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KEY POINTS

� The “postcrisis” period is a time of great vulnerability where individuals in crisis frequently
“fall through the cracks.”

� It is therefore essential for crisis systems to focus not only on front-end response, but on
developing systems and services to address postcrisis needs.

� Treatment models exist that apply flexible team-based wraparound services to engage
people in the postcrisis period.

� Emerging system models demonstrate how “care traffic control” and flexible funding
models can facilitate system implementation of postcrisis care.

� Continuous evaluation and adaptation of postcrisis care models are vital for meeting the
evolving needs of individuals and improving overall care outcomes.
INTRODUCTION

Navigating the complex landscape of mental health care, particularly for individuals
and families in crisis, can often feel like walking through an unknown territory without
a map. In recent years, there has been significant expansion of focus on—and re-
sources for—the need for universal establishment of behavioral health crisis systems.1

The implementation of 988 in July 2022 as the national Suicide and Crisis Lifeline, and
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a substantial focus on the implementation of mobile crisis teams, urgent care centers,
and crisis centers have created significant expansion of “front-end” crisis response
across the nation, as evidenced by new expectations for certified community behav-
ioral health clinics to expand crisis services2 as well as opportunities for states to
receive increasedMedicaid funding from an enhanced federal medical assistance per-
centage authorized by the American Rescue Plan Act.3 However, it is becoming
increasingly well recognized that behavioral health crisis episodes are not resolved
with a single “one-time” intervention,1 and that individuals and families often remain
“in crisis” for an extended period following an initial crisis event. During these vulner-
able periods, they may be unable to be successfully restabilized only with a “routine”
referral for a “routine” outpatient appointment. Unfortunately, in the current state of
behavioral health crisis system development in most communities, this critical “post-
crisis” period, when people are most vulnerable and the need for continuity of care is
paramount, is often characterized by inadequate service models, disconnected pro-
viders, poor communication, and a lack of systematic oversight to ensure successful
transitions to downstream services.
Nonetheless, as this article will indicate, there is notable progress in developing clin-

ical and systemic approaches to effective postcrisis behavioral health care. There is
emerging recognition of the need for flexible clinical models to ensure rapid access
and wraparound supports for individuals who have experienced a crisis event. At
the same time, state and county behavioral health systems, as well as public and pri-
vate sector payers, have increasingly recognized the crucial importance of postcrisis
continuity. Some systems have endeavored to create more robust “care traffic con-
trol” and transitional care frameworks, with states like Arizona, Georgia, Missouri,
and Iowa offering innovative models. Taking cues from the air traffic control industry,
the most successful models prioritize meticulous tracking and adaptability. Much like
how air traffic controllers ensure the safe and efficient movement of aircraft, these
models focus on continually adapting to each person’s needs, ensuring they are never
lost in the system. However, while strides have been made, the journey is far from
over. The future of postcrisis care will hinge on embracing cutting-edge technologies
and fostering a patient-centered approach, where the individual’s needs and experi-
ences remain at the forefront of all interventions and strategies.
The purpose of this article is to illustrate the importance of attending to postcrisis

care, describing evidence that supports successful postcrisis care services, and
describe current progress in system-level care traffic control and postcrisis service
funding. This information will hopefully facilitate further development of postcrisis sys-
tem monitoring and service development as a necessary feature of emerging behav-
ioral health crisis systems.
THE HANDOFF THAT IS NOT

“I came to the emergency room because I needed help. What I got was not what I ex-
pected. Eventually, I bolted because I was afraid they were going to lock me up.” This
is what TF, a 23-year-old man without a prior psychiatric history, said about his first
experience with the mental health system. If we were to review clinical documentation
from the emergency department (ED), we would see notes indicating TF had pres-
sured speech and decreased need for sleep in the context of recent amphetamine
use, and that he left against medical advice. As is commonly the case, there was no
system for tracking TF and helping him reconnect, and no such connection occurred.
Four months later, TF presented to a specialized crisis care service with secure

