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A. Introduction 
The role of the Local Behavioral Health Authority (LBHA) is to serve as Local System Managers 
and develop an integrated process for planning, policy and services to ensure a coordinated 
quality system of care is available to individuals with behavioral health conditions. The LBHA 
will, through publicly funded services and support, promote recovery, resiliency, health and 
wellness for individuals who have or are at risk for emotional, substance related, addictive, 
and/or psychiatric disorders, in Anne Arundel County, the LBHA seeks to meet these goals for 
all county residents, both publicly and privately funded.     

The Anne Arundel County Local Behavioral Health Authority is comprised of two separate 
corporate bodies, the Anne Arundel County Mental Health Agency (AACMHA), a 501(c)3 non-
profit, and the Anne Arundel County Department of Health (AACDOH), part of the local 
government and function as the Local System Managers for the county. 

The AACMHA and the AACDOH have an over 20-year partnership, in which they are responsible 
for the development, delivery, and quality assurance of behavioral health services in Anne 
Arundel County.  Integration efforts began in early 2000 with the formation of the Co-Occurring 
Disorders Steering Committee, now known as the Behavioral Health Advisory Council (BHAC) 
co-chaired by the CSA and LAA and formal agreements were entered in both 2015 and 2018.   

Although the agencies remain separate corporate entities, this unique partnership has been 
operating seamlessly to meet the behavioral health needs of all County residents through a 
functional integration model.  

Vision: 
An integrated health system in Anne Arundel County that embraces hope, recovery and 
resilience for all. 

Mission: 
The mission is to assess the mental health and substance use problems, needs and resources of 
the County; promote behavioral health through education, prevention, treatment and 
recovery; and to provide leadership in organizing effective public and private strategies to meet 
the needs of County residents affected by mental illness, substance use and violence. 

Values: 
A successful continuum of care that: 

● Is patient/consumer centered 
● Delivers high quality, evidence-based services 
● Provides the right services at the right time 
● Serves all people equitably 
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● Is culturally and linguistically competent 
● Offers services for the entire illness continuum 
● Assures seamless transitions of care 
● Assures services across the lifespan 
● Serves the entire population of the County 
● Is barrier free 

Population of Focus: 

While the LBHA is charged with meeting the special population groups utilizing public funds, a 
fully integrated behavioral health system ideally serves all residents of the County, regardless of 
race, color, religion, creed, ethnicity, ancestry, national origin, sexual orientation, marital 
status, citizenship status, military or veteran status, age, disabilities, socioeconomic status, 
insurance status, and geographic location. 

 

Responsibilities: 
 

● Development of a county Behavioral Health Service Plan for the purposes of 
outlining a coordinated and integrated strategy of meeting the behavioral health 
needs of the residents of Anne Arundel County, to include addressing prevention, 
early intervention, treatment, long-term management and somatic health needs of 
those with behavioral health conditions. 
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● Continual community assessment of the services provided and the gaps in services 
to be filled. 

● Assurance of appropriate representation from key county stakeholders among its 
membership, in addition to any state-mandated representation. 

● Providing leadership in organizing effective public and private strategies to meet the 
needs of County residents affected by mental health disorders, substance use and 
violence. 

● Continuing currently mandated and specific planning tasks, any changes to these 
tasks by the funding source will be recognized and modified accordingly. 

Direct Treatment Services Provided by the LBHA: 
Two responsibilities of the local health department are being acutely aware of the health needs 
in the county and a provision of access to necessary services.   While there is a full continuum of 
behavioral health services available, there continues to be a need for some “safety-net” 
services.  These services include child and adolescent behavioral health and Opioid Treatment 
Programs (OTP).  Historically there has been a limited number of child and adolescent providers 
in the county that accepted public insurance.  Over the past couple of years, privately insured 
youth needing services are also finding access challenging.   Waiting lists continue to grow as 
well as deductibles, copays and co-insurances.  Access issues continue to persist around the 
treatment of opioid use disorders, specifically methadone maintenance for pregnant women 
and individuals with complex health needs, insurance or lack of insurance.  To ensure that that 
the highest level of health is available to everyone, AACDOH provides the following direct 
treatment services:  

● Adolescent and Family Services - Adolescent and Family Services provides evidence-
based treatment and evaluations for Anne Arundel County  children and 
adolescents, ages 4 to 18, and their families who are struggling with emotional 
challenges related to mental health concerns and/or substance use disorders that 
negatively impact functioning at home, school, work, or the community.  The clinic 
identifies and responds to the needs of children and families in the County, working 
closely with all County agencies to make sure that the children and families in our 
County receive the services and care they require to live healthy and productive 
lives.  

● Road to Recovery - The Road to Recovery Medication Assisted Treatment (MAT) 
Clinics are located in the Ordnance Road Detention Center (ORCC), Glen Burnie 
(North County), Annapolis (South County) and a newly implemented WellMobile 
(Glen Burnie).   They are state certified Opioid Treatment Programs providing 
assessment, counseling, psychiatric evaluation/treatment and medication-assisted 
treatment to County adults diagnosed with opiate use disorder.   
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New Developments and Challenges 
 

Anne Arundel County has experienced a number of changes, developments and/or challenges 
that have affected the delivery of behavioral health services over the past 12 months that may 
continue to affect the delivery of services into FY 2021 and beyond.  The goal is to identify these 
challenges and develop strategies that strengthen our ability to anticipate needs and be 
proactive rather than reactive.  The 2019 Community Health Needs Assessment (AA County 
Partnership for Children, Youth and Families) has identified the following challenges: 

1. Opioid and other substance use:  In calendar year, 2019, Anne Arundel County 
continued to have the third highest death rate in the State, making the opioid crisis an 
ongoing concern.  To combat this, the LBHA has worked with Crisis Response,  local 
hospitals, police and fire departments, area service providers to create a seamless 
system in which persons in crisis are quickly identified, provided a safe environment, 
intervention, peer support and treatment needs assessed and accessed.  One of the 
anticipated challenges of this system for 2020/2021 will be the increased demand and 
the strain on the service sector.  Input from providers and community stakeholders to 
adjust the strategies to meet the County’s needs continues to be sought.    

○ Children and families impacted by substance use:  Identified as the unintended 
or unrecognized victims, children and family members of those addicted to 
substances often bear symptoms of trauma, behavior problems, depression, low 
school performance, and other issues.  The need for children/youth mental 
health services has increased dramatically since 2018 and is expected to 
continue to rise.    

2. Changing demographics in the County:  Data indicates that the number of persons 
whose first language is other than English has increased in the more densely populated 
areas of the County.  Behavioral Health agencies have been struggling to provide 
services that are culturally and linguistically appropriate.  The LBHA has created a 
Cultural and Linguistic Competence Plan (Appendix A) that focuses on: 

○ Increased awareness of the changing cultural and linguistic needs of County 
residents and the impact on service delivery. 

○ Increased workforce development needs, including recruitment and retention of 
bi-lingual staff and on-going Cultural Competence training for all staff. 

Data also indicates that the County is experiencing an overall aging of the population 
and will call for additional planning for awareness of the specialized behavioral health 
needs of and effective treatments for senior citizens. 

3. Child Mental Health:  Increased mental health and behavioral issues in the birth to five 
early childhood population are causing widespread concern in every system. Behavioral 
problems in children as young as two years old are disrupting child care facilities 
including Early Head Start and Head Start.  Between FY 18 and FY 19, there was a 32% 
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increase in total calls for children to the Crisis Response System Warmline.  FY 20 is 
projected to have at least 7% more calls for children than FY 19.  Likewise, since March, 
2019, the Adolescent and Family Services Clinics have received 521 requests for 
services, an increase of 77% over the previous year.  The need for early intervention is 
clear and there are limited resources for addressing this concern. Leadership 
participates in several County Task Forces that are all poised to address this issue in 
some manner.    

In addition to those identified by the Community Health Needs Assessment, the following 
challenges and developments have also been identified through the LBHA planning processes 

1. Workforce Development:   Increased requests for services throughout the County have 
resulted in staff shortages, in particular Board-certified Child/Adolescent psychiatrists, 
Board-certified Addiction Medicine physicians and bi-lingual licensed clinicians.   Work 
will continue to develop staff trainings, promoting cultural and linguistic competency 
and the treatment of co-occurring disorders across the lifespan. 

2. Leadership Transitions:  This is a time of transition in the Anne Arundel County 
Government leadership with County Executive Steuart Pittman taking office in 2019.  
Additionally, a new Health Officer was appointed for the Department of Health in late 
2019. 

