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Introduction 

Background 

Alameda County Behavioral Health Care Services (BHCS) sought to conduct a planning process where 

department staff and stakeholders – including consumers, family members, BHCS staff, contract 

providers, and emergency and medical personnel – came together to discover ways in which the existing 

mental health crisis system could be strengthened. The purpose of this planning process was to design a 

crisis system that: 

 Provides crisis services across the lifespan, in the communities where people live, at the time in 

which they are most needed, in a way that ensures personal and public safety. 

 Ensures that people have access to the appropriate level of care, reserving locked and 

emergency settings for those who need it most, while providing alternatives to hospitalization 

that promote recovery. 

 Maximizes the opportunity to engage people in services following a crisis, ensures smooth 

transitions for people to move between levels of care, and reduces the likelihood of future crisis 

events. 

BHCS engaged RDA to conduct these activities after the completion of Alameda County’s AB1421 

Planning Process, to ensure that consumers experiencing crisis receive the most effective and engaging 

services to promote their safety and recovery. The goal of this process was to identify the strengths, 

needs, and gaps of the current crisis system and to identify solutions to comprehensively serve mental 

health consumers in Alameda County when they experience crisis events. 

Crisis Planning Process 

The Crisis Planning process took place from February to August 2015.  The first phase consisted of 

launching the project with BHCS as well as engaging the community in the process through a series of 

community kickoff meetings throughout the County.  At the request of stakeholders during the 

community kickoff meetings, BHCS and RDA added a stakeholder survey to Phase II of the project to 

gather input from stakeholders that were unable or unlikely to attend a focus group event as well as 

added an additional focus group for consumers and family members in East County.  During Phase II, 

RDA worked with BHCS to explore available quantitative data about people experiencing crises as well as 

sought stakeholder input through focus groups and a stakeholder survey.  During the third phase of the 

project, RDA worked with the Steering Committee to review the quantitative and qualitative data 

collected as well as best practices in crisis systems to discover opportunities to strengthen the system.  

The final phase of the project includes this report that presents the assessment of the crisis system as 

well as recommendations for consideration and guidance to support decision-making and 

implementation. Figure 1 displays the crisis planning process.  
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Figure 1. Crisis Planning Process 

 

At the outset of the crisis planning process, we conducted two stakeholder kickoff meetings in 

North/Central and South County to introduce community members to the project, share information 

about the planning process and goals, and discuss how various stakeholder groups could engage with 

the process. People with lived experience, first responders, contracted providers, and BHCS were invited 

to attend and participate in these meetings. RDA conducted these meetings in Fremont and San 

Leandro.  Forty-two individuals attended these meetings. During the meetings, RDA conducted a 

participatory exercise to ascertain varying perspectives on strengths and gaps in the crisis system and 

potential solutions.  

BHCS and RDA established a Steering Committee to serve as the main advisory body. Twelve members 

comprised the team, including BHCS leadership, community providers, family members of consumers, 

law enforcement, and representatives of John George PES. RDA conducted a total of four Steering 

Committee meetings. In the first, we conducted a visioning exercise to determine what could be 

possible in terms of redesigning the system. In the second, BHCS presented utilization and cost data 

from PES to better understand patterns associated with the use of crisis services. The third Steering 

Committee meeting focused on presenting best practices in crisis systems, case studies of successful 
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systems, and a review of the utilization data presented in the previous meeting. Additionally, RDA 

presented focus group findings to the committee. The fourth meeting focused on developing solutions 

and recommendations for BHCS’ consideration, and RDA led the Steering Committee through a series of 

small and large group discussions. 

RDA conducted a total of 11 focus groups throughout the County to gather information about the crisis 

system, holding them in different geographic areas in order to allow representation from all parts of the 

County. Additionally, groups were organized by stakeholder affiliation, and there were separate groups 

for consumers/family members, BHCS staff, community providers, and crisis first responders, including 

law enforcement and emergency department staff. However, individuals were not turned away from a 

meeting if their stakeholder affiliation differed from what had been advertised for the group. 

Stakeholder Affiliation Discussion Groups 

Consumer/Family  Livermore 
 Oakland 
 Fremont  

First Responders  Oakland 
 Fremont 
 Multi-disciplinary Forensic Team 
 Hospital/ED Meeting 

BHCS Providers  Oakland (Access, CRP, and Service Teams attended) 

Community Providers   Child Providers 
 Adult Providers 

 

A total of 77 individuals attended the focus groups or community meetings in total, and 50 provided 

demographic information. Figure 2 displays the breakdown of focus group attendees by stakeholder 

affiliation.1, 2 For this report, the term “focus group” will refer to any qualitative data gathered at the 

meetings described in this section, regardless of whether they were a focus group or other type of 

meeting. 

                                                           
1
 Demographic forms were not collected at all focus groups; the Hospital/ED and MDTF meetings are not 

represented in these data. Additionally, group attendees may have attended more than one focus group, and thus 
may be represented more than once.  
2
 Percentages may not add up to 100%, as group members could choose more than one affiliation. 
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Figure 2. Stakeholder Affiliations of Focus Group Members 

 

RDA analyzed focus group data to determine emergent themes and organized the data into content-

similar analytical categories.   

RDA developed the stakeholder survey to allow for input from individuals who were unable to attend 

focus group or community meetings. The survey had 27 questions that were aligned with the focus 

group protocol; respondents could answer as many or as few questions as they wished. The final survey 

was also vetted with the consumer and family empowerment managers and patient rights advocate to 

promote accessibility for consumers and family members. 

RDA administered the survey online via snowball method, and stakeholders could share the website link 

with other invested parties. Two hundred and sixty-one individuals responded to the survey. Of those, 

203 completed the entire questionnaire. Figure 3 displays stakeholder affiliation for survey 

respondents.3 

                                                           
3
 Percentages may not add up to 100%, as respondents could choose more than one affiliation. 
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Figure 3. Stakeholder Affiliation of Survey Respondents 

RDA cleaned the survey data to discard any responses that came from outside of the geographical area 

of interest, and analyzed the data to determine the most frequent responses to each question.  

Psychiatric service utilization data was presented at the second and third Steering Committee meetings, 

and focused on service utilization, recidivism, and related service engagement. The data described 

consumers who accessed the crisis system in Alameda County as well as utilization rates at John George, 

subsequent hospitalizations, criminal justice mental health, and information about step-down services 

and outpatient treatment utilization.  

Data Analysis Methods 

RDA synthesized the results of the focus groups and stakeholder survey with information from 

documents, meeting notes, and utilization data, to understand the landscape of the crisis system as it 

currently exists, as well as how it compares to best practices and other jurisdictions, to provide 

recommendations for BHCS’ consideration. Below are the synthesized findings, organized into themes 

with supporting data analysis, followed by recommendations and a plan for implementing the 

recommendations.  

Current Crisis System 

The crisis system in Alameda has a centralized campus of crisis services, as well as other, standalone 

crisis services. The types of crisis services needed for a comprehensive system can be broken down into 

three categories: Crisis Receiving Centers, which are the “front doors” to the system; Hospitalization and 

Alternatives, in which stabilization and treatment take place; and Short-Term Field-Based Services, 

25% 
24% 

22% 

15% 
13% 13% 

10% 

7% 

4% 

Contract
Service

Provider

BHCS Staff Other Consumer
/Client

Family Member
of Consumer

/Client

Law
Enforcement

Emergency
Medicine/EMT

Psychiatric
ER/Hospital

Medical
ER/Hospital



Alameda County Behavioral Health Care Services 
Crisis Planning Process  

 

Prepared by RESOURCE DEVELOPMENT ASSOCIATES  August 24, 2015 | 8 

which respond to crises in the community and provide pre and post crisis support. Alameda County’s 

crisis system contains programs and services in each of these areas, described below.  