observation capacity. “When I came back, they actually did make me stay, and they
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gave memeds that knocked me out,” he said. The notes said he presented with symp-
toms of mania and psychosis, stayed for 48 hours, was prescribed olanzapine, and
was discharged. His only postcrisis follow-up plan was a scheduled outpatient
appointment, which he never attended. Again, he was lost to follow-up. Then, 1 month
later, he presented again to a crisis facility with symptoms of mania and psychosis and
was restarted on olanzapine. This time a case management referral was placed. How-
ever, due to his housing instability and lack of a working telephone number, the case
management team could not connect with him after discharge, and once again he did
not attend the scheduled follow-up appointment. About the encounter TF later said,
“They said they were going to hook me up with a case manager, but I never heard
back.”
Two months later, he presented again in crisis and was admitted to a psychiatric

hospital for 5 days due to persistent manic and psychotic symptoms (along with
continuing substance use) that did not resolve during a period of 23-hour observation.
TF said, “This time, they made me stay. I had a job interview that I had to miss.” Two
days after hospital discharge, he was readmitted to the hospital. There, he was
restarted on medication and referred to a coordinated specialty care (CSC) team for
individuals with early psychosis who engaged with him while on the unit. He left the
inpatient unit after 10 days and entered a supported housing program offered by
the CSC team upon discharge.
Finally, 9 months after initially presenting with mental health symptoms, he attended

his first outpatient appointment, had more stable housing, and was connected to CSC
services. When asked about the CSC team, TF said, “I wasn’t sure if anyone could
help, but maybe we’re getting somewhere now.” It was fortunate that no seriously
adverse event (eg, suicide or arrest) occurred during that period. It was also fortunate
that he kept coming back in crisis to provide opportunities to help him.
When reviewing pathways from crisis to postcrisis care, hearing perspectives like

TF’s are not uncommon. He did not connect to outpatient care despite an ED visit,
a crisis care center visit, a case management referral, and an initial inpatient hospital-
ization. The barriers to connection included a combination of logistical and practical
barriers (eg, lack of transportation, unstable housing), inability of various systems to
appropriately coordinate or provide oversight, and failure of the system to have routine
access to appropriately flexible and intensive wraparound interventions after a crisis.
Fortunately, in this situation, TF had access to resources that are not available in all
systems, like access to CSC and being able to enter a supportive housing program
quickly. These factors likely played a role in limiting the delay in making it to an outpa-
tient appointment to only 9 months after presentation with initial symptoms.
The perspectives of people with lived experience should be a starting point to un-

derstanding these issues. Qualitative interviews of people with serious mental illness
(SMI) suggest that reasons for disengagement include a lack of trust, believing one did
not need services, and a mismatch between services desired versus those offered.4

Reflexively offering an outpatient appointment without a clear explanation or goal as
to how outpatient treatment can help likely will not result in a successful connection.
Based on data from the 2021 National Survey on Drug Use and Health, 52% of

adults with SMI perceived an unmet need for mental health services in the past
year.5 A literature review found that disengaged individuals were more likely unsatis-
fied with services, felt like they were not listened to, and could not participate in
decision-making processes.6 Clearly, the way in which people experience these sys-
tems matters, and the system design for postcrisis services should emphasize
responsiveness to the customers, rather than somehow expecting people in crisis
to fit into the framework that is most "routine" for providers and payers.
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The evidence suggests that those most in needmay bemost likely to fall through the
cracks. Certain groups, like people experiencing first-episode psychosis, co-occurring
substance use disorders and SMI, and homelessness, may require multifaceted ap-
proaches to successfully engage.7 Although state-of-the-art crisis care facilities can
often prevent inpatient hospitalization, follow-up rates from inpatient to outpatient set-
tings remain low. In 2021, national rates of follow-up within 7 days after an inpatient
mental health hospitalization ranged from 29.1% to 38.4% for people with Medicare
or Medicaid and were approximately 48% for those with private insurance.8 Further-
more, thosewithout a prior connection tomental health resources are less likely to con-
nect to follow-up services after a crisis. In a study of over 18,000 individuals who
received inpatient services in New York State, those with less outpatient engagement
prior to admission were less likely to follow up with outpatient services.9 This lack of
connectionmay be evenmore problematic among young people. In a nationwide study
of individuals aged 12 to 27 years, the 7-day follow-up rate was 42.7% and 28.6% for
those who had an inpatient hospitalization and ED visit, respectively, with the study
again finding that those without established providers were less likely to follow up.10

