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REACH Data Summary Report: Quarter IV/FY15
The following report provides a summary of data related to the operation and utilization of the regional REACH programs for adults.  It updates the report written in March of 2015, providing the same type of information with updated data and analysis.   As with the previous quarter, this document is organized to address the referral process to the REACH programs, the operation of the 24/7 crisis lines, the Crisis Therapeutic Home (CTH), the Mobile Crisis Response, and training and outreach efforts.
REACH Referral Process
Referral activity for the fourth quarter of fiscal year 2015 has remained remarkably stable.  Total referrals are virtually unchanged from quarter III.  The referral pattern across regions also remains very similar, with Region I continuing to receive the most referrals, while Region V receives the fewest.  Region III’s referrals have increased by about 22% for the quarter, while Region II’s have decreased by approximately 31%.   Region V’s referrals have also decreased slightly, in keeping with a trend of declining referrals that has been on-going for the past four quarters.  Part of this decline may be due to the lack of service requests received from Emergency Service workers, as well as an overall less diverse system referral base.  The apparent lack of collaboration between the Region V REACH program and Emergency Services personnel has been a focus of change over the past quarter.  It was discussed at the June REACH advisory council meeting, and REACH leadership is aware of the need to foster this relationship.    Changes to the REACH standards should also help as the expectation for REACH staff to provide collaborative support through the prescreening process is now codified.  The Department is also in the process of completing a family satisfaction survey for the area and is meeting with representatives of the DD case management system to better understand why referrals are not coming from this source.  Finally, the region may also need to do some rapport building with stakeholders now that they have stabilized their team and begun to focus on clinical skill building through the leadership of their Clinical Director, Dr. Tiffany Yancey.    

Another perspective on referral activity is provided by examining what sources in the individuals’ lives generate requests for service.  Referrals continue to come primarily from case managers through the Community Services Board (CSB) case managers. Beyond that commonality, contributions to the referral pool vary considerably from region to region.  DD case management continues to contribute little to the referral base.  However, this does not reflect a lack of service to this group.  Given the structure of the mental health service array in Virginia, these individuals are more likely to be linked to REACH through mental health case management or ID services if they receive waiver funding.   Further detail on referral source may be seen in the graphs below.   








While the REACH programs continue to provide crisis services, their efforts to support individuals effectively prior to a crisis developing suggest a more proactive, pre-crisis model.  Supporting this impression, it is noteworthy that new referrals to the program continue to be received primarily during routine business hours.  This indicates that the system of care is linking to REACH when they ascertain that an individual is at risk by history for a behavioral or mental health crisis or is in a situation that would likely set the occasion for a crisis event.  The Department continues to see this as a positive outcome of REACH services but is cognizant of stakeholder concerns about availability and will continue to monitor.  
Referrals do come in occasionally after business hours or on weekends.  In fact, 15% of referrals for the quarter were made after hours.  This suggests that service initiation is available after hours when the situation dictates.  This conclusion is also supported by the overall ratio of crisis to non-crisis referrals in three out of the five regions this quarter.  Last quarter, this writer noted that another interpretation for the lack of referrals after hours may also be due in part to the program losing its designation as a crisis response service.  While being known and acknowledged for prevention services is a plus, this identity must be balanced with the need to sustain REACH’s status as a crisis intervention resource.  The Department has begun to collect data on all admissions to state hospitals that emanate from a Temporary Detention Order (TDO).  This data is enabling the Department to examine these cases with regard to the role REACH may have played in deterring the admission, had they received a crisis call at the time of the prescreening.  Efforts going forward will target improved collaboration between Emergency Services and the REACH programs as well as ensuring that prevention work does not overshadow other critical elements of the programs.    

