
QUESTIONS and ANSWERS
Comphrehensive Access/Screening/Triage,

Emergency, and Crisis Services RFP
September 12, 2003

1. Duke University Health Systems: What is the total funding amount for the services described in the
RFP? The Durham Center describes a payment methodology but fails to offer any information as to the
dollars available to support these services. Providers will be expected to offer services for Durham county
and non-county clients (per the RFP). What is the Durham Center's expectation for compensating the
provider to offer services to clients who are non-county? 
Response: The dollar amount was left out intentionally. Responders are asking to submit a budget for
each component of the RFP. If it turns out that we cannot afford certain items or aspects we would come
back and see what we can do. We are looking at funding the entire amount. Funding is primarily county
dollars to support these services with some state funding. Non-county clients will be served under
emergency situations only and this will be for short term (24 hours or less). We would not deny services to
them. See question 12 below.
Follow up:
Steven Airhart, Holly Hills Hospital: For clarification, if an organization submits a proposal and is not
necessarily interested in getting certain aspects, but its either all or none, do we need to specify that? 
Response: We are most interested in a comprehensive proposal from a single provider but if you can
partner with someone else or want to respond to part of the proposal, you are free to do so. A
comprehensive proposal would be likely to receive a higher score. The Crisis Residential Facility is more
open to partnership. The main Access/Crisis Stabilization provider would hold the lease or contract for the
short-term crisis residential facility for up to a 15-day stay, to facilitate continuity of care.
2. Duke University Health Systems: How does the Durham Center expect to provide/obtain commitment
evaluations? There is no mention of these services, which have been previously obtained through
contractual relationships.
Response: Commitment evaluations will be done by crisis stabilization staff or the mobile team. The thrust
is to divert people from hospitals and emergency rooms to the Crisis Stabilization Facility. 
3. Duke University Health Systems: The RFP makes reference to service for both adults and children.
Does the Durham Center expect a provider or providers to provide all services noted in this RFP for all
age groups? If so, it is essential that the Durham Center provide a description of the amount and source
of funds it has available to support these services.
Response: The 15 day crisis residential facility is for adults. Access/screening/ triage/ referral, and crisis
intervention is for all age groups. Crisis Stabilization is for adults and older adolescents. Regarding
funding, see questions 1 and 16, and answers to Telecare's question 1 (below).
4. Duke University Health Systems: Explain this statement, found on page 5, A. : "The proposal does not
need to include each specific protocol required, but should define the service proposed sufficiently to
assure compliance and later development of required protocols and staffing patterns". 
Response: You need to show enough understanding of what is being asked for so that we have
confidence that you can develop the protocols that are needed. Some protocols that would be required
are listed. For a protocol such as staffing pattern, you should be as explicit as possible. It is not
reasonable to expect you to already have every protocol written; hopefully they would be developed early
in the process. You have to show that you know what is required. We may not have touched on all of
them. 
5. Duke University Health Systems: Page 6, Crisis Care Coordination/Management: "In instances where it
is clear that a problem is transient and the individual is not in ongoing care and does not require it, short-
term outpatient of up to 3 visits within a two-week period shall be provided". Since the Durham Center
would not be in a position to determine an individual client's needs for follow-up care, why would the RFP
be structured to mandate a certain minimum number of visits in this circumstance? This section should be
changed to reflect the responsibility of the provider to determine an appropriate plan for follow-up. 
Response: The intention was that it is possible to get someone into the center who is not related to the
qualified provider network and not expected to need a network provider after short-term intervention. The



