Crisis Continuum Introduction

Frank Gregory, Administrator of Children’s Behavioral Health Community Service System,
Department of Children and Families (DCF)
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Crisis Stabilization Continuum

SAMHSA National Guidelines for Behavioral Health Crisis Care — A Best Practice Toolkit

988 and / or Urgent Crisis Cent.ers
211.1th ] and Sub-Acute Crisis
p LA Stabilization

A Safe
Place for
Help

All children
remainingin

Someone Someone
to Contact to Respond

their homes and
communities
with a system of
supports

[ J

Mobile Crisis Intervention Services

© connecTICUT

Children’s Behavioral Health System .
Children &



Crisis Services Data Panel:

Lisa Tepper Bates, President and CEO of United Way, Tanya Barrett, Senior Vice President, United Way,
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United Way of Connecticut 211 Mental Health Crisis Lines

Program

State Funder

Purpose

211 Information &

Referral

CT Dept. of Social
Services
(DSS)

Confidential 24/7/365
basic needs hotline

Partnership with State
of Connecticut for
nearly 50 years

988 Suicide &
Crisis Lifeline

CT Dept. of Mental
Health & Addiction
Services
(DMHAS)

National hotline
operated by 211 in CT

24/7 mental health,
suicide, and
substance use
support

Warm transfer to
Mobile Crisis Services
when needed

Adult Mobile
Crisis/Action Line

CT Dept. of Mental
Health & Addiction
Services
(DMHAS)

Serves adults in
distress with
telephone support,
information and
referrals

Warm transfer to
DMHAS Mobile Crisis
Services when
needed

Youth Mobile
Crisis

CT Dept. of Child &
Families
(DCF)

Youth ages <18 or in
school up to 21 who
are in crisis or at risk
of harming self or
others

Deploy DCF Youth
Mobile Crisis
Intervention when
needed



Youth Mobile Crisis (MCIY)

Reached by dialing 211

211 serves as the point of entry and triage

Services youth ages <18 and youth in school up to 21
Anyone can call MCIY services on behalf of a youth in crisis
211 deploys MCIY team immediately, if appropriate

Funded by DCF



More CT residents are using 211 Crisis Services

Total mental health crisis

Ca” V0|ume increased 67% 211 Mental Health Crisis Calls
from 2021 to 2025. o0 000
160,000
140,000
National Suicide and Crisis 0000
Lifeline calls increased o000
nearly 2.5X since the 2022 g

. _FY2021 FY2022 FY2023 FY2024 FY2025 FY2026 ant
launch of the national 988
3_d i g it d ia I i n g Code . m Action Line (Adults) m988 m Youth Mobile Crisis



The total volume of Youth
Mobile Crisis Calls that
the 211 Crisis Team
responds to is higher than

211 Mental Health Crisis Calls what is reported in PIE.
The difference in volume
iggggg is related to
’ callers requesting:
160,000
140,000 _
190.000 «  Community resources
100,000 unrelated to youth(
80,000 food emergency,
60,000 homelessness)
40,000
20,000 + Alternate youth related
- services (education,
FY2021 FY2022 FY2023 FY2024 FY2025 FY2026 ant comm unlty resources,

m Action Line (Adults) m988 m Youth Mobile Crisis Careline)



(211 team responds to MCIY Line )
« Assesses for MClY service needs and
safety
* Determines response type
* Mo bile
* Non-Mo bile
* Deferred Mobile

211
— Answers the Call
24/7/365

— Data Collection

» Team member collects data from
parentor referring provider (schools,
ED etc)

* Team member enters data into PIE-DCF
Provider Exchange

211 Youth Mobile Crisis Call Flow Process

(Team member facilitates warm transfer\
by connecting caller to local MCIY
service provider

* Providers have seamless access to the
shared PIE data system for outcome
tracking

¢ Datais analyzed by the CHDI Performance
Improvement Center (PIC).

. J

Service Dispatch
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Trends in Connecticut’s Crisis Services
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Where does the data come from?

CHDI is contracted by DCF to serve as the Performance Improvement Centers for
Mobile Crisis and Urgent Crisis Centers.

«  The UCC PIC contract was done vie NASHMPD TTI funding, and will expire at the end of
2025

Program staff collects data

via child and family PIE - DCF's Provider
assessment Information Exchange

L
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Program staff enters data DCF sends PIE data to CHDI
into PIE to use for quality

Bridge to Better.
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Mobile Crisis Volume Over Time
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9,455
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Call Volume  ==#==Episode Volume

Mobile Crisis volume peaked in FY2019 with over 15,000 episodes of care. Since the pandemic, Mobile Crisis has

seen around 12,000 episodes per year.
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When do Mobile Crisis calls come in?

