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Executive Summary 
People in Nevada experiencing a behavioral health crisis are not routinely being served in a 
timely, evidence-based, or trauma-informed manner. Inability to access appropriate, timely 
care can have serious consequences, resulting in unnecessary decompensation, frequent 
utilization of jails and emergency departments, increased trauma and stigma, and a decline 
in well-being.  

Currently, law enforcement is often inappropriately used as the primary responder to mental 
health crisis calls. While law enforcement has a role in crisis response, their charge of public 
safety means they should not be the primary resource for assisting and responding to 
individuals in crisis. In a report published by the Treatment Advocacy Center, one in five calls 
made to law enforcement involve a mental health related crisis.1   

The risk of fatalities occurring during law enforcement response is increased for people 
experiencing mental illness or a mental health crisis. In three independent reports analyzing 
data related to fatal law enforcement shootings, 25 percent of fatal encounters with law 
enforcement involved individuals experiencing mental health issues.  

An additional feature of Nevada that creates a unique challenge for a coordinated crisis 
care response is the rural nature of the majority of the state. This presents specific challenges 
due to lack of access and timeliness of crisis response services, a lack of infrastructure and 
facilities, as well as barriers to transportation to access services and facilities that can provide 
the appropriate level of care. For example, an individual experiencing a crisis in Eureka, NV, 
is 78 miles away from the nearest behavioral health services, located in Ely, NV.  

Nevada is moving toward building a Crisis Care Response System (CCRS) that is both 
supportive of local communities, families, and individuals by fostering resilience, and is 
responsive to the needs of individuals in crisis.2 A Crisis Now Summit was held in October 2019 
to engage Nevada stakeholders in learning about components of a Crisis Care Response 
System.  

In February 2020, the Substance Abuse and Mental Health Administration (SAMHSA) released 
“National Guidelines for Behavioral Health Crisis Care—A Best Practice Toolkit,” which serves 
as the guide for minimum and best practices in crisis care. Stakeholders across the state of 

 
1 Treatment Advocacy Center (2015). Overlooked in the Undercounted. Retrieved from: 
https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf 
2 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 

https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf
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Nevada participated in a seven-week series on Nevada’s Crisis Care Response System to 
address this problem. Using the National Guidelines, they learned about four key 
components that are required for an effective response to crisis. They include having a 
place to call, someone to come to you, a place to go if you need additional support, and 
shared practices for how they are helped, based on evidence of what works.  

The core elements of a successful system are described below:3 

 

Crisis Call Center Hub: These programs are staffed 24/7 using technology 
for real-time coordination across a system of care. This can include the use 
of telephone, text, and chat to provide an array of communication 
platforms for a region. Clinically trained staff need to be equipped to 
handle a wide variety of mental health and substance abuse concerns, 
and triage them to other services and support as needed. Crisis Call 
Center Hubs also leverage “big data” for performance improvement and 
accountability across systems. The crisis intervention services they provide 
adheres to National Suicide Prevention Lifeline (NSPL) standards. 
 

 

Mobile Crisis Teams: Mobile Crisis Teams offer community-based 
outreach, intervention, and support to any individual, wherever they are 
located, and in a timely fashion in order to achieve the best outcomes for 
an individual. These teams utilize peer support in conjunction with 
professional mental health clinicians or paraprofessionals. Programs 
include contractually required response times and medical backup. 

 

 
Crisis Stabilization Programs: These facility-based programs offer short-
term, sub-acute crisis stabilization services for individuals who need 
support and observation at lower costs without the overhead associated 
with hospital-based acute care. The services are delivered in home-like 
settings that are more comfortable than a typical hospital setting. They 
cannot turn down a mental health crisis referral and must be prepared 
to assist individuals of various ages with different clinical needs. Their role 
is to provide assessments and triage the needs of each individual so that 
they receive the appropriate care based on their unique needs. 
 

 

Essential Principles & Practices: The essential principles include a 
recovery orientation, trauma-informed care, significant use of peer staff, 
a commitment to Zero Suicide/Suicide Safer Care, strong commitments 
to safety for consumers and staff, and collaboration with law 
enforcement. These principles should be fully integrated to every 

 
3 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 
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component and agency involved in crisis response to create a 
comprehensive, responsive, and integrated system of care.  

 
Nevada has taken steps to develop a Crisis Care Response System, including an immersion 
series which took place weekly from June 16 to July 28, 2020. Existing infrastructure is in place 
to support each of the core elements of the Crisis Care Response Model. A summary of some 
of these current assets follows: 
 Crisis Call Center Hub: Nevada has one of six National Suicide Prevention Lifeline 

National Call Centers and the crisis line is experiencing great success deploying 
resources when necessary and otherwise deescalating people in crisis.  
 

 Mobile Crisis Teams: Various configurations of mobile crisis teams have already 
been established throughout the state and include law enforcement deflection 
and diversion programs. These programs are also facilitating diversion from 
hospitals and meeting patients where they are at in the community. Children’s 
mobile crisis response is currently being expanded in both northern and southern 
areas of Nevada through the use of the SAMHSA COVID-19 Emergency 
Behavioral Health Grant.  

 
 Crisis Stabilization Programs: Community Triage Centers were defined in Nevada 

Revised Statute in 2005 and provide a different pathway for accessing mental 
health services, ensuring stabilization within a community setting without first 
accessing a hospital. These centers were funded from both state and local 
sources. Currently, there are three Triage Centers operating in Nevada (two in Las 
Vegas, and one in Reno).4 With the additional funding obtained through the 
SAMHSA COVID-19 Emergency Behavioral Health Grant, two hospitals are 
expanding to provide this crisis stabilization as an alternative to an emergency 
department for individuals in crisis (Desert Parkway Behavioral Healthcare Hospital 
in Las Vegas, and Reno Behavioral Healthcare Hospital in Reno).5  

 
 Essential Principles: In Nevada, the Office of Suicide Prevention has committed to 

the Essential Principles and Practices as part of their suicide prevention efforts. 
Since their inception, they have worked to implement evidence-based practices 
for suicide screenings, such as Signs of Suicide in Nevada schools, as well as 
training and outreach for professionals in numerous disciplines across the state. 

 
4 Accessed on March 25, 2020: http://dpbh.nv.gov/Reg/HealthFacilities/HF_-_Non-Medical/Community_triage_center/ 
5 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 

http://dpbh.nv.gov/Reg/HealthFacilities/HF_-_Non-Medical/Community_triage_center/
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They have also worked to establish partnerships with other agencies to 
collaborate and coordinate their work to prevent suicide.6   

Foundational elements of an improved mental health system are also in place with mental 
health uniformity, insurance coverage expansion resulting from the Affordable Care Act, the 
launch of the Certified Community Behavioral Health Centers, the Excellence in Mental 
Health Act, and the implementation of First Episode Psychosis programs throughout the state. 
The State has also moved to implement OpenBeds technology to support these efforts.7 

Nevada also has five Regional Behavioral Health Policy Boards. Each Board has a 
Coordinator. From January through April, Coordinators met with stakeholders in their region 
to map the assets and gaps for a Crisis Care Response System, using the Crisis Now Tool. 
Each region has assets and gaps related to the four components needed to respond to 
people in crisis. However, the regions vary in their infrastructure, and the state is rated at the 
minimal level on the Crisis Now Tool in terms of having the infrastructure needed to 
implement a Crisis Care Response System.  

Through the seven webinar series, including a Virtual Statewide Summit, over 100 participants 
across the state, representing all five regions, learned from national experts and other states 
about the four components of the CCRS, including implementation strategies and lessons 
learned for Nevada to consider. Each session included either peers or people with lived 
experience who described their interaction with the current system and how a more robust, 
humane, and cohesive system would help people in crisis.  

Participants also learned about the cost benefit of a Crisis Care Response System, as 
opposed to the much higher cost of utilizing emergency departments, jails, and law 
enforcement to respond to crises. The number of crisis episodes is estimated at 72,766 
individuals annually in Nevada. While the tragic human cost of limited crisis care response 
services in Nevada is extensive, the substantial cost of continuing to treat people 
experiencing a crisis through Nevada’s emergency departments and limited acute inpatient 
care is also significant.  

According to the Crisis Now System Calculator, based on Nevada’s population of 3,031,919 
in 2019, the total estimated cost to the state without a crisis system is $341,87,209, including 

 
6 Nevada Office of Suicide Prevention Action Plan 2017-2019: 
http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-
19NV_OSP_Action_Plan.pdf 
7 Woodard, Stephanie. (2019, October). Responsive and Resilient: Nevada’s Solution to Addressing Crisis. Presented at 
Nevada’s Crisis Now Summit. 

http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-19NV_OSP_Action_Plan.pdf
http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-19NV_OSP_Action_Plan.pdf
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first responder, acute inpatient beds, and emergency department costs. As Nevada 
implements a Crisis Care Response System, the overall savings of the system would be 
$146,575,967, for a total annual combined state and local resource savings of 43 percent.  

Participants at the Virtual Summit participated in regional breakouts to establish gaps and 
priorities for their region. As expected, they vary by region. The results are presented in the 
Virtual Summit Summary in detail and outline gaps and priorities by region for each 
component of the Crisis Care Response System. For implementation purposes, participants 
were also asked to indicate which one of the four components of the Crisis Care Response 
System to prioritize. Each component is critical to ensuring the system is whole. However, the 
need for Crisis Stabilization was identified both regionally and statewide as the greatest gap 
in Nevada’s system today.  

Throughout the immersion series, many policies or policy changes were discussed and 
presenters from other states shared policy suggestions and lessons learned. In addition, 
SAMHSA’s National Guidelines provide guidance on policies for promoting a Crisis Care 
Response System. Participants were asked to prioritize policies that Nevada could pursue to 
implement the Crisis Care Response System. Top priorities fell under five categories as follows: 

Political and Community Will 

 Promote behavioral health care in Nevada as a critical public health crisis akin to the 
COVID-19 pandemic. (23%) 
 

 Create Regional Behavioral Health Authorities for planning, evaluating, funding, and 
accountability. (18%) 

Quality Care 

 Adopt a zero-refusal policy with navigation throughout the CCRS. (25%) 
 

 Develop MOUs within the CCRS to facilitate warm handoffs and transitions of care 
both up and down the continuum. (25%) 

Quality Outcomes 

 Ensure a continuous refinement process is in place for the components of the CCRS, 
based on outcomes, utilization, and those who have used the system (both guests and 
providers). (31%) 
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 Require participation by CCRS providers in OpenBeds. (26%) 

Funding 

 Promote braiding of federal, county, state, private, and Medicaid funds to fund the 
CCRS. (32%) 
 

 Ensure sufficient funding for sustainability and growth for the Crisis Call Line. (25%) 

Data 

 Establish standardized data set to be collected and reported by CCRS component. 
(26%) 
 

 Collect data on cost savings from the CCRS related to diversion from emergency 
departments and jails. (25%) 

The majority of individuals that require or are pending admission to inpatient care in Nevada 
are uninsured, and it is integral to build a system that is responsive and sensitive to the needs 
of those that require these services. The policies and priorities from the Summit are the next 
step in developing a Crisis Care Response System that can save lives, coordinate systems, 
and save money. A cohesive system should include a fully equipped Crisis Call Center Hub, 
24/7 Mobile Crisis Teams available throughout the entire state, Crisis Stabilization Facilities 
that are comfortable and include peer staffing, and the ability to schedule using the 
OpenBeds platform to secure a bed for those in crisis.  

The state and regions both have the opportunity to continue to plan and strategize policy 
and financing changes that are needed to build a Crisis Care Response System. With 
COVID-19 there is an increase in use and implications for tele-health and tele-medicine 
programs. These opportunities could be explored as part of the policy and financing 
changes that will be needed. Finally, one of the greatest challenges Nevada currently faces 
is the lack of partnerships with mental health service leaders and agencies to engage both 
traditional and nontraditional partners in creating a Crisis Care Response System to continue 
the dialogue that has been taking place throughout the state regarding crisis response. 

This report can serve as a call to action for Nevada. Summit participants were asked to look 
both regionally and at the state level at five key elements as the state moves forward:  

 Foster political will within the five regions. 
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 Lift and support leaders in communities to be a part of the new crisis response system. 
 Educate key stakeholders on the role and significance of crisis response services. 
 Promote and advocate for policies that will improve the Crisis Care Response System. 
 Evaluate the programming that is already in place to ensure quality and consistency in 

services and service delivery. 

To learn more about the Crisis Care Response System and the Virtual Immersion, the National 
Guidelines, pre-read materials, and videos of each immersion session and the Virtual Summit 
can be found at www.socialent.com  

  

http://www.socialent.com/
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Introduction 
Components of Crisis Response  
An individual experiencing a mental health crisis in Nevada may be subjected to significant 
delays in accessing services, awaiting care in an emergency department instead of 
receiving services in an appropriate mental health facility. Inability to access appropriate, 
timely care can have serious consequences, resulting in negative outcomes including 
unnecessary decompensation, frequent utilization of jails and emergency departments, 
increased trauma and stigma, and decline in well-being. Because this scenario is more likely 
the norm for people in crisis across the state, a significant change to Nevada’s Crisis Care 
Response System is required.8  

There are four core elements deemed necessary to successfully address behavioral health 
crises. These elements form a model known as Crisis Care Response Systems. In February 
2020, the Substance Abuse and Mental Health Administration (SAMHSA) released “National 
Guidelines for Behavioral Health Crisis Care—A Best Practice Toolkit,” which also focuses on 
these elements. The core elements of a successful system include:9 

 

Crisis Call Center Hub: These programs are staffed 24/7 using technology 
for real-time coordination across a system of care. This can include the use 
of telephone, text, and chat to provide an array of communication 
platforms for a region. Clinically trained staff need to be equipped to 
handle a wide variety of mental health and substance abuse concerns, 
and triage them to other services and support as needed. Crisis Call 
Center Hubs also leverage “big data” for performance improvement and 
accountability across systems. The crisis intervention services they provide 
adheres to National Suicide Prevention Lifeline (NSPL) standards for risk 
assessment and engagement of individuals at risk of suicide. 
 

 

Mobile Crisis Teams: Mobile Crisis Teams offer community-based 
outreach, intervention, and support to any individual, wherever they are 
located, and in a timely fashion in order to achieve the best outcomes for 
an individual. These teams often utilize peer support in conjunction with 
professional mental health clinicians or paraprofessionals. Programs 
include contractually required response times and medical backup. 

 
8 Accessed on June 22, 2020: 
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20
Paper%20Final%203-31.pdf 
9 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
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Crisis Stabilization Programs: These facility-based programs offer short-
term, sub-acute crisis stabilization services for individuals who need 
support and observation at lower costs without the overhead associated 
with hospital-based acute care. The crisis stabilization services offered by 
these programs are delivered in home-like settings that are more 
comfortable than a typical hospital setting. They cannot turn down a 
mental health crisis referral and must be prepared to assist individuals of 
various ages with different clinical needs. Their role is to provide 
assessments and triage the needs of each individual so that they can 
receive the appropriate care based on their unique needs. 
 

 

Essential Principles & Practices: The essential principles include a 
recovery orientation, trauma-informed care, significant use of peer staff, 
a commitment to Zero Suicide/Suicide Safer Care, strong commitments 
to safety for consumers and staff, and collaboration with law 
enforcement. These principles should be fully integrated to every 
component and agency involved in crisis response in order to create a 
comprehensive, responsive, and integrated system of care.  

 

Progress in Nevada 
In 2017, the Nevada Legislature created four Regional Behavioral Health Policy Boards 
through the passage of AB 366. During the 2019 legislative session, AB 76 passed, which 
changed existing Nevada law defining the behavioral health policy board regions, 
membership, and mandates. With the passage of AB 76, NRS 433.4295 now directs five 
Regional Behavioral Health Policy Boards (Washoe, Northern, Rural, Clark, and Southern) to 
address specific behavioral health needs of each region.10  

Each policy board consists of a commission of 13 members from various disciplines that work 
to inform the Nevada Division of Public and Behavioral Health on issues and improvements 
related to behavioral health services, delivery, and coordination. There is one Regional 
Behavioral Health Coordinator (RBHC) that serves on each Regional Behavioral Health Policy 
Board to advocate for their region and report challenges and progress made to the 
Commission on Behavioral Health.11 The development of these Regional Behavioral Health 
Policy Boards was one of the initial steps that Nevada has taken toward creating a 
behavioral health response system.  

 
10 Accessed on June 19, 2020: https://carsonnow.org/story/03/11/2020/nevada-northern-regional-behavioral-health-policy-
board-gains-new-chair-taylor-alli 
11 Accessed on June 22, 2020: http://dpbh.nv.gov/Boards/BoardsCouncils/ 

https://carsonnow.org/story/03/11/2020/nevada-northern-regional-behavioral-health-policy-board-gains-new-chair-taylor-alli
https://carsonnow.org/story/03/11/2020/nevada-northern-regional-behavioral-health-policy-board-gains-new-chair-taylor-alli
http://dpbh.nv.gov/Boards/BoardsCouncils/
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Nevada is moving toward building a Crisis Care Response System that is both supportive of 
local communities, families, and individuals by fostering resilience, and responsive to the 
needs of individuals in crisis.12 The development of a Crisis Care Response System in Nevada 
is possible and existing infrastructure is in place to support, at least in part, each of the core 
elements of the Crisis Care Response Model. A summary of some of these current assets 
follows: 
 Crisis Call Center Hub: Nevada has one of six National Suicide Prevention Lifeline 

National Call Centers and the crisis line is experiencing great success deploying 
resources when necessary and otherwise deescalating people in crisis.  

 Mobile Crisis Teams: Various configurations of mobile crisis teams have already 
been established throughout the state and include law enforcement deflection 
and diversion programs. These programs are also facilitating diversion from 
hospitals and meeting patients where they are at in the community. Children’s 
mobile crisis response is currently being expanded in both northern and southern 
areas of Nevada through the use of the SAMHSA COVID-19 Emergency 
Behavioral Health Grant.  

 Crisis Stabilization Programs: Community Triage Centers were defined in Nevada 
Revised Statute in 2005 and provide a different pathway for accessing mental 
health services, ensuring stabilization within a community setting without first 
accessing a hospital. These centers were funded creatively, including resources 
from both state and local sources. Currently, there are three Triage Centers 
operating in Nevada (two in Las Vegas, and one in Reno).13 With the additional 
funding obtained through the SAMHSA COVID-19 Emergency Behavioral Health 
Grant, two hospitals are expanding to provide this crisis stabilization as an 
alternative to an emergency department for individuals in crisis (Desert Parkway 
Behavioral Healthcare Hospital in Las Vegas, and Reno Behavioral Healthcare 
Hospital in Reno).14 Crisis Stabilization Programs are intended to provide more than 
just a bed to individuals, and instead offer a welcoming environment to provide 
compassionate care that supports an individual both during a crisis and after they 
return to their community.15 

 Essential Principles: The four elements include prioritizing focus on safety and 
security, implementing suicide care best practices, including screening, planning, 
and follow-up, utilization of a trauma-informed recovery model, and having peer 
support in crisis response services. In Nevada, the Office of Suicide Prevention has 

 
12 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 
13 Accessed on March 25, 2020: http://dpbh.nv.gov/Reg/HealthFacilities/HF_-_Non-Medical/Community_triage_center/ 
14 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 
15 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 

http://dpbh.nv.gov/Reg/HealthFacilities/HF_-_Non-Medical/Community_triage_center/


 

11 | P a g e  

Nevada’s Crisis Care Response System: Assets and Gaps  

committed to these essential principles as part of their suicide prevention efforts. 
Since their inception they have worked to implement evidence-based practices 
for suicide screenings, such as Signs of Suicide in Nevada schools, training and 
outreach for professionals in numerous disciplines across the state, and they have 
worked to establish partnerships with other agencies to collaborate and 
coordinate their work to prevent suicide.16   

Additional foundational elements of an improved mental health system are in place with 
mental health uniformity, insurance coverage expansion resulting from the Affordable Care 
Act, the launch of the Certified Community Behavioral Health Centers, the Excellence in 
Mental Health Act, and the implementation of First Episode Psychosis programs throughout 
the state. The state has also moved to implement OpenBeds technology to support these 
efforts.17 Further funding is coming in from the Crisis Counseling Assistance and Training Grant 
offered by the Federal Management Agency (FEMA) and SAMHSA. These funds are 
intended to bring a total of 31 crisis counselors to Nevada across all regions to support 
individuals seeking assistance related to COVID-19.18 

Purpose 
Research from the National Association of State Mental Health Program Directors 
(NASMHPD) demonstrates that dependence on inpatient beds alone is not effective in 
helping people in crisis. According to Nevada’s Medicaid Decision Support System, the 
average length of stay for individuals at a psychiatric inpatient facility was six days, but it is 
not known if this length of stay is suitable for a person in crisis. Additionally, Nevada has 11 
inpatient psychiatric facilities and seven residential treatment organizations, with 
approximately 739 mental health beds.19 These inpatient facilities may not provide the 
appropriate level of care needed for a person experiencing a crisis.   

However, what is understood is that on the whole, crisis mental health care in Nevada is 
reactive and fragmented, creating a revolving door for people in crisis, increasing costs to 
the community, and potentially increasing risks for individuals experiencing crises. Systems 
currently deliver minimal care for some individuals while others (often those who have not 

 
16 Nevada Office of Suicide Prevention Action Plan 2017-2019: 
http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-
19NV_OSP_Action_Plan.pdf 
17 Woodard, Stephanie. (2019, October). Responsive and Resilient: Nevada’s Solution to Addressing Crisis. Presented at 
Nevada’s Crisis Now Summit. 
18 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 
19 Implementation of Psychiatric Bed Registries by 2019 Transformation Transfer Initiative (TTI) States: Summary and Profiles of 
State Applications. February 27, 2019.  

http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-19NV_OSP_Action_Plan.pdf
http://suicideprevention.nv.gov/uploadedFiles/suicideprevention.nv.gov/content/Resources/Reports/2017-19NV_OSP_Action_Plan.pdf
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been engaged in care) fall through the cracks. This can result in multiple readmissions to 
inpatient care or hospitals, potential homelessness,20 increased mental health acuity, 
involvement in the criminal justice system, or even death by suicide.21  

“The lack of access to all behavioral health services is prohibitive to those who 
may wish to seek services BEFORE they are in crisis. For persons who do not 

have personal transportation, they are unable to seek services unless they are 
in crisis.” 

- Valerie Cauhape, RBHC- Rural Region 

An additional feature of Nevada that creates a unique challenge for a coordinated crisis 
care response is the rural nature of the majority of the state. This presents specific challenges 
due to lack of access and timeliness of crisis response services, a lack of infrastructure and 
facilities, as well as barriers to transportation to access services and facilities that can provide 
the appropriate level of care. For example, an individual experiencing a crisis in Eureka, NV, 
is 78 miles away from the nearest behavioral health services, located in Ely, NV.  

While the tragic human cost of limited crisis care response services in Nevada is extensive, 
the substantial cost of continuing to treat people experiencing a crisis through Nevada’s 
emergency departments and limited acute inpatient care is also significant. According to 
the Crisis Now System Calculator, which is based on Nevada’s population of 3,031,919 
residents in 2019, the number of crisis episodes annually is estimated to be 72,766.22  

 
 
If Nevada were to implement a coordinated crisis care response, the number of crisis 
episodes would remain the same at an estimated total of 72,766 individuals annually. 

 
20 It is important to note that although not having access to proper crisis care can potentially lead to homelessness, being 
homeless does not necessarily mean an individual is in a mental health crisis. 
21 Accessed on June 22, 2020: 
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20
Paper%20Final%203-31.pdf 
22 Accessed on June 22, 2020: 
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20
Paper%20Final%203-31.pdf 

The average cost of an acute bed is $792 per day, with an average stay of 
six days. The number of acute inpatient beds needed to address these 
72,766 episodes is 972, which carries an annual cost of $280,857,237, plus 
emergency department costs averaging $1,233 per acute admission. 

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
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However, the number of acute inpatient beds, observation chairs, and mobile teams 
decrease with the use of the new Crisis Care Response System. 
 