              
	Referral Time
	Region I
	Region II
	Region III
	Region IV
	Region V

	Monday-Friday
	34
	20
	30
	27
	13

	Weekends/Holidays
	4
	2
	2
	0
	0

	Mon- Fri. after 5:00
	3
	5
	4
	1
	0

	8:00 am to 2:00 pm
	20
	12
	22
	24
	6

	3:00 pm to 8:00 pm
	17
	10
	12
	2
	7

	9:00 pm to 2:00 am
	3
	0
	2
	1
	0

	3:00 am to 7:00 am
	1
	0
	0
	0
	0


In terms of what type of clinical issues bring individuals to the REACH programs for support, aggressive behavior, to include physical aggression, verbal threats, and property destruction, is what most often necessitates a referral.  Only Region III departs from this trend with increased mental health symptoms being the most frequently noted presenting problem.   The table below provides program specific information on presenting problems.  Aggregated data is presented in the graph just below this table.  The reader is reminded that the total number of presenting problems reported may exceed the total number of referrals as individuals may have more than one presenting problem.  Nonetheless, the information does provide an overview of the clinical issues that motivate a REACH referral.
	Presenting Problem
	Region I
	Region II
	Region III
	Region IV
	Region V

	Aggression
	25
	13
	9
	13
	9

	Self Injury
	0
	1
	4
	0
	2

	Family Needs Support
	2
	0
	6
	7
	0

	Suicidal Ideation/Gesture
	7
	0
	4
	0
	1

	Increased Mental Health Symptoms
	5
	6
	17
	0
	1

	Loss of Functioning
	0
	0
	2
	2
	0

	Hospital/TC Step-down
	2
	2
	9
	3
	1

	Diagnostic Eval/Tx Planning
	0
	0
	2
	0
	0

	Risk of/loss of placement
	0
	0
	5
	1
	0




REACH Crisis Response
Each of the five regional REACH programs operates a crisis line 24-hours per day, seven days per week.  Calls coming into the crisis lines may be from existing REACH clients or from systems in the midst of an escalating situation.  Calls are responded to in one of two ways, either by telephone consultation or through an on-site, face-to-face assessment and intervention.   Domains of interest related to crisis response include the type of response, the response time to the site of the incident, the location where an on-site assessment and intervention took place, and the outcome of the mobile crisis response.  To present the most detail and accuracy, data related to activity on the crisis line will be parceled out in the following way: 
· Crisis calls
· In person assessment/intervention
· Telephone intervention
· Prevention
· Total crisis line activity  
This breakdown provides a better method for understanding the REACH programs and how they have operationalized crisis services.  A summary of information about crisis calls and responses is depicted in the graph below.   Please note that this graph encompasses all calls received on the crisis line during the review cycle.  Therefore, it includes on-site responses to existing REACH clients, repeat calls from individuals, and new referrals.  Therefore, call totals when combined across categories will exceed the total number of referrals for the quarter. 


The graph above provides information on all call activity for the programs for the fourth quarter of fiscal year 2015.  Average response time is graphed on a secondary axis in the form of a line, both to emphasize it and to allow its variability to be clearly seen.  Regions II and IV have the shortest average response times in keeping with their shared designation as urban areas with a required 1 hour response time.  Region III has the highest average response time at 80 minutes, but this is still well below its maximum of two hours.  Given that Region III is both the largest region geographically and the most rural, it makes sense that its average response time, calculated in minutes, would be the highest of the five regions.  Statewide, the pattern of average response times is well in keeping with the known parameters of the five regions.  That is, urban areas are responding the quickest; the smallest rural region reports the shortest response time and the largest the longest.  Region V is unique in that it contains both very urban and very rural regions spread over a large geographic area with a body of water that separates the Region.  
While some responses occur outside of the times specified in the settlement agreement, these exceptions are low.  Indeed, across the Commonwealth, only 11 responses occurred outside of the times established by the REACH standards, amounting to 5.4% of the total face to face responses.  This is a decrease of 1% (2 responses) from last quarter.  Given the overall low number of “over-time” responses, a decrease of nearly a percentage point is meaningful.  The overall hit rate for on-site responses for the quarter lies at 94.6 percent.   Taking into account the practical reality of operating a 24/7 crisis response service across a geographically diverse state like Virginia, the Department has established its own goal of on-time responding at a rate of 95%.  We have now very nearly achieved this goal.

