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Abstract: A community-centered approach to mental health care has been 
favoured over hospital-based psychiatry in Quebec over the last three decades. In 
England, crisis intervention services in the form of Crisis Resolution Teams (CRTs) 
were widely implemented in the early 2000s to offer an alternative care to 
hospitalization to patients with severe mental health disorders in acute crisis. This 
study explores the implementation and security challenges of such teams in the 
Canadian context. In this aim, a rapid review was commissioned to a Quebec 
hospital-based health technology assessment unit in 2017. The search was 
conducted on three electronic databases (PubMed, CINAHL and EMBASE) using key 
words related to crisis resolution and home treatment. The most recent systematic 
reviews, retrospective analysis and surveys were selected and read by two co-
authors. Data was extracted as per characteristics of the intervention, providers, 
organizations, outer context, implementation process and targeted population. Of 
216 publications identified in July 2017, eight articles were retained. An update, 
performed in December 2020, provided nine additional articles and confirmed 
previous findings. CRTs were associated with lesser rates of hospital admissions 
and seemed cost-effective as compared to traditional care. Suicide rates were high 
in CRT patients, but regions that implemented CRTs experienced decrease in 
suicide rates. Interventions were guided by government guidelines and a fidelity 
scale was developed by English researchers. Patient population profile was 
consistent with adults suffering from severe mental illnesses in a state of crisis that 
would otherwise require hospitalization. Implementation difficulties were 
suggested by the wide variation in model fidelity by CRTs in England. A vast 
majority of data comes from the English context. In conclusion, CRTs have proven 
to be an acceptable alternative to hospitalization for psychiatric patients in acute 
crisis. Similarities between the Canadian and English mental health care 
organization suggest that CRTs may complement the services already in place in 
Canada and strengthen its community-based approach to psychiatric care. 
 
Keywords: Crisis intervention; Home care services; Community mental health 
services; Acute care. 
 
Résumé : Au cours des trois dernières décennies, le Québec a favorisé une 
approche de décentralisation des services de soins de santé mentale des centres 
hospitaliers aux soins en communauté. L’Angleterre a développé des services 
d’intervention de crise sous la forme d’équipes de résolution de crise à domicile 
(ERCD) dans les années 2000 pour offrir une alternative à l’hospitalisation pour les 
patients vivant avec des troubles graves de santé mentale en situation de crise. 
Cette étude explore les enjeux de mise en œuvre et de sécurité de telles équipes 
dans un contexte canadien. Dans ce but, l’Unité d’évaluation des technologies et 
des modes d’intervention en santé mentale (UETMISM) de l’Institut universitaire 
en santé mentale de Montréal a reçu le mandat de conduire un examen rapide sur 
les ERCD en 2017. La recherche a été réalisée en anglais dans les bases de données 
PudMed, CINAHL et EMBASE, en utilisant des mots clés en lien avec la résolution de 
crise et les soins à domicile. Les plus récentes revues systématiques, analyses 
rétrospectives et enquêtes ont été sélectionnées et lues par deux coauteurs. Les 
données ont été extraites selon les caractéristiques des interventions, des 
prestataires, des organisations, du contexte externe, du processus d’implantation 
et de la population ciblée. Huit articles ont été retenus parmi 216 publications 
identifiées en  juillet  2017.  Une mise à jour de la recension des écrits en décembre 
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2020 a permis d’identifier neuf autres articles venant confirmer les résultats des 
précédentes études. Les ERCD ont montré des taux plus bas d’hospitalisation et 
ont semblé rentables lorsque comparés au traitement habituel. Les taux de 
suicide étaient élevés chez les patients suivis par les ERCD, mais les régions ayant 
implanté des ERCD ont vu une diminution des taux de suicide. La population de 
patient des ERCD reflétait le modèle d’adulte vivant avec des troubles graves de 
santé mentale en état de crise qui aurait autrement nécessité une admission en 
centre hospitalier. Une grande variation de fonctionnement avec un modèle de 
fidélité des ERCD en Angleterre suggère des défis d’implantation importants de 
ces équipes. Une grande majorité des données provient du contexte britannique. 
En conclusion, les ERCD ont montré être une alternative acceptable à 
l’hospitalisation pour les patients psychiatriques en situation de crise. Des 
similitudes entre l’organisation des systèmes de santé canadien et britannique 
suggèrent que les ERCD pourraient compléter les services déjà en place au Canada 
et renforcer l’approche communautaire des soins en santé mentale. 
 
