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Summary
Mobile Response Stabilization Services (MRSS) provide on-demand crisis intervention services for young
people in crisis in the setting in which a behavioral health crisis is occurring, including homes, schools,
community and emergency departments. MRSS is an immediate response service for young people who
are experiencing significant emotional and behavioral needs that exceed the family’s or caretaker’s
ability to de-escalate on their own. MRSS services are available 24/7 by a team of professionals and
paraprofessionals who are trained in child and family-focused focused crisis intervention and
stabilization skills. MRSS provides crisis intervention and de-escalation followed by four to six weeks of
stabilization. MRSS clinicians and paraprofessionals work with the family beyond the presenting crisis.
They stay with the family to build skills and align supports the family will need to prevent the crisis from
re-occurring in the future or to intervene early before the crisis becomes acute. MRSS is intended to aid
and support families to maintain their young person in their current living situation and avoid out of
home placement.
MRSS is a critical service within a continuum of care aimed at providing behavioral health services for all
young people, from birth through age 21, Ohio. MRSS is an emergency service that can be used early in
a crisis situation. MRSS services are specifically designed to intercede before urgent behavioral
situations become unmanageable emergencies and are instrumental in averting unnecessary emergency
department visits, residential interventions and placement disruptions, and in reducing overall system
costs. A young person or their caregiver can initiate care based on a self-defined crisis. Families may
define a crisis differently than a behavioral health professional. MRSS provide a readily available
intervention at the time the family first determines it needs assistance. The goal of MRSS is to stabilize
the family defined crisis in the least restrictive and most natural setting possible and to provide the
young person and family with support and skills necessary to enhance the young person and families
functioning in all life domains.
The MRSS team works with the family to ensure timely access to needed supports and services. In
addition to helping resolve the crisis, teams work with the individual and their families to identify and
develop strategies for effectively dealing with potential future crises. MRSS providers are responsible for
working with stakeholders across the system of care to leverage community resources and deploy a plan
for immediate response and de-escalation, crisis and safety planning, increasing family capacity through
skill building and linking young people and their caregivers to needed clinical and natural supports and
services.
These MRSS Practice Standards are intended to serve as the basis for process improvement and
expansion of MRSS to improve behavioral health services for Ohio’s young people. The intent of these
standards is to establish expectations for operational components and provide a structure for
implementation, while allowing ample flexibility for county/regional needs and practice innovation.
These practice standards outline the goals, guiding principles, eligibility criteria, service components,
implementation models, best practices, roles and responsibilities, metrics and resources recommended
for MRSS. The practice standards have been developed through a consensus process and are based on
promising practice. They are yet pending rigorous scientific validation. (Manley, E., Schober, M.,
Simons, D., & Zabel, M. (August 2018). Making the Case for a Comprehensive Children’s Crisis
Continuum of Care (Assessment #8). Eighth in a Series of Ten Briefs Addressing: Bold Approaches for
Better Mental Health Outcomes across the Continuum of Care. National Association of State Mental
Health Program Directors Alexandria, Virginia.)
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Service Description
As Ohio communities shift the children’s behavioral health delivery system toward a more upstream,
public health approach, MRSS is a service delivery model that can prevent unnecessary use of acute care
settings. Options are often limited when young people experience a behavioral health crisis. Families
and caregivers often turn to law enforcement, hospital emergency departments and inpatient treatment
for help. MRSS provides meaningful alternatives to inpatient treatment when appropriate.
MRSS is a mobile response stabilization service for young people who are experiencing significant behavioral
or emotional challenges and their families. The service may be delivered through a face-to-face mobile
response to the young person’s home, school, a local Emergency Department (ED), or another location in
the community, including a location preferred by the family. MRSS is available 24 hours a day, 365 days a
year.
The purpose of MRSS is to provide rapid community-based crisis assessment and stabilization to young
people and their families and to build the skills needed to help maintain young people in their homes and
communities whenever safe and possible. In addition to the direct provision of crisis intervention and
stabilization services, MRSS providers link young people and their families to ongoing clinical and natural
supports and services through a facilitated child and family team planning process.
MRSS consists of a series of four phases of services including: triage and initial mobile response;
assessment and planning; stabilization; and service transition. MRSS provides young people and their
caregivers with short-term, flexible services to assist in stabilizing young people in their community
setting. Interventions are designed to maintain the young person in his/her current living arrangement
and to stabilize behavioral health needs to improve functioning in all life domains.
MRSS Goals
The goals of MRSS are:
1. To rapidly respond to any non-imminently life-threatening emotional symptoms and/or behaviors
that are disrupting the young person’s functioning.
2. Provide immediate intervention to assist young person and their caregivers in de-escalating
behaviors, emotional symptoms and/or dynamics impacting the young person’s life functioning
ability.
3. Improve caregiver’s skills to manage behavior and prevent future crisis.
4. Prevent/reduce the need for care in a more restrictive setting e.g. inpatient psychiatric
hospitalization, detention, etc. by providing timely community-based interventions, skill building
and resource development.
5. Effectively engage, assess, deliver, and plan for appropriate interventions to minimize risk, aid in
stabilization of behaviors, and improve life functioning.
6. To support the young person to remain in, or return to, his/her present living arrangement, function
in school and community settings, and maintain the least restrictive treatment setting.
7. Facilitate the young person’s and the caregiver’s transition into identified supports, resources, and
services including, but not limited to, intensive care management utilizing high fidelity wraparound,
evidence-based and promising community-based treatment services, community-based supports
and natural resources.
