatrist or other appropriately supervised non-physician
practitioner (NPP; eg, nurse practitioner or physician assistant) is on-site 24/7. Some
coverage via telemedicine may be necessary in rural or under-resourced areas. Psy-
chiatric evaluation must be performed as soon as possible so that treatment can begin
quickly (within minutes if needed). The psychiatrist or NPPmay see the personmultiple
times within a 24-hour period, versus once a day on a typical inpatient unit. The med-
ical staff should be able to address both mental health and SUD needs as well as
manage minor medical illnesses and chronic conditions. Community-based facilities
should have the capability to perform simple laboratory tests waived under the Clinical
Laboratory Improvement Amendments (CLIA) program.
Nurses are needed on site 24/7 to monitor and respond to patient needs and admin-

ister scheduled and pro re nata medication for psychiatric symptoms, withdrawal
management, chronic medical conditions, and minor medical needs. They may
need to administer medications immediately (within minutes) for treatment of acute
agitation and should have access to an automated medication dispensing system
that provides secure medication storage on patient care units and electronic tracking
of controlled substances.
Other critical members of the interdisciplinary care team include

� Clinical staff (licensed and/or master’s level clinicians, bachelor’s level qualified
mental health technicians) who perform assessments, obtain collateral informa-
tion from families and natural supports, perform clinical interventions such as
motivational interviewing and safety planning, and coordinate care;

� Behavioral health specialists who manage the milieu, ensure safety, and assist
patients with activities of daily living; and

� Peers who use their lived experience to engage with individuals via individual and
group interventions, address social drivers of health, and help with system
navigation.

Security Personnel are not Included as Part of the Clinical Care Team

On clinical units, the management of acute agitation is a clinical activity that should be
performed by highly trained clinical staff, not lesser trained security staff. Requests for
a uniformed security presence, often driven by staff anxiety, should be limited to non-
clinical areas such as the lobby and other public spaces, if at all. Crisis programs can
also adopt a more holistic approach to safety. For example, a crisis center eliminated
the use of security while significantly reducing assaults to staff by implementing pro-
cess changes focused on reducing wait times, starting treatment earlier, and reorgan-
izing the deployment of existing staff across the physical space.28
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Seclusion/Restraint Capability

Seclusion and restraint are safety interventions to prevent imminent harm that should
only be used as a last resort after other less restrictive treatment interventions have
failed.29 Having this capability enables facilities to accept people with high acuity
symptoms and behaviors who would otherwise be taken to jail or the ED. In contrast
to the ED, where psychiatric patients are more likely to be restrained,6 crisis facilities
have the clinical staff and physical environment to provide de-escalation and treat-
ment instead. Staff should receive rigorous training in de-escalation, andmanagement
should implement robust quality oversight that tracks data on use and identifies
opportunities for improvement. With such an approach, restraint rates can be compa-
rable to national averages for inpatient psychiatric units.30
Specialized Therapeutic Milieu

The concept of a therapeutic milieu has been a mainstay of inpatient psychiatric treat-
ment since the 1700s when French psychiatrist Phillipe Pinel observed that asylum pa-
tients were less violent when theywere free tomove around.31Milieu therapy considers
the total environment—the physical space and the interpersonal interactions that occur
within it—to have therapeutic value. Core therapeutic functions include containment
(keeping people safe andmeeting their basic needs), support (reducing stress and anx-
iety), structure (scheduled activities and clear staff roles), involvement (active interac-
tion with staff and other patients), and validation (recognizing individual needs such as
needing to be alone).32 While research on milieu therapy in under 24-hour settings is
lacking, the value can be intuited by comparing the experience in the ED, where pa-
tients spend hours alone in a room or on a gurney monitored by a non-clinical sitter
or security guard, versus a specialized unit with room to walk around, structured
groups, peer support, and ongoing therapeutic interactions with clinical staff.
Physical plant considerations for creating a safe and therapeutic milieu in the acute

under 24-hour setting include

� Space that facilitates continuous observation of a high-acuity population, so that
staff can monitor each individual and quickly intervene if needed.