Crisis Receiving Center 

Alameda County has call centers, which consumers in crisis can call to be directed to the appropriate 

resource. Crisis Support Services operates a suicide hotline for the County, and the County-run Access 

Line acts as an information and referral line and is equipped for crisis calls. Alameda County also has 

limited mobile crisis; the County-run Crisis Response Program responds to crisis in the community, in 

limited locations and during limited hours. Berkeley Mental Health also has a mobile crisis program that 

responds within the city of Berkeley only. 

Psychiatric Emergency Services (PES) is a designated 5150 facility and acts as a receiving center for 

individuals having a psychiatric crisis. John George PES is located in San Leandro, and receives walk-ins, 

ambulance, and police drop-offs of individuals in crisis. They assess the individual’s level of need, and 

admit them to psychiatric inpatient, when necessary, or refer to less intensive resources as needed. In 

Alameda County, John George PES sees the highest volume of individuals in crisis than any other 

component of the system.  

Hospital emergency departments (EDs) are an important component of the crisis system and receive 

many individuals in psychiatric crisis, especially those with medical concerns who are not eligible for 

field medical clearance. First responders, and specifically EMS, must make a determination of whether a 

consumer can be directly transported to John George PES or if a hospital ED is the most appropriate 

destination.   Many EDs in Alameda County are not equipped to treat a psychiatric emergency and only a 

select few are designated 5150 facilities.  Additionally, the two hospitals in closest proximity to John 

George receive the highest volume of psychiatric crises.   

Other components that fall into the Crisis Receiving Center category include crisis stabilization units 

(CSU), which can serve as a designated 5150 receiving center, and Sobering Centers.  Alameda County 

has a designated CSU at Willow Rock for children ages 12-17 but does not have a CSU for adults. Sausal 

Creek Outpatient Stabilization Clinic used to serve as a CSU but currently operates as a drop-in mental 

health outpatient clinic with extended hours of operation.   Sobering centers are not a specific 

psychiatric intervention but are included in this discussion as a receiving center for people who are 

experiencing acute intoxication and would otherwise be transported to PES and/or jail.  Alameda County 

does have a social model detoxification unit, Cherry Hill, which does not currently operate as a sobering 

center.   

Hospitalization and Alternatives 

There are two categories of hospitalization and alternatives to hospitalization: locked and unlocked 

facilities. Traditionally, inpatient psychiatric units treat individuals at the most severe level of crisis. 

Alameda County’s John George Inpatient Unit, which is co-located with John George PES in San Leandro, 
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facilitates hospitalization when needed. While there are other inpatient psychiatric units in the County 

in hospital locations (e.g. Alta Bates, Fremont, Washington hospitals), John George serves as the primary 

inpatient unit for individuals who are uninsured or have Medi-Cal.   

Psychiatric Health Facilities (PHFs) provide stabilization and treatment for individuals who require 24-

hour supervision and/or assistance with psychiatric recovery in a locked environment. PHFs are an 

alternative to inpatient hospitalization.  Alameda County’s Willow Rock has 16 PHF beds and provides 

these services for children ages 12-17.  While there is a PHF for adults in Alameda County, it primarily 

serves those with private insurance and does not regularly serve people who are uninsured or those 

with Medi-Cal.   

Mental Health Rehabilitation Centers (MHRCs) are inpatient, sub-acute settings that treat adults with 

psychiatric disabilities that require extensive rehabilitation; they may be locked, have delayed egress, or 

be unlocked.  MHRCs are generally longer-term programs that are not considered part of a crisis system. 

However, Alameda County has one MHRC, Villa Short Stay, which is co-located at the Fairmont campus 

and provides short term rehabilitation for individuals transitioning out of crisis. Because of its innovative 

program design, it operates as an alternative to hospitalization for people in crisis who would otherwise 

be served in an inpatient or crisis residential setting. 

Crisis Residential Treatment (CRT) offers a voluntary, unlocked alternative to hospitalization. CRTs 

provide 24 hour supervision in a homelike environment. Woodroe Place, located in Hayward, is a CRT 

that can serve 12 adults at a time, for a period of 2-4 weeks. There are no CRT beds in the County for 

children or youth under 18.   

Another option for an alternative to hospitalization is Peer Respite, which is a voluntary setting staffed 

by individuals with lived experience. These non-clinical alternative programs offer a comfortable, non-

judgmental environment in which one might be able to process stressors and explore new options. The 

hope is that these interactions will result in fresh, short-term solutions and a wider array of options for 

handling future crises. Alameda County does not currently have peer respite in its spectrum of crisis 

services, although peer respite was one of the recommendations from the AB1421 planning process. 

Short Term Field Based 

The third category of services “fill in the gaps” around established crisis services, facilitating the 

transitions before crisis, transitions from crisis, and linkages to ongoing services and supports.  These 

include clinician-based resources, peer-based services, and interdisciplinary services made up of both 

clinicians and peers.  

An example of clinician-based services that are short-term and field-based is Crisis Response Program 

(CRP). The purpose of the program is to avoid and reduce unnecessary hospitalizations for adults with 

serious mental health diagnoses, to provide short-term voluntary therapeutic treatment and case 

management of adults in crisis, and to link adults to appropriate longer term mental health services. 
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They liaise with John George PES, referr individuals in crisis to the program, and provide short-term 

services upon discharge from PES or inpatient hospitalization.  

Peer-based short-term, field-based services facilitate linkage to ongoing treatment, and provide support 

after an individual deescalates from crisis. Peer mentorship or support upon discharge from inpatient 

hospitalization, and potentially after psychiatric crisis in general, has demonstrated an increase in hope4 

and a reduction in inpatient psychiatric readmissions.5  Alameda County does not currently have any 

peer-led, short-term, field-based, post-crisis services; a peer-based post crisis program was proposed as 

a part of the AB1421 planning process. 

Individuals from multiple disciplines comprise interdisciplinary short-term, field-based services.  These 

teams can comprehensively meet the needs of a person in need of de-escalation from crisis. Staff may 

include a peer specialist, family support, case manager, and team lead. Peer specialists and family 

support offer personal-lived experience to participants, family members and/or caretakers, and can help 

facilitate crisis management, case management, and linkage to ongoing services. Alameda County does 

not currently have an interdisciplinary crisis resource, though it was recommended as a result of the 

AB1421 planning process. 

As seen above, Alameda County already has many components necessary for a comprehensive and 

responsive crisis system. However, these elements are most effective when working in collaboration 

with law enforcement and other first responders as well as the other elements of the crisis system.    

Findings 

Services are Geographically Centralized 

 

                                                           
4
Simpson, A., et al. (2014). Results of a pilot randomised controlled trial to measure the clinical and cost 

effectiveness of peer support in increasing hope and quality of life in mental health patients discharged from 
hospital in the UK. BMC Psychiatry, 14(30). doi:10.1186/1471-244X-14-303. 
5
 Sledge, W. H., Lawless, M., Sells, D., Wieland, M., O’Connell, M., & Davidson, L. (2011). Effectiveness of peer 

support in reducing readmissions among people with multiple psychiatric hospitalizations. Psychiatric Services, 
62(5): 541-544. 