Falling through the cracks may have significant consequences, as individuals are
often vulnerable after a crisis. Systematically understanding thebarriers and challenges
at each stage of the care encounter may help systems develop strategies to increase
the odds of individuals successfully connecting to postcrisis services. Participation in
postcrisis services should never be taken for granted or assumed. The mental health
system was fortunate to have multiple opportunities to welcome and engage TF in ser-
vices, yet we are not always so fortunate. It is important to underscore that 35% of in-
dividuals with SMI in the United States receive no mental health treatment over the
course of a year.5 Thus, when some of the most vulnerable individuals present for ser-
vices, the window may be very narrow to engage them. Each encounter matters and
there might not be a second opportunity. Many individuals who experience these
gaps and delays are far less fortunate than TF and wind up experiencing significant
adverse outcomes, including premature death, without ever being engaged in care.
The stakes are high, and the effort to engage people in postcrisis care should be an

active process undertaken by the mental health system, not just initially but in an
ongoing way. Outcomes are poorer without follow-up, and unfortunately, there are
few standards or expectations for developing such a system. We argue certain
system-wide interventions could have connected someone like TF to care earlier.
Some of these interventions include routine care traffic control tracking for anyone
who presents in crisis, an expectation for the ED or crisis staff to flag someone as
needing referral tracking, routine capacity for information sharing with a responsible
follow-up provider, routine availability of a crisis intervention service that does inten-
sive outreach for high-risk individuals, and routine access to transitional residential
crisis services. Throughout the rest of this article, we will further describe some of
the ways that systems can transform the “handoff that is not” into a successful tran-
sition to helpful and hopeful services that promote engagement and recovery.
We will start with a description of services that work, and then illustrate systemic in-

novations that make it more likely that—where these services exist—people in crisis
will be more likely to make a successful transition and less likely to “fall through the
cracks.”
EFFECTIVE POSTCRISIS SERVICES—THE SERVICES THAT WORK

Let us consider another example of a person at great risk of “falling through the
cracks.” MX is a 28-year-old man who has been diagnosed with schizophrenia but
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has little awareness of his illness. He has experienced frequent ED visits and inpatient
psychiatric hospitalizations and is currently unhoused. He was referred to an assertive
community treatment (ACT) team from an inpatient stay because of his high service uti-
lization but was difficult for ACT to engage or even locate because he did not have
housing. His ACT psychiatrist and the team monitored his electronic medical record
in an attempt to locate him. One day the psychiatrist noted that Mr X was in a nearby
ED. The psychiatrist called the ED and spoke to the social worker who was attempting
to arrange aftercare for MX and explained that a member of the ACT team could come
to the ED to pick up MX at the time of discharge. The psychiatrist went to the ED to
introduce himself and begin to engage him. MX was discharged and agreed to accept
a ride from the ED to the ACT team offices. Once there, he was provided with a snack
and new socks and was introduced to the ACT team’s administrative staff and then to
his therapist. Slowly, he began to connect with the team.
ACT is a well-known evidence-based approach for engagement and open-ended

ongoing treatment of individuals with SMI who are the most seriously affected,
commonly with persistent instability and recurrent crises that continue over a period
of years. Many individuals experiencing a behavioral health crisis are similarly unstable
and may remain unstable for a period of weeks or months and would benefit from ser-
vices similar to those provided by an ACT team. However, unlike typical ACT clients,
they only need that level of intensity for 30 to 90 days, not for a period of years as do
most clients eligible for ACT. Is it possible to adapt what we know works from ACT to
create similarly intensive but more short-term or intermediate-term team-based inter-
ventions to routinely engage individuals in the postcrisis period for weeks or months
until they can transition to more routine levels of ongoing recovery-oriented treatment
and support? The answer is yes.
There is an emerging literature recognizing the value of having team-based flexible

application of critical time intervention (CTI) to engage individuals in the period after
psychiatric hospital discharge with studies in several populations finding improved
continuity of care and fewer hospitalizations.11–13 These services have been time-
limited (typically 3–9 months) and, like ACT, focus on outreach and engagement
and efforts to assist individuals reintegrate into the community, develop living skills,
and build support networks.14 Behavioral health CTI has not routinely been used as
part of a behavioral health crisis continuum except following hospitalization, but lends
itself well to the crisis continuum particularly when CTI services borrow from the tenets
of ACT providing consumer-friendly, recovery-oriented engagement strategies that
help meet the needs of each person.15 Emerging models are using these approaches
as a follow-up component after mobile crisis team visits for both adults and children.
The Centers for Medicare & Medicaid Services (CMS) has adopted and certain states
have begun to implement a continuing crisis wraparound model for children and fam-
ilies called mobile response and stabilization services, which uses similar strategies.16