Mobile Crisis Episodes by Month SFY 2025 Mobile Crisis Calls - Time*
1,286
1,500 1,348 1,132 ’ 43%
1,155 946 1,090 1,030 1,233 38% °
1,000
475 1 681
500 ‘e 7 635
457 438 16%
0
N
O @?& ¢ fF & F O & & & @ & 2%
& < <O 'S < Q Q e{b v N
e Q\?’ Oo o\\Q’ Q)QQJ \o QQ:O —
Q
@ s © Midnight- 6 AM 6AM - 12 PM 12PM-6PM 6 PM - Midnight
FYa4 FY25 *Time the call came into 211 — Mobile Crisis staff likely involved
for several hours after
SFY2025 Mobile Crisis Calls - Day of Week
19% 18% . Mobile Crisis shows the lowest volume during the summer, and
18% 0 18% 0
17% peaks around October and March-May
. 90% of calls come in during the week, and are evenly distributed
across the five weekdays
5% 5% . . . .
. The highest rate of calls come in during the afternoon and evening,
. . closely followed by the morning hours
, 77 1_I™\F Child Health and . o
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Mobile Crisis Episodes per 1,000

Children by Town — FY25

Mobile Crisis is utilized
statewide - in

FY2025, only three towns
did not have a child use
Mobile Crisis

* Looking at the number of
episodes based on town
population highlights
towns that are using
Mobile Crisis more or less
than their counterparts

MC Provider Location

[ No Episodes

[] 0 - 5 episodes per 1,000 children
[] 5 - 10 episodes per 1,000 children
[ 10 - 20 episodes per 1,000 children

I 20 - 30 episodes per 1,000 children /71 1™\ Child Health and . .
I 30+ episodes per 1,000 children T Development Institute B”dge tO Better




Mobile Crisis - Who is being served?

Race and Ethnicity of Children Served

Sex I Male [N 45%
cT 50% 26% 6% Female
Age Age 5and below B 4%
Age between 6 and 8 [l 13%
Mobile Crisis (11,608) 37% 31% 2% Age between 9and 12 I 30%

Age between 13and 15 || IEGEGINBG 33%

Age 16 and over [ 20%
Black mWhite B Hispanic B Another Race M Multiracial B Unable to Report/Missing

*  Mobile Crisis consistently serves Black and Hispanic youth at higher rates than they appear in the CT population
*  Mobile Crisis serves a relatively even split of males and females

*  63% of children served by Mobile Crisis are between ages 9 and 15
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Mobile Crisis — Who is calling?
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49%
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35%

27%
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44%
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45%
2% 4%
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W
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The majority of calls to Mobile Crisis consistently come from schools and families (over 80%). The third most common

caller is emergency departments, which generally make up about 10% of calls.
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ED Referrals to Mobile Crisis

Number of Referrals to Mobile Crisis

800

616

552 437

232

155 161
19‘8 131 L . R
N e 149 155
78 114 98 82
FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY2025
(1,598)  (1,091)  (1,461)  (1,126)  (1,157)  (1,000)  (1,089)
el CCMC ==fl=St. Mary's #= Yale All Others

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY2025
(1,598 (1,091 (1,461 (1,126 (1,157 (1,000 (1,089
episodes, episodes, 9% episodes, episodes, 8% episodes, 9% episodes, 9% episodes, 9%
10% of all ofall 14% of all ofall ofall ofall ofall
referrals) referrals) referrals) referrals) referrals) referrals) referrals)
ECCMC ®St Mary's HYale All Others

With the exception of FY2024, CCMC is consistently the highest-referring ED to Mobile Crisis, followed by St. Mary’s

and Yale.
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Mobile Crisis — Why are they calling?

FY2025 Presenting Concern Presenting Concern - Statewide Trend Over Time
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Family Conflict Anxiety

Harm/Risk of Harm to Self and Disruptive Behavior are consistently the top reasons why youth are referred to Mobile Crisis.
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Key Mobile Crisis Metrics
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Mobile Crisis has consistently exceeded benchmarks

Responses Under 45 Minutes
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for key metrics of mobility and response time.
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UCC Volume: FY24 vs. FY25

FY2025

1,328

FY2024

0 200 400 600 800 1000 1200 1400

Q1 HQ2 Q3 mQ4
UCC volume increased by 17% in the second year of operation.
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When do UCC episodes start?

UCC Episodes by Month
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SFY2025 UCC Episodes - Day of Week

20% 9 20%
18% ° 19% 17%

4%

1%
— [

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

SFY2025 UCC Episodes - Start Time*

54%

28%

17%
L

Midnight - 6 AM* 6AM - 12 PM 12PM-6PM 6 PM - Midnight

~Only one agency was open during these hours
*Time the child arrived at the UCC - average episode lasts 3-4
hours after arrival.

*  Overall, UCCs show similar patterns in the timing of
episodes to Mobile Crisis, though all UCCs did not
provide 24/7 services in FY2025

*  Over half of all UCC episodes begin in the
afternoon/early evening

| I° Child Health and
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UCC Volume by Town: FY24 Q3 — FY25 Q4
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Wikcon Bridgeport il oyratford
N G Fairfield . ;
Westport Community UCC Locations
Norwalk
Stamford F
Darien ] No episodes

Greenwich

[] 1-5 episodes
[] 6-10 episodes
[ 11-20 episodes
I 21-40 episodes
I 41+ episodes

The highest utilization of
the UCCs is in the cities
and towns immediately
surrounding the UCC
location

Despite having only
three locations, the
UCCs are utilized by
children and families
across the state
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UCC — Who is being served?