Mots clés : Intervention de crise; Services de soins à domicile; Services de santé 
mentale communautaire; Soins aigües. 

Context 
Through its Plan d’action en santé mentale 
(PASM, Mental health Action Plan) of 1998, 
2005 and 2015 [1-3], the Ministry of Health 
and Social Services (MSSS) in Quebec 
operated a shift towards community-based 
mental health services, with the 
implementation of new services such as the 
Assertive Community Treatment (ACT) 
teams and Intensive Case Management 
(ICM), which are supported by the National 
Centre of Excellence in Mental Health 
(NCEMH) [3]. Other measures include 
psychiatric outpatient services and 
community mental health teams that were 
deployed in Quebec in the 1960s, when 
psychiatric hospitals were downsized and 
department of psychiatry were developed 
in general hospitals, offering hospitalization 
and outpatient services [4, 5]. 

Crisis intervention services were also 
deemed essential to a shift towards health 
care in the community. They offer access to 
three specific services: (1) short-term crisis 
intervention, (2) 24/7 psychosocial 
telephone consultation (info-social), and (3) 
24/7 crisis intervention in the community. 
They operate in complementarity with crisis 
centers and hospital emergency 
departments [3].  

Also acting towards community-based 
mental health care, the Government of 
England developed in the early 2000s a 
national policy supporting the 

implementation of Crisis Resolution Teams 
(CRTs) [6]. These multidisciplinary teams 
aim to offer an alternative to hospitalization 
by providing short-term and intensive 
support to adults with severe mental health 
disorders in acute crisis [7]. The CRTs aim to 
operate in the least restrictive environment 
possible and by causing minimal disruption 
in the patient’s lives. These teams must also 
function as gatekeepers in evaluating 
patients in crisis, assessing their needs and 
referring them to appropriate services. 

Guided by best practices, the Consensus 
Statement on Improving Mental Health 
Transitions published in 2014 by the 
Institute of Health Economics for the 
government of Alberta recommended that 
these teams be deployed in Canada in 
complementarity with the community 
mental health (Non-Intensive Basic Support 
- NIBS), ICM and ACT teams already in place 
[8].  

Research question 
The Unité d’évaluation des technologies et 
des modes d’intervention en santé mentale 
(UETMISM) was mandated by the East of 
Montreal Integrated University Health and 
Social Services Center (Centre intégré 
universitaire de santé et services sociaux 
(CIUSSS) de l’Est-de-l’île-de-Montréal) in 
collaboration with the CIUSSS of the 
Capitale-Nationale and the National Centre 
of Excellence in Mental Health (NCEMH) in 
Quebec, overviewed by the Ministry of 
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Health and Social Services in Quebec, to 
conduct a rapid review of existing scientific 
and grey literature on mobile crisis 
resolution teams and answer the following 
question: 

Considering England’s scientific evidence 
describing the effects of mobile crisis 
resolution teams on patients, emergency 
rooms and psychiatric units, what are the 
implementation and security challenges 
raised by the literature that are relevant to 
Quebec’s context?  

The official hospital-based health 
technology assessment report was finally 
approved in 2019 [9]. The present paper 
reports the results of this rapid review, as it 
may be of interest to Canadian psychiatric 
services planners and clinicians that may 
want to implement CRTs. 