3. Suicide:  The Gun Violence Prevention Task Force found that from 2013 to 2017 there 
were 209 deaths in the county caused by guns and of those deaths, 141 (67%) were 
deaths by suicide.  Annual reports from the Department of Health show that the 
number of deaths by suicide in the County has been steadily rising in number and in 
frequency over the last 7 years. The Centers for Disease Control and Prevention lists 
suicide as one of the three leading causes of death that are on the rise in the United 
States. 

Nationally, suicides among youth have also continued to rise and ages have trended 
downward to occur at younger ages. Between 2014 and 2015 alone, the suicide rate 
among individuals, ages 15 to 24 years, increased by 8%, making it the second leading 
cause of death in this age group behind unintentional injury. Anne Arundel County has 
mirrored the national trend.  Data shows that between 2012 and 2016, suicide was the 
second leading cause of death among youth 10 to 24 years of age in this County.  The 
Anne Arundel County Council has recently declared suicide a public health crisis. 

The following developments are being tracked as they have the potential to create significant 
challenges in meeting the future service needs of the County: 

● Non-Opioid treatment requests are trending upward.  Preliminary analysis shows 
that the risk of death from overdose may be affecting an individual’s decision to use 
opiates by replacing use with another perceived “less risky” substance. 

● The IMD waiver that is expiring in 2021. 
● Federal funding for opioid prevention and treatment services decreasing or being 

eliminated as overdose deaths nationally stabilize and/or decrease. 
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● Currently funding structure and OTP regulations do not support the changes needed 
to meet the needs of the aging population on methadone maintenance. 

B. LBHA Organizational Structure 
In Anne Arundel County, the Local Behavioral Health Authority (LBHA) is a joint responsibility of 
the CSA and the LAA. While the formalization of the LBHA as a single entity is underway, the 
CSA and the LAA continue to work in tandem, functioning as the county’s LBHA in order to 
create a behavioral health system that meets the needs of the community. The County’s 
governing bodies, as well as the MDH BHA’s Learning Collaborative and guidance, inform this 
effort to optimize the LBHA’s ability to provide quality programs and services throughout the 
county. 

The Local Addiction Authority is housed in the Local Health Department within the Bureau of 
Behavioral Health.  While responsible for minimal direct service provision, historically, the 
Bureau bears the responsibility of the system planning and management for the continuum of 
care, specifically for Substance Related Disorders (SRD).  Additionally, the Bureau closely 
collaborates with the Core Service Agency (CSA), a nonprofit quasi-governmental agency within 
the County. Traditionally, the CSA is responsible for the management of the public Mental 
Health system. These organizations now share the responsibility for the system management of 
the Behavioral Health system of care across the lifespan.  A high level of continuous 
collaboration, formal and informal, occurs through several avenues: 

● Monthly integration meetings including leadership of the AACDOH and CSA (LMB as 
needed). 

● Membership and participation in the Local Health Improvement Coalition, Healthy 
Anne Arundel. 

● Co-chairing of the monthly sub-committee of the Co-occurring Disorders Steering 
Committee by both agencies (since early 2000s). 

● Monthly meetings of The Recovery Oriented Systems of Care Change Agents to 
coordinate, promote and operationalize the ROSC philosophy. 

● Monthly meetings of AACDOH and CSA management team to enhance collaboration.  
● Both agencies are regular attendees of the MABHA meetings. 
● AACDOH Director is co-chair of a MABHA sub-committee on integration.  
● Both directors and management staff are active participants in BHA Learning 

Collaborative on Integration. 

Necessary work continues by the leadership of all Behavioral Health public entities to align 
strategic plans and streamline reporting requirements so that multiple system management 
functions are presented seamlessly to the community.  The LBHA works diligently to create a 
system of care that is accessible, affordable and optimized to provide high quality services and 
outcomes that lead residents to achieve wellness through long-term recovery. 
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The process to evaluate the need for change and integration of all behavioral health services 
has been an ongoing one in Anne Arundel County.  The integration of the LBHA is evolving and 
inclusive of formal agreements that created a seamless model of functional integration to 
meets all County residents’ needs. 

A fully functional integration, where the two agencies work perfectly together, create an equal 
if not more robust synergy in meeting the similar but also  distinct health needs of the County.  
A mutually advantageous partnership under functional integration has the benefits of: 

● A seamless continuum of care 
● No Wrong Door 
● Person-Centered 
● Service Optimization 
● Innovative 
● Responsive 
● Data Driven 
● Access to local government resources 
● Increased coordination and interaction between the LBHA and other government 

agencies 
● Additional health resources available through the local health department 
● Increased eligibility for external funding available to local governments and 

nonprofits 

As co-chairs, the LAA and CSA leadership receive input and feedback from the community 
through the Behavioral Health Advisory Council, which is comprised of representatives from 
local hospitals, substance and mental health providers, the Courts, community service agencies, 
faith-based agencies and advocacy groups. 

A charter document was written based on these ideals and through this document, Core 
Groups of the County level officials were created.  In 2014, the Health and Human Services 
(HHS) Core Group was established. The HHS Core Group brings together agencies to integrate 
all services in Anne Arundel County, to ensure that all needs are being met and that services are 
being provided in a way that is most appropriate and effective. The HHS meets on a monthly 
basis and includes the directors of the following Anne Arundel County Government agencies: 

● Anne Arundel Department of Social Services 
● Anne Arundel Department of Health, Health Officer 
● Anne Arundel County Mental Health Agency 
● Anne Arundel Department of Transportation 
● Arundel Community Development Services 
● Anne Arundel Housing Commission 
● County Executive’s Office 
● Anne Arundel Workforce Development 
● Anne Arundel County Partnership for Children, Youth and Families, Local 

Management Board 
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● Anne Arundel County Board of Education 
  

Relationship of the Mental Health Agency and the 
Department of Health: 
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Mental Health Agency Organizational Chart: 
 

 
 
The Anne Arundel County Executive appoints the Board of Directors of the Anne Arundel 
County Mental Health Agency, Inc. and those members are accountable to the County Council 
for their activities.  The Health Officer is a member of the Board. 
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Anne Arundel County Department of Health Organizational 
Chart: 
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Relationship of LBHA to Other Committees and Agencies 

 

The Health Officer is responsible to the Secretary of MDH as well as to the Anne Arundel County 
Executive and Council. The CSA has a governing board of directors and participates in the 
County Executive’s cabinet. 

C. FY 2019 Highlights and Achievements 
 
In FY 2019, the consumer count for Anne Arundel County from the Administrative Services 
Organization (ASO) claims paid through September 30, 2019 was 28,525.  Of those, 17,545 were 
paid under the mental health funding and 10,980 were paid under the substance use funding. 
These numbers may be duplicated across coverage and service types. 

System Management and Coordination Activities 
● The relaunching of the Healthy Anne Arundel Coalition 
● Increased community outreach, speaking with:  

○ Families at Sarah’s House on the effects of trauma on attachment 
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○ Department of Social Services clinical staff on Postpartum Depression with a 
focus on NAS 

○ Department of Aging nurses and clinicians on Mental Health Assessments for 
Children with Complex Needs 

● Oversight of the Five-County Project.  Following the closure of Crownsville Hospital 
Center (CHC) in 2004, the Maryland General Assembly allocated funding and 
annually thereafter, to enhance community-based services in the five counties 
(Anne Arundel, Calvert, Charles, Prince George’s and St. Mary’s Counties) that were 
traditionally served by CHC. These funds were made available through the 
reallocation of funding previously budgeted at CHC. An appointed Task Force, under 
the leadership of the Anne Arundel County Health Officer, gathered data to identify 
the service needs that remained in the five counties.  These services include: 
○ In-Home Intervention Program - Adults 
○ In-Home Intervention Program - Children 
○ Jail Mental Health Services 
○ Assertive Community Treatment (ACT) and ACT Rental Subsidy 
○ Crisis Beds 

● Increasing internships and residency partnerships with higher academia. 
● The Fatality Overdose Review Team (FORT) increased meeting frequency to 

bimonthly. The addition of a full time FORT Coordinator to assist in coordinating 
activities. 

● Increased the Primary Care Physicians from 1 to 9 who actively prescribe 
Buprenorphine (BUP) medication management in the community. 

● Organized and hosted a “BUP” prescriber training event with 20 physicians, nurse 
practitioners and physician assistants in attendance. 

● Successfully assisted the Opportunity for Treatment (OTF) contracted providers in 
their transition of OTF funding for residential ASAM treatment levels 3.1 to Medical 
Assistance Coverage. 

● In collaboration with the Anne Arundel County Circuit Court Judiciary, a curriculum 
has been developed and implemented to provide education to all County judges 
regarding substance use, mental health related disorders and violence. 