intervention can take place over a couple of weeks. We were being too specific when we specified 3 visits
within a two-week period.
6. Duke University Health Systems: Language in the RFP is inconsistent as to whether the expectation is
that the crisis stabilization program will be a "secure" or "non-secure" facility, or both. In one section
reference is made to limitation to voluntary clients. In another section reference is made to proximity with
secure facilities. Clarify. Explain the Durham Center's expectation that services could be offered in a
hospital ED, in defined space. What does this mean?
Response: If the proposal were to include services in the hospital emergency department, there should
be a separate space for mental health, substance abuse and co-occurring disorders. These should not be
mixed in accidents, etc. The desire is to have both secure and non-secure beds in the Crisis Stabilization
Facility because we recognize the need to have both of these in the community based on past history. 
Follow up question: Mary Hill, DUMC: Would you expect the clients that are in the secure side would be
potentially subject to involuntary commitment evaluations and that upon commitment evaluation the
patient would be moved from this facility? In terms of multiple use of this same square footage we are
talking about having secure and non secure potions of this space, stabilization, holding, evaluation,
potential holding for transport to a state hospital, potential admission, short stay in a chair, short stay in a
bed, detox. What is the Durham Center's expectation of how many different uses we can have for the
same space and how much separation are we talking about other than what licensure would require? We
need a better understanding of what the intent is behind the RFP for this kind of facility.
Response: Involuntary commitments would be placed into a secure facility or secure section of the Crisis
Stabilization facility. The Crisis Stabilization facility must be designed to take involuntary commitments.
Almost half of Durham admissions to JUH are released from the state hospital after three or four days;
they can be served at the Crisis Stabilization facility and, if necessary, stepped down to the Crisis
Residential facility for further stabilization. The primary purpose of these facilities is to provide treatment
to stabilize crises in the least restrictive community setting while diverting consumers from emergency
rooms and inpatient, not to hold them for transfer to inpatient (See question 17). The RFP not specify the
amount of space for multiple uses because we would want you to address that in your response. We
expect the applicant to describe how they plan to use space. We do need to approve the location as to
whether it meets ADA, is it on a bus line, etc. 
7. Duke University Health System: What is meant by the phrase, "There should be ability to administer
medication in the field"? Patient meds? Meds provided by clinical staff? Under what circumstance? What
types of meds? Page 9 
Response: The mobile crisis team operates in the field. Once again, I think this would be part of your
proposal. It would be an ideal situation for the mobile crisis team to be able to administer meds like an
ACTT team. You can elect to put or not put this into your proposal. Ideally we are saying you can do that.
It is your choice as to whether or not you want to include it. 
Follow up question: Sara Emory, DUHS: You have parts of this in place that some of us may not know
anything about. The ACTT team medicates clients in their home now when they go to see them? 
Response: They can. The ACTT team is a best practice outpatient model, not part of the crisis system.
Follow up Question: Sara Emory, DUHS: Are these prescriptions the patients already has or am I as an
intake clinician to make the determination that a medication needs to be changed or be given a different
dose?
Response: No, this is still with physician oversight, a situation where a client is not taking their meds, they
can work with the client to get them to take the meds.
Follow up: Sara Emory, DUHS: The patient already has the prescription, has the medications, is being
followed by a physician, and I am facilitating getting the process completed.
Response: Yes. The clinical social worker will not make decisions about whether they should be giving
psychotropic medicines. They not giving emergency medications or medication changes unless the
physician who is part of the team is making the recommendations and writing the prescriptions.
8. Duke University Health Systems: What is meant by the phrase, "Relationships with hospital Emergency
Departments are important when staff serve as consultants to ER physicians"? What is the Durham
Center's expectation in terms of agreements between a mobile crisis team and a local hospital ED? 
Response: It is optimistic to think that people will be diverted from the hospital emergency department
immediately. The process will take time. It is a very key relationship between the crisis staff and the
hospital emergency department.