� Space that facilitates interpersonal interaction.
� Private spaces for individual interviews, family meetings, groups, etc.
� Private spaces for physical examinations.
� Spaces that prevent overhearing clinical conversations about other people (clin-
ical rounds, staff phone calls with families and clinics, etc.).

� Spaces that allow people, with appropriate monitoring for safety, to be away
from overstimulation.

� Therapeutic and healing environment (eg, natural light, outdoor space, noise
abatement, use of color and artwork, etc.).

� Capability to serve meals and snacks, launder street clothes, bathe/shower, and
store personal belongings.

� Inpatient-level standards for anti-ligature safety and furnishings.
� Secured egress to prevent elopement of people on an involuntary hold.
� Capability for seclusion/restraint.
� Ability to accommodate temporary surges in volume
� Maximize staffing efficiencies (eg, avoidance of hallways and blind corners that
require multiple staff to maintain line-of-sight)

Many under 24-hour programs employ an open design to accommodate observa-
tion, interaction, and temporary surges in volume. Rather than individual rooms, people
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are in a common space and assigned a recliner that can fold flat for sleeping, with
smaller rooms available for individual clinical conversations or quiet time away from
overstimulation. Approaches differ on nursing station enclosures. Some have an
opennursing stationarea to facilitate staff-patient interaction, but staffwill need to leave
the area to have confidential conversations. Other units have a plexiglass barrier that
allows physicians, nurses, and clinicians to remain together and in sight of the milieu
with designated staff (eg, peers and techs) always stationed outside the barrier for
continuous observation and interaction with patients.
BEYOND 24 HOURS: HIGH-ACUITY CRISIS STABILIZATION

While many individuals can be stabilized within 24 hours, others remain in need of
care in a secure, intensive, highly monitored environment. Some would have short
lengths of stay on an inpatient unit—for example, patients who are noticeably
improving but are not yet stable for discharge or need more time to metabolize sub-
stances contributing to their psychiatric presentation. For this population, admission
to an inpatient facility can be avoided by continuing treatment in a high-acuity crisis
stabilization unit.
These units are similar to inpatient units in terms of medical necessity, staffing,

physical plant, and clinical program, but with an emphasis on peer support and linkage
to community-based care. It is secure, with 24/7 nursing care on-site, and daily con-
tact with the psychiatrist or NPP, and can serve people on both a voluntary or invol-
untary basis with a goal of conversion to voluntary status. The average length of
stay is typically under 5 days. Programs providing this level of care are sometimes
referred to as “Crisis Stabilization Units, Extended Observation Units, 72-hour beds,
or Short-Term Inpatient Units.”
LOWER ACUITY CRISIS PROGRAMS

Not everyone in crisis needs the intensive level of care described earlier. Those able
and willing to seek and engage in treatment voluntarily can and should be served in
lower intensity crisis facilities. Having these services available improves the ability of
the system to provide care in the least restrictive setting, providing a better experience
for the person in crisis, and more judicious use of resources. However, it is important
to have clear criteria and processes for assessment and referral to ensure that people
are directed to programs that can safely serve them. Specific considerations include
the level of agitation or behavioral acuity that can be managed in the facility, level of
psychiatric and nursing support, and capability for withdrawal management.

Living Rooms and Crisis Residential Programs

Lower intensity crisis programs serve individuals who need a supportive recovery
environment and are non-violent, not at imminent risk of self-harm, and able to engage
in care voluntarily (LOCUS 5A). They tend to be unlocked, less institutional, more
home-like (some are in actual houses), and staffed primarily with peers and behavioral
health clinicians.33 For individuals needing withdrawal management, some may pro-
vide medically monitored detox (ASAM 3.7) while others with less medical and nursing
involvement may provide clinically managed “sobering” or “social detox” (ASAM 3.5).
Lengths of stay can vary from under 24 hours (living rooms) to a few days to weeks
(crisis residential and detox). These programs can prevent or shorten inpatient admis-
sions by serving as stepdown from more acute treatment services such as EDs, inpa-
tient units, and acute crisis facilities.
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Urgent Care and Walk-In Crisis Clinics