	Region
	Total On-site Responses
	0-30
Minutes
	31-60 Minutes
	61-90 Minutes
	91-120 Minutes
	121+
Minutes

	Combined
	203
	59
	79
	38
	23
	4

	I
	44
	15
	11
	10
	8
	0

	II
	31
	8
	20
	3
	0
	0

	III
	18
	3
	5
	4
	5
	1

	IV
	51
	24
	23
	2
	2
	0

	V
	59
	9
	20
	19
	8
	3


  






Location of Mobile Assessments

	Assessment Location
	Region I
	Region II
	Region III
	Region IV
	Region V

	Family Home
	14
	6
	4
	9
	16

	Hospital/Emergency Room
	19
	3
	12
	16
	12

	Residential Provider
	0
	6
	0
	22
	23

	Day Program
	1
	1
	0
	3
	8

	CTH
	0
	4
	0
	4
	0

	Emergency Services/CSB
	2
	1
	0
	1
	0

	Other Community Setting*
	0
	1
	2
	2
	1



The REACH programs continue to provide mobile assessments at a variety of locations, indicating that they are flexible and able to respond wherever the need exists.  There are clear regional differences that will need to be explored.  For example, Regions II and IV report the need for crisis assessments for individuals who are already receiving services in the CTH.  This may speak to the acuity level of the individuals served, to differences in staffing patterns, or to training needs.  Day programs in Region V request crisis assessments more often compared to the other regions, an observation which was also true for Quarter III.  Across the regions, assessments occurring at CSB’s with emergency service personnel are low, with Regions III and V reporting no such activity.  This points to a potential disconnect between emergency services and the REACH programs.  In Region V, this is an active concern that is being addressed through increased communication between the REACH program and Eastern State Hospital, as well as on-going efforts to increase the visibility of the REACH program throughout the CSB’s in Region V.   All of the REACH programs respond to crisis assessments that take place in the community at large.  This is an area that is particularly salient to the work of the programs, because such situations carry with them an increased risk for police involvement, which can result in hospitalization or arrest.  As such, intervening in the larger community enables the REACH programs to divert negative outcomes.  The brief table below provides an overview of some of the more unusual contexts in which crisis assessments occur.
	Region 			Location
	I				-------------
	II				Dunkin Donuts
	III				Jail
	IV				Doctor’s Office
	V				Court House
	



Crisis Therapeutic House
Each of the five REACH programs operates a CTH that accepts both crisis stabilization admissions as well as planned, preventive stays.   A review of the data indicates that regional trends continue and speak to idiosyncratic aspects of the geographic areas defined by the regions.  
Region IV, whose CTH is currently located on the campus of a facility serving children, have developed architectural plans for a new, custom built home.  They plan to break ground in September, with a completion date anticipated in March of 2016.  Over the past quarter, they have demonstrated the highest utilization for crisis admissions among all the regions, while their other measures of their overall CTH utilization are consistent with those of the other programs.  Region IV has a very large concentration of residential providers within its borders, which may contribute to the relatively high rate of CTH utilization.  That is, professional providers are more likely to accept behaviorally challenging people into their residential settings, often serving those whose families can no longer meet their needs.  In such situations, the link with the need for crisis services seems clear.
  As noted in the previous quarterly report, Region III has temporarily added a 7th bed to their CTH to address immediate capacity concerns and to increase the length of stays possible for those who need somewhat longer term care.  This is intended to be a temporary solution to a larger systemic issue in the region; namely a shortage of providers skilled in working with individuals with significant behavioral disorders.  The Department is working in concert with community providers to build the needed capacity for these individuals.  The Department has organized and facilitated two provider development meetings in the region, offered trainings to potential providers at no cost to them, and offered technical assistance in navigating the licensing process and other regulatory procedures.  It is anticipated that these efforts will initially mitigate and ultimately eliminate the need for Region III to maintain a 7th bed in their CTH.  
Utilization of this additional resource over the past quarter has been consistent.   Interestingly, while the overall number of individuals impacted by the need to wait for admission to the CTH in Region III has decreased, the length of the wait was not reduced in any meaningful way.  This information underscores how the limited number of residential providers in the region impacts all aspects of the system, from duration of inpatient stays, to utilization of the CTH, and in an indirect way, rates of hospitalization.  The Department is aggressively targeting this problem by offering high quality and free training to providers in Region III to enable them to serve more challenging individuals, working to make the process of becoming a licensed provider in the area as efficient as possible, and supporting efforts to grow behavioral interventionists in the area so that residential providers have the support they need to facilitate successful and long-term homes for individuals in Southwest Virginia.  Additionally, the Department issued an RFP to develop residential programs in this area specifically designed to meet the needs of individuals with behavioral and mental health needs.
In other regions of the state, the CTH is less often utilized to ameliorate crisis situations.  The reasons for this are not entirely clear, but are likely related to the degree of collaboration between emergency services personnel and REACH staff, provider availability, among other, more colloquial factors.  Region II’s CTH has always been more heavily utilized for prevention stays than for crisis stabilization purposes.  The program’s director, Liv Salvador, has made this a target of change, but as of the writing of this report, this trend has not yet shown a shift.  Preventive interventions outnumbered stabilization admissions by nearly three to one.  The need for crisis stabilization work also exists in Region II and REACH needs to seen as a valuable resource in this realm.
In Region V, rates of crisis stabilization admissions equal those for prevention.  However, in that region, prevention visits are notably longer, averaging about 11 ½ days, slightly longer even that stabilization stays.  According to the region, some individuals have become homeless during their preventive stays, resulting in the need for longer services.
Region specific information related to waitlists, length of stay, readmissions, etc. are presented in the graph below.  Please note that waitlist days are not consecutive.  This number reflects the cumulative number of days across the quarter when a bed was not available when requested for an appropriate admission to the CTH.  