The essence of these postcrisis service models is utilizing an “ACT mentality” in the
postcrisis period. ACT began a half century ago in Madison, Wisconsin, as Training in
Community Living, a program designed to help people with psychiatric diagnoses
whose needs were not adequately met by traditional services to develop skills neces-
sary for living in the community. A hallmark of the model was assertive engagement17

and this is a component essential to postcrisis team-based models using CTI. Based
on the preliminary literature cited earlier, these services could be beneficial in a
plethora of settings and with a variety of populations (including children and adults
of all ages). This is the case with ACT, which, within 25 years, was broadly imple-
mented in rural and urban settings, with veterans18 and people experiencing home-
lessness,19 and eventually proliferated throughout the United States and on at least
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4 other continents.20 ACT programs are currently person-centered and recovery-
oriented and include not only psychiatric treatment and case management, but also
employment services, housing assistance, substance use treatment, and peer ser-
vices. While postcrisis CTI may not fully include all the same components as ACT,
CTI can have a similarly integrated approach, and use the period of engagement to
provide linkages for any type of ongoing services needed, once the person is suffi-
ciently trusting, stable, and engaged to proceed to take advantage of those serviced.
In addition to formal components of the “ACT model,” there is also a mindset (“ACT

mentality”), which focuses on connecting with the people where they are and assisting
them in meeting their perceived needs, which is a critical component of postcrisis CTI.
Meeting the person where they are includes an ability to address a variety of needs
including food, shelter, clothing, and connections in the community. Sometimes the
person’s perceived needs may be quite specific, but assisting them in obtaining not
just a shirt but a purple shirt, and not just a sandwich but a tuna sub, with lettuce
and no tomatoes from the local deli, may be invaluable in engagement and trust build-
ing. In our current fragmented behavioral health crisis system, helping get people what
they want is critical, rather than simply referring them to an “appointment” that they
may not even desire or see as valuable.
With this understanding in mind, key elements of postcrisis team-based CTI models

include the provision of both office-based and home-based intensive care options for
those who are emerging from a crisis.21 In the initial phase of CTI, transition to the
community can be accomplished by meeting a patient in an inpatient unit or in an
ED to engage or reengage with them.22 Once that connection is made, the team facil-
itates the second phase of CTI and helps the person make linkages to the community.
Continuity of care is achieved when the CTI team helps establish or reestablish treat-
ment and community links. In CTI, there is a transfer to longer term mental health pro-
viders (at whatever level of intensity is needed for continuing care) in phase 3 and the
team can also provide rehabilitation services23 including substance use care,24 peer
support,15 nursing care, and somatic care.25

Note that postcrisis CTI follow-up services should be a “first option” for all who
might be in need—that is, available to all individuals in need and not simply those
who have been failed repeatedly by the system. These services should be as routinely
available as “front-end” crisis services like mobile crisis teams and behavioral health
urgent care walk-in centers, and these services should be available to individuals
regardless of diagnosis or insurance status. It is crucial that CTI services serve chil-
dren and their families and caregivers as well as adults, including older adults. CTI ser-
vices should be individualized, with some needing minimal support to reconnect and
move beyond the crisis and others needing much more. Whether of short or longer
duration, postcrisis CTI services should be able to employ an ACT mentality (as
described earlier), addressing the needs and preferences of the person or family com-
ing for treatment, as perceived by that person or family.
Both TF and MX could also appropriately have been engaged initially with CTI ser-

vices, and then connected to CSC or ACT later when they demonstrated the
continuing need for those types of services. MX has been with the ACT program for
almost a year now. Thus far, although MX declines antipsychotic medications and
housing options, he identifies the ACT offices as his “nest.” He comes somewhat
sporadically to the team (the “nest”) to meet with his therapist and psychiatrist, and
to receive free clothing and hygiene products. He has had episodic employment
with the assistance of the ACT employment specialist and while his visits to the ED
have not completely stopped, they have decreased. When he does go to the ED,
they point him back to the “nest” where he knows that he is welcome. This experience



Postcrisis Follow-Up to Community Services 7
not only reduces expensive utilization of crisis services; it may be the difference be-
tween life and death.

