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Session Objectives 

1. SAMHSA Mental Health Crisis Practice 
Guidelines 

2. Community Crisis Center “service lines” 

3. Crisis services alignment with AFP/Health Care 
Reform 

4. Common Ground’s Urban Crisis Model 

5. Critical Role of Certified Peer Support Specialists 

6. Redirection of existing funding 



Why do Crises have a Profound Impact on 
People with Serious Mental Health or 

Emotional Problems? 

People with SMI, SED, SU often lead lives characterized by 
recurrent, significant crises: 
• Lack of resources to essential services 
• Poverty 
• Unstable housing 
• Coexisting substance use 
• Health problems 
• Discrimination 
• Victimization 

 



SAMHSA  

• 1/3-1/2 of homeless people have a severe psychiatric disorder 
• Approximately 7% of all police contacts in urban settings involve a person believed 

to have a mental illness 
• 6% of all hospital emergency department visits reflect mental health emergencies 
• Due to lack of available alternatives, 79% of hospital EDs report having to “board” 

psychiatric patients who are in crisis and in need of inpatient care, sometimes for 
eight hours or longer. 

• 1 in 10 discharged from a state hospital will be readmitted within 30 days; more 
than 1 in 5 will be readmitted within 180 days 

• About 90% of adult state hospitals report histories of trauma 
• About ¾ of youth in JJ system report mental health problems and 1 in 5 has as SED 
• Mothers with SMI are more than 4 x as likely as other mothers to lose custody of 

their children 
• People with SMI die, on average, 25 years earlier than the general population 

 



“Too often, public systems respond as if a mental 
health crisis and danger to self or others were one 
and the same. In fact, danger to self or others 
derives from common legal language defining when 
involuntary psychiatric hospitalization may occur- at 
best, this is a blunt measure of an extreme 
emergency. A narrow focus on dangerousness is not 
a valid approach to addressing a mental health 
crisis. To identify crises accurately requires a much 
more nuanced understanding and a perspective 
that looks beyond whether an individual is 
dangerous or immediate psychiatric hospitalization 
is indicated.” 
  -SAMHSA 



SAMHSA 10 Essential Values of 
Responding to Crisis 

1. Avoiding Harm 
2. Intervening in Person-Centered Ways 
3. Shared Responsibility 
4. Addressing Trauma 
5. Establishing Feelings of Personal Safety 
6. Based on Strengths 
7. The Whole Person 
8. The Person as Credible Source 
9. Recovery, Resilience and Natural Supports 
10. Prevention 



SAMHSA Principles for Enacting the 
Essential Values 

1. Access to supports and services is timely 
2. Services are provided in the least restrictive manner 
3. Peer support is available 
4. Adequate time is spent with the individual in crisis 
5. Plans are strength-based 
6. Emergency interventions consider the context of the individual’s overall plan of services 
7. Crisis services are provided by individuals with appropriate training and demonstrate 

competence to evaluate and effectively intervene with the problems being presented 
8. Individuals in a self-defined crisis are not turned away 
9. Interveners have a comprehensive understanding of the crisis 
10. Helping the individual to regain a sense of control is a priority 
11. Services are congruent with the culture, gender, race, sexual orientation, age, health literacy and 

communication needs of the individual being served 
12. Rights are respected 
13. Services are trauma-informed 
14. Recurring crises signal problems in assessment of care 
15. Meaningful measures are taken to reduce the likelihood of future emergencies 



Infrastructure 

• Staff is appropriately trained and demonstrate competence 
• Staff and leadership understands, accepts and promotes 

the concepts of recovery and resilience 
• Staff has timely access to critical information 
• Staff is afforded the flexibility and resources 
• Staff is empowered to work in partnership with individuals 

served 
• Organizational culture does not isolate its programs or staff 

from surrounding community 
• Coordination and collaboration with outside entities 
• Rigorous performance improvement programs 



Does your system have the money to 
make it happen? 

• Look closely at use of ED for crises 
• EDs are not equipped to serve people in crisis- 

yet this costs $  
• Inpatient costs are rising just about everywhere. 