The table below from the Nevada Crisis Systems White Paper details the specific costs 
associated with a Crisis Care Response System compared to the costs associated with 
having no Crisis Care Response System in place.23  
 
Table 1. State Level Crisis Now System Calculator 

  No Crisis Care Crisis Now 
Number of Crisis Episodes Annually (200/100,000 
Monthly) 72,766 72,766 

Number Initially Served by Acute Inpatient 49, 481  10,187 

Number Referred to Acute Inpatient from Crisis Facility                               -                           
4,049 

Total Number of Episodes in Acute Inpatient 49,481 14,237 

Number of Acute Inpatient Beds Needed 972  280  

Total Cost of Acute Inpatient Beds $      280,857,237 $     80,808,409  

Number Referred to Crisis Bed from Stabilization Chair                               -                           
16,198  

Number of Crisis Beds Needed                               -                                 
123 

Total Cost of Crisis Facility Beds / Chairs  $                           -     $    35,635,443  

Number Initially Served by Crisis Stabilization Facility                               -    39,294 

Number Referred to Crisis Facility by Mobile Team                               -                        
6,986  

Total Number of Episodes in Crisis Facility                               -                           
46,279  

Number of Crisis Observation Chairs Needed                               -                                 
145  

Total Cost of Crisis Facility Beds / Chairs  $                           -    $    52,362,283  

Number Served Per Mobile Team Daily                                
4  

                               
4  

 
23 Accessed on June 22, 2020: 
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20
Paper%20Final%203-31.pdf 

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
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  No Crisis Care Crisis Now 

Number of Mobile Teams Needed                               -                                   
22  

Total Number of Episodes with Mobile Team                               -    23,285  

Total Cost of Mobile Teams  $                           -     $      8,931,286 

Number of Unique Individuals Served                    49,481  72,766 
Total Inpatient and Crisis Cost $      280,857,237  $  177,737,422  
Emergency Department Costs ($1,233 Per Acute Admit) $        61,009,972   $    17,553,825  
TOTAL Cost $      341,867,209   $  195,291,247  

TOTAL Change in Cost $ (146,575,967) -43% 
 
This table illustrates the significant cost savings associated with the utilization of a Crisis Care 
Response System. Not only does this yield financial benefits, but the implementation of a 
Crisis Care Response System ensures that all individuals experiencing a crisis are able to 
receive services at the level of care they need. Without a comprehensive crisis system that 
offers appropriate levels of care, individuals can be inappropriately triaged to the incorrect 
level of care or go without receiving care at all.24  
 

 

Methodology  
As noted earlier, Nevada has five Regional Behavioral Health Coordinators (RBHCs) who are 
funded as part of AB 366 and AB 76. The original four behavioral health regions and their 
corresponding regional behavioral health policy boards were established with the passage 
of AB 366 in 2017. In 2019, AB 76 was passed which recategorized the counties within each 
region and established Clark County as its own region alongside Washoe, Rural, Northern, 
and Southern. The Regional Behavioral Health Coordinators are seen as the local resource 

 
24 Accessed on June 22, 2020: 
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20
Paper%20Final%203-31.pdf 

Estimated cost in Nevada per year without a
crisis system in place: $341,867,209

Estimated cost in Nevada per year with Crisis 
Now model implemented: $195,291,247

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/ClinicalSAPTA/Nevada%20Crisis%20Systems%20White%20Paper%20Final%203-31.pdf
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for coordination and promoting collaboration and resources in their region. They played a 
key role in completing the regional assets and gaps reports that informed this statewide 
report.  

RBHCS employed a custom approach to gather information for their specific region, as well 
as to map where their region is currently related to national best practices, using their 
knowledge and understanding of the current Crisis Care Response System. For consistency 
across the state, Coordinators were encouraged to use the process outlined below as a 
foundation. The steps described below were designed to ensure consistent and 
comprehensive documentation of assets and gaps in each region. Each RBHC received this 
information in the Assets and Gaps Documentation Guide25 to walk them through the 
process of accurately scoring their region and the utilization of these scores to develop 
statewide priorities: 

1 Review. Coordinators reviewed the Crisis Now Scoring Tool developed by RI 
International. They evaluated the criteria for each component of the model operating 
at Level 5 (“Full”) as well as the criteria listed for Levels 1-4. Coordinators used these 
criteria to guide the completion of the Assets and Gap Mapping and Scoring for each 
region and provide information regarding the elements within the model. The 
statewide roll-up of responses can be found in Appendix A. 
 

2 Preliminary Scoring. Using the Crisis Now Scoring Tool, Coordinators conducted 
outreach to community partners, providers, and other stakeholders to collect data on 
assets and gaps. They made a checkmark next to those criteria to which the assets 
and gaps they had mapped indicated they could answer “yes.” It was acceptable to 
select criteria from varying levels (i.e., a region may have assets related to the criteria 
listed under Level 1 as well as some of the criteria listed under Level 4). For those 
criteria for which Coordinators were unsure or unable to answer, they connected with 
stakeholders within the region who were able to help answer the question. 
Coordinators then worked with stakeholders in determining their region’s final score 
and documented regional assets and gaps related to the criteria.   

3 Assets and Gaps Documentation. Using the Assets and Gaps Documentation Tool 
provided, Coordinators listed assets and identified gaps related to the criteria for each 
component within the scoring tool. As noted, Coordinators were encouraged to 
develop an approach best suited to their region. For some areas, documentation was 
completed by county rather than for the entire region and then rolled up into a 
regional assessment for the mapping tool.  

 
25 Social Entrepreneurs, Inc. (2020). Assets and Gaps Documentation Tool. 
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4 Finalize Scoring. After reviewing the assets and gaps compiled in the Documentation 
Tool, Coordinators determined the level assessed for each component of the model 
on the Crisis Now Scoring Tool. On the final page of the Scoring Tool, a score for the 
Crisis Now System was determined for each region. While documented Assets and 
Gaps serve as the detailed “justification” requested on the Scoring Tool, Coordinators 
also provided a brief narrative overview of the assets and gaps. Final scores and the 
assets and gaps that support them were presented to stakeholders for validation 
during community stakeholder meetings as determined by Coordinators. Once 
finalized, documentation was provided to Social Entrepreneurs, Inc. to inform this 
statewide profile.  

5 Statewide Webinar Series. Social Entrepreneurs, Inc. (SEI), facilitated a seven-part 
webinar series for key stakeholders in the state. One guiding document shared with 
participants was the National Guidelines for Behavioral Health Crisis Care which 
included a toolkit of best practices for states. This document was referenced 
throughout the series and informed the approach to the final webinar.   
 
Webinar #1: Nevada’s Crisis Care Initiative and National Guidelines for Crisis Care     
The first session in the Nevada Crisis Care Response System Virtual Summit webinar 
series drew over 100 attendees representing all of Nevada’s 17 counties. Participants 
included behavioral health policy board members, local elected officials, regional 
behavioral health coordinators, hospital personnel, law enforcement and state of 
Nevada employees.  
 
The objectives for Webinar #1 were:  

• Review Nevada’s progress to date in a Crisis Care Initiative 
• Orient participants to best practices and the national guidelines 
• Provide peer perspective on Crisis Care as a system  

 
Webinar #2: Funding Crisis Care             
This session presented Maricopa County and the State of Colorado’s payment 
process, financial support for the crisis care model implementation, funding models, 
and provider types.                                                         
 
The objectives for Webinar #2 were:  

• Review Colorado and Maricopa County’s investments in Crisis Care  
• Highlight funding strategies and models to support a Crisis Care system 
• Discuss use of Medicaid and State funding to support the system 
• Discuss providers and reimbursement 

 
Webinar #3: Facility-Based Crisis Stabilization     
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This session outlined how referrals to Crisis Stabilization occur in Maricopa County and 
the State of Colorado, what facilities exist, and how programs for facility-based crisis 
stabilization operate in a crisis care system.                      
 
The objectives for Webinar #3 were:  

• Review Colorado and Maricopa County’s approaches to Facility-Based Crisis 
Stabilization  

• Highlight key components of a Facility-Based Crisis Stabilization 
• Discuss rural and urban differences in implementing Facility-Based Crisis 

Stabilization 
• Learn how Facility-Based Crisis Stabilization is used in a Crisis Care System 

 
Webinar #4: Crisis Call Centers/Hubs     
This session provided an overview of statewide/regional crisis call services for 
individuals in crisis, highlighting Arizona, Georgia, and Colorado, the role OpenBeds 
will play in Nevada, the Crisis Support Services of Nevada and highlighted resources 
including the National Alliance on Mental Illness (NAMI) Western Nevada Cares 
Warmline.                                        
 
The objectives for Webinar #4 were:  

• Review Colorado, Georgia, and Maricopa County’s approaches to Crisis Call 
Centers  

• Highlight key components of a Crisis Call Center 
• Discuss systems in Nevada and how they are envisioned to work together 
• Discuss role that Crisis Call Centers play in a Crisis Care System 

 
Webinar #5: Mobile Crisis Teams                        
This session highlighted the role and services provided by Mobile Crisis Teams in a Crisis 
Care Response System in urban and rural settings and offered a peer perspective 
related to Mobile Outreach.                           
 
The objectives for Webinar #5 were:  

• Review Colorado and Maricopa County’s Mobile Crisis Team Models  
• Highlight opportunities and challenges with Mobile Crisis Teams 
• Discuss optimal staffing and operations for Mobile Crisis Teams 
• Discuss how Mobile Crisis Teams should and do interact with Crisis Call Centers 

and Crisis Stabilization Facilities 

 
Webinar #6: Essential Principles and Practices                           
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This session detailed the importance of the four essential principles of the crisis care 
model, including suicide prevention best practices. Nevada’s Suicide Prevention 
office also presented information on the importance of integrating suicide best 
practices into operations of the system. 
 
The objectives for Webinar #6 were:  

• Understand the four essential principles of Crisis Care 
• Highlight Suicide prevention best practices 
• Discuss implementation strategies and challenges 

 

6 Virtual Statewide Summit. The final webinar in the series was the Statewide Virtual 
Summit. During this summit, SEI provided an overview of the current state of crisis 
response in Nevada and the RBHCs discussed their assets and gaps scoring and 
justification to inform statewide priorities for developing a Crisis Care Response System.  
 
Webinar #7: Nevada Statewide Summit for Crisis Care            
The statewide mapping of Nevada’s assets and gaps related to a crisis care system 
were presented, with breakout sessions held to review regional assets and gaps and 
determine regional priorities. The results of these breakout discussions were presented 
to participants to help identify state priorities for crisis response.                                       
 
The objectives for Webinar #7 were:  

• Share Nevada’s Statewide Assets and Gaps Report Highlights on Crisis Care 
• Convene regional groups to discuss regional issues related to implementing 

Crisis Care 
• Share Regional Discussion Key Points 
• Conduct polling of participants to identify potential statewide priorities 
• Present Draft statewide priorities for Crisis Care in Nevada 

This document was the foundation for Webinar #7 discussions, building on the previous 
six webinars.  
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Crisis Now Components 
Overview 
All regions completed the Crisis Now Scoring Tool, which included identifying criteria that 
best represented the current state of Crisis Call Center Hub preparedness, Mobile Crisis Team 
response, Crisis Stabilization Program availability, and the fulfillment of the Essential Principles 
and Practices of the Crisis Now System. As mentioned above, each component includes 
specific criteria needing to be met at each level of the Crisis Now Scoring Tool. The level is 
determined by the number of criteria fulfilled at each level.  

 Level 1: Minimal 
 Level 2: Basic 
 Level 3: Progressing 
 Level 4: Close 
 Level 5: Full  

All criteria within a level had to be met by a region in order to reach the threshold for that 
level. Therefore, regions can meet a high total number of criteria within a component but 
receive low level score. The number of subcomponents at each level varies between each 
component, as each includes a different number of criteria within each level of the 
assessment tool. Please see Appendix A for an example of the Crisis Now Scoring Tool 
completed in each region. 

As discussed in the Methodology, each region completed the Crisis Now Scoring Tool to the 
best of their abilities. The Southern Region was unable to provide a score that meets any 
level described in the tool, as resources and infrastructure are largely unavailable throughout 
the region. Additionally, as a result of the COVID-19 pandemic and the stay-at-home order 
in place in Nevada, the formation of the Regional Policy Board for the Southern Region has 
been delayed. For consistency with the methodology used to score each region, the 
Southern Region was assessed at the Below Minimal level across all components. While they 
scored Below Minimal, there are some assets that exist within the region.  

Each of the four components is examined below at both a regional and state level. The level 
that each region scored is provided, and the assets and gaps identified from the Crisis Now 
Scoring Tool are discussed. Common themes were identified between the regions and these 
themes were used to inform the statewide assets and gaps discussion for each crisis response 
component.  
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Crisis Call Center Hub 
Overview 
In 2020, the Substance Abuse and Mental Health Services Administration (SAMHSA) published 
the “National Guidelines for Behavioral Health Crisis Care- Best Practice Toolkit.” In this toolkit, 
the minimum expectations for the operation of each component of a Crisis Care Response 
System are outlined. The minimum standards for Crisis Call Center Hubs include:26 

 

While these components of Crisis Call Center Hubs are essential, the ultimate goal is that as 
Crisis Care Response Systems develop, they should continue to learn and work toward 
incorporating the identified best practices for crisis response.  
 
The Assets and Gaps mapping tools found in Appendix A outline where Nevada is today in 
relation to the minimum requirements and best practices.  

 
26 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Operate every moment of every day (24/7, 365 days a year).

Be staffed with clinicians overseeing clinical triage and other 
trained team members to respond to all calls received.

Answer every call or coordinate overflow coverage with a 
resource that also meets all of the minimum crisis call center 
expectations defined in this toolkit.

Assess risk of suicide in a manner that meets NSPL standards and 
danger to others within each call.

Coordinate connections to crisis mobile team services in the 
region.

Connect individuals to facility-based care through warm hand-
offs and coordination of transportation as needed.
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Regional Breakdown 
The utilization of advanced technologies, best practices in crisis intervention, active 
engagement, and facilitating connections to community resources are all pillars of a 
successful Crisis Call Center Hub. These different areas of a Crisis Call Center Hub are 
captured in the 42 criteria on the Crisis Now Scoring Tool that assesses the preparedness of 
Crisis Call Center Hubs in each region. Below is a table summarizing the level indicated for 
each region and the number of criteria met by each region for Crisis Call Center Hubs.27 

Table 2. Crisis Call Center Hub Criteria Met by Region 

 

 
The highest level indicated by a region was Basic, with 19 (45%) of 
the 42 possible criteria met. The lowest level indicated was Below 
Minimal, and the majority of the regions met the Minimal level.  
 
The chart below depicts the number of criteria each region met within each 
level. Complete scores can be found for each region in Appendices B-F. The 
majority of the regions met criteria at the Minimal and Basic levels, with two regions meeting 
additional criteria at the Progressing, Close, and Full levels.  

Figure 1. Crisis Call Hub Criteria Met within each Level 

 

 
27 The number of criteria identified at the level indicated shows how many of the criteria currently apply or are in use in that 
region. 
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Four of the five regions met all five criteria in Level 1 and several of the eight criteria in Level 
2, among regions that were able to provide a score. It is important to note that due to a lack 
of resources and infrastructure, the Southern Region provided a score of zero and is not 
included in Figure 1.  

Each region possesses a unique set of strengths and challenges. In the sections below, the 
assets and gaps are explored within each region.  

Assets 
Clark 
In the Clark Region, Lifeline is used and feeds into Crisis Support Services of Nevada (CSSNV). 
The majority of the calls made to CSSNV in Nevada come from Clark County residents. Clark 
County has a dedicated Crisis Response Team (CRT) that is active in one area of the region. 
The calls for the CRT can be dispatched by CSSNV through the 911 system. The call center is 
currently connecting directly to Desert Parkway Behavioral Healthcare Hospital via a 
protocol established by the state. The call abandonment rate is just under 18% and is 
expected to decrease in the near future.  

Northern 
The Northern Region has access to multiple crisis call lines, including CSSNV, the Children’s 
Mobile Crisis Response Team line, which is intended for youth and their families, and the 
CARE Team line, which often receives calls from CSSNV after the individual is determined to 
be safe. The Northern Region utilizes Rural Nevada Counseling which contracts with CSSNV 
to take crisis calls after hours. Referrals to other community services are facilitated by CSSNV 
and there are several MOUs in place with providers in Washoe County to connect individuals 
in crisis with targeted support. Rural Nevada Counseling is also working to establish more 
formal MOUs with more community providers, the CARE Team, the Children’s Mobile Crisis 
Response Team, NAMI, Nevada PEP, and telehealth providers to improve the continuum of 
care throughout the Northern Region.  

 
Washoe 
Washoe County utilizes several regional crisis call lines in addition to CSSNV, and they have a 
locally operated Mobile Outreach Safety Team (MOST). MOST is embedded into the law 
enforcement network in Washoe County, working with Reno Police Department, Sparks 
Police Department, and Washoe County Sheriff’s Office. Because of the nature of the 
relationship with MOST and law enforcement agencies, they are dispatched via 911 and not 
through CSSNV. Staff from the Reno Police Department and MOST are planning to tour 
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CSSNV in the near future and provide information and training material in an effort to further 
their understanding of the crisis call system and response.   

 
Rural 
The Rural Region utilizes Vitality Unlimited, a CCBHC located in Elko, NV, which has a crisis call 
line available for community members who are experiencing a crisis and wish to speak to 
someone. Callers are de-escalated and connected to services at Vitality Unlimited as they 
are available. Vitality Unlimited has contracted with CSSNV to provide coverage of the crisis 
call line after business hours. The NAMI Warmline, Safe Voice Program for youth, and the 
Crisis Text Line are also crisis call options for the Rural Region.  

 
Southern  
While no specific criteria were met throughout the region, stakeholders are interested in 
pursuing the best method to move to implement higher levels of response and care. An 
example provided by the region detailed that Hawthorne was in the process of 
implementing Peer Specialist training; however, due to COVID-19, all of this scheduled 
training, travel, and educational events have been put on hold. The Mineral County Sheriff’s 
Office is using the Columbia Suicide Severity Rating Scale (CSSR-S). Additionally, the hospitals 
in the area have patient records and perform suicide and safety screenings in the 
emergency departments and upon admission to their hospitals. 

 

Gaps 
Clark 
The statewide call center, CSSNV, is underutilized in certain ways in the Clark Region. While 
the majority of the calls made to CSSNV in Nevada come from Clark County, calls placed 
that require dispatching Mobile Crisis Teams are routed through 911. Dispatching Mobile 
Crisis Teams is not managed internally by CSSNV as a behavioral health crisis call line. The 
utilization of referrals to community resources are lacking, as well as specific data sharing 
regarding individuals in crisis, such as shared documentation among crisis services providers, 
shared protocols or Memorandums of Understanding (MOUs), and person-specific health 
data for all providers involved in the crisis care process. The Crisis Response Team mentioned 
previously is not available throughout the entire region, as they only operate within Battalion 
1. This leaves more rural and unincorporated areas of the region without access to the CRT, 
which is the only connection individuals in these areas have to crisis services or behavioral 
health care.  
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Northern 
While there are several crisis call lines functioning in different capacities within the Northern 
Region, none of them serve as a local, central hub for the region, as none of them are 
formally connected to mobile crisis response teams. There is no defined process for 
effectively triaging calls and deploying mobile teams to individuals in crisis. Stakeholders 
identified the need to develop a decision-making process for central crisis call numbers in 
the region to increase understanding of how to navigate multiple crisis call lines.  

The Northern Region also lacks the capacity to follow up with crisis response calls due to 
limited staffing and resources. It is also challenging to verify whether or not individuals 
referred to other services follow through with the referrals and receive the services they 
need. Staff that are available in the Northern Region also need more training around the 
standards and best practices for suicide prevention. 

Washoe 
Similar to the Northern Region, Washoe County recognizes the need for greater 
connectedness among the different crisis call lines that are used throughout the region. 
There is no standard process for communication, crisis call triage, or mobile team dispatch. 
While there is a formal MOU with West Hills Behavioral Health Hospital in Washoe County, 
there are still limited or informal connections with other service providers in the region. MOST 
is utilized as brief crisis intervention and does not provide long-term support or resources. 
MOUs and data sharing between law enforcement, health care providers, and behavioral 
health providers are needed to connect individuals with the appropriate care they need.  

Rural 
There are challenges with having numerous call lines, such as individuals not getting 
connected with the correct resources or referrals. The Rural Region recognizes that there 
needs to be some sort of consolidation of the crisis call lines to streamline and improve crisis 
response and they advocate for CSSNV becoming the hub for crisis call response in Nevada. 
Additionally, having multiple crisis call lines raises concerns regarding training, as staff for 
each line may have been provided different training. 

There is no process in place for consistent warm hand-offs or other communications between 
any of the current crisis lines and local or statewide providers. While there are MOUs and 
communication protocols in place between CSSNV and the DPBH teams, such as the CARE 
Team, MOUs are not currently in place between CSSNV and other providers in the area.  
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Southern 
Currently there is no consistent crisis line that effectively supports the region other than 911. 
The region has expressed interest in expanding options and resources. However, currently 
none exist to meet criteria for a minimum standard of care. The health care facilities in the 
region all operate separate electronic health records, and the law enforcement 
departments utilize different risk assessments and crisis screening tools. The hospitals do not 
have Electronic Health Record Systems and they do not all utilize the same assessment tools.  
The lack of universal screening tools and ability to share health information for patients due 
to multiple different systems and evaluation tools further complicate transitions to higher 
levels of care. Aside from the Mineral County Sheriff’s Office, the hospitals and other law 
enforcement departments in the region are not yet using the CSSR-S for suicide screenings.  
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Mobile Crisis Teams  
Overview 
In 2020, the Substance Abuse and Mental Health Services Administration (SAMHSA) published 
the “National Guidelines for Behavioral Health Crisis Care- Best Practice Toolkit.” In this toolkit, 
the minimum expectations for the operation of each component of Mobile Crisis Teams are 
outlined. The minimum standards for Mobile Crisis Teams include:28 

 

While these components of Mobile Crisis Teams are essential, the ultimate goal is that as Crisis 
Care Response Systems develop, they should continue to learn and work toward 
incorporating the identified best practices for crisis response.  

 
28 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Include a licensed and/or credentialed clinician capable 
to assessing the needs of individuals within the region of 
operation.

Respond where the person is (home, work, park, etc.) and 
not restrict services to select locations within the region or 
particular days/times.

Connect individuals to facility-based care as needed 
through warm hand-offs and coordinating transportation 
when and only if situations warrant transition to other 
locations.
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Regional Breakdown 
Successful Mobile Crisis Teams provide the expertise, compassion, and connections to 
different resources to ensure each individual’s safety and provide the highest level of 
engagement in real time. Mobile Crisis Teams in each region were scored using 37 criteria on 
the Crisis Now Scoring Tool to gauge Mobile Crisis Teams in each region. Below is a table 
summarizing the level indicated for each region and the number of criteria met by each 
region for Mobile Crisis Teams.29  

Table 3. Mobile Crisis Team Criteria Met by Region 

 

The highest level indicated by a region was Minimal, with 24 (70%) 
of the 37 possible criteria met. The lowest and most common level 
indicated among all regions was Below Minimal. 

The chart below depicts the number of criteria each region met within each 
level. The majority of the regions met criteria at the Minimal, Basic, and Progressing 
levels, with two regions meeting additional criteria at the Close and Full levels.  

Figure 2. Mobile Crisis Teams Criteria Met within each Level 

 

 
29 The number of criteria identified at the level indicated shows how many of the criteria currently apply or are in use in that 
region. 
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Most regions met at least three of the five criteria in Level 1, and many also meet several 
criteria in Level 2. It is important to note that due to a lack of resources and infrastructure, the 
Southern Region provided a score of zero and is not included in Figure 2.  

Each region possesses a unique set of strengths and challenges. In the sections below, the 
assets and gaps are explored within each region.  

Assets 
Clark 
The Clark Region has a dedicated Crisis Response Team (CRT) that is dispatched via 911 and 
is operated by Southern Nevada Community Health Improvement Program (SNVChips) in 
conjunction with City of Las Vegas Fire and Rescue (LVFR) Battalion 1. CRT consists of 
licensed mental health clinicians who are dispatched along with an ambulance to assist 
individuals where they are experiencing a crisis. The Desert Parkway Behavioral Healthcare 
Hospital also has a 24/7 Mobile Unit. SNVChips shares data with Desert Parkway, other 
hospitals, detention centers, and residential facilities. SNVChips also has a case manager 
that follows up with every call that the CRT is dispatched to, and all SNVChips staff are 
trained in Zero Suicide practices.   

Northern 
There are several Mobile Outreach Safety Teams (MOST) operating in the Northern Region. 
There has been great success with these teams and other community-based outreach 
workers in connecting individuals who are experiencing chronic issues around mental health 
and substance use to the services they need. Rural Nevada Counseling also has the 
capacity for mobile outreach as part of their crisis call line.   

MOST uses the Mallory Crisis Center in Carson City for crisis services, and they also use hospital 
emergency departments for services if needed. The Northern Region MOST teams have 
appropriate access to individual health records as well, as these teams consist of mental 
health clinicians from Rural Clinics operated by the Division of Public and Behavioral Health. 
The majority of the region also shares referral data through the use of Multidisciplinary Teams 
(MDTs) supported by county agencies and Aging and Disability Services Division at the state 
level. 

Regarding training, MOST clinicians receive Crisis Intervention Training (CIT) and the region’s 
CIT coordinators plan to participate in a SAMHSA workshop regarding trauma-informed care 
in the criminal justice response to mental illness.  
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Washoe 
The Washoe Region has a MOST team in place that serves the majority of the urban areas of 
the region. The primary asset to this team is the relationship with law enforcement which 
results in many successful outcomes in circumstances that might otherwise be less positive.  
The team operates a 24/7 response and has members that participate on a bike team, the 
negotiation team, and dispatch.  One hundred percent of the crisis response team are 
licensed mental health professionals, so response, referral, and treatment is clinically sound, 
and performed by experienced clinicians.  

The current MOST team staffed with licensed mental health professionals mitigates 
unnecessary transport to more intensive services, such as an emergency department or crisis 
stabilization center. There is an informal agreement between MOST and CSSNV for 
communication. MOST is currently working on a formalized protocol to place a clinician or 
similarly trained professional at the Regional Communications Dispatch Center. Having a 
member of MOST stationed at the Dispatch Center may offer even greater empathy, clinical 
expertise, and diversion for clients in levels of crisis who can be successfully referred via 
telephone. Washoe is also currently drafting a proposal for this new position, which could 
potentially be funded temporarily through state block grants via the Department of Health 
and Human Services. 

Rural 
The CCBHC in the Rural Region, Vitality Unlimited, has the capacity to provide a mobile 
response to community members in crisis within their direct service area. They also use the 
CARE Team to virtually respond (via tele-med, mobile app, or telephone) to adults in crisis 
across all rural communities and the Mobile Crisis Response Team (MCRT) established by 
Rural Clinics to provide assistance and response to children and youth under the age of 18. 
While the MCRT will physically respond to crisis calls as soon as possible during normal 
business hours, the teams are dispatched from Reno and Las Vegas which can result in 
contact being made hours after a crisis.  

