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        Nevada Crisis Response System Virtual Summit 

Webinar #4: Crisis Call Centers 
Meeting Notes 

Tuesday, July 7, 2020 
9:00-10:30am 

 

The fourth session in the Nevada Crisis Response System Virtual Summit webinar series once again drew 
over 100 attendees representing all of Nevada’s 17 counties. The following panelists participated in the 
Webinar: Sue Ann O’Brien, RI International; Cheri L. Skelding and Jess Stohlmann-Rainey, Rocky 
Mountain Crisis Partners; Rachelle Pellissier, Crisis Support Services of Nevada; Elyse Monroy, Nevada 
Overdose to Action Program; Laura Yanez, National Alliance on Mental Illness (NAMI), Western Nevada; 
and Mary Ann Ricciardi, who provided a lived experience perspective. 

Kelly Marschall with Social Entrepreneurs, Inc. (SEI), welcomed participants to the fourth session in the 
webinar series and shared the objectives for the webinar, which included a review of the key 
components of a crisis call center as well as Colorado and  Georgia’s approach to crisis call centers, a 
discussion of the systems in Nevada and how they are envisioned to work together, and to understand 
the role that crisis call centers play in a crisis care system.  

The first panelist, Sue Ann O’Brien, spoke about the Georgia Crisis and Access Line, which is seen as a 
model crisis line in the country. The best practices for behavioral health crisis care are employed, 
including that call center hubs are operated at least regionally (preferably statewide), have year-round 
24/7 access, are multi-modal (able to be reached by call, text and chat), and have linkages to mobile 
crisis and other services.  

Ms. O’Brien reviewed the traditional community crisis flow and described the way Georgia’s old system 
worked. Around 2005, largely due to Hurricane Katrina, the state recognized a need to have a single 
hotline that could connect people in a crisis and awarded the contract to operate the hotline to 
Behavioral Health Link. It was envisioned to be not only a telephonic crisis intervention, but to also 
actively link callers to community resources. She reviewed these components of the call center hub, 
which include a GPS-enabled mobile crisis dispatch, 24/7 outpatient scheduling, performance outcome 
dashboards, electronic crisis bed registry and status disposition of intensive referrals.  

The Georgia Department of Behavioral Health is the funder and co-creator of the model and has been 
granted access to the call center data. Ms. O’Brien explained that by having access to the data, the state 
is able to assess their crisis capacity at any given time, which has been invaluable, especially during the 
COVID-19 pandemic. Ms. O’Brien described a robust monitoring system where a number of key 
performance indicators are tracked and regularly reported to the state of Georgia, such as how many 
calls are coming from a specific region, what the presenting problem is and other metrics. This allows 
the state to see where there may be gaps and can help determine new services. 

Ms. O’Brien also shared that a mobile app has been developed and they are able to track the number of 
downloads for the app and how many texts and chats took place. She also detailed the average call 
handling time, noting that the telephonic average time is 10-15 minutes and a slightly longer length for 
chat and texting, lasting around 20-30 minutes on average. She explained that they have the capacity to 
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do concurrent or live monitoring of calls, so supervisors can listen in and there is also a robust 
retrospective review by their quality management team. 

Ms. O’Brien explained that the goal with the centralized call center hub is for the situation to be 
resolved over the phone for 90% of people who call in. This diverts people away from the emergency 
room, jail, high dollar hospital stays, local 911 and other emergency operators, and instead people are 
matched with the right care at the right time. She explained that 10% of calls will go to a mobile crisis 
dispatch and only 2-3% of those calls will be referred to an inpatient stay. 

The five-level Crisis Now Scoring Tool for a call center hub was reviewed. Ms. O’Brien explained that on 
July 16, the FCC will vote to officially designate 998 as the nationwide three-digit number for Americans 
in crisis, which will be implemented by July 2022. This will replace the 10-digit number and will increase 
accessibility for those in a crisis situation. 

Webinar participant Cherylyn Rahr-Wood asked who was involved with choosing the data that was 
collected, noting that Nevada wants to start off collecting appropriate data. Ms. O’Brien answered that 
Georgia’s Behavioral Health Link “was already collecting certain data points in accordance with best 
practices and national accreditations/certifications. However, it was our partnership with the leadership 
at the State, who also had data metrics they were interested in, that led to our current dashboard.” 