● Provided Critical Incident Stress Management Training for the provider and First 
Responder community, as well as several Active Assailant training sessions.  Senior 
staff participated in the County-wide emergency response and preparedness 
exercise. 

● Participation in the “Community of Hope” project in Brooklyn. 
● Team Leader for Anne Arundel County SOAR (SSI/SSDI Outreach, Access and 

Recovery) Program. 
● Participation in Homeless Resource Day – annual event sponsored by the 

Department of Social Services and numerous County providers, including Substance 
Use Disorder providers and On Our Own of Anne Arundel County. 

● Development of Co-occurring Disorders Core-Competencies to attract and retain a 
qualified workforce for persons with Co-Occurring Substance Use and Mental Health 
Disorders. 
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● Providing technical assistance and support to providers during the ASO transition. 
● Participation on the Circuit Court Drug Treatment Court (CCDC) Team providing 

consultation and liaison between the CCDC and MAT treatment providers, ensuring 
Drug Court Participants (90% addicted to heroin/opioids) have timely access to 
AACDOH MAT services. 

● Anne Arundel County residents who are receiving publicly funded substance abuse 
residential treatment are provided State Care Coordination services. These services 
include helping clients utilize community and County resources, create a plan for 
recovery, and identify strengths to overcome barriers and challenges.  In addition to 
these services, clients who meet eligibility may also be enrolled in the Maryland 
Recovery Net (MDRN) program. MDRN provides vouchers for a variety of services 
including housing, counselling, transportation and job skills training.  

Services 
 

● A partnership with Students Against Destructive Decisions (SADD) to fund and 
produce an Anti-Bullying Public Service Announcement.  This PSA specifically focuses 
on Middle School students.   

● STAR (Screening Teens to Access Recovery) was launched on March 12, 2019.  It is a 
partnership between the Anne Arundel Department of Health and Anne Arundel 
County Public Schools to assist teens with information, assessment and referral 
resources for substance use issues.  Utilizing Doxy-Me, a tele-health application, 
teens and a clinician have a brief assessment, conversation and referrals, all within a 
no pressure, non-judgement-free environment. 

● Partnered with Priority Partners/Hopkins to provide (2) six-week wellness groups, in 
Spanish, to our parents in the Hispanic community.  The first group is the Effective 
Parenting Group and the second is the Effective Parenting “Family First” Group.  

● The Annapolis AFS clinic at Bestgate was licensed by the State as an Integrated 
Outpatient Mental Health Clinic.  South County residents with public insurance now 
have improved access to child mental health services.    
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● Newly implemented project designed to serve pregnant/postpartum women and 
women with dependent children (PWWC) in Medication Assisted Treatment by 
utilizing Family Peer Support Specialists and a Care Coordinator to access an array of 
wrap-around and recovery support services.  Entry to the program comes from the 
County Department of Social Services, SUD Treatment programs, OB/GYN providers, 
hospitals and the local detention centers. 

● SBIRT at Ordnance Road Correctional Center:  Working collaboratively across 
programs, a Peer Support Services Specialist works with pre-trial inmates to identify 
and ensure a warm hand-off to recovery services in the community. 

● Addition of bilingual staff increasing the availability of services for Spanish-speaking 
clients. 

● The Wellmobile began in April 2019 as an initiative to foster engagement and access 
to buprenorphine assisted treatment.  It offers assessment and fast track 
buprenorphine induction and referrals to a community provider or clinic for 
continued treatment in two weeks.  

● Road to Recovery – ORCC program (offering methadone treatment at one of the 
County Correctional Centers) received a certificate of “Promising Practice” from the 
National Association of County and City Health Officials. 

● Implementation of AA POWER (Peers Offering Wellness and Education Resources), 
an outreach program that specifically engages people with lived experience and 
mobilizing community members to conduct brief overdose prevention trainings and 
distribute naloxone and fentanyl testing strips. Utilizing a person-first approach, this 
program prioritizes harm reduction and empowerment.  

● Prevention and Education Services reached 15,329 County residents through 
prevention presentations, trainings and exhibits.  

● The Opioid Misuse Prevention Program (OMPP) made 21 community presentations, 
reaching 767 County residents.  In addition, over 27,000 Patient Education Guides 
were disseminated, reaching 288 medical providers and 91 pharmacists.  

● Strengthening Families implemented six cycles of their 14-week programming at the 
Ordnance Road Correctional Center and four cycles of programming at the County 
Public Schools, serving 303 family members.  

Sarah’s* journey started in the hospital when she was pregnant with endocarditis.  She had heart surgery 
replacing three of her heart valves a week after giving birth to her son.  She went into a long-term residential 
facility with her son and chose MAT as one of her recovery pathways.  She successfully completed treatment and 
was referred to the PWWC program for continuing support where she lived for a year. 
As an active participant in the program, her peer support specialist was in attendance as she celebrated her one-
year sobriety at her home group.  Sarah is currently working fulltime and now has her own vehicle.  She moved 
into her own apartment with her son and was able to get her divorce finalized.  She has worked out a payment 
plan for her student loan debt so she can continue her education.  She has accomplished so much and has 
reintegrated into society.  She is an amazing mother and has restored relationships with her family.  Sarah has 
worked all 12 steps of her program and is looking to sponsor other women. 
*All names have been changed. 
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● The ED Overdose Survivors Outreach Services program expanded under SOR to 
enhance Triage and Transition to Care (Crisis Stabilization Services) embeds Peer 
Support Specialists in Emergency Departments to respond to overdose survivors 
while still in the hospital. 

● Under the SOR initiative, Gaudenzia opened Walk-in/Withdrawal Assessment 
Referral Management Services (WARMS) Center and has successfully screened, 
assessed and enrolled 78 clients with Opioid Use Disorder.   

●  A new service was added, providing SUD assessments to Circuit Court Family Law 
Cases (child custody) when ordered by a judge. 

● Safe Stations – a total of 1,241 duplicated assessments were completed in FY 19, 
88% of individuals were connected to treatment and 50% completed treatment.  An 
additional 233 individuals were assessed in the community, rather than a fire or 
police station. 

● Crisis Response Warmline – staffed 24 hours a day, seven days a week, 365 days a 
year.  During FY 19, the warmline received 22,236 calls for assistance. 

● Jail Diversion – the rate of recidivism by program participants is 10%, well below the 
average in Maryland at 40.5%. 

● Community Education and Training – provided 37 trainings, with over 1,071 
attendees for 232 total CEUs in FY 19. 

● Resources for Emergency Departments, Schools and Police to Improve Outcomes, 
Engagement and Diversion (RESPOND) – In FY 19, MCT, HD and CIT completed 499 
assessments for children and youth. 

● Maryland Collaboration for Homeless Enhancement Services (CHES) – from January 
2016 through September 2019 the Critical Time Intervention (CTI) & ACT teams 
CHES served approximately 200 homeless individuals. 

● Adult Aftercare Specialist – responded to 1,886 calls and emails from residents of 
Anne Arundel and surrounding counties seeking resources for themselves, parents, 
friends, and individuals with mental illness and co-occurring disorders. 

● Older Adult Behavioral Health Preadmission Screening and Resident Review (PASRR) 
Specialists – Two specialists attended 196 team meetings related to older adults 
whose living situation was in jeopardy, met with 273 clients and their support 
system for consultation and providing resources, conducted 283 follow ups.  The 
specialists also provided 54 community trainings in the 10 counties they serve. 

● Housing Programs – supported 44 individuals and 14 families in 4 different housing 
programs. 

● Segue Transitions Visits – coordinated 203 overnight stays in the community for 
individuals transitioning from a State inpatient facility. 

● Transitions Aged Youth – during FY 2019, there were 17 participants. 3 graduated 
from high school, 3 attended college, one attended cosmetology school, 9 were 
actively employed, and 6 participated in supported employment programming. 

● Wellness and Recovery Center – On Our Own of Anne Arundel County, located in 
Annapolis, MD, has assisted more than 155 individuals with behavioral health issues 
in their recovery efforts this year. 
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D. Planning Process  

“No Wrong Door” 
Creating and sustaining cross-system collaboration to ensure a “No Wrong Door” experience is 
a priority.  Building collaborative partnerships needed to ensure this is not an easy one due to 
the many divisions historically maintained in the public behavioral health system.  While this 
task is not a simple one, it is not impossible and significant progress has been made toward this 
effort:  

● Learning collaboratives and opportunities that focus on spreading, adopting, and 
adapting best practices across diverse service settings and creating changes in 
organizations that promote the delivery of effective interventions and services. 
○ In FY 2019, Change Agents began working with the Danya Institute to 

standardize and test the curriculum.  It is anticipated that this will result in a 
curriculum that is cost effective and can be replicated nationally.  Additionally, 
these competencies are used to guide training developed for the jurisdiction’s 
SUD/MH providers.  This is combined with an initiative to utilize volunteer 
experienced retirees, licensed social workers and counselors to work with more 
recently licensed clinicians.  

