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Introduction
TBD Solutions partnered with the American Association of Suicidology (AAS), the Crisis Residential
Association (CRA), and the National Association of Crisis Organization Directors (NASCOD) to
administer a brief survey to behavioral health crisis service providers on the impact of COVID-19 on
service delivery and volume.

Method
The four-question electronic survey sought information related to the issues currently experienced by
crisis providers, changes in utilization/occupancy/call volume during the COVID19 pandemic, and the
most considerable current or anticipated challenges faced by these providers. Respondents were asked
to identify themselves by provider type and the state(s) where services are provided.1 The content of
the three surveys was consistent with slight changes in language to align with service types.
The survey was open from April 1-6, 2020. Participation was solicited through trade association
listservs, forums, and social media groups with a focus on crisis services.
Surveys were open to anyone with the survey URL. Responses were not verified as respondents selfidentified as crisis providers. Some organizations providing multiple crisis services may have answered
the survey more than once representing a different type of crisis program with each survey response.

Overall Results Summary
Over 350 crisis providers responded to the three surveys, including:


Mobile Crisis Outreach Teams
(147 responses)



Crisis Residential Programs
(130 responses)



Crisis Call Centers
(93 responses)

Survey results related to the issues these crisis providers are experiencing fell into six main categories:




1

Staffing: Stability/morale of direct support professionals, crisis counselors, clinicians, peer
support specialists, and supervisors
Health Concerns: Risk of staff contracting or spreading COVID-19 virus
Clinical Services and Client/Caller Support: Presence/consistency of skill-building groups,
clinical/process groups, support calls, or reliable treatment interventions of the intended scope,
duration, and/or frequency

Some providers identified themselves as multi-state providers in the comment sections of the survey.
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Equipment/Supplies/Technology: Availability of Personal Protective Equipment and IT
equipment to accommodate necessary adaptations
Operations/Sustainability: The ability to operate the crisis service amidst fewer referrals/calls
or decreased capacity in a fee-for service model, insufficient staff, or operating without
increased funding to compensate staff for risk of exposure to infection
Community Resources: The availability of outpatient therapists, homeless shelters, psychiatric
hospital beds, primary care clinics, and other critical resources

This report provides an analysis and summary of survey results as well as a compilation of all narrative
responses to open ended questions. Results are summarized by provider type (i.e.: Mobile Crisis, Crisis
Residential Programs, Crisis Call Centers) and by geographic region of the United States.
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Results by Provider Type
Results are separated by the three provider types represented in the survey: Mobile Crisis, Crisis
Residential, and Crisis Call Center.

I. Mobile Crisis
Mobile Crisis Outreach Teams (MCOTs) are comprised of some combination of clinicians,
paraprofessionals, law enforcement officers, and persons with lived experience with mental illness
(often referred to as peer support specialists). MCOTs serve people in a mental health crisis by meeting
them almost anywhere in the community, from homes and schools to places of employment and
public places. MCOTs divert people from unnecessary Emergency Department and psychiatric
hospitalization when other effective community-based alternatives are available.
Why Mobile Crisis Outreach Teams are Important During COVID-19
At a time when hospitals are focusing their resources on COVID-19+ patients, people experiencing a
mental health crisis need viable alternatives for mental health screening, assessment, and referrals to
available services without having to enter a hospital or Emergency Department. Telehealth solutions
can also allow first responders to virtually connect MCOTs with individuals in crisis if MCOTs are forced
to work remotely.

Locations of Participating Mobile Crisis Providers
Providers from 27 states
(54%) & D.C. responded
Highest Participation:
Wisconsin: 54
Michigan: 18
Mississippi: 11
Of the 27 states represented,
16 states had multiple
organizations participate in
the survey
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Mobile Crisis Challenges
Overwhelmed workforce due to health concerns
Lack of critical supplies
Inadequate technology to work remotely
Demands on first responders
Overwhelmed workforce due to fewer staff
Attrition due to health concerns
Insufficient funding due to changes in funders
Overwhelmed workforce due to increased referrals
Lack of quality, trusted info
Attrition due to staff relocation
None of these issues

73%
71%
37%
36%
35%
33%
18%
16%
11%
11%
7%

73% of survey respondents reported having an overwhelmed workforce due to health concerns, and
71% reported a lack of critical supplies. More than 1 in 3 respondents reported issues with technology
impacting their ability to work remotely, and 36% reported that the demands on first responders are
impacting care coordination. Several providers indicated they had suspended their services because of
lack of PPE and necessary technology to transition to telehealth services.

Changes in Mobile Crisis Referrals
Survey respondents were asked if they
have seen a change in referrals for
mobile crisis services in the past two
weeks.
48% of respondents reported a
decrease in referrals, 27% reported no
change, and 24% reported an increase
in referrals.

1%
27%
48%

Decrease
Increase
No Change
Services Stopped

24%
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Current and Future Challenges for Mobile Crisis
Participants answered the question “Please describe the greatest 1-2 challenges your mobile crisis
team is currently facing, or you anticipate you’ll be facing in the coming weeks.”
Fewer Tools Available: Mobile crisis team members typically assess people face-to-face, and those that
have moved to telehealth platforms are having difficulty acquiring the same quality of information
from clients and fully observing non-verbal cues and context/environment.
Technology Barriers: Relying on telehealth solutions requires the engagement of community partners
like EMS, law enforcement, and/or Emergency Departments. Their competing priorities and ability to
use technology are sometimes inhibiting the mobile crisis teams from executing thorough assessments.
Lack of Available Resources at Discharge: Many housing programs, outpatient clinics, and homeless
are not accepting new clients, limiting the ability of mobile crisis teams to engage resources that help
prevent ED visits or hospitalization.
“Inability to provide face-to-face assessments via
video technology due to our officers not having
technology available in the field and/or cell/ internet
reception issues.”
“We have suspended the
majority of our mobile responses
due to lack of PPE for staff”

“We have several staff who cannot work
due to health issues and risk to COVID
exposure”

“The anxiety and fear of going into individual's
homes and becoming exposed to COVID or
giving them COVID if you yourself are not
symptomatic.”

A full list of responses from Mobile Crisis providers can be found in Appendix A.
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II. Crisis Residential
Crisis Residential Programs (CRPs) are residential alternatives to psychiatric hospitalization. Over 700
adult CRPs and 100 youth CRPs exist across the United States. These programs are referred to by many
different names across the country, including Crisis Residential Units, Crisis Stabilization Units,
Community Crisis Stabilization, Crisis Respite, Facility-Based Crisis, and many others.