Methods 
The current report followed the rapid 
review model, as it allowed for simplified 
knowledge synthesis in a timely manner 
[10]. The literature search for this rapid 
review (Figure 1) was conducted on July 
26th, 2017, using three databases (PubMed, 
CINAHL and EMBASE) and selecting 
publications in French and English without 
restriction on date of publication, following 
these entries: 

1. "crisis resolution"[TIAB] AND 
("home treatment"[TIAB] OR team[TIAB] 
OR teams[TIAB]); 
2. ("crisis resolution" and ("home 
treatment" or team*)).mp. [mp=title, 
abstract, heading word, drug trade 
name, original title, device 
manufacturer, drug manufacturer, 
device trade name, keyword, floating 
subheading word]; 
3. ("crisis resolution" and ("home 
treatment" or team*)). 

The PubMed search yielded 77 
references, the EMBASE research 79 
references and the CINHAL research 60 
references. We included the most recent 
systematic reviews (total of 4) concerning 

the themes that had been judged relevant 
with regards to the implementation 
challenges throughout the preparation of 
the data extraction grid [11-14]. When no 
systematic reviews concerning the relevant 
themes were found, other types of articles 
were included (i.e., a survey, a retrospective 
analysis study, an editorial and an 
evaluation study) [15-18]. The data from 
the eight articles were formally extracted by 
two co-authors independently. Information 
sought during data extraction included 
characteristics of (1) the interventions, (2) 
the providers, (3) the organizations, (4) the 
outer context, (5) the implementation 
process and (6) the targeted population. 
The extraction themes were drawn from 
Briand’s and Menear’s review of 
implementation challenges of psychosocial 
interventions for people with severe mental 
health illness [19]. 

We also included data from the existing 
grey literature, published in Quebec and in 
England, as quoted in papers we selected, 
without further formal research 
methodology. 

Literature search:

216 references

Selected for reading the 

titles and summaries: 125 

Selected for reading the full 

version: 48

Excluded after reading the 

titles and summaries: 77 

Other identified

articles: 0

Excluded after reading 

the full version: 40

Selected for analysis: 8

Duplicates: 91

 
Figure 1. Literature search results in July 2017 
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Results  
Effects of the intervention 
A Cochrane review by Murphy and 
colleagues on the effects of crisis 
intervention models includes eight 
randomized controlled trials (RCT) 
comparing at home crisis intervention 
models to standard care for people with 
severe mental illnesses [12]. A single one of 
these studies, led by Johnson in 2005, was 
conducted in England and focused on a CRT-
type intervention as defined in the 
literature. The remaining seven studies 
examined longer term home interventions 
with the ability to intervene in a crisis 
situation.  

As per Murphy and colleagues [12], 
Johnson’s RCT showed that the 
experimental group was less likely than the 
control group to be admitted to a hospital 
or a crisis center in the eight weeks 
following the crisis [12, 20]. The Johnson’s 
study specifically showed that the CRT 
group had significantly fewer days in acute 
care postcrisis (n = 260, mean difference 
(MD) -10.30, 95% CI -14.77 to -5.83); and 
significantly fewer number of participants 
readmitted (n = 260, RR, 0.53, 95% CI 0.41 
to 0.68) [12, 20]. The experimental group 
was slightly more satisfied by their care, 
though the authors found these results 
equivocal. 

Despite the risk of bias in the included 
studies, the diversity between the 
interventions’ characteristics and the 
limited number of RCT, Murphy’s review 
concluded that the CRTs may provide a 
more acceptable alternative to standard 
hospital care for people in crisis who suffer 
from severe mental illnesses and their 
families. However, they recommend that 
other evaluative studies be conducted on 
the subject before a larger implementation 
of this approach is undertaken [12]. 

Cost-benefit analyses  
As per a rapid synthesis by the National 
Institute for Health Research in England 
[14], two economic analyses concluded that 
CRTs were a cost-effective alternative when 

compared to standard care. CRTs could save 
an average of £2000 per patient after six 
months, including the costs associated with 
hospitalizations [14].   