9. Duke University Health System: How does the Durham Center's contemplated model address and
comply with HIPAA? 
Response: Durham County's and Durham Center's information systems are HIPAA compliant. We expect
the contractor to comply with HIPAA. See question 16 for more information.
10. Duke University Health System: Page 10: the crisis residential service is supposed to be "voluntary"
with no facility to "prevent elopement". Further, the RFP states that the facility should be seen as for stays
of 15 days or less. How would the Durham Center propose "risk sharing" arrangements with providers
who are unable to find suitable options for a client, particularly if that client requires an inpatient
admission and/or involuntary commitment to a state hospital?
Response: Crisis Residential will be voluntary only. Involuntary commitment will be to the Crisis
Stabilization facility. Discharge planning must begin immediately in cooperation the consumer's outpatient
provider. Risk sharing is addressed in question 16 and Change3.
11. Duke University Health System: What is the expectation for residential housing of clients who are both
addicted and in a psychiatric emergency? 
Response: Both can be accommodated in a Crisis Residential facility. The intent is that this type of facility
serves both substance abusers, mentally ill, and dually diagnosed. The emergent phase should be
treated at the Crisis Stabilization facility. See question 17. 
12. Duke University Health System: Page 11. The Durham Center implies that the services in the RFP
would be made available to clients in Durham County as well as those persons who present from another
county. This statement makes it virtually impossible for a provider to realistically describe the necessary
facility, staffing, capital, information systems, etc. that would be required to serve what appears to be an
"open-ended" population. What is the expectation regarding limitations, if any, on services to non-county
clients?
Response: The state defines that a county is responsible for securing emergency care for a given client
while he/she is in that county even though he/she may reside outside the county. The intent is not to have
longer term care provided beyond the initial 24 hours of treatment. This is where this facility would be
responsible for holding the client for the 24-hour period or referring them on the state hospital if they can
get approval from their external county prior to being sent to a state facility. When someone is in the
"where found" crisis situation, we are responsible for immediately trying to keep the crisis from escalating
and giving this person treatment in a crisis type situation. As for ongoing treatment, we will be working
and partnering through the care management piece with their county of residence. We will give them our
evaluation of the client and our recommendation and request their input as to what they would have us to
do. We expect the RFP provider to serve anyone through the emergent phase of their presentation but
would not expect all services referenced in the RFP to be provided to the full extent of 15 days, only 24
hours.
13. Duke University Health System: The timetable for implementation (award in November, contract
implementation in January) makes no reference to start up, transition or other necessary planning. What
is the expectation?
Response: We know that no one can start up in that period of time but we hope to negotiate the contract
in that period of time and then we would talk about the transition after that. Once the contract is awarded
we will probably be looking at phasing in certain aspects of the crisis system. If someone can start
January 1st that would be wonderful but we don't think that would be possible. We are looking at what will
be best for our community and our current staff who will be involved in that process as well. RFP
respondents should address in their implementation plan how they would plan to phase the services in.
14. Duke University Health System: Explain what is meant, specifically, by the phrase "give priority in
hiring to staff displaced from the Durham Center. Page 13.
Response: We currently have staff who are working in crisis services and clerical staff. We would like to
provider to give Durham Center qualified staff priority in hiring. These positions will be rifted during this
year as we divest of services. For example, if you have two people who are equally qualified per your
hiring criteria, we would like for you to give priority to the Durham Center staff. 
Follow up: Mary Hill - DUHS
Would you give us some idea of how many folks that is and what range of types of people we are talking
about? Are they principally clinical people or some administrative?
Response: Access/Crisis clinical positions include one Clinical Social Worker, one Human Services
Clinical Counselor, and one Human Services Clinical Counselor II. Their salaries range from $39,644 to
$43,758. Administrative staff with Access/Crisis is one Office Assistant IV, salary $28,774. We would like