The Family Support Center (FSC) has informal agreements in place with local law 
enforcement in Winnemucca that allows a physical response to persons in crisis, as staffing 
allows. If law enforcement encounters a community member who is in crisis, they will call the 
FSC clinician on call, who will then come to the scene and work to de-escalate the 
individual in crisis and to identify the most appropriate level of care for the individual. 
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Southern 
Although there is some minimal infrastructure and resources in place to support mobile 
outreach, there are no crisis response mobile teams in development or in place in the region. 
However, it is important to note that stakeholders are aware that with the addition of mobile 
crisis teams to the Southern Region, they can provide the appropriate level of care and 
ensure the safety of residents in the region. It would also allow for assessments to occur prior 
to patients being placed in law enforcement custody or admitted to an emergency 
department. 

Gaps 
Clark 
There are mobile teams covering some parts of the region but there are disjointed networks 
of services within Clark County. The CRT and Desert Parkway Mobile Unit do not provide 
mobile crisis response to the entire county. It is also unknown how often the Desert Parkway 
Mobile Unit responds to calls that come from outside the central area of the region. Crisis 
response teams do not currently partner with all first responders within the region, and there 
are minimal connections with other agencies and law enforcement in the region. 

Mobile teams are currently not available in unincorporated parts of the county. While there 
are assets such as shared MOUs, these MOUs are not connecting all service providers or 
connecting to all facilities. Diversion rates reported by some of the mobile units is high, but 
the differences in data collection methods and availability result in a lot of unknowns and 
inconsistencies regarding specific information about diversion from jails and emergency 
departments.  

Northern 
There is no region-wide, GPS-enabled, mobile crisis response team that operates 24/7. While 
each county within the region has some mobile outreach in place, there is not a system to 
consistently serve the entire region. All existing response teams in the region need training on 
Zero Suicide and best practices for trauma-informed care, suicide, and safety. While there 
are Multidisciplinary Teams for the region, there is no formal data sharing between region’s 
mobile teams and crisis providers. MOUs are not established that create a formal triage 
system throughout the region. There is no peer involvement in the mobile crisis response in 
any of the counties within the Northern Region. 

The MOST teams are under resourced for many parts of the region. Stakeholders in the region 
support funding additional positions to work with law enforcement and engage individuals 
who may not voluntarily enter services, lack insight into their mental illness or substance use, 
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and those who may be a danger to themselves or others. Stakeholders also would like to 
develop regional mobile crisis response teams available 24/7 to respond to individuals 
seeking help and services. They believe these teams will be able to support more of the 
region and take pressure off the current MOST teams that are operating in certain areas of 
the region.  

Washoe 
The gap Washoe County identified regarding mobile outreach is the need for additional 
MOST members. There are more jurisdictions, such as law enforcement and fire department 
staff, that want the support of MOST. A lack of MOST staffing already limits their ability to 
respond, and they often cannot respond to every call with law enforcement. Education for 
law enforcement partnerships regarding trauma-informed care has also been identified as a 
gap in the region. If this training were provided, as it would improve the understanding of 
trauma within both agencies and potentially improve crisis call response. 

While there are many informal data sharing and partnering agreements with MOST and 
hospitals and law enforcement agencies, there is a lack of shared official MOUs. The use of 
specific assessment tools is inconsistent between the MOST team and other agencies. This is 
partially because the MOST team is a specific crisis response and intervention team and 
does not provide case management services. 

Rural 
One of the most notable gaps in the Rural Region is the lack of community-based teams to 
respond to persons in crisis. While the state has established tele-response with the CARE 
Team, and there is a Mobile Crisis Response Team that can physically respond to calls, there 
is no 24/7, GPS-enabled mobile crisis response available to the entire region. There are many 
possible reasons for this, including difficulty in hiring staff to create these mobile teams, as 
well as state funding restrictions. While there are two teams currently in place in the Rural 
Region, they do not meet the minimum level for mobile outreach. 

Southern 
The Southern Region does not currently have the resources or infrastructure to implement 
and support Mobile Crisis Teams. The available interventions and safety options for patients 
are either to be treated in emergency departments or be detained by law enforcement, 
depending on the nature and circumstances of the individual crisis. The individuals 
experiencing crisis in the region are likely to receive crisis response from the last system that 
responded to their individual crisis, which may not be the appropriate level of care needed 
by the individuals. For example, previously incarcerated citizens experiencing mental, 
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behavioral, or substance abuse episodes are likely to be taken back into custody by law 
enforcement during the next crisis. The citizens that have had experience with hospital 
emergency departments’ level of care typically end back up in the care of a hospital.  
Additional funding and training will be necessary to stand up resources in each of the 
counties in the Southern Region. In these counties, there are few assets that could be 
leveraged to assist in the development of more effective mobile teams. 
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Crisis Stabilization Programs  
Overview 
In 2020, the Substance Abuse and Mental Health Services Administration (SAMHSA) published 
the “National Guidelines for Behavioral Health Crisis Care- Best Practice Toolkit.” In this toolkit, 
the minimum expectations for the operation of each component of Crisis Stabilization 
Programs are outlined. The minimum standards for Crisis Stabilization Programs include:30 

 

While these components of Crisis Stabilization Programs are essential, the ultimate goal is that 
as Crisis Care Response Systems develop, they should continue to learn and work toward 
incorporating the identified best practices for crisis response.  
 

 
30 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Accept all referrals.

Not require medical clearance prior to admission but rather 
assessment and support for medical stability while in the 
program.
Design their services to address mental health and substance 
use crisis issues.
Employ the capacity to assess physical health needs and 
deliver care for most minor physical health challenges with an 
identified pathway in order to transfer the individual to more 
medically staffed services if needed.
Be staffed at all times (24/7/365) with a multidisciplinary team 
capable of meeting the needs of individuals experiencing all 
levels of crisis in the community; including.

Offer walk-in and first responder drop-off options.

Be structured in a manner that offers capacity to accept all 
referrals at least 90% of the time with a no rejection policy for 
first responders.

Screen for suicide risk and complete comprehensive suicide risk 
assessments and planning when clinically indicated.

Screen for violence risk and complete more comprehensive 
violence risk assessments and planning when clinically 
indicated.
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The Assets and Gaps mapping tools found in Appendix A outline where Nevada is today in 
relation to the minimum requirements and best practices.  
 
Regional Breakdown 
One of the most important elements of Crisis Stabilization Programs is providing each 
community an alternative location to a hospital setting, in which no one experiencing a crisis 
is turned away. A successful Crisis Stabilization Program accepts all referrals for care and 
actively collaborates with other agencies to stabilize all individuals in crisis. There are 38 
criteria on the Crisis Now Scoring Tool that are used to assess Crisis Stabilization Programs. 
Below is a table summarizing the level indicated for each region and the number of criteria 
met by each region for Crisis Stabilization Programs.31  

Table 4. Crisis Stabilization Facilities Criteria Met by Region 

 

The highest level indicated by a region was Progressing, with 24 
(67%) of the 38 possible criteria met. The lowest level indicated was 
Below Minimal, and the majority of the regions met the Minimal level.  

The chart below depicts the number of criteria each region met within each 
level. Complete scores can be found for each region in Appendices B-F. The 
majority of the regions met criteria at the Minimal, Basic, and Progressing levels, with two 
regions meeting additional criteria at the Close and Full levels. 

 
31 The number of criteria identified at the level indicated shows how many of the criteria currently apply or are in use in that 
region. 

Crisis Stabilization Facilities   
 Level Indicated Total Number of 

Criteria Met 
Clark Basic 11/38 
Northern Minimal 16/38 
Washoe Progressing 24/38 
Rural Below Minimal 3/38 
Southern Below Minimal 0/38 
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Figure 3. Crisis Stabilization Criteria Met within each Level 

 

The majority of the regions met all three criteria in Level 1, and several regions also met 
criteria in Level 2 and Level 3. The Southern Region provided a score of zero and is not 
included in Figure 3.  

Each region possesses a unique set of strengths and challenges. In the sections below, the 
assets and gaps are explored within each region. 

Assets 
Clark 
Desert Parkway serves as the only psychiatric hospital that provides sub-acute stabilization in 
Clark County. There are also other facility-based crisis response services available at acute 
care hospitals across the county. There is partial data sharing between Desert Parkway and 
other crisis providers through HealtHIE Nevada, readmission tracking, and several MOUs 
between the mobile units and some stabilization centers.  

Northern 
The Mallory Crisis Center, which provides services to the region, is a facility designed to meet 
the needs of persons who are experiencing a mental health, substance use, or other 
functional problem, but do not have a medical condition that would require emergency 
department services. A multidisciplinary team, including psychiatry, nursing, counseling, and 
case management services are all in place determine appropriate referrals for inpatient 
and/or outpatient services. It currently has 10 crisis stabilization beds for a population of 
200,000 in the Northern Region. Staff at the Mallory Crisis Center are trained in the CSSR-S and 
trauma-informed care. They participate in the Carson City Multidisciplinary Team and use 
peer support through a partnership with NAMI. 
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Washoe 
In Washoe County, there are three facilities that provide acute stabilization: Well Care, West 
Hills, and Reno Behavioral Healthcare Hospital (RBHC). All three facilities have 24/7 access to 
care, numerous facility-based crisis programs for inpatient and outpatient care, systematic 
suicide screening, and all three facilities are or are planning to be trained in Zero Suicide, 
suicide best care practices, and trauma-informed care. Each facility offers crisis stabilization 
beds. There is some variability between the facilities, but each maintains performance 
outcome data and documentation sharing guidelines in place.  

Rural 
There are no formal crisis stabilization or triage facilities in the Rural Region, so community 
members in crisis are diverted to facilities in Reno, Las Vegas, or Carson City, depending on 
the originating location.  

Vitality Unlimited will accept patients regardless of where they are from. Services include 
inpatient psychiatric and substance abuse treatment, outpatient treatment for mental illness, 
and co-occurring disorders. Clients of Vitality who are in crisis must be medically screened 
and cleared before admission. Additionally, the Family Support Center (FSC) in Winnemucca 
works with various agencies across the region to provide outpatient and group therapeutic 
services for persons who require continued treatment post-crisis.  

None of the local hospitals in the Rural Region are currently equipped to act as a crisis 
stabilization center. However, each of these hospitals offers tele-mental health services and 
a social worker or social work team to address the individual’s needs. There are also assets in 
certain counties including hiring psychiatric Advanced Practice Registered Nurses and 
working with community agencies related to substance abuse. Stakeholders in the region 
are exploring the possibility of setting up crisis facilities in local hospitals.  

Southern 
The Southern Region currently has no inpatient level services or facilities capable of providing 
sub-acute stabilization. All communities in the region are interested in and motivated to 
pursue more appropriate levels of care and for inclusion into the state initiatives to better 
serve individuals experiencing any type of crisis. The assets and providers that are needed to 
move forward are either not identified or do not exist within the region at this point in time. 
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Gaps 
Clark 
There is only one crisis stabilization center in Clark County, Desert Parkway, that has been 
contracted by the state to provide sub-acute stabilization. Given the size of the county, sub-
acute stabilization is not easily accessible for all the region. Transportation may not be 
available to access subacute stabilization for people in outlying areas. There is also no data 
regarding the number of crisis beds or observation chairs available in the facility. Training 
around suicide care best practices, Zero Suicide, and uniform implementation of the same 
screening and assessment tools is not currently in place in the region. 

Northern 
The Mallory Crisis Center is most easily accessible to Carson City, but there are no other 
facilities in the region that offer sub-acute stabilization. There is currently no data or 
documentation sharing between this facility and other crisis services providers. The data hat 
the Mallory Crisis Center does have includes real-time performance outcomes for their crisis 
stabilization system. There are no respite services incorporated into the continuum of care for 
crisis stabilization. The region would also like to expand peer support and involvement in the 
multidisciplinary teams that exist at the Mallory Crisis Center.  

Washoe 
While there are three primary facilities in Washoe County for crisis stabilization, none of them 
are a fully dedicated sub-acute stabilization facility. Most of the facilities offer programs and 
services offered are intended to address both crisis and substance use. The ability to share 
data with other crisis providers is not consistent among the three facilities and specific 
information regarding MOUs is unknown. There is variability among other services. For 
example, Well Care is the only facility that offers respite care, and West Hills is the only facility 
that does not have peer support. These differences can result in inconsistent crisis stabilization 
practices.  

Rural 
There is currently no sub-acute crisis stabilization facility in the Rural Region. Individuals in crisis 
are transported either to local hospitals or urban areas if there is facility space. While there is 
some capacity for this service filled by Vitality Unlimited in Elko, and the Family Support 
Center in Winnemucca, most persons in crisis are placed in the emergency departments of 
local hospitals. Most of the hospitals in the Rural Region are small, critical access hospitals, 
with a very limited number of emergency department beds. This puts undue strain on 
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hospital resources and is not an appropriate environment for an individual to de-escalate 
from crisis. 

There is no clearly defined process for law enforcement-specific drop-off procedures to 
hospitals in the area. Additional funding and/or space may be necessary to build the 
capacity to fulfill this need. Transportation to crisis facilities outside of the Rural Region 
creates additional strain on law enforcement resources, as they are often the primary source 
of transportation out of remote communities. This extended time being transported is also 
harmful to the individual experiencing crisis. In some communities, an ambulance or medical 
flight evacuation is often used to transport persons in crisis to these outside locations. 
However, this also puts undue strain on local medical resources, where the number of 
ambulances and emergency transport options might be limited, and trauma centers are 
equally difficult to get to. This creates a public safety issue as well as a great financial burden 
to the individual and community. For example, the CEO of MedX, who runs emergency flight 
transport out of Elko and other rural communities to Las Vegas, Reno, and Salt Lake City, has 
reported an average of 20-25 air transports of mental health crisis patients per month out of 
Elko alone. These transports are not reimbursed by private insurance companies, as these 
patients are not considered so critical that air transport is necessary. Medicaid reimburses 
some of these transports, but it is often minimal. 

Southern 
The Southern Region currently has no inpatient level services. All patients requiring a higher 
level of psychiatric assessment and/or care must be transferred to one of the larger 
communities near those locations. For example, Caliente residents are most often transferred 
out of state to Utah as it has the closest services to that community. Tonopah residents 
transfer to Clark County when a crisis stabilization bed is available. Hawthorne transfers 
residents to the Reno area for care. No inpatient beds or facilities exists within any portion of 
the region. 
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Essential Principles and Practices 
Overview 
Best practice crisis care incorporates a set of core principles throughout the entire crisis 
service delivery system; offering elements that must be systematically “baked in” to excellent 
crisis systems in addition to the core structural elements that are defined as essential for 
modern crisis systems. These essential principles and practices are:32  

 
The Assets and Gaps mapping tools found in Appendix A outline where Nevada is today in 
relation to the minimum requirements and best practices.  

The adoption of a recovery-oriented approach allows crises to be viewed as challenges that 
represent opportunities for growth. With this approach, and in a more comfortable setting, 
individuals can feel less isolated and alone in their crisis experience. 

The inclusion of peers who have experienced similar instances of crisis and/or suicidality can 
be invaluable in creating a safe environment for assessing suicide risk and de-escalating 

 
32 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Addressing recovery needs

Significant role for peers

Zero Suicide/Suicide Safer Care

Trauma-informed care

Safety/Security for staff and people in crisis

Crisis Response Partnerships with Law Enforcement, Dispatch and 
Emergency Medical Services (EMS)
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someone in crisis. The capacity to build trust with peers can improve the efficacy of a Crisis 
Care Response System.  

Similar to approaching crises from an understanding of recovery, trauma is an important 
component of mental health crises and suicidality. The experience of trauma during a crisis 
can be made even worse in a crowded or busy environment. Programs run the risk of re-
traumatizing individuals in these situations if the appropriate trauma-informed care is not 
implemented. 

A cornerstone in crisis intervention programs is a focus on suicide prevention. Suicide 
prevention and best practices are integral to the field of crisis response, which differs from 
traditional healthcare settings and other less intensive mental health services.  

The experience of a crisis episode is extremely stressful and anxiety producing for both 
individuals experiencing a crisis, but also for staff that are assisting someone during crisis. 
Prioritizing the safety of everyone involved in the Crisis Care Response System is of the utmost 
importance to ensure individuals receive the most appropriate care. 

Due to a lack of specialized crisis services both in Nevada and across the country, law 
enforcement is often utilized as an informal mental health Crisis Care Response System. While 
they are often the first to respond to a crisis, this is not the intended role of law enforcement 
personnel. Many lack the skills and knowledge necessary to assist individuals in crisis on their 
own, and the presence of law enforcement can often unintentionally escalate a crisis by 
increasing stress for the individual. By using law enforcement agencies and personnel as 
partners in crisis response, there can be a focus on ensuring public safety and managing 
mental health crisis in a safe and appropriate manner.  

 

“We know that crisis care, especially for individuals in mental health crisis, has 
been woefully inconsistent and inadequate. Our job here is to design what that 

system needs to looks like, what the critical components are, so that we can 
reduce the fragmentation in our crisis system and really help to make a system 

that is cohesive and complete…” 

- Dr. Stephanie Woodard, State Mental Health Authority- DHHS 
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Regional Breakdown 
The orientation that is needed to build a successful Crisis Care Response System should focus 
on removing barriers to crisis services and improving elements that are already in place in 
order to achieve the best outcomes for communities, families, and individuals. The guiding 
principles that underpin all the core components of a Crisis Care Response System provide a 
framework in which all services are provided in a manner that ensures a comprehensive, 
coordinated system of care. There are 10 criteria on the Crisis Now Scoring Tool that are used 
to assess the use of the Essential Principles and Practices of the Crisis Now model. The 
following table summarizes the level indicated for each region and number of criteria met by 
each region for the Essential Principles and Practices.33  

Table 5. Essential Principles and Practices Criteria Met by 
Region 

 

 

 

 

 

The highest level indicated by a region was Progressing, with 6 (60%) of 
the 10 possible criteria met in the Washoe Region. The lowest and most 
common level indicated among all regions was Below Minimal. 

The chart below indicates the number of criteria each region met within each level. 
Complete scores can be found for each region in Appendices B-F. The majority of the 
regions met criteria at the Minimal Level, with two regions meeting additional criteria at the 
Basic and Progressing levels. 

 
33 The number of criteria identified at the level indicated shows how many of the criteria currently apply or are in use in that 
region. 

Essential Principles and Practices   
 Level Indicated Total Number of 

Criteria Met 
Clark Minimal 4/10 
Northern Minimal 2/10 
Washoe Progressing 6/10 
Rural Below Minimal 1/10 
Southern Below Minimal 0/10 
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Figure 4. Essential Principles and Practices Criteria Met within each Level 

 

The majority of the regions met at least one of the two criteria in Level 1. Southern Region 
provided a score of zero and is not included in Figure 4.  

Each region possesses a unique set of strengths and challenges. In the sections below, the 
assets and gaps are explored within each region. 

Assets 
Clark 
The region has assets within the Progressing level for each of the three components and has 
some implementation of the Crisis Now Modern Principles. They have identified that the 
priority focus on safety and security and Suicide Care Best Practices are the most consistent 
across all services provided and within each component of a crisis response model.  

Northern 
The Northern Region offers many services that support the essential principles and practices 
at a county level. Each county has access to multiple crisis call lines, a mobile crisis team, 
and a designated crisis stabilization facility. There is diversity in how the principles are 
implemented in each area, and all utilize the resources in place to best support their 
communities.  

Washoe 
The principles of Crisis Now, Zero Suicide, suicide care best practices, and trauma- informed 
care are all present in some form within each component of their Crisis Care Response 
System. There are still challenges to consistent services across the region and uniform 
implementation of these practices, but they are continuing to progress with the use of MOUs. 
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Rural 
Each organization within the region reported use of certain evidence-based practices. 
CSSNV reports safer suicide training and best practices related to trauma-informed care 
being utilized across all staff. Both Vitality Unlimited and Family Support Center reported that 
all staff had received training, but specific training details were not readily available at the 
time of key informant discussion. Mobile Crisis Teams in the region have been trained in 
trauma-informed care and will be participating in Zero Suicide training in the near future. All 
hospitals in the region are looking to participate in Zero Suicide training when it is 
rescheduled after COVID-19 closures end. Northeastern Nevada Regional Hospital has 
implemented SafeTALK training for all hospital staff and will be pursuing Zero Suicide training 
when it is rescheduled.   

Southern 
All communities within the region are motivated to participate and expand services to 
provide better care for behavioral health crisis, but the infrastructure does not currently exist. 
The Southern Region policy board has not been able to launch due to COVID-19, the board 
is committed and passionate about improving the availability and delivery of care 
throughout the region.  

Gaps 
Clark 
While there is some implementation of all four principles of the Crisis Now Model, there is still 
no full implementation of any principle. There is no consistent crisis call center hub, the 
mobile crisis teams do not serve the entire region, and there is only one crisis stabilization 
facility in the region.  

Northern 
The Northern Region identified the need for increased trainings and education on safety and 
security protocols, Suicide Care Best Practices, trauma- informed care, and the role of peers. 
The region also identified that they need to develop strategies to increase peer involvement 
in the region. 

Washoe 
Washoe is very close to the full implementation of the essential principles and practices of 
the Crisis Now Model. They have identified that one of the most significant components of 
the Crisis Now Model that is not currently being implemented is the role of peers and peer 
support in their crisis response. This is a component of crisis response that they do not feel is 
present in any area of their current Crisis Care Response System.  
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Rural 
While most of the organizations that make up the current Crisis Care Response System in the 
Rural Region are implementing evidence-based practices within their programs, there is still a 
lack of uniformity and clarity about the evidence-based practices being used and how they 
are being used. Internal audits of staff training and quality assurance checks are two items 
identified by the region that might be necessary to ensure that all staff have been trained in 
crisis response best practices and that they are being implemented correctly throughout the 
region. 

Southern 
There is currently no implementation of the essential principles of the Crisis Now system. The 
region is incredibly motivated to improve care and better serve their communities. 
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Statewide Summary 
The assets and gaps identified previously in this document comprise Nevada’s current Crisis 
Care Response System. They provide the groundwork for developing a complete system for 
a direct, targeted response to all individuals in crisis in the state of Nevada.   

Impact of COVID-19 
With recent public health challenges brought on by COVID-19, it is evident that there is a 
magnified need for a unified approach and organized system for managing crisis. COVID-19 
and the restrictions put in place throughout the state and country has had an impact on 
mental health. At a national level, a recent survey indicated that the majority of individuals 
reported experiencing nervousness, depression, loneliness, and hopelessness within the past 
week.34 

“What if we treated the mental health crisis with as much urgency as we treated 
the COVID crisis? What if it was that big of a deal?” 

- Grant Denton, Operations Manager- Downtown Reno Partnership 
Executive Director- Karma Box Project, Inc. 

 
In Nevada, there is a noticeable increase in mental health symptoms related to COVID-19. 
From May 28 to June 2 of 2019, approximately 11 percent of adults in the state were 
experiencing a combination of anxious and depressive symptoms. During this same 
timeframe in 2020, this percentage has tripled.35 This is a significant increase, and the global 
pandemic provides context for understanding the importance of developing a crisis care 
system that is responsive to all individuals.  

Law Enforcement 
As noted previously, law enforcement is often inappropriately used as the primary responder 
to mental health crisis calls. While law enforcement has a role in crisis response, they cannot 
be the only agency assisting and responding to individuals in crisis. In a report published by 
the Treatment Advocacy Center, approximately 20 percent of calls made to law 
enforcement involve a mental health related crisis.36 The risk of fatal outcomes occurring 
during law enforcement response is greater for individuals experiencing mental illness or 

 
34 COVID Impact Survey (2020). Conducted by NORC at the University of Chicago for the Data Foundation. 
35 Woodard, Stephanie. (2020, June). Nevada’s Progress and National Best Practices. Presented at Webinar #1 during the 
Nevada Statewide Virtual Summit. 
36 Treatment Advocacy Center (2015). Overlooked in the Undercounted. Retrieved from: 
https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf 

https://nam05.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.covid-impact.org%2F&data=02%7C01%7Cdtscott%40ap.org%7C46ecbc5073204386b27908d7eacf618c%7Ce442e1abfd6b4ba3abf3b020eb50df37%7C1%7C0%7C637236048729623315&sdata=ntlm4WDAmFJIB%2BgUjosas%2BffPpxQNzkk8u1LQBL8I1o%3D&reserved=0
https://www.treatmentadvocacycenter.org/storage/documents/overlooked-in-the-undercounted.pdf
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mental health crisis than for those that are not experiencing such symptoms. In three 
independent reports analyzing data related to fatal law enforcement shootings, it was found 
that 25 percent of fatal encounters with law enforcement involved individuals experiencing 
mental health issues. The number of contacts between law enforcement and those 
experiencing a mental health crisis can be mitigated in order to prevent these tragic 
outcomes.  

According to the Treatment Advocacy Center,37 two ways to decrease these encounters 
are: 

 Developing mental health crisis response that is not centered around law 
enforcement. 

 Emphasizing data collection efforts around mental health crisis in order to inform 
guiding policies and principles throughout the state. 

Several regions report successful partnerships between local law enforcement agencies and 
regional Mobile Crisis Teams, and these connections should be maintained to provide a 
team that works together to ensure both public safety and the mental well-being of the 
individual in crisis.  