Why CRPs are Important During COVID-19
CRPs provide an effective and cost-efficient diversion from psychiatric hospitalization, instead keeping
people in small to moderately sized (6 to 16 beds) homelike environments. For individuals experiencing
a mental health crisis who would benefit from in-person social rehabilitation, treatment and support,
CRPs are the ideal setting for crisis stabilization and recovery .

Locations of Participating Crisis Residential Providers
CRPs from 29 states (58%)
& D.C. responded
Highest Participation:
Wisconsin: 19
Michigan: 17
Virginia: 16
Of the 27 states represented,
16 states had multiple
organizations participate in
the survey
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Crisis Residential Challenges
Overwhelmed workforce due to health concerns

70%

Lack of critical supplies

70%
53%

Attrition due to health concerns

51%

Overwhelmed workforce due to fewer staff
23%

Insufficient funding due to changes in funders
15%

Attrition due to staff relocation

14%

Other
Lack of quality, trusted information sources
Overwhelmed workforce by increased referrals
None of these issues

12%
9%
7%

When asked to indicate which issues the CRPs are experiencing, 70% of respondents reported their
workforce being overwhelmed due to health concerns, and 70% reported that a lack of critical supplies
is also causing stress. 53% reported staff attrition due to health concerns, and 51% reported an
overwhelmed workforce due to staff shortages.

Changes in Crisis Residential Referrals
Participants answered the question “Please
indicate the type of change you have seen in
your referrals or occupancy and use the
"Other" section to share the approximate
change % and any additional information.”
Only 25% reported an increase in referrals, 48%
reported a decrease in referrals, and 23% recorded
no change. 4% reported they have temporarily
suspended operations of their programs.

4%

23%
48%
25%

Decrease
Increase
No Change
Services
Stopped
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Current and Future Challenges for Crisis Residential
Participants answered the question “Please describe the greatest 1-2 challenges your crisis residential
program is currently facing, or you anticipate you’ll be facing in the coming weeks.” Here are a few
observations from the responses.
Reduced Census: Some CRPs are intentionally decreasing their census capacity to comply with social
distancing requirements, while others are experiencing a severe decrease in referrals. Without
assistance or alternate arrangements with their funders, CRPs reimbursed through a fee-for-service
model are being forced to consider temporarily closing their programs; some CRPs have already made
the decision to close.
A Workforce Hanging in the Balance: CRPs report having inadequate PPE and an inability to test for
those showing symptoms identified through CDC-recommended. Respondents indicate that staff are
reporting increased anxiety, and some have chosen to resign or take a leave of absence. Because
staffing patterns at CRPs often do not maintain enough on-call staff to cover major scheduling issues,
the impact of a quarantine resulting from a client or staff testing positive for COVID-19 could be
devastating.
Lack of Available Resources at Discharge: Many housing programs, outpatient clinics, and homeless
are not accepting new clients, giving crisis providers no place to send people after discharge.
Communal Living Environments: Keeping proper social distancing is very challenging in homelike
environments designed to accommodate 6 to 16 people plus up to 10 staff per shift.
“Reduced client capacity by 50% to ensure that each client has their own room
thereby reducing potential infection and increase social distancing in facility. As
a fee for service provider concerned about the inevitable revenue short fall.”
“…as illness spreads in our area, there will be reduction in our
workforce due to illness, isolation & return to work policies. Staff
concerns about continuing to work amid the public health concern.”
“We are thinking outside of our current admissions and calling guests that had been
with us as far back as 2016 to check up on them. We are trying to prepare for the worstcase scenario, which seems to change day to day, thus protocols need to change daily.”
A full list of responses from Crisis Residential Providers can be found in Appendix B.
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III. Crisis Call Centers
Crisis call centers provide phone, chat, and text support to people experiencing emotional distress.
Over 700 crisis call centers exist in the United States, and some are referred to as suicide prevention
hotlines. Crisis call centers are often the first point of access for people experiencing a mental health
crisis, de-escalating individuals and connecting them with helpful community resources .

Why Crisis Call Centers are Important During COVID-19
As the resources designed to respond to community emergencies (911, first responders, and
Emergency Departments) are being heavily utilized to respond to COVID-19-releated emergencies,
people in a mental health crisis need a place they can turn for help. With proper support and referrals,
crisis call centers can help decrease the utilization of higher levels of care, such as the emergency
department or psychiatric hospital.

Locations of Participating Crisis Call Centers
Crisis Call Centers from
23 states (46%) responded
Highest Participation:
Wisconsin: 21
Michigan: 16
Of the 23 states represented,
16 (73%) had multiple
organizations participate in
the survey
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Crisis Call Center Challenges
Lack of critical supplies

47%

Overwhelmed workforce due to increased referrals

45%

Attrition due to health concerns

35%

Overwhelmed workforce due to health concerns

24%

Overwhelmed workforce due to fewer available…

22%

Lack of quality, trusted information sources

22%

Attrition due to staff relocation
Insufficient funding due to changes in funders

20%
14%

When asked to indicate which issues Crisis Call Centers are experiencing, 47% of respondents reported
a lack of critical supplies, and 45% reported an overwhelmed workforce due to increased referrals.
Over 1/3 reported attrition due to health concerns as a challenge.

Changes in Crisis Call Center Volume
Participants from Crisis Call Centers answered the question “Please indicate the type of change you
have seen in your call volume over the past two weeks and use the "Other" section to share the
approximate % change and any additional information.”
49% of respondents reported an increase
in call volume, 26% reported a decrease in
call volume, and 25% recorded no change.

25%

26%

Respondents opting to report specific
details about increases in call volume
reported increases from 9% to 100%.
Respondents opting to report specific
details about decreases in call volume
reported decreases from 1% to 50%.