•For consumers/family from outside of the central part of the County to reach services 
and to return home afterward 

•For law enforcement/EMS to transport to the campus, as it takes them out of service 
for a long period of time 

•For nearby hospitals, when consumers in transit to PES exhibit a medical concern and 
are diverted to their EDs 

Crisis services centralized in San Leandro cause difficulty: 



Alameda County Behavioral Health Care Services 
Crisis Planning Process  

 

Prepared by RESOURCE DEVELOPMENT ASSOCIATES  August 24, 2015 | 11 

One salient finding was that most of the crisis programs and services are clustered around a campus in 

San Leandro, which is in the central part of the County. However, since Alameda County is so large, it is 

difficult for consumers outside of the central region of the County to utilize these services in the most 

accessible way.  

When asked about the geographical differences and gaps in crisis services, survey respondents endorsed 

“There are not enough local crisis services” for each geographical region of the County. Additionally, 

they identified transportation as an issue related to services being centralized. Respondents identified 

transportation to and from the centralized campus as one factor which can affect one’s ability to 

maintain ongoing appointments as well as reach crisis services, when needed. Table 1 below displays the 

percentage of respondents who agreed with each statement, for each region of the County. 

Table 1 . Gaps in Crisis Services by Region 

 
North 

County 

South 

County 

East 

County 

Central 

County 

Not enough local crisis services 57%6 58% 61% 68% 

Not enough transportation N/A (not 

highly 

endorsed) 

48% 46% 56% 

Notably, survey respondents endorsed Central County not having enough local crisis services most 

highly, which is surprising since that is where crisis services are clustered. It may reflect a dissatisfaction 

with these services, or a feeling that apart from what already exists, there are not enough ancillary 

services such as peer respite or crisis residential treatment (CRT). It could also suggest that respondents 

did not find these services to be available, appropriate, or accessible. 

The qualitative data also supported the perception that geographic centralization of services acts as a 

barrier for individuals in crisis in different parts of the County. Focus group members from all 

stakeholder affiliations identified that “Services are inconsistently available throughout County,” which 

contributes to the “revolving door” of individuals cycling in and out of crisis without maintaining 

stabilization.  

The geographic challenges were highlighted again with: 

 “Ongoing services that could help prevent or reduce crises may be difficult to access if they 

are far from the individual’s home,” and  

                                                           
6
 For the survey, the percentage endorsing a statement is based on the number of individuals agreeing with that 

statement compared to the total number of respondents answering that question. For almost all questions, 
respondents could choose to endorse more than one statement (the question prompted: “Check all that apply”), 
so percentages may add up to over 100%. 
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 The “consumer may be taken far away from *their+ home community.” 

The lack of crisis services was felt most profoundly in East County, as a significant lack of transportation 

and a lack of services make psychiatric crisis that much more difficult.  East County described how 

“services concentrated in Oakland and San Leandro” creates challenges in access for individuals in East 

County. These same group members also identified its corollary, requesting “services outside of 

Oakland and San Leandro.”  

The significance of this problem is that it impacts every participant in the crisis system, from consumers 

and their family members to law enforcement and first responders, service providers, and hospital/EDs. 

Consumers and family members who do not live near San Leandro have difficulty accessing the crisis 

campus, as well as difficulty getting home upon discharge.  Law enforcement and EMS talked about the 

amount of time it takes to transport individuals from remote parts of the County to the John George 

campus, and how it takes officers off the streets and ambulances out of commission for too long. 

Further, it affects the medical hospitals near John George, when an individual in transit to PES has a 

medical concern. In this situation, EMT must divert to the nearest medical ED, who then are faced with 

the burden of not having enough resources to deal with a patient in psychiatric crisis.  

Services are Unavailable or Incomplete 

 

In addition to geographical disparities in the community’s perception of availability and appropriateness 

of services, “gaps in crisis services and programs across the system as a whole” emerged as a primary 

concern.  Although Alameda County has a large capacity for psychiatric emergency services, there are 

few alternatives to PES and hospitalization available.  Additionally, gaps exist in the system for different 

demographic groups.  

  

•PES wait times, as the majority of consumers are transported to PES 

•The ability to refer to appropriate step-down services after a crisis 

•Cost, as utilization of other services would allow for avoidance of expensive 
hospitalizationlocal services would reduce transportation to the John George campus 
as well as provide alternatives to PES and/or hospitalization. 

An incomplete continuum of crisis services impacts: 
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Table 2 displays the most highly endorsed statements in terms of services across the County, from the 

stakeholder survey.7 

  

                                                           
7
 Respondents could endorse more than one statement. 
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Table 2. Gaps in Services Across County 

Statement % of Survey Respondents 

Endorsing Statement* 

There is not enough treatment for people with both substance abuse 

and mental illness 

68 % 

There are not enough crisis prevention services in general 67% 

It’s hard to get mental health services outside of a hospital 61% 

In addition to Alcohol and Other Drug (AOD)-related services, respondents reported not having enough 

crisis prevention services in general, and specifically, services outside of a hospital, as most problematic 

for the crisis system as it currently exists. When asked to rank potential improvements that could be 

made to the system in order of importance, three out of the top four responses dealt with gaps in 

services: 

 #1: Treatment services besides hospitalization 

 #2: Support and treatment so that people can get help before they have a crisis and need 

emergency services  

 #4: Options other than going to a hospital, such as mental health urgent care 

These requests align with the question in Table 2 assessing needs and gaps, and prioritize the need to 

create a full spectrum of crisis services that include 

alternatives to PES and hospitalization.   

Additionally, respondents in every part of the County 

endorsed that they are not able to access services at the 

times of day at which they are needed, ranging from 41% to 

53% endorsement among the different regions of the 

County.  Even though services are clustered in Central and 

North County, roughly half of respondents agree, that even 

for these regions which are richer in services, these services 

are not available at the times they are needed. Focus group 

members from Central and North County, and direct service 

providers specifically mentioned the limited hours of the 

Crisis Response Program and Sausal Creek.   

Unable to access Services at the 

Times They Are Needed: 

 North County: 53% 

 Central County: 53% 

 South County: 45% 

 East County: 41% 
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Further, survey respondents identified that there are not enough crisis-specific services for the following 

groups (including the percentage of respondents who endorsed it):  

 Spanish speakers (59%) 

 Farsi speakers (56%) 

 Older adults (55%) 

 Transitional Age Youth (TAY; 51%) 

Consumers, family members, and law enforcement in the focus groups offered several requests to fill 

the gaps in the system, including:  

 Mobile Response 

 Crisis Stabilization 

 Crisis Residential 

 Peer Respite 

In addition to survey data, qualitative findings supported the existence of gaps in the system. 

“Opportunities to prevent a crisis are missed: lack of service between outpatient, residential, and 

inpatient,” reflects the difficulty providers face in referring individuals in crisis to appropriate step-down 

and step-up services, such as CSU, CRT, or peer respite. Utilization data also supported this finding: a 

large number of both children (n = 64) and adults (n = 554) in FY 2013-14 had hospital stays longer than 

14 days in FY2013-14. A step-down treatment setting, such as CRT, might more appropriately serve 

these individuals whose crises have likely abated somewhat, after such a long hospital stay.  

Utilization data regarding multiple CSU episodes also provided evidence for gaps in the crisis system. 