Core characteristics 
Considering that the initial model for CRTs 
established in England in the early 2000s 
was based mainly on an expert consensus 
[7], a recent systematic review by Wheeler 
and colleagues set out to better define the 
characteristics of effective CRTs [11]. This 
review included 49 quantitative and 
qualitative studies as well as 20 
government/expert reports. The authors 
reported evidence supporting the 
effectiveness of some CRTs in reducing 
admissions and increasing user satisfaction 
but were unable to identify what 
differentiates the most effective teams 
from the less effective ones. However, this 
article shares several results from studies 
that are relevant to our research question. 

As per Wheeler and colleagues, a pre-
post comparative study found that the 
presence of a psychiatrist in the team was 
associated with a 40% reduction in the 
number of hospital admissions [11]. 
Another study from Wheeler and colleagues 
review found that longer hours of service 
could also help prevent hospital admissions 
[11].  

Few studies explored the actual content 
of care offered by CRTs and the effect of 
specific interventions on outcomes. Lloyd-
Evans developed a CRT fidelity scale as part 
of the Crisis team Optimization and Relapse 
prevention (CORE) research program to 
assess adherence of CRTs to a model of best 
practice, based on best evidence available 
from quantitative and qualitative studies, 
and CRT stakeholders (users, professionals, 
managers, etc.) [17]. 

According to this fidelity scale, the ideal 
team must offer a continuous service (24 
hours, seven days per week), respond 
quickly to new referrals, assess patients 
within 4 hours and provide an immediate 
mobile response in emergency situations. 
The team must accept all referrals, including 
those from primary care services, users and 
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families. All patients that would require 
hospitalization without the team’s 
involvement must be accepted [17]. 

The team must act as a gatekeeper by 
assessing all patients before they are 
admitted on hospital wards and assume an 
active role in shortening the length of 
hospital stay by offering intensive care at 
discharge. The treatment is short-termed, 
less than six weeks, and intensive. Indeed, 
patients received more than two visits per 
day if necessary and at least 50% of users 
were seen twice a day for three consecutive 
days and seven times during the first week. 
Contacts were made with community 
services as soon as the crisis has been 
resolved [17]. The intervention must be 
exhaustive and must include medication 
prescription and delivery services, 
psychological interventions, psychosocial 
support, physical health care and 
collaboration with the family [17].  

Characteristics of the targeted population  
According to the initial implementation 
guide [7], the targeted clientele consisted of 
adults suffering from severe mental 
illnesses, such as schizophrenia, bipolar 
disorder and major depression, in a state of 
crisis that would otherwise require 
hospitalization. The following situations 
were usually excluded: mild anxiety 
disorders, primary diagnosis of substance 
abuse disorders, personality disorders with 
no significant comorbidities, recent self-
harm history without a diagnosis of 
psychosis or severe depression, organic 
disorders, learning disabilities and crisis due 
to relational issues. The revised version of 
the implementation guide recommends not 
to consider personality disorder as an 
exclusion criterion [21], and Lloyd Evan’s 
fidelity scale proposes to include 
personality disorder in the accepted 
diagnoses [17].  

A recent systematic review looked at the 
effectiveness of CRTs for individuals that are 
65 years old or older and suffer from a 
mental illness, including neurocognitive 
disorders [13]. The study found insufficient 
evidence to support the efficacy of the 

services for older patients but concluded 
that this does not mean they are 
ineffective.  

Finally, team characteristics may 
influence patient population profile. 
Wheeler and colleagues systematic review 
reported that a study by Harrison found 
that the proportion of severely mentally ill 
patients decreased once teams started 
accepting referrals from primary care 
services [11].  Lloyd-Evan’s survey 
underlined that a study by Hasselberg found 
that teams with longer opening hours 
accepted more severely ill patients, while 
patients who were self-referred were as 
severely ill as those referred by health care 
professionals [18].  