Decrease
Increase
No Change

49%
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Current and Future Challenges to Crisis Call Centers
Crisis Call Center respondents answered the question “Please describe the greatest 1-2 challenges your
crisis call center program is currently facing, or you anticipate you’ll be facing in the coming weeks.”
Technology Limitations: Some crisis call centers don’t have the resources or capital to make a remote
workforce a reality. This leaves workers feeling conflicted about their own health and safety coming
into their workplace that is shared by many other people.
Less Staffing Capacity: Crisis call centers that rely heavily on students or interns have lost their capacity
as universities have closed and students have returned home. Without the ability to engage them with
remote technology, fewer workers are available.
Training and Onboarding Challenges: Initial trainings and onboarding that could be done in person are
forced to move remotely, slowing the ability to replace lost staff due the aforementioned reasons.
“Staff being afraid to come into our center to work and lack
of technology to allow 100% of staff to work from home”
“We don't have enough laptops for interns and volunteers to
work remote . . . most [interns and volunteers] can't work
remote as we don't have them without in- person supervision.”

“Having enough staff to meet an anticipated increase
in demand as the stay at home order continues as well
as enough staff due to illness and/or leave.”
“Safety in sending consumers to inpatient
hospitals for inpatient behavioral health care
outside of our area (we are very rural- no
inpatient care is available in our County)”

A full list of responses from Crisis Call Centers can be found in Appendix C.
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Regional Analysis
Survey responses were also analyzed based on the region of the country where the crisis call center
provider is located to provide insight on where call volume differences were most prominent.
West
12/93 (13%) respondents

Midwest
53/93 (57%) respondents

Northeast
12/93 (13%) respondents

Southwest
3/93 (3%) respondents

Southeast
13/93 (14%) respondents

The regional summary includes states categorized into the following five regions:
West: Colorado, Wyoming, Montana, Idaho, Washington, Oregon, Utah, Nevada, California, Alaska,
Hawaii
Southwest: Texas, Oklahoma, New Mexico, Arizona
Midwest: Ohio, Indiana, Michigan, Illinois, Missouri, Wisconsin, Minnesota, Iowa, Kansas, Nebraska,
South Dakota, North Dakota
Northeast: Maine, Massachusetts, Rhode Island, Connecticut, New Hampshire, Vermont, New York,
Pennsylvania, New Jersey, Delaware, Maryland
Southeast: West Virginia, Virginia, Kentucky, Tennessee, North Carolina, South Carolina, Georgia,
Alabama, Mississippi, Arkansas, Louisiana, Florida
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Change in Call Volume (by Region)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
West

Northeast
Increase

Midwest
Decrease

Southeast

Southwest

No Change

Conclusion
Crisis call centers, mobile crisis teams, and crisis residential programs play a critical role in the
behavioral health care system, providing timely access to care in community settings with costeffective and outcomes-driven solutions. During the COVID-19 pandemic, these services’ ability to
divert people from Emergency Departments while connecting individuals to appropriate, available
services can help to mitigate the unintended consequences of social distancing—increased anxiety,
depression, hopelessness, and deaths of despair.
To assure the sustainability of these crisis services, efforts must be made at the local and national
levels to protect the health and safety of workers and to appropriately compensate them for the
inherent physical and psychological risk brought on by serving and treating people in a mental health
crisis. These workers must be included and treated as essential health care employees tasked with a
critical objective of the mission to preserve public health.
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About TBD Solutions
TBD Solutions (TBDS) is a consulting, training, and research firm specializing in behavioral health crisis
system design, function, and performance. Formed in 2011, TBD Solutions is committed to the values
of high-quality, cost-effective, and client-centered care that effectively meets the urgent and ongoing
needs of individuals receiving services.
Learn more at www.TBDSolutions.com.

For inquiries about this report, please contact:
Travis Atkinson
W. 616-228-0762
C: 616-914-0985
E: travisa@tbdsolutions.com
http://www.tbdsolutions.com

4633 Patterson Ave SE
Suite D
Kentwood, MI 49512-5383
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Top Mobile Crisis Challenges
Mobile Crisis providers provided the responses below to the question, “Please describe the greatest 12 challenges your mobile crisis team is currently facing, or you anticipate facing in the coming weeks.”

Staffing























Staff anxiety related to conducting mobile face to face assessments.
Staff scared to get COVID-19 since not enough PPE. Being told mobile teams must respond and
conduct face to face assessments
if there continues to be exposure and we have to take staff off due to having to be quarantined
what that might look like in our ability to respond to mobile requests. Supporting staff with PPE
if this continues for a prolonged period of time as well emotional support for staff.
Attrition due to essential staff burn-out
We anticipate staffing absences due to sickness/ exposure/ quarantine to increase over the
next few weeks/ months.
Staff morale relative to exposure concerns and having enough staff to meet the need due to
either illness or leave.
We have several staff who cannot work due to health issues and risk to COVID exposure.
Schools will move to distance learning after Easter, which may precipitate more youth and
family crises as the demands on the youth will increase, and the pressure on the families to
support the youth will also increase.
placement of individuals in need of a mental health hold that have symptoms of COVID
Maintaining staff health
Hiring Masters level clinician to support this team.
Available staff to respond/willing to respond,
not enough manpower to support the increased volume
Staff exposure while on dispatches that require 14-day quarantines.
Staffing if someone becomes infected
Limited availability of staffing due to staff working remotely from home with only 1-2 rotating
staff working in office covering 10 counties
Lack of staffing
I am the only daytime mobile responder, typically backed up by clinicians in our department.
Most of those clinicians are working from home, so if I get sick, everything will have to be reassessed.
Mobile Crisis Staff are readily available and have a limited amount of PPE at this time for any
face-to-face contacts (though likely not sufficient amounts to get through the pandemic). The
worry of our agency is the apprehension staff may have as the number of cases continue to rise
in our community, but they will be assured that they may use their professional discretion
when deciding whether to assist via phone or in person. Local law enforcement has also
notified us that they are currently operating with limited staff and are concerned if the number

Appendix A

Appendix A: Mobile Crisis Detailed Responses






COVID-19 Impact Survey

of crisis calls were to increase that they would not be able to meet the demand, however, as of
right now we are meeting the needs of the community.
Lack of workers due to fears and lack of critical equipment and supplies
Staff becoming ill and not having adequate staff to cover shifts. Staff are overwhelmed having
to enter emergency departments for referrals.
Being short staffed
Staffing concerns- staff anticipating an increase in calls and hesitancy to go into the community
to provide services. Also concerns if staff were to start becoming ill, not having a large pool of
workers to pull from for coverage.

