
Crisis Residential Services (CRSs) provide an alternative to acute psychiatric hospital services for individuals who otherwise would require hospitalization.  Crisis Residential Treatment programs are more than less expensive, miniature hospitals.  The programs are provided in normalized living environments, integrated into residential communities. The services follow a social rehabilitation model that integrates aspects of emergency psychiatric care, psychosocial rehabilitation, milieu therapy, case management and practical social work.

Although the initial models for crisis residential programming were developed in the 1970’s, there has been a remarkable growth in this level of care since 1985 (Stroul, 1991).  This growth has been in response to the growing pressure on psychiatric inpatient services and the demands of managed care in the behavioral health arena (Fields, 1995).  There are also a wide variety of programs that fall under the category of CRS. Some are focused exclusively on diversion of acute clients from psychiatric emergency rooms, while others blend acute diversion with a “step-down” role by admitting clients after a brief hospitalization.  In addition, some programs which provide respite services or brief interventions for situational crises are often categorized as CRSs (Stroul, 1990).

Crisis residential programs that operate as diversions from emergency rooms provide the equivalent to inpatient hospitalization for individuals who present a high level of acute need.  These programs are intensively staffed, often with three staff members on duty for 10 to 12 residents during peak program hours.  The majority of CRSs serve clients who have just converted from involuntary status, although there are programs that serve involuntary clients as well (Warner, 1995). The diversion programs generally have a length of stay of 7 to 12 days, while less intensive programs may have lengths of stay up to 30 days.

The crisis residential programs are typically located in residential neighborhoods, in large, single-family homes or converted small apartment buildings. Capacity ranges from 8 to 14 beds.  The primary focus of the treatment is on utilizing the opportunity to function in a realistic environment, with other individuals, as a critical component of crisis stabilization.  The program goals are to stabilize the current episode, begin the development of new skills and a relapse prevention plan, and to connect clients with community resources.  The client is encouraged to be actively involved in the development and implementation of his or her individualized treatment plan.

Although the use of professional, licensed staff is generally de-emphasized in CRSs, most programs include a psychiatrist who provides psychopharmacological services and consultation.  Some CRSs staffing patterns include nurses, ranging from several hours each week to 24-hour coverage.  The extent of such coverage determines the amount of physical and medical complications, such as unstable diabetes, which the program can serve.

Outcome Data:

Outcome studies demonstrating the efficacy of crisis residential programs and other alternatives to hospitalization have appeared since the mid 1970’s. One seminal article by Charles Kiesler (1982) delineates a wide variety of alternatives, all of that showed outcome equal to, or significantly better than, inpatient services at much lower costs.  More recent publications demonstrate the success of crisis residential treatment in serving the most difficult populations, within the usual length of hospitalization, with minimal hospitalizations, and significant rates of successful discharge to the community.

Cost Data:

Depending on the are of the country, the all-inclusive daily rates for CRSs range from 25% to 75% less than local hospital daily rates.  Cost varies according to locations, services offered, program size, and staffing patterns.

Implications for managed care organizations and counties implementing managed care systems:

In the past two decades, some public mental health departments have significantly reduced hospital costs by funding CRS to serve the indigent and Medicaid populations.  For example, in San Diego, California, the County Mental Health Department was able to reduce the number of county psychiatric hospital beds from 130 to 33 by expanding the CRS system to 6 programs with a total of 77 beds.

Managed care companies are now also beginning to see the wisdom of using crisis residential programs as a cost-saving alternative to expensive hospitalization.  In California, Kaiser Permanente has begun offering its members crisis residential services as a hospital alternative at a ration of 3 crisis residential days to 1 hospital day.  The CRS alternative reduces the costs to the health plan and extends benefits to the member, while allowing lengths of stay that maximize stabilization, reduce recidivism rates, and increase member satisfaction.
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For information and technical assistance on planning for and implementing crisis residential programs, contact CASRA at 925-229-2300 or � HYPERLINK mailto:casra@casra.org ��casra@casra.org�.  For more information on CASRA and its activities, visit www.casra.org.