Webinar participant David Robeck asked, “Do you charge participating agencies for referrals and 
ongoing partnership relationships or are you truly patient centered and refer to available providers in 
the area?” Ms. O’Brien answered: “There are no fees for the call center services. The Georgia Crisis and 
Access Line is funded by the Georgia Department of Behavioral Health and through a subcontract with 
Beacon Health Options. Having the call center operate separately from a provider is key in ensuring 
clients can get the service they need without conflict of interest.” She noted that the separation of call 
centers from providers is key.  

Cheri Skelding and Jess Stohlmann-Rainey presented on Colorado’s crisis call system. Ms. Skelding 
shared that Colorado’s statewide crisis line started as a small line for those in the Denver metro area, 
and following the Aurora shooting there was a push for a statewide crisis hub. She explained that they 
see themselves as a front door to the continuum of crisis services.  

The hotline fills gaps in behavioral health care, provides trauma informed telephonic/text intervention 
by crisis experts, offers in the moment crisis support, expands early access to support and services, 
decreases the number of unnecessary involuntary civil commitments, hospital Emergency Department 
visits and jail stays by providing appropriate response at the right time, and provides a gateway to crisis 
services and resources. Ms. Skelding emphasized that they have many national partners, including 
SAMSHA, LifeLine and non-profit and for-profit call centers, as well as local partners such as the Office of 
Behavioral Health, crisis administrative service organizations, behavioral health providers and first 
responders. 

Ms. Stohlmann-Rainey spoke about the use of peers, explaining that their method of peer support is 
designed to be an alternative to stand alone crisis services or can be used in addition to those services. 
She noted that many people use the peer line because they don’t want to use the crisis system. She 
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explained that the peer line is not about providing treatment or being a “paid friend,” but is rather 
about two people with similar experiences connecting in a way that contributes to both parties learning 
and growing.  

Ms. Skelding ended Colorado’s presentation by sharing considerations for implementation, highlighting 
five buckets of things to consider when implementing the system in an urban versus rural setting. These 
buckets include the political environment such as competing funding priorities, existing behavioral 
health structure, geography, awareness and education, and specific populations. Webinar participants 
were encouraged to view the video of “Rusty’s story” to get the perspective of a Colorado family with a 
family member who needed crisis services. Webinar participants can follow up with additional questions 
for Ms. Skelding at cheris@rmcrisispartners.org. 

Webinar participant Sheila Leslie asked the panelists from Georgia and Colorado: “How much money did 
the states invest to set up these systems initially, and how much do they continue to fund these systems 
each year?” Ms. O’Brien replied that she wasn’t sure about the initial investment, but that the Georgia 
Crisis and Access Line is funded at around $10 million a year and the Arizona crisis call system is funded 
at about $20 million. She noted that there is variation depending on whether it was the state vs. a 
region, how robust the call center is, the staff qualification requirements, amount of integration with 
other systems/providers needed, software enhancements, etc. Ms. Skelding replied that Colorado 
started about seven years ago with a much lower budget of $2 million, and quickly exceeded that 
budget. She noted that they do not get any Medicaid funding.  

The webinar next moved to panelists from Nevada, with Rachelle Pellissier explaining that Nevada has a 
lot of the hub infrastructure in place. She shared that Crisis Support Services of Nevada (CSSNV) was first 
established in 1966 as an all-volunteer suicide prevention hotline, but the need for services was so great 
that the program was expanded to include support for any type of crisis. Fifty-four years later, they are a 
24/7/365 organization. She explained that the crisis call center staff listens, de-escalates, creates safety 
plans, refers services, and dispatches emergency services to those in imminent danger both across 
Nevada and the United States. She noted that the topics of calls and texts include suicide prevention, 
mental health issues, physical health issues, substance abuse, basic needs, family and relationship 
stressors, bullying, and self-harming behavior, such as eating disorders and cutting.  

Ms. Pellissier explained that CSSNV is one of nine National Suicide Prevention Lifeline Call Centers, and 
detailed the other services they provide such as taking all child protective services (CPS) reports in rural 
Nevada and elder and adults with a disability abuse reports after hours for the Nevada Aging and 
Disability Services Division. She explained that CSSNV also provides after hours crisis calls for all of 
Nevada’s Rural Behavioral Health Clinics and can take calls and deploy immediate mental health mobile 
crisis teams to any adult in the rural counties who is having a mental health crisis. 