Mobile Crisis Stabilization
In addition to the Crisis Therapeutic Home, the REACH programs offer mobile, community based crisis intervention and stabilization plans.  While not always clinically indicated, this service is preferable to the use of the CTH because it allows the situation to resolve within the individual’s natural social environment.  A review of the utilization of mobile crisis supports indicates that the use of this service is more frequent across all regions than the use of the CTH. Use of this service type is down in Regions I and IV compared to last quarter and sharply up in Region V.  A comparative review of data across all four quarters may elucidate if this reflects actual trends or just quarterly variations.   It is interesting to note that in Region IV, CTH admissions went up this quarter as mobile crisis supports decreased, while in Region V this was reversed.  It will be important to combine this data with rates of hospitalization and requests for emergency prescreening evaluations, as well as with information regarding length of inpatient stays so that a comprehensive understanding of how various parts of the service system are moving in concert or faltering in these efforts.  The Department will be completing an annual report in the coming months that will address this issue.  Until that time, it may be stated that mobile crisis stabilization services are being used consistently across the state at a rate similar to that of the Crisis Therapeutic Home (CTH).




Almost across the board, the average number of days that mobile supports are in place following a crisis exceeds the three days noted in the settlement agreement (“Mobile crisis teams shall provide local and timely in-home crisis supports for up to three days…”).  There is considerable variability from region to region in both the range of days offered and the average number of days allotted to each case.  Consistent with last quarter, Region III provides the most days of support.  Region I provides the most hours of support, but spreads them over fewer days.  This may reflect differences in the clinical presentations of the individuals served, the cohesiveness of the system of support, or the general availability of resources in the area.  Whatever the reason, it is important for each region to continue to be flexible in their approach to service provision.  Doing so enables them to protect the very benefits of operating the REACH program from a regional perspective.  Data for the present quarter regarding the range in service days as well as the average number of days crisis supports were delivered is as follows: 
· Region I: 		1 to 11 days		Average:	7.4
· Region II:		1 to 7			Average:	3.6
· Region III:		1 to 15			Average	11.1
· Region IV		1 to 10			Average:	4.4
· Region V		9 to 20			Average:	2.2



Crisis Service Outcomes/Dispositions
The graphs below provide a summary of outcome data in graphic form, and highlight regional differences across the Commonwealth.  Overwhelmingly, mobile crisis responses are effective in resolving the immediate crisis without the need for the individual’s residence to be disrupted.  Psychiatric hospitalizations and admissions to the CTH’s, both outcomes that suggest a higher acuity level, occur at much lower rates, with psychiatric hospitalizations occurring slightly more than admission to the CTH.  This is a trend that the Department is closely watching.  Admissions data relative to state hospital admissions is now received by the Department daily.  This is allowing for the system to determine if REACH was involved in the assessment, to problem solve gaps where they exist as close as possible to the time of the event, and to ensure that REACH is involved in the hospitalization as soon as possible.  The Department is also in the process of collecting admissions data from private psychiatric hospitals.  While this data will not be “real time”, it will allow for utilization trends to be examined and may highlight additional areas for system change.