Both adults and children with either multiple CSU stays or multiple PES visits exceeded the capacity for 

both child and adult CRTs. This data suggest that some of these individuals might be more appropriately 

served in a CRT than CSU or PES, if the opportunity to utilize CRT existed. Further, the data identified 

that an opportunity to engage people post crisis exists; in 2013-14, 28% of adults who had MediCal were 

seen in crisis or criminal justice settings only, indicating that these individuals could benefit from 

ongoing services to help maintain stabilization and avoid repeat crises.  

Focus group members felt that adding these elements might contribute to “mak*ing+ crisis less likely 

and/or more successful.” Though it is not necessarily feasible to establish all of these services in every 

area of the County, it may be possible to address the specific needs of each region by determining what 

services each location needs most and developing a plan for implementation.  

For example, many individuals in both the focus groups and the stakeholder survey suggested 

establishing mobile crisis services, especially for East County. This likely reflects a desire for crisis 

services that respond locally, before a situation escalates to an emergency, and provide an alternative to 

law enforcement response. Rather than establishing a mobile crisis team that exists in and responds to 

the community, which carries a high cost of operation, the literature suggests that strengthening the 

Transportation 

Housing 

Ongoing Outpatient Services 
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crisis capacity of existing facilities, such as hospital EDs, as an alternative solution in more suburban or 

rural areas. This would decrease transit time for police and EMS and require EDs build capacity for 

psychiatric crises.  

Missing components within the crisis system significantly impact the entire system of care and those 

who utilize or work in it. For example, if there is only one “front door” for people in crisis (PES) and it is 

crowded, wait times increase because individuals waiting for assessment do not have another option, 

such as a CSU. When they are discharged or released from PES or the hospital, they may experience 

difficulty with transportation to return to their home community and struggle with accessing post crisis 

or follow-up services.   It also has cost implications because PES and inpatient care carry the highest cost 

among the different service offerings. Alternatives to PES and hospitalization cost less and could provide 

the individual with appropriate treatment in their home communities before a situation escalates to an 

emergency. 

Need for Collaboration between Agencies 

 

Another important theme was the need for collaboration between the various agencies that touch the 

crisis system. In the survey, respondents highly endorsed several statements regarding collaboration: 

 63% of respondents endorsed the statement “Different service providers don’t work together 

with each other enough.”  

 For North County specifically, 48% endorsed “Service providers don’t work together to give 

people the care they need.”  

 When asked what would improve the system, respondents ranked the statement “Better 

coordination between outpatient providers, police, professionals who help with crisis, and 

inpatient hospitals” number six out of thirteen options, in terms of importance.  

Utilization data also supported the need for more coordinated linkages between inpatient and 

outpatient entities. Only 35% of consumers hospitalized at John George received any outpatient service 

within 30 days of discharge. Fewer than 30% of consumers who were referred to Crisis Response 

Program (CRP) ultimately received a service from CRP, and only 15% of consumers who were referred to 

•Consumers not receiving linkage to services after crisis, which could help prevent 
future crises 

•Frustration within the crisis system 

•Providers not knowing what services are available to their clients pre, during, and post 
crisis 

Lack of collaboration among providers leads to: 
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CRP received an outpatient service from the program to which CRP ultimately referred them. The 

difficulty in transitions may contribute to the individual coming out of crisis without the resources he or 

she needs to prevent subsequent crises. 

Qualitative findings also supported the need for collaboration between agencies. Service providers 

agreed that a “lack of coordination between outpatient, residential, and inpatient” can contribute to 

missing opportunities to prevent crises. They also offered that “when a warm handoff is used, linkage 

to ongoing services is more likely,” which may help the individual remain engaged in services and 

reduce the likelihood of future crises. Additionally, stakeholders requested “collaboration across the 

system of care” as a needed element in the crisis system.  

In addition to collaboration between crisis providers, outpatient providers, and first responders, findings 

suggested that family should also be involved in care. Consumers and family members identified that 

“more information and collaboration between family, responders, and the treatment team at the 

outset of crisis makes the process smoother.”  

RDA observed other opportunities for collaboration, 

particularly regarding first responders and providers. There is 

some movement toward collaboration among disciplines with 

the Multi-Disciplinary Forensic Team meeting, in which law 

enforcement, first responders, consumer representatives, and 

behavioral health meet for case conferences; this meeting 

helps draw together varying perspectives to share information 

and strategies. However, not every law enforcement 

jurisdiction is represented, and there are other parties that 

respond to crisis that do not attend these meetings. Further, there is an ongoing Hospital/ED and 

Emergency Medical Services (EMS) meeting, but BHCS and law enforcement have not historically been 

represented at this meeting.  These divisions lead to silo’ed processes, where different groups develop 

their own ways to respond to crisis independently of the other players in the system, and because they 

do not share information, it may lead to frustration rather than cooperation between groups of 

providers.  

The lack of collaboration impacts every stakeholder group. Consumers do not consistently receive 

linkages to appropriate services after crisis, which could help prevent subsequent crises. Law 

enforcement, EDs, and EMTs all expressed frustration with the ways that other first responders handle 

crises; however, if they were able to work together to determine shared protocols, it may ease the 

burden and provide more comprehensive services for the consumer. An additional issue is that 

providers do not know what services are available to their clients, and thus are unable to refer them. 

Intentional collaboration would help individual providers know where to direct their clients when a crisis 

arises; adopting a “warm handoff” practice not only increases the likelihood of linkage to services for the 

consumer, but it also builds relationships within the provider community, making future collaboration 

easier.  

 “Relationships are the heart 

of this work.  Collaboration 

works really well when 

[everyone] knows each other 

well and calls each other up.”  
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System as a Whole is Reactive 

 

Stakeholders from every group pointed out, and the above findings support, that Alameda County’s 

crisis system as a whole is reactive instead of proactive about preventing crises and providing services 

that meet the needs of consumers in crisis. Rather than having a responsive and holistic system that 

anticipates the needs of consumers, the current system reinforces people waiting until they are the 

most in need to access help. This has resulted in a system that responds to crises rather than working to 

prevent them.  

A vast majority – 81% of survey respondents — agreed with the statement that “people cycle in and out 

of the hospital without getting better” as the biggest challenge that the County faces in terms of crisis 

services. A majority also agreed that “the mental health system gives help mostly after people have a 

crisis, and don’t help enough to prevent crisis” (66%). 

In addition to geographic barriers and difficulties with collaboration, survey respondents endorsed that 

it is generally difficult for individuals to access the system before the point of crisis:  

 “It is hard to get into mental health services outside of a hospital” (60% endorsed), 

 “People in some communities wait to get mental health services until a person is in crisis” (84% 

endorsed), and 

 “Support and treatment people can get before they have a crisis and need emergency services” 

was collectively ranked second highest out of 13 items.  

Qualitative findings also supported the idea that there are barriers to entry into the system. One of the 

major themes was that the “Consumer/family don’t know how to access the crisis system,” which 

consumers and family members described from their own personal experiences. They also described 

better crisis outcomes when “the consumer/family knows what to ask for, from whom, and how to 

request help.” Family members reported needing to know a “secret code,” so that they could 

effectively access services. Consumers and providers agreed that outcomes are better and crisis 

response is more efficient when “service relationships are in place before a crisis.” 