Security  
A series of studies by the National 
Confidential Inquiry into Suicide and 
Homicide in England reported that a third of 
the suicides that occurred under the CRT 
care took place within the first three 
months following hospitalization, and 40% 
of these deaths happened within two weeks 
of discharge [15].  

As per Murphy and colleagues review, 
RCTs did not show significant difference 
between the CRT-intervention groups and 
the control groups regarding rates of suicide 
or suicide attempt [12]. However, the small 
sample size and small number of critical 
events calls for careful interpretation. 

It is possible that CRTs do not present an 
appropriate treatment for a subgroup of 
patients at higher risk of suicide. As per 
Hunt and colleagues, 44% of the patients 
who died by suicide while receiving the care 
of a CRT lived alone, and 49% had recently 
experienced adverse life events [15]. 
However, these characteristics seem to be 
risk factors for suicide independently from 
the type of care they receive. Indeed, 48% 
of those who ended their life in the 
community without being followed by a CRT 
and 42% of those who did so as inpatients 
lived alone. Similarly, 42% of the people 
who died by suicide in inpatient population 
and 41% of those in the community had 
recently faced adverse life events [15]. 
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Therefore, suicide risk might be 
transferred from the hospital setting to the 
mobile teams when patients are discharged 
early. At the system level, While and 
colleagues found that out of the nine 
recommendations made to prevent suicide 
by the National Confidential Inquiry into 
Suicide and Homicide in England, the 
implementation of 24h crisis teams was the 
one with the most significant positive 
impact in reducing the suicide rate from 
11.44/10,000 to 9.32/10,000 (p<0.0001) in 
patients who had contact with mental 
health services [22]. The areas that did not 
implement the recommendations did not 
see a significant change in their suicide rate. 

Implementation process  
The CRT experiment in England confirms 
that it is possible to establish several 
hundreds of teams (335) in a majority of 
regions (89%) in the five years following a 
national implementation policy [21]. A 
national survey was conducted in 2011-
2012 in England by Lloyd Evans and his 
team to look at policy mandate effect on 
implementation of the CRT service model 
[18]. Their survey, to which 88% of CRTs 
participated (n=192), underlines the 
implementation challenges met by the 
teams. The authors reported a wide 
variation in the way CRTs are organized and 
the services they offer. They also noted that 
CRTs are providing a less comprehensive 
service than prescribed by the model. 
Almost none of the teams followed all 
governmental recommendations.  

Transferability 
The CRT model has mainly been studied in 
the context of the United Kingdom. 
However, as noted by Wheeler and Murphy, 
publications from other countries suggest 
that this type of intervention can also be 
effective in different health care systems, 
including Norway, Australia and the United 
States [11, 12]. 

Lloyd-Evans compared his survey results 
to a similar Norwegian survey conducted 
amongst CRT-type teams by Hasselberg and 
colleagues in 2011 [18]. The authors 
pointed out that the Norwegian teams also 

struggle to follow initial recommendations, 
namely providing rapid access, offering 24-
hour service and assuming a gate-keeping 
role. 

Discussion 
According to this rapid review, CRTs may 
offer a better treatment alternative to 
hospitalization for some patients in crisis 
suffering from severe mental illnesses, both 
in terms of efficiency and cost-benefit, as 
well as patient satisfaction. The body of 
literature remains somewhat limited and 
more than 90% of the evidence comes from 
England. The efficacy of CRTs has scarcely 
been studied in other countries until 
recently. 

CRTs offer care to a population at risk of 
suicide. As noted by Hunt and colleagues, 
suicide rates seem higher in the patient 
population under CRT care than in 
psychiatric inpatient population [15]. This 
difference may partly be attributable to a 
transfer of risk in the community. It is well 
documented in the medical literature that 
patients are more at risk of suicide in the 
few months following discharge from 
hospital, independently from CRT 
involvement [23, 24]. 