MRSS Core Values and Guiding Principles
All treatment, support, and care will be provided in a context that meets the young person’s
psychosocial, developmental, treatment, and educational needs. Successful intervention with young
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people with significant emotional and/or behavioral needs and challenges requires creating a supportive
environment that promotes resilience, fosters respect for others, and is nonjudgmental. Family
members are respected and engaged as full partners in all aspects of their young person’s treatment,
care planning, and decision-making.

MRSS follows SAMHSA’s system of care values and principles listed below: (Space needed below)
Core Values
1. Family Driven and young person guided with the strengths and needs of the young person and
family determining the types and mix of services, interventions and supports provided.
2. Community based with the locus of services, as well as system management, resting within a
supportive, adaptive infrastructure of structures, processes, and relationships at the community
level.
3. Culturally and linguistically competent with agencies, programs and services that reflect the
cultural, racial, ethnic and linguistic differences of the populations they serve to facilitate access
to and utilization of appropriate services and supports.
Guiding Principles
Below are the foundational principles upon which System of Care philosophy and vision were designed:
1. Ensure availability of and access to a broad, flexible array of effective, evidence-informed,
community-based services and supports for young people and their families that address their
physical, emotional, social, and educational needs, including traditional and nontraditional
services, as well as informal and natural supports.
2. Provide individualized services in accordance with the unique potential and needs of each young
person and family, guided by a strengths-based, cross-system service planning process and an
individualized service plan developed in true partnership with the young person and family.
3. Ensure that services and supports include evidence-informed and promising practices, as well as
interventions supported by practice-based evidence, to ensure the effectiveness of services and
improve outcomes for young people and their families.
4. Deliver services/supports within the least restrictive, most normative environments that are
clinically appropriate.
5. Ensure families, other caregivers, and young people are full partners in all aspects of the
planning and delivery of their own services and in the policies and procedures that govern care
for all young people in their communities, states, territories, tribes and nation.
6. Ensure cross-system collaboration has linkages between child-serving agencies and programs,
including across administrative & funding boundaries & mechanisms for system-level
management, coordination, & integrated care management.
7. Provide individualized care management or similar mechanisms to ensure multiple services are
delivered in a coordinated and therapeutic manner, and that young people and their families
can move through the system of services in accordance with their changing needs.
8. Provide developmentally appropriate mental health services and supports that promote optimal
social and emotional outcomes for young people and their families in their homes and
community settings.
9. Provide developmentally appropriate services and supports to facilitate the transition of young
people to adulthood and adult service, as needed.
10. Incorporate or link with mental health promotion, prevention, early identification and
intervention to improve long-term outcomes, including mechanisms to identify problems at an
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earlier stage and mental health promotion and prevention activities directed at all young
people.
11. Incorporate continuous accountability mechanisms to track, monitor and manage system of care
goals; fidelity to system of care philosophy and quality, effectiveness, and outcomes at the
system, practice young person and family level.
12. Protect the rights of young people and their families and promote effective advocacy efforts.
13. Provide services and supports without regard to race, religion, national origin, gender, gender
expression, sexual orientation, physical disability, socioeconomic status, geography, language,
immigration status, or other characteristics. Services are sensitive and responsive to all these
differences.
Stroul, B., Blau, G., & Friedman, R. (2010). Updating the system of care concept and philosophy.
Washington, DC: Georgetown University Center for Child and Human Development, National Technical
Assistance Center for Children’s Mental Health.
Ohio’s young people and families involved in planning and delivery of MRSS have defined the system of
care as:
A System of Care is where young people and their caregivers are empowered to
·
identify their needs;
·
set their own goals and;
·
build partnerships with agencies and community supports to work together to ensure their
health, well-being, and success.
It is a creative and flexible process designed to keep working until the young person and their family
have what they need to be successful.
Program Elements and Parameters of Operation
Target Population
MRSS is delivered to young people through the age of 21, who are experiencing escalating emotional
symptoms, behaviors, or traumatic circumstances that have compromised or impacted their ability to
function within their family, living situation, school, or community. These crises arise from situations,
events, and/or circumstances that are unable to be resolved with the typical resources and coping skills
or jeopardize the development of adaptive socio-emotional skills and strengths critical for healthy life
functioning. Without intervention, these young people — many with histories of trauma — may be at
risk of psychiatric hospitalization, legal charges or placement disruptions resulting in additional trauma.
A hallmark of MRSS is that the young person and/or family defines what constitutes a crisis. It is
important to note that families may define crisis differently than a clinician. Therefore, MRSS services
may be provided in situations that clinicians would not typically define as a crisis. Examples of a family
defined crisis may include:
 A young person in emotional or behavioral distress that is too much for the caregiver to handle
on their own;
 A young person is out of control or destroying property;
 A young person who is acting defiantly and resisting authority;
 A young person is at risk of acting violently or dangerously;
 A young person is at risk or threatening to hurt him/herself or others; and/or
 Other crisis as defined by the family.
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Referrals to MRSS
Referrals to MRSS are made by calling the local crisis hotline number. The referral can be made by the
individual young person, parent/caregiver, school, hospital or other individual concerned about a young
person in distress. The crisis hotline is a component of the MRSS program and is available 24 hours per
day and 365 days per year. The crisis hotline is staffed by trained crisis specialists. The local MRSS
providers receive referrals from the hotline through a warm-line transfer or conference call connection.
The MRSS provider must retain the capacity to receive and rapidly respond to multiple referrals from
the crisis hotline 24 hours a day.
Mobile Responsiveness
MRSS providers are expected to provide a mobile response in nearly all situations involving a young
person in crisis, except when the family declines or when the situation is determined to be unsafe for
the worker. If the situation is deemed unsafe for the worker to response alone, law enforcement
(preferably CIT officers) are asked to respond with the MRSS team and will ensure the home is safe prior to
MRSS team entering. Mobile response is to be available 24 hours a day, 7 days a week, including holidays.