○ Continued partnership with a group of Anne Arundel County Judges, led by the 
Honorable Ronald Silkworth, Chief Judge of Anne Arundel County Circuit Courts 
to develop a training curriculum to offer to all Anne Arundel Judges to improve 
outcomes for SUD and criminal justice involved individuals.  This approach, 
grounded in science and evidence based practices, seeks to initiate and sustain a 
dialog with the judiciary as well as developing outcomes associated with these 
training opportunities.  It is anticipated that the curriculum will be offered on a 
rotating basis allowing new members of the judiciary to learn these concepts as 
well as providing ongoing training for established members.  

● Joint provider meetings to engage and develop support for a “No Wrong Door” 
approach as well as providing opportunities to provide information on resources and 
build relationships between programs increasing access to care. 

● Collaborative agreements that imbed “system navigators” and “behavioral health 
experts” within different systems (Hospitals, DSS, Courts, Correctional Facilities, and 
Community Centers). 

● Development of the Bed Finder for providers to locate information on available 
treatment resources. 

● Warmline (410-768-5522) and Substance Treatment Resource line (410-222-0117) 
provide the County with behavioral health information and referrals.  

● Overdose Survivors Outreach Services (ODSOS) line for Baltimore Washington 
Medical Center and Anne Arundel Medical Center to initiate peer support services 
and linkages to treatment and recovery services. 
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● Increase in peer support services and care coordinators who link individuals to 
needed services.  

● Screening Teens to Access Recovery (STAR), a collaborative partnership with school 
health and Anne Arundel Public Schools, is a “zero-barrier” approach to accessing 
treatment for county youth. Any high school student can go to the school nurses 
office and ask for help immediately and be met with compassionate, competent 
support and guidance. 

● Safe Stations provide 24/7 access to service linkages and resources, and 
collaborative partnerships with fire and police.  

Complaints and Contract Monitoring 
Specified staff members serve in an investigative capacity to respond to formal individual/client 
complaints and track resolutions through the providers, in accordance with the Behavioral 
Health Administration and local jurisdiction formal complaint protocol.  Functional integration 
allows for checks and balances when complaints are made against either the Department of 
Health or Mental Health Agency.  Together with the Office of Constituent Services, the 
Administrative Service Organization, and the Behavioral Health Administration, solutions were 
found to resolve identified complaints and areas of concern. In this capacity, staff also reviews 
the data for patterns and performs analyses to determine if there are system issues that need 
to be addressed or if technical assistance should be offered to a specific provider.   All 
complaints, formal and informal, are an opportunity to improve the way services are delivered 
and made available to our residents.  

Identification of Unmet Needs and Gaps 
Data driven decision making in the identification of unmet needs and gaps is an ongoing 
process. The process used to assess and plan for the jurisdictions’ behavioral health service 
needs and engage stakeholders continues to be multifaceted. An epidemiologist with the 
Department of Health is focused on issues related to behavioral health in the county is a great 
resource for the LBHA and for community providers by providing assistance identifying, 
analyzing and publicizing relevant system data. 

With a clear understanding of the ideal system of care, local system managers employ 
strategies and data that help define the existing system of care and identify unmet needs.  The 
overlay of those two, highlight the gaps within the system.  

Using data from a wide range of sources, the BHAC develops a strategic plan identifying the 
County’s priorities, goals and strategies around those unmet needs and gaps. The Anne Arundel 
County’s Healthy Anne Arundel Coalition (HAAC), Anne Arundel County’s Local Health 
Improvement Coalition, determines and addresses public health priorities for the county. This 
coalition identifies and addresses health priorities through programs, policies, and coordinated 
efforts with programmatic, data, and infrastructure support from the county, community 
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partners and the state.  The HAAC membership includes a broad range of organization, 
government, and community leaders.  

The data and information used to guide planning in the County include: 

● Epidemiological data such as Emergency Department (ED) discharge data 
● Mental health and SUD utilization data 
● Information from the Anne Arundel County Unified Crime Report  
● The Maryland Strategic Prevention Framework Process  
● The Community Behavioral Health Needs Assessment  
● The Adolescent Suicide Report (updated September 2018) 
● The Overdose and Fatality Report in Anne Arundel County  
● Reports from CDC such as the Behavior Risk Factors Surveillance Survey.   
● The Opioid dashboard, developed by the Behavioral Health epidemiologist, offers an 

analysis and compilation of overdose data 
● The Statewide Ethnographic Assessment of Drug Use and Services (SEADS) Project was a 

statewide assessment in Maryland designed to characterize the experiences of people 
who use drugs (PWUD). Assessments were completed in Anne Arundel County with the 
goal to: 

○ Characterize the experiences of people who use drugs 
○ Examine service gaps PWUD experience and barriers/facilitators to accessing 

services 
○ Assess potential local and regional capacity for expansion of harm reduction 

programs 
● The ROSC Team, Recovery Anne Arundel, serves as a sub-committee to the local BHAC 

and provides recommendations to the Council that are based on data from surveys 
completed by team members, prevention staff and others from the recovery 
community. The surveys identify gaps in needed services. Life in Recovery Follow-Up 
Survey is one example which was completed in 2019. 

● The Johns Hopkins Bloomberg School of Public Health is completing direct outreach in 
high opioid overdose burden jurisdictions in Anne Arundel County. The evaluation is on 
the implementation of harm reduction outreach services/messaging and its impact on 
opioid-related on opioid indicators at the study sites. The evaluation will develop 
knowledge of effective overdose prevention and will be used to improve the 
implementation of current/future overdose prevention initiatives. The evaluation will 
also help develop Anne Arundel County’s POWER’s (Peers Offering Wellness Education 
and Resources) capacity to provide direct outreach and engagement of people who use 
drugs (PWUD). 

Stakeholder Engagement 
Local system managers value opportunities to engage in dialogue with the members of the 
community; both formally and informally.  Stakeholders are invited to participate in the 
planning and evaluation process through the planning meetings, events and training hosted by 
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the coalitions and committees in the County.  All meetings are announced via AACMHA and 
AACDOH websites, social media sites and the LBHA distribution list.  Most planning committees 
and meetings are open to the public.  The Behavioral Health Advisory Council, ROSC Change 
Team, North, South, Annapolis, and West County Coalitions, Opioid Misuse Prevention Program 
Workgroup, and Healthy Anne Arundel Coalition all have open meetings.  The Healthy Anne 
Arundel website has information for anyone interested in becoming involved and trainings and 
grant opportunities are promoted via fax and website.  Specific outreach to community 
partners and members is conducted by targeted outreach to engage them in the process (e.g. 
Detention Center, criminal justice community).  In addition, stakeholders are invited to be 
members of the review panel for grant submissions and funding requests. 

Recovery Anne Arundel, established in 2008 under the auspices of AACDOH Recovery Oriented 
System of Care Change Agent initiative, comprises a team of committed people who have come 
together by educating and empowering others on the experience and process of recovery, 
through advocacy and special events. While building on the assets within the community to 
bring about positive change, the group promotes personal recovery for all, supporting multiple 
pathways to recovery. Recovery Anne Arundel seeks to strengthen the recovery community and 
the services necessary to maintain long term recovery, health and wellness as well as support 
efforts in prevention and intervention. 

Since FY 2012, Peer Support Specialists have been working in the County and have added the 
ability to engage stakeholders, especially members of the recovery community and their 
families. The deaf and hard of hearing community are encouraged to attend and American Sign 
Language is available upon request at all County sponsored events.  Committee members are 
comprised of people in recovery, including those with criminal justice involvement and the 
formerly homeless.  Service providers for these populations are also part of the various 
coalitions and committees. 

The AACDOH provides interpreter services for deaf and hard of hearing on an ad-hoc basis to 
citizens requiring this level of support through an ASL interpreter service. Language Line is 
available to all callers, to assist with a variety of languages.  Additionally, in order to be more 
inclusive of residents with disabilities, Anne Arundel County Department of Aging and 
Disabilities uses the Independence Room, a full service conference room that features assisted 
listening devices and speaker systems, power doors, an accessible ramp, and tables and chairs 
that can be easily arranged in a variety of configurations to meet the needs of residents with 
disabilities including deaf and hard of hearing. This conference room is available for other 
meetings as well. Other conference rooms available in the health department offer assisted 
technology as well. 