CONNECTING PEOPLE TO EFFECTIVE POSTCRISIS SERVICES

Now that we have demonstrated the importance of establishing durable connections
for people in a crisis and described the types of flexible, person-centered, wrap-
around interventions that may be needed for people continuing to be in “crisis”
following an emergency encounter, we will offer guidance on how systems can be
designed to make it an expectation (rather than an exception) that these types of tran-
sitions occur. This section explores methods for enhanced “care traffic control”
tracking along the crisis continuum, drawing parallels to the meticulous vigilance of
air traffic control and highlighting emerging best practices from state programs and
health management organizations. We will then discuss important considerations
for building more robust systems.

THE “CARE TRAFFIC CONTROL” PHILOSOPHY

Ensuring adequate care for patients after a mental health crisis is an intricate task,
much like the rigorous coordination required to guide an aircraft safely through a
busy airspace. Each person in crisis presents with unique needs, varying problems
and degrees of severity, and different socioeconomic backgrounds. Like air traffic
controllers who never lose sight of their assigned aircraft, health care entities must
ensure nobody becomes “lost” in the system after a crisis. The comparison, while
not perfect given the inherent humanity and autonomy of someone in the midst of
what may be one of their most difficult life experiences, underlines the diligence
required to ensure that people in crisis do not slip through the cracks.
Many regions continue to grapple with managing people in active crisis, let alone

tracking postcrisis care. However, the “care traffic control” model is showing promise.
It adopts elements of the aviation industry’s rigorous tracking systems, focusing on
continuous monitoring along the mental health crisis continuum and ensuring proac-
tive interventions when barriers to care arise. In this model, individual care trajectories
are tracked so that health care providers can ensure a safe handoff between different
levels of care, monitor clinical progress, and never lose contact.26

The following sections describe examples of entities or payors that have adopted
elements of the care traffic control philosophy to facilitate access to intensive post-
crisis services. These examples demonstrate how elements of care traffic control
are being taken to scale through systemic technological advances, as well as how
some systems are building service and funding models for more intensive postcrisis
services. Note, however, that even a smaller community can emphasize the impor-
tance of identifying everyone who presents in an acute crisis without the latest tech-
nology and ensuring that there is an assigned responsibility to follow that person to
facilitate connection to the best next step, as well as providing options for more inten-
sive and flexible follow-up when needed, including extending the reach of existing mo-
bile crisis services or urgent care services.

Georgia Crisis & Access Line and the Georgia Crisis & Access Line Referral Board

Georgia’s Department of Behavioral Health and Developmental Disabilities pioneered
a statewide 24/7 crisis hotline, the Georgia Crisis and Access Line (GCAL), that serves
as the first point of contact for those experiencing a behavioral health crisis. Available
to anyone in the state, GCAL connects callers to trained professionals who can assess
the situation and deploy appropriate resources as needed.27
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GCAL is complemented by the GCAL Referral Board, a cloud-based platform
(developed in partnership with Behavioral Health Link, a crisis services software com-
pany) that provides a real-time snapshot of the state’s behavioral health resources.
This includes a comprehensive overview of all state-funded mobile crisis teams and
crisis bed utilization and availability, updated in real time. Together, these components
create the capacity for deploying crisis resources quickly and efficiently where they
are most needed, helping to prevent emergency rooms from becoming overburdened,
as well as incorporating the capacity to track information on people experiencing a
crisis to promote effective “care traffic control.”
The system collects essential identifying information such as name, age, gender,

primary presentation, and location. It also indicates which individuals are located
within each of the state’s behavioral health crisis center catchment area, which en-
sures that resources can be allocated effectively.28

Moreover, the system provides flow management during the initial crisis episode
and a proactive capacity to link people to ongoing care. The data system tracks
each person’s referral status, highlighting who is waiting for a bed, how long they
have been waiting, and the current availability of beds. It is also able to schedule
real-time outpatient appointments with community partners when a lower level of
care is appropriate, which is an essential feature in ensuring continuity of care after
a crisis event.29 By having the 24/7 capacity to connect people with local mental health
resources, and the ability to hold those local systems accountable for maintaining that
availability, the system can facilitate the transition from crisis management to longer
term treatment.

