Supplementary File 1: Study protocol
This protocol was prospectively registered on the Open Science Framework (OSF) on Nov 10, 2025. The registration is available at: https://osf.io/7vhs3/overview

Title: Examining 23-Hour Crisis Observation and Stabilization Services Efficacy: A Scoping Review Protocol
Authors: Sara A. Choate1(ORCID: 0000-0002-5586-870X), Amie Baltes2 (ORCID: 0009-0008-9980-3650), Rachel Odes3 (ORCID: 0000-0002-4567-7379), Ashlyn Burns4,(ORCID: 0000-0001-7256-9421) Haleigh Kampman4 (ORCID: 0000-0002-9852-2926), Samir Kumar Sarker Rony1(ORCID: 0000-0002-3142-6624), Geremew W. Wana1(ORCID: 0000-0003-4406-6848), Alyssa Kearney (ORCID: 0009-0008-8320-3714)1, Gaberiel Jones (ORCID: 0000-0001-6071-4388)1, Brian Schaefer (ORCID: 0000000336980031 )1
Affiliations: University of Louisville, School of Public Health and Information Sciences, Department of Health Promotion and Behavioral Sciences1; University of Louisville, Kornhauser Library2; University of Wisconsin-Madison, School of Nursing3, Indiana University, School of Public Health4
Corresponding Author: 
Sara A. Choate, PhD, MSEd
Assistant Professor
University of Louisville
School of Public Health and Information Sciences
Department of Health Promotion and Behavioral Sciences
485 East Gray Street, Louisville, KY 40202
Room 216
E-mail: sara.choate@louisville.edu
Phone: 502-852-6441

Introduction 
Rationale
The steady decline in mental health and the need for greater behavioral healthcare options in the U.S. over the past two decades has been well-documented (Mojtabai & Olfson, 2020; Bitsko et al., 2018; Substance Abuse and Mental Health Services Administration [SAMHSA], 2019). Despite this trend, the implementation of appropriate services to meet the need have lagged, resulting in one in eight individuals who visit the emergency department (ED) doing so to seek care for a mental or substance-use-related crisis (Laderman et al., 2018). While individuals in crisis will likely receive a behavioral health assessment, they will also experience a long wait to be seen in a potentially chaotic environment, significant costs, and a referral to a psychiatric hospital or outpatient service provider (Nicks & Manthey, 2012; Clarke, Dusome & Hughes, 2007; Mukherjee & Saxon, 2018), with no follow-up to the care they received from the ED. In some cases, individuals will return to the ED multiple times, contributing to the ‘revolving door’ of crisis care, which is not patient-centered (Wise-Harris et al., 2017), costly, ineffective, and avoidable (Sandoval et al., 2010; Johnson et al., 2015).
In response to the need to improve care and reduce inefficiencies, crisis stabilization services have emerged across the country providing “continuous 24-hour observation and supervision for persons who do not require in-patient services (SAMHSA, 2014, p. 9)’. More recently, there has been a growing interest in the development and implementation of behavioral health crisis care (SAMHSA, 2019) that includes 23-hour crisis stabilization services to provide individuals and families in crisis greater access to the least restrictive behavioral health crisis response and care. Various forms of this intervention have been implemented in communities across the country to facilitate short-term access to mental and/or substance-use related in community-based and hospital settings acting as a step between outpatient and in-patient hospitalization. The use of 23-hour COSS to deliver a range of short-term behavioral healthcare services has been shown to be more cost-effective in increasing access to care resulting in better patient outcomes (San Thinn et al., 2015; Heland et al., 2013). While 23-hour COSS have the potential to improve access and outcomes for people of all ages, we are unaware of a synthesis of evidence regarding the effectiveness of this mode of behavioral healthcare delivery.
Objective
The objective of this scoping review is to synthesize existing research regarding 23-hour crisis and observation stabilization services (COSS) outcomes associated with the receipt of behavioral crisis response care for people of all ages. Specifically, this review aims to better understand: 
1) The extent to which research regarding the use of 23-hour crisis and observation stabilization services (COSS) to deliver behavioral crisis response care has been undertaken;
2) 23-hour crisis and observation stabilization services (COSS) outcomes, including patient, provider and institutional outcomes associated with the receipt of behavioral crisis response care;
3) Gaps and opportunities for future research, policy, and/or practice.
This scoping review is intended to synthesize the current literature to provide insight into the effectiveness of this mode of behavioral healthcare delivery on outcomes for people of all ages in the United States and identify potential gaps for future research, policy, and practice.
Methods
Because of the exploratory nature of this study, we selected a scoping review as the methodology. This protocol was designed in accordance with best practice guidance from JBI (Peters et al., 2022). The scoping review will be conducted in accordance with the JBI methodology and follow guidelines from the PRISMA-ScR (Peters et al., 2022; Tricco et al., 2018).
Eligibility Criteria
The selection of inclusion and exclusion criteria was guided by the Population, Concept, and Context (PCC) framework (Peters et al., 2022).
Population
People of all ages.
Concept
Examine how 23-hour behavioral health crisis services research is being conducted and reported to discern how the intervention is being measured with the objective of identifying gaps in patient, provider, and institutional-related outcomes.
Context
No geographic limiters were used for study location; publication language was limited to English as translation services were unavailable. Empirical peer-reviewed studies of any design (quantitative, qualitative, or mixed-methods) will be eligible. Because 23-hour COSS is a relatively new intervention, a time restriction of publication after 1997 was applied to the search strategy.
We will exclude studies that are not empirical and peer-reviewed, including commentaries, conference proceedings, and editorials. We will exclude studies published in a language other than English. 
Information Sources
We will search the following databases to identify relevant literature: Medline (PubMed), Embase, Psychology and Behavioral Sciences Collection (EBSCO), and APA PsycInfo (EBSCO) (Table 1). Dates of coverage will be January 1, 1997-June 13, 2025. 