Even in an urgent situation, it is not at all uncommon for waits on the order of a month
or more to see a therapist and often longer for a psychiatrist. Crisis clinics offer same-
day or walk-in access for outpatient assessment, crisis counseling, medication man-
agement, care coordination, and bridge services until the person is connected to
appropriate outpatient care. They are typically staffed with a psychiatrist or NPP
and social services staff but may also include other team members such as peer sup-
ports or financial eligibility specialists. Length of stay is typically 2 to 4 hours. These
programs may function as the front door to a higher acuity unit so that people who
self-present will be able to be served in either the urgent care setting or, when a higher
level of care is needed, can be admitted to a 23-hour observation unit or similar
setting. Without this level of care, needs may go unmet until the situation escalates
to require a higher level of care.

MEASURING QUALITY AND OUTCOMES

Quality measures show whether an organization is living up to its stated values and
whether the services it provides are providing value to its customers and stakeholders.
The authors have previously described an approach to developing metrics for facility-
based crisis services using a tool designed to help an organization translate values
and customer needs into discrete measures.23 An updated version of these measures
is shown in Fig. 2. This issue includes an article on quality measurement that provides
a more detailed discussion on the selection and application of quality measures at
both the program and system level.34

DISCUSSION

As with other essential community services, policymakers designing crisis systems
must think about the entire population of people in need of behavioral health emer-
gency care within a given geography—including all levels of acuity, co-occurring
Fig. 2. Metrics for facility-based crisis services. A critical-to-quality tree is used to translate
values into discrete metrics for behavioral health crisis services. (Balfour ME, Tanner K, Jurica
PJ, Rhoads R, Carson CA. Crisis Reliability Indicators Supporting Emergency Services (CRISES):
A Framework for Developing Performance Measures for Behavioral Health Crisis and Psychi-
atric Emergency Programs. Community Ment Health J. 2016;52(1):1-9. https://doi.org/10.
1007/s10597-015-9954-5.)

https://doi.org/10.1007/s10597-015-9954-5
https://doi.org/10.1007/s10597-015-9954-5
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needs (medical, SUD, etc.), and payers—and then collaborate with the relevant stake-
holders to create systems and processes that ensure everyone gets the care they
need in the least-restrictive setting. The National Council for Mental Wellbeing Road-
map to the Ideal Crisis System report includes background, guidance, and tools to
support this work.3 Later the authors discuss considerations for ensuring access to
quality facility-based crisis care for high-acuity populations.

RECEIVING DIFFERENT LEVELS OF ACUITY

Receiving facilities must be able to accept all walk-ins and first-responder drop-offs
without turning anyone away. Thus, it follows that receiving facilities need to contain
a program or set of programs that can provide treatment to individuals of any acuity
and/or a mechanism to connect them with the level of care they need. This is analo-
gous to the trauma center model—to accept patients with any kind of injury, a Level
1 trauma center must have a set of services that can meet a variety of patient needs
(trauma bay, operating room, intensive care unit, etc.) or protocols to safely transfer to
a higher level of care (eg, regional burn center).
Can a receiving center function without the ability to treat people with high acuity

needs? Yes, but downstream processes and outcomes will be affected, and the com-
munity will need to adjust expectations accordingly. Officers and other first responders
would need to make triage decisions regarding where to bring people. Where will they
takepeoplewithhighacuity symptomsandbehaviors?TheED? If so, then stakeholders
must understand that somepsychiatric patientswill continue to be routed to the EDand
possibly board there. Inevitably someone with high acuity needs will present for ser-
vices. The facility must have clear processes for identifying when this occurs and pro-
tocols for what to do. Are they transported to a higher acuity crisis facility?Howare they
transported safely? Are they transported by law enforcement? That would undermine
the goal of minimizing law enforcement involvement. Similarly, what happens when
people with lower acuity needs present at high-acuity crisis facilities? Ideally, facilities
should be designed with a mix of both higher and lower acuity services on site. If not,
what are the processes to assess and refer to a lower acuity program? These are the
questions communities should ask when designing their systems.