Arizona’s Regional Behavioral Health Authority System

Arizona’s Medicaid system, known as the Arizona Health Care Cost Containment Sys-
tem (AHCCCS), provides crisis care for all patients, regardless of their insurance sta-
tus. Arizona contracts with a managed care organization in each regional behavioral
health authority (RBHA) zone and sustains these services by braiding state, federal,
and grant funding.30 These entities handle a significant portion of the crisis response,
including follow-up activities via phone, nonemergency transportation for crisis reso-
lution, and emergency transport by mobile teams to crisis stabilization centers.31

Furthermore, all AHCCCS-RBHA contractors manage crisis phone services in their
areas via a unified statewide crisis helpline. Like Georgia, Arizona has incorporated
a “care traffic control” approach, mandating vendors to have real-time data sharing
systems across the crisis spectrum, inclusive of integrated outpatient appointment
scheduling that is available 24/7 on a virtual platform to ensure access to next day
follow-up for individuals in crisis as well as assigned accountability for the person
served.
This system extends to the crisis recovery period, with Arizona establishing clear,

proactive guidelines. Upon discharge from an inpatient unit, patients must have a
scheduled follow-up appointment no later than 7 days after leaving the unit.32

For those who interacted with the behavioral health crisis system but were not
admitted, contractors must provide follow-up in-person or via telephone within
72 hours of contact.31 This allows an additional opportunity to assess each per-
son’s risks and access to supports. Moreover, if someone faces challenges with
prescribed psychotropics or experiences a change in care need, Arizona mandates
the managed care organizations to actively engage with them. This proactive
engagement at the systems level provides for continuous opportunities to adjust
service intensity if the person in crisis is not engaging successfully in the postcrisis
period.
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Iowa’s Crisis Stabilization Community-Based Services

Over the last decade, Iowa has made significant investments in its mental health crisis
continuum, including services relating to postcrisis care. In 2014, Iowa’s 99 counties
were organized into 14 mental health and disability services (MHDS) regions estab-
lished to provide a core set of mental health services, including 24-h access to crisis
response and crisis evaluation.33 Leveraging funding from a mixture of county mental
health property taxes, state appropriations, and Medicaid,34 Iowa further augmented
its MHDS system in 2018 with legislation expanding services to include mobile
response, 23-hour crisis observation and holding, residential crisis stabilization, and
community-based crisis stabilization.
Crisis stabilization community-based services (CSCBSs) have allowed people to

progress toward recovery after crisis in a familiar, least restrictive setting. Referrals
can be made to CSCBSs directly by mobile crisis, hospital EDs, upon discharge, or
through a referral line. Services among some of Iowa’s CSCBSs include daily consul-
tation with a licensed mental health professional, resiliency skill training, and connec-
tion with additional community services.35 At least 1 regional CSCBSs has also
implemented a transitional living program for patients discharged from inpatient units
and in need of redeveloping skills to rejoin the community.36

While Iowa’s CSCBS programs frequently provide services for short periods of time
(7 days), crisis staff will ensure that a warm handoff has occurred to facilitate ongoing
treatment. One of the key performance indicators of Iowa’s CSCBS providers includes
documentation of each person’s progress until they can—and do—attend a follow-up
appointment.37 This is consistent with the philosophy of “care traffic control,” ensuring
a care entity is partnered with each person along the recovery process.
Missouri’s Emergency Room Enhancement

In recent years, Missouri witnessed an alarming rate of hospitalizations for individuals
with SMI, yet community-based treatment alternatives were underutilized.38 Often
these patients were uninsured or underinsured and, if not admitted from the ED,
were released without a referral for follow-up services. Adding to the complexity, in-
teractions between people with mental health issues and law enforcement often
proved problematic.
These issues led the state’s Department of Mental Health to launch the Emergency