•Does not provide consumers with adequate supports to prevent a crisis or the 
ability for a consumer to receive help before their situation escalates into a crisis 

•Creates frustration as consumers lose access to needed services when they are 
discontinued or changed 

•Contributes to a lack of knowledge about how to get help, making those seeking 
help frustrated, hopeless, and untrusting of the system; provides a disincentive 
for providers to collaborate with each other; and makes responders and service 
providers feel like they have to work around the system rather than engage it 

•Creates an environment of mistrust among providers,  if they fear their program 
may change 

A reactive system:  



Alameda County Behavioral Health Care Services 
Crisis Planning Process  

 

Prepared by RESOURCE DEVELOPMENT ASSOCIATES  August 24, 2015 | 19 

Additionally, focus group members identified several reasons that “opportunities to prevent a crisis are 

missed,” which was a major theme of the focus group findings. First, consumers/family members feel 

that they “must wait until the crisis escalates to get assistance.” Consumers and providers felt that 

crises could be prevented, but “urgent situation(s) *are allowed to+ escalate,” such as a consumer who 

is running out of medication reaching crisis before he or she is able to see a psychiatrist, due to wait 

times, difficulty obtaining an appointment, or difficulties with transportation to appointments. 

Additionally, consumers, family members, first responders, and service providers described that “it is 

difficult to access intermediate services,” which could help prevent an urgent issue from escalating into 

a crisis.  

Barriers to entry to the crisis system has a major impact on consumers, some of whose crises could be 

prevented or lessened. The inability to access the system before the point of may result in an 

overreliance on law enforcement to respond to crises in the community, which may exacerbate existing 

trauma or create new stress, especially for communities of color. Focus group participants in Oakland 

discussed the reticence to seek help, even when in an emergency, because of the relationship between 

the African American communities and the police department and the concern that seeking help may 

create danger. 

Lack of knowledge about how to get help may ultimately results in those seeking help becoming 

frustrated with their interactions with first responders, hopeless about their ability to improve, and 

mistrustful of a system that they fear may do them more harm than good.   

In addition to interventions and support available before crisis, survey respondents acknowledged the 

cyclical nature of crisis, and that not getting help after a crisis has ended can contribute to further crises. 

Evidence includes: 

 “It’s hard to get help after a crisis has ended and this causes the person to have more crises,” 

(56% endorsed)  

 “It was too hard for me to get the services I was told about *after the crisis ended+,” (47% 

endorsed) 

“The mental health system gives help mostly after people have a crisis, and don’t help enough 

to prevent crisis.” (67% endorsed). 

Additionally, many stakeholders expressed distress at two specific 

elements of the crisis system: that neither Sausal Creek nor Crisis 

Response Program offer services 24 hours, so individuals who have crises 

during closing hours do not have these options available to them and 

create an overreliance on PES. While the limited hours of operation, 

specifically at Sausal Creek, may have had a cost savings element, the 

absence of 24/7 availability directs all crises to PES, which is the most 

expensive type of crisis receiving center.  

 “I think we’re still a 

fail-first service system.  

Crisis drives access to 

services.  We’re 

focused on higher end, 

rather than [crisis] 

prevention and early 

intervention.” 
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Ultimately, a reactive system does not provide consumers with adequate supports to prevent a crisis, 

and it creates frustration among all stakeholder groups that engage with the crisis system. Consumers 

who come to trust and rely on certain services may become hopeless when they lose access to those 

programs or when they are discontinued or changed. Providers are unable to keep up with changes to 

the menu of available services, which hinders effective collaboration between service providers. These 

same providers may also feel uneasiness about working in a system that may change their availability or 

existence of their program. Finally, responders and providers attempt to find ways around engaging the 

system, because it is too difficult to navigate even from within, and as a result consumers in need are 

not effectively served.   

Recommendations 

The following section of the report outlines recommendations for BHCS’ consideration that include 

organizational structure and crisis system management and oversight, a regional approach to 

establishing a more complete crisis continuum throughout the County, and ways to increase interagency 

collaboration.  The recommendations listed below build upon the strengths and resources present in the 

crisis system to address the gaps and needs identified through this process. 

Organizational Structure 

Crisis services are currently organized by age group via each system of care.  While this supports the 

provision of age-specific services, it may restrict service coverage across the County, especially where 

services are more limited.  It also may create fiscal and sustainability issues when services have a limited 

scope of service or promote duplication, especially when services do not have to be age specific, such as 

mobile and ED response teams.  If the County organizes a crisis division, there may be opportunity to 

integrate and maximize existing services to promote coverage across the County.  This includes 

considering which services should be age specific and which services could respond to a larger age group 

thereby increasing service access and coverage.   

Recommendation #1: The County should consider creating a crisis services division that plans, manages, 

and provides oversight to crisis services across the age groups. 

Recommendation #2: The County should also consider the range of crisis services being provided within 

each continuum of care and determine which services could respond to a larger audience and which are 

required to be age specific.  

Recommendation #3: The County should consider CRP’s role and suite of services as well as what 

program modifications would support the strengthening of the crisis system.  For example, CRP does not 

currently provide services at the ED’s, and their expertise and County-wide presence may provide the 

foundation from which to strengthen BHCS’ presence at the medical EDs and local hospitals.   
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Crisis System Components and Organization  

While there are a number of essential elements present in the current system, there are also elements 

missing.  The crisis system is also centralized in San Leandro at the Fairmount Campus.  This creates 

barriers for service access and discharge outside of Central County as well as places a burden on LEAs 

and EDs.  This set of recommendations suggests a decentralized or regional approach to create local 

continuums of crisis service throughout the County. 

Recommendation #4: The County should consider decentralizing the system and creating crisis services 

that are strategically placed throughout the County.  This requires evaluating the service utilization and 

available space regionally. 

Recommendation #4a: The County should consider creating a crisis continuum in East County, including 

a “front door” as well as residential and outpatient step-down options.   

Crisis Receiving Center: Currently, the only access point in East County are the EDs at Valley Care and 

Valley Memorial, neither of which are designated 5150 facilities.  The County should consider how to 

create a designated facility in East County.  This could include a CSU facility or working with the EDs to 

designate at least one of them as a designated facility.  Given the size of the East County population 

experiencing psychiatric crisis, it may be difficult to sustain a stand-alone designated facility.  The County 

may wish to partner more closely with the East County EDs to designate a 5150 facility.  This may 

include developing a mobile ED response team to support the EDs when someone presents to the ED in 

crisis.   

Alternatives to Hospitalization: Similarly to the crisis receiving center, there may not be enough 

utilization to sustain an inpatient or PHF unit in East County.  However, CRTs have more flexibility to be 

sustainable at a smaller size and generally range from 6-15 beds.  If the County could develop a CRT that 

could be used as a step-down from the ED or inpatient unit as well as a step-up from the community, it 

is more likely to have enough utilization to be sustainable.    

Outpatient Treatment: Currently, there are limited outpatient services in East County, most of which are 

office-based in one location.  The County should consider how to expand CRP service availability in East 

County as well as how to increase the capacity to provide field-based services.    

Recommendation #4b: Consider creating a crisis continuum in North County, including a “front door” as 

well as residential and other step-down options.    

Crisis Receiving Center: There is likely enough utilization in North County to sustain a CSU.  A designated 

5150 facility in North County would likely relieve some of the “bottleneck” at John George PES as well as 

reduce the distance that someone must travel to receive crisis services.  Also, it may make sense to 

consider if it would be useful to transition Sausal Creek back to a CSU instead of locating a new facility.  