Mobile response involves an immediate dispatch of MRSS staff to the family’s home or school or
another community-based setting based on the preference of the family, caregiver, or referrer. Families
referred to MRSS can expect a mobile response in 60 minutes or less from the time of the call to the
hotline. The referrer may request a deferred response as long as it is safe to do so.
Telehealth
In circumstances where a face-to face service provision is not viable due to workforce shortages,
geographic distance and public health crises, using a secure video connection to link a professional in
one location with the child and family at another location is permissible. Telehealth services must be
provided in accordance with Ohio Telehealth Standards.
Parental Consent
Generally, minors must have the consent of a parent or guardian before receiving medical care,
including mental health. The MRSS team will make every effort to contact the child’s parent or legal
guardian during the time of crisis. However, emancipated minors and ‘mature minors can give consent.
A mature minor is 15 years or older. If the MRSS provider determines the minor has enough maturity
and understanding to make medical and treatment decisions without parental consent, then the
provider would treat the minor as an adult providing him/her with the same informed consent as
provided to an adult.
A minor may receive emergency medical treatment to preserve life and prevent serious impairment
without the consent of a parent or guardian. Once the initial crisis has stabilized, a mature or an
emancipated minor may receive additional services in accordance with the Ohio Revised Code.
Cultural and Linguistical Competency
The MRSS provider must provide culturally and linguistically competent care to all young people and
families that receive MRSS services. At minimum, culturally competent care includes the hiring of
bilingual or multilingual MRSS clinicians and paraprofessionals to meet community need and hiring staff
reflective of the demographics of the population served. Use of interpretive services is permitted, when
no bilingual staff members are available. Other written materials produced by the program or agency
(e.g., care plans, consent forms) should be available to families, understandable, written at an
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appropriate reading level, and written in languages appropriate to the diversity of populations within
their community. These materials should be reviewed and approved by family representatives from the
cultures represented where the services are being provided.
During stabilization, MRSS staff will determine culturally relevant natural supports and how they can be
engaged to support to the family. The MRSS clinician will initiate the linkage to these natural supports
prior to completing stabilization. Paraprofessionals, Parent Peer and Young Adult Peers should be
recruited from the representative cultures living within the service area.
Trauma Informed Care Service Delivery
Trauma Informed Care (TIC) explicitly acknowledges the role trauma plays in people’s lives. TIC means
that every part of an organization or program understands the impact of trauma on the individuals they
serve and adopts a culture that considers and addresses this impact. MRSS will engage trauma
informed best practices in all phases of MRSS services including, crisis response and de-escalation,
screening and assessment, clinical best practices and provision of comprehensive and responsive
supports.
Prohibition of Restraint
The use of physical, mechanical or psychopharmacological restraints is strictly prohibited. MRSS
programs should address behavior management issues by utilizing verbal de-escalation interventions
and calling the police and/or ambulance when the immediate safety of the young person, family, or
others is at risk.
Regional Hub
Ohio MRSS services will be provided through 9 regional hubs in which a primary contractor would be
responsible for ensuring service delivery across a region comprised of multiple counties. The regional
hub has the option to subcontract with multiple provider organizations, or having a single provider
operate satellite sites across their region. Regardless of the approach, each regional hub contractor
must strategically locate sites and staff the programs at sufficient levels to be able to respond to the
demand for services within established timelines, be highly mobile, and respond rapidly to all MRSS
referrals.
Staff Composition
A fully staffed Regional MRSS hub includes:
1. 1 FTE Regional Clinical Director
2. 3 FTE Program supervisors
3. 11 FTE MRSS Clinicians
4. 6 FTE Qualified Mental Health Specialists (Peer Supporters)
5. .5 FTE Evaluator
6. .2 FTE Psychiatrist Consultation time per month
7. 1 FTE Support Staff
A sufficiently staffed hub is required to meet the projected number of referrals in each region. The FTEs
associated with these positions indicate the ideal for operations, but recognize workforce shortages,
vacancies, and paid time off that may vary the team composition on a day to day basis.
As the community becomes aware of MRSS through outreach, marketing, and promotional activities and
referrals increase to MRSS, the community must establish and maintain a high degree of confidence that
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MRSS is accessible, responsive, and can meet the needs of the young people and families being referred.
Unanswered phone calls, lack of mobility, delayed response times, and inappropriate services delivered
carry high potential for derailing early implementation efforts, which can be very challenging to
overcome, even as the system becomes more mature. Clear and consistent demonstration of
responsiveness and high-quality service delivery instills confidence among referrers, partners, and
families and supports good community uptake of the service.
MRSS Position Descriptions
Regional Clinical Director
TBD
Program Supervisor
Primary Job Function - The MRSS Supervisor is responsible for clinical supervision and
administrative oversight of MRSS staff and program. The MRSS Supervisor shall have
the ability to evaluate clinical and administrative situations as they arise, to develop an
action plan to address such situations, and to take the necessary steps in consultation
with the Regional Director to ensure that the action plan is implemented and
functioning. The program supervisor is responsible for coordinating MRSS marketing
across the region including communicating with schools, law enforcement, child welfare
system, community resource organization and others system leaders. The program
supervisor is responsible for reviewing data and outcomes and ensuring data utilization
for performance management and program improvements. The program supervisor will
coordinate and facilitate team meetings of all staff to review MRSS activities the region
is engaged in to achieve family goals.