the contractor to give the same preference to clinical/administrative/clerical employees displaced from
other Durham Center units who qualify for the provider's clinical/administrative/clerical positions.
15. Duke University Health System: Page 20, an apparent typographical error appears as to term of the
agreement. "June 30, 2003". What is the correct term of the agreement? Under what circumstances
would the agreement be extended? Would the same RFP/bid process reoccur at every termination point?
If the contract requires annual bidding, how can providers justify and recover startup costs?
Response: The correct term of the agreement is 2004. Our intent is that this will not be re-bid next year.
The contract will have to be approved by the County Commissioners. We are keeping them involved as
we go along. We cannot commit beyond next year, nor can the Commissioners. Our intent is that they will
approve the contract in the budgeting process for next year. The Area Board chose the RFP process for
all of the services we are divesting of. This is not normally done. Technically we are asking for a six-
months contract. Once it is functioning we will look at performance measures for the vendor and hope the
commissioners will want to do this also. Technically Durham County does not contract for more than a
year. On July 1, 2004, the Durham Center will be a county department, and the Area Board will be
advisory only.
16. Duke University Health System: Page 22: Rate Proposal:
Explain what is meant by the entire section. What are the Durham Center's information and billing
systems? How are these systems currently adequate to support services, since the services
contemplated in the RFP do not, in fact, exist today? How does the Durham Center propose to
compensate the provider for any conversion and/or technical/system problems that would occur as a
result of the requirement for a provider to use the Durham Center's information and billing systems?
Define "risk sharing" as used in the RFP? How would the Durham Center "share" in any portion of risk?
Follow up: Mary Hill - DUHS. Please describe on the website what the Durham Center's information and
billing systems are since providers are mandated to use those systems. The center will be billing on
behalf of the provider. Clarify what that intent of that requirement is and what are the systems that we are
talking about. 
Response re first and third party receipts: The total amount is going to be broken down into 1/12, that
amount will cover the costs of the services. First and third party payments will come back to the LME to
be reinvested into the system. We will negotiate what the total amount is.
Response re risk-sharing: Rate Proposal section on page 22 refers to Section VI,
Financing/Reimbursement, on page 17. The second sentence in the first paragraph of that section is an
error and should be deleted. The intent of "risk-sharing" as used in section VI is for the provider to
leverage resources for the access/crisis service system from sources other than Durham Center. See
question 24 and RFP Change 1 for further information on risk-sharing.
Response re information systems: Durham Center currently uses BCMS software to collect, store, and
update consumer information, to authorize services, to enter services provided, and to generate and
submit claims to public payors through the Division's IPRS. The Access/Crisis provider will use BCMS for
all of these functions except generating/submitting claims. The provider will look up information on
persons screened and enter basic screening, demographic, and referral information, in real time. For
consumers receiving crisis services who have open records, the provider will enter their services. The
provider will collect the information necessary to open a medical record when consumers receiving crisis
services do not have an open record in the system; provider will submit that information to Durham
Center. Provider will authorize Crisis Residential services and state hospital bed days, if mutually agreed
upon. The method for accessing BCMS hasn't been decided. Durham Center is also investigating other
software applications (HIPAA compliant) that are better designed for managed care. We may change our
software. In any case, the Access/Crisis provider must use our system because it holds basic information
on consumers and service providers. Durham Center will provide training and support for the information
system and pay for data conversion if we purchase new software. No other data conversion is required.
17. Duke University Health System: Page 7: Statement is made that service is voluntary and that, if the
condition deteriorates, an involuntary commitment must be filed. Question: Is it anticipated that a patient
would be moved at this time?
Response: Within the Crisis Stabilization facility, a consumer could be moved to a secure bed/secure
section. If, after evaluation and ongoing 1:1 observation in the facility, a decompensating consumer needs
extended 1:1 observation or seclusion/restraint, he/she would need to be transferred to a psychiatric
inpatient facility. Consumers with life-threatening complications of withdrawl would also be transferred to
inpatient care. We believe that approximately 90% of consumers seen in emergency rooms could be



appropriately served in facilities of the type described in the RFP, if capacities were adequate.

18. Duke University Health System: Page 8: Detoxification Does the RFP expect medically supervised
detox to be done in crisis stabilization and/or in a crisis residential setting?
Response: Medical detox will be done in the crisis stabilization setting. Detox in crisis residential could be
put in the proposal but it is not required. 
19. Duke University Health System: Page 9: Crisis Residential. Is this service the same as Section 5000,
Facility Based Crisis Services for Individuals of all Disability Groups (in the DFS Manual APSM 30-1,
Rules for Mental Health, Developmental Disabilities, and Substance Abuse Facilities and Services?
Response: Yes. Both facilites would be licensed as Facility-Based Crisis Services.
20. Duke University Health System: On page 3, it is indicated that the Durham Center currently has 5
crisis beds in an unlocked supervised setting for crisis stabilization? Is this facility licensed as a Crisis
Residential facility as referred to in the RFP? If so, who and how does this facility bill for this service?
Does Medicaid pay for this service? Does Medicare ever pay for any portion of this service?
Response: Experience in our current facility's experience is not relevant to the facilities envisioned in the
RFP. 
Follow up: Sara Emory -DUHS
The Division of Facility Services for an Independent Hospital License to. 5000. This license as an
independent facility Medicare and Medicaid reimbursement is nil for anybody who is 18 to 64. This license
under a hospital that already had Medicare/Medicaid and is located in proximity to the facility, i.e., within
one block, then we can bill under our Medicare/Medicaid. If the Durham Center chooses to contract with
somebody, it can do the same thing but it is not an independent licensure and the Durham Center can
pay for it. The question is, is that how we want it and I guess with the 1/12th you can say don't worry
about whether it will qualify for reimbursement. We are just going for the money.
Response:
We will be going after reimbursement of all available dollars, so if you have any ideas, put the idea in your
proposal of how to do this in such a way that we can get reimbursed on your behalf for the services
because they fit in a certain place in those rules. Put that in your proposal because it will stretch the
dollars even further. Please give us your ideas. We definitely need Medicaid reimbursements to reinvest
in the crisis system.
21. Duke University Health System: Page 10, question: It is stated that the crisis residential facility is not
designed to handle elopements and admission is voluntary. Under staffing it states that staff must be
trained in TPI.
What is TPI? Is it a method of physically restraining patients for periods of time (used to be referred to as
therapeutic holding) or is it a method of restraining patients such as may be needed for psychiatric
patients (used to be referred to as PIC, but now approved as NCI)? If so, has TPI been approved by the
Division and are certified instructors available from the Durham Center? Is the cost of training in TPI
expected to be borne by the provider? 
Response: TPI is therapeutic physical intervention. 
Follow up: Sara Emory - DUHS
Has that been approved by DSS and is there any reason you picked that over NCI which is put out on the
state website as approved? The intent was that everyone be trained in one of the approved methods
under client rights and SA mental health. There are at least 20 programs approved already.
Response: Any Division-approved method of what used to be called "therapeutic hold" would meet the
requirement. Training costs would be part of the cost of doing business for the provider.
22. Duke University Health System: Specifically define what is meant by toxicology screening "in the
field". What is the expectation concerning lab/screening "in the field"?
Response: First level toxicology screening would include breathalyzer and urine screens. These might not
be able to be collected in the field by the mobile team. If the consumer would agree to provide them, the
mobile team would have more information on which to base their decisions.
23. Duke University Health System: The proposed model does not address continuity of care issues that
would potentially be created by parsing out service components to an array of providers in a single
community. Durham suffers from this piecemeal approach to care now. The RFP does nothing to address
this problem. What IS the Durham Center's "vision" for continuity of care in Durham County?
Response: It starts with a comprehensive service provider and goes on to their relationship with a
qualified provider network. It is extremely important to get in contact with the primary treating organization