Like any critical care service, CRTs offer 
care to a precarious population and 
necessarily see an elevated rate of death, as 
one would in medical intensive care unit 
populations. This underlines the importance 
of monitoring closely suicide risk amongst 
the CRT population. Nevertheless, 
implementation of CRTs remains a key 
intervention in suicide prevention strategies 
in the community by allowing for rapid and 
intensive patient care in vulnerable 
population, as is supported by system level 
findings that regions in England 
implementing CRTs experienced a decrease 
in suicide rates [22]. 

To update this rapid review completed in 
mid-2017 at the request of the regional and 
provincial mental health directorship, the 
same search strategy was applied to 
retrieve articles up to mid-December 2020. 
A selection of the articles was made and 
included recent studies by the main 
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research group in England led by Lloyd-
Evans as well as studies from other 
countries updating or challenging the 
effectiveness, efficiency, security, 
acceptability and implementation strategies 
for CRTs reported in the original rapid 
review. No randomized trials on the efficacy 
were found, but a protocol for a 
randomized trial was submitted in the 
Netherlands [25]. Interest in CRTs in other 
countries including France and Denmark 
was shown by efficacy studies using pre-
post or register-based design and these 
studies confirmed the efficacy of CRTs in 
terms of reduction of admissions and 
suicide attempts [26, 27]. No economic 
analysis has since been reported. Security 
issues were not raised in a large UK register-
based study [28], but are addressed by UK 
continuous quality improvement 
authorities, recognizing and marking up the 
expert decision-making issues in 
gatekeeping [29]. Acceptability by patients 
and relatives was further explored, and the 
importance of home visits, staff continuity 
emotional and practical support was 
stressed [30]. Implementation issues were 
again underlined in a second England survey 
of CRTs, using the fidelity scale developed 
by the Lloyd-Evans’s research group [31]. 
Despite a national mandate to implement 
the CRT model, there are wide variations in 
CRT implementation in England and no 
team achieved overall high fidelity. This 
suggests that a mandatory national policy is 
not in itself sufficient to achieve good 
quality implementation of a service model 
[32]. Following the development of the 
CORE CRT fidelity scale, Lloyd Evans and 
colleagues launched a non-masked, cluster-
randomized trial to evaluate a one-year 
program aiming at improving CRTs’ model 
fidelity [33]. They found that fidelity scale 
scores improved significantly for the teams 
in the intervention group. The study 
showed significant decrease in acute care 
admission at 1 year of follow-up (n=220, OR 
0.66, 95% CI 0.43 to 0.99, p=0.04), in the 
intervention group than in the control 
group, but no difference was shown for 
patient  satisfaction  which  was the primary 

outcome of the study [33]. 
Briand and Menear studied critical 

implementation issues for evidence-based 
psychosocial interventions [19]. They 
emphasize that numerous authors consider 
regular evaluation of practice fidelity as 
critical for implementation success and 
improved outcomes for service users. 
Assistance centers at the state or provincial 
level often play a role in the execution of 
psychosocial initiatives [34]. Fidelity to a 
complex psychosocial intervention model 
like CRTs and results can be improved by 
technical assistance centers providing a 
facilitator, often an experienced CRT clinical 
leader, online resources and quality reviews 
as tested successfully in the CORE project 
[35]. The CORE CRT study suggested that a 
one-year program improvement 
intervention with CRTs aiming at improving 
their model fidelity is insufficient to achieve 
all intended service improvements, and that 
a longer-term, continuous intervention led 
by a national technical assistance center for 
complex psychosocial intervention might be 
needed. 