Crisis Call Center Hub 
When looking at the assets and gaps that exist at the state level for crisis response, it is 
important that we understand what the national standard is for crisis response. Published by 
SAMHSA in 2020, the best practices for Crisis Call Center Hubs include:38  

 
 

37 Treatment Advocacy Center. Treatment Advocacy Center Statement on Law Enforcement and Severe Mental Illness. 
Retrieved from https://www.treatmentadvocacycenter.org/fixing-the-system/features-and-news/4274-statement-law-
enforcement-smi 
38 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Incorporate Caller ID functioning.

Implement GPS-enabled technology in collaboration with partner crisis mobile teams to 
more efficiently dispatch care to those in need.

Utilize real-time regional bed registry technology to support efficient connection to 
needed resources.

Schedule outpatient follow-up appointments in a manner synonymous with a warm handoff 
to support connection to ongoing care following a crisis episode.

https://www.treatmentadvocacycenter.org/fixing-the-system/features-and-news/4274-statement-law-enforcement-smi
https://www.treatmentadvocacycenter.org/fixing-the-system/features-and-news/4274-statement-law-enforcement-smi
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Among regions that were able to provide a score on the Crisis Now Scoring Tool, the most 
commonly identified elements of the system that were in place and seen as assets include: 

 A call center is in place 
 A 24/7 call center is in place to receive behavioral health crisis calls 
 Answer crisis calls within 30 seconds 
 Cold referrals to community resources or better connection to care 
 Meets NSPL standards and practices in National Network 
 Staff is trained in Zero Suicide/Suicide Safer Care and behavioral health services 

The majority of the criteria met by all regions fell within the first three levels. Among regions 
that were able to provide a score, the most commonly identified criteria that were not met 
include: 

 Answer crisis calls within 25 seconds 
 Hub for effective deployment of mobile teams 
 Answer crisis calls within 20 seconds 
 Directly connects to facility-based crisis providers 
 URAC call center or similar accreditation.  
 Some call center access to person-specific health data 

 
Knowing where the majority of the regions are experiencing growth and challenges in 
establishing a Crisis Call Center Hub provides context for looking at what assets and gaps 
exist at the state level. 

Assets 
The greatest asset in Nevada for Crisis Call Center Hubs is Crisis Support Services of Nevada 
(CSSNV). It is available to individuals and professional organizations throughout the entire 
state. CSSNV provides immediate crisis support via numerous technological platforms and 
can coordinate referrals to other resources and establish connections to other crisis response 
services, such as Mobile Crisis Teams or Crisis Stabilization Program.  

In addition to this statewide service, there are also several local crisis lines available in certain 
regions. For example, Vitality Unlimited in the Rural Region has a locally operated crisis line 
that contracts with CSSNV for after-hours crisis calls. There are several examples of this in 
different counties, and having these lines operating at a local level has proven to be 
beneficial in being able to bring individuals into other services offered by the agencies 
operating these local crisis lines. 
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Gaps 
The main challenge with Crisis Call Center Hubs is the lack of connectedness to other 
services outside of the crisis call line. For example, crisis call line agencies in Nevada are 
unable to independently dispatch Mobile Crisis Teams to individuals in crisis without routing 
calls through 911. There are also inconsistencies throughout the state in providing referrals to 
facility-based programs for crisis stabilization and utilizing bed registry technology platforms. 
These issues are often compounded with a lack of resources, staff, and transportation 
throughout the state, particularly as evidenced in the Southern Region. With these gaps in 
place, the best practices listed above are not met. There are several regions that the are 
experiencing success and work with CSSNV; however, these challenges are consistent 
throughout the state.   

Furthermore, while CSSNV can provide some referrals to individuals in crisis, all calls made to 
CSSNV are routed through 911. It does not serve as a dedicated behavioral health crisis line. 
This presents challenges to not only those contacting CSSNV as a crisis call hub, but it also 
has implications for those in need of mobile outreach, as detailed below. Mobile Crisis Teams 
are often dispatched with law enforcement from 911, not a behavioral health crisis line. This 
further demonstrates the challenges in communication and barriers to a cohesive response 
between Crisis Call Center Hubs and Mobile Crisis Teams.  

Mobile Crisis Teams 
For safety and improved engagement during crisis response, it is important to meet 
individuals experiencing crisis where they are at and in a timely fashion to provide them with 
the most support. The best practices outlined by SAMHSA include:39  
 

 

 
39 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 

Incorporate peers within the mobile crisis team.

Respond without law enforcement accompaniment unless special circumstances warrant 
inclusion in order to support true justice system diversion.

Implement real-time GPS technology in partnership with the region’s crisis call center hub to 
support efficient connection to needed resources and tracking of engagement.

Schedule outpatient follow-up appointments in a manner synonymous with a warm handoff in 
order to support connection to ongoing care.
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Among regions that were able to provide a score, the most commonly identified criteria that 
were met include: 

 Mobile Teams are in place for part of the region 
 Mobile Teams complete community-based assessments 
 Mobile Teams connect to additional crisis services as needed 
 Priority focus on safety and security 

The majority of the criteria met by all regions fell within the first two levels. Among regions that 
were able to provide a score, the most commonly identified criteria that were not met 
include: 

 Mobile Teams respond to calls within 2 hours where in operation 
 Mobile Teams are available throughout the region at least 8 hours per day 
 Mobile Teams respond to calls within 2 hours throughout the region 
 Shared MOUs or protocols with the Call Center Hub 

Knowing where the majority of the regions are experiencing growth and challenges in 
implementing Mobile Crisis Teams provides context for looking at what assets and gaps exist 
at the state level. 

Assets  
Similar to the implementation of different crisis call lines, several regions and counties in 
Nevada have been resourceful in developing different types of mobile outreach units. There 
are several examples of units that are connected to hospitals, such as Desert Parkway 
Behavioral Health in Las Vegas, or law enforcement agencies, such as MOST in Washoe 
County. These connections between Mobile Crisis Teams and agencies that have the 
capacity to offer other targeted services can be invaluable to an individual experiencing a 
crisis. The close relationship between Mobile Crisis Teams and law enforcement is known to 
be very effective in de-escalating crisis situations and diverting individuals from held in a jail 
or emergency department.  

For the Mobile Crisis Teams that are in place in Nevada, many are utilizing assessment tools, 
prioritizing safety and security, and providing connections to other resources for the 
individuals they serve. These resources are implemented by licensed mental health 
professionals that are staffed as part of the Mobile Crisis Teams that are in place. The clinical 
understanding and training that these professionals bring to these teams can be very 
effective in ensuring the safety and security of everyone involved in responding to a crisis.  
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Gaps 
There are major gaps in the services provided by Mobile Crisis Teams throughout Nevada. 
First, none of the regions have a mobile team that is designated or equipped to respond to 
crisis calls throughout the entire region and one region completely lacks mobile services. 
Mobile Crisis Teams are often targeted to the most populated areas, leaving unincorporated 
and rural areas of the state without mobile outreach. Even more populated or metro areas 
do not always have full access to mobile teams in their areas. There is not a sufficient number 
of Mobile Crisis Teams to cover all areas of Nevada.  

The second major gap related to this is the response time for some Mobile Crisis Teams. Some 
rural regions cited issues with Mobile Crisis Teams responding within the best practice 
timeframes due to being dispatched from metropolitan areas like Reno or Las Vegas. This 
can result in individuals not being seen by a Mobile Crisis Team for hours, if not days. In other 
areas, like the Southern Region, there are no Mobile Crisis services. In addition, most mobile 
teams do not utilize peers as a resource on their teams. This eliminates an important tool for 
connecting to a person in crisis and is more costly than teams that include peers in a 
meaningful way. Finally, as discussed above when looking at the gaps in Crisis Call Center 
Hubs in Nevada, there is also a lack of formal MOUs and protocols between Crisis Call 
Center Hubs and Mobile Crisis Teams. This could lead to individuals slipping through the 
cracks and not receiving the services or support they need following a crisis. 

Crisis Stabilization Programs 
Facility-based support for stabilization during and following a crisis begins when an individual 
is first brought to a crisis stabilization facility. No individual should be turned away from 
receiving services at these programs. The standards for Crisis Stabilization Programs are 
intended to create a comfortable environment for individuals to recover from a crisis 
episode and receive the targeted, clinically appropriate care they need. The best practices 
for crisis stabilization services include:40  

 

“I knew at every shift change someone was going to come and check in with 
me…they were super respectful. I felt really heard.” 

- Michelle Sscot, Lived Experience Peer 

 
40 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 
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Among regions that were able to provide a score, the most commonly identified criteria that 
were met include: 

 Have 24/7 access to psychiatrists or Masters-level clinicians 
 In counties with sub-acute stabilization, there is at least one chair per 100,000 

residents 
 Priority focus on safety and security 

The majority of the criteria met by all regions fell within the first two levels. Among regions that 
were able to provide a score, the most commonly identified criteria that were not met 
include: 

 Crisis beds or chairs are available at a ratio of at least three per 100,000 residents 
 Offers crisis stabilization/observation chairs as well as sub-acute/residential 

treatment 
 Some crisis facility access to person specific health data 

Knowing where the majority of the regions are experiencing growth and challenges related 
to Crisis Stabilization programs provides context for looking at what assets and gaps exist at 
the state level. 

Function as a 24 hour or less crisis receiving and stabilization facility.

Offer a dedicated first responder drop-off area.

Incorporate some form of intensive support beds into a partner program (could be 
within the services’ own program or within another provider) to support flow for 
individuals who need additional support.

Include beds within the real-time regional bed registry system operated by the crisis call 
center hub to support efficient connection to needed resources.

Coordinate connection to ongoing care.
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Assets 
In more populated areas, there are several options for acute and sub-acute care. Nevada 
has recently expanded the options for Crisis Stabilization Programs with the development of 
crisis stabilization support at Reno Behavioral Healthcare Hospital and Desert Parkway 
Behavioral Hospital. In the areas where crisis stabilization programs are easily accessible, 
there are psychiatric and clinical mental health staff on site to support individuals beyond a 
crisis. Staff is also provided with adequate training on suicide prevention, trauma-informed 
care, and safety and security practices for crisis stabilization. These regions also have the 
infrastructure to support the recommended ratio for the number of beds per 100,000 
residents in each area.  

Gaps 
While the facilities mentioned above meet almost all best practices listed for Crisis 
Stabilization Programs, Nevada faces a lack of facilities dedicated to serving less populated 
regions in accordance with these best practice guidelines. The options for individuals 
experiencing a crisis and in need of crisis stabilization services are minimal, and typically 
involve major transportation needs. For example, the Rural Region provided specific 
information regarding the frequency and costs associated with having to transport 
individuals either via flight evacuation or ambulance to an area where crisis stabilization 
services are accessible. This creates a public safety concern, as well as an undue burden on 
healthcare, public health, and mental health resources. Best practices cannot be upheld 
when there is no reasonable access to these services in the majority of the state. According 
to the Crisis Calculator, Nevada requires 123 crisis beds to respond to the demand for 
services throughout the state. There is an insufficient number of facilities with enough beds or 
crisis chairs to serve persons in crisis. This results in persons being transported to emergency 
departments at a much greater cost.  

Essential Principles and Practices 
The essential principles and practices for a Crisis Care Response System are what provide a 
structure for how all services and resources are approached within the Crisis Care Response 
System. They create the foundational elements for a successful Crisis Care Response System. 
Each component of the Crisis Care Response System is rooted in these core principles: 41 

 
41 Substance Abuse and Mental Health Services Administration (2020). National Guidelines for Behavioral Health Crisis Care: 
Best Practice Toolkit. Rockville, MD. 
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Among regions that were able to provide a score, the most commonly identified criteria that 
were met include: 

 System includes at least Level 1 implementation in all areas of Crisis Now 
 Some implementation of at least two Crisis Now modern principles 

The majority of the criteria met by all regions fell within Level 1. No criteria in Level 4 or Level 5 
were met by any region. Among regions that were able to provide a score, the most 
commonly identified criteria that were not met include: 

 System includes at least Level 2 implementation in all areas of Crisis Now 
 Some implementation of at least three Crisis Now modern principles 

Knowing where the majority of the regions are experiencing growth and challenges in 
implementing the essential elements of a Crisis Care Response System provides context for 
looking at what assets and gaps exist at the state level. 

Assets  
Across the state, there is reference to various staff in different programs being trained in 
practices such as Zero Suicide, evidence-based assessment tools, and suicide prevention. 
There is also a consistent reference to prioritizing safety and security in crisis response services. 
It appears in all five regions that there is significant buy-in for a Crisis Care Response System.  
This benefits not only those in crisis, but also those providing crisis support services. Several 
regions also referenced the use of trauma-informed care among staff within crisis response 

Priority focus on safety/security.

Suicide care best practices (systematic screening, safety planning, and follow-up).

Trauma-informed recovery model.

Significant role of peers.
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agencies such as the crisis call center hubs that are used, the mobile team clinicians, and 
the staff in crisis stabilization facilities.  

Gaps 
There are several themes found in the gaps in essential principles and practices identified by 
the regions. First, there is an overarching lack of uniformity and consistency with the trainings 
for suicide prevention, trauma-informed care, and safety and security. Different agencies in 
each region receive different trainings, or trainings are not offered to all involved in crisis 
response within the region. These differences can result in discrepancies in care and service 
delivery during a crisis. Second, the role of peers, while present in some regions, is largely 
missing in most components throughout the state. Peer support and the role that they play in 
crisis stabilization and support is extremely valuable to those experiencing a crisis. They 
provide lived experience and an empathic understanding of being in crisis that not all 
professionals have. Finally, as with the gaps in the other components listed, implementing 
these core principles is challenging due to a lack of resources and infrastructure. In regions 
where services are not available, there is no opportunity to utilize the best practices.  

Virtual Summit Summary 
On July 28, 2020, Social Entrepreneurs, Inc., in conjunction with the Nevada Department of 
Public and Behavioral Health, facilitated the Statewide Virtual Summit as the final webinar in 
a seven-part series regarding the Crisis Care Response System in Nevada. Each of the first six 
webinars in the series centered around a different topic related crisis response. This laid the 
foundation for a shared understanding of the core elements needed for a Crisis Care 
Response System leading up to the Statewide Virtual Summit.  

Over 100 individuals from all five regions across the state participated in the Statewide Virtual 
Summit. Participants were provided an overview of the methodology used to identify the 
regional assets and gaps in Nevada, including a review of the Crisis Now Scoring Tool, 
stakeholder engagement, and the development of the Statewide Assets and Gaps Report.  

Following the presentation of the methodology, the Best Practices and Minimum Standards 
from SAMHSA’s National Guidelines were presented for each of the four components of a 
Crisis Care Response System. Presentation of the guidelines was followed by an overview of 
the statewide assets and gaps that were identified during the synthesis and documentation 
of the regional Crisis Now Scoring Tools provided by the Regional Behavioral Health 
coordinators. That data can be found earlier in this report and the completed tools are in the 
Appendices.  
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Attendees participated in one of five virtual breakout sessions based on the region they work 
in or work most closely with. The goal of the breakout sessions was to identify the top regional 
gaps through a series of polls, coupled with discussion and/or chat comments. The poll 
questions were drafted in order to: 

 Gauge the willingness, readiness, and ability of each region to implement the four 
components of a Crisis Care Response System. 

 Identify the top gaps for each component in each region. 
 Prioritize one of the four components to address first in each region. 

The participants reconvened in the main Virtual Summit room and results of the polls were 
reported back to participants. A summary of the poll results and gaps identified during the 
Virtual Statewide Summit is provided below. 

Statewide Engagement in Crisis Response 
Participants were presented with an overview of the regional assets and gaps for Crisis Call 
Center Hubs, Mobile Crisis Teams, and Crisis Stabilization Facilities. Following the presentation 
of the assets and gaps for these three components, participants were asked to assess if the 
region and its stakeholders were willing, ready, and/or able to implement that component.42 
Below are the results of the polls for each of these three components by region.  

It is important to note that the question of willingness, readiness, and ability was not asked of 
the Essential Principles and Practices component. The Essential Principles and Practices are 
intended to be integrated into all components of the Crisis Care Response System, and 
therefore cannot be assessed separately from the other components, because, as they are 
named, they are considered essential to all parts of the System.  

Crisis Call Center Hubs 

Regions in Nevada share a form of the Crisis Call Center Hub. Crisis Support Services of 
Nevada (CSSNV) provides crisis support and assists in dispatch of law enforcement for the 
entire state. Having this statewide call center is considered an asset for Nevada. The Crisis 
Now Tools and polls indicate there are still criteria that must be met to ensure equitable 
implementation and utilization of its full scope of services in all parts of the state in order to 

 
42 Each breakout varied in total number of participants, and therefore percentage of responses reflect a 
different “n” value in each region. 
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meet the National Guideline’s minimum standards. Participants were polled in regional 
breakouts regarding their willingness, readiness, and ability to implement Crisis Call Center 
Hubs.  

Figure 5. Willingness, Readiness, and Ability to Implement Crisis Call Center Hubs 

 

As seen in the graph above, there is variability by region related to implementing Call Center 
Hubs. While the majority of respondents in all regions indicated willingness to implement Crisis 
Call Center Hubs, participants varied by region in their assessment of the region’s readiness 
to implement them. Even fewer participants indicated confidence in their region’s ability to 
implement Crisis Call Center Hubs. Several regions currently lack the infrastructure to have a 
local crisis call center, and the state as a whole lacks all of the necessary elements of a Crisis 
Call Center Hub, such as shared MOUs with other crisis providers, dispatch of mobile teams, 
and the presence of peer support. 

Mobile Crisis Teams 

There are regional differences in Mobile Crisis Teams. Some are operated with law 
enforcement to increase diversion from jails and emergency departments, while others are 
connected to community service agencies that provide other behavioral and mental health 
services.  
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Figure 6. Willingness, Readiness, and Ability to Implement Mobile Crisis Teams 

 

Similar to the polling for Crisis Call Center Hubs, the majority of the regions indicated a 
willingness to implement Mobile Crisis Teams, with 94% or higher of participants in three 
regions indicating willingness. Fewer participants by region indicated their regions are ready 
to implement Mobile Crisis Teams as indicated in the National Guidelines. Only two of five 
regions had participants indicate any level of ability to currently implement Mobile Crisis 
Teams. While there is a lot of regional and county-level creativity in implementing and 
adapting different local Mobile Crisis Teams, they often do not serve the entire geographic 
region, have limited hours of operation, and are often dispatched from metropolitan areas 
which creates a barrier to access in the majority of the state. 

Crisis Stabilization Facilities 

Nevada has recently made efforts to expand sub-acute stabilization in two behavioral 
healthcare hospitals, one in Washoe County and one in Clark County. These two facilities are 
equipped with the appropriate staff, number of beds, and integrate the essential principles 
into their crisis stabilization services. In addition, the Mallory Center in rural Nevada is a 
resource for crisis stabilization beds.  
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Figure 7. Willingness, Readiness, and Ability to Implement Crisis Stabilization Facilities 

 

The results of this poll differ slightly from the previous two questions related to Crisis Call 
Center Hubs and Mobile Crisis Teams. While the majority of participants indicating willingness 
was high in all regions, participant responses to readiness was significantly lower for all 
regions. Three of the five regions indicated some ability to implement Crisis Stabilization 
Facilities while participants in the Rural and Southern regions indicated no ability to 
implement this component of the Crisis Care Response System. There are no facilities in 
Nevada equipped to support crisis stabilization aside from those three previously listed. There 
is little infrastructure in most of the state to provide alternative facilities to those currently in 
place. The financial cost, mental and physical toll, and safety risk associated with 
transportation to one of these facilities from other regions is significant.  

Statewide Gaps in Crisis Response 
Following each willingness, readiness, and ability poll, participants were asked to identify the 
top two gaps that exist within their region for each component. Because each region has 
different assets and gaps, the list of gaps presented to prioritize for each region was tailored 
to that region based on the gaps identified in their Crisis Now Scoring Tool.  
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Crisis Call Center Hubs 

During regional breakout sessions, participants were asked to identify the top two gaps for 
the Crisis Call Center Hubs component. The top gaps reported by each region are 
summarized in the chart below.  

Table 6. Top Gaps for Crisis Call Center Hubs 
Northern Rural Clark Southern Washoe 

Hub for Effective 
Deployment of 
Mobile Teams 
80% (4/5) 

Warm Hand-offs 
to BH Crisis 
Providers 
45% (5/11) 

Hub for Effective 
Deployment of 
Mobile Teams 
45% (9/20) 

24/7 Call Center 
in Place to 
Receive BH Calls 
100% (5/5) 

Coordinates 
Access to 
Available Crisis 
Beds 
47% (9/19) 

Some Peer 
Staffing Within 
Call Center 
40% (2/5) 

Some Peer 
Staffing within 
Call Center 
36% (4/11) 

Coordinates 
Access to 
Available Crisis 
Beds 
40% (8/20) 

Warm Hand-off 
to BH Crisis 
Providers 
40% (2/5) 

Single Point of 
Crisis Contact 
for the Region 
37% (7/19) 

Shared 
MOUs/Protocols 
with Crisis 
Providers 
40% (2/5) 

Hub for Effective 
Deployment of 
Mobile Teams 
36% (4/11) 

Single Point of 
Crisis Contact 
for the Region 
30% (6/20) 

Call Center 
Exists 
40% (2/5) 

Directly 
Connects to 
Facility-Based 
Crisis Providers 
37% (7/19) 

 Shared 
MOUs/Protocols 
with Crisis 
Providers 
36% (4/11) 

   

 

Three of the five regions identified that having a “Hub for Effective Deployment of Mobile 
Teams” as a gap in their region. Currently CCSNV cannot independently dispatch Mobile 
Crisis Teams. Calls that require a crisis response team are routed through the 911 system in 
order to dispatch a Mobile Crisis Team. Other common gaps include having “Some Peer 
Staffing Within Call Center,” “Warm Hand-offs to Behavioral Health Crisis Providers,” and 
“Shared MOUs/Protocols with Crisis Providers,” with two of the five regions indicating each of 
these criteria as a gap.  
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There is also a distinction between some of the gaps identified by the urban regions and the 
more rural regions. Participants in both the Washoe and Clark Regional breakout sessions 
identified having a Crisis Call Center Hub that acts as a “Single Point of Crisis Contact for the 
Region” and “Coordinates Access to Available Crisis Beds” as top gaps in their regions. This 
differs from the Rural, Northern, and Southern Regions, who identified gaps related to the 
internal structure of the Crisis Call Center Hubs as opposed to the connections to other 
services, such as facility-based care. 

Mobile Crisis Teams 

Participants were asked to identify the top two gaps for the Mobile Crisis Teams component. 
The top gaps reported by each region are summarized in the chart below. 

Table 7. Top Gaps for Mobile Crisis Teams 
Northern Rural Clark Southern Washoe 

Mobile Teams 
are Operating 
at least 8 Hours 
Per Day in at 
least part of the 
region 
83% (5/6) 

Mobile Teams 
are Available 
Throughout the 
Region at Least 
8 hours Per Day 
60% (6/10) 

Mobile Teams 
Respond to 
Calls Within 2 
Hours 
Throughout the 
Region 
67% (14/21) 

Mobile Teams 
Respond to 
Calls Within 2 
Hours Where in 
Operation 
40% (2/5) 

Shared 
MOUs/Protocols 
with Call Center 
and Crisis 
Facility-Based 
Providers 
50% (9/18) 

Mobile Teams 
Respond to 
Calls Within 2 
Hours Where in 
Operation 
50% (3/6) 

Mobile Teams 
Respond to 
Calls Within 2 
Hours Where in 
Operation 
60% (6/10) 

Formal Data 
Sharing in Place 
Between Mobile 
Teams and All 
Crisis Providers 
24% (5/21) 

Mobile Teams 
are Operating 
at Least 8 hours 
Per Day in at 
least part of the 
region 
40% (2/5) 

Full 
Implementation 
of all 4 Crisis 
Now Modern 
Principles 
28% (5/18) 

Formal Data 
Sharing in Place 
Between Mobile 
Teams and All 
Crisis Providers 
17% (1/6) 

Directly 
Connect to 
Facility-Based 
Crisis Providers 
as Needed 
20% (2/10) 

Mobile Teams 
Are Available 
Throughout the 
Region at Least 
8 hours Per Day 
24% (5/21) 

Mobile Teams 
are in Place for 
Part of the 
Region 
40% (2/5) 

All Mobile Teams 
Include Peers 
22% (4/18) 

Shared 
MOUs/Protocols 
with Call Center 
Hub 17% (1/6) 

Shared 
MOUs/Protocols 
with Call Center 
Hub 20% (2/10) 

  GPS-Enabled 
Mobile Team 
Dispatch by 
Crisis Line 
22% (4/18) 
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Northern Rural Clark Southern Washoe 
Mobile Team 
Assessments 
include All 
Essential Crisis 
Now Defined 
Elements 
17% (1/6) 

   Real-Time 
Access to 
Electronic 
Health Records 
22% (4/18) 

 

Four of the five regions indicated primary gaps for two criteria; “Mobile Teams are Operating 
at Least 8 Hours Per Day” and “Mobile Teams Respond to Call Within 2 Hours.” Mobile Crisis 
Teams throughout the state have inconsistent or limited hours of operation, and in many 
parts of the state, Mobile Crisis Teams are dispatched from urban areas in Washoe or Clark 
Counties which can lead to delays in response that exceed 2 hours in some regions. 

Three regions also identified that “Shared MOUs/Protocols” with either the Crisis Call Center 
Hubs and/or other crisis providers is a gap. A lack of formalized processes between different 
agencies is a consistent gap for both Crisis Call Center Hubs as mentioned above, and also 
for Mobile Crisis Teams.  