Education and Experience: The MRSS Supervisor shall have, at a minimum, a master’s degree in
social work, psychology, counseling, or marriage and family therapy, or a Ph.D. in clinical
psychology or a related field. The MRSS Supervisor shall be independently licensed by
the State of Ohio and possess sufficient experience in the provision of crisis mental
health services with young people and families. This individual also will have experience
and ability in training and supervising professional staff.
MRSS Clinician
Primary Job Function - The MRSS Clinician shall be responsible for crisis stabilization,
assessment, treatment, and referral and linkage to ongoing services and supports. MRSS
Clinicians will be dispatched for mobile response and must be able to travel with their
own vehicle to all areas within the designated catchment area; make mobile visits to
homes, schools, and other sites where their services may be required; work effectively
under pressure and with intense emotional situations; and work with a team in a
cooperative and collaborative manner. The MRSS clinician must have the ability to
identify evidence-based practices that will enable families to achieve their identified
goals.
Education and Experience - The MRSS Clinician must a be licensed, licensed eligible under
supervision, or independently licensed as a clinical psychologist, licensed independent
social worker (LISW), licensed independent marriage and family therapist (LIMFT), or
licensed professional clinical counselor (LPCC). The MRSS Clinician should have
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experience in the provision of crisis services for young people, and their families, in
community-based settings.
Qualified Mental Health Specialist (QMHS)
Primary Job Function - The QMHS teams with the MRSS clinician, during mobile response,
assessments and/or follow-up. The QMHS is responsible for skill building with the
young person and their family, sharing their personal journey with purpose and intent,
promoting socialization, self-sufficiency, self-advocacy and development of skills. The
QMHS will promote family driven, young person guided practices that focus on
strengths as part of their solution and ensure families and young people participate as
partners in all aspects of their care. The QMHS will coach the young person and their
family to advocate for their needs and serve as an advocate and liaison for and on
behalf of clients’ rights and benefits, as well as provide expertise and consultation from
the mental health consumer family perspective to the entire team.
Education and Experience - QMHS staff shall be 18 years of age or older, hold a High school
diploma or Associates degree, have received training or education (documented in
personnel records) in mental health competencies and have demonstrated, prior to or
within ninety days of hire, competencies in basic mental health skills. QMHS +3: MRSS
staff with a Bachelors or Masters degree in relevant human service field OR have a
minimum of three years of relevant work experience.
Evaluator
Primary Job Function – The evaluator will design, monitor and evaluate data collection and
quality improvement initiatives across the regions. The evaluator will design and
develop data collection and program evaluation tools, manage and upgrade data
collection software as needed, conduct routine analysis on program process and
outcome data. The evaluator will work closely with the MRSS staff to identify program
improvements based on data findings. The evaluator will provide staff training staff on
data collection and data input methods. The evaluator will draft written reports and
presentations related to evaluation process and findings.
Education and Experience – The Evaluator must hold a Bachelor’s degree in social sciences,
community health planning or evaluation in related fields. The evaluator must have
strong analytical skills and ability to pay close attention to detail. Th evaluator must
have a well-developed sense of curiosity and the ability to ask probing questions an
analyze the answers. In addition, the evaluator must be able to translate data and adapt
communication appropriately for use by team members.
Psychiatrist
Primary Job Function – Responsible for the psychiatric consultation for the young person
involved in the MRSS program, including responsibility for psychiatric evaluations,
medication assessment and management and related clinical functions. The
Psychiatrist/APRN generally provides their services at the request of the MRSS clinician
or team in an office-based setting.
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Qualifications – Psychiatrists must be a licensed Psychiatrist (M.D.) with board certification or
board eligibility in child and adolescent psychiatry; or a licensed Psychiatrist with
substantial experience in child/adolescent psychiatry. The Psychiatrist shall also have
residency training and/or fellowship experience or subspecialty training. Individuals in
the APRN position must be licensed and board eligible/certified with expertise and
training in delivering behavioral health and medication management series for children
and adolescents. The APRN will be supervised by a licensed child/adolescent
Psychiatrist.
Support Staff
Primary Job Function – The support staff will provide administrative support and problemsolving assistance for the MRSS project. The support staff responsibilities will include
calendar management, event support, data entry and analysis, document management
and collaborating with all levels of the program staff.
Qualifications – The support staff must have a minimum of a high school diploma, GED or
equivalent education with administrative experience or a two or four-year college
degree or equivalent.
Staffing Standards
MRSS programs must be adequately staffed to respond to multiple incoming requests for mobile
intervention, respond in-person in less than 60 minutes, and provide follow-up services to respond to
the young person and family needs in order to stabilize current situation.
MRSS Clinicians will have immediate access to consultation with the supervisor as well as regularly
scheduled face-to-face supervision meetings. All MRSS programs must provide access to a Psychiatrist
for psychiatric assessment, psychiatric consultation, and short-term medication management that is
sufficient to meet the consultative needs of staff, and the service needs of young people and families.
MRSS Team Meetings
At a minimum of weekly, the entire regional hub MRSS Team must participate in a MRSS Team Meeting.
Team meetings are data driven, occur regularly, and utilize an efficient, consistent process that allows
participants to review progress of each treatment plan and make intervention decisions to ensure
families meet their identified goals.
Treatment/Service Approach
Overview
Through MRSS, a behavioral health worker is available to any family anywhere in the state of Ohio, at
any time: 24 hours a day, 7 days a week, 365 days a year. MRSS provides immediate support for any
family in crisis due to a young person’s escalating emotional or behavioral needs, whether it is the
family’s first time asking for help or if the family already is receiving services from a state agency or
private provider. Any young person through age 21 is eligible for services. MRSS operates through a
trauma-informed lens to understand what the young person has experienced and then help the young
person feel better.