Based on the high incidence of co-occurring disorders, the County may also wish to consider creating a 

“one-stop shop” for LEAs that co-locates a CSU and sobering center.  This could provide a single location 
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in North County where people could be triaged to either the CSU or sobering center upon arrival.  This 

model also relieves the burden of LEAs needing to determine if the crisis is related to substances or 

mental health problems, effectively delegating this responsibility to clinical staff.  If the County chose to 

move forward with this option, it may be useful to site the facility near an ED to facilitate medical 

clearances, as clinically indicated.  

Alternatives to Hospitalization:  There is also enough likely utilization in North County to sustain a PHF 

and/or CRT and/or Peer Respite.  Given the facility requirements for a PHF, it may make sense to 

determine if there were adequate MHRC beds to effectively meet this need in lieu of creating a new PHF 

facility. However, if permitted space appropriate for a PHF could be identified, this would provide an 

additional alternative to inpatient hospitalization closer to the consumer’s home community.  A CRT 

and/or Peer Respite would also be useful in the North County, and could likely be sustained at the 

maximum 15 bed capacity.  

Recommendation #4c: The County should consider creating a crisis continuum in South County, 

including a “front door” as well as residential and other step-down options.    

Crisis Receiving Center: There is likely enough utilization between the South Central and South County to 

sustain a CSU, if it were sited in the north part of South County.  A designated 5150 facility would likely 

relieve some of the “bottleneck” at John George PES as well as reduce the distance that someone must 

travel to receive crisis services.  Based on the high incidence of co-occurring disorders as well as reports 

from EDs about substance use, the County should consider if it would make sense to transition Cherry 

Hill from a social model detoxification center to a sobering center and attempt to site the CSU near 

Cherry Hill.   

Alternatives to Hospitalization: There is also enough likely utilization the South Central and South County 

to sustain a PHF and/or CRT.  Given the facility requirements for a PHF, it may make sense to determine 

if there were adequate MHRC beds to effectively meet this need in lieu of creating a new PHF facility. 

However, if permitted space appropriate for a PHF could be identified, this would provide an additional 

alternative to inpatient hospitalization closer to the consumer’s home community.  A CRT is also 

indicated, and the County should review utilization data to determine how many beds would realistically 

be used to determine a capacity that would be financially viable. 

Outpatient Treatment: Currently, there are limited outpatient services in South County, most of which 

are office-based.  The County should consider how to expand CRP service availability in East County as 

well as how to increase the capacity to provide field-based services.    

Recommendation #5: The County should consider developing CRT capacity for children.  While Willow 

Rock has added capacity to the system for minors, CRT beds could be useful to provide an additional and 

cost effective level of care as well as allow for a longer length of stay and additional family involvement. 

The County may wish to review children’s utilization data to determine where children’s CRT needs are 

geographically. 
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Recommendation #6: For older adults that require residential placement, the County should consider 

building capacity at an existing SNF to obtain older adult beds for psychiatric purposes as CRTs have an 

age limit of 59. SNFs can dedicate up to 49% of their beds as psychiatric beds and bill at a higher rate for 

those beds.   

Recommendation #7: If the County moves towards a decentralized regional model, the need to have a 

centralized process to determine medical necessity and authorize services will likely emerge.  The 

County will need to determine a process to determine service eligibility and approve admissions as well 

as support transitions between programs and levels of care.   

Recommendation #8: If the County wishes to develop new crisis facilities, the County should determine 

a process by which to consider facility capacity, space, and funding. 

 Consider current service utilization to estimate the facility capacity and at what size would the 

facility be financially sustainable. 

 Explore what space is already zoned or permitted for healthcare facilities, including any empty 

or unused space at existing hospitals and healthcare facilities, as any program over 6 beds will 

require a conditional use permit if the address is not already permitted or zoned properly.  

 Determine what sources of funding would support the facility, considering the IMD exclusion 

criteria, to maximize revenue generation.  For example, this could include considering co-

location of more than program with 6-15 beds instead of one 16+ bed program.   

This recommendation is explained more fully in the proceeding section “Implementation Guidance.” 

Recommendation #9: The County should consider how to best support the meaningful inclusion of 

peers in all crisis facilities as dedicated staffing.  Also, the County should consider how to best engage 

and support family members when developing new programs, as permitted by existing laws and 

regulations. 

Recommendation #10: The County should consider how to best structure new crisis programs to ensure 

cultural relevance.  This could include developing programs that use EBPs with demonstrated efficacy in 

communities of color, increasing family support and involvement (e.g. family sessions in additional to 

individual), potentially shorter lengths of stay in some communities, and building language capacity.   

Interagency Collaboration 

Recommendation #11: There are a variety of existing collaborative meetings and relationships, including 

the MDFT and Hospital/EMS meetings.  BHCS should consider how to strengthen their participation in 

existing collaborations, with a focus on increasing collaboration with the Hospitals, EDs, and EMS.  

Additionally, there are no existing meetings where Hospitals and EDs, LEAs, and BHCS gather to discuss 

the crisis system.  BHCS may wish to convene a meeting where Hospitals and EDs, LEAs, and BHCS staff 

can work to continuously improve the crisis system and strengthen the partnerships.   
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Recommendation #12: The EDs located throughout the County are a critical “front door” into the crisis 

system.  The County should consider how to best strengthen EDs’ capacity to respond to psychiatric 

crisis.  This could include: 

 Designating additional EDs as 5150 facilities 

 Providing additional physicians and/or professionals with 5150 privileges  

 ED staff training to better respond to psychiatric crises 

 Creation of ED mobile response teams to support assessment, triage, referral, and placement 

Implementation Guidance 

This section is intended to serve as a roadmap for developing an action plan that will support 

implementation of the above recommendations, including both organizational and operational 

considerations. Whether and how to implement these recommendations will be based on organizational 

priorities, internal capacity, and external factors, such as facility siting requirements. Therefore, 

implementation will require formalization of decision-making structures that reflect the necessary 

functional expertise.  

As the services that make up the crisis system are currently distributed across multiple systems of care, 

the leadership of these units should participate in the effort to assess the viability of expanding, 

consolidating, and transforming various categories of service. In addition, efforts to site services to 

achieve access and capacity objectives across the County will require coordinated work across multiple 

operational areas, including those outside Health Care Services Agency (HCSA), such as the County’s 

General Services Agency (GSA) and Planning Department. A true transformation of the current crisis 

system will require an implementation plan that begins with identifying an initiative owner to manage 

the process and creation of a Steering Committee that reflects the functional expertise to sustain 

momentum.  

Once the disposition of the recommendations is determined, a prioritization effort will help define the 

tactical implementation plan, elements of which can be instituted in stages as described below. Based 

on the realities of the contracting, hiring, and permitting processes, implementation will require a multi-

year commitment on the part of the Steering Committee and those engaged in building the new system. 

The steps below are intended to support BHCS in establishing such a process.  

Identify Lead and Steering Committee 

The first step in implementing the new crisis system requires clear ownership and authority to move 

forward. A Crisis System Director or Lead should be identified whose responsibility it will be to drive the 

prioritization process, develop the implementation plan and manage the new system. As it is likely that 

this individual will also be responsible for day-to-day decision making about current clients and services, 



Alameda County Behavioral Health Care Services 
Crisis Planning Process  

 

Prepared by RESOURCE DEVELOPMENT ASSOCIATES  August 24, 2015 | 25 

consideration should be given to the kind of support necessary to dedicate time to move the 

transformation forward. 