to maintain continuity of care. It ties back to the information system. The reason it is so critical to have the
crisis center with the access and triage tied into our computer system is so they can look up and see the
person's information. They could keep a person from having to go to the hospital by working closely with
the provider who is providing ongoing services in the community. 
Follow up: Mary Hill - DUHS
Client based information systems have to be HIPAA compliant. We are concerned about how continuity
could be represented when there are multiple independent organizations providing services to the same
client which we all know is reality. It happens to all of us every day. How can you put in place the barriers
that are mandated by HIPAA and accomplish the objective we are talking about here? We don't know
what these information systems are that we are being asked to utilize. How can we be HIPAA compliant
and have a client based data system that is residing out in the community?
Response:
This is something that is being done already that is HIPAA compliant. Currently, providers with whom
Durham Center has contracts may share information for treatment, payment, and operations. In the
future, we anticipate that our qualified provider network will be organized for HIPAA purposes in the same
manner as Duke's network of hospitals and medical practices. 
24. Duke University Health System: Without a description of the amounts and sources of funds, providers
cannot submit realistic proposals based on patient/client volumes. Is the expectation that providers will be
totally at risk if demand for services exceeds projections? How is this financial model a "risk sharing"
arrangement? 
Response: See Change3 regarding risk sharing. The risk sharing terminology here is misleading. The
intent of the paragraph in Section VI is to ask "what will the provider bring to the table to enable the
service to succeed?" Can the provider mobilize other resources for the crisis system? In other proposals
we have asked what your experience is with mobilizing community resources. We are looking at ways to
serve as many people as possible and if you have creative ways, please explain them. There are ways to
have the costs decreased and to bring in more dollars. With other services we have outsourced, we have
had a finite number of units of service. With crisis services, it is very difficult to predict numbers. 
25. Duke University Health System: The timeline, as described, is unrealistic as stated because there is
no provision for necessary licensure, construction, recruitment, hiring, training, and transition.
Response: Address this in your implementation plan.
26. Duke University Health System: There is no reference to commitment evaluations.
Response: Already addressed
27. Duke University Health System: There is no clear description of the Durham Center's current and
future role in prior authorization. Will the Durham Center expect to approve any/all services described in
the plan, beyond the immediate reception/triage/screening of a "walk-in" client?
Response: There will be a blanket authorization for evaluation. One of the components authorized by
access and triage could be, if mutually agreed upon, the 15- day crisis residential, with the outpatient
folks helping with the discharge planning upon admission. If the person is target population and needs
ongoing services, crisis staff will refer them to the appropriate type of provider in the community, and that
agency would work with the 15 day program immediately on discharge planning.
28. Steven Airhart - Holly Hills Hospital
In terms of existing services that the Durham Center is providing in terms of its location, could any of that
be accessible after the divesture? If the provider is interested in leasing some of the space, is that an
option?
Response: We do not anticipate current space being part of your proposal. 
29. Mary Hill - DUHS
Do you think the Durham Center would give preference to proposals that would accept your space in a
lease agreement?
Response: We don't own facilities. We do lease some spaces. Technically these are County leases. We
have not focused on using our existing spaces as a way of weighting proposals. What we are looking for
is for the Crisis Center to be accessible to the people so that people can get to it - which it is not off in the
north part of the County. We want to approve where it is located so we can make sure people can access
it and that it will actually be use as intended.
30. Steven Airhart - Holly Hills Hospital
Is it also equally important for residential services to be in Durham County?
Response: Yes 