      

The graphs below provide a different view of outcome data.  These graphs depict outcomes based upon the type of intervention received, either mobile community or CTH stay.  In other words, once REACH has assessed the crisis situation and made an initial determination about the appropriate type of support, and implemented this support, what is the outcome of these efforts?   For each outcome noted, the graphs depict the relationship of service type to the total number of individuals falling into the various placement categories.  This provides a better point of comparison across regions given that the number of relevant outcome categories differs from one region to another.  Again, the most frequent outcome is that the placement is preserved.












                                           


Service Elements
Each of the five regional REACH programs provides an array of services to their ID/DD communities.  These services include prevention and education services, assessment services, and consultation services.  At the time of last quarter’s report, it was noted that variability within this data set would, theoretically, diminish or disappear as service elements being furnished comported more and more closely with Medicaid billing standards.  That is, with billing maximized among the various programs, services delivered should overlay with Medicaid expectations.  Achieving this continues to be a work in progress.  
The tables below summarize the services provided in each of the three REACH program components.   There continue to be regional differences as well as more minor differences within regions when program areas are compared (i.e. mobile supports to CTH admissions).  On the one hand, the Department needs to do a better job of developing service definitions that are sufficiently well described to minimize program specific interpretation.  That is, it should be a fairly rote matter to classify services into a standard table.  On the other hand, the programs will always find the need to provide unique services components that may not be accurately captured by a template such as the table below.  Therefore, some degree of interpretation is needed to “get credit” for valuable work that is being done for individuals served.  The reader is again advised that the data contained in the table below should be interpreted with some caution, as different regions may have interpreted this data element from different perspectives.    



	Service Type: Crisis Stabilization (CTH)

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	20
	0
	0
	26
	16

	Crisis Education Prevention Plan
	20
	9
	20
	2
	0

	Crisis Prevention /Intervention Planning
	0
	0
	20
	0
	0

	Crisis Prevention/Follow Up
	0
	0
	20
	0
	0

	Medication Evaluation, if needed
	0
	0
	20
	0
	0

	Consultation
	20
	0
	20
	26
	16

	Provider Training
	20
	6
	0
	1
	2



	Service Type Provided: Planned Prevention(CTH)