A Collaborative Values Inventory (CVI), a neutral way of identifying how much a group shares 
common beliefs and values, was completed over the summer, 2019.  The results were 
presented and discussed with the goal of:  

○ Clarifying the underlying values in our collaborative work.  
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○ Uncovering differences in values that may impede future progress in cross- system 
collaboratives. 

○ Assisting in the development of common principles and goals 

As mentioned earlier, there is a robust partnership with Anne Arundel County Judges. This 
ongoing partnership’s goal is to continue the education of members of the judiciary and other 
criminal justice personnel on the needs of offenders with SUD and the importance of 
treatment. This level of engagement has shown great success in better meeting the needs of 
offenders but also identifying improvement needs in the existing system of care. 

Recently, Anne Arundel County Department of Health Bureau of Behavioral Health was selected 
to receive the How Being Trauma-Informed Improves Criminal Justice System Responses 2020 
Train-the-Trainer event from SAMHSA's GAINS Center for Behavioral Health and Justice 
Transformation to develop a cadre of trauma informed trainers for the criminal justice system.  
This will further the engagement of the criminal justice system. 

Advisory Board Interaction 
As local system managers, staff participate in state level advisory standing and ad hoc planning 
committees including MABHA, the Behavioral Health Advisory Committee, System of Care, 
Child and Adult Planning Committees, Crisis Service Workgroup and Learning Collaboratives. 

AACMHA and AACDOH Behavioral Health Bureau provide the leadership for the Behavioral 
Health Advisory Council (BHAC), which is comprised of representatives from local hospitals, 
substance and mental health providers, the Courts, community service agencies, faith-based 
agencies and advocacy groups. 

The executive team of the AACMHA and administrative team of the AACDOH Behavioral Health 
Bureau meet at minimum monthly. As the driving force behind monitoring, implementing, and 
promoting the integrated service delivery in the County, this team is responsible for ensuring a 
full continuum of care (somatic and behavioral health).  Since FY2015, having signed a Letter of 
Agreement, AACMHA and AACDOH have combined the planning committees of both agencies 
and developed a unified document and plan for the jurisdiction.  An ongoing goal of the BHAC 
has been to align the various planning committees throughout the jurisdiction to improve 
communication and collaboration, consolidate resources and enhance the strength of response 
to issues impacting the community. 

Key staff from both agencies attend the BHAC and Judiciary subcommittee to stay current on 
recommendations and to participate in conversations related to system planning, forensic 
evaluations and placements. 

On a monthly basis, the Director of Behavioral Health and the Executive Director of AACMHA 
attend MABHA meetings.  The Director of Behavioral Health chairs the MABHA Integration 
Transition Subcommittee, tackling issues related to system change, management, and planning. 
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In addition, both organizations are active participants in ad hoc work groups created by MDH 
and/or BHA to address particular system issues.  

The dynamic, complex and continuous relationship between these groups is illustrated in 
Section C. 

Emergency Coordination 
A multisectoral coordinated approach brings County, public and private services agencies and 
providers together to create a distinctive form of organized collaboration in responding to 
emergencies. 

The Emergency Operations Center (EOC) is activated when there is a major emergency. 
Through coordination of activities and strategic problem solving, it is intended that the EOC will 
facilitate the County government’s response to the emergency. County agencies present in the 
EOC retain their individual responsibilities, authority and chain of command. 

The All Hazards Emergency Operations Plan (“Plan”) documents emergency response 
procedures and provides the necessary guidance to execute a response to any emergency or 
hazard that may pose a threat to the public’s health. 

An activation of the EOC is not needed for all emergencies. Smaller scale emergencies may 
involve the coordination of select agencies and programs that can offer the needed support.  

The County’s ability to coordinate activities in response to emergencies to ensure service 
availability is evidenced by the multi-agency coordinated response to the shooting at the 
Capital Gazette, bomb threats, infectious disease exposure, power outages and the closure of 
motels used as permanent housing for low income families. 

All Hazards Plan 
AACDOH is the lead agency within the jurisdiction’s unified command structure during 
emergencies that involve a public health threat or emergency.  As such the coordinated 
behavioral health response is incorporated within the AACDOH Emergency Operations Plan.  
Provided in Appendix B is the latest draft document for review.   
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 Recovery 

E. Service Delivery and Recovery Supports 

  

Treatment Services 
Behavioral Health Treatment and Recovery Support Services 

Behavioral health disorders and the impact of mental health and substance use is an issue 
across the entire lifespan.   From babies who are born addicted to the elderly suffering from 
depression due to illness and loss of independence, a full continuum of care is essential in 
preventing, treating and assisting in recovery.  Currently AACDOH has Agreements to Cooperate 
with 53 SUD treatment providers licensed and/or accredited to provide the following ASAM 
levels of care: Education/Early Interventions (0.5), Outpatient (1), Intensive Outpatient (2.1), 
Clinically Managed Low-Intensity Residential Services (3.1), Clinically Managed Population-
Specific High Intensity Residential Services (3.3), Clinically Managed High Intensity Residential 
Services (3.5), and Medically Monitored Intensive Inpatient Services (3.7).  In addition, there are 
programs providing withdrawal management in all levels listed excluding Education/Early 
Interventions. AACMHA has Agreements to Cooperate with 41 treatment providers to provide a 
full array of mental health services, including:  Outpatient Mental Health Clinic, Psychiatric 
Rehabilitation Program for Adults and Minors, Supported Employment Program, Psychiatric Day 
Treatment Program, Group Homes for Adults with Mental Illness, Residential Rehabilitation 
Program, Residential Crisis Services, and Mobile Treatment Services.  Additionally, grant-funded 
programs provide supplemental services that are not available through the Public Behavioral 
Health System. 

Prevention

Prescriber and Provider 
Outreach & Education
Opioid Misuse Prevention 
Program
Mental Health First Aid
Denial is Deadly
Prevention Coalitions
Prescription Drop Boxes
Overdose Education & 
Naloxone Distribution
Harm Reduction

Intervention

Crisis Stabilization
Assessment & Referral
In-Home Intervention 
Program - Children & 
Adults
Safe Stations
SBIRT
STAR Screening Teens 
for Access to Recovery

Treatment

Inpatient Treatment
Residential Treatment
Outpatient Treatment
Specific Population Services
Medication Assisted 
Treatment
Jail Based Services 
(MAT/MCCJTP/TAMAR)

Community Recovery Support

Wellness & Recovery Center 
Peer Support Specialist
Overdose Survivors Outreach 
Services
Care Coordination
Drug Court Care Coordinaton
Supportive Housing
Recovery Housing
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Prenatal, Infancy and Toddlerhood Services 

● Pregnant Women and Women with Children (PWWC) was implemented in 2019 and is 
an initiative to increase MAT services to pregnant/postpartum women and women with 
dependent children utilizing a family peer specialist and care coordinator. The goals are 
to 1) increase the number of individuals with OUD receiving MAT, and 2) decrease illicit 
opioid drug use and prescription opioid misuse at six-month follow-up.  

● Healthy Start provides case management, home visiting, outreach and other services 
that help to prevent injuries and deaths to high-risk pregnant women and children up to 
2 years old. These services are provided by community health nurses, social workers and 
the recent addition of peer support (an individual with lived SUD experience). The peer 
is supervised by a Peer Support Supervisor in the Recovery Community Supports 
Program housed under AACDOH’s Bureau of Behavioral Health. 

Child, Adolescent and Young Adult Services 

● Adolescent and Family Services (AFS), Psychiatric Evaluations, Medication Management, 
Individual, Family, Group Therapy, Co-occurring Disorders. 

Pam* is a 17-year-old who have received OMHC service at Adolescent & Family Services (AFS) for four and a half 
years.  Pam originally began services at AFS due to anxiety that was interfering with school and daily activities of 
living.  During her treatment, Pam moved from her mother’s care to her aunt, who obtained guardianship due to 
Pam experiencing abuse and neglect at home.  Pam has made strides in her growth and progress, evolving from a 
middle schooler whose anxiety impacted her school attendance and coping with depression and low self-esteem 
resulting in frequent suicidal ideations, into an honor roll student who actively engages in trauma-informed 
therapy.  Pam has held part-time employment and is scheduled to graduate from high school on time this spring.  
Pam has struggled with suicidal ideations, often with a plan, that resulted in an inpatient hospitalization in early 
2019.  Despite a variety of setbacks, Pam has made progress and her treatment plan has shifted to address the 
mental health needs that have arisen during her treatment. 
 