Can you redirect $ 
• Managed Care Gatekeeping is antiquated and 

requires $ 
• Incarceration (jail) $ 
• Police spending hours on MH crises cost $ 
• Ambulance cost $ 

 



State of the Art Crisis Center 

• 24/7 Crisis Intervention: walk-in, call, text, chat, police drop off 
• Offers 24/7 alternatives to Emergency Department 
• Triage & Assessment 
• Health Care 
• Crisis Services Array 

 Peer Support  
 Mobile Crisis to ED and for Follow-up 
 Crisis Respite (Adults & Youth) 
 Crisis Residential 
 Short-term prescribing 
 Tele-help (psychiatry, assessment, crisis intervention) 
 Basic needs 
 Resource navigation 
 Psychiatric Evaluation & short-term prescribing 



Attributes of a State of the Art Crisis 
Center 

• Trained/experienced staff in suicide prevention and crisis 
intervention across populations 

• World class Customer Services 
• No waiting for services 
• Collaborative Documentation 
• Person/Family Centered 
• Integration with outpatient providers and community partners 
• Trauma informed & Recovery Oriented 
• Police, DHS, hospital, schools couldn’t live without 
• Technologies  
• Pinnacle of the CMH Network and community partners 
• Co-occurring enhanced (detox, access to addiction services) 



Why Have a Crisis Center? 

• The effectiveness of crisis center is a no brainer 

  For the consumer/family, payers, hospital EDs, and 
law enforcement 

  Cost effectiveness studies prove the case 

• The AFP requires an array of crisis services 

• The mental health code requires a “preadmission 
screening unit” 

• There is a moral imperative to funding crisis 
services 

 



Why is Funding ED Alternatives for MH 
Crises a Moral Imperative? 

• The psychiatric emergency is in and of itself traumatic 
• Forcibly removed from one’s home 
• Taken into police custody 
• Handcuffed and transported in the back of a police car 
• Evaluation in the ED 
• Transfer to a psychiatric hospital 
• Civil commitment hearing 
• High likelihood of physical restraint, seclusion, involuntary 

medication or other coercion may be used 
• Intense feelings of disempowerment are definitional of mental 

health crises, yet as the person becomes the subject of a 
“disposition” at each juncture, that person may experience a 
diminishing sense of control 



MENTAL HEALTH CODE (EXCERPT) 
Act 258 of 1974 

 
•  

330.1409 Preadmission screening unit. Sec. 409. 
• (1) Each community mental health services program shall establish 1 or more preadmission 

screening units with 24-hour availability to provide assessment and screening services for 
individuals being considered for admission into hospitals or alternative treatment programs.  

• (2) Each community mental health services program shall provide the address and telephone 
number of its preadmission screening unit or units to law enforcement agencies, the department, 
the court, and hospital emergency rooms. 

• (3) A preadmission screening unit shall assess an individual being considered for admission into a 
hospital operated by the department or under contract with the community mental health services 
program. If the individual is clinically suitable for hospitalization, the preadmission screening unit 
shall authorize voluntary admission to the hospital. 

• (5) If an individual is assessed and found not to be clinically suitable for hospitalization, the 
preadmission screening unit shall provide information regarding alternative services and the 
availability of those services, and make appropriate referrals. 

• (6) A preadmission screening unit shall assess and examine, or refer to a hospital for examination, 
an individual who is brought to the unit by a peace officer or ordered by a court to be examined. If 
the individual meets the requirements for hospitalization, the preadmission screening unit shall 
designate the hospital to which the individual shall be admitted. The preadmission screening unit 
shall consult with the individual and, if the individual agrees, it shall consult with the individual's 
family member of choice, if available, as to the preferred hospital for admission of the individual. 

 
 
 
 



AFP 

• Clinical expertise that can be immediately 
accessed for MH or BH crises 

• Team(s) available by phone and on-site 
observation and consultation 
– Have training/expertise with adults and children with 

SMI, SED, I/DD, and people with co-occurring 
disorders 

• Residential or inpatient component until the crisis 
is stabilized 
– Emergency Admission 
– Intensive crisis stabilization or crisis residential 

 
 



Common Ground Crisis Services at the 
Resource & Crisis Center 

Common Ground provides ONLY crisis services funded by CMH, HUD, DHHS, DHS, Salvation Army, VOCA, DOE, United 
Way, fund raising,  a variety of other small sources 
• Resource & Crisis Helpline- phone, chat, and text 
• Victim Assistance- Any crime, jury, community, and agency debriefing 
• Legal Services- Volunteer attorneys 
• Access to CMH Network 
• Liaisons at DHS, FQHC, Community Corrections, district & circuit courts, Adult Treatment Court, and hospitals 

(ATRs and AOT) 
• Oakland & Genesee Crisis Intervention and Recovery Team (CIRT)- mobile crisis 
• Oakland Assessment & Crisis Intervention Services (OACIS)- 24/7 secure setting 
• Utilization Review 
• Crisis Residential Program 
• The Sanctuary- Six bed youth crisis home ages 10-17. Up to 3 week stay with intensive family involvement. Youth 

that have/at risk of runaway, and out of home respite 
• Transitional living arrangements for homeless young adults 
• Support Groups- Survivors of Suicide, Survivors of homicide, Love & Logic,  
• SaYes Theatre Troupe 
• Training- Mental Health First Aid, Individual Crisis Intervention & Peer Support Training, LivingWorks, suicideTALK, 

safeTALK, ASIST- Applied Suicide Intervention Skills Training, 80+ hours crisis intervention training for new staff, 
volunteers, and interns on the Resource & Crisis Helpline. All new staff have full day crisis intervention training. 
 