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	0
	0
	0
	12
	16

	Crisis Education Prevention Plan
	20
	26
	14
	2
	0

	Crisis Prevention /Intervention Planning
	0
	0
	14
	0
	0

	Crisis Prevention/Follow Up
	0
	0
	14
	0
	0

	Medication Evaluation, if needed
	0
	0
	14
	0
	0

	Consultation
	20
	9
	14
	12
	16

	Provider Training
	20
	2
	0
	1
	1



	Service Type Provided: Mobile Crisis Support

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	5
	0
	26
	25
	51

	Crisis Education Prevention Plan
	29
	19
	26
	1
	0

	Crisis Prevention/Follow Up
	0
	0
	0
	0
	0

	Medication Evaluation, if needed
	0
	0
	0
	0
	0

	Consultation
	29
	6
	26
	25
	51

	Provider Training
	29
	10
	26
	7
	0



REACH Training Activities
One of the most important functions of the REACH team is to build resource capacity for ID/DD individuals within the communities they call home. Across the Commonwealth, the REACH programs are actively involved in training law enforcement officers to communicate more effectively with individuals who are intellectually or developmentally disabled. One element of this training is providing information about the REACH program and how it can help increase the likelihood that the exchange will be as successful as possible. The REACH teams have also been providing training on mental health topics pertinent to work with ID/DD individuals and their families. These trainings have been attended by CSB staff, community providers, state hospital staff, and other mental health professionals. All of the programs advertise their willingness to create trainings on topics needed by the community, and all offer trainings in the settings that requested the information or in a central community location.
Differences between the regions are clear, but the underlying reasons are more difficult to pinpoint. It is the expectation that all regions make themselves available to meet the training needs of the communities that they serve. However, whether or not agencies and localities request or participate in trainings is outside of the control of the REACH programs. Demand for trainings likely depend upon staffing patterns, degree of saturation in the area for various training topics, the number of individuals served who will require specialized provider training as part of their plan of care, among other specific regional differences. Additionally, as the Department has been meeting with each of the Regional REACH programs, we are learning that additional training efforts are not being captured as some of the Regions have employed a train the trainer model around REACH services.  We are working with these Regions so that we can better capture all the training data around Law Enforcement and First Responders.
Overall, the Commonwealth continues to focus on training as a preventative service. The Commonwealth has also developed a plan to increase general awareness and training opportunities for law enforcement agencies throughout the state, and REACH will be included in these efforts. Other training initiatives are also underway through DBHDS, and these include financial assistance to those who want to pursue the PBS facilitator credential or the RBT© training for provider staff. At this point, it is anticipated that regional differences in training statistics will continue. It is the intent of the Commonwealth to ensure that opportunities for training continue to be offered through the REACH programs and that specific requests for trainings are being met in a timely manner.
The table below provides a summary of attendance number for various trainings completed by the REACH programs.  These trainings target the information needed by professionals in various work settings.  The REACH programs also sponsor topic specific trainings that are available to a wide range of community partners.  For example, Region III sponsored a  training on the medical causes of challenging behavior and 137 people attended.  	
	
Community Training Provided

	Training Activity
	Region I
	Region II
	Region III*
	Region IV
	Region 
V

	CIT/Police: #Trained
	21
	28
	13
	35
	70

	CSB Employees: # Trained
	50
	5
	37
	29
	0

	Emergency Service Workers: #Trained
	0
	0
	12
	6
	0

	Hospital Staff
	0
	0
	9
	0
	76

	Other Community Partners: #Trained
	5
	2
	31
	182
	53





Summary
This report provides an interpretive summary of the Regional REACH programs based upon data for referrals received from April 1, 2015 until June 30, 2015.  By and large, the programs are continuing to build upon the efforts of previous quarters to create a true continuum of care for individuals with intellectual and developmental disabilities. The Commonwealth continues to monitor relevant information about the population utilizing REACH services to ensure the program serves all of those under its mission’s umbrella. To that end, DBHDS has continued with outreach efforts as well as follow up with stakeholders about ways to enhance service provision.  As was mentioned earlier, the Department has developed a satisfaction survey to gather feedback from families and other stakeholders in the next quarter to determine what is working well and where we can improve.  
Crisis Response time calculations were reconfigured this quarter to address concerns raised by the consultant to the independent reviewer.  Response time is now calculated from the time the call comes in until when the mobile responder arrives on site.  Even with this calculation change we saw a 1% decrease in the number of responses that fell outside the window for the rural and urban designations (94.6% on time response rate).  We will continue to monitor this closely and with our new data system, which began in July, will now be able to explain why response times are outside the “window.”
The REACH programs have been in operation for approximately three and a half years. While they continue to evolve into distinct resources for their regions, all programs are meeting the expectations of the Commonwealth to provide 24-hour a day/365 days per year of crisis services for adults with intellectual or developmental disabilities. Each Region faces their own challenges and each has their unique strengths. Moving forward, it is the goal of the State that the programs become more cohesive.  To this end, the REACH Standards have been updated to include the removal of some the previous exclusionary criteria as well as some additional expectations that we anticipate will increase consistency among the various programs.

ADDENDUM
The graphs in this addendum are provided to supplement the information contained in the larger quarterly report.  The reader is cautioned that information about hospitalizations is likely not entirely reliable, and conclusions drawn from it may be speculative.  Many private hospitals across the Commonwealth provide psychiatric care to individuals with ID/DD.  While the REACH programs remain actively involved with all hospitalized cases when they are aware of this disposition, they may not always be apprised that a REACH client has been hospitalized.  This is particularly true when private hospitals are involved.   As noted earlier in this report, the Commonwealth is currently exploring ways to acquire reliable data regarding private hospital admissions, and the REACH programs continue to network with Emergency Services personnel to ensure REACH involvement in every hospitalization.  REACH is active throughout all known psychiatric admissions, including attending commitment hearings, attending treatment team meeting, providing supportive visits, and consultation to the treatment team.  