The Crisis System Lead will need the active engagement of a set of key stakeholders throughout this 

process, including compiling and assessing data to inform prioritization, collaboration on facility siting 

and planning decisions, and funding and budget implications. This Steering Committee plays a critical 

role in achieving the system transformation. The Steering Committee should include, at minimum: 

 BHCS Director 

 System of Care Directors 

 Director of Financial Services 

 Representative from the Network Office 

 Decision-Support 

In addition, it can be anticipated that the following resources will need to be engaged in this effort at 

various times across the process: Primary Care Interface Services, Consumer Empowerment Manager, 

Family Empowerment Manager, Human Resources, and Authorization Services. 

The implementation effort should unfold in focused phases. Defining and clearly communicating the 

objective and duration of each phase serves a dual purpose: setting expectations for participants about 

the length and nature of their involvement and creating accountability for deadlines and 

accomplishments. The following suggested phases will support the transformation effort:  

1. Decision-making and Prioritization: In this phase, the Crisis System Lead and the Steering 

Committee will determine which recommendations to adopt, their feasibility, and how to best 

implement them. This process should be accomplished over a fairly limited timeframe (e.g. 6-8 

weeks) in order to sustain the momentum of the planning process. Once the necessary data is 

assembled, the team can prioritize the recommendations selected. The Crisis System Lead 

should consult with the BHCS Director to determine the appropriate timeframe and frequency 

of meetings for the prioritization process. 

2. Plan Development: During this phase, the Crisis System Lead will develop an implementation 

plan based on the priorities and considerations identified during the Decision-making and 

Prioritization Phase. The implementation plan will include specific steps required to achieve the 

end result, including a task lead, deadline, and any support necessary to achieve the task, as well 

as dependencies, such as the contracting process or the cooperation of a local city or outside 

partner.  

Once the tasks are determined, milestones should be identified that provide clear progress 

measurements. These milestones should be based on key progress points that require the need 

for review, input and/or budget checks in order to move forward; use of milestones provides an 

opportunity to review progress, focusing attention on any issues that could derail the 
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transformation. The plan should also include a method for monitoring progress, and a timeline 

for Steering Committee meetings to resolve issues or refine plans as new information arises.  

Plan development will require consultation with members of the Steering Committee, but 

ideally this phase can be accomplished by the Crisis System Lead within a 4-6 week period and 

can be presented to and vetted with the Steering Committee. 

3. Implementation: This is the longest of the three phases and thus clear milestones are essential 

to sustaining momentum. Accomplishment of milestones provides an opportunity to 

communicate success, which typically serves to maintain engagement. The Steering Committee 

makeup may vary across the implementation period, based on the objectives of that particular 

milestone. While the Crisis Service Lead will serve as the manager throughout the 

implementation period, small teams may be necessary to accomplish specific tasks. The 

objective and timeframe for a given task should be clearly articulated when the team is 

convened. Accomplishment of tasks should be communicated to the Steering Committee, as 

well as across the department for significant accomplishment such as the regionalization of a set 

of services or a significant change in policy. 

Taken together, management of these three phases will result in a successful transformation of the 

crisis system that achieves the objectives of the Crisis System Planning Process. Specific guidance for 

prioritization and plan development are provided below. 

In this phase, the Crisis System Steering Committee will determine the efficacy and priority for 

implementing the recommendations contained in this report. Once the group determines to proceed 

with the creation of a crisis services division that plans, manages, and provides oversight to crisis 

services across the age groups, steps will need to be taken to re-align programs and responsibilities 

across the systems of care. This multi-faceted effort will require explicit job descriptions to support 

ongoing operations, as well as an examination of existing services to determine those that should be 

expanded or consolidated to address a range of age groups within the system. 

For any new or expanded services, BHCS will need to define current service utilization to estimate 

facility capacity and the ideal size for sustainability. In addition, BHCS will need to identify space zoned 

or permitted for healthcare facilities, including empty/unused space at existing hospitals and healthcare 

facilities. In addition, BHCS will need to determine sources of funding to support ongoing service 

delivery. These decisions will require the work of the Steering Committee across the 6-8 week 

prioritization phase.  

As a first step to creating a Crisis System of Care, the steering will need to develop a process for 

assessing the viability of the recommendations, gathering decision-makers to determine: 

 Which programs to maintain or expand in which geographic regions based on service utilization 

data, with particular attention to: 
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o Capacity needs for residential treatment in North County 

o Potential utilization of a Crisis Receiving Center in the northern sector of the South 

County region 

o Bed capacity/financial viability of a South County CRT  

o CRT capacity for children with attention to needs geographically across the County 

o Older adult SNF beds 

 In addition, the Steering Committee will need to examine siting options and any permitting 

issues related to the following: 

o Crisis Receiving Centers in the East, North, and South County regions 

o Residential treatment options in East County 

o A co-located CSU and sobering center in North County, preferably near an ED  

o A North County CRT and PHF 

o A South County PHF in relation to MHRC bed capacity 

 The Steering Committee will need to consider any exiting policy issues related to expanding the 

“front door” into the crisis system, with particular attention to the designation of additional EDs 

as 5150 facilities, and the expansion of provision of 5150 privileges to additional physicians and 

other professionals throughout the County. In addition, contract issues will need to be examined 

in order to determine the feasibility of and opportunities related to the following: 

o Expanding or consolidating existing crisis services to address a broader range of age 

groups 

o Expanding East County CRP service availability and field-based services capacity 

o Developing a mobile ED response team to support ED response to those in crisis in the 

East County region 

o Transitioning Sausal Creek back to a CSU if this is preferred to siting a new facility 

o Transitioning Cherry Hill from a social model detoxification center to a sobering center 

o Expanding South County CRP service availability and field-based services capacity 

o Availability of existing SNFs that could dedicate up to 49% of their beds as psychiatric 

beds so as to leverage higher billing rate 

o Creation of ED mobile response teams to support assessment, triage, referral, and 

placement within each region of the County. 

o Provision of training on response to psychiatric crises for ED staff 

 Finally, the Committee should examine partnership opportunities to speed the development of 

programs as well as to ensure the cultural appropriateness of services for siting Crisis Receiving 

Centers through an existing ED or CSU facility in the East, North, and South County regions. 

The consideration process should identify strategies that can be accomplished quickly to improve the 

system (low-hanging fruit), as well as those that will require greater effort and those that require 

additional fact-finding, policy changes or outside coordination for progress to be made. Of those that 

are considered high priority, additional work should be done to determine cohorts for implementation 
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based on BHCS capacity in order not to overburden the system. While transformation of the crisis 

system is a high priority for the Department, in most cases those responsible for supporting these 

strategies will also be responsible for day-to-day administration activities which also carry a high 

priority, thus an implementation plan that unfolds in stages with clearly defined and communicated 

milestones has the greatest opportunity for success.  

At the same time, organizational work must be done to achieve the objectives set by the BHCS Crisis 

System planning process. In order to ensure that the implementation effort supports ongoing decision-

making and reflects BHCS’ goals for peer and family inclusion and cultural sensitivity, the following work 

groups should be tasked to develop specific plans for the Department: 

 Service Authorization: Developing and implementing a centralized process to determine 

medical necessity and authorize services, including eligibility determinations and admissions 

approval as well as mechanisms to support transitions between programs and levels of care.   

 Peer-based Crisis Support: A framework for expanding the meaningful participation of peers as 

dedicated staff in all crisis facilities, including targeted opportunities, supporting job 

descriptions, and guidance for contracted service providers. 