Table 1. Databases
	Database

	MEDLINE (PubMed)

	Embase

	Psychology and Behavioral Sciences Collection (EBSCO)

	APA PsycInfo (EBSCO)



Search Strategy
The search strings have been developed by an experienced health sciences librarian and Co-I (AB), in consultation with the study PI (SC) and Co-Is (RO, AB, HK, BS). The key concepts searched are listed below and guided by the PCC framework. The search strategy was designed to maximize the likelihood of identifying potentially relevant studies. The search was tested against a set of 22 benchmark articles identified by team members. 
· Population & Concept: people in behavioral health or substance use-related crisis and people with intellectual and developmental disorders who are in crisis
· Context: crisis and stabilization units and facilities separate from traditional hospital emergency departments
The complete search strategy for MEDLINE (PubMed), Embase, Psychology and Behavioral Sciences Collection (EBSCO) and APA PsychInfo (EBSCO) is presented in Appendix A.
Data Selection and Extraction
Initial searches in all databases were completed on June 13, 2025. Title and abstract screening began in June 2025 and was completed in October 2025. From our team of reviewers (SC, BS, ABB, RO, HK, SS, GW, AK, GJ), two reviewers were randomly selected to independently screen all titles and abstracts for eligibility criteria using Covidence software (Veritas Health Innovation, 2025). Covidence is a web-based collaboration software platform that streamlines the production of systematic and other literature reviews. SC, BS, RO, HK, and ABB addressed any disagreements in other reviewers’ decision-making. We anticipate full-text review and data extraction will begin in November 2025. We will hand search the reference lists of all included papers to identify potentially eligible studies that were not captured in our database searches. Following full-text review in Covidence, all papers included in the review will be exported to an EndNote library. We will include a PRISMA flow chart detailing the review process in the final paper. Data will be extracted from each paper that meets the inclusion criteria. A proposed data extraction table is included in Appendix B. This table may be modified as necessary during the data extraction process. Any modifications to the table will be explained in the final paper. Data extraction will be piloted with 10% of the included studies by ten authors (SC, BS, ABB, RO, HK, SS, GW, AK, GJ, AJB). All authors will meet to discuss the piloting process and confirm accuracy of the data. The study PI (SC) will check for accuracy throughout the extraction process. At least two reviewers will screen each study. Conflicts will be resolved by a third reviewer. The workload will be distributed equally to help minimize bias. Reviewers will use Covidence's Team Settings to keep track of individual contributions. We will not conduct a quality assessment of papers as this is not a requirement for a scoping review (Peters et al., 2022).
Data Synthesis
We intend to report descriptive counts of data from the extraction table to characterize the studies, including the number and types of patient, provider, and institutional outcomes studied, data sources used for studies, and samples studied. We will additionally report patient, provider, and institutional outcomes and effect sizes where appropriate. All study authors will independently identify key themes that emerge from included papers and a consensus-based process will be used to confirm these results. Key findings will be narratively synthesized to highlight research, practice, and policy gaps and implications.
Limitations
While we aim to conduct a rigorous scoping review, we anticipate a few limitations. First, we will only include studies published in English after 1997 that examine the delivery of short-term behavioral crisis care via a 23-hour COSS. Because 23-hour COSS are a relatively new intervention and in the field of behavioral health crisis response and care and there are various types of models, there are few peer-reviewed papers documenting patient, provider, and/or institutional outcomes associated with the receipt of behavioral healthcare in this specific setting.
Conclusions
This scoping review will provide a synthesis of current evidence regarding the range of patient-, provider, and institution-level outcomes associated with 23-hour COSS services. This evidence may inform decision-making regarding 23-hour COSS utilization to provide short-term behavioral healthcare, which is important given the persistent behavioral health workforce and services shortages in addition to the increasing and interdependent rates of behavioral health-related diagnoses and rising income inequality globally.
Appendix B. Draft Data Extraction Table
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