Crisis Stabilization Facilities 

Participants were asked to identify the top two gaps for the Crisis Stabilization Facilities 
component. The top gaps reported by each region are summarized in the chart below. 

Table 8. Top Gaps for Crisis Stabilization Facilities 
Northern Rural Clark Southern Washoe 

Offers Crisis 
Stabilization/ 
Observation 
Chairs as well as 
Sub-
Acute/Residential 
50% (3/6) 

Sub-Acute 
Stabilization is in 
Place for Part 
of the Region 
64% (7/11) 

Crisis Beds/Chairs 
Available at a 
Ratio of at Least 3 
per 100,000 
Census 
48% (10/21) 

Have 24/7 
Access to 
Psychiatrists or 
Master's level 
Clinicians 
80% (4/5) 

No Refusal to 
First Responder 
Drop-offs as 
Primary Service 
53% (9/17) 

Crisis Beds/Chairs 
Available at a 
Ratio of at Least 3 
per 100,000 
Census 

Least Restrictive 
Intervention 
and No Force 
First Model 
27% (3/11) 

Offers Crisis 
Stabilization/ 
Observation 
Chairs as well as 

In Counties with 
Sub-Acute 
Stabilization, at 
Least 1 

Formal Data 
Sharing with 
Sub-Acute 
Stabilization 
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Northern Rural Clark Southern Washoe 
50% (3/6) Sub-

Acute/Residential 
43% (9/21) 

Bed/Chair per 
100,000 
40% (2/5) 

and All Crisis 
Providers 
35% (6/17) 

Operates in a 
Home-Like 
Environment 
33% (2/6) 

Staff Trained in 
Zero 
Suicide/Suicide 
Safer Care and 
BH Services 
27% (3/11) 

Multiple Providers 
Offering Facility-
Based Crisis 
Services 
38% (8/21) 

Sub-Acute 
Stabilization is in 
Place for Part 
of the Region 
40% (2/5) 

Bed Inventory 
and Referral 
Centralized 
Through Crisis 
Line 
29% (5/17) 

 Shared 
MOUs/Protocols 
with other Crisis 
Providers 
27% (3/11) 

   

 
Four of the five regions indicated that the lack of sub-acute stabilization facilities is the 
primary gap with Crisis Stabilization Facilities. Not only should crisis stabilization include 
beds/chairs, but it should offer sub-acute/residential care.  

Three of the five regions identified gaps related to needing a greater ratio of crisis 
beds/chairs per 100,000 residents. The number of beds/chairs are limited due to the lack of 
facilities with the capacity and infrastructure in the majority of the counties and regions in 
Nevada.  

Aside from these two primary gaps, there was considerable variability in the other gaps 
identified among the five regions. There are very few options for Crisis Stabilization Facilities in 
Nevada, and each region is managing the lack of facilities differently. It is important to note 
that the Southern Region’s top priority was having 24/7 access to clinical care in the form of 
a psychiatrist or clinician. 

Essential Principles and Practices 

Participants were asked to identify the top two gaps for the Essential Principles and Practices 
component. The answer options listed for this component differ from the other three 
components. As mentioned previously, the Essential Principles and Practices are woven into 
all components of a Crisis Care Response System. For this reason, the potential gaps 
identified from the regional Crisis Now Scoring Tools did not vary. Each region was asked to 
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choose the top two gaps from the four core elements that make up the Essential Principles 
and practices. The top gaps reported by each region are summarized in the chart below. 

Table 9. Top Gaps for Essential Principles and Practices 
Northern Rural Clark Southern Washoe 

Significant Role 
of Peers 
83% (5/6) 

Suicide Care 
Best Practices 
83% (10/12) 

Suicide Care 
Best Practices 
73% (16/22) 

Suicide Care 
Best Practices 
80% (4/5) 

Trauma-
Informed 
Recovery Model 
65% (11/17) 

Trauma-
Informed 
Recovery Model 
50% (3/6) 

Significant Role 
of Peers 
50% (6/12) 

Trauma-
Informed 
Recovery Model 
55% (12/22) 

Significant Role 
of Peers 
60% (3/5) 

Significant Role 
of Peers 
59% (10/17) 

Suicide Care 
Best Practices 
50% (3/6) 

Trauma-
Informed 
Recovery Model 
50% (6/12) 

Significant Role 
of Peers 
45% (10/12) 

Trauma-
Informed 
Recovery Model 
60% (3/5) 

Suicide Care 
Best Practices 
53% (9/17) 

 

Three of the five regions indicated that “Suicide Care Best Practices” was the greatest gap 
to implementing the Essential Principles and Practices. The second most identified gap was 
the “Significant Role of Peers” followed by the “Trauma-Informed Recovery Model.” 

All five regions identified “Priority Focus on Safety/Security” as the least critical gap to 
address. Many of the assets listed by the regions involved the focus on safety and security in 
the implementation of the Crisis Care Response System.  

For a full report on the polling results and complete lists of gaps in each region, the Regional 
Consultation Reports can be found at www.socialent.com 

Regional Priorities in Crisis Response 
After presenting the common gaps within each of the four components, one final poll was 
issued to the Statewide Virtual Summit participants in each breakout session. With everything 
they had learned over the course of the webinar series and during their regional breakout 
session, participants were asked to select one of the four Crisis Care Response System 
components to prioritize first for their region. The chart below summarizes the responses to this 
poll. 

http://www.socialent.com/
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Table 10. Top Component to Prioritize by Region 
Region Component Percentage (%)43 

Northern Mobile Crisis Teams 83% (5/6) 
Rural Mobile Crisis Teams 42% (5/12) 
Clark Crisis Stabilization Facilities 33% (7/21) 
Southern Crisis Stabilization Facilities 40% (2/5) 
Washoe Crisis Stabilization Facilities 50% (9/18) 

 

Three of the five regions identified Crisis Stabilization Facilities as the component to prioritize 
first. Nevada does not currently have sufficient options for crisis and sub-acute stabilization 
that meets the minimum standards or the best practice guidelines set by SAMHSA. While the 
state was assessed at the Minimal Level of implementation for all four components, the 
stakeholders in attendance during the Statewide Virtual Summit identified Crisis Stabilization 
Facilities as the top component to prioritize within the majority of the regions.  

Statewide Priority in Crisis Response 
After being presented with the results of the regional breakout sessions, participants were 
asked to choose one of the four components to prioritize the state of Nevada. 

Figure 8. Top Component to Prioritize Statewide (N=59) 

 

 
43 Percent of participants that selected this component as the one that should be prioritized in their region 
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The graph above shows that the majority (44%) chose Crisis Stabilization Facilities as the 
component to prioritize within the Crisis Care Response System for the state. Twenty-nine 
percent of respondents chose to prioritize Mobile Crisis Teams, 15 percent chose to prioritize 
Crisis Call Center Hubs, and 12 percent chose to prioritize the Essential Principles and 
Practices. This validates the regional priorities and sets a clear order of priority for the state.  

Statewide Policy Priorities in Crisis Response 
Prior to the Statewide Virtual Summit, a list of policy changes was identified based on the 
Virtual Immersion recommendations from other states, the National Guidelines, Nevada’s 
assets and gaps, and input from the Regional Behavioral Health Coordinators. The suggested 
policies were intended to help remove barriers or challenges related to implementing the 
Crisis Care Response System (CCRS). The list of policy changes fell within five major 
categories: 

 Political and Community Will 
 Quality Care 
 Quality Outcomes 
 Funding 
 Data 

From this list, participants were asked to identify the top two policies, or policy changes, 
within each category that would make the most significant difference in implementing the 
Crisis Care Response System (CCRS). The tables below summarize the responses to the policy 
changes within each category.  

The policies and policy changes within the Political and Community Will category relate to 
the outreach and engagement of regional community leaders, stakeholders, and policy 
makers. The most important policy change needed regarding Political and Community Will 
was promoting behavioral health care in Nevada as a critical public health crisis akin to the 
COVID-19 pandemic (23%), followed by creating Regional Behavioral Health Authorities for 
planning, evaluating, funding, and accountability (18%). 

Table 11. Political and Community Will 
Policy Change Number of 

Responses 
Percentage of 

Responses 
Promote behavioral health care in Nevada as a critical public 
health crisis akin to the COVID-19 pandemic.  

29/119 23% 

Create Regional Behavioral Health Authorities for planning, 
evaluating, funding, and accountability.                                                                                                                                                                                                                                                                                                                                                                   

21/119 18% 
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Policy Change Number of 
Responses 

Percentage of 
Responses 

Support continued licensing reciprocity as well as increased ability 
and utilization of telehealth post COVID-19 per the Governor’s 
Executive Order related to the public health emergency. 

20/119 17% 

Add to the Nevada statutes to allow for certified (not licensed) 
qualified mental health professional that demonstrate skills, 
knowledge, and abilities to work with clients in crisis setting and to 
provided crisis interventions for stabilization. 

19/119 16% 

Conduct outreach to ensure all stakeholders believe it can be, 
that we can do it, and are willing to work together to implement a 
CCRS. 

15/119 13% 

Establish statutory language through the legislative process to 
enforce parity for behavioral health crisis services across all eligible 
payors.  

15/119 13% 

 

Quality Care refers to policies and policy changes related to crisis response service delivery 
and fidelity. This includes both the components within the CCRS and the infrastructure 
needed to support the components of the system. Participants selected both adopting a 
zero-refusal policy with navigation throughout the CCRS (25%) and developing MOUs within 
the CCRS to facilitate warm handoffs and transitions of care both up and down the 
continuum (25%) as the top two policy changes needed related to Quality Care. 

Table 12. Quality Care 
Policy Change Number of 

Responses 
Percentage of 

Responses 
Adopt a zero-refusal policy with navigation throughout the CCRS. 31/122 25% 
Develop MOUs within the CCRS to facilitate warm handoffs and 
transitions of care both up and down the continuum. 

31/122 25% 

Incorporate peers into all components of the CCRS. 22/122 19% 
Require implementation of National Guidelines for CCRS in 
behavioral health contracts including Zero Suicide, regardless of 
payor.  

20/122 16% 

Adopt technology to ensure transparent assessment and referral to 
the most appropriate level of care.  

18/122 15% 

 

The Quality Outcomes category refers to the processes in place that ensure the efficiency, 
effectiveness, and continuous quality improvement of all components of the CCRS. 
Participants identified the top two policy changes needed related to Quality Outcomes 
were to ensure a continuous refinement process is in place for the components of the CCRS, 
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based on outcomes, utilization, and those who have used the system (both guests and 
providers)(31%), and require participation by CCRS providers in OpenBeds (26%). 

Table 13. Quality Outcomes 
Policy Change Number of 

Responses 
Percentage of 

Responses 
Ensure a continuous refinement process is in place for the 
components of the CCRS, based on outcomes, utilization, and 
those who have used the system (both guests and providers).  

37/121 31% 

Require participation by CCRS providers in OpenBeds.  32/121 26% 
Require participation in the Health Information Exchange (HIE) by 
CCRS providers. 

23/121 19% 

Require certification, licensure, and/or accreditation for CCRS 
providers.  

22/121 18% 

Establish oversight of CCRS components and contracts. 7/121 6% 
 

The policies and policy changes involving funding include topics such as Medicaid funds for 
crisis response, and provider incentives and reimbursements. The top two policy priorities 
identified related to funding for crisis response in Nevada were promoting braiding of 
federal, county, state, private, and Medicaid funds to fund the CCRS (32%) and ensuring 
sufficient funding for sustainability and growth for the Crisis Call Line (25%). 

Table 14. Funding 
Policy Change Number of 

Responses 
Percentage of 

Responses 
Promote braiding of federal, county, state, private, and Medicaid 
funds to fund the CCRS.  

38/118 32% 

Ensure sufficient funding for sustainability and growth for the Crisis 
Call Line. 

29/118 25% 

Implement reimbursement structure that will incentivize providers to 
participate in the CCRS. 

28/118 24% 

Require providers to support and facilitate Medicaid enrollment for 
eligible beneficiaries entering the CCRS. 

16/118 13% 

Link CCRS reimbursement for services or payment to data 
reporting. 

7/118 6% 

 

Many criteria in the Crisis Now Scoring Tools completed in each region related to data 
availability, collection, and management. Participants selected establishing a standardized 
data set to be collected and reported by CCRS component (26%) and collecting data on 
cost savings from the CCRS related to diversion from emergency departments and jails (25%) 
as the top two policy priorities related to data. 
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Table 15. Data 
Policy Change Number of 

Responses 
Percentage of 

Responses 
Establish standardized data set to be collected and reported by 
CCRS component. 

31/120 26% 

Collect data on cost savings from the CCRS related to diversion 
from emergency departments and jails. 

30/120 25% 

Utilize data dashboards within OpenBeds to promote 
transparency.  

27/120 23% 

Develop required MOUs for data sharing to facilitate program 
evaluation.  

23/120 19% 

Establish a data governance authority for oversight of the CCRS. 9/120 7% 

Next Steps 
The Statewide Virtual Summit concluded with a presentation by Dawn Yohey, Clinical 
Program Planner III with the Nevada Department of Public and Behavioral Health. Ms. Yohey 
presented on the current state of crisis response efforts in Nevada. She noted that due to 
COVID-19 and the shelter-in-place order, this Statewide Virtual Summit and the preceding 
webinar series was able to reach many stakeholders throughout the entire state. The level of 
engagement throughout the entire series was very high, and everyone that participated has 
been extremely passionate about improving crisis response and developing a coordinated 
Crisis Care Response System.  

Ms. Yohey noted the work that is still needed in Nevada, stating that the majority of 
individuals that require or are pending admission to inpatient care in Nevada are uninsured, 
and it is integral to build a system that is responsive and sensitive to the needs of those that 
require these services.  

A cohesive system should include a fully equipped Crisis Call Center Hub, 24/7 Mobile Crisis 
Teams available throughout the entire state, Crisis Stabilization Facilities that are comfortable 
and include peer staffing, and the ability to schedule using the OpenBeds platform to secure 
a bed for those in crisis. The state and regions can both continue to plan and strategize 
policy and financing changes that are needed to build a Crisis Care Response System.  

With COVID-19 there is an increased use of and implications for tele-health and tele-
medicine programs. These opportunities could be explored as part of the policy and 
financing changes that will be needed to implement the CCRS. Finally, one of the greatest 
challenges Nevada currently faces is the lack of partnerships with mental health service 
leaders and agencies to engage both traditional and nontraditional partners in creating a 
Crisis Care Response System and continue the dialogue that has been taking place 
throughout the state regarding crisis response. Ms. Yohey shared a draft vision for the CCRS. 
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“Caring communities engaged with practices and principles to envelope the 
Crisis Care Response System.” 

-Misty Vaughan Allen, State Suicide Prevention Coordinator- DPBH 

Ms. Yohey stated that the Essential Principles and Practices in a Crisis Care Response System 
serve as the backbone for the Crisis Care Response System, encompassing the training, 
support, and orientation needed to provide quality care to those in crisis.  

She indicated that the Statewide Assets and Gaps Report and the regional reporting 
documentation will be shared with the Regional Behavioral Health Policy Boards, as they 
understand how to best move forward with strategizing and planning based on the unique 
feedback this Virtual Statewide Summit and webinar series has provided regarding the assets 
and gaps that exist within each region.  

In a call to action for Nevada, stakeholders can work both regionally and at the state level 
on five key elements as the state moves forward:  

 Foster political will within the five regions. 
 Lift and support leaders in communities to be a part of the new crisis response system. 
 Educate key stakeholders on the role and significance of crisis response services. 
 Promote and advocate for policies that will improve the Crisis Care Response System. 
 Evaluate the programming that is already in place to ensure quality and consistency in 

services and service delivery. 

“Let’s look for the low hanging fruit in each region, but also set and reach for 
longer term goals that will need more support and infrastructure. A starting 

place could be to think about these five things and use them as a framework 
for action. We at the state will do the same, in partnership with all of you. 

Together we can make this system a reality in Nevada.”  
-Dawn Yohey, Clinical Program Planner III-DPBH 
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Appendix A: Statewide Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

# of Regions 
that met this 

Criteria 

Level 1 (Minimal) # of Regions 
that met this 

Criteria 

Level 2 (Basic) # of Regions 
that met this 

Criteria 

Level 3 
(Progressing) 

# of Regions 
that met this 

Criteria 

Level 4 (Close) # of Regions 
that met this 

Criteria 

Level 5 (Full) 

 

 4/5 
Mobile Teams are in 
Place for Part of the 
Region 

 

2/5 

 
Meets Level 1 Criteria  

0/5 

 
Meets Level 2 Criteria  

0/5 

 
Meets Level 3 Criteria  

0/5 

 
Meets Level 4 Criteria 

 

3/5 

Mobile Teams are 
Operating at 
Least 8 hours Per Day 
in at least part of the 
region 

 

1/5 

Mobile Teams are 
Available 
Throughout the Region at 
Least 8 hours Per Day 

 

1/5 

Mobile Teams are 
Available 
Throughout the Region at 
Least 16 hours Per Day 

 

0/5 

Formal Data Sharing in 
Place 
Between Mobile Teams 
and All Crisis Providers 

 

0/5 

Real-Time 
Performance 
Outcomes Dashboards 
Throughout Crisis 
System 

 

2/5 

Mobile Teams Respond 
to Calls 
Within 2 Hours Where 
in Operation 

 

1/5 

Mobile Teams Respond to 
Calls 
Within 2 Hours 
Throughout the Region 

 

1/5 

Mobile Teams Respond 
to Calls 
Within 1.5 Hours 
Throughout the Region 

 

1/5 

Mobile Teams Respond 
to Calls 
Within 1 Hour 
Throughout the Region 

 

0/5 
GPS-Enabled Mobile 
Team Dispatch by 
Crisis Line 

 

4/5 

Mobile Teams 
Complete 
Community-Based 
Assessments 

 

2/5 

Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

3/5 

Directly Connect to 
Facility- 
Based Crisis Providers as 
Needed 

 

1/5 

Support Diversion 
Through 
Services to Resolve 
Crisis with Rate Over 
60% 

 

0/5 

Support Diversion 
Through 
Services to Resolve 
Crisis with Rate Over 
75% 

 

4/5 

Mobile Teams Connect 
to 
Additional Crisis 
Services as Needed 

 

3/5 

Staff Trained in Zero 
Suicide / 
Suicide Safer Care and BH 
Services 

 

1/5 
Some Mobile Team 
Access to Person Specific 
Health Data 

 

1/5 

Mobile Teams Receive 
Electronic Access to 
Some Health 
Information 

 

0/5 

 
All Mobile Teams 
Include Peers 

  
 

1/5 
Shared MOUs / Protocols 
with Call Center Hub 

 

1/5 

Shared MOUs / 
Protocols with 
Call Center and Crisis 
Facility- Based Providers 

 

1/5 
Shares Documentation 
of Crisis with Providers 

 

1/5 
Shared Status 
Disposition of Intensive 
Referrals 

  
 

4/5 
Priority Focus on Safety / 
Security 

 

3/5 
Trauma-Informed 
Recovery Model Applied 

 

0/5 
Some Peer Staffing 
within Mobile Teams 

 

2/5 

Meets Person 
Wherever They 
Are - Home/Park/ 
Street / Shelter etc. 

      
 

2/5 
Systematic Suicide 
Screening and Safety 
Planning 

 

0/5 
Real-Time Access to 
Electronic Health 
Records 

        
 

1/5 
Suicide Care Best 
Practices That Include 
Follow-up Support 

        
 

0/5 

Full Implementation of 
all 4 
Crisis Now Modern 
Principles (Required) 
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Crisis Now Scoring Tool (Call Center Hub) 
# of Regions 
that met this 

Criteria 

Level 1 (Minimal) # of Regions 
that met this 

Criteria 

Level 2 (Basic) # of Regions 
that met this 

Criteria 

Level 3 (Progressing) # of Regions 
that met this 

Criteria 

Level 4 (Close) # of Regions 
that met this 

Criteria 

Level 5 (Full) 

 
4/5 

 
Call Center Exists 

 
4/5 

 
Meets Level 1 Criteria 

 
1/5 

 
Meets Level 2 Criteria 

 
0/5 

 
Meets Level 3 Criteria 

 

0/5 
 
Meets Level 4 Criteria 

 
4/5 

24/7 Call Center in 
Place to Receive BH 
Crisis Calls 

 
3/5 

Locally operated 24/7 
Call Center in Place to 
Receive Calls 

 
1/5 

Hub for Effective 
Deployment of Mobile 
Teams 

 
0/5 

Formal Data Sharing in 
Place Between Crisis 
Providers 

 

0/5 

Integrated Data that 
Offers 
Real-Time Air Traffic 
Control (Valve Mgmt) 
Functioning 

 
4/5 

Answer Calls Within 30 
Seconds 

 
1/5 

Answer Calls Within 25 
Seconds 

 
1/5 

Answer Calls Within 20 
Seconds 

 
0/5 

Answer Calls Within 
15 Seconds 

 

0/5 
GPS-Enabled Mobile 
Team Dispatch by Crisis 
Line 

 
4/5 

Cold Referral to 
Community 
Resources or Better 
Connection to Care 

 
3/5 

Warm Hand-off to BH 
Crisis Providers 

 
1/5 

Directly Connects to 
Facility- Based Crisis 
Providers 

 
0/5 

Coordinates Access to 
Available Crisis Beds  

0/5 

Shared Bed Inventory 
and 
Connection to 
Available Crisis and 
Acute Beds 

 
4/5 

Meets NSPL Standards 
and 
Participates in National 
Network 

 
4/5 

Staff Trained in Zero 
Suicide / 
Suicide Safer Care and 
BH Services 

 
1/5 

URAC Call Center or 
Similar Accreditation 

 
0/5 

Single Point of Crisis 
Contact for the Region  

0/5 

24/7 Outpatient 
Scheduling 
with Same Day 
Appointment 
Availability 

   
2/5 

Call Abandonment Rate 
Under 20% 

 
0/5 

Call Abandonment Rate 
Under 15% 

 
0/5 

Call Abandonment 
Rate Under 10% 

 

0/5 
Call Abandonment Rate 
Under 5% 

   
2/5 

Shared MOUs / 
Protocols with Crisis 
Providers 

 
1/5 

Some Call Center 
Access to Person-
Specific Health Data 

 
0/5 

Some Access to Person 
Specific Data for All 
Crisis Providers 

 

0/5 

Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis 
System 

   
3/5 

Priority Focus on Safety / 
Security 

 
0/5 

Some Peer Staffing within 
Call Center 

 
0/5 

Shares 
Documentation of 
Crisis with Providers 

 

0/5 
Shared Status 
Disposition of Intensive 
Referrals 

       
0/5 

Peer Option Made 
Available to All Callers 
Based on Need 

 

0/5 
Trauma-Informed 
Recovery Model 
Applied 

       
2/5 

Systematic Suicide 
Screening and Safety 
Planning 

 

2/5 
Suicide Care Best 
Practices That Include 
Follow-up Support 
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0/5 

Full Implementation of 
all 4 
Crisis Now Modern 
Principles (Required) 
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

# of Regions 
that met this 

Criteria 

Level 1 (Minimal) # of Regions 
that met this 

Criteria 

Level 2 (Basic) # of Regions 
that met this 

Criteria 

Level 3 (Progressing) # of Regions 
that met this 

Criteria 

Level 4 (Close) # of Regions 
that met this 

Criteria 

Level 5 (Full) 

 
3/5 

Sub-Acute Stabilization 
is in Place for Part of 
the Region 

 
3/5 

 
Meets Level 1 Criteria 

 
2/5 

 
Meets Level 2 Criteria 

 
1/5 

 
Meets Level 3 Criteria 

 

0/5 

 
Meets Level 4 Criteria 

 
4/5 

Have 24/7 Access to 
Psychiatrists or 
Master's Level 
Clinicians 

 
3/5 

Some Form of Facility-
Based 
Crisis is Available 
Throughout the Region 

 
1/5 

Crisis Beds / Chairs 
Available at 
a Ratio of at Least 3 per 
100,000 Census 

 
0/5 

Formal Data Sharing 
with Sub- 
Acute Stabilization 
and All Crisis 
Providers 

 

0/5 

Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis 
System 

 
4/5 

In Counties with Sub-
Acute 
Stabilization, at Least 1 
Bed / Chair per 100,000 
Census 

 
3/5 

Crisis Beds / Chairs 
Available at 
a Ratio of at Least 2 per 
100,000 Census 

 
1/5 

Offers Crisis Stabilization / 
Observation Chairs as 
well as Sub-Acute / 
Residential 

 
1/5 

Crisis Beds / Chairs 
Available at 
a Ratio of at Least 4 
per 100,000 Census 

 

1/5 

Crisis Beds / Chairs 
Available at 
a Ratio of at Least 5 per 
100,000 Census 

   
2/5 

Shared MOUs / 
Protocols with Other 
Crisis Providers 

 
2/5 

Multiple Providers 
Offering Facility-Based 
Crisis Services 

 
0/5 

Support Diversion 
From Acute Inpatient 
at Rate Over 60% 

 

0/5 
Support Diversion From 
Acute Inpatient at Rate 
Over 70% 

   
2/5 

Staff Trained in Zero 
Suicide / 
Suicide Safer Care and 
BH Services 

 
1/5 

Some Crisis Facility Access 
to Person Specific Health 
Data 

 
0/5 

Incorporates Crisis 
Respite 
Services into the 
Facility-Based Crisis 
Continuum 

 

0/5 

No Refusal to First 
Responder 
Drop offs as Primary 
Service Location 

   
4/5 

Priority Focus on Safety / 
Security 

 
2/5 

Trauma-Informed Recovery 
Model Applied 

 
0/5 

Operates in a Home-
Like Environment 

 

0/5 
Bed Inventory and 
Referral Centralized 
Through Crisis Line 

     
3/5 

Direct Law Enforcement 
Drop- Offs Accepted 

 
2/5 

Systematic Suicide 
Screening and Safety 
Planning 

 

1/5 
Suicide Care Best 
Practices That Include 
Follow-up Support 

     
2/5 

Least Restrictive 
Intervention and No 
Force First Model 

 
2/5 

Some Peer Staffing 
within the Crisis 
Facility 

 

0/5 
Utilize Peers as Integral 
Staff Members 

       
1/5 

Sub-Acute 
Stabilization Receive 
Electronic Access to 
Some Health 
Information 

 

1/5 

Shared Status 
Disposition of Intensive 
Referrals 

       
1/5 

Shares 
Documentation of 
Crisis with Providers 

 

1/5 
Law Enforcement Drop-
Off Time Less Than 10 
Minutes 
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0/5 

Full Implementation of 
all 4 
Crisis Now Modern 
Principles (Required) 

 

 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score 1 

Summary Notes: The majority of the regions that were able to provide scores fulfill the elements outlined within 
the Minimal level of crisis response. While there are many assets found at higher levels of the Crisis Now Scoring 
Tool levels, there is still a need for infrastructure, resources, and coordination to develop an efficient Crisis Care 
Response System.   