Region II: Referral Source as Percent of Total
Region II	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	6	8	0	1	1	2	2	1	1	Region I	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	46	5	7	0	0	27	0	15	0	Region III: Referral Source as Percent of Total
Region III	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	25	0	2	0	1	3	0	5	
Region IV: Referral Source as Percent of  Total
Region IV	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	20	0	0	1	1	4	Region III	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	25	0	2	0	1	3	Region II	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	6	8	0	1	1	2	Region I	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	46	5	7	0	0	27	Region V: Referral Source as Percent of Total
Region V	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	10	0	0	0	0	2	1	0	0	Region IV	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	20	0	0	1	1	4	1	Region III	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	25	0	2	0	1	3	0	5	0	Region II	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	6	8	0	1	1	2	2	1	1	Region I	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	46	5	7	0	0	27	0	15	0	Number of Presenting Problems by Type 
Aggression	Suicidal Ideation/behavior	Risk of/loss of housing	Self-Injury	Loss of Functioning	Diagnostic Eval/Tx Planning	Step Down Service	Increased Mental Health Sx	Family Needs Support	69	12	6	8	4	2	16	29	15	Total Calls	Region I	Region II	Region III	Region IV	Region V	180	305	178	441	213	Total Crisis Calls	Region I	Region II	Region III	Region IV	Region V	44	45	47	51	106	Phone Only	Region I	Region II	Region III	Region IV	Region V	0	14	18	0	47	Face-to-Face	Region I	Region II	Region III	Region IV	Region V	44	31	29	51	59	Preventive Intervention	Region I	Region II	Region III	Region IV	Region V	48	215	108	324	90	Information/Brief Consult	Region I	Region II	Region III	Region IV	Region V	88	45	23	66	17	Average Response Time	Region I	Region II	Region III	Region IV	Region V	60	41	80	38	65	Time Intervals as Percent of Total Responses within Region
0-30	
Region I	Region II	Region III	Region IV 	Region V	0.34	0.26	0.17	0.47000000000000008	0.15000000000000024	31-60	
Region I	Region II	Region III	Region IV 	Region V	0.25	0.6500000000000018	0.28000000000000008	0.45	0.34	61-90	
Region I	Region II	Region III	Region IV 	Region V	0.18000000000000024	0.1	0.22	4.0000000000000022E-2	0.32000000000000084	91-120	