Health Concerns





















Keeping staff that respond to emergency rooms/homes physically safe, with appropriate PPE,
managing staff anxiety. Balancing health/safety of staff with providing necessary crisis service
to the community.
Most staff are concerned/anxious about exposure due to continuing to go into families homes
during this pandemic;
face to face contacts; potential for staff illness.
We have several staff that are at high risk if exposed and are unable to get enough PPE.
I am also concerned about my workforce staying healthy. We are trying to do as much as we
can via telehealth if possible. If not, we are seeing clients face to face if needed which increases
health risk for both clients and staff. PPE has been focused
fear of infection
Potential mass exposure/positive testing of a shift.
Staff is very concerned about being exposed to the virus especially the staff who have medically
underlying issues. I anticipate this fear will grow as the COVID- 19 cases increase.
fear of being exposed to COVID because they are sent into people’s homes to provide face to
face services even though we are doing the health screens and 6 foot social distancing
Possible exposure of COVID-19 contagion to clinicians.
Staff are fearful of going directly into the shelters.
Risk of exposure to staff and clients
The concern of being exposed to the coronavirus and the length of time it takes to confirm a
positive test.
Keeping the team protected and safe,
Staff fear of becoming infected, Not having enough staff to continue the service
Concerns about community spread
Responders are very concerned about exposure.
Being able to go out and feel safe on calls. We take gloves and a mask but the concern is still
there.
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Our agency worries about protecting staff from exposure while meeting the needs of those in
crisis (e.g. crisis calls, aftercares from hospitals, diverting individuals from the court system)
with limited workforce due to a quarantine, Illness itself, childcare issues, etc.

Clinical Services/Client Support























We are no longer allowed to respond to hospitals due to potential exposure to COVID. The
anxiety and fear of going into individual's homes and becoming exposed to COVID or giving
them COVID if you yourself are not symptomatic.
Increased calls, concerns about responding to calls especially in hospitals and jails
decreased referrals for mobile assessment
Diminished quality of assessment information due to all assessments occurring by phone. MSE
is more difficult to assess. Lack of face to face rapport that also assists a person who is in crisis.
Inability to provide face to face services and evaluation.
Unable to go out and do in home visits/proactive work
having to use technology for mobile assessments, and the increase of mobile assessments
The inability to do many of these assessments in person is difficult. We aren't able to develop
safety plans as easily.
There is also difficulty implementing Tele-MCOT due to the ability for the client to navigate
technology on their end.
Aligning customers with use of telehealth at times has been a challenge - we have mostly been
able to overcome this.
Not being able to do commitment investigations via tele-health
We predict an increase in mental health symptoms. We also predict an increase in frustration
levels of parents caring for their children 24/7.
Conducting crisis assessments by phone when televideo isn't available.
Trying to decide when to go to a home to avoid a child going to the ED and keeping staff safe
it took us time to get telephonic services in place/ EHR build etc. so we continued to see clients
face to face for 3 weeks during the pandemic and we all had mixed feelings about that. Clients
don't have the technology typically to do video-conferencing, so we are going with telephonic
assessments etc.
Helping the Homeless Population
My concern is that though face to face crisis requests are currently down, the longer stay at
home orders continue and job loss continues, crisis calls will increase and will reach over
capacity.
Providing the best assessments while limiting face to face mobile response that is timely
Due to suspected diagnoses, exposures, and other measures related to selfisolation/quarantine, we are relying heavily on telehealth to complete our crisis interventions
as staff are intermittently prohibited from in-person contact. The use of telehealth is preferable
in some safe settings (ERs, jails, etc.) where equipment is likely available and there is a sense of
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stability on the other end of the call, but using telehealth with Individuals in the community
who are in crisis is often challenging.
Finding ways to provide mental health stabilization without jeopardizing physical health and
safety.
Restrictions related to the ability to provide face-to-face interactions with clients in need
Mobile crisis workers are currently not going out to complete assessments due to COVID, which
makes an accurate assessment more challenging to complete.
Having a secure place to perform mobile assessments, mine have been outside in the past 3
weeks
The increase in clients in distress, suicidal and making attempts. We have had two deaths by
suicide directly related to fear of COVID. No safe neutral place to meet that allows for six feet.
It’s still too cold in MN. To be outside.
No longer able to present to assess face-to-face
Only one worker on-call during the day due to not being able to pass the phone off to other
workers since everyone is working from home now.
still have to go out to people’s homes even though Maryland recently allowed for ACT
teleworking, we manager money, meds and food for very ill folks with few other resources but
our team.
Increase in parent child conflict and needing to resolve escalated situations over the phone with
minimal resources
Anticipate increase anxiety in the community the longer the stay in place order remains
We anticipate the longer the pandemic affects our area, the greater the need for mental health
services not only for the individuals enrolled in our services, but for an increased number of
individuals needing support. This pandemic is likely to exacerbate symptoms in those currently
struggling with mental health issues and given the plethora of stressors associated with this
pandemic, we expect to see an increased demand for our services from those not currently
receiving such.

Operations/Sustainability








Limited options available to carry out risk free mobile assessments
Many people who use mobile crisis regularly like the in-persons support. Transition to
telehealth has decreased utilization. Because of this, many of our on-call staff (the majority of
our counselors) are not getting their typical hours so needing to file for unemployment. They
are willing to go out but it feels socially irresponsible to do so. We may do a pop-up crisis access
center to support a local hospital which would give us back some hours for staff.
less in person assessment due to public health emergency
needing to pay hazard pay with no additional funding to provide the service.
I also worry about being able to financially support the service if we do not have payors to
cover it.
overwhelmed with additional referrals.
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We have had a significant decrease in mobile calls.
Decreased referrals
Lack of employer support
We anticipate an increase of mobile calls.
We are having difficulty assessing risk to staff who are doing mobile response; also having
difficulty establishing consistent criteria for mobile response with law enforcement (different
law enforcement agencies already have different limits for what they are responding to).
Having to stop face to face contact, consumers struggling as a result.
Our typical mobile crisis response is located at a hospital which is the main location for COVID19 patients. Due to the current restrictions of the hospital and that our crisis hub is located in a
building with a nursing home, we are trying to complete assessments over the phone and only
going mobile if necessary. It is expected to become busy in the next month.
Increased call volume due to crisis
decrease in crisis calls
Lack of staff response due to school closure, remote locations, and work remotely
Our biggest challenges we are currently facing include changing mobile protocol on where we
can meet people for assessments due to increased risk and concerns of exposure, and
Lack of referrals to keep program afloat
how to handle face to face contacts and keep everyone safe
Creating electronic filing of legal documents when no process existed before. Working with
hospitals for video conferencing so staff can safely see patients.
Continuing to provide services when numerous staff are quarantined due to a co-worker being
positive for COVID-19. Having to reallocate resources to meet the community demand.
decreases in referrals
Currently we are working on plans to continue mobiles with little safety equipment available
and the goal of keeping staff safe. This is challenging and stressful for all involved.
Need to increase pre-screening by medical staff to limit exposure prior to mobile crisis team
response
We are currently trying to not mobile out unless deemed absolutely necessary. We are trying to
handle things over the phone, but are getting push back from the hospital staff who want us to
present so that they do not have to "deal with" the clients who are more mental health than
physical health. We have had great conversations at a management level, but direct staff are
continuing to see this push back from hospital direct staff.
Staying connected with consistent communication with all workers at remote locations. Several
procedures have had to be adapted due to the "new normal"
Trying to hire new staff in the current climate
Lack of direction from supervisors