MRSS is a multi-pronged approach to respond to and stabilize families in crisis. MRSS offers:
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1. On-site intervention for immediate de-escalation of presenting emotional symptoms and
behaviors, including observing, interrupting and shifting dynamics, providing education and skill
introduction
2. Assessment, planning, skill building, psycho-education, and resource linkage to stabilize
presenting needs, including understanding strengths, triggers, communication, and other key
contexts (medical, mental health, trauma, development, patterns of behavior, collateral
outreach, etc.)
3. Assistance to the young person and family in returning to baseline or routine functioning, and
the prevention of further escalation
4. Provision of prevention strategies and resources to cope with presenting emotional symptoms,
behaviors, and existing circumstances, and create a plan to avoid future crisis.
When there is a crisis, an MRSS worker is available within one hour to help de-escalate, assess, and
develop a plan together with the young person and family. MRSS is accessible through a designated
hotline number, which serves as a single point of entry to a range of services.
MRSS provides trauma informed, responsive stabilization support to families for four to six weeks
following de-escalation of the presenting crisis. Services vary according to the young person and
family’s individual needs, but often include some combination of the following:
 Safety planning and monitoring
 Identification, referral and linkage to needed resources, supports (formal and informal), and
services
 Young person and family skill building (e.g. communication skills, self-regulation, identifying and
responding to triggers, crisis de-escalation)
 Development of new coping strategies
 Care coordination and linkage through a child and family team, facilitated planning process (as
early on in process as possible)
 Assist with identifying the strengths and needs of families and developing interventions using an
array of community –based services, supports, and system collaborations.
 Assess for trauma exposure
 If clinically necessary, coordinate care with a contracted MRSS Psychiatrist.
Service Goals
MRSS clinical services are guided by ten goals in three areas: Young Person and Family; Provider; and
System.
Young Person/Family Goals
1. Stabilize the presenting crisis
2. Promote/enhance emotional and behavioral functioning
3. Empower young people and families to monitor, manage, and cope with situations to decrease
the intensity and impact of future destabilizing events.
Provider Goals
1. Provide behavioral health stabilization services that are delivered in the home, school, and
community and that are responsive to young person and family needs.
2. Provide appropriate screening, early identification, and assessment of risk and safety concerns
that minimally include: suicide risk, non-suicidal self-injury, abuse and neglect, exposure to
violence, exposure to other types of trauma, risk of human trafficking, fire setting, cyberbullying,
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substance use, risk of violence to persons or property, risk of runaway, and other clinical
presentations that pose an immediate risk or safety issue.
3. Include family members and informal supports in all aspects of the assessment, planning and
treatment process.
4. Link to existing provider or facilitate linkage and transfer to appropriate level of services and
supports
System Goals
1. Ensure that young people and their families have access to mobile response stabilization
services in their community
2. Whenever safe and possible, maintain youth in their homes and communities and prevent
placement in costly, non-medically necessary and restrictive care settings such as emergency
departments, inpatient hospitalization, and incarceration
3. Ensure MRSS is embedded in the youth behavioral health system of care.
4. Increase community awareness of behavioral health needs by providing prevention- and
treatment-oriented education and outreach to families, schools, and communities.
Phases of MRSS
The MRSS episode of care is divided into four phases: 1) triage and mobile response 2) assessment and
planning, 3) stabilization, and 4) transition. Each phase is comprised of a number of clinical and natural
support activities. MRSS provides services to young people and their families with a variety of
presenting concerns and in a variety of contexts; thus, there is not a “typical” MRSS episode of care.
While not all families may choose to participate in all aspects of MRSS, it is the expectation that all
families be offered the full set of MRSS services detailed below.
Phase One, Triage and Mobile Response
An episode of MRSS care is initiated by a call to the designated hotline to report a young person in crisis.
Crisis Hotline
Each regional hub will designate a 24-hour crisis hotline staffed by trained, qualified call center staff.
The call center staff will offer MRSS to any callers with a young person in crisis. These calls may come
from the young person, family, law enforcement, courts, probation, hospitals, schools, etc. Call Center
staff collect initial information and conduct a brief safety screen (triage) to assess imminent danger. The
safety screen consists of a series of questions to assist the call taker in assessing the current risk and/or
climate of the current situation and allows them to triage calls appropriately.
Triage
The call center staff will determine the most appropriate response for any call that comes into the
county’s designated hotline number for a young person in need. Mobile response is an expectation for
every call where a young person is experiencing a crisis. Exceptions to this are:
1. The presentation requires 911 intervention because there is imminent danger of selfharm or harm to others when a weapon is involved;
2. Information and Referral requests only;
3. Family explicitly declines an immediate mobile response
If the family explicitly declines an immediate mobile response, they are offered a follow-up mobile
response at the caregiver’s discretion.
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Level of Response
Call center staff will determine the appropriate response based on an initial assessment of imminent
danger as described below:
1. If there is imminent danger such as overdose, suicide attempt, serious self-harm in progress,
violence/threats of violence when possession of a weapon is involved, then, the hotline calls 911
while the family is on the phone. After 911 has been dispatched, the hotline staff will alert the
MRSS team without violating HIPPA to follow-up, MRSS are encouraged to follow-up with the
emergency department.
2. If there is no imminent danger such as overdose, no suicide attempt, no serious self-harm in
progress, no violence/threats of violence when possession of a weapon is involved, then, the
caller is connected to the MRSS provider for immediate response.
A. The Call Center staff will collect essential contact information and the caller is
transferred to the MRSS provider that provides coverage for the service area in
which the crisis is occurring. The MRSS providers receives referrals from the
hotline through a warm-line transfer or conference call connection.