Pam experienced a significant crisis in autumn of 2019, when she received a call that her biological father had 
completed suicide.  Her father had a serious mental illness and alcoholism, which prevented him from obtaining 
full-time custody, but allowed for visitations and frequent phone calls.  This father-daughter relationship grew 
closer after Pam left her mother’s abusive care.  Pam described a sense of guilt in reaction to her father’s suicide, 
as she had missed her father’s most recent phone call earlier that week and had not yet called back.  Despite the 
crisis of losing her father unexpectedly to suicide, Pam was able to continue working with her established mental 
health team.  One of the first calls her aunt made upon hearing the news was to this clinic, speaking with our 
after-hours clinician.  Pam kept her appointments, managed her own fleeting suicidal ideation then passive death 
wish and was able to be maintained safely within the community, and has created meaning from this loss as this 
inspired her to pursue a future working with people who are diagnosed with Schizophrenia.  Pam experienced this 
loss at the start of the school year, but she still earned honor roll at the end of the marking period.  Pam 
continues to experience her grief journey which she addresses in therapy, along with her other mental health 
issues, but she is a striking example of resiliency and a reminder of the possibilities that can occur when one is 
invested and engaged in their own treatment and mental health recovery.  Treatment does not prevent 
challenges, but it can provide the tools and support to assist in one’s movement forward through the crises. 
*All names have been changed. 
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● Resources for Emergency Departments, Schools and Police to Improve Outcomes, 
Engagement, and Diversion (RESPOND) - This program focuses on expanding Mobile 
Crisis Teams (MCT) and assisting children with serious mental illness by providing crisis 
intervention services, short term care coordination and follow up support, including 
referrals to mental health providers, substance use agencies, Care Coordination 
Organizations (CCO) and other appropriate community resources.  

● Transitional Age Youth Program (TAY) - The Transitional Age Youth (TAY) program 
provides services to individuals between the ages of 16-25 who have mental health and 
emotional disabilities assisting them as they transition into adulthood. The program is 
designed to provide each youth with positive, appropriate, culturally competent, youth 
driven and developmentally appropriate services through Assertive Engagement, Person 
Centered Planning and Community Based Skills Teaching and Development. This model 
promotes self-sufficiency, self-determination, and empowerment by providing services 
that are accessible, age appropriate, strength-based and person-centered, with a strong 
emphasis on a youth voice.  

● Care Coordination Organization - This program provides Care Coordination for children 
and youth who are in the PBHS and available statewide through various providers in 
each county.  Children and youth must be enrolled in Care Coordination prior to their 
18th birthday.   

● 1915(i) State Plan Amendment (SPA) - The purpose of the 1915(i) SPA is to implement a 
home and community-based benefit for children with severe emotional disturbances 
that may otherwise require hospitalization, group home, or residential treatment center 
placement.  If deemed financially eligible, they receive additional supports and services 
including the following additional services that youth and families may select for once 
they are in the 1915i. 

● Targeted Case Management (TCM) Plus - TCM plus is an alternative for youth who are 
ineligible for CCO services because they are privately insured or Medicaid youth who do 
not meet the financial eligibility criteria for 1915(i) services. 

Highlight from a Care Coordinator: 
“This Care Coordinator (CC) had a client transferred to him after the individuals’ previous CC left the agency. The 
client had been in the program for almost 2 years and had made little progress. The client was previously linked 
to services but would not participate. After visiting the client numerous times, the child still refused to participate 
in the treatment meeting. He would not even come downstairs when the Care Coordinator had home visits 
scheduled. The client was hospitalized after an incident that took place at home. The Care Coordinator visited the 
client in the hospital and the child began to respond. The child stated that he had been hospitalized a lot of times 
and nobody besides his mom ever came to see him. He stated that the Care Coordinator could have been doing 
anything on this summer day, but he chose to spend it with him in the hospital. After leaving the hospital, he 
remembered his talk with the Care Coordinator and promised to put more effort into his treatment. The Care 
Coordinator made him feel like his commitment to getting better was repaying the Care Coordinator for all that 
he has done. The client stayed in the program for another 6 months before being discharged successfully. Today 
the client has not had an interaction with the crisis system and consistently attends and participates in therapy as 
outlined in his discharge goals.” 
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● Five County In-Home Intervention Program for Children (IHIP-C) is a family-focused, 
community based, in-home intervention program utilized in all five counties served 
through the Five County program.  It provides services for children and adolescents with 
behavioral health issues, who are at risk of out-of-home placement.  

● Functional Family Therapy offered by the Center for Children- This evidence-based 
practice is a family intervention program for dysfunctional and at-risk youth aged 11-18 
and their families, including youth with behaviors such as conduct disorder, violent 
acting-out, and substance use. 

● Young Adult Consumer Program – Taking Flight is a statewide youth and young adult 
advisory council, made up of individuals ranging in age from their teens to mid-twenties, 
with backgrounds and involvement in systems including mental health and substance 
use.  Taking Flight’s goal is to empower, support, promote acceptance and educate the 
Maryland residents in order to reduce the stigma surrounding behavioral health.   

● Waxter Children’s Center - This program employs two LCSW-C clinicians to provide a 
variety of mental health services to the residents of the center.   

● Family to Family Peer Support can help parents/caregivers navigate systems more 
effectively, learn from the experiences of other families, feel less alone, and gain hope, 
ideas and information. 

● Young Adult Peer Support and Anti-Stigma Activities - The goal of this program is to 
develop innovative approaches to recruit, train, credential and create career pathways 
for young adult peer to peer support specialists and to distribute anti-stigma materials 
supportive of young adults.  

● First Episode Psychosis Programs - The aim of this Evidenced Based program is to 
provide community-based, person centered, recovery-oriented services and supports to 
youth and young adults who are within two years of initial onset of psychotic symptoms. 
The services and supports are designed to reduce the chronicity of the illness, to 

Jack* is an 11-year-old boy referred to the program for risk of out of home placement and increased level of care 
at school. Already working with Kennedy Krieger Institute’s outpatient program and a school therapist, he was 
referred to IHIP-C services to address severe anger management issues, physical aggression, medication 
noncompliance, school refusal and destruction of property in February 2018.  Placed in kinship care with his 
grandmother, the treatment specialist met not only with Jack but also his grandmother to address ongoing 
behaviors.  Together they developed incentive plans to reinforce positive behaviors, established morning and 
afternoon routines, and helped Jack identify triggers and coping skills. They incorporated school staff into plans 
to help reinforce communication between school and home to ensure all key players agreed and the plan was 
coordinated. Sometimes, they would also incorporate other family members into sessions to gather their 
perspective and provide additional support to the grandmother.  Over time, with the help of the IHIP-C program 
and his team, Jack started to show progress. In addition to a decrease in the behaviors that brought him to the 
program, Jack became an active member on a community football team and successfully graduated the 6th 
grade. His grandmother now uses words like “helpful” and a “role model” when describing him. Jack successfully 
completed the IHIP-C program in May 2019 and was transitioned over to traditional psychiatric rehabilitation 
services in order to help him maintain his progress over the summer. He will be reassessed once school starts to 
see if he can successfully discharge from all services.  
*All names have been changed 
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prevent the development of long-term disability, and to promote independent, 
integrated community living.  

● Children and Adolescent Individual Support Services - This program provides purchase of 
service funding to aid with children and adolescents to achieve their treatment goals. 

Adult Services 

● Road to Recovery OTP clinics include two locations in the community (Glen Burnie and 
Annapolis) and one clinic located in Ordnance Road Correctional Center (ORCC).  The 
two community clinics also include psychiatric and co-occurring services. 

● Road to Recovery Wellmobile Medication Assisted Treatment provides low threshold 
buprenorphine induction services in a mobile setting without appointment. The mobile 
wellness vehicle staff includes a nurse practitioner, registered nurse and peer support 
specialist and provide outreach and linkage to continued care services with community 
opioid treatment programs (OTP), other treatment and/or primary care providers.  The 
vehicle has a client intake area, two exam rooms and a private blood work/discussion 
area and is currently in operation two days a week in an identified high-risk/high need 
area. 

● SSI/SSDI (Supplemental Security Income/Supplemental Security Disability Income) 
Outreach, Access and Recovery (SOAR) - The SOAR program is for adults who are 
homeless or at risk of being homeless and have a mental illness and / or co-occurring 
substance use disorder, a SOAR trained staff provides guidance and resources to 
navigate the process of applying for SSI/SSDI.   

● Wellness and Recovery Center – On Our Own of Anne Arundel County and the Recovery 
Community Center - Arundel House of Hope. 

● The Consumer Quality Team empowers partnerships within the behavioral health 
community by connecting consumers, providers, and funding agencies. Together, we 
work to identify, discuss, and resolve problems that consumers experience within the 
public behavioral health system. CQT records and addresses individual consumer 
satisfaction with the services they've received to help improve the overall quality of 
Maryland's behavioral healthcare. 