Equipment/Supplies/Technology


Work force issues, PPE
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Concerns that we will not have the proper protective gear ongoing due to shortage
lack of back up PPE
lack of PPE to conduct face to face assessments
lack of PPE
lack of PPE to be able to provide services without risking further spread of the disease
Consistent internet connection from home
Some people are not technologically savvy. Others do not have stable internet access. The very
fact that they are in crisis makes juggling this added component a potential barrier for them.
Our unfamiliarity with PPE and their proper usage means that even if we could get proper PPE
(we can't and honestly aren't certain what PPE we should be using at this point given the
general knowledge gap that exists around this novel illness), we would have a steep learning
curve to institute their proper usage.
Face to face assessment, PPE
equipment, while performing, isn't really adequate for responders to be independent of office
based assistance efficiently.
Lack of PPE
The lack of PPE is overwhelming the mobile crisis team along with the added difficulties such as
wait time for medical clearance and being denied by psychiatric hosptials.
having enough and appropriate PPE
lack of PPE for required Face to Face contact. Concerns related to staffing patterns and
availability of staff due to illness.
Consumers not having virtual capabilities.
Lack of PPE available
Also not having PPE provided to us is a concern.
Working through technology issues to complete Tele videoconferencing assessments.
Limitations on technology within these locations creates some difficulties in providing crisis
mobile services through telehealth.
Lack of PPE
Being able to provide needed PPE for crisis staff.
Getting appropriate technology in order to serve community without exposure risk to clients
and staff;
Appropriate education and equipment to screen patients in the field
Connectivity issues with current technology. Increased access needed to VPNs, and Jabber with
Ballad Health partner. Ensuring community consults are not delayed due to technology
concerns and first responder delays.
Technology concerns- not having adequate technology to work remotely.
Consumers do not have the appropriate technology or data to support telehealth meetings
with crisis staff, so contact has been primarily phone based.
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Top Crisis Residential Challenges
Crisis residential providers provided the responses below to the question: “Please describe the greatest
1-2 challenges your crisis residential program is currently facing, or you anticipate you’ll be facing in the
coming weeks.”

Staffing/Morale
•

•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

The staff are not working and not getting paid during our closure.
How to handle the peak w/potential of having multiple COVID cases. Having enough staff to
remain open. Not having access to tests
Planning for staffing contingencies in the event a client/staff tests positive. How to maintain
operations in a facility with reduced staff.
Reduced client capacity by 50% to ensure that each client has their own room thereby reducing
potential infection and increase social distancing in facility. As a fee for service provider
concerned about the inevitable revenue short fall
Staff fear/morale
Lack of workforce
Staff turnover has been the biggest challenge followed by agency cuts. In the coming weeks I
am anticipating more staff being out due to illness.
Managing staffing needs with multiple staff out due to COVID-complication risk factors.
Stable staffing
Anxiety among staff
Overwhelming staff anxiety about working in the setting
Staffing shortages due to illness and anxiety
Residents and staff feeling anxiety, and where to send someone who is discharging from our
program
Lack of appropriate staffing
The greatest challenge is trying to provide an essential service without having adequate staffing
Staff shortage
We are currently down 3 staff, and expect more to require leave during this crisis.
Feeling unappreciated
Needing to staff the program with fewer referrals.
Dealing with the increase anxiety of our staff
Staff burnout
Staffing a 24-hour program and job applicants. Applicants are not following through with return
emails, following up when invited to interviews, etc.
Lack of staff
Staff feeling safe - how to isolate participants if COVID gets into the residential center
Staff fearful of coming to work despite solid plans in place that follow CDC guidelines.
staff out sick in the future. I have no extra staff at all. They need to eliminate the 29 hour cap on
part time employees
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•

•
•
•
•
•
•

•
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Lack of staff d/t health concerns
Staffing during this time will become an issue
We have such a limited staff available that losing any member in any of our facilities will
seriously impact our service to our consumers and stress the workload of our remaining staff
members.
Staff anxieties over potential exposure. An increase in admissions that are appropriate for
inpatient hospitalization rather than Crisis Residential due to lack of open psychiatric beds. Staff
stress, fear of what's coming. Staff unsure if they can commit to working during this crisis.
Staffing issues related to illness, dealing with presumptive cases at the CSU
Staffing Shortage (there was one before this, now worse)
Staffing--we will not be able to orient new staff to add to the current staff so our staff will be
working longer hours.
Forward facing staff and anxiety continue. As this state has not peaked in COVID cases yet,
Anticipated: fewer available staff due to health concerns.
Lack of staff due to the impact of COVID-19....for example: lack of childcare, staff who are
quarantined due to exposure and staff who might be caring for a sick family member who has
been affected by the virus.
The limited staff are already fearful of contracting the virus and taking it home to family.