Room Enhancement (ERE) Program nearly a decade ago in select regions. It has since
expanded to all 114 of Missouri’s counties.39 The measure is entirely funded through
Missouri’s Strengthening Mental Health Initiative from the Department of Mental
Health40 and focuses on linking people with significant behavioral health needs to com-
munity support. The program relies on trained hospital staff to identify thosewhowould
benefit from wraparound services and to notify ERE outreach workers. After deter-
mining the individual’s eligibility, ERE staff will make an appointment with a Community
Mental Health Center. Transportation will be provided if necessary. At the visit, a case-
worker will provide a personalized treatment plan. Since its inception, the program has
engaged over 14,000 individuals.41 In the first 6months of 2021, baseline measures re-
ported a 71% decrease in homelessness, 58% reduced unemployment, and 68% and
65% reduction in ED visits and hospitalizations, respectively.42

In at least some regions, the success of ERE has further translated into inpatient an-
alogs. Behavioral Health Network, the provider of ERE services for St Louis and the
surrounding regions, has an embedded role in nearly a dozen hospitals. Liaisons
assess the needs of admitted patients and discharge support, including follow-up
phone calls, home visits, and transportation to the first follow-up appointment.43
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USING TECHNOLOGY AND INFORMATION SHARING TO FACILITATE POSTCRISIS
CONTINUITY

In addition to the specific system case examples earlier, it is important to highlight
some of the more broadly applicable technology and information-sharing advances
that are helping to address postcrisis continuity of care.

Crisis Notification Systems

In the continuum of postcrisis care, a significant challenge has been communication
between separate systems or providers, resulting in people becoming lost in their
care. This remains particularly challenging for individuals (like TF and MX) who self-
present to the ED in crisis and are then discharged. This may occur because the per-
son’s level of need is not warranting an inpatient admission, but this does not mean
that the person is not still experiencing significant distress and instability. Equally con-
cerning, frequently these situations are only known within the confines of the care
institution where the person presents, leading to missed opportunities for connection
to resources that would provide more efficient and effective interventions. Fortunately,
recent changes in health care policy and innovative technological approaches are now
available that can be used by health systems routinely to improve communication and
coordination in these scenarios.
The CMS took steps to address this issue with its interoperability rule, which re-

quires certain hospitals, psychiatric hospitals, and critical access hospitals to share
admission, discharge, and transfer (ADT) notifications.44 This rule fosters open
communication between health care providers, enabling better tracking of people’s
health status and facilitating efficient allocation of resources.
Information technology companies have partnered with providers and payors to

leverage this regulatory change, developing notification systems to capture crisis
events, such as ED presentations.45 This enables care organizations to deploy proac-
tive services, including appointment scheduling and wellness checks, for patients who
need them the most, increasing their odds of navigating the recovery process. How-
ever, there remains a need to expand the use of ADT notifications in behavioral health
crisis facilities, which often are not included in this hospital-based system.

Payor Discharge Collaboration

Some health maintenance organizations have begun to actively collaborate with
inpatient teams to ensure patients receive timely follow-up appointments post-
discharge. They have also issued comprehensive guidelines for optimizing this pro-
cess, which often emphasize the identification of potential barriers to appointment
attendance, such as transportation challenges and the possibility of switching to
telemedicine when needed. For instance, Magellan health’s guidelines stress the
importance of empowering the patient to be an active participant in their care,
encouraging teams to have the patient call the outpatient office while admitted to
schedule the appointment. Magellan further encourages inpatient teams to promptly
share the completed discharge plan so it can continue to follow the patient’s prog-
ress.46 Most other behavioral health managed care organizations are adopting similar
protocols.
Building on this approach, payors can coordinate with outpatient providers to verify

patient attendance at scheduled appointments and assist with rescheduling when
needed. This offers an opportunity also to reevaluate the patient’s care and determine
if there is a need for a more intensive intervention, such as an intensive team-based
CTI follow-up.
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Integration of Digital Technologies

Technology and digital tools have the potential to significantly improve mental health
crisis care, particularly in managing postcrisis care and ensuring that people’s care
trajectories are adequately tracked so they receive the follow-up care they need.
The case studies explored in the previous section relied upon the implementation of
technological coordination or database systems. The increasing adoption of digital
health technologies, ranging from electronic health records (EHRs) to mobile health
applications, also offer promising possibilities for enhancing patient engagement,
continuity of care, and health outcomes after a crisis.
Integrating these digital tools and technologies into mental health crisis care could

profoundly improve postcrisis management. Not only can they enhance the efficiency
and quality of care, but they can also empower people who have recently been in crisis
to take an active role in their health journey. However, the implementation of the
following technologies should be carried out with careful consideration of data privacy
and security, as well as digital health literacy among patients and providers. Ensuring
equitable access to these technologies will also be critical to avoid exacerbating
health disparities.47