To appreciate the transferability of a 
CRT-type of intervention to other health 
care systems, it is crucial to compare the 
organization of mental health care in 
England to that of other contexts. The 
community services in England are primarily 
organized around Community Mental 
Health Teams (CMHT) for non-acute care 
for patients with severe and persistent 
illnesses and CRTs for crisis situations [6]. 
The CMHT have the capacity to offer home 
care interventions at an intensity similar to 
the ICM or the ACT programs in Canada [36, 
37]. CRT-type intervention might thus 
complement services in Canada by offering 
higher intensity care than the one offered 
by community mental health teams, ICM or 
ACT programs. They might offer a secure 
bridge between inpatient units and ICM or 
ACT programs, where delays for care may 
be long.  

A complete array of these various 
community teams and their standards are 
proposed in Table 1. The descriptions for 
the NIBS, ACT and ICM are the ones that 
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currently appear in Quebec’s 2015-2020 
Mental Health Plan or in the 
IHE/government of Alberta 2014 consensus 
conference. The CRT description and 
standards were drawn from England 
government publications and Quebec City’s 
seven-year experience with CRTs reported 
in the original rapid review [9, 38]. 

In Canada, psychiatric emergency 
departments act as gatekeepers in 
accepting patients that are referring 

themselves, or that were referred by a 
family member (via an order for a 
psychiatric assessment, for instance), a 
health care worker, a family physician, 
community organization like shelters or the 
police. CRTs acting as gatekeepers could 
accept referrals from these sources and 
conduct psychiatric assessments in the 
community as well as initiate follow-up at 
home, thus avoiding an emergency 
department visit and inpatient admission. 

 

Table 1. Teams’ characteristics of specialized mental health services in CIUSSS/CISSS of Quebec 

Teams Intensity 
of care 

Duration Reference 
model 

Number of 
patients per 
100,000 
inhabitants 

Area of care Number of 
employees 
per team 

Presence of 
psychiatrist 
in the team 

ACT High 3-5 years PACT 70 [3]  Home care 10-12 Yes 

ICM Moderate 2 years Intensive Case 
Management 

250 [3]  Home care 10-12 Yes 

NIBS Low Multiple 
years 

Community 
Mental Health 
Team (England); 
Community 
Mental Health 
Centers (USA) 
[39]; Centro di 
salute mentale 
(Italy) [40]  

1200 [3]  Outpatient 
care 

10-12 Yes 

CRT High 3-6 weeks CRT (England) 15-20 [7]  Crisis 
management 

10-12 Yes 

Notes: ACT=Assertive Community Treatment; ICM=Intensive Case Management; NIBS=Non-intensive basic support; 
CRT=Crisis Resolution Teams; PACT=Program of Assertive Community Treatment. 

 

Concluding remarks 
Community-based mental health care, 
including crisis intervention services, has 
been promoted by the last three mental 
health action plans in Quebec and by the 
Consensus Statement published by the 
Institute of Health Economics for the 
government of Alberta [1-3, 8]. In England, 
CRTs were implemented in the early 2000s 
to offer care in the community to adults 
with severe mental disorders in acute crisis, 
as an alternative to hospitalization. A few 
hundred teams were successfully deployed 
in most regions of England, but a vast 
majority of teams struggled to follow the 
model of care. These implementation 
difficulties may explain the mitigated 
evidence of CRT impact regarding patient 

satisfaction as well as rates and lengths of 
hospital stays. Previous implementation 
research of complex psychosocial 
interventions like CRT, ACT, ICM and CMHT, 
as well as the CORE CRT improvement 
pragmatic randomized trial, point towards 
the need for technical assistance centers to 
continuously support the implementation 
and quality of various mental health 
programs [34]. The support from these 
centers, like the NCEMH in Quebec, could 
help to solve the implementation 
challenges of CRTs and have been 
recommended by a consensus conference 
conducted by a Canadian HTA agency [8]. 
The CRTs thus remain a well-defined and 
promising model that would complement 
the community-based crisis intervention 
services already in place in Canada. In echo 
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to this, various university-based integrated 
regional health and social services centers 
in Quebec recently started implementing 
intensive home treatment for people in 
crisis with severe mental illness [9]. 
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