DESIGNING TO COMMUNITY AND POPULATION NEEDS

Communities have different needs, strengths, and gaps and are at different develop-
mental stages of building their crisis systems. Thus, there is no one-size fits all solution
and system leaders must take all of these into account when deciding how to structure
the various components of their crisis system.
A comprehensive solution is a crisis facility that includes multiple levels of care, as

depicted in Fig. 3. Individuals of any acuity are accepted via the receiving function, and
flow through different levels of care based on their acuity and improvement over time in
a single, seamless episode of care. Studies of free-standing facilities employing this
model in Arizona and California show decreases in inpatient utilization, ED visits, and
ED boarding.22,25,26 New York’s Comprehensive Psychiatric Emergency Programmodel
combines a similar set of services (Triage and Referral Visit, 23-Hour Observation, and
Extended Observation) into a single program that is typically attached to a hospital ED.35

Rural communities may lack the volume and workforce needed to sustain a free-
standing crisis facility staffed to accept all individuals 24/7. Rural EDs, however, do
accept all patients 24/7. A specialized unit (eg, 23-hour observation, EmPATH)
attached to an ED can take advantage of the economies of scale to sustain a 24/7
nursing presence with psychiatric coverage through a mix of on-site and telemedicine
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Fig. 3. Comprehensive crisis facility with multiple levels of care.
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(Fig. 4). Many can be stabilized in the specialized unit within 24 hours.27 For those who
need ongoing care, an existing behavioral health provider that already offers outpa-
tient and residential care might similarly maximize economies of scale by co-
locating a crisis residential unit and urgent care clinic within their campus.
ED-affiliated units are an important component of the crisis continuum regardless of

community size. There will always be patients with psychiatric needs in hospital EDs,
either because they have co-occurring medical issues that required them to be taken
there or because they chose to self-present there. Embedded or attached specialized
units ensure these patients receive specialized care while also positively impacting ED
throughput and revenue.36

CARE TRANSITIONS AND CONTINUITY OF CARE

Not only do individuals present for treatment with different levels of acuity, their acuity
changes over time. Individuals may also present with multiple needs (eg, co-occurring
mental health and SUD). As needs and acuity change, it is important to facilitate con-
tinuity of care through the crisis episode and smooth transitions through different
levels of service intensity in the crisis continuum. The Roadmap report discusses these
concepts in terms of vertical and horizontal flow.3
Community-based 
behavioral health services

Emergency Department

Receiving
“no wrong door”

High Acuity
23h obs/EmPATH

Low Acuity
Urgent Care

1st responder 
entrance

Walk-in
Mobile Crisis Teams

Law Enforcement
Emergency Medical Services
Mobile Crisis Teams

Community Disposition:
• Outpatient care
• Lower acuity crisis facility
• Residential MH/SUD treatment

Transfer to higher level of care:
• Inpatient psychiatry
• ED for medical stabilization

Transfers from ED

Moderate Acuity
Crisis Residential

Coordination between 
hospital-based 

receiving facility and 
community-based crisis 

programs

Fig. 4. Potential solution for a rural community.
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Vertical flow refers to the movement through different levels of care as acuity
changes over time. For example, treatment begun on a 23-hour emergency observa-
tion unit can be continued in an on-site crisis stabilization unit (CSU), a single seamless
episode of care. This mitigates the inefficiencies of transfer to an off-site facility such
as interruptions and delays in care, the need to duplicate psychiatric evaluations and
treatment plans, opportunities for medical errors, and transportation costs. In addi-
tion, an on-site unit facilitates efficient flow through the facility and prevents individuals
from becoming “stuck” on the observation unit beyond 23 hours when outside hospi-
tals are at capacity or declining transfers due to acuity.
Care transitions to the outpatient system can differ depending on the community

strengths and gaps. For example, the crisis facility might need to create a bridge clinic
in a community that lacks timely access to follow-up outpatient care. Or it might part-
ner with a community agency that already does a good job of providing post-crisis
wraparound and create a process for that agency to meet with individuals before
discharge for a warm handoff.
In addition, there is a need for seamless horizontal flow between various types of ser-

vices for people with co-occurring mental health and SUD needs. For example, some
crisis systems create distinctions between crisis beds vs. detox beds with rigid criteria
regarding how each are accessed and reimbursed. Many individuals need assistance
with both, and facilities should be capable of providing assessment and treatment for
both. Artificial barriers should be minimized in favor of a more fluid system that meets
the needs of all individuals with any combination of mental health and SUD needs.