31. Mary Hill - DUHS
To clarify date of award and start up of the program, do you expect to have the made and the contract
negotiated by November 7th? What happens if you don't get a responsive proposal, what will you do?
Between September 8 and October 1 we are to submit line item budgets, is that correct.
Response: No, the award represents the selection of the provider. Once the award is made on November
7, negotiations will begin for the contract which is to be issued January 15, 2004. This would be a
contractual arrangement from Jan. 15 - June 30, 2004. If we don't get a responsive proposal, we will start
over. Line item budgets are to be submitted by October 1st.

QUESTIONS FROM TELECARE 

1. If it is not possible to give a total dollar amount available, is it possible to give a range of dollars
currently being spent on crisis services for Durham Center?
Response: $851, 794 was budgeted last year. 
2. Can we get a historic breakdown of crisis visits by age and diagnosis? Can we get more specifics on
the population served by crisis services?
Response: Because crisis services in Durham have been provided mainly by hospital emergency
departments, Durham Center does not have complete data on which to base projected utilization. In FY
03 there were approximately 2800 psychiatric/substance abuse visits to local hospital emergency
departments. Durham Center does not have information on their specific diagnoses and disposition,
except for consumers hospitalized at state hospitals. Consumers hospitalized at John Umstead Hospital
from Durham include single-diagnosed substance abusers, dually diagnosed (we estimate about 50%),
and severely mentally ill with schizophrenic spectrum disorders, bipolar, and major depression. Calls to
our after-hours crisis line average approximately 3000 per year.

FY 99-00 FY 00-01 FY 01-02 FY 02-03
State Hospital Admissions 740* 735* 1095 1150
Area Program Admissions 2220 1975 1760
Area Program Screenings** 

*Numbers are from Division aggregate report for FY 00 and 01. FY 02 and 03 are based on individual
admission records and are probably more reliable.
** There are from approximately 2 times as many screenings as admissions.
3. Please define the parameters of risk you are willing to entertain.
Response: See RFP Change 1 and question 24 from Duke University Health Systems.
4. What are the scoring and evaluation "predetermined criteria" referenced on page 23? 
Response: The evaluation criteria are as listed in Section IX of the RFP.
5. Can you discuss the rationale for a "secure" crisis stabilization setting. Does this specifically relate to
involuntary petitions?
Response: The primary purpose of crisis services is to stabilize consumers in the least restrictive local
setting, while diverting them from emergency rooms and inpatient. The Crisis Stabilization facility must be
designed to accept involuntary commitments to achieve these goals - not primarily for holding until
transfer to inpatient, but to provide treatment to stabilize the crisis so that inpatient is not required. We
believe that 90% of patients seen local emergency rooms potentially could be appropriately served in
crisis facilities of the type described in the RFP instead of inpatient facilities, if not limited by capacity. 
6. On page 14, can you clarify what you mean by "Experience with comprehensive crisis services"?
Response: In Section II of the RFP (Scope of Work), we have described many different applications
under the heading of community-oriented crisis services, partially addressed in Duke University Health
System's question 6 and follow-up question. In your proposal, describe your experience with any of these
types of services and your track record with diversion from inpatient. Have you used space and staff in a
flexible manner to maximize available services? A comprehensive crisis service also includes community
education and relationships with other providers to assure continuity of care; describe your experience
and outcomes achieved by community relationships. 