Health Concerns
•

•

•
•
•

•
•
•
•
•

How to have all residents and staff self-quarantine if we have a positive COVID 19 either staying
or working in the program.
We have two direct care staff currently being tested for COVID-19. Should they come back
positive and the Health Department require quarantine of exposed staff, my staffing will
essentially be cut 75%. It'll be a disaster. We are trying to plan for staffing from other
departments in our agency but it's touch and go.
Concerns about exposure in the units and having enough staff and supplies on going to handle
exposures in the unit; containing anything contagious is challenging in residential settings.
Staffing and safety. We closed to heads in beds due to staffing and health safety concerns. We
are continuing crisis line and community phone support
Anticipate that as illness spreads in our area, there will be reduction in our workforce due to
illness, isolation & return to work policies. Staff concerns about continuing to work amid the
public health concern.
Keeping staff healthy
Isolation and quarantine of program resident(s)
We just created an isolation plan and we are concerned with how to appropriately execute the
plan and the impact this will have on staff and other clients in the facility.
Staff fear and anxiety and staff being out sick.
How to address clients that are presumed positive and homeless, how to ease staff anxiety, and
how to do the aforementioned with the current lack of PPE.
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•
•
•
•
•
•
•
•
•
•
•

•
•
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Many staff members are very afraid and have been taking off work. We lack safety equipment
and have experienced the scare of waiting to find out if residents and staff will have positive
test results. We are very isolated due to wanting to protect our families and communities from
possible exposure to COVID-19. We are located in a very rural area with very limited resources.
Our nearest emergency room is approximately 30 minutes away, and they, too, have very
limited resources.
Staff anxiety and concern about potential exposure to the virus.
Increased risk of being exposed to COVID-19
"At Risk" staff who do not want to work out of concern for their health.
When new youth come in from hot spots in the state staff become more anxious.
Potential exposure of the COVID-19 virus from youth coming in
Management of COVID + patients who remain in need of psychiatric care, and staffing fears
Fears of face to face contact during interview Need for COVID-19 test during medical clearance
and psychiatric facility acceptance
Enough/thorough/accurate information about COVID-19 symptoms to complete health
screening and ensure admitted individuals are negative.
Making sure that potential admissions are not carriers of COVID-19.
Without accurate information on spread, period of contagiousness, and accurate info on what
equipment will protect you from virus- we cannot admit crisis consumers
First is the screening process due to clients frequently being poor historians in where they have
been and who they have been in contact with.
When admitting an individual using all necessary precautions to the program, one may not
present with symptoms, but still may be a carrier if we have no means of truly testing them for
the virus. This presents as a challenge to treat inpatient and is very alarming for staff.
safe admissions immediate while reducing likelihood of COVID 19
When clients and/or staff begin to have symptoms of COVID-19

Services/Treatment/Facility
•

•
•

•
•
•
•

Having to have all clients shelter in place, we have with our health system eliminated visitors,
and no one is taking clients now for a discharge.
Staff fears and anxiety over coming to work and their risk of exposure.
Our clients are also struggling with the boundaries of not being able to have much contact with
their supports in the community other than by phone or maybe televideo due to limitations on
visitors. This is creating increased tension for the clients on the unit. I think as COVID 19 peaks
we will see additional call ins and health issues with staff that may make it more difficult to
continue to meet the needs of our clients.
Limited space within the facility
Our unit is very small and hard to provide distancing and then having to close because of not
having Doctors coverage.
Difficulty in accurately screening the population of individuals that we serve.
Expectations around quarantining residents who have symptoms.
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•

Being able to safely isolate participants with suspected covid-19 who don't need emergent
medical care, but need mental health or substance use help
• Abiding by social distancing is very difficult
• We are having an increase in referrals yet can't fill to capacity due to needing clients to have
private rooms.
• Isolating sick people while trying to serve others
• Determining procedures for serving individuals with symptoms who need psychiatric
stabilization
• Keeping of the morale of the residents who cannot have passes and/or visitors and maintaining
psychiatric stability of people who were already paranoid even before this crisis occurred.
• Lack of space for adequate social distancing,
• Social Distancing
Operations/Sustainability
• Lack of referrals due to limiting who we are taking clients from.
• Decrease in referrals
• Limitations in admits if screening positive on health screen questions (not taking in anyone with
symptoms).
• Increased expenses due to hazard pay.
• We are thinking outside of our current admissions and calling guests that had been with us as
far back as 2016 to check up on them. We are trying to prepare for the worst-case scenario,
which seems to change day to day, thus protocols need to change daily
• Empty milieu
• How to provide service when staff begin to get sick; sudden increase in referrals and intakes
• We will temporarily be closing and not accepting clients during this time.
• Our ability to continue to operate could definitely be impacted if absence due to COVID 19
continues to increase.
• Significant decrease in referrals. ED"s not seeing as many BH clients and they are our greatest
referral source
• Funding to cover costs of expansion
• A decrease in referrals which has led our census below budget.
• Shortage of staff and Lack of funding due to overtime and payments for staff on leave with new
laws in place.
• Decrease in referrals, reduced staff force, what will happen when staff starts to get sick
• Currently stable; I imagine staff will start to get sick and we will have to scale back services
• Anticipation in an increase of admissions into our crisis centers
• Our closest crisis residential program is being closed due to it being unsustainable.
• We have a low census that has continued greater than two weeks. Our staff population has also
decreased due to heath, childcare or family leaves
• Uncertain staffing patterns and job security as agency deals with financial fallout
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We are currently facing staffing challenges related to health risk fears as well as financial
challenges related to reduced census

Community Resources
•

•

•
•

•
•
•
•
•
•
•

•

The average length of stay is 7-10 days with 50% of our clients being homeless (pre-COVID). The
significantly decreased social services in our community has been a huge challenge for
discharge planning and helping people feel prepared after they leave residential.
We are having a harder time locating more permanent placements for those that are ready to
transition on. Several people are waiting for mental health nursing facilities and we recently
had someone denied unless they have a negative test for COVID. But as we all probably know,
people aren’t being tested unless they are symptomatic so that will be difficult to obtain
many private places are not accepting referrals and thus if they are not returning home (most
are not) we have fewer options for placement after their time here.
Many referrals are from the ER. Staff do not feel comfortable taking clients that have come
from shelters previously. There are no places to discharge clients to once they are stabilized.
Almost all available housing is no longer taking referrals.
Getting clients to remain safe in home and not go into the community.
Ability to meet the needs of a growing homeless population during pandemic without
supportive housing to which we may successfully discharge individuals served.
There is an influx in incarceration releases and not enough services or service providers that
focus on re-entry to accommodate the residence. This county in a housing crisis.
Homeless shelters are going on lock down. It's becoming increasingly difficult to discharge
people.
Difficulties in securing discharge plans with homeless shelters, SV shelters and difficulties
securing housing or placements during a public health emergency.
Lack of dispositional resources (e.g., shelters, residential treatment centers for substance use);
difficulty assisting clients with applications to Medicaid due to lack of response.
One issue is with the discharging process when a client needs to go to another facility for
further treatment. The roadblock seems to be the facilities are on lockdown with no new
admits or visitations.
I anticipate in a few weeks there will be an increase in individuals needing services but are
unable to get in due to decrease in staffing to curb COVID-19. There will possibly be families
that will not refer for residential due to wait so individuals will go untreated and begin
wandering with-in communities.

