Youth Mental Health Crisis/Emergency:
a guide for schools & providers
Always refer to your district or agency policies regarding crisis protocols, internal referrals, and key contact people.

Mental Health Emergency- 911
A youth mental health emergency is...
Life threatening or likely to become life threatening.
Threat of imminent harm to self or others, or harmful actions already taken (hurting someone,
taking an overdose of medication, or pulling out a weapon…)
Intoxication or self-injury that requires medical attention.
Erratic or strange behavior that endangers the child/teen’s safety or others’ safety (behavior that is
unpredictable, behavior that the child/teen isn’t able to control…)






Do not leave the child or teen alone
Call 911 or get a colleague to do so
De-escalate behavior by helping the child/teen orient to reality, speak in a calm and firm tone and
encourage coping skills such as deliberate breathing, muscle stretching, "butterfly hug" tapping etc.
Seek help from colleagues who can provide crisis intervention or first aid.
Use Youth Mental Health First Aid (ALGEE)
Assess for risk of suicide.
Listen nonjudgmentally.
Give reassurance and information.
Encourage professional help.
Encourage self-help and other support strategies.

Mental Health Crisis
A mental health crisis occurs when youth cannot manage emotional or behavioral distress on their own.








Breathe. Manage your own response.
Don’t engage with power struggles or attempts to pick a fight.
Talk softly and calmly, move slowly, and avoid continuous eye contact. Give personal space.
Seek support from a colleague with expertise in mental health
Use open-ended questions, express support, offer options.
LISTEN, EMPATHIZE, AGREE wherever possible, and PARTNER in ways that support the child/teen’s
need for control and safety (the "LEAP Method")
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Ramsey County Child Crisis Response Team
651-266-7878 (24 hours a day, 7 days a week) If there is danger, the team instructs the caller to dial 911.
The caller defines the crisis. Families can develop a Care Plan and get support over the phone, when
needed. If the caller wants an in-person visit, the Crisis Team will go. However, they may not be able to
go immediately if staff are on other calls. Staff include: 3 mental health professionals and 3 mental
health practitioners. Languages/Culture: 4 of the staff speak Spanish and 1 staff is African American.
Some staff focus on DAs and stabilization services. The Crisis Team can accept a verbal release from
parent/caregiver.
Students with IEP or 504
 At the beginning of the year, talk to parents/caregivers about signing a Release for the RC Child
Crisis Response team to provide crisis and/or stabilization services as needed.
This service works best if you can call BEFORE the situation becomes a crisis or
emergency. Contact the Crisis Team when you notice signs of dysregulation.

Ambulance & EMS
First, EMS will talk to parent/family (if present.) Then, they will talk to school staff, providers, or law
enforcement. EMS will take a brief synopsis and then move on to the patient. Their goal is to assess, treat,
and transport to the hospital ASAP. EMS can de-escalate with medication if needed.
Info needed from Crisis Observer/Documenter: A synopsis of what precipitated the crisis, what the
patient is feeling; any violent tendencies toward self or others, demographics, medical history.
If critical, EMS will transport to the nearest appropriate hospital. If not critical, parents can direct to their
hospital of choice (within reason) as long as the Emergency Department (ED) is not on divert.
The parent/caregiver might be able to ride with the ambulance. This will ensure that the parent arrives at
the same time as the child and can participate in any transition of care debrief between EMS and the ED
team!
(NOTE: If EMS needs privacy to discuss drugs, sexual behavior, abuse, etc., then the
parent/caregiver may not be able to ride in ambulance.)





Designate a “greeter” to meet EMS
A Crisis Observer/Documenter should complete the Crisis Communication Form and give to EMS/
Ambulance.
EMS can transport important documents, notes, empty medicine bottles etc. to the Emergency
Department
Encourage parent/caregiver to participate in the transition of care debrief with EMS and the Emergency
Department team.
Students with IEP or 504
Keep a record of the parent/caregiver’s preferred hospital for medical
emergencies AND preferred hospital for mental health emergencies. It may be
helpful to keep a doctor/ provider’s note with preferred hospital.
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Inpatient/ Hospital CMH Services
Ages 5 to 18
Abbott NW Hospital 612-863-4000
Fairview/ M Health 612-273-5640
Prairie Care 888-977-247

Talk to Parents/Caregivers about the benefits of
using an ED affiliated with a hospital system
that offers CMH inpatient services.