Region I	Region II	Region III	Region IV 	Region V	0.23	0	0.28000000000000008	4.0000000000000022E-2	0.14000000000000001	120+	Region I	Region II	Region III	Region IV 	Region V	0	0	0.05	0	0.05	Region I	Region II	Region III	Region IV 	Region V	CTH Admission & Utilization Across Regions
Region I	Waitlist in Bed Days	Waitlist: # of People	Admits/Stab	Admits Prevention	LOS/Stab	LOS/Preven	Readmits/Stab	0	0	20	20	10.7	4.4000000000000004	1	Region II	Waitlist in Bed Days	Waitlist: # of People	Admits/Stab	Admits Prevention	LOS/Stab	LOS/Preven	Readmits/Stab	0	0	10	28	18.899999999999999	4.4000000000000004	0	Region III	Waitlist in Bed Days	Waitlist: # of People	Admits/Stab	Admits Prevention	LOS/Stab	LOS/Preven	Readmits/Stab	14	3	20	14	18.8	4.4000000000000004	3	Region IV	Waitlist in Bed Days	Waitlist: # of People	Admits/Stab	Admits Prevention	LOS/Stab	LOS/Preven	Readmits/Stab	0	0	26	12	8.8000000000000007	3.9	1	Region V	Waitlist in Bed Days	Waitlist: # of People	Admits/Stab	Admits Prevention	LOS/Stab	LOS/Preven	Readmits/Stab	1	1	16	16	10.3	11.6	0	Mobile Crisis Stabilization Admissions
Mobile Supports	Region I	Region II	Region III	Region IV	Region V	24	20	26	25	59	Mobile Readmissions	Region I	Region II	Region III	Region IV	Region V	5	0	3	0	0	Number of Cases
Mobile Crisis & Prevention Utilizatation
Mobile Hours	Region I	Region II	Region III	Region IV	Region V	674	159	397	190	100	Mobile Days	Region I	Region II	Region III	Region IV	Region V	178	72	222	110	45	Prevention	Region I	Region II	Region III	Region IV	Region V	1457	484	1115	1402	114	Amount of support provided
Hours of Prevention Service Provided
Region I: Mobile Crisis Response Outcomes
CTH	Psych Hosp	Retain Setting	7	8	29	Region II: Mobile Crisis Response Outcomes
Retain Setting	20	Region III: Mobile Crisis Response Outcomes
Mobile	Retain Setting	Psych. Hospital	Admitted to CTH	Other	9	5	2	2	Region IV: Mobile Crisis 
Mobile	Retain Setting	Psych. Hospital	Medical	Admitted to CTH	32	12	1	6	CTH	Retain Setting	Psych. Hospital	Medical	Admitted to CTH	Region V: Mobile Crisis Response Outcome
Mobile	Retain Setting	Psych. Hospital	Jail	47	11	1	Region I: Crisis Intervention Outcomes
Mobile	Retain Placement	Alternate Group Home	Psych. Hospital	37	2	0	CTH	Retain Placement	Alternate Group Home	Psych. Hospital	28	0	1	
Region II: Crisis Intervention Outcomes
Mobile	Retain Placement	Alternate Group Home	20	0	CTH	Retain Placement	Alternate Group Home	35	3	Proportion of Service Type to Total Outcome
Region III: Crisis Intervention Outcomes
Mobile	Retain Placement	CTH	Psych. Hospital	Medical	Alternate Home	Other	20	3	2	1	5	1	CTH	Retain Placement	CTH	Psych. Hospital	Medical	Alternate Home	Other	28	0	0	Proportion of Service Type to Total Outcome
Region IV: Crisis Intervention Outcomes
Mobile	Retain Placement	Alternate Group Home	Psych. Hospital	Medical	24	0	1	0	CTH	Retain Placement	Alternate Group Home	Psych. Hospital	Medical	19	5	6	1	Proportion of Serivce Type to Total Outcome
Region V: Crisis Intervention Outcomes
Mobile	Retain Placement	Alternate Group Home	Psych. Hospital	Jail 	Other	83	1	13	2	3	CTH	Retain Placement	Alternate Group Home	Psych. Hospital	Jail 	Other	22	0	1	0	9	Psychiatric Hospitalizations
Total Number	Region I	Region II	Region III	Region IV	Region V	12	9	15	43	6	New Referrals	Region I	Region II	Region III	Region IV	Region V	8	1	9	5	0	Active Cases	Region I	Region II	Region III	Region IV	Region V	4	8	6	38	6	Number of Cases
Psychiatric Hospitalizatons:  Known Dispositions
Resume Placement	Region I	Region II	Region III	Region IV	Region V	6	2	6	28	6	Alternative Group Home	Region I	Region II	Region III	Region IV	Region V	0	0	3	3	0	Continued Hospitalization	Region I	Region II	Region III	Region IV	Region V	0	1	0	12	0	Family	Region I	Region II	Region III	Region IV	Region V	1	0	0	0	0	CTH Stepdown	Region I	Region II	Region III	Region IV	Region V	0	5	0	9	0	Number of Cases
Discharge Placements as Percent of Total Known Discharges
Resume Placement	Alternative Group Home	Continued Hospitalization	Family	CTH Stepdown	0.59	6.0000000000000032E-2	0.16	1.0000000000000005E-2	0.17	Total Referrals by Region
N = 139
Region I	Region II	Region III	Region IV	Region V	41	22	36	27	13	Region I: Referral Source as Percent of Total
Region I	CSB-CM	Family	Hospital	DD-CM	Residential Provider	Other Service Provider	Training Center	Emergency Services	Individual	46	5	7	0	0	27	0	15	0	