Mobile Outreach Score 1 

 
Sub-Acute Stabilization Score 1 

 
Crisis Now System Score 1 

 
Overall Crisis Now Score 1 

 

 

 

Crisis Now Scoring Tool (Crisis Now System) 
# of Regions 
that met this 

Criteria 

Level 1 (Minimal) # of Regions 
that met this 

Criteria 

Level 2 (Basic) # of Regions 
that met this 

Criteria 

Level 3 (Progressing) # of Regions 
that met this 

Criteria 

Level 4 (Close) # of Regions 
that met this 

Criteria 

Level 5 (Full) 

 
3/5 

System Includes at 
Least Level 
1 Implementation in All 
Areas of Crisis Now 

 
1/5 

System Includes at Least 
Level 
2 Implementation in All 
Areas of Crisis Now 

 
1/5 

 
Meets Level 2 Criteria 

 
0/5 

System Includes at 
Least Level 
3 Implementation in 
All Areas of Crisis Now 

 

0/5 

System Includes at 
Least Level 
3 Implementation in 
All Areas of Crisis 
Now 

 
4/5 

Some Implementation 
of at 
Least 2 Crisis Now 
Modern Principles 

 
2/5 

Some Implementation of 
at 
Least 3 Crisis Now 
Modern Principles 

 
2/5 

Some Implementation of 
all 4 Crisis Now Modern 
Principles 

 
0/5 

Substantial 
Implementation of 
all 4 Crisis Now 
Modern Principles 

 

0/5 
Full Implementation 
of all 4 Crisis Now 
Modern Principles 
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Appendix B: Northern Region Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Mobile Outreach 

 

 

 

 Mobile Teams are in Place for 
Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Mobile Teams are Operating at 
Least 8 hours Per Day in at 
least part of the region 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 8 hours Per Day 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 16 hours Per Day 

 

 
Formal Data Sharing in Place 
Between Mobile Teams and 
All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
Mobile Teams Respond to Calls 
Within 2 Hours Where in 
Operation 

 

 
Mobile Teams Respond to 
Calls 
Within 2 Hours Throughout 
the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1.5 Hours 
Throughout the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1 Hour Throughout 
the Region 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Mobile Teams Complete 
Community-Based 
Assessments 

 

 
Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

 
Directly Connect to Facility- 
Based Crisis Providers as 
Needed 

 

 
Support Diversion Through 
Services to Resolve Crisis with 
Rate Over 60% 

 

 
Support Diversion Through 
Services to Resolve Crisis 
with Rate Over 75% 

 

 
Mobile Teams Connect to 
Additional Crisis Services as 
Needed 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Mobile Team Access 
to Person Specific Health 
Data 

 

 
Mobile Teams Receive 
Electronic Access to Some 
Health Information 

 

 
 
All Mobile Teams Include 
Peers 

   

 
Shared MOUs / Protocols 
with Call Center Hub 

 

 
Shared MOUs / Protocols 
with 
Call Center and Crisis 
Facility- Based Providers 

 

 
Shares Documentation of 
Crisis with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

   

 Priority Focus on Safety / 
Security 

 

 Trauma-Informed Recovery 
Model Applied 

 

 
Some Peer Staffing within 
Mobile Teams 

 

 
Meets Person Wherever 
They 
Are - Home/Park/ Street / 
Shelter etc. 

       

 Systematic Suicide Screening 
and Safety Planning 

 

 
Real-Time Access to 
Electronic Health Records 

         

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

         

 
Full Implementation of all 4 
Crisis Now Modern 
Principles (Required) 

Assessed Level = <1 Justification of Rating: While some elements of Mobile Crisis Response are present in the Northern Region, they 
are at the Minimal level. 
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Crisis Now Scoring Tool (Call Center Hub) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Call Center 
Hub 

 
 

 

 
 
Call Center Exists 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 24/7 Call Center in Place to 
Receive BH Crisis Calls 

 

 Locally operated 24/7 Call 
Center in Place to Receive Calls 

 

 
Hub for Effective Deployment 
of Mobile Teams 

 

 
Formal Data Sharing in Place 
Between Crisis Providers 

 

 
Integrated Data that Offers 
Real-Time Air Traffic Control 
(Valve Mgmt) Functioning 

 

 Answer Calls Within 30 
Seconds 

 

 
Answer Calls Within 25 
Seconds 

 

 
Answer Calls Within 20 
Seconds 

 

 
Answer Calls Within 15 
Seconds 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Cold Referral to Community 
Resources or Better 
Connection to Care 

 

 Warm Hand-off to BH Crisis 
Providers 

 

 
Directly Connects to Facility- 
Based Crisis Providers 

 

 
Coordinates Access to 
Available Crisis Beds 

 

 
Shared Bed Inventory and 
Connection to Available Crisis 
and Acute Beds 

 

 
Meets NSPL Standards and 
Participates in National 
Network 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
URAC Call Center or Similar 
Accreditation 

 

 
Single Point of Crisis Contact 
for the Region 

 

 
24/7 Outpatient Scheduling 
with Same Day Appointment 
Availability 

   

 
Call Abandonment Rate Under 
20% 

 

 
Call Abandonment Rate Under 
15% 

 

 
Call Abandonment Rate Under 
10% 

 

 
Call Abandonment Rate Under 
5% 

   

 
Shared MOUs / Protocols with 
Crisis Providers 

 

 
Some Call Center Access to 
Person-Specific Health Data 

 

 
Some Access to Person Specific 
Data for All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

   

 
Priority Focus on Safety / 
Security 

 

 
Some Peer Staffing within Call 
Center 

 

 
Shares Documentation of Crisis 
with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Peer Option Made Available to 
All Callers Based on Need 

 

 
Trauma-Informed Recovery 
Model Applied 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up Support 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 1 Justification of Rating: While some elements of Call Center Hubs are present in the Northern Region, they are at the 
Minimal level. 
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Sub-Acute 
Stabilization 

 

 

 

 Sub-Acute Stabilization is in 
Place for Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Have 24/7 Access to 
Psychiatrists or Master's Level 
Clinicians 

 

 
Some Form of Facility-Based 
Crisis is Available Throughout 
the Region 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 3 per 
100,000 Census 

 

 
Formal Data Sharing with 
Sub- 
Acute Stabilization and All 
Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
In Counties with Sub-Acute 
Stabilization, at Least 1 Bed / 
Chair per 100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 2 per 
100,000 Census 

 

 
Offers Crisis Stabilization / 
Observation Chairs as well 
as Sub-Acute / Residential 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 4 per 
100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 5 per 
100,000 Census 

   

 
Shared MOUs / Protocols 
with Other Crisis Providers 

 

 Multiple Providers 
Offering Facility-Based 
Crisis Services 

 

 
Support Diversion From Acute 
Inpatient at Rate Over 60% 

 

 
Support Diversion From 
Acute Inpatient at Rate Over 
70% 

   

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Crisis Facility Access to 
Person Specific Health Data 

 

 
Incorporates Crisis Respite 
Services into the Facility-
Based Crisis Continuum 

 

 
No Refusal to First Responder 
Drop offs as Primary Service 
Location 

   

 Priority Focus on Safety / 
Security 

 

 Trauma-Informed Recovery 
Model Applied 

 

 
Operates in a Home-Like 
Environment 

 

 
Bed Inventory and Referral 
Centralized Through Crisis 
Line 

     

 Direct Law Enforcement 
Drop- Offs Accepted 

 

 Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

     

 Least Restrictive 
Intervention and No Force 
First Model 

 

 Some Peer Staffing within the 
Crisis Facility 

 

 
Utilize Peers as Integral Staff 
Members 

       

 
Sub-Acute Stabilization 
Receive 
Electronic Access to Some 
Health Information 

 

 Shared Status Disposition of 
Intensive Referrals 

       

 
Shares Documentation of 
Crisis with Providers 

 

 Law Enforcement Drop-Off 
Time Less Than 10 Minutes 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 1 Justification of Rating: While some elements of Crisis Stabilization are present in the Northern Region, they are at the 
Minimal level. 
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Crisis Now Scoring Tool (Crisis Now System) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Crisis Now System 

 

 

 

 
System Includes at Least Level 
1 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least Level 
2 Implementation in All Areas 
of Crisis Now 

 

 
 
Meets Level 2 Criteria 

 

 
System Includes at Least Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least 
Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
Some Implementation of at 
Least 2 Crisis Now Modern 
Principles 

 

 
Some Implementation of at 
Least 3 Crisis Now Modern 
Principles 

 

 
Some Implementation of all 
4 Crisis Now Modern 
Principles 

 

 
Substantial Implementation 
of 
all 4 Crisis Now Modern 
Principles 

 

 
Full Implementation of all 4 
Crisis Now Modern Principles 

The 4 Crisis Now Modern 
Principles Are: 

 
1 

Priority Focus on Safety / 
Security 

 
2 

Suicide Care Best Practices 
(Systematic Screening, 
Safety Planning and Follow-
Up) 

 
3 

Trauma-Informed 
Recovery Model 

 
4 

 
Significant Role of Peers 

Assessed Level = 1 Justification of Rating: While some elements of the essential practices are present in the Northern Region, they are 
at the Minimal level. 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score= 1 

Summary Notes: Across the board, the Northern Region is at a Minimal level for crisis response. 

 
Mobile Outreach Score= <1 

 
Sub-Acute Stabilization Score= 1 

 
Crisis Now System Score= 1 

 
Overall Crisis Now Score= 1 
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Appendix C: Washoe Region Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Mobile Outreach 

 

 

 

 Mobile Teams are in Place for 
Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Mobile Teams are Operating at 
Least 8 hours Per Day in at 
least part of the region 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 8 hours Per Day 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 16 hours Per Day 

 

 
Formal Data Sharing in Place 
Between Mobile Teams and 
All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
Mobile Teams Respond to Calls 
Within 2 Hours Where in 
Operation 

 

 
Mobile Teams Respond to 
Calls 
Within 2 Hours Throughout 
the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1.5 Hours 
Throughout the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1 Hour Throughout 
the Region 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Mobile Teams Complete 
Community-Based 
Assessments 

 

 
Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

 
Directly Connect to Facility- 
Based Crisis Providers as 
Needed 

 

 
Support Diversion Through 
Services to Resolve Crisis with 
Rate Over 60% 

 

 
Support Diversion Through 
Services to Resolve Crisis 
with Rate Over 75% 

 

 
Mobile Teams Connect to 
Additional Crisis Services as 
Needed 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 Some Mobile Team Access 
to Person Specific Health 
Data 

 

 
Mobile Teams Receive 
Electronic Access to Some 
Health Information 

 

 
 
All Mobile Teams Include 
Peers 

   

 
Shared MOUs / Protocols 
with Call Center Hub* 

 

 
Shared MOUs / Protocols 
with 
Call Center and Crisis 
Facility- Based Providers* 

 

 Shares Documentation of 
Crisis with Providers 

 

 Shared Status Disposition of 
Intensive Referrals 

   

 Priority Focus on Safety / 
Security 

 

 Trauma-Informed Recovery 
Model Applied 

 

 
Some Peer Staffing within 
Mobile Teams 

 

 
Meets Person Wherever 
They 
Are - Home/Park/ Street / 
Shelter etc. 

       

 Systematic Suicide Screening 
and Safety Planning 

 

 
Real-Time Access to 
Electronic Health Records 

         

 Suicide Care Best Practices 
That Include Follow-up 
Support 

         

 
Full Implementation of all 4 
Crisis Now Modern 
Principles (Required) 

Assessed Level = 1 Justification of Rating: The Washoe Region meets many criteria for Mobile Outreach and are at the Minimal level. 
 
* It should be noted that while formal MOUs and protocols with the Call Center Hub are not in place there are 
informal communication agreements and plans for future formal MOUs.  
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Crisis Now Scoring Tool (Call Center Hub) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Call Center 
Hub 

 
 

 

 
 
Call Center Exists 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 24/7 Call Center in Place to 
Receive BH Crisis Calls 

 

 Locally operated 24/7 Call 
Center in Place to Receive Calls 

 

 Hub for Effective 
Deployment of Mobile 
Teams 

 

 
Formal Data Sharing in Place 
Between Crisis Providers 

 

 
Integrated Data that Offers 
Real-Time Air Traffic Control 
(Valve Mgmt) Functioning 

 

 Answer Calls Within 30 
Seconds 

 

 
Answer Calls Within 25 
Seconds 

 

 
Answer Calls Within 20 
Seconds 

 

 
Answer Calls Within 15 
Seconds 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Cold Referral to Community 
Resources or Better 
Connection to Care 

 

 Warm Hand-off to BH Crisis 
Providers 

 

 
Directly Connects to 
Facility- Based Crisis 
Providers 

 

 
Coordinates Access to 
Available Crisis Beds 

 

 
Shared Bed Inventory and 
Connection to Available Crisis 
and Acute Beds 

 

 
Meets NSPL Standards and 
Participates in National 
Network 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
URAC Call Center or Similar 
Accreditation 

 

 
Single Point of Crisis Contact 
for the Region 

 

 
24/7 Outpatient Scheduling 
with Same Day Appointment 
Availability 

   

 Call Abandonment Rate Under 
20% 

 

 
Call Abandonment Rate 
Under 15% 

 

 
Call Abandonment Rate Under 
10% 

 

 
Call Abandonment Rate Under 
5% 

   

 Shared MOUs / Protocols with 
Crisis Providers* 

 

 Some Call Center Access to 
Person-Specific Health 
Data 

 

 
Some Access to Person Specific 
Data for All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

   

 Priority Focus on Safety / 
Security 

 

 
Some Peer Staffing within Call 
Center 

 

 
Shares Documentation of Crisis 
with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Peer Option Made Available to 
All Callers Based on Need 

 

 
Trauma-Informed Recovery 
Model Applied 

       

 Systematic Suicide Screening 
and Safety Planning 

 

 Suicide Care Best Practices 
That Include Follow-up Support 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 1 Justification of Rating: There are many elements of a Crisis Call Center Hub in the Washoe Region, but there could 
be more services and a greater reach throughout the region. They are at the Basic level. 
 
* It should be noted that while formal MOUs and protocols with crisis provider are not in place there are informal 
communication agreements and plans for future formal MOUs. 
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Sub-Acute 
Stabilization 

 

 

 

 Sub-Acute Stabilization is in 
Place for Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Have 24/7 Access to 
Psychiatrists or Master's Level 
Clinicians 

 

 
Some Form of Facility-Based 
Crisis is Available Throughout 
the Region 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 3 per 
100,000 Census 

 

 
Formal Data Sharing with 
Sub- 
Acute Stabilization and All 
Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
In Counties with Sub-Acute 
Stabilization, at Least 1 Bed / 
Chair per 100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 2 per 
100,000 Census 

 

 
Offers Crisis Stabilization / 
Observation Chairs as well 
as Sub-Acute / Residential 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 4 per 
100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 5 per 
100,000 Census 

   

 Shared MOUs / Protocols 
with Other Crisis Providers 

 

 Multiple Providers 
Offering Facility-Based 
Crisis Services 

 

 
Support Diversion From Acute 
Inpatient at Rate Over 60% 

 

 
Support Diversion From 
Acute Inpatient at Rate Over 
70% 

   

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 Some Crisis Facility Access to 
Person Specific Health Data 

 

 
Incorporates Crisis Respite 
Services into the Facility-
Based Crisis Continuum 

 

 
No Refusal to First Responder 
Drop offs as Primary Service 
Location 

   

 Priority Focus on Safety / 
Security 

 

 Trauma-Informed Recovery 
Model Applied 

 

 
Operates in a Home-Like 
Environment 

 

 
Bed Inventory and Referral 
Centralized Through Crisis 
Line 

     

 Direct Law Enforcement 
Drop- Offs Accepted 

 

 Systematic Suicide Screening 
and Safety Planning 

 

 Suicide Care Best Practices 
That Include Follow-up 
Support 

     

 Least Restrictive 
Intervention and No Force 
First Model 

 

 Some Peer Staffing within the 
Crisis Facility 

 

 
Utilize Peers as Integral Staff 
Members 

       

 
Sub-Acute Stabilization 
Receive 
Electronic Access to Some 
Health Information 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 Shares Documentation of 
Crisis with Providers 

 

 
Law Enforcement Drop-Off 
Time Less Than 10 Minutes 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 3 Justification of Rating: The Washoe Region is at the Progressing level for Crisis Stabilization services. 
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Crisis Now Scoring Tool (Crisis Now System) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Crisis Now System 

 

 

 

 
System Includes at Least Level 
1 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least Level 
2 Implementation in All Areas 
of Crisis Now 

 

 
 
Meets Level 2 Criteria 

 

 
System Includes at Least Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least 
Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
Some Implementation of at 
Least 2 Crisis Now Modern 
Principles 

 

 
Some Implementation of at 
Least 3 Crisis Now Modern 
Principles 

 

 Some Implementation of all 
4 Crisis Now Modern 
Principles 

 

 
Substantial Implementation 
of 
all 4 Crisis Now Modern 
Principles 

 

 
Full Implementation of all 4 
Crisis Now Modern Principles 

The 4 Crisis Now Modern 
Principles Are: 

 
1 

Priority Focus on Safety / 
Security 

 
2 

Suicide Care Best Practices 
(Systematic Screening, 
Safety Planning and Follow-
Up) 

 
3 

Trauma-Informed 
Recovery Model 

 
4 

 
Significant Role of Peers 

Assessed Level = 3 Justification of Rating: The Washoe Region is at the Progressing level for implementation of the basic principles and 
practices of the Crisis Now model. 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score= 1 

Summary Notes: Across the board, there are many resources and services coordinated throughout the region. For 
this reason, they have scored between the Basic and Progressing levels for crisis response.  

 
Mobile Outreach Score= 1 

 
Sub-Acute Stabilization Score= 3 

 
Crisis Now System Score= 3  

 
Overall Crisis Now Score= 2 
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Appendix D: Rural Region Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Mobile Outreach 

 

 

 

 Mobile Teams are in Place for 
Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Mobile Teams are Operating at 
Least 8 hours Per Day in at 
least part of the region 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 8 hours Per Day 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 16 hours Per Day 

 

 
Formal Data Sharing in Place 
Between Mobile Teams and 
All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
Mobile Teams Respond to Calls 
Within 2 Hours Where in 
Operation 

 

 
Mobile Teams Respond to 
Calls 
Within 2 Hours Throughout 
the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1.5 Hours 
Throughout the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1 Hour Throughout 
the Region 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Mobile Teams Complete 
Community-Based 
Assessments 

 

 
Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

 
Directly Connect to Facility- 
Based Crisis Providers as 
Needed 

 

 
Support Diversion Through 
Services to Resolve Crisis with 
Rate Over 60% 

 

 
Support Diversion Through 
Services to Resolve Crisis 
with Rate Over 75% 

 

 
Mobile Teams Connect to 
Additional Crisis Services as 
Needed 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Mobile Team Access 
to Person Specific Health 
Data 

 

 
Mobile Teams Receive 
Electronic Access to Some 
Health Information 

 

 
 
All Mobile Teams Include 
Peers 

   

 
Shared MOUs / Protocols 
with Call Center Hub 

 

 
Shared MOUs / Protocols 
with 
Call Center and Crisis 
Facility- Based Providers 

 

 
Shares Documentation of 
Crisis with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

   

 Priority Focus on Safety / 
Security 

 

 
Trauma-Informed Recovery 
Model Applied 

 

 
Some Peer Staffing within 
Mobile Teams 

 

 
Meets Person Wherever 
They 
Are - Home/Park/ Street / 
Shelter etc. 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Real-Time Access to 
Electronic Health Records 

         

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

         

 
Full Implementation of all 4 
Crisis Now Modern 
Principles (Required) 

Assessed Level = <1 Justification of Rating: The Rural Region meets the majority of the criteria at the Minimal level but does not meet 
all criteria as responses can take longer than two hours. They are at the Below Minimal level for Mobile Outreach. 
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Crisis Now Scoring Tool (Call Center Hub) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Call Center 
Hub 

 
 

 

 
 
Call Center Exists 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 24/7 Call Center in Place to 
Receive BH Crisis Calls 

 

 
Locally operated 24/7 Call 
Center in Place to Receive Calls 

 

 
Hub for Effective Deployment 
of Mobile Teams 

 

 
Formal Data Sharing in Place 
Between Crisis Providers 

 

 
Integrated Data that Offers 
Real-Time Air Traffic Control 
(Valve Mgmt) Functioning 

 

 Answer Calls Within 30 
Seconds 

 

 
Answer Calls Within 25 
Seconds 

 

 
Answer Calls Within 20 
Seconds 

 

 
Answer Calls Within 15 
Seconds 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Cold Referral to Community 
Resources or Better 
Connection to Care 

 

 
Warm Hand-off to BH Crisis 
Providers 

 

 
Directly Connects to Facility- 
Based Crisis Providers 

 

 
Coordinates Access to 
Available Crisis Beds 

 

 
Shared Bed Inventory and 
Connection to Available Crisis 
and Acute Beds 

 

 
Meets NSPL Standards and 
Participates in National 
Network 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
URAC Call Center or Similar 
Accreditation 

 

 
Single Point of Crisis Contact 
for the Region 

 

 
24/7 Outpatient Scheduling 
with Same Day Appointment 
Availability 

   

 
Call Abandonment Rate Under 
20% 

 

 
Call Abandonment Rate Under 
15% 

 

 
Call Abandonment Rate Under 
10% 

 

 
Call Abandonment Rate Under 
5% 

   

 
Shared MOUs / Protocols with 
Crisis Providers 

 

 
Some Call Center Access to 
Person-Specific Health Data 

 

 
Some Access to Person Specific 
Data for All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

   

 Priority Focus on Safety / 
Security 

 

 
Some Peer Staffing within Call 
Center 

 

 
Shares Documentation of Crisis 
with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Peer Option Made Available to 
All Callers Based on Need 

 

 
Trauma-Informed Recovery 
Model Applied 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up Support 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 1 Justification of Rating: The Rural Region meets all criteria at the Minimal for a Crisis Call Center Hub. 
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Sub-Acute 
Stabilization 

 

 

 

 
Sub-Acute Stabilization is in 
Place for Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Have 24/7 Access to 
Psychiatrists or Master's Level 
Clinicians 

 

 
Some Form of Facility-Based 
Crisis is Available Throughout 
the Region 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 3 per 
100,000 Census 

 

 
Formal Data Sharing with 
Sub- 
Acute Stabilization and All 
Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
In Counties with Sub-Acute 
Stabilization, at Least 1 Bed / 
Chair per 100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 2 per 
100,000 Census 

 

 
Offers Crisis Stabilization / 
Observation Chairs as well 
as Sub-Acute / Residential 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 4 per 
100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 5 per 
100,000 Census 

   

 
Shared MOUs / Protocols 
with Other Crisis Providers 

 

 
Multiple Providers 
Offering Facility-Based 
Crisis Services 

 

 
Support Diversion From Acute 
Inpatient at Rate Over 60% 

 

 
Support Diversion From 
Acute Inpatient at Rate Over 
70% 

   

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Crisis Facility Access to 
Person Specific Health Data 

 

 
Incorporates Crisis Respite 
Services into the Facility-
Based Crisis Continuum 

 

 
No Refusal to First Responder 
Drop offs as Primary Service 
Location 

   

 Priority Focus on Safety / 
Security 

 

 
Trauma-Informed Recovery 
Model Applied 

 

 
Operates in a Home-Like 
Environment 

 

 
Bed Inventory and Referral 
Centralized Through Crisis 
Line 

     

 
Direct Law Enforcement 
Drop- Offs Accepted 

 

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

     

 
Least Restrictive 
Intervention and No Force 
First Model 

 

 
Some Peer Staffing within the 
Crisis Facility 

 

 
Utilize Peers as Integral Staff 
Members 

       

 
Sub-Acute Stabilization 
Receive 
Electronic Access to Some 
Health Information 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Shares Documentation of 
Crisis with Providers 

 

 
Law Enforcement Drop-Off 
Time Less Than 10 Minutes 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = <1 Justification of Rating: The Rural Region meets the majority of the criteria at the Minimal level but does not meet all 
criteria. They are at the Below Minimal level for Crisis Stabilization. 
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Crisis Now Scoring Tool (Crisis Now System) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Crisis Now System 

 

 

 

 
System Includes at Least Level 
1 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least Level 
2 Implementation in All Areas 
of Crisis Now 

 

 
 
Meets Level 2 Criteria 

 

 
System Includes at Least Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least 
Level 
3 Implementation in All Areas 
of Crisis Now 

 
 

 
Some Implementation of at 
Least 2 Crisis Now Modern 
Principles 

 

 
Some Implementation of at 
Least 3 Crisis Now Modern 
Principles 

 

 
Some Implementation of all 
4 Crisis Now Modern 
Principles 

 

 
Substantial Implementation 
of 
all 4 Crisis Now Modern 
Principles 

 

 
Full Implementation of all 4 
Crisis Now Modern Principles 

The 4 Crisis Now Modern 
Principles Are: 

 
1 

Priority Focus on Safety / 
Security 

 
2 

Suicide Care Best Practices 
(Systematic Screening, 
Safety Planning and Follow-
Up) 

 
3 

Trauma-Informed 
Recovery Model 

 
4 

 
Significant Role of Peers 

Assessed Level = <1 Justification of Rating: The Rural Region meets criteria at the Minimal level but does not meet all criteria. They are at 
the Below Minimal level for the essential principles of crisis response. 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score= 1 

Summary Notes: While there is some infrastructure in place throughout the counties that make up the Rural 
Region, overall, they are Below Minimal for crisis response. 