Ages 12-18
United Hospital 651-241-8000

Crisis Observation & Communication
A Crisis Observer/ Documenter should fill out a Crisis Communication form in order to provide as much
detail as possible to EMS/ Emergency Department. Key language is important— include context,
frequency, duration, intensity, access to lethal means, plan/intent and other safety concerns…
Info needed from Schools: Information on dysregulation of mood and behaviors from baseline, recent
changes or increased stress (change in performance, changes related to teachers/classes/peer
interactions), what services do they receive in school? List a contact person and phone number on the
documentation that goes with the ambulance.
Info needed from Case Manager / other Providers: What services are provided, how often are they
involved, what is available if they need increase in services?
Info needed from EMS/First Responders: Describe event that led to ED visit, why were you involved, have
you been involved in past?

Other helpful documents to share with EMS and the Emergency Department:







Emergency Information Form (EIF)
MN Standard Consent to Release Info
Recent Family Changes or Stress
About My Child/Teen
Past Stressful Experiences or Trauma
and other medical history information
Keep an up-to date list of crisis contacts for each school building. Contacts must
be available to receive a call from the ED after 3pm. (SRFC maintains a complete
list of all school contacts and shares with metro hospitals.)

Police (transport hold)
If a parent/caregiver says no to an ambulance transport, police will be the decision maker. When a
mental health professional is present at the crisis, it is standard practice for law enforcement to follow
the professional’s recommendations. If the child is a danger to self/others, police will put the child on a
transport hold and the police or ambulance will transport to the ED. See also: "Consent to Treat"
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BEFORE the Emergency Department (ED)
Most Emergency Departments are noisy and busy. EDs in the metro area do not accommodate siblings
who are not patients in a structured supervised environment. Some Emergency Departments provide
services in a specific area of the ED and offer special accommodations for mental health patients- but
this is not guaranteed.
It will be a long visit! If possible, give the family a Calm Down
Toolkit, snack and drink, fidgets or other distractions.


Support parents/caregivers so they can go to the ED without their other children.

Consent to Treat
The ED treatment team works closely with the patient and their parent or guardian to discuss both the
risks and benefits of the treatment recommendation. If the parent/guardian or the older pediatric
patient disagrees with the recommendation and the treatment team feels the risk is high, they will
either contact CPS to issue a Child Welfare hold, or the last resort would be an emergency hold (Peace
or Health Officer Authority Form) to ensure the patient is safe.
See also: 253B.04 VOLUNTARY TREATMENT AND ADMISSION PROCEDURES, 253B.05 EMERGENCY
ADMISSION, 144.344 EMERGENCY TREATMENT, and 144.341 LIVING APART FROM PARENTS AND
MANAGING FINANCIAL AFFAIRS.

Emergency Department (ED)
The role of the Emergency Department is to assess and treat patients in need of immediate care. The
ED doctor is the point person/ final decision maker. The doctor places a consultation order for a
mental health professional (Assessment and Referral Clinician). The clinician does a full risk
assessment including current clinical presentation, chain of events, change in baseline, risk and
protective factors, review of past clinical (if available) and information from collateral sources.
Hospitalization is the highest level of care. The ED will look for all other safe alternatives before
making the recommendation for inpatient hospitalization. If following the risk assessment the clinician
feels they need further consultation with psychiatric provider, they will seek that out. Following the
assessment, they will make a final recommendation based on safety and clinical need.