Webinar participant Bob Vickrey asked where CSSNV is located. Ms. Pellissier answered that it is 
physically located in Reno, but that as technology expands, CSSNV is starting to provide staff and 
volunteers across the state. 

https://www.youtube.com/watch?v=ngQoAY5gXVU&feature=youtu.be
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Ms. Pellissier shared in the chat that “Crisis Support Services of Nevada serves the entire state of 
Nevada. If you or someone you know is struggling and needs help: Call 1 (800) 273-TALK (8255); Text 
CARE to 839863; Check out our website at www.cssnv.org.” 

Elyse Monroy presented on OpenBeds, which is an electronic behavioral health and social service 
referral system. She explained that OpenBeds will establish the Nevada Health Connection (NHC) 
network which will be the statewide behavioral health referral system which will help to operationalize 
the crisis call center as the hub. It allows a referring entity like CCSNV or a hospital to refer to a 
behavioral health provider or services through the electronic system. She reviewed the four steps for 
how OpenBeds works: 1) referring agencies will see the real time treatment availability; 2) the referring 
agency creates and sends a digital referral; 3) treatment facilities are alerted to referral requests and 
manage and communicate with the referring agency; and 4) the treatment facility accepts the patient 
into care. She provided a flow chart of what the NHC is envisioned to look like and provided a link for the 
OpenBeds system demo. 

Webinar participant Travis Atkinson asked, “Will OpenBeds include subacute/crisis residential/crisis 
respite beds in Nevada?” Ms. Monroy answered, “Yes, the 19 service types are under four major 
categories: acute inpatient, residential, outpatient, and recovery housing.” 

Laura Yanez explained that NAMI Western Nevada is contracted to run the statewide Nevada Warmline. 
In their first year of operation they focused on rural communities. It’s an inbound and outbound 
warmline which allows them to take referrals and do follow-up calls. There are currently 13 peers 
working on the warmline who provide non-clinical services. When the caller needs crisis support 
services, they do a warm handoff to the crisis support services line. She explained that the average call is 
about 30 minutes in duration. Ms. Yanez noted that in the last three months with the Covid-19 
pandemic, they have seen an increase in calls from people experiencing depression and anxiety and 
need someone to talk to. Ms. Yanez offered to continue to discuss the Nevada Warmline with any 
interested participants over email, and can be reached at laura.namiwnv@gmail.com.   

Webinar participant Melissa Washabaugh asked: “Where can we order supplies of business cards for the 
crisis and warm lines?” Ms. Yanez replied that she is happy to send out Warmline cards and/or 
brochures and those interested in them should email her at laura.namiwnv@gmail.com. 

The webinar closed with a lived experience perspective. Mary Ann Ricciardi shared that she was a victim 
of rape when she was 18 years old, and explained that at that time, very few victims spoke of their 
trauma or reported to law enforcement. She described how 30 years later she realized she couldn’t heal 
herself, and found that her PTSD was getting worse, she was having a hard time concentrating at work, 
and felt an overwhelming sense of sadness. She explained that she didn’t know who to turn to, and one 
day she looked in the phone book for “crisis” and saw the phone number for the crisis line. She 
explained that when she called the number, there was a kind voice on the other end of the phone that 
said, “of course I can help you,” and gave her a number for a support group for victims of rape.  

Ms. Ricciardi shared that she started going to weekly support group sessions and that’s where her true 
healing began. She became an advocate for victims of rape with the crisis call center, and credits the call 

https://www.brainshark.com/1/player/en/appriss?fb=0&r3f1=&custom=nvopenbedsorientation
mailto:laura.namiwnv@gmail.com
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center for changing and saving her life. She noted that it’s important to have access to people who 
understand without judgement and have the necessary resources to “help us move forward in a more 
positive direction.” She explained that mental health issues can be very isolating and knowing that there 
are trained and compassionate people working on call lines gives people hope and lets us know we are 
not alone in our pain. She ended by describing how the woman on the other line didn’t know anything 
about her; the only thing she knew was that she had been a victim of rape and she made healing her 
business. Ms. Ricciardi suggested that we all can be more mindful of making other people’s healing our 
business. 