Supplies
•

•
•
•

Lack of PPE across the board for all crisis services.
Access to basic supplies like toilet paper and cleaning solution.
Lack of PPE (3 gowns in a 16 bed program with 45 employees), and submitting daily census to
leadership while they consider pausing admissions due to low census.
Inadequate amount of PPE. This is one of the reasons we consolidated from 4 to 2 programs.
We needed to consolidate and prolong our PPE in order to maintain some degree of operations.
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Shortage of needed supplies such as appropriate masks and hand sanitizer
Ability to have proper supply of PPE resources
Lack of supplies
Lack of PPE
We have no masks.
Anticipated challenges in coming weeks: shortage of masks;
Access to PPE's and maintaining bed counts at a level that we can remain open
Lack of PPE for staff to safely provide care.
Adequate PPE
We have very limited supplies and have not received supplies we ordered over a month ago.
Lack of protective equipment
Insufficient PPE and inability to get referrals tested for COVID-19 quickly.
Anticipate Staffing Shortages and PPE shortages
Lack of effective PPE, decrease in referrals
PPE shortage.
Sufficient PPE (N-95 respirators for nursing staff)
Insufficient PPE/Medical equipment, to provide services safely for consumers and staff.
PPE supplies that are adequate/ recommended to use (gowns, masks, non touch
thermometers)
PPE and eventual staffing challenges due to exiting staff becoming ill and not able to work
ability to staff and lack of PPE
Shortage of PPE and disinfectants.
Struggling to secure cleaning supplies, personal hygiene, and PPE equipment.
PPE supplies
Lack of PPE
We have a non-sufficient supply of PPE and other basic supplies such as paper towels, toilet
paper, and hand sanitizer.
Lack of appropriate PPE
We faced a challenge getting our phone system up and running remotely but within a few days
this process was successful.
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Top Crisis Call Center Challenges
Crisis call centers provided the responses below to the question, “Please describe the greatest 1-2
challenges your crisis call center is currently facing, or you anticipate facing in the coming weeks.”

Staffing
























Worker morale
Attrition due to essential staff burn-out
increased anxiety over health concerns
Staff fear of becoming infected, Not having adequate staffing to continue service
We also anticipate staff burn out due to limited resources or guidance to assist during times of
uncertainty.
Lack of personnel. Staying Safe and getting people the help they need (adequately assessing,
transporting and social distancing)
Staff calling out; being approved for leaves of absence much more or not being
responsible/productive working from home
Anticipation that there will be more of a decrease in staff attendance.
Providing crisis services while at home, over the phone, due to emergency room diversion.
Having qualified staff available to report to work.
Fear of loved ones becoming ill and dying and conflicting information being given in the media.
The crisis staff getting sick themselves.
supporting remote volunteers
Staff being afraid to come into our center to work
Continued efforts to ensure call center staff are receiving sufficient support and ensure sanitary
practice in shared work stations.
Keep an adequate staffing pattern to meet our call volume. Anxiety and worry amongst staff.
One of the greatest challenges has been not having adequate staffing, as well as staff losing
hours from work d/t a decrease in census
Encouraging employees continue to work. Employees are complaining that because we are
considered essential staff, compensations should be in place to take care of employees by the
employer who are able to work i.e. not having to take leave without pay (LWOP), if their hours
are decreased, not having to use vacation time to get paid a full salary, and/or having incentives
to work at risk.
We worry about our first responders. They are becoming ill with the virus. We want to do
everything we can to limit their exposure. They are CIT trained and our partners in the
community
Burnout / fatigue of current staff as they try to adjust to remote work, increasing volume of
calls and increased level of need in our community; at the same time, our staff are dealing with
their own family health and anxiety issues
Fearful staff
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We will have a staffing shortage to take all of the calls coming in and our call lines will be
overwhelmed as people further struggle with isolation and illness. Lots of anxiety calls.
staffing is currently a challenge and we expect it to get worse (harder to cover shifts)
Supporting our staff in managing stress/vicarious trauma/compassion fatigue; keeping them
healthy and safe, mentally and physically, as they spend 8 hours a day supporting others
Lack of coverage to maintain our 24/7 service. We don't have enough people to cover shifts

Health Concerns












Currently, the greatest concern is fear of exposure. In the coming weeks, we anticipate we
could experience workforce crisis if multiple staff are exposed or become sick.
staff being absent due to potential exposure or illness
staffing, personal concern over exposure to others and risk of contracting virus
If we do not have PPE staff will not feel safe helping individuals in we will be in an crisis. People
needing mental health help will get lost in our criminal justice system
people getting sick, passing it on
face to face contacts; potential for staff illness
Increased community anxiety the longer the Stay In Place Order continues
Staff being exposed to possible/confirmed COVID but due to know symptoms are still coming to
work. This is affecting morale for those around them.
We recently had one of our call center staff test positive for COVID-19, so all of our staff are
now working remotely from their homes. Since this individual had close interactions with most
of our staff, we are concerned that many more staff could become sick.
Fear surrounding exposure as we take walk-ins & individuals brought in by law enforcement

Services/Caller Support












Increased calls from individuals who would not normally contact us. These are people with
relationship problems, domestic violence, work stress, personal stress, issues with children and
family, and general anxiety (related to the virus) who are calling for support. We are exploring
options of pulling staff from other departments to help staff these calls and allow the Crisis
Services staff to focus on those requiring more intensive crisis intervention or pre-screening.
Trying to reassure our frequent callers
increasing uncontrollable anxiety of callers due to COVID-19. Isolation of callers due to fear,
anxiety resulting from lack of sanitation products, no non-emergency police response available.
In the coming weeks if this is not slowed down call volume will increase.
Helping callers deal with the increase in deaths
Increased calls
the need to address mental health crises as well as socioeconomic crises for clients
People calling for help and resources for economic relief
More calls specific to anxiety.
Staffing, answer capacity
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Providing services to children/families who are isolated from their natural supports/more likely
to become overwhelmed and need support, and have limited benefit in receiving services via
phone/video visits, and many low-income consumers who don't have access to technology to
receive remote supports.
increasing call volume as people experience more anxiety, fear and loss; we are receiving calls
from people who have never had mental health/ anxiety issues before
Increase of calls and Volunteers balancing multiple calls at once
Inability to provide face to face services and evaluation.
Our current challenge is our agency moving all mental health services to telehealth. This affects
the work flow of our call center / crisis line because they schedule and provide crisis counseling.
Our call center is already equipped to work remotely with the technology to support it.