Some less restrictive treatment resources are: residential treatment, day treatment, or intensive
outpatient care.
 Are other- less restrictive treatment resources available appropriate to the child/teen’s needs?
 Have these been attempted and proven unsuccessful?
If a child/teen does not meet criteria for hospitalization, connect the family
with the Child Crisis Response Team to set up extra supports.
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ED Assessment
When a child is admitted to the emergency department, part of the required assessment is to gather
collateral information from all pertinent sources (first responders, parent/guardian, school, county CM,
current providers, etc.) While completing this assessment, the ED is not required to complete a Release
of Information. They are asking specific questions related to their crisis, safety, risk, and changes from
baseline. They are not sharing information. After completing their recommendation, the ED does not
communicate with anyone other than parent/guardian. See also: Crisis Communication

Mental Health Evaluation and Mental Status Exam (In the ED)
Generalists provide the evaluations. Pediatric specialists are sometimes available for consult- but they
do not participate in every child consult. Unless youth have emergent medical needs that require
inpatient medical hospitalization before they can have their mental health needs assessed, all youth
will be evaluated by a mental health professional. When a mental health professional is not on-site,
hospitals use telehealth.

Criteria for Inpatient Hospitalization
A Mental Health Emergency involves the following for inpatient criteria:
Acute imminent threat to themselves or others in the form of suicidal ideation and/ or plan,
suicidal acts, homicidal ideation or plan, or aggressive behavior with a likelihood of significant
harm. These threats must be due to a primary mental illness.
Youth that present with significant impairment in reality testing, judgment, or ability to care for
self that require psychiatric assessment in a safe secure environment.
Youth who require regulation of medication for a psychiatric diagnosis
Youth with a primary mental health diagnosis who fail to respond to a lesser level of care in the
community
A Behavioral Crisis (this is NOT typically considered criteria for inpatient hospitalization)
Youth that have agitated or aggressive behaviors but do not carry a primary mental health
diagnosis.
Youth with a primary diagnosis of Pervasive Developmental disorder or Intellectual Disability
with behavioral deregulation that is not an acute change from chronic baseline behaviors.

"Boarding"
Abbott, United, and MHealth Fairview have a standard practice to hold inpatient-ready youth in the ED
until they find an appropriate inpatient mental health bed either within their own hospital system or a
different hospital/inpatient system. (This is called “boarding.”) EDs will admit to medical if there is an
acute medical need that requires stabilization.
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Release of Information (ROI)
During an emergency, the ED does not need a signed release to gather information. If the child/teen is
admitted to the inpatient unit, the inpatient nurse and social worker will gather all necessary ROI.


Encourage parents/caregivers to fill out the MN Standard Consent to Release Information Form at
the beginning of each year.

Discharge to Home
The ED does not typically follow up with schools and other providers. And, the ED may or may not
connect a family with RC Child Crisis Response or other stabilization services.





Support parents to use the Discharge Checklist.
Encourage parents/caregivers to share treatment and discharge plan/summary with school and
other providers.
Talk to parents/caregivers about the Crisis Response Team and other stabilization services.

Re-Entry Plans (school)
If a child/teen is cleared to return to school, talk to the student, parent/caregiver, assessing clinicians,
or other involved providers to determine what steps can be taken to avert another crisis.



Review and update the student’s Crisis Plan and Emergency Information Form after any ED visit or
inpatient hospitalization.

This guide was developed by the combined Crisis Response Task Group of the Ramsey County
Children's Mental Health Collaborative and the Suburban Ramsey Family Collaborative. Task Group
members include families, school districts, hospitals, social services, juvenile corrections, public health,
family-service providers, EMS and law enforcement.
This is an evolving document. There are many groups working on this issue and there is so much more
that we can do together to address gaps in system coordination! If you have ideas for edits or if you
would like to connect to discuss system improvements, please let us know!
Mary Sue Hansen (SRFC) MARYSUE.HANSEN@isd623.org
Wendy Goodman (RCCMHC) wendy@rccmhc.org
Visit https://www.rccmhc.org/all-in-one-place to download forms discussed in this guide such as:
Emergency Information Form, MN Standard Consent to Release Information, Crisis Communication,
Crisis Plan, Recent Family Changes or Stress, About My Child/Teen, Past Stressful Experiences or
Trauma, Discharge Checklist etc.
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