Electronic health records
EHRs are integral to the effective tracking and management of patient information.
They provide a comprehensive, real-time patient history that authorized health care
providers across different care settings can easily access. This capability ensures
continuity of care and enables providers to make informed clinical decisions based
on a patient’s past and current health status. For individuals post–behavioral health
crises, EHRs can facilitate effective coordination among health care professionals
and entities involved in their care, thus preventing them from falling through the cracks
of the health care system.

Health information exchange
A health information exchange (HIE) is a system that allows the electronic sharing of
health-related information among organizations according to nationally recognized
standards.48 For postcrisis care, HIE could enable seamless communication and
collaboration among various entities involved in a person’s care, including behavioral
health specialists, primary care providers, social workers, and even family members.
This capability would ensure everyone involved in a person’s care is on the same
page, promoting coordinated care and improving health outcomes.

Telehealth
Telehealth has emerged as an essential tool in delivering mental health services, espe-
cially amid the constraints imposed by the coronavirus disease 2019 pandemic. Tele-
psychiatry provides an accessible and convenient platform for people to engage with
their health care providers. For postcrisis service needs, telehealth can facilitate timely
follow-ups and continuous care, even when in-person visits are challenging. Many
people also prefer telehealth modalities.49,50

Mobile health applications
The rise ofmobile health (mHealth) applications has brought health care directly into the
palms of consumers. mHealth apps for mental health, such asmood trackers, mindful-
ness apps, and therapy chatbots, offer a range of tools that can complement current
services, and already some have shown benefits in managing people’s symptoms for
specific disorders.51 These applications can also remind people of their appointments,
assist with medication management, or provide instant support in times of distress.
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These tools can be particularly beneficial in supporting selected individuals after a
crisis, helping them manage their risk, and reducing the risk of an additional crisis.52

SUMMARY

Throughout this article, we have examined the urgent need for robust, integrated post-
crisis behavioral health care, highlighting the complexity of managing people’s diverse
needs and the inherent challenges in coordinating and communicating between
various health entities involved in patient care. We have underscored the importance
of bridging gaps in care and ensuring continuity to improve clinical outcomes and
reduce the chance of people reentering a state of crisis.
However, the path to realizing a seamless postcrisis mental health care system

faces obstacles, such as privacy concerns, technology literacy, funding constraints,
disparities in access, and the risk of technological overreliance, among others. These
challenges necessitate a balanced and cautious approach to implementing change.
While this article has offered comprehensive strategies and considerations for

enhancing postcrisis mental health care, the exploration should not stop here. The
complexity of mental health crises, combined with the dynamic nature of health
care technology and systems, demands continuous learning and adaptation. Policy-
makers, health care providers, and researchers must relentlessly seek novel ap-
proaches, policy modifications, and technological advancements that promote
person-centric, effective postcrisis mental health care.
Furthermore, it is crucial to promote research evaluating the effectiveness of these

strategies and their impact on people’s quality of life, mental health outcomes, and
overall health care costs. Only through such ongoing assessment and refinement
can we ensure that the mental health care system meets the unique and evolving
needs of every individual who seeks help in times of crisis.
In conclusion, caring for people after a mental health crisis is a daunting but sur-

mountable challenge. With diligent effort, continuous innovation, collaboration across
sectors, and a steadfast commitment to each person’s well-being, we can transform
the landscape of postcrisis mental health care. The stakes are high; the well-being of
countless individuals hangs in the balance. But armed with knowledge, creativity, and
compassion, we can make a profound difference in the lives of those affected by
mental illness.

CLINICS CARE POINTS
� Seamless transition from crisis intervention to postcrisis care is essential, emphasizing the
importance of immediate engagement and continuity.

� Personalized care plans, addressing the unique needs of each patient, are critical for effective
postcrisis management.

� Implementing systematic care tracking and follow-up mechanisms is vital to ensure ongoing
support and prevent individuals from “slipping through the cracks.”

� Multidisciplinary collaboration and communication among health care providers are key to
delivering comprehensive and coordinated postcrisis care.
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