B. If the MRSS mobile response team is unavailable, then the call center staff will
call the MRSS supervisor. If the Supervisor is not available, then the Clinical
Director is called. The MRSS provider must provide contact information for all
MRSS trained staff
3. Determine if the family is currently involved with an Intensive Home-Based Treatment (IHBT)
program. If the caller indicates yes, the call center will connect the caller to the IHBT. If they say
no, then the call goes to MRSS. All callers not involved in an IHBT are referred to MRSS.
Examples of IHBT programs include: Multisystemic Therapy (MST); IHBT; Integrated CoOccurring Treatment (ICT); Family Centered Treatment.
Exclusions to MRSS
 Family declines/family does not consent
 Family involved in IHBT with 24/7 services available to families. Triage staff coordinates contact
with existing team.
Fidelity Electronic Health Record
Call Center staff will enter the initial intake data and complete the Fidelity EHR Block Chain. This data
includes information about other services the family is receiving including whether the family is involved
in an IHBT service.
Warm hand off
Call center staff will stay on the line until the MRSS mobile response team and family are connected on
the line together and then the call center staff will drop off the call. MRSS staff can access information
from Fidelity EHR. The MRSS mobile response team will field any remaining safety triage questions and
an interim safety plan will be established to avoid escalation before the MRSS team arrives on-site. Staff
will provide individual/family an estimated arrival time which should be as soon as possible. The goal is
for the first visit to occur within 1 hour of the call to the Hotline.
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Initial Mobile Response
A. Once the caller is connected with the MRSS Mobile Response Team, the MRSS Mobile Response
Team is dispatched. A mobile response involves the dispatch of MRSS response team to the
family’s home or school or other community-based setting based at the preference of the family
or caregiver. The dispatch of staff is immediate with the arrival to the crisis within 60 minutes of
the call to the hotline unless the referral source prefers that the response occur at another time
and it is clinically appropriate to defer the response.
B. The MRSS provider must maintain capacity for a mobile response 24 hours a day, seven days a
week including holidays. The MRSS provider have procedures in place to provide a mobile
response for multiple referrals simultaneously. The MRSS provider is expected to provide a
mobile response in all situations where a young person is in crisis except when the family
declines, when the situation is determined to be unsafe, or when the family are already involved
with an intensive home-based treatment program with 24/7 crisis response availability.
C. At minimum, an MRSS response team must include a qualified clinician change. The best
practice is that a two-person team be dispatched including an independently licensed clinician
and a paraprofessional with lived experience to provide the initial response.
The goal of the mobile response is to stabilize the presenting crisis, ensure the family is safe and create a
plan for follow-up between the family and the MRSS Team. The MRSS Team gleans information from
everything that is going on and everything they see. They should be observing interactions between
family members, conditions in the home, situations where emotions flare up again and tools the family
is using to produce or maintain calm. The MRSS Team must hear from the perspective of both the
young person and the caregiver.
During the mobile response, the MRSS Team will conduct:
 Family centered interventions in order to stabilization/de-escalate the existing crisis
 Consultation with the young person and the caregiver to clarify the drivers of the current crisis
from both the caregiver and young person and identify possible points for immediate
intervention to calm the current crisis
 MRSS Intake
 MRSS Lethality/Risk/Safety assessment
 Mental Status exam
 Assistance to the young person and the family to identify their goals for ongoing stabilization
 Initial safety plan must be completed prior to leaving the first visit. The initial safety plan is
completed in partnership with the young person and family, the safety plan will be revisited and
revised if necessary when the family can fully participate in planning (not during a crisis period)
 Establish next meeting time and place
Phase Two, Assessment and Planning (Within the first week)
The same Mobile Response staff that performed the initial mobile response will also perform Phase
Two. Phase Two can last up to one week and can happen in a single face-to-face visit, a series of visits or
a combination of face-to-face visits and telephone support. During phase two, the MRSS Team will work
with the family to conduct the:
 MRSS Assessment resulting in diagnosis
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Ohio CANS
MRSS treatment Plan - Create a treatment plan that is informed by the young person and
caregiver where the young person and caregiver identify the goals they want to achieve and
what they think it will take to achieve them
Psychiatric consultation if needed
Comprehensive Safety Plan in partnership with the young person and family, when the family
can fully participate in planning (not during the crisis period)

MRSS Assessment
The MRSS assessment is completed by the MRSS clinician and includes the following components:
mental status evaluation, lethality assessment when indicated, relevant treatment history, including
past self and other harm; current self-harm and/or other harm, current medications, and diagnosis.
To facilitate safety and treatment planning, MRSS clinicians also conduct a thorough evaluation of youth
and family escalation cycles, crisis patterns, risk behaviors, coping skills, and trauma history.
From a system of care perspective, the MRSS assessment should include the strengths, needs, and
supports of the youth in context of multiple life domains: Individual, Family, School, Peers, and
Community. In addition, the MRSS assessment evaluates includes the strengths, needs and supports of
the family as a whole.
All assessment and treatment planning procedures must comply with applicable ORC and OAC rules as
well as any accreditation rules (CARF/COA/TJC) when applicable. According to Ohio Administrative Code
(5122-29-03 (C), the crisis assessment will serve as the assessment that establishes the medical
necessity for the development of an initial treatment plan and should be started prior to the initiation of
other services, except for emergency situations (Scher, 2018).