 Regional Plan for Family Engagement: A framework for engaging and supporting family 

members in crisis services and ongoing care, which may vary by the geographical needs and 

expectations of each region of the County. 

 EBP-informed Crisis Care: This workgroup should be focused on identifying and developing 

implementation recommendations for EBP in crisis care. In order to structure new crisis 

programs to ensure cultural relevance, specific attention should be given to EBPs with 

demonstrated efficacy in communities of color. 

In addition, enhanced collaboration with partners will be necessary to achieve effective regionalization 

of crisis services. BHCS can leverage existing collaborations to convene a regular planning meeting 

where Hospitals and EDs, EMS, LEAs, and BHCS collaborate on crisis system improvements. This effort 

should be led by the Crisis System Lead, and could occur as a web-based meeting in order to encourage 

participation.  
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The following summary of recommendations is intended to support the decision-making process by identifying the range of considerations for 

each recommendation.  

Recommendation Policy Contracts/ 
Finance 

Organiza-
tional 

Program- 
matic 

1. Create a crisis services division that plans, manages, and provides oversight to crisis services 
across the age groups X X X X 

2. Assess existing services to determine those that could be expanded or consolidated to 
address a range of age groups  X X X X 

3. Create crisis services that are strategically placed throughout the County 

 Evaluate service utilization and available space regionally 

 Assess siting considerations for any new or expanded services 

 Consider partnerships with EDs to expand designated 5150 facilities to relieve the 
“bottleneck” at John George PES and reduce travel distance to crisis services  

X X X X 

a. Create a crisis continuum in East County, including a “front door” and residential and other 
step-down options  

 Create a designated Crisis Receiving Center, consider a CSU facility or designated ED  

 Expand residential treatment with a CRT that serves as a step-down from ED or 
inpatient unit and as a step-up from a community setting to increase sustainability 

 Expand East County CRP service availability and field-based services capacity 

 Develop a mobile ED response team to support ED response to those in crisis 

X X X X 
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b. Create a crisis continuum in North County, including a “front door” and residential and other 
step-down options 

 Create a Crisis Receiving Center, potentially by transitioning Sausal Creek back to a 
CSU to address challenges of siting a new facility 

 Consider creating a “one-stop shop” for LEAs that co-locates a CSU and sobering 
center, creating a single location where people could be triaged to the CSU or 
sobering center  

o Examine options for siting the facility near an ED to facilitate medical 
clearances 

 Assess capacity of MHRC beds to meet Residential Treatment needs in lieu of a new 
PHF  

 Assess siting options for a PHF 

 Assess siting options and capacity needs for a CRT 

 X  X 

c. Create a crisis continuum in South County, including a “front door” and residential and other 
step-down options 

 Consider siting options for a Crisis Receiving Center, with attention to the northern 
area of the region to increase potential utilization 

 Consider transitioning Cherry Hill from a social model detoxification center to a 
sobering center to address needs of those with co-occurring disorders 

o Consider siting the CSU near Cherry Hill 

 Consider siting requirements for a PHF in relation to MHRC bed capacity 

 Review utilization data to determine bed capacity/financial viability of a CRT  

 Expand South County CRP service availability and field-based services capacity 

 X  X 

4. Consider developing CRT capacity for children 

 Review children’s utilization data to determine needs geographically  X  X 

5.  Consider building capacity for older adults at an existing SNF 

 Look for SNFs that stand to dedicate up to 49% of their beds as psychiatric beds so as 
to leverage higher billing rate 

 X  X 
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6.  If moving toward a decentralized regional model, develop and implement centralized process 
to determine medical necessity and authorize services  

 Determine process for eligibility determinations and admissions approval 

 Develop mechanisms to support transitions between programs and levels of care  

X X  X 

7.  If developing new crisis facilities, determine a process by which to consider facility capacity, 
space, and funding. 

 Determine current service utilization to estimate facility capacity and size for 
sustainability. 

 Identify space zoned or permitted for healthcare facilities, including empty/unused 
space at existing hospitals and healthcare facilities  

 Determine sources of funding to support the facility, considering IMD exclusion 
criteria and revenue maximization  

X X  X 

8.  Consider meaningful inclusion of peers as dedicated staff in all crisis facilities, as well as how 
best to engage and support family members in new programs X X X X 

9.  Consider how to structure new crisis programs to ensure cultural relevance 

 Identify and implement EBPs with demonstrated efficacy in communities of color 

 Increase family support and involvement  

X X X X 

10
. 

Consider how to strengthen participation in existing collaborations, with a focus on increasing 
collaboration with the Hospitals, EDs, and EMS 

 Consider convening a meeting where Hospitals and EDs, LEAs, and BHCS collaborate 
on crisis system improvements  

X  X  

11
.  

Consider how to strengthen EDs’ capacity to respond to psychiatric crisis to expand “front 
door” into the crisis system 

 Designate additional EDs as 5150 facilities 

 Provide additional physicians and/or professionals with 5150 privileges  

 ED staff training to better respond to psychiatric crises 

 Creation of ED mobile response teams to support assessment, triage, referral, and 
placement 

X X   
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Develop Implementation Plan 

At the conclusion of the prioritization period and once specific actions are determined, BHCS should 

develop an implementation plan that outlines specific steps to be taken to achieve the desired result. 

Templates for this plan are provided at the end of this section. In addition to ensuring that necessary 

details are considered and accounted for, this plan will support efficient implementation, so that 

momentum and commitment are not lost to a constant cycle of planning and tactical decision-making. 

The implementation plan will also enable a shared understanding of the work necessary to achieve BHCS 

objectives in transforming the crisis system, offering a tool for transparency and accountability, as well 

as a basis for ongoing communications.  

Every desired result should include the following:  

 Strategy and objective: Strategies refer to larger tasks or objectives, such as siting a new facility. 

Including the objective will support refinements based on the discovery of any unexpected 

limitations or opportunities, thus keeping implementation on track.  

 Implementation Details: A comprehensive implementation plan will include the specific steps to 

achieving task, assign owner(s) responsible for implementation, and establish timeframes by 

which these steps are intended to occur. In addition, the plan should take into consideration any 

dependencies, such as other strategies that must first be achieved, any process or decision that 

includes an outside unit or organization, and any resources necessary to carry out the actions. 

This list becomes a workplan, and provides both transparency and accountability to the effort.   

 Monitoring strategy:  For each step, a method for evaluating the success of the action to 

achieve the desired progress should be included. This detail will help the Crisis System Lead to 

measure whether the efforts are having the intended effect, for example, are the actions 

providing effective in clearing the way to site the new facility.
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These templates are intended to support the development of the Crisis System Implementation plan. The first template can be used to develop 

a dashboard to support both management and reporting on implementation progress, with a dashboard for each milestone. The second 

template provides the prompts to develop and manage a detailed plan for accomplishing each strategy or major task within the implementation 

plan, such as siting a Crisis Receiving Center or developing a set of contract requirements for peer-based services. A separate sheet should be 

developed for each strategy or task within the plan. 

Strategy/Task Lead Deadline Status 

    

    

Objective: 

Owner: Deadline: 

Action Steps 

Steps to achieve strategy 

Resources/Dependencies 

Specific resources, partners 
or other dependencies 
required to achieve this step 

Progress Measure(s) 

The product and/or event by 
which progress can be 
measured 

Owner 

Individual responsible for 
this specific step 

Deadline 

Date by which this step will 
be completed 

1.     

2.     

 