Race and Ethnicity of Children Served Sex | mate | -

cT 26%

Age Age 5 and Under I 3%

rgecs [ 1o

UCC (1,328) 32% 2% 4%
Black B White B Hispanic M Another Race m Multiracial B Unable to Report/Missing Age 16+ - 19%

* InFY2025, UCCs served Hispanic youth at higher rates than they appear in the CT population

. UCCs served more females than males

*  64% of children served by UCCs were between ages 9 and 15

C:_: I° Child Health and Brldge tO Betterl@
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Who is referring to UCCs?

60%
0,
50% 48%
42%
40%
30% 25%
20%
20% 13%
10% o o
8% 8%
10% 5% 4% 39
. 1% . . 1% 1% °7° 2% 2% 2% 2% 1% 1% 2% 1%
0% - —_— — N ___ N e e .
School  Self/Family Other Physician Other  Mobile Crisis DCF Police Info-Line  Emergency Other
Community Program (211) Department Referral
Provider within Source
Agency Agency

*Datais only available for the lasttwo quarters of FY2024. W FY2024* W FY2025
While schools and families are still the top referrers to UCCs, the service tends to have a wider variety of referral
sources than Mobile Crisis.
Note: referrals to the services are captured differently, with UCC referrals generally being how the family/guardian heard ab out the
service, and Mobile Crisis being the person making the callto 211 :
® Child Health and . s
d-Di Bridge to Better.
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Why are children referred to UCCs?

40% 349 35%

22%

18%

35%
30%
25%
20%
15% 12% 13% 119
10% 5% 7% 7%
0% - [ - e soes ==
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N e N O ’b(' Q
P © Q = X 2O
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B &\@
B FY2024* W FY2025
*Data is only available for the lasttwo quarters of FY2024.
UCCs have shown a similar pattern of presenting concerns as Mobile Crisis.
| I° Child Health and . ®
ol 171 Development Institute Brldge to Better‘



Key UCC Metrics

100% 97% 97%  98%
89%
90%
80%
70%
60% 49% 52%

50%
40%
30%
20%
10%
0%

Improvement from Intake to Discharged to Diversion from ED

Discharge Home/Community

B FY2024* W FY2025

*Datais only available for the lasttwo quarters of FY2024.

UCCs have shown strong performance in key outcome metrics in their first two years.
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Continued work (challenges)

« Statewide efforts to train/inform EMS * Increase UCC awareness especially
system within pediatric network

* Including UCC within 211 system

* Billing structure

Wellmore , CFA Village

Wellness for a lifetime o el clreig eprees
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SACS Description

The Sub-Acute Crisis Stabilization program (SACS) is a short-term residential treatment
program that provides families daily trauma informed treatment to support their child’s
emotional stabilization. The program provides youth and families opportunities to learn
and implementinterpersonal skill-based interventions to regulate and support safe
behaviors athome and in the community.

The Village’s SACS program is a sub-acute crisis stabilization program that supports
and stabilizes youth who are experiencing a behavioral health crisis, requiring more
than 24 hours for full stabilization but no more than a 14 day stay.

C:_: I° Child Health and Brldge tO Betterl@
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SACS Volume

25 25
18 17 18
| I I I
FY2024 Q3 FY2024 Q4 FY2025 Q1 FY2025 Q2 FY2025 Q3 FY2025 Q4

There is currently only one SACS location open in Connecticut. From FY2024 Q3 to FY2025 Q4, the
SACS served 117 youth.

C:_: I° Child Health and Brldge tO Betterl@
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SACS — Who is being served?

FY24 Q3-FY25 Q4

Race & Black  SACS have served Black and
Ethnicity | Hispanic youth at higher rates than
white [ 34% . .
risporic [ 1 the CT population, and White

youth at lower rates
Another Race I 3%

Muttiracial [ 6% «  SACS served more females than
Unable to Report I 3% maleS
*  83% of children served by SACS
Sex Mate [ 30% were age 13 or older

Note: a smaller sample size than the other

Age 6-8 1% . . . .
Age | services will lead to greater fluctuations in
reeo-12 [ 16% percentages.
ree1315 [ 1%
771_I™\I° Child Health and - .
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Key SACS Metrics — FY24 Q3-FY25 Q4

Average Length of Stay

14.9

days

Episodes exceeding
14 days

27.7%
86.6%

of children met
treatment goals.

Reason for Discharge

Completed Treatment 83.9%
Client Hospitalized: psychiatrically 5.4%
Child Refused Continued Placement 4.5%
Family Discontinued 4.5%

Child Meeds Different Setting | 0.9%

Client Hospitalized: medically | 0.9%

« The average length of stay is 14.9 days — children who stay longer than 14 days are often in need of placement

*  The majority of youth served by SACS meet their treatment goals and are discharged for having completed treatment
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Stay in touch

Please visit us at www.chdi.org and join our email list for publications and
information on solutions that improve outcomes for children and their families.
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