LEAST RESTRICTIVE CARE FROM A SYSTEMS PERSPECTIVE

A core value of crisis systems is that care should be provided in the least-restrictive
manner possible. As a corollary, the concept of “no force first” considers seclusion
and restraints as coercive interventions to be used only as a last resort when other
less restrictive methods have failed. This value must be considered from both the in-
dividual program level and the system level. At the program level, organizations should
strive to minimize the use of seclusion and restraints via training, process, and quality
oversight. Many crisis programs do not use seclusion or restraints at all. While this is
appropriate for programs serving a lower acuity population, from a systems perspec-
tive, it is important to note that the inability to use seclusion and restraints in effect be-
comes the inability to accept people with high acuity symptoms or behaviors who
might require seclusion or restraints. If the crisis continuum does not include a crisis
facility that can accept these people, they are directed to EDs that are crowded, over-
stimulating, and lacking in behavioral health services, or they are taken to jail. Thus,
from a systems perspective, the decision to abandon people with high acuity needs
to EDs and jails creates a process that directs them to more restrictive settings where
they are more likely to be restrained. In contrast, the acute crisis facilities described in
this article have trained staff and physical space designed for the management of
acute agitation, and oftentimes the person can be de-escalated and avoid the need
for restraint altogether. A similar argument can be made for people on involuntary
holds, who receive little or no care in the ED, whereas at a crisis facility the majority
can be converted to voluntary status with appropriate engagement and treatment.

THE NEED FOR A COMMON TAXONOMY

The emergency medical field learned long ago that the ability to differentiate hospitals
based on their capabilities is critical for developing well-organized systems of care.
For example, trauma center classification into Levels I through IV provides a
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foundation for regional governing bodies to coordinate patient flow, geographic ac-
cess, and outcome measurement. Similarly, clear understanding of the different levels
of care comprising the crisis continuum would

1. Improve safety and quality of care by ensuring that people are matched to facilities
that can meet their needs.

2. Support sustainable financing by providing a framework for reimbursement to
reflect the intensity of the services provided.

3. Aid in organizing regional crisis systems that serve all populations—rural and ur-
ban, high acuity and low acuity, voluntary and involuntary—across a geographic
region.

4. Lay the foundation for consistent licensing, accreditation, and outcome
measurement.

SUMMARY

People with high acuity symptoms and behaviors present unique challenges, but
specialized crisis facilities designed to meet their needs can provide care in the
least-restrictive setting while minimizing unnecessary use of EDs, hospitals, and jails.
The current expansion in crisis services presents an unprecedented opportunity to
improve access and quality of care for people experiencing behavioral health emer-
gencies. As communities build their crisis systems, policymakers must ensure that
all populations have access to these essential services.

CLINICS CARE POINTS
� The clinical goals of acute crisis care are to engage the person, assess their needs, begin
treatment as soon as possible, and then, after a period of stabilization, connct them with
the next level of care in the least restrictive setting that can safely meet their needs.

� Highly agitated and involuntary individuals can be treated in specialized crisis facilities
instead of the ED with appropriate staffing, clinical proceses, and physical plant design.

� The management of acuite agitation is a clinical activity that should be performed by highly
trained clinical staff rather than lesser trained security staff.

� Crisis facilities should not require all individuals to undergo a "medical clearance" visit in the
ED prior to referral unless there is a specific medical issue that needs evaluation.

� Crisis facilties should be able to address both mental health and substance use needs and
coordinate with community providers to ensure a smooth transition to the next level of care.
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