● Targeted Case Management (TCM) - Individuals who are homeless, at risk of 
homelessness, released from jail, discharged from inpatient psychiatric hospitals, 
diversion from hospital or jail or individuals in the Continuum of Care are able to receive 
general level TCM. Individuals can assess TCM through either of the two approved TCM 
providers in Anne Arundel County. 

Brent* 
“The staff (on the wellmobile) were really profession and very supportive of my situation.  I was really happy with the 
confident you all have me to basically start my life over.  I felt very comfortable and my experience has just been 
great!  I have been telling my friends how great you guys are.  I haven’t felt this good in five or six years.  May 
parents are happy.  I am happy.  I am working and that is going great too!” 
*All names have been changed. 
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● Community Case Management/ Drug Court (CCM) coordinates services for District Court 
Drug/DUI Treatment Court participants and serves as the liaison in communications 
between clients, the judiciary system, treatment providers, assessors and other involved 
agencies.  Case Managers develop individual recovery plans that include goals and 
objectives for each participant to complete drug court successfully.  They provide 
support in the participants’ effort to become contributing citizens.   

● Adult Individual Support Services employ the use of flexible funding, which is a low-cost 
effort to fill the gaps in supportive services that adult clients need but may not be able 
to purchase without these funds of last resort.   

● Spanish Speaking Psychiatrist - Funding for this program supports the services of a 
licensed, Spanish speaking psychiatrist to provide psychiatric consultation for individuals 
who only speak Spanish.  

●  Five County Assertive Community Treatment (ACT) is an Evidenced Based Practice 
utilized in Anne Arundel and Prince George’s counties.  Participants served by ACT have 
been identified as “high-cost users” of the Public Behavioral Health System who have 
not responded well to traditional outpatient treatment. They often have co-occurring 
disorders and/or involvement with the criminal justice system. They are often homeless 
or have been discharged from a State hospital.  All of these issues can lead to costly 
emergency department visits, frequent hospitalization, incarceration, and sometimes 
death due to overdose, suicide or poor somatic health.  ACT enables participants to 
remain in their communities through comprehensive psychiatric treatment and 
rehabilitation.  

● The ACT Rental Subsidy program was created to ensure that affordable housing is 
available to those who are in need of it as part of their recovery. Participants pay 30% of 
their income toward rent and the subsidy contributes the remaining portion. In addition 
to financial support, individuals are aided with accessing and maintain their housing 
with the support and advocacy of an ACT housing specialist.  

● Five County In-Home Intervention Program for Adults (IHIP-A) is an intensive 
community-based treatment approach for individuals with chronic and severe mental 
illnesses who reside in Calvert, Charles, and St. Mary’s counties.  This program was 
developed to meet the needs of individuals for whom less intensive outpatient 

She was 14 years old when Diane* tried Percocet from her mother’s medicine cabinet.  By the time she was 32 
years old, her use progressed to heroin which was cheaper and stronger.  By the time Diane entered the Drug 
Treatment Court program at the age of 33, she had lost her job as a collision appraiser, went to jail 5 times and 
most importantly lost the trust of her family and friends.  Diane believes that Drug Court saved her life and have 
her a second change.  After nearly 2 years in the program (6 months of rehab and MAT-Vivitrol), Diane feels 
ready to face the challenges of life without drugs and alcohol.  During her graduation from the program, Diane 
state that she has accomplished many things and has a lot to be grateful for.  She is grateful for being welcomed 
back into the lives of her family and friends.  She is back to working full-time and renting her won apartment.  
Diane is engaged to be married to a “wonderful man”.  She is an active member of the recovering community and 
helps others in need to join her on the road to recovery. 
*All names have been changed. 
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treatment has been ineffective.  IHIP-A targets rural communities where ACT Programs 
have been found to not be as cost effective as in urban and suburban communities.  

● Five County Crisis Beds program serves persons who are at risk for psychiatric 
hospitalization or who need to step down from a hospital setting.  Participants can be 
expected to become stabilized in a short period of time, typically within seven to 10 
days. The program provides assessment and stabilization, individual supportive 
counseling, and case management services.  Transportation services to and from mental 
health and substance use treatment, as well as medical appointments are available to 
individuals when necessary. 

● Gaudenzia’s Walk-in/Withdrawal Assessment Referral Management Services (WARMS) 
Center which screens, assesses and links individuals with active opioid use to 
appropriate treatment services and/or resources. 

● Crisis Stabilization Services for individuals with opiate use who are looking for treatment 
and have no stable community plan while waiting for available care. 

Older Adult Services 

● Older Adult Behavioral Health Preadmission Screening and Resident Review (PASRR) 
Specialists primary role in PASRR involves follow up visits, training, and coordination of 
mental health services. The specialists conduct follow up visits with individuals with 
mental illness, admitted to Maryland nursing facilities through the PASRR process. They 
meet with both the individual and the staff at the facility to determine training needs, 
specialized service’s needs, and whether community options counseling is desired. 
Additionally, the Specialists will assist nursing facilities with coordinating mental health 
services for nursing facility residents admitted through PASRR by identifying local 
mental health providers that are qualified and willing to provide services within this 
setting. 

● Medical Services/Nursing Support at Arundel Lodge - Service recipients have a serious 
mental health disorder as well as complex medical diagnoses such as cancer, 
hypertension, diabetes, and cardiovascular disease.  The program employs a part-time 
(.5 FTE) registered nurse and a part-time (.5 FTE) rehabilitation/ somatic liaison 
specialist to provide support services such as transportation, conducting vision and 
hearing examinations, and health care/lifestyle education sessions.  

● AACDOH’s Road to Recovery clinics take on the task of accommodating the complex 
needs of older individuals on MAT when their original clinic is unable to do so. 

Carlos*, a 57-year-old Hispanic male, relapsed after 2 years of sobriety.  Carlos owned a landscaping and hauling 
company that provided support for him and his brother’s families.  He sought help from Baltimore Washington 
Medical Center (BWMC) after losing it all including equipment, prospective jobs, contact with family and his 
relationship with his newborn grandchild.  Once at BWMC, a peer engaged Carlos and linked him with Crisis 
Stabilization Services.  Carlos transitioned from the crisis bed to residential treatment, which he completed 
successfully.  Carlos has reunited with his family and is back running his business with his brother.  He is currently 
engagement in Intensive Outpatient Program services and is doing well with maintaining his sobriety. 
*All names have been changed. 
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Mental Health Special Population Groups 

● Court and Criminal Justice Involvement 
○ Trauma, Addiction, Mental health And Recovery (TAMAR) provides for a licensed 

mental health professional to attend weekly mental health meetings at the 
Ordnance Road Detention Center (ORDC), complete quarterly audits, and attend 
quarterly Quality Assurance meetings for the TAMAR program.  The licensed mental 
health professional screens, assesses, and provides individual and group therapy to 
female inmates who have issues related to trauma, mental health, and addictions.  

○ Five County Jail Mental Health provides mental health services in the detention 
centers in St. Mary’s and Charles counties.  The program identifies individuals 
involved in the criminal system who have severe mental illness, and/or are at risk for 
re-institutionalization (psychiatric hospitalization or re-incarceration due to serious 
mental illness).   Individuals receive mental health services with 24 hour on-call 
capability. Direct clinical services include assessment and brief treatment for mental 
illness, psychiatric evaluation and medication, and referral for case management and 
outpatient treatment services upon the individual’s release. 

○ Maryland Community Criminal Justice Treatment Program (MCCJTP) provides 
mental health biopsychosocial assessments, individual and group therapy, and 
mental health case management services to the detention facilities at Jennifer and 
Ordnance Roads. 

○ Waxter Children’s Center to provide therapeutic services at the Waxter Children’s 
Center, a secure detention facility for female youth, continued in FY 19.  Under this 
contract, two LCSW-C clinicians provided a variety of mental health services to the 
residents of the center. 

○ Jail Diversion works to assist with minimizing incarceration by providing specific 
services to assess, stabilize and treat persons with behavioral health disorders who 
need immediate services to assist them in stabilizing and engaging as a first step in 
the recovery process. 
 