MRSS Treatment Plan
MRSS is intended to be a brief crisis intervention and stabilization service. Therefore, the MRSS
treatment plan includes an achievable amount of goals and objectives that are designed to ensure
safety, build distress tolerance and self-regulation skills while initiating linkage to longer-term supports
when family need indicates. The treatment plan can include:









Continuing crisis intervention
Coping skills and de-escalation strategies;
Risk reduction and safety planning;
Behavior management strategies (parenting skills);
Family relationships and dynamics;
Improved functioning (school, community, peers, etc.);
Resource and support building; and
Care coordination and linkage

An Initial Treatment Plan (ITP) will be created for extended crisis monitoring up to a limit of 72 hours
following the crisis service. The ITP will be updated to reflect services that will be provided beyond the
72 hours following the crisis (Scher, 2018).
MRSS Safety Plan
An initial MRSS safety plan is completed during the initial mobile response in partnership with the child
and family. The MRSS safety plan specifies what will be done if another crisis occurs, strategies for
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managing the crisis, the people to be involved in managing the crisis, resources that can be used, and
any safety precautions that need to be implemented. A re-assessment of risk and a review and/or
amendment of this plan should occur throughout the MRSS intervention. The safety plan and reassessments must have the oversight of the MRSS Supervisor.
The MRSS safety plan is based on an assessment of significant risks including: suicide risk, non-suicidal
self-injury, abuse and neglect, exposure to violence, exposure to other types of trauma, risk of human
trafficking, fire setting, cyberbullying, substance use, risk of violence to persons or property, risk of
runaway, and other clinical presentations that pose an immediate risk or safety issue. The Safety Plan
must be approved and have MRSS Supervisor signature.
Phase Three, Stabilization (4 – 6 Weeks)
The services provided and the MRSS team member(s) who is delivering those services, is determined by
the family need. The services may be provided by either the clinician or the paraprofessional; or both at
the same time. Phase three of MRSS will occur over four to six weeks and can include:
 Continue stabilization and monitor the safety plan
 Reach out to any existing services/providers as well as natural supports across the community
 Work with the family to implement the identified strategies to achieve the family goals that are
outlined in the treatment plan
 Build skills of the young person and caregiver to strengthen capacity to prevent future crisis
 Facilitate an ongoing safe environment
 Build young person and caregiver resilience
 Begin linking the young person and caregiver to supports and services that will sustain post
MRSS involvement
 Convene young person/family team meetings to begin referral to wrap-around when family
need indicates
During this phase, the MRSS team seeks to accurately identify and intervene to address factors that
contribute to and/or maintain a crisis. The service plan as a living document that should be reviewed
frequently and updated to reflect where the family has enhanced and/or developed strengths to
monopolize on for stabilization. Family goals should be fluid and reflect the short term and long-term
goals and priorities of the family.
Stabilization seeks to identify and integrate additional services from across community and natural
supports, and to provide the young person and caregiver with short-term service coordination. Natural
Supports are individuals or organizations in the family’s own community, kinship, social, or spiritual
networks, such as friends, extended family members, ministers, neighbors, and others within the
family’s community.
Use of Evidence Based Practices
It is expected that the stabilization will include Evidence Based Practices to ensure young people and
their families efficiently and effectively achieve their stated goals. Clinicians will evaluate which
evidence-based practices will be most effective for the young person and their family based on
information gathered through the assessment. Best practices are to be incorporated during the four to
six-week stabilization period and when considering which services and supports that will engage with
families beyond MRSS involvement.
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Due to the multiplicity of presenting concerns (family dynamics, trauma histories, developmental stages,
cognitive abilities, and diagnoses) of the youth and families served in MRSS, the MRSS team needs to
have the capability of providing an array of evidence-based and best practices that are matched to and
address these issues.
MRSS practices should address basic skill building for the youth and family and may include: developing
family rituals, routines and structure that will enhance children’s feelings of safety and security while
promoting positive parenting, parent/child communication skills, active listening, conflict resolution,
problem solving, co-regulation, and other skills as identified.
While it is beyond the scope of this standard to list out all the possible EBP’s that address the multiplicity
and combinations of concerns that youth and families present with for MRSS, the following are some
examples of EBPs that could be implemented within the MRSS framework: 1) Motivational Interviewing;
2) Collaborative Problem Solving; 3) skills and techniques from Solution-focused Therapy; 4)
skills/techniques from PCIT; 5) Assertiveness Training (communication skills); 6) CBT-Suicide Prevention;
7) Trauma-Focused CBT; 9) Dialectical Behavior Therapy (DBT); 8) Collaborative Assessment and
Management of Suicidality (CAMS)
For information on additional evidence-based practices, visit the following EBP websites:
 The California Evidence-Based Clearinghouse for Child Welfare: https://www.cebc4cw.org/
 Office of Juvenile Justice and Delinquency Prevention Model Program Guide:
https://www.ojjdp.gov/mpg
 The National Child Traumatic Stress Network: https://www.nctsn.org/treatments-andpractices/trauma-treatments
 SAMHSA EBP Resource Center: https://www.samhsa.gov/ebp-resource-center
When implementing evidence-based practices, that specialized training and certification is generally
required.
Linking Young Person and Family to Ongoing Services and Natural Supports
During stabilization, the MRSS Team will work with the young person and the family to identify clinical
services and natural supports that will engage the young person and family after they have transitioned
out of MRSS service. Linking the young person and family to the supports and services they will utilize
post MRSS involvement should begin by week two or three of stabilization. Warm hand offs to both
clinical and natural supports and services will take time and should not be delayed until the final week of
MRSS involvement.
Intensity and frequency of meetings with the family
The MRSS team will meet with the young person and family at a minimum of two times per week.
However, the level of need and acuity of symptoms may indicate that the MRSS team meet with the
family more frequently. Frequency of meetings with the family may vary from week to week but must
always occur at least times per week for the duration of the stabilization phase.