 
Mobile Outreach Score= <1 

 
Sub-Acute Stabilization Score= <1 

 
Crisis Now System Score= <1 

 
Overall Crisis Now Score= <1 
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Appendix E: Southern Region Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Mobile Outreach 

 

 

 

 
Mobile Teams are in Place for 
Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Mobile Teams are Operating at 
Least 8 hours Per Day in at 
least part of the region 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 8 hours Per Day 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 16 hours Per Day 

 

 
Formal Data Sharing in Place 
Between Mobile Teams and 
All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
Mobile Teams Respond to Calls 
Within 2 Hours Where in 
Operation 

 

 
Mobile Teams Respond to 
Calls 
Within 2 Hours Throughout 
the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1.5 Hours 
Throughout the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1 Hour Throughout 
the Region 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Mobile Teams Complete 
Community-Based 
Assessments 

 

 
Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

 
Directly Connect to Facility- 
Based Crisis Providers as 
Needed 

 

 
Support Diversion Through 
Services to Resolve Crisis with 
Rate Over 60% 

 

 
Support Diversion Through 
Services to Resolve Crisis 
with Rate Over 75% 

 

 
Mobile Teams Connect to 
Additional Crisis Services as 
Needed 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Mobile Team Access 
to Person Specific Health 
Data 

 

 
Mobile Teams Receive 
Electronic Access to Some 
Health Information 

 

 
 
All Mobile Teams Include 
Peers 

   

 
Shared MOUs / Protocols 
with Call Center Hub 

 

 
Shared MOUs / Protocols 
with 
Call Center and Crisis 
Facility- Based Providers 

 

 
Shares Documentation of 
Crisis with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

   

 
Priority Focus on Safety / 
Security 

 

 
Trauma-Informed Recovery 
Model Applied 

 

 
Some Peer Staffing within 
Mobile Teams 

 

 
Meets Person Wherever 
They 
Are - Home/Park/ Street / 
Shelter etc. 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Real-Time Access to 
Electronic Health Records 

         

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

         

 
Full Implementation of all 4 
Crisis Now Modern 
Principles (Required) 

Assessed Level = <1 Justification of Rating: The Southern Region does not have the infrastructure or resources in place to meet any of 
the criteria for Mobile Outreach. 
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Crisis Now Scoring Tool (Call Center Hub) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Call Center 
Hub 

 
 

 

 
 
Call Center Exists 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
24/7 Call Center in Place to 
Receive BH Crisis Calls 

 

 
Locally operated 24/7 Call 
Center in Place to Receive Calls 

 

 
Hub for Effective Deployment 
of Mobile Teams 

 

 
Formal Data Sharing in Place 
Between Crisis Providers 

 

 
Integrated Data that Offers 
Real-Time Air Traffic Control 
(Valve Mgmt) Functioning 

 

 
Answer Calls Within 30 
Seconds 

 

 
Answer Calls Within 25 
Seconds 

 

 
Answer Calls Within 20 
Seconds 

 

 
Answer Calls Within 15 
Seconds 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Cold Referral to Community 
Resources or Better 
Connection to Care 

 

 
Warm Hand-off to BH Crisis 
Providers 

 

 
Directly Connects to Facility- 
Based Crisis Providers 

 

 
Coordinates Access to 
Available Crisis Beds 

 

 
Shared Bed Inventory and 
Connection to Available Crisis 
and Acute Beds 

 

 
Meets NSPL Standards and 
Participates in National 
Network 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
URAC Call Center or Similar 
Accreditation 

 

 
Single Point of Crisis Contact 
for the Region 

 

 
24/7 Outpatient Scheduling 
with Same Day Appointment 
Availability 

   

 
Call Abandonment Rate Under 
20% 

 

 
Call Abandonment Rate Under 
15% 

 

 
Call Abandonment Rate Under 
10% 

 

 
Call Abandonment Rate Under 
5% 

   

 
Shared MOUs / Protocols with 
Crisis Providers 

 

 
Some Call Center Access to 
Person-Specific Health Data 

 

 
Some Access to Person Specific 
Data for All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

   

 
Priority Focus on Safety / 
Security 

 

 
Some Peer Staffing within Call 
Center 

 

 
Shares Documentation of Crisis 
with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Peer Option Made Available to 
All Callers Based on Need 

 

 
Trauma-Informed Recovery 
Model Applied 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up Support 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = <1 Justification of Rating: The Southern Region does not have the infrastructure or resources in place to meet any of 
the criteria for a Crisis Call Center Hub. 
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Sub-Acute 
Stabilization 

 

 

 

 
Sub-Acute Stabilization is in 
Place for Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Have 24/7 Access to 
Psychiatrists or Master's Level 
Clinicians 

 

 
Some Form of Facility-Based 
Crisis is Available Throughout 
the Region 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 3 per 
100,000 Census 

 

 
Formal Data Sharing with 
Sub- 
Acute Stabilization and All 
Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
In Counties with Sub-Acute 
Stabilization, at Least 1 Bed / 
Chair per 100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 2 per 
100,000 Census 

 

 
Offers Crisis Stabilization / 
Observation Chairs as well 
as Sub-Acute / Residential 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 4 per 
100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 5 per 
100,000 Census 

   

 
Shared MOUs / Protocols 
with Other Crisis Providers 

 

 
Multiple Providers 
Offering Facility-Based 
Crisis Services 

 

 
Support Diversion From Acute 
Inpatient at Rate Over 60% 

 

 
Support Diversion From 
Acute Inpatient at Rate Over 
70% 

   

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Crisis Facility Access to 
Person Specific Health Data 

 

 
Incorporates Crisis Respite 
Services into the Facility-
Based Crisis Continuum 

 

 
No Refusal to First Responder 
Drop offs as Primary Service 
Location 

   

 
Priority Focus on Safety / 
Security 

 

 
Trauma-Informed Recovery 
Model Applied 

 

 
Operates in a Home-Like 
Environment 

 

 
Bed Inventory and Referral 
Centralized Through Crisis 
Line 

     

 
Direct Law Enforcement 
Drop- Offs Accepted 

 

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

     

 
Least Restrictive 
Intervention and No Force 
First Model 

 

 
Some Peer Staffing within the 
Crisis Facility 

 

 
Utilize Peers as Integral Staff 
Members 

       

 
Sub-Acute Stabilization 
Receive 
Electronic Access to Some 
Health Information 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Shares Documentation of 
Crisis with Providers 

 

 
Law Enforcement Drop-Off 
Time Less Than 10 Minutes 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 
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Assessed Level = <1 Justification of Rating: The Southern Region does not have the infrastructure or resources in place to meet any of the 

criteria for Crisis Stabilization. 
 

Crisis Now Scoring Tool (Crisis Now System) 
  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Crisis Now System 

 

 

 

 
System Includes at Least Level 
1 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least Level 
2 Implementation in All Areas 
of Crisis Now 

 

 
 
Meets Level 2 Criteria 

 

 
System Includes at Least Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least 
Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
Some Implementation of at 
Least 2 Crisis Now Modern 
Principles 

 

 
Some Implementation of at 
Least 3 Crisis Now Modern 
Principles 

 

 
Some Implementation of all 
4 Crisis Now Modern 
Principles 

 

 
Substantial Implementation 
of 
all 4 Crisis Now Modern 
Principles 

 

 
Full Implementation of all 4 
Crisis Now Modern Principles 

The 4 Crisis Now Modern 
Principles Are: 

 
1 Priority Focus on Safety / 

Security 

 
2 

Suicide Care Best Practices 
(Systematic Screening, 
Safety Planning and Follow-
Up) 

 
3 Trauma-Informed 

Recovery Model 

 
4 

 
Significant Role of Peers 

Assessed Level = <1 Justification of Rating: The Southern Region does not have the infrastructure or resources in place to meet any of the 
criteria for the essential principles of crisis response. 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score= <1 

Summary Notes: While there are several assets in place in the Southern Region, they lack the necessary elements 
for a coordinated Crisis Care Response System and are Below Minimal.  

 
Mobile Outreach Score= <1 

 
Sub-Acute Stabilization Score= <1 

 
Crisis Now System Score= <1 

 
Overall Crisis Now Score= <1 
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Appendix F: Clark Region Crisis Now Scoring Tool 
Crisis Now Scoring Tool (Mobile Outreach) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Mobile Outreach 

 

 

 

 Mobile Teams are in Place for 
Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Mobile Teams are Operating at 
Least 8 hours Per Day in at 
least part of the region 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 8 hours Per Day 

 

 
Mobile Teams are Available 
Throughout the Region at 
Least 16 hours Per Day 

 

 
Formal Data Sharing in Place 
Between Mobile Teams and 
All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
Mobile Teams Respond to Calls 
Within 2 Hours Where in 
Operation 

 

 
Mobile Teams Respond to 
Calls 
Within 2 Hours Throughout 
the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1.5 Hours 
Throughout the Region 

 

 
Mobile Teams Respond to 
Calls 
Within 1 Hour Throughout 
the Region 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Mobile Teams Complete 
Community-Based 
Assessments 

 

 
Mobile Team Assessments 
include All Essential Crisis 
Now Defined Elements 

 

 
Directly Connect to Facility- 
Based Crisis Providers as 
Needed 

 

 
Support Diversion Through 
Services to Resolve Crisis with 
Rate Over 60% 

 

 
Support Diversion Through 
Services to Resolve Crisis 
with Rate Over 75% 

 

 
Mobile Teams Connect to 
Additional Crisis Services as 
Needed 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Mobile Team Access 
to Person Specific Health 
Data 

 

 
Mobile Teams Receive 
Electronic Access to Some 
Health Information 

 

 
 
All Mobile Teams Include 
Peers 

   

 Shared MOUs / Protocols 
with Call Center Hub 

 

 
Shared MOUs / Protocols 
with 
Call Center and Crisis 
Facility- Based Providers 

 

 
Shares Documentation of 
Crisis with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

   

 Priority Focus on Safety / 
Security 

 

 Trauma-Informed Recovery 
Model Applied 

 

 
Some Peer Staffing within 
Mobile Teams 

 

 
Meets Person Wherever 
They 
Are - Home/Park/ Street / 
Shelter etc. 

       

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Real-Time Access to 
Electronic Health Records 

         

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

         

 
Full Implementation of all 4 
Crisis Now Modern 
Principles (Required) 

Assessed Level = 1 Justification of Rating: The Clark Region has numerous elements in place and meets all criteria at the Minimal 
level. 
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Crisis Now Scoring Tool (Call Center Hub) 
  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Call Center 
Hub 

 
 

 

 
 
Call Center Exists 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 24/7 Call Center in Place to 
Receive BH Crisis Calls 

 

 Locally operated 24/7 Call 
Center in Place to Receive Calls 

 

 
Hub for Effective Deployment 
of Mobile Teams 

 

 
Formal Data Sharing in Place 
Between Crisis Providers 

 

 
Integrated Data that Offers 
Real-Time Air Traffic Control 
(Valve Mgmt) Functioning 

 

 Answer Calls Within 30 
Seconds 

 

 Answer Calls Within 25 
Seconds 

 

 Answer Calls Within 20 
Seconds 

 

 
Answer Calls Within 15 
Seconds 

 

 
GPS-Enabled Mobile Team 
Dispatch by Crisis Line 

 

 
Cold Referral to Community 
Resources or Better 
Connection to Care 

 

 Warm Hand-off to BH Crisis 
Providers 

 

 Directly Connects to Facility- 
Based Crisis Providers 

 

 
Coordinates Access to 
Available Crisis Beds 

 

 
Shared Bed Inventory and 
Connection to Available Crisis 
and Acute Beds 

 

 
Meets NSPL Standards and 
Participates in National 
Network 

 

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 URAC Call Center or Similar 
Accreditation 

 

 
Single Point of Crisis Contact 
for the Region 

 

 
24/7 Outpatient Scheduling 
with Same Day Appointment 
Availability 

   

 Call Abandonment Rate Under 
20% 

 

 
Call Abandonment Rate Under 
15% 

 

 
Call Abandonment Rate Under 
10% 

 

 
Call Abandonment Rate Under 
5% 

   

 Shared MOUs / Protocols with 
Crisis Providers 

 

 
Some Call Center Access to 
Person-Specific Health Data 

 

 
Some Access to Person Specific 
Data for All Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

   

 Priority Focus on Safety / 
Security 

 

 
Some Peer Staffing within Call 
Center 

 

 
Shares Documentation of Crisis 
with Providers 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Peer Option Made Available to 
All Callers Based on Need 

 

 
Trauma-Informed Recovery 
Model Applied 

       

 Systematic Suicide Screening 
and Safety Planning 

 

 Suicide Care Best Practices 
That Include Follow-up Support 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 2 Justification of Rating: The Clark Region has many elements in place for a progressing Crisis Care Response System 
and meet the Basic level for a Crisis Call Center Hub.  
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Crisis Now Scoring Tool (Sub-Acute Stabilization) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Sub-Acute 
Stabilization 

 

 

 

 Sub-Acute Stabilization is in 
Place for Part of the Region 

 

 
 
Meets Level 1 Criteria 

 

 
 
Meets Level 2 Criteria 

 

 
 
Meets Level 3 Criteria 

 

 
 
Meets Level 4 Criteria 

 

 
Have 24/7 Access to 
Psychiatrists or Master's Level 
Clinicians 

 

 
Some Form of Facility-Based 
Crisis is Available Throughout 
the Region 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 3 per 
100,000 Census 

 

 
Formal Data Sharing with 
Sub- 
Acute Stabilization and All 
Crisis Providers 

 

 
Real-Time Performance 
Outcomes Dashboards 
Throughout Crisis System 

 

 
In Counties with Sub-Acute 
Stabilization, at Least 1 Bed / 
Chair per 100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 2 per 
100,000 Census 

 

 
Offers Crisis Stabilization / 
Observation Chairs as well 
as Sub-Acute / Residential 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 4 per 
100,000 Census 

 

 
Crisis Beds / Chairs Available 
at 
a Ratio of at Least 5 per 
100,000 Census 

   

 Shared MOUs / Protocols 
with Other Crisis Providers 

 

 
Multiple Providers 
Offering Facility-Based 
Crisis Services 

 

 
Support Diversion From Acute 
Inpatient at Rate Over 60% 

 

 
Support Diversion From 
Acute Inpatient at Rate Over 
70% 

   

 
Staff Trained in Zero Suicide / 
Suicide Safer Care and BH 
Services 

 

 
Some Crisis Facility Access to 
Person Specific Health Data 

 

 
Incorporates Crisis Respite 
Services into the Facility-
Based Crisis Continuum 

 

 
No Refusal to First Responder 
Drop offs as Primary Service 
Location 

   

 Priority Focus on Safety / 
Security 

 

 
Trauma-Informed Recovery 
Model Applied 

 

 
Operates in a Home-Like 
Environment 

 

 
Bed Inventory and Referral 
Centralized Through Crisis 
Line 

     

 Direct Law Enforcement 
Drop- Offs Accepted 

 

 
Systematic Suicide Screening 
and Safety Planning 

 

 
Suicide Care Best Practices 
That Include Follow-up 
Support 

     

 
Least Restrictive 
Intervention and No Force 
First Model 

 

 
Some Peer Staffing within the 
Crisis Facility 

 

 
Utilize Peers as Integral Staff 
Members 

       

 
Sub-Acute Stabilization 
Receive 
Electronic Access to Some 
Health Information 

 

 
Shared Status Disposition of 
Intensive Referrals 

       

 
Shares Documentation of 
Crisis with Providers 

 

 
Law Enforcement Drop-Off 
Time Less Than 10 Minutes 

         

 
Full Implementation of all 4 
Crisis Now Modern Principles 
(Required) 

Assessed Level = 2 Justification of Rating: There are several options for Crisis Stabilization in Clark Counties. They are at the Basic Level.  
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Crisis Now Scoring Tool (Crisis Now System) 

  Level 1 (Minimal)  Level 2 (Basic)  Level 3 (Progressing)  Level 4 (Close)  Level 5 (Full) 
Crisis Now System 

 

 

 

 
System Includes at Least Level 
1 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least Level 
2 Implementation in All Areas 
of Crisis Now 

 

 
 
Meets Level 2 Criteria 

 

 
System Includes at Least Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
System Includes at Least 
Level 
3 Implementation in All Areas 
of Crisis Now 

 

 
Some Implementation of at 
Least 2 Crisis Now Modern 
Principles 

 

 
Some Implementation of at 
Least 3 Crisis Now Modern 
Principles 

 

 Some Implementation of all 
4 Crisis Now Modern 
Principles 

 

 
Substantial Implementation 
of 
all 4 Crisis Now Modern 
Principles 

 

 
Full Implementation of all 4 
Crisis Now Modern Principles 

The 4 Crisis Now Modern 
Principles Are: 

 
1 

Priority Focus on Safety / 
Security 

 
2 

Suicide Care Best Practices 
(Systematic Screening, 
Safety Planning and Follow-
Up) 

 
3 

Trauma-Informed 
Recovery Model 

 
4 

 
Significant Role of Peers 

Assessed Level = 1 Justification of Rating: While implementing some of all of the basic principles of the Crisis Now model, there is still 
room for improved crisis response and coordination. They are at the Minimal level. 

 

Crisis Now Scoring Tool (Summary) 
 
Call Center Hub Score= 2 

Summary Notes: Overall, the Clark Region has several assets available to individuals in crisis. They are between the 
Minimal and Basic levels for crisis response.  

 
Mobile Outreach Score= 1 

 
Sub-Acute Stabilization Score= 2 

 
Crisis Now System Score= 1 

 
Overall Crisis Now Score= 1.5 
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Appendix G: Suicide Training Compendium 
Zero Suicide/ Suicide Safer Care: Nevada’s Crisis Response Systems 

The State of Nevada seeks to fully develop its Crisis Response System. The state’s goal is to develop local 
resources to adequately assess and treat individuals with serious mental illness (SMI) and severe emotional 
disturbance (SED) who present with behavioral health needs, ensure rapid placement at the most appropriate 
level of care, and facilitate transitions of care across the continuum. 

Trauma-informed and recovery-oriented care is safe care. But much more than philosophy is involved. The 
Department of Health and Human Services’ (DHHS’s) Mental Health Crisis Service Standards (2006) begin to 
address this issue, setting parameters for crisis services that are flexible and delivered in the least restrictive 
available setting while attending to intervention, de-escalation and stabilization. 

Keys to safety and security in crisis delivery settings include: 
o Evidence-based and trauma-informed crisis training for all staff; 
o Role-specific staff training and appropriate staffing ratios to number of clients being 

 served; 
o A non-institutional and welcoming physical space and environment for persons in crisis, rather than 

Plexiglas “fishbowl” observation rooms and keypad-locked doors. This space must also be anti-ligature 
sensitive and contain safe rooms for people for whom violence may be imminent; 

o Established policies and procedures emphasizing “no force first” prior to implementation of safe physical 
restraint or seclusion procedures; 

o Pre-established criteria for crisis system entry; 
o Strong relationships with law enforcement and first responders; and 
o Policies that include the roles of clinical staff (and law enforcement if needed) for management of 

incidents. 
 

Work to become competent and confident in delivering Zero Suicide/ Suicide Safer Care model: 
Recommended trainings for BH Crisis Care Best Practices: Crisis services should not be viewed as stand-alone 
resources operating independent of the local community mental health and hospital systems but rather an 
integrated part of a coordinated continuum of care. 
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Zero Suicide/Suicide Safer Care 

Crisis intervention programs have always focused on suicide prevention. This stands in contrast to other health 
care and even mental health services, where suicide prevention was not always positioned as a core 
responsibility. Two transformational commitments must be made by every crisis provider in the nation: (1) 
adoption of suicide prevention as a core responsibility, and (2) commitment to dramatic reductions in suicide 
among people under care.  
 
A crisis provider’s approach to care must include the incorporation of a philosophy that removes barriers to 
accessing care. Regional 24/7 clinically staffed crisis call centers must be equipped to triage and provide 
telephonic support to any caller, mobile teams must go to wherever the person in need is at the time of their 
crisis and crisis stabilization centers must accept all referrals that walk through their door or are brought in by first 
responders. To execute on this bold approach to care, a crisis provider must be staffed to meet these 
expectations. First responders and other community partners must know that they are able to connect every 
individual to care in a timely manner. Approaches that result in the rejection of even a small percentage of 
referrals translate into questioning whether crisis is really a viable alternative to emergency department and jail 
options that do not reject referrals. 

The following represent the National Guidelines for Crisis Care and the aspirations for Nevada’s crisis response 
system. Best practice crisis care incorporates a set of core principles throughout the entire crisis service delivery 
system; offering elements that must be systematically “baked in” to excellent crisis systems in addition to the core 
structural elements that are defined as essential for modern crisis systems. 

These essential principles and practices are: 
1. Addressing Recovery Needs, 
2. Significant Role for Peers, 
3. Trauma-Informed Care, 
4. Zero Suicide/Suicide Safer Care, 
5. Safety/Security for Staff and People in Crisis and 
6. Crisis Response Partnerships with Law Enforcement, Dispatch and Emergency Medical Services (EMS). 
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1. Call Center Hub:  

Implementation of the National Suicide Lifeline Policy for Helping Callers at Imminent Risk of Suicide is an 
expectation as these regional crisis line providers partner in Zero Suicide efforts around the country. Direct crisis 
center staff are expected to: 

1. Practice active engagement with callers and make efforts to establish sufficient rapport so as to promote the 
caller’s collaboration in securing his/her own safety; 
2. Use the least invasive intervention and consider involuntary emergency interventions as a last resort, except 
for in circumstances as described below; 
3. Initiate life-saving services for attempts in progress – in accordance with guidelines that do not require the 
individual’s consent to initiate medically necessary rescue services; 
4. Initiate active rescue to secure the immediate safety of the individual at risk if the caller remains unwilling 
and/or unable to take action to prevent his/her suicide and remains at imminent risk; 
5. Practice active engagement with persons calling on behalf of someone else (“third-party callers”) towards 
determining the least invasive, most collaborative actions to best ensure determining the most appropriate 
intervention for any individual who may be at imminent risk of suicide; and the safety of the person at risk; 
6. Have supervisory staff available during all hours of operations for timely consultation in determining the most 
appropriate intervention for any individual who may be at imminent risk of suicide; and 
7. Maintain caller ID or other method of identifying the caller’s location that is readily accessible to staff. 
 
Mental Health Clinicians: 

o Enhanced Level (3,5) 
o Safe Talk 
o ASIST 
o Columbia  
o CALM: Counseling on Access to Lethal Means  
o Therapy that is suicide prevention specific (CBT, DBT, and/or Motivational Interviewing) 
o Psychologic First Aid - PFA 
o Safety Planning (Stanley Brown)  
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  
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Crisis Call Specialist: 

o Enhanced Level (3,5): 
o Peer Special Certificate Training – PSS (CASAT)  
o ASIST 
o Psychological First Aid  
o Columbia 
o CALM: Counseling on Lethal Means 
o Safety Planning 
o Structured follow-up support and monitoring (transition) 
o  Suicide Safer Care Best Practices (see attachment 1) 
 

2. Mobile Crisis Team:  

Law Enforcement and Crisis Response—An Essential Partnership 
 
Strong partnerships between crisis care systems and law enforcement are essential for public 
safety, suicide prevention, connections to care justice system diversion and the elimination of 
psychiatric boarding in emergency departments. The absence of comprehensive crisis systems 
has been the major “front line” cause of the criminalization of mental illness and a root cause of 
shootings and other incidents that have left people with mental illness and officers dead. 
Collaboration is the key to reversing these inacceptable trends. 
 