Rose* is a 29-year-old woman incarcerated for 18 months for armed robbery and conspiracy. She was diagnosed 
with Major Depression and referred to the Jail Mental Health program. While in detention, Rose was able to take 
advantage of seeing the psychiatrist and she was prescribed medication to address her symptoms. She met with 
a therapist and participated in group. Also, a new mom, she participated in classes that were available and 
meaningful to her such as parenting classes, anger management, and life skills. She really thrived with these 
supports and was determined to do things differently when she was released. Upon her release, she was referred 
to outpatient treatment mental health treatment and a community support program.   The outpatient program 
reports that she continues to engage in treatment with her therapist and psychiatrist. She recently obtained her 
driver’s license again which will open up new employment opportunities to help her support herself and her 
toddler. 
*All names have been changed. 
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● Traumatic Brain Injury   
○ Specialized Treatment Services for Individuals with Traumatic Brain Injury. 
○ Traumatic Brain Injury Case Management provides brain injury waiver case 

management for adults with traumatic brain injury (TBI), as well as staffing a phone 
line to provide RBI resources and information. 

● Homelessness 
○ Maryland Collaboration for Homeless Enhancement Services (MD CHES). 
○ Continuum of Care (CoC) - this program is a federally funded housing program that 

provides housing subsidies for 27 single adults and 8 families. This grant provides 
rental assistance for homeless individuals with a serious mental illness as well as 
their families since 1995. 

○ Supported Housing Opportunities Program (SHOP) is a federal grant program 
through the Arundel Community Development Services (ACDS) to provide 
permanent supportive housing for homeless individuals with severe mental illness, 
as well as their families. 

○ Samaritan Housing Bonus - this program is funded through Arundel Community 
Development Services (ACDS) and provides a rental subsidy for six chronically 
homeless individuals. 

○ CHES Housing - this program is our most recent addition to permanent supportive 
housing. In 2017 the AACMHA began this housing program to work with individuals 
with severe and persistent mental illness. 

○ Housing Case Management - this program provides case management and 
Psychiatric Rehabilitation Program services to participants in our housing programs. 

○ Supported Housing Developers - this program provides permanent supported 
housing to individuals with behavioral health disorders who can live independently 
in the community. 

○ Homeless ID Project - this project has succeeded at eliminating a common barrier to 
accessing behavioral health supports, housing, entitlements, etc. by providing the 
funding needed to acquire basic documentation. 

● Victims of Trauma 
○ Trauma, Addiction, Mental health And Recovery (TAMAR) provides for a licensed 

mental health professional to attend weekly mental health meetings at the 
Ordnance Road Correctional Center (ORCC), complete quarterly audits, and attend 
quarterly Quality Assurance meetings for the TAMAR program.  The licensed mental 
health professional screens, assesses, and provides individual and group therapy to 
female inmates who have issues related to trauma, mental health, and addictions. 

○ AACDOH supports the YWCA Sexual Assault Center which operates a 24-hour crisis 
hotline as well as offering safe house shelter, counseling, support groups, case 
management, hospital accompaniment and legal representation.  

○ Trauma informed programming and trauma certified clinicians for ages 4 - 18 
provided at AACDOH Adolescent and Family Services (AFS). 
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● Individuals who are Deaf or Hard of Hearing 
○ Deaf and Hard of Hearing Program/Signing Therapists – This program employs deaf 

staff who have a greater understanding of the deaf culture.  Interpreters are 
provided for staff meetings, community events, medical appointments, therapy 
appointments, day program activities, and individual rehabilitation planning 
meetings (IRP). 

● Transitions from Intense Level RRP to Supportive Housing 
○ Hospital Discharge Initiative - this program allows for additional support for 

individuals who are hard to place when transitioning from a State Hospital to a 
community-based program. 

○ Crownsville Hospital Community Project — Patient Specific - this program allows for 
additional support for individuals who are hard to place when transitioning from a 
State Hospital to a community-based program. 

● Transitions from RRP to independent living 
○ Housing Support Services/Training - tenant training throughout the community and 

to providers and individuals upon request.  The training includes topics on how to be 
a good tenant and neighbor, budgeting issues and how to make small repairs.  It is 
always well received and much needed.  Especially for our individuals who may 
never have lived independently.  The AACMHA is working with SHD to create a 
welcome folder for all new tenants with resources for individuals new to SHD. 

● Forensic Involvement and Discharging from a state hospital        
○ Clifton T. Perkins Hospital Psychiatric Rehabilitation Program - Patients from Clifton 

T. Perkins Discharge Unit are scheduled to attend Way Station’s day program in 
Columbia two times per week.  This is to assist individuals in becoming ready for 
community placement.  The Day Program is designed to assist individuals with 
enhancing their mental and physical health.  This is accomplished through 
interventions such as Illness Management and Recovery (an evidenced-based 
program), as well as a Dual Recovery group. 

○ Segue Transition Visits - program was originally developed to assist with 
transitioning patients from Springfield Hospital Center who, for various reasons, 
have had difficulty finding community placements.  

● TAY transitioning from RTC 
○ Transition Aged Youth Program - this program provides services to individuals 

between the ages of 16-25 who have mental health and emotional disabilities 
assisting them as they transition into adulthood. The program is designed to provide 
each youth with positive, appropriate, culturally competent, youth driven and 
developmentally appropriate services through Assertive Engagement, Person 
Centered Planning and Community Based Skills Teaching and Development. This 
model promotes self-sufficiency, self-determination, and empowerment by 
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providing services that are accessible, age appropriate, strength-based and person-
centered, with a strong emphasis on a youth voice. 

Substance Use Disorder Special Population Groups 
● Risk for relapse due to an unstable recovery/living environment 

○ Sustainable Recovery Residences (SOR grant), AACDOH manages the grant and 
contracts with five Recovery Residences, serving both men and women.  The typical 
stay is 8 weeks but can be extended in special circumstances.  

○ Crisis Stabilization Beds (MORR grant), provides SUD Triage and Transition (TnT) to 
Treatment for Opioid diagnosed clients experiencing a substance use crisis. AACDOH 
manages the grant funding and provides supportive peer services. 

○ HIDTA Recovery Housing provides stable housing environment for 90 days to 
persons involved in Drug Court. 

● Opioid-related disorders engaged in Medication Assisted Treatment (MAT) 
○ Recovery residences that support MAT. 
○ Peer Support Services including PWWC that work specifically with individuals on 

MAT.  
○ A buprenorphine coordinator that assists individuals in transferring services to a 

community provider upon completion of counseling services. 
○ Wellmobile engages and supports a hard to reach population with low-threshold 

buprenorphine. 
● Intravenous drug users 

○ Priority admission to treatment programs. 
○ Harm reduction activities designed to reduce the risk associated with IV and other 

substance use. 
● Transitioning from incarceration to the community 

○ Road to Recovery MAT program at Ordnance Road Correctional Center provides 
inmates the opportunity to either continue or begin medication-assisted treatment 
while incarcerated, receive addiction counseling, follow up referrals to outpatient 
treatment upon release. 

○ Dedicated peer support specialists work with inmates pre and post release to assist 
with service and resource navigation and linkages. 

○ Coordination with linkage to Maryland Reentry Resource Center which offers case 
management, mentoring, job placement and training. 

● Individuals who are HIV positive 
○ Priority admission to treatment programs. 
○ HIV risk assessments incorporated into treatment programs’ admission and intake 

process. 
○ AACDOH provides free and confidential testing along with risk assessment, 

counseling and referral services. Treatment programs are provided referral 
information and offered in-service training. 

○ AACDOH case-managers assist with linkage to mental health and SUD treatment 
services as well as accepting referrals for case management from local providers. 
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○ AACDOH offers support groups several times a month and offers individual and 
group counseling sessions. 

○ Linkages with medical providers line Chase Brexton. 
● Individuals with co-occurring disorders 

○ Road to Recovery MAT program serves patients with co-occurring disorders by 
providing psychiatric evaluations and medication management on both sites, Glen 
Burnie and Annapolis. 

○ Adolescent and Family Services is certified for integrated care. 
○ Additional treatment providers that offer co-occurring services include, but are not 

limited to: 
■ Arundel Lodge 
■ Project Chesapeake 
■ Robert Pascal Youth and Family Services 
■ Rebirth Enhancement Services 
■ Vesta 
■ M&M Behavioral Health 

● Pregnant Women 
○ Priority admission to treatment programs 
○ Road to Recovery MAT program (RTR)- Offers an educational program for pregnant 

women on MAT that includes, but not limited to: OB/GYN care issues, substance use 
and pregnancy, pregnancy and opioid maintenance therapy, post-partum issues, 
baby-care post-delivery, and breast-feeding.  Many local OTP’s transfer pregnant 
patients to one of the RTR clinics due to this specialized programming and 
coordinated case-management with other AACDOH services. 

○ Road to Recovery located at Ordnance Road Correctional Center (ORCC) will 
maintain pregnant females who enter one of the detention centers in the County on 
MAT.  If a female pregnant inmate who is not on