Ongoing assessment and planning
The service plan should be reviewed during each week, as a living document, to continue to identify
family/individual’s strengths and barriers that will aid in the stabilization process and services including
identified needed resources, skill building, and linkage to community.
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Facilitated Youth and Family Planning Meetings
When available, wraparound or service coordination meeting(s) should be convened to facilitate
ongoing supports and services for the youth and family post MRSS. When wraparound or service
coordination is unavailable in the community, one of the MRSS staff (trained in facilitation) will facilitate
youth and family planning meetings. Facilitated youth and family team meetings (or
wraparound/service coordination meetings) should occur as soon as possible during MRSS, but no later
than second or third week of stabilization to ensure that the connection occurs.
Paraprofessionals During Stabilization
Paraprofessionals are an integral part of the MRSS team and should be included in all aspects of care.
MRSS paraprofessionals are paramount to the ongoing success of young people and their caregivers.
Paraprofessionals foster a collaborative partnership with the young person, family and service system
and support families in exploring options that may be beneficial to returning to emotional and physical
wellness after a crisis. Paraprofessionals share their personal journey with purpose and intent and use
their lived experience to coach young people and their families to advocate for their needs.
Phase Four, Transition
The goal of the transition phase is to facilitate the young person and family from stabilization to
identified supports, resources and services, which are consistent with their unique needs and which
support a sustainable plan. MRSS teams will work with young people and families to identify
appropriate ongoing referrals and facilitate a warm hand-off and linkage to community-based services
and supports utilizing a facilitated planning process. The MRSS Team will work to ensure linkage to
providers and natural supports have been initiated through a warm hand off.
Referrals for additional services and supports at discharge are considered from the beginning of
treatment in order to avoid gaps in care due to the presence of waiting lists for those services. MRSS
team members will refer the young person and their family early in the MRSS process to ensure that
upon completion the family will have initiated the next service.
During the transition process, MRSS staff should review the newly formed coping skills and how the
family can manage crisis more effectively in the future. Emphasis should be placed on the family’s role
in achievement of gains. Transferring of the safety plan and ongoing linkage to the community is
completed during this phase. At discharge, the CANS should be re-administered to all families who
received MRSS with stabilization and a discharge plan submitted at completion of services. The
discharge plan should be completed with input from the young person and the family and new providers
should be provided copies of plan at time of discharge.
Training and Staff Development
The State designated training center, in partnership with the Ohio Department of Mental Health and
Addiction Services will develop and coordinate the delivery of all required trainings for MRSS staff,
administrators and community partners. The MRSS provider will ensure that all members of their team
(including subcontractors, if any) complete all required trainings. Training will include core training
modules and additional training modules delivered at various times and locations throughout the year.
MRSS providers will work with MRSS training staff to facilitate implementation of the training
curriculum. Required activities include, but are not limited to:

19 – MRSS Practice Standards v1 – May 6, 2020





Identifying and reporting new and existing staff in order to accurately track the MRSS workforce
and their training needs and attendance
Ensuring that all staff complete required trainings
Participating in training needs assessment activities, at least annually, to inform modifications to
the training curriculum.

The training curriculum will include core training topics closely related to day-to-day service delivery. It
is expected that these training topics will be completed by Full Time MRSS staff within one year of the
date of hire. Core training topics include, but are not limited to:
 MRSS Core Model Training
 MRSS Practice Training: Safety planning; Crisis De-escalation; Stabilization
 Assessing and Managing Suicide Risk
 MRSS Facilitation and Planning Skills; Engaging and Supporting young person and Families
 MRSS Supervision, Ethics, and Worker Safety
 Stabilization Phase: Youth and Family Resilience Success Plan
 Trauma Identification and Applied Experiential Techniques
 Culturally Responsive Care
 Family dynamics of crisis
 Paraprofessionals within MRSS
 Utilizing Medicaid to Reimburse MRSS services and supports Violence Assessment and
Prevention
 Intellectual Disabilities and Positive Behavioral Supports
Other targeted trainings:
 Intellectual Disabilities and Positive Behavioral Supports
 Evidence based practices
 Supervisory training for MRSS supervisors and administrators
 Utilizing Medicaid to Reimburse MRSS services and supports
 System collaboration: schools, juvenile courts, child welfare, IDD, etc.
 Hotline Triage and Practice: Assessing and Managing Suicide Risk; Assessing and Intervening
with Suicidal and Self-Injurious Youth
 Crisis Assessment Tool Training
Other training topics relevant to improving practice will be identified through ongoing collaboration
among MRSS providers, paraprofessionals, and family members. MRSS supervisors and clinicians are
encouraged to participate as trainers and co-trainers in the standardized training curriculum in order to
draw on expertise and experience within the statewide MRSS provider network. In addition, parents
may be included as co-trainers in specific training modules.
In addition to ensuring that MRSS staff members participate in the required training modules, the MRSS
supervisor will ensure that all MRSS staff members are educated and prepared to perform their duties
effectively and safely. It is the responsibility of each provider agency to educate their staff in the areas of
mandated reporting, blood borne pathogens, and other basic service delivery knowledge and skills
before those staff members are allowed to provide direct services to young people and families. In
addition, each MRSS supervisor should work with the MRSS staff to develop safety protocols regarding
mobile assessments, so that when MRSS staff members are conducting crisis assessments with young
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people and families in the home or in the community, the whereabouts of mobile staff are known to the
MRSS supervisor and/or other MRSS staff.
Metrics – Data Collection, Performance Improvement – To be received from Stacey
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