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“Thank you – they were really helpful and it was just a really good 

program in our time in need; we are so glad it exists and as a 

parent, I didn't expect any of this. I don't know what we would 

have done if this resource wasn't available.” 

– A CATS Parent 



The Need 
An estimated 1 in 5 children ages 3 

through 17 has a diagnosable mental, 

emotional or behavioral disorder, 

with the number of youth dying from 

suicide steadily increasing.1,2 

For youth 10-24 years old, suicide is 

the second leading cause of death 

nationally and in Oregon.1,3 

National pediatric emergency 

department visits for suicidal ideation 

increased from 580,000 in 2007 to 

1.12 million in 2015.4 

The Oregon Healthy Teens Survey revealed that 17% of 8th graders seriously considered suicide over the 

past year, and 9% reported having attempted suicide at least once.5 

In Oregon, a statewide shortage of inpatient and acute psychiatric care, lengthy 

outpatient provider waitlists, and coverage disparities between payer groups make it 

difficult for EDs to discharge youth with appropriate supports in place.  

The number of youth psychiatric 

hospital beds has not increased  in over 

20 years.6 

Over the past 5 years, residential 

(PRTS) availability has decreased  by 

approximately 90 beds and group 

home (BRS) availability has decreased  

by approximately 200 beds.6 

Providence Health System reported 

1,378 pediatric ED visits for Behavioral 

Health concerns in 2018. 50% had 

commercial insurance. 

The failure to develop timely discharge plans for youth and families creates a cascade of delays 

in access to all levels of care.6 

“Such an overload of support from their team. We were given so many resources and everyone was so kind. 

Really good communication between everyone, felt like there was great communication among the team. Provided amazing 

emotional support for us in addition to connecting us with resources. Team came to the house to help with means 

reduction, which was helpful – we ended up changing so many things around the house to make it safer.”  

– A CATS Parent 
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 CATS: The Model 
 

Youth Presents to ED with Primary Mental Health Concern 

Initial Hospital Encounter Evaluation 

Hospital Refers to 

CATS 

Refer to Inpatient Hospital Discharge 

CATS Mental Health  

Assessment 

Youth Not Accepted to CATS 

In-Home 1st Encounter with Therapist/Care  

Coordinator and Family Support Specialist 

CATS Services 

  

  

  

 Care Coordination 

 24/7 Crisis Support 

 Insurance Enrollment 

Refer to Inpatient Safety Plan & 

Discharge 

Non-Acute 

Clinical: 14 - 45 days 

Family Peer Support: 14-120 days 

Closure of Care 

Youth Accepted to CATS 

Acute & Non-Imminent Risk Acute & Imminent Risk 

Safety Plan & Discharge 

within 72 hours 

Closure of Care Preparation 

  
  
  

 Long-term mental health providers established  

 Insurance and social supports in place 

 Family has increased safety and confidence managing a crisis 

 Individual & Family Therapy 

 Psychiatric Evaluation 

 Family Peer Support 



 

 

CATS: A Solution 
CATS reduces the strain on high acuity settings: 

 Provides an alternative to inpatient treatment 

and psychiatric boarding 

 CATS arrives at the ED within 1 hour of 

referral for 66% of cases, and within 3 hours 

of referral for 89% of cases 

 74% of youth who enter the CATS program 

are discharged from the ED within 24 hours, 

and 91% are discharged within 48 hours of 

initial presentation 

CATS serves high acuity youth with complex presentations: 

 58% have a trauma history 

 27% have made previous suicide attempts 

 29% have had previous mental health ED 

visits 

 12% have had previous psychiatric inpatient 

admissions 

 

 57% presented with suicidality 

 55% have a depressive disorder 

 26% have a trauma or stressor-related 

disorder 

 23% have an anxiety disorder 

 10% have a disruptive, impulse control or 

conduct disorder 

From January 2018 – June 2019, the state-funded CATS program served  
425 youth with commercial insurance, 42% of the total served. 

Aetna: 18 

Cigna: 28 

Health Net: 3 

Kaiser: 35 

Moda: 40 

PacificSource: 30 

Providence: 56 

Regence BCBS: 112 

Tricare: 18 

UnitedHealthcare: 41 

Other: 44 

CATS provides effective, family-centered treatment: 

 24/7 in-person crisis support 

 Access to psychiatry, therapy, and family peer 

support 

 Teaches crisis management skills 

 Provides evidence-based safety interventions 

 Helps families navigate the system of care, 

address barriers, and connect with ongoing 

care

Two months after CATS clinical closure, families report  positive outcomes: 

 72% are engaged with an outpatient therapist 

and 57% with a psychiatric provider 

 83% of parents report that their current care 

is meeting their needs 

 92% of parents are confident about what to 

do in case of another crisis 

 Survey data has been collected for 174 

families (~30-40% response rate) 

“It was great to have somebody right away when we got out of the hospital. They gave us a lockbox which was helpful. 

Therapist started meeting in the home once a week and family therapy once a week. They were the perfect bridge while 

we were on waitlists for outpatient providers.”  

– A CATS Parent 



 

 

 
 

 

 

 

 

CATS: Cost Effective 

“The fact that the program prevented her from going to inpatient was huge for our family; it was so good that she 

didn't need to go to inpatient and endure more trauma.”  

– A CATS Parent 

CATS is intended as an effective, less costly alternative to inpatient hospitalization: 

Effective 

 The family is evaluated for ability to manage safety with intensive services and supports 

 Natural setting and extended engagement allow for better integration of strategies and skills for 

managing crises 

 Multi-disciplinary team approach helps address a variety of needs associated with the social 

determinants of health  

 Program remains involved until successful engagement with ongoing providers is established 

Less costly 

 CATS stays involved for 2-8 weeks, for a total cost roughly equivalent to 2-4 days of psychiatric 

inpatient treatment; inpatient stays typically run 7-14 days at much higher total cost 

 CATS directly addresses ED boarding and ED recidivism, thereby greatly reducing the costs and 

potential traumatization associated with repeated ED utilization and multi-day ED boarding 

 Research suggests that 20% of youth return to an ED within six months, with a majority returning 

in the 1-2 months following release.7-12 CATS helps families gain rapid access to care and fosters 

their ability to navigate a crisis without emergency room intervention. During the CATS program, 

approximately 9% of CATS youth re-present to an ED 

 

 

Service element or outcome MH Inpatient CATS 
Inpatient confinement X  

Initial crisis stabilization X X 
Extended crisis stabilization  X 

24/7 crisis intervention X X 

Family peer support  X 

Individual therapy X X 

Family therapy X X 
Intensive care coordination Varies X 

Psychiatric evaluation and support X X 

Daily psychiatric rounds X  

Skill building Varies X 

Confirmed connection to ongoing outpatient services  X 

Home safety evaluation/lock box provided  X 
Safety planning and psychoeducation X X 
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CATS: A Best Practice 

Every Oregon youth and their family in need of immediate crisis services will have access to 

responsive, effective, rapidly accessible mental health crisis care and transitional supports 

provided in their community. 

 

Reliable and equitable funding from public and private payers will ensure the ongoing viability 

of Crisis and Transition Services. 

CATS is aligning Oregon’s mental health system with national standards of care for high-risk youth 

presenting to emergency departments. These standards, recommended by national suicide prevention 

agencies13,14, include:  

 Providing brief interventions in the ED, including family support, safety planning and lethal means 

counseling 

 Reducing boarding times to avoid harm to patients associated with boarding 

 Involving those with lived experience 

 Providing post-discharge contacts with a provider who met with the family in the ED 

 Providing intensive outreach interventions such as home visits and/or intensive case management 

in the highest-risk time (one month) following discharge 

 Providing improved links to long-term outpatient care 

 

 

1. Centers for Disease Control and Prevention. Web-based Injury Statistics Query and 
Reporting System (WISQARS) [online]. National Center for Injury Prevention and 
Control. www.cdc.gov/injury/wisqars. Accessed March 20, 2019. 

2. Centers for Disease Control and Prevention. Children's Mental Health. Division of 
Human Development and Disability. https://www.cdc.gov/childrensmentalhealth/ 
index.html. Accessed July 10, 2019. 

3. National Institute of Mental Health. Suicide. Bethesda, MD: Information Resource 
Center. https://www.nimh.nih.gov/health/ statistics/suicide.shtml. Accessed July 
22, 2019.  

4. Burstein B, Agostino H, Greenfield B. Suicidal Attempts and Ideation Among 
Children and Adolescents in US Emergency Departments. JAMA Pediatr. 
2019;173(6):598-600. https://jamanetwork.com/journals/jamapediatrics/ 
fullarticle/2730063. Accessed July 10, 2019. 

5. Oregon Health Authority. 2017 Oregon Healthy Teens Survey. 
https://www.oregon.gov/oha/PH/BirthDeathCertificates/Surveys/OregonHealthy
Teens/Pages/index.aspx. Accessed July 10, 2019.  

6. Baker A, Jetmalani A. Children's Mental Health Increased Emergency Department 
Visits: Crisis Workgroup Recommendations. Salem, OR: Oregon Health Authority; 
2014. 

7. Mars B, Heron J, Klonsky D, Moran P, O’Conner RC, Tilling K. Predictors of future 
suicide attempt among adolescents with suicidal thoughts or non-suicidal self-
harm: a population-based birth cohort study. Lancet Psychiatry. 2019;6(4):327-337. 
https://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366(19)30030-
6/fulltext. Accessed July 23, 2019. 

8. Kann L, Olsen EO, McManus T, et al. Sexual identity, sex of sexual contacts, and 
health-related behaviors among students in grades 9-12 – United States and 
selected sites, 2015. MMWR Surveill Summ. 2016;65(9):1-202. https://www. 
cdc.gov/mmwr/volumes/65/ss/ss6509a1.htm#suggestedcitation. Accessed July 
23, 2019.  

9. Czyz EK, King CA. Longitudinal trajectories of suicidal ideation and subsequent 
suicide attempts among adolescent inpatients. J Clin Child Adolesc Psychol. 

2015;44(1):181-193. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3969893/. 
Accessed July 10, 2019.  

10. Prinstein MJ, Nock MK, Simon V, Aikins JW, Cheah CSL, Spirito A. Longitudinal 
trajectories and predictors of adolescent suicidal ideation and attempts following 
inpatient hospitalization. J Consult Clin Psychol. 2008;76(1):92-103. https://www. 
ncbi.nlm.nih.gov/pubmed/18229987. Accessed July 10, 2019.  

11. Goldstein AB, Frosch E, Davarya S, Leaf PJ. Factors associated with a six-month 
return to emergency services among child and adolescent psychiatric patients. 
Psychiatri Serv. 2007;58(11):1489-1492. https://ps.psychiatryonline.org/doi/full/ 
10.1176/ps.2007.58.11.1489. Accessed August 27, 2019. 

12. Christodulu KV, Lichenstein R, Weist MD, Shafer ME, Simone M. Psychiatric 
emergencies in children. Pediatri Emerg Care. 2002;18(4):268-270. https://journals. 
lww.com/pec-online/Fulltext/2002/08000/Psychiatric_emergencies_in_children. 
9.aspx. Accessed August 27, 2019.  

13. Suicide Prevention Resource Center. Continuity of care for suicide prevention: The 
role of emergency departments. Waltham, MA: Education Development Center, Inc. 
http://www.sprc.org/sites/default/files/migrate/library/ContinuityCare_Suicide_Pr
evention_ED.pdf. Accessed July 22, 2019.  

14. National Institute of Mental Health. State of Suicide Prevention in Emergency Care. 
Bethesda, MD: Information Resource Center. https://www.nimh.nih.gov/news/ 
events/2017/state-of-suicide-prevention-in-emergency-care.shtml. Accessed July 
22, 2019.  

15. Oregon Health Authority. Intensive Outpatient Services and Supports (IOSS) for 
Children. Salem, OR: Oregon Administrative Rules. https://secure.sos.state.or.us/ 
oard/viewSingleRule.action?ruleVrsnRsn=242809. Accessed July 22, 2019. 

16. State of Oregon. House Bill 3090. Salem, OR: Oregon Legislative Assembly. 
https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3090/En
rolled. Accessed July 15, 2019. 

17. State of Oregon. House Bill 3091. Salem, OR: Oregon Legislative Assembly. 
https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3091/En
rolled. Accessed July 15, 2019.

 

CATS is a Licensed Program under 

OAR 309-019-0165 

 

CATS Meets Requirements for 

HB 3090 + 3091 
 

15 16,17 

https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3090/Enrolled
https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3090/Enrolled
https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3091/Enrolled
https://olis.leg.state.or.us/liz/2017R1/Downloads/MeasureDocument/HB3091/Enrolled