 



50,507 

13,811 

Total Served by Common Ground FY12-13 
(64,318) 

CMH programs total
served

All other CG programs
total served

-Sanctuary 
-Transitional Living 
-Counseling 
-Groups/classes 
-Victim Assistance 
-Legal 
-GCIRT 



97% 

3% 

OCCMHA and all Core Providers Common Ground

24% 

76% 

Total Served 

Total Served by OCCMHA and all other Core Providers

Total Served by Common Ground

% of Funding within network 



We Love Volunteers and Interns! 
 

 

 

• 226 volunteers 

• Provided 16,644 volunteer 
hours 

• Equal to 8 full time staff 

• At a total value of $414,833 

 



Resource & Crisis Center 



Front Lobby 



Front Lobby Partnership Room 







Call Center 
Access and Resource & Crisis Helpline  
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Comparison of Total Incoming Calls 

FY11-12 to FY12-13 Total Incoming Calls 2011-2012

Incoming Calls 2012-2013



OACIS 



Oakland Assessment & Crisis 
Intervention Service (OACIS)- 

 
• Open 24/7 
• Up to 24 hour support in a 24/7 secure environment 
• Children’s (OACIS) 2 beds w/family space 
• Adult (OACIS) 8 beds w/large common area 
• OCIRT on site for back-up and continuity 
• Two bed nook for people with I/DD 
• Weighted blankets 
• Emergency entrance for ambulance and police 
• Shower, laundry, snack, bus tickets, and some basic need products  
• Sensory cart (music, drawing, tactile objects, etc.) 
• Emergency Assessment for inpatient 
• 24/7 RN for ED coordination, health services, medication administration 
• Psychiatrist 16 hours per day for PEs, MRs, medications, certs/decerts 
• “No Force First” environment 
• Certified Peer Support Specialists as Recovery Coaches 
• Licensed Master Clinicians 
• 24/7 Access 
• Back up for Crisis Line 
• Interns 



OACIS 



RCC Emergency Entrance 



Emergency Entrance Room 







Med Room 



Emergency Assessment Disposition 



Crisis Center Data 

April 13 – March 14 
• Total presenting at the RCC = 6,505* 
• Average per month               =   500 
• # by ambulance                     =   764 
• # by police                              =   385 
• All other                                  = 4856 
• 38% of people that arrived on a petition and/or clinical 

cert were hospitalized (62% were “decerted”) 
• # of people that would have gone to the ED is there 

wasn’t a Crisis Center= 4,477 
*Does not include VAP or Legal Clinic 





Recovery Coaches 

 

• Paul Lyons’ Story: CPSS Recovery Coach 

• Recovery Coach Role 

• Day in the life of a Recovery Coach 

 



Partnership Room 



CRU Work Station 



CRU Hallway 



CRU Hallway 



CRU Bedroom 



CRU Art Room 



CRU Exercise Room 



CRU Great Room 



CRU Great Room 



CRU Great Room 



Staff Break Room 



Conference Center 



How was this beautiful building paid 
for? 

• Inpatient Hospitalization Saving 

• $109 per person served 

• Jail diversion* 

• Emergency Department alternative for 
Behavioral Health Care* 

• Our positive outcomes occurred before we 
moved into the new building. Imagine what 
we can do now… 



2011 2012 2013

Paid Out 11,699,959 10,735,987 10,459,780

Budget 12,263,243 12,736,064 11,630,024
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2011 2012 2013

Paid Out 11,699,959 10,735,987 10,459,780

Consumers 2,028 1,543 1,513
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Summary 



Welcome to Common Ground 



Reception  



OACIS 



OACIS Room  



Access 



Resource & Crisis Helpline 



Resource & Crisis Helpline 



Staff Break Room 



Next Steps 

• This is our model, what is yours? 

• What can your system do to enhance crisis 
services? 
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Crisis Services, Lori Ashcraft, Ph.D. & William Anthony, Ph.D. 
• The development and implementation of no force first as a 
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• Peer Services in a Crisis Setting: The Living Room, Lori 
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http://www.samhsa.gov/
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Contact Information 

Amy Heincelman- heincelmana@occmha.org 

Paul Lyons- plyons@commongroundhelps.org 

Heather Rae- hrae@commongroundhelps.org 
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Thank you! 