Implementation Guidance 
1. Have local crisis providers actively participate in CIT training or related mental health crisis management 
training sessions. 
2. Incorporate regular meetings between law enforcement and crisis providers, including EMS and dispatch, into 
the schedule so these partners can work to continuously improve their practices. 
3. Include training on crisis provider and law enforcement partnerships in the training for both partner groups. 
4. Share aggregate outcomes data such as numbers served, percentage stabilized and returned to the 
community and connections to ongoing care. 
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o Basic Level (2):  
o Columbia Training - C-SSRS 
o Safe Talk  
o CALM: Counseling on Access to Lethal Means  
o Psychologic First Aid - PFA 
o Suicide Safer Care Best Practices (see attachment 1) 
o Crisis Intervention Team (CIT) Training (40 hours in person)  

 
o Enhanced Level (3): 

o Basic Level (see above)  
o ASIST 
o Suicide Safer Care Best Practices (see attachment 1) 
o Safety Plan (Stanley Brown) 

 

Mental Health Clinician:  
o Enhanced Level (2,3,5):  

o Safe Talk 
o ASIST 
o Columbia – C-SSRS 
o CALM: Counseling on Access to Lethal Means  
o Therapy that is suicide prevention specific (CBT, DBT, and/or Motivational Interviewing) 
o Psychologic First Aid - PFA 
o Safety Planning (Stanley Brown)  
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  

Peers Specialist: 
o Basic Level (2): 

o NAMI WNV CARES Training 
o Safe Talk 
o Columbia – C-SSRS 
o CALM: Counseling on Lethal Means  

 
o Enhanced Level (3,5): 
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o Peer Special Certificate Training – PSS (CASAT)  
o ASIST 
o Psychological First Aid - PFA 
o Columbia - C-SSRS 
o CALM: Counseling on Lethal Means 
o Safety Planning 
o Structured follow-up support and monitoring (transition) 
o Suicide Safer Care Best Practices (see attachment 1) 

 

 3. Sub-Acute Stabilization: 

Crisis Stabilization:  

o Develop a Suicide Care Management Plan for every individual identified as at-risk of suicide and 
continuously monitor the individual’s progress through their electronic health record (EHR) or other data 
management system, and adjust treatment as necessary. The Suicide Care Management Plan must 
include the following: 

o Follow protocols for safety planning and reducing access to lethal means;  

o Rapid follow-up of adults who have attempted suicide or experienced a suicidal crisis after being 
discharged from a treatment facility, e.g., local emergency departments, inpatient psychiatric or 
medical facilities, including direct linkage with appropriate health care agencies to ensure 
coordinated care services are in place.   

Psychiatrists/Psychiatrists NP: 
o Enhanced Level (3,5) 

o Safe Talk 
o ASIST 
o Columbia – C-SSRS 
o CALM: Counseling on Access to Lethal Means  
o Therapy that is suicide prevention specific (CBT, DBT, and/or Motivational Interviewing) 
o Psychologic First Aid - PFA 
o Safety Planning (Stanley Brown)  
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  
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Nurses: 

o Basic Level (2) 
o Safe Talk 
o Columbia  
o CALM: Counseling on Access to Lethal Means  
o Psychologic First Aid   
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  

Enhanced Level (3,5) 
o Safe Talk 
o ASIST 
o Columbia  
o CALM: Counseling on Access to Lethal Means  
o Psychologic First Aid  
o Safety Planning (Stanley Brown)  
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  

Mental Health Clinicians:  
o Enhanced Level (3,5) 

o Safe Talk 
o ASIST 
o Columbia  
o CALM: Counseling on Access to Lethal Means  
o Therapy that is suicide prevention specific (CBT, DBT, and/or Motivational Interviewing) 
o Psychologic First Aid  
o Safety Planning (Stanley Brown)  
o Suicide Safer Care Best Practices (see attachment 1) 
o Structured follow-up support and monitoring (transition)  

Peer Specialist:  
o Basic Level (2): 

o NAMI WNV CARES Training 
o Safe Talk 
o Columbia 
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o CALM: Counseling on Lethal Means  

 
o Enhanced Level (3,5): 

o Peer Special Certificate Training – PSS (CASAT)  
o ASIST 
o Psychological First Aid  
o Columbia 
o CALM: Counseling on Lethal Means 
o Safety Planning 
o Structured follow-up support and monitoring (transition) 
o  Suicide Safer Care Best Practices (see attachment 1) 

 
Suicide Safer Care Best Practices (Attachment 1) 
 

Setting Emphasis Identification 
and Assessment 

Safety Planning Means 
Reduction 

Caring Contacts 

Primary 
Care 

Identify suicide 
risk among 
patients with 
MI/SUD* 
conditions or 
treatment.  
 
Enhance safety 
for those with 
risk.  
 
Refer to 
specialized 
care. Provide 
caring 
contacts 

Identify suicidality 
in all patients with 
MI/SUD conditions 
or treatment (e.g., 
psychiatric meds) 
using a 
standardized 
scale.  
 
If risk is identified, 
proceed with 
active referral for 
hospital or 
outpatient care 
as judged 
appropriate 

Complete the 
brief Safety 
Planning 
Intervention 
during the visit 
where risk is 
identified.  
 
With consent, 
discuss the safety 
plan with the 
family to gain 
support for safety 
activities. 

As part of the 
safety plan 
discuss any 
lethal means 
considered 
by and 
available to 
patient.  
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible. 

Make appointment with 
mental health 
professional.  
 
Complete one caring 
contact (phone call or, if 
preferred by patient, text 
or e-mail) within 48 hours 
of visit or the next business 
day. 

Outpatient 
BH* Care 
(Mental 
health and 
substance 
use 
treatment) 

Provide 
treatment and 
support for 
individuals who 
may have 
elevated 
suicide risk. 

Identify and 
assess suicide risk 
at admission and 
whenever 
patients are seen 
by using a 
standardized 
scale. 

Complete the 
brief Safety 
Planning 
Intervention 
during the visit 
where risk is 
identified. 
 

As part of the 
safety plan, 
discuss any 
lethal means 
considered 
by and 
available to 
patient.  

Initiate caring contacts 
during care transitions or if 
appointments are missed. 
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Do not assess 
more than 1x per 
day. Use 
judgement if 
patients are seen 
daily. 

Update the safety 
plan at each visit 
as long as risk 
remains high. 

 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible. 

Emergency 
Department 

Identify suicide 
risk among 
patients who 
have 
harmed/injured 
themselves or 
have MI/SUD 
conditions or 
treatment.  
 
Carry out the 
brief Safety 
Planning 
Intervention to 
enhance 
safety for those 
with risk. 
 
Refer to 
specialized 
care. 
 
Provide two 
caring 
contacts. 

Identify and 
assess patients 
who have 
harmed 
themselves or 
have MI/ SUD 
conditions or 
treatment (e.g., 
psychiatric meds) 
using a 
standardized 
scale.  
 
If risk is found, 
proceed with 
active referral for 
hospital or 
outpatient care 
as judged 
appropriate.  
If immediate 
transfer is not 
possible, provide 
a space for the 
patient that is 
“safe, monitored, 
and clear of items 
that the patient 
could use to harm 
himself or herself 
or others” (The 
Joint Commission, 
2016). 

Complete the 
brief Safety 
Planning 
Intervention 
during the visit 
where risk is 
identified. 
 
With consent, 
discuss the safety 
plan with the 
family to gain 
support for safety 
activities 

As part of the 
safety plan, 
discuss any 
lethal means 
considered 
by and 
available to 
patient.  
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible. 

Make appointment with 
mental health 
professional.  
 
Complete one caring 
contact (phone call or, if 
preferred by patient, text 
or e-mail) within 48 hours 
of visit.  
 
Make the second caring 
contact within 7 days of 
visit. 
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BH 
Inpatient 
Care 
(Hospital 
level 
psychiatric 
or 
addiction 
treatment) 

Usually brief 
hospital 
treatment for 
individuals who 
may have high 
risk of suicide. 
 
Sometimes 
admission is 
precipitated by 
suicide 
attempt.  
 
Emphasis is on 
keeping 
patient safe 
while in the 
hospital and 
immediately 
following 
discharge. 

Identify and 
assess suicide risk 
at admission and 
daily during stay—
or more 
frequently as 
indicated by 
Level of risk—
using a 
standardized 
scale. 
 
In addition to 
other safety and 
treatment 
expectations 
during inpatient 
care, work with 
patient on a 
safety plan for 
their environment 
immediately post-
discharge. 

In addition to 
safety activities 
oriented at the 
hospital stay, 
complete the 
brief Safety 
Planning 
Intervention prior 
to discharge, 
aimed at safety in 
the patient’s post-
discharge 
environment.  
 
Discuss the safety 
plan with the 
family to gain 
support for safety 
activities 

As part of the 
safety plan, 
discuss any 
lethal means 
considered 
by and 
available to 
patient. 
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible 
prior to 
discharge. 

Make appointment with 
mental health 
professional.  
 
Complete one caring 
contact (phone call or, if 
preferred by patient, text 
or e-mail) within 48 hours 
of visit.  
 
Make the second caring 
contact within 7 days of 
visit. 

Crisis Now Systems 
Crisis 
Support 
Services 
(Call Hub) 

Identify suicide 
risk among 
patients with 
MI/SUD* 
conditions or 
treatment.  
 
Enhance safety 
for those with 
risk. 
 
Refer to 
specialized 
care.  
 
Provide caring 
contacts 

Identify suicidality 
in all patients with 
MI/SUD conditions 
or treatment (e.g., 
psychiatric meds) 
using a 
standardized 
scale.  
 
If risk is identified, 
proceed with 
active referral for 
hospital or 
outpatient care 
as judged 
appropriate. 

Complete the 
brief Safety 
Planning 
Intervention 
during the call 
where risk is 
identified.  
 
With consent, 
discuss the safety 
plan with the 
family to gain 
support for safety 
activities. 

As part of the 
safety plan 
discuss any 
lethal means 
considered 
by and 
available to 
patient. 
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible. 

Complete one caring 
contact (phone call or, if 
preferred by patient, text 
or e-mail) within 48 hours 
of call.  
 
 

Mobile 
Crisis Team 

Identify suicide 
risk among 

Identify suicidality 
in all patients with 

Create a brief 
safety plan that 

As part of the 
safety plan, 

Initiate caring contacts 
during care transitions. 
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individuals with 
possible 
MI/SUD* 
conditions. 
 
Enhance safety 
for those with 
risk. 
 
Refer to 
specialist. 
Provide caring 
contacts 

MI/SUD conditions 
or treatment (e.g., 
psychiatric meds) 
using a 
standardized 
scale. 
 
If risk is identified, 
proceed with 
active referral for 
hospital or 
outpatient care 
as judged 
appropriate 

include people to 
call for help with 
numbers, positive 

events to 
remember (things 
that make them 
happy), reduce 
access to lethal 
means, coping 

mechanisms, next 
appointments and 

supports. 

 

discuss any 
lethal means 
considered 
by and 
available to 
patient.  
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible 
prior to 
discharge. 

Crisis 
Stabilization 
Unit 

Usually brief 
hospital 
treatment for 
individuals who 
may have high 
risk of suicide. 
 
Sometimes 
admission is 
precipitated by 
suicide 
attempt.  
 
Emphasis is on 
keeping 
patient safe 
while in the 
hospital and 
immediately 
following 
discharge. 

Identify and 
assess suicide risk 
at admission and 
daily during stay—
or more 
frequently as 
indicated by 
Level of risk—
using a 
standardized 
scale. 
 
In addition to 
other safety and 
treatment 
expectations 
during inpatient 
care, work with 
patient on a 
safety plan for 
their environment 
immediately post-
discharge. 

In addition to 
safety activities 
oriented at the 
hospital stay, 
complete the 
brief Safety 
Planning 
Intervention prior 
to discharge, 
aimed at safety in 
the patient’s post-
discharge 
environment.  
 
Discuss the safety 

plan with the 
family to gain 

support for safety 
activities 

As part of the 
safety plan, 
discuss any 
lethal means 
considered 
by and 
available to 
patient. 
 
Arrange and 
confirm 
removal or 
reduction of 
lethal means 
as feasible 
prior to 
discharge. 

Make appointment with 
mental health 
professional.  
 
Complete one caring 
contact (phone call or, if 
preferred by patient, text 
or e-mail) within 48 hours 
of visit.  
 
Make the second caring 
contact within 7 days of 
visit 

National Action Alliance for Suicide Prevention: Transforming Health Systems Initiative Work Group. (2018). 
Recommended standard care for people with suicide risk: Making health care suicide safe. Washington, DC: 
Education Development Center, Inc. 
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Training Definitions/Resources: 

Peer Support Specialist Certificate  
Undergraduate Certificate for Peer Support Specialist in Behavioral Health – 12 Credits 
 
The Peer Support Specialist (PSS) Certificate is specifically designed for those with “lived experience” who 
consider themselves in recovery from a substance use or mental health disorder. Peer support includes 
relationship building in order to provide support, advocacy, wellness, and community engagement services to 
individuals. Program participants complete four university courses and spend 120 hours in the field where 
knowledge is put into practice within a behavioral health agency. This certificate provides students an 
opportunity to experience the professional side of the field and may be utilized as a stepping-stone for further 
career advancement. With a focus on behavioral health, the PSS Certificate explores the wellness model, 
multiple definitions of recovery, mentoring and coaching skills, and professional ethics. 

 
NAMI WNV CARES Training: 
 
Training is designed to increase a trainee’s skill in working with individuals and families impacted by mental illness. 
The focus of the program is to offer support, identify what matters to peers, and assist with navigating the systems 
of care utilizing a Wellness Action Plan. This training is recognized by SAMSHA. The program was developed and 
created by peers and family members as a building opportunity.  
 
NAMI MNV CARES 
 
Safe Talk (3-hour alertness training): 
 
SafeTALK prepares you to be a suicide alert helper. You are aware that opportunities to help a person with 
thoughts of suicide are sometimes missed, dismissed and avoided. You want persons with thoughts to invite your 
help. You know the TALK steps (Tell, Ask, Listen and KeepSafe) and can activate a suicide alert. As a part of the 
KeepSafe step, you connect persons with thoughts to persons trained in suicide intervention. Helpers trained in 
suicide intervention complete the helping process or connect the person with more specialized help. 
 
Livingworks: SafeTALK 
 

https://namiwesternnevada.org/
https://www.livingworks.net/safetalk
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Columbia – C-SSRS: 
 
With C-SSRS training, parents can assess and protect their children; grown children can ask their ill or aging 
parents; and siblings and friends can look out for each other. The C-SSRS can be used by support group 
members, community leaders, homeless shelter workers, clergy and other leaders and members of faith-based 
groups and anyone else who may be able to ask. C-SSRS is:  

• Simple. Ask all the questions in a few moments or minutes – with no mental health training required to ask 
them. 

• Free. The scale and the training on how to use it are available free of charge for use in community and 
healthcare settings, as well as in federally funded or nonprofit research. 

• Evidence-supported. An unprecedented amount of research has validated the relevance and 
effectiveness of the questions used in the C-SSRS to assess suicide risk, making it the most evidence-based 
toll of its kind. 

• Effective. Real-world experience and data show that the scale has helped prevent suicide. 
• Universal. The C-SSRS is suitable for all ages and special populations in different settings and is available in 

more than 100 country-specific languages. 
• Efficient. Use of the C-SSRS redirects resources to where they’re needed most. It reduces unnecessary 

referrals and interventions by more accurately identifying who needs help – and it makes it easier to 
correctly determine the level of support a person needs, such as patient safety monitoring procedures, 
counseling, or emergency room care. 

 

Columbia-Suicide Severity Rating Scale (C-SSRS) is an online resource that we recommend be reviewed by all staff, 
clinical as well as relevant nonclinical staff. 
 
CALM: Counseling on Lethal Means (2-hours online): 
 
This free online course from the Suicide Prevention Resource Center focuses on how to reduce access to the 
methods people use to kill themselves. It covers how to: (1) identify people who could benefit from lethal means 
counseling, (2) ask about their access to lethal methods, and (3) work with them—and their families—to reduce 
access.  
After completing this course, you will be able to: 

• Explain that reducing access to lethal means is an evidence-based strategy for suicide prevention. 

https://cssrs.columbia.edu/
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• Explain how reducing access to lethal means can prevent suicide. 
• Identify clients for whom lethal means counseling is appropriate. 
• Describe strategies for raising the topic of lethal means and feel more comfortable and competent 

applying these strategies with clients. 
• Advise clients on specific off-site and in-home secure storage options for firearms and strategies to limit 

access to dangerous medications. 
• Work with your clients and their families to develop a specific plan to reduce access to lethal means 

and follow up on the plan over time. 

Counseling on Access to Lethal Means (CALM) is an online resource that we recommend be reviewed by all 
staff, clinical as well as relevant nonclinical staff. 

ASIST: (2-day intervention workshop):  
 
ASIST is a two-day face-to-face workshop featuring powerful audiovisuals, discussions, and simulations. At a 
LivingWorks ASIST workshop, you'll learn how to prevent suicide by recognizing signs, providing a skilled 
intervention, and developing a safety plan to keep someone alive. Two knowledgeable, supportive trainers will 
guide you through the course, ensuring your comfort and safety. ASIST an evidenced-Based suicide prevention 
tool. It gives participants improved suicide prevention skills and readiness. It has been proven to be safe for 
trainees with no adverse effects from the training. The interventions shown to increase general counseling and 
listening skills.  

LivingWorks: ASIST 

Psychological First Aid (5-6 Hour - online): 
 
Learn to provide psychological first aid to people in an emergency by employing the RAPID model: Reflective 
listening, Assessment of needs, Prioritization, Intervention, and Disposition. Utilizing the RAPID model (Reflective 
listening, Assessment of needs, Prioritization, Intervention, and Disposition), this specialized course provides 
perspectives on injuries and trauma that are beyond those physical in nature. The RAPID model is readily 
applicable to public health settings, the workplace, the military, faith-based organizations, mass disaster venues, 
and even the demands of more commonplace critical events, e.g., dealing with the psychological aftermath of 
accidents, robberies, suicide, homicide, or community violence. In addition, the RAPID model has been found 

https://training.sprc.org/enrol/index.php?id=20
https://www.livingworks.net/safetalk
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effective in promoting personal and community resilience. Participants will increase their abilities to: - Discuss key 
concepts related to PFA - Listen reflectively - Differentiate benign, non-incapacitating psychological/ behavioral 
crisis reactions from more severe, potentially incapacitating, crisis reactions - Prioritize (triage) psychological/ 
behavioral crisis reactions - Mitigate acute distress and dysfunction, as appropriate - Recognize when to 
facilitate access to further mental health support - Practice self-care  

Psychological First Aid: is an online resource that we recommend be reviewed by all staff, clinical as well as 
relevant nonclinical staff. 
  
Safety Planning: 
 
All individuals identified as at risk of suicide in primary care practices and clinics, hospitals and emergency 
departments, behavioral health organizations, and crisis services should have a safety plan. Collaborative safety 
planning is becoming standard practice in many behavioral health organizations and health systems. A safety 
plan is a prioritized written list of coping strategies and sources of support developed by a clinician in 
collaboration with patients who are at high risk for suicide.  

A safety plan should:  

• Be brief, in the patient’s own words, and easy to read 
• Involve family members as full partners in the collaborative process, especially to establish their role in 

responding to patient crises 
• Include a plan to restrict access to lethal means, which is also balanced with respect to legal and ethical 

requirements under federal and state laws 
• Be updated whenever warranted 
• Be in the patient’s possession when she or he is released from care 

 
Safety Planning Intervention for Suicide Prevention is an online resource that we recommend be reviewed by all 
staff, clinical as well as relevant nonclinical staff. 
 
CBT-SP Cognitive Behavioral Therapy – Suicide Prevention (CBT-SP): 
 

https://www.nctsn.org/treatments-and-practices/psychological-first-aid-and-skills-for-psychological-recovery/about-pfa
http://zerosuicide.edc.org/sites/zerosuicide.actionallianceforsuicideprevention.org/files/sp/course.htm
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Many behavioral health providers have had training in cognitive-behavioral therapy (CBT), but few are 
knowledgeable about how to best use CBT when working with a suicidal patient. Cognitive Therapy for Suicide 
Prevention (CT-SP) is an evidence-based, manualized cognitive-behavioral treatment for adults with suicidal 
ideation and behaviors. Although this treatment protocol was initially developed for individuals who recently 
attempted suicide, the protocol can also be applied to individuals with acute suicidal ideation. 
 
CBT-SP Information: A suicide specific therapy. For use by clinicians with patients at risk for suicide face to face 
structure  
 
DBT – Dialectical Behavior Therapy (DBT): 
 
Dialectical Behavior Therapy (DBT) is one of relatively few EBPs that has been found to be effective in reducing 
suicidal ideation and behaviors. For example, among recurrently suicidal individuals with borderline personality 
disorder, DBT has been found to reduce the rate of suicide attempts by 50% compared to non-behavioral 
therapy by community experts (Linehan et al., 2006). Within the larger DBT model, there are several important 
principles that guide treatment for clients at high risk for suicide. 
 
DBT: A suicide specific therapy. For use by clinicians with patients at risk for suicide face to face structure  
 
MI - Motivational Interviewing: 
 
Motivational interviewing is a counseling method that helps people resolve ambivalent feelings and insecurities 
to find the internal motivation they need to change their behavior. It is a practical, empathetic, and short-term 
process that takes into consideration how difficult it is to make life changes. 
 
MI - Motivational Interviewing: A suicide specific therapy. For use by clinicians with patients at risk for suicide face 
to face structure  
 

Structured Follow Up and Monitoring (Transitions):  
 

https://www.nctsn.org/treatments-and-practices/psychological-first-aid-and-skills-for-psychological-recovery/about-pfa
http://archpsyc.jamanetwork.com/article.aspx?articleid=209726
https://behavioraltech.org/dbt-approach-treating-individuals-high-risk-suicide/
https://www.psychologytoday.com/us/therapy-types/coaching
https://www.psychologytoday.com/us/basics/motivation
https://www.psychologytoday.com/us/basics/empathy
https://www.psychologytoday.com/us/therapy-types/motivational-interviewing
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Communicate and train in the Centers contracts or memoranda of understanding with outside organizations, 
including local crisis centers – for safe care transitions:  

• When the patient is referred to a provider or service both within or outside of your organization 
• When the patient transition to another organization or provider in the community 
• When the patient terminates services, either independently or in agreement with the care provider 
• When the patient repeatedly misses appointments 
• Following a patient’s contact with crisis services 
• At discharge from ED or a psychiatric hospital 
• Train staff on policies and procedures for safe care transitions. 

Ensure that patients receive education about the model of care and the rationale for treatment as they move 
from one clinician to another, or from agency/setting to another.  
Monitor to ensure that care transitions are documented and flagged for action (either in an electronic health 
record or a paper record). 
 

References: 

National Action Alliance for Suicide Prevention: Transforming Health Systems Initiative Work Group. (2018). 
Recommended standard care for people with suicide risk: Making health care suicide safe. Washington, DC: 
Education Development Center, Inc. 

National Guidelines for Behavioral Health Crisis Care – A Best Practice Toolkit 
Knowledge Informing Transformation, Substance Abuse and Mental Health Services 
Administration (SAMHSA), U.S. Department of Health and Human Services (HHS). 2020 
 

Nevada’s Crisis Response System: Assets and Gaps Documentation Guide. 2020 

 
 
 

 

 


	Executive Summary
	Introduction
	Components of Crisis Response
	Progress in Nevada
	Purpose
	Table 1. State Level Crisis Now System Calculator


	Methodology
	Crisis Now Components
	Overview
	Crisis Call Center Hub
	Overview
	Regional Breakdown
	Table 2. Crisis Call Center Hub Criteria Met by Region
	Figure 1. Crisis Call Hub Criteria Met within each Level
	Assets
	Gaps


	Mobile Crisis Teams
	Overview
	Regional Breakdown
	Table 3. Mobile Crisis Team Criteria Met by Region
	Figure 2. Mobile Crisis Teams Criteria Met within each Level
	Assets
	Gaps


	Crisis Stabilization Programs
	Overview
	Regional Breakdown
	Table 4. Crisis Stabilization Facilities Criteria Met by Region
	Figure 3. Crisis Stabilization Criteria Met within each Level
	Gaps


	Essential Principles and Practices
	Overview
	Regional Breakdown
	Table 5. Essential Principles and Practices Criteria Met by Region
	Figure 4. Essential Principles and Practices Criteria Met within each Level
	Assets
	Gaps



	Statewide Summary
	Impact of COVID-19
	Law Enforcement
	Crisis Call Center Hub
	Assets
	Gaps

	Mobile Crisis Teams
	Assets
	Gaps

	Crisis Stabilization Programs
	Assets
	Gaps

	Essential Principles and Practices
	Assets
	Gaps


	Virtual Summit Summary
	Statewide Engagement in Crisis Response
	Figure 5. Willingness, Readiness, and Ability to Implement Crisis Call Center Hubs
	Figure 6. Willingness, Readiness, and Ability to Implement Mobile Crisis Teams
	Figure 7. Willingness, Readiness, and Ability to Implement Crisis Stabilization Facilities

	Statewide Gaps in Crisis Response
	Table 6. Top Gaps for Crisis Call Center Hubs
	Table 7. Top Gaps for Mobile Crisis Teams
	Table 8. Top Gaps for Crisis Stabilization Facilities
	Table 9. Top Gaps for Essential Principles and Practices

	Regional Priorities in Crisis Response
	Table 10. Top Component to Prioritize by Region

	Statewide Priority in Crisis Response
	Figure 8. Top Component to Prioritize Statewide (N=59)

	Statewide Policy Priorities in Crisis Response
	Table 11. Political and Community Will
	Table 12. Quality Care
	Table 13. Quality Outcomes
	Table 14. Funding
	Table 15. Data


	Next Steps
	Appendix A: Statewide Crisis Now Scoring Tool
	Appendix B: Northern Region Crisis Now Scoring Tool
	Appendix C: Washoe Region Crisis Now Scoring Tool
	Appendix D: Rural Region Crisis Now Scoring Tool
	Appendix E: Southern Region Crisis Now Scoring Tool
	Appendix F: Clark Region Crisis Now Scoring Tool
	Appendix G: Suicide Training Compendium