Operations/Sustainability
















We've had 3 staff quarantined, if more people require this, it will impact our workforce
availability. An increase in call volume is anticipated with increase cases in the region of
covid19.
Funding & making sure volunteers are still showing up
We have national operations located in 5 states, but all 240 employees were functioning fully
remotely within about 8 days and by March 22 all 5 centers have been shut down. The cost of
the rapid deployment maintenance of fully remote agent technology and licensing costs, and
now the carrying costs of 5 empty facilities, will create near and long-term financial burdens.
Maintaining full staffing while awaiting the actual surge in crisis line volume will be a challenge
as will equipping our counseling staff with the additional training and confidence to be
prepared to handle the potential surge in grief and anxiety related calls.
We work with a local hospital that is a hub or frequent place for COVID-19. It is expected in the
next month that our calls, walk ins, and overall crisis interaction is going to increase. We do not
have back up for our main crisis workers, so we could find ourselves extremely busy.
Lack of funding for technology equipment.
We anticipate call volume to increase in the upcoming months due to the aftermath of the
COVID-19 pandemic.
Increased call volume, potential for limited staff availability due to illness
We are not overwhelmed at the moment but worry this could change rapidly and that we will
not be able to respond promptly or effectively, either due to volume or impact of the health
crisis on our staffing
Having enough staff to meet an anticipated increase in demand as the stay at home order
continues as well as enough staff due to illness and/or leave.
major fundraising event now virtual
Providing essential office based staff with a $2.00 per hour pay incentive and increased
janitorial services during this period.
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We are fortunate that our Crisis Call Center can still refer to same day or next day "virtual"
intakes and appointments for those individuals that do not need inpatient care. Our Crisis team
schedules these urgent appointments. We are making more outreach and "Caring Contact"
follow up phone calls to build in more support for individuals. We do not have a mechanism to
bill for these services. It would be nice to get some means of compensation.
Decreased calls. 1/4 of usual calls.
Decreased referrals
My concern is if staff become ill. We will have added expenses of overtime, staff shortage, and
potential staff burn out. Right now, our staff are working remotely and following the governor's
stay at home order and all are healthy currently. I am also concerned about a drop in funding in
the future to manage the crisis line and scheduling if we see a revenue drop because people are
not seeking mental health services.
Generally it's overall volume and keeping up. Current it's the COVID-19 crisis
Increased call volume; relocation of staff/volunteers
Staff working remotely
Lack of quality, trusted information sources on the impact of COVID-19 on service delivery
As the majority of the Crisis Call Center staff are working remotely, the challenges are technical
challenges (supported by wonderful IT, however) and continued connection and
communication. No real challenges, just do better when we remain connected.
Ensuring staff have education about COVID and easing their fears. Following CDC guidelines.
We currently are not facing any challenges. With our crisis service that does face-to-face
screening at ERs and Jails is now being done via phone or video it has helped with staffing. We
do not anticipate any challenges at this time.
One of the biggest challenges initially with the team has been communication. In the office,
they work side-by-side and know what each other is working on. They rely on each other in the
office for quick processing of a case. We miss that in-office support and back up, but we are
checking in frequently. We are just 2 weeks into working remotely from our homes and our
community does not expect a COVID 19 surge for 2 -4 weeks. We worry about what is to come.
I would also say that we all need to make SELF CARE a priority and we worry about staff.

Equipment/Supplies/Technology







Low supply of PPE equipment
We don't have enough laptops for interns and volunteers to work remote but most can't work
remote as we don't have them without in person supervision. We are looking at what paid
internships look like but again goes back to funding opportunities. Staffing for increase call
volume due to loss of interns and volunteers.
putting into place remote platforms to appropriately handle our NSPL calls.
Not having capability to have tele video assessments.
Technology not working correctly
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Technology that is NSPL approved to allow employees to work from home. Employees have to
stay in the office
As mentioned above, slower internet has resulted in longer call time and need to reboot the
computer system.
Staff frustration due to inability to configure out our phone system to allow staff to work from
home.
We are currently working on IT issues and phone planning so that crisis staff can work from
home. This is a challenge that is partly worked out, but insuring all staff have the equipment to
work from home is financially a burden.
Lack of technology to allow 100% of staff to work from home
Unable to work remotely due to technological limitations
expanding our remote capacity
IT Issues and needs with staff
Lack of PPE
initially it was technology and having the systems in place for staff to follow social distancing we now have that worked out so most staff can work from home - we now are able to do
telephonic services too, but it has taken 3 weeks to get this all in place

Community Resources










Decrease in available mobile and social outlets to refer clients to
Facilities for placement being full or not accepting new clients. Diversion facilities not accepting
clients, so when someone is in crisis, but not needing acute psychiatric care, it is very difficult to
safety plan and keep them safe.
Little resources and placements for individuals in need
Connecting people with resources is getting very difficult because most resources are limiting
their availability at this time, or not taking new referrals at all.
Less resources to provide.
Safety in sending consumers to inpatient hospitals for inpatient behavioral health care outside
of our area (we are very rural- no inpatient care is available in our County), where COVID rates
are higher than our county for fear of further spread of infection to our currently well-isolated
area when they return home. It would be ideal if there is any way to get rapid test kits to these
hospitals to make sure that people crossing from high-infection areas to low-infection areas are
negative before sending them back to the low-infection areas, and/or before admitting or
discharging anyone from a hospital or residential setting where lots of people are housed close
together? And/or the ability to draw titers to indicate if someone has already is immune and
not carrying active infection unknowingly?
Knowledge of clinics and resources to refer callers to that are accepting new patients, especially
medication management
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We also worry about inpatient availability in the coming weeks. We are making an effort to
minimize first responder interventions by offering same day virtual appointments with our
clinical teams.
Lack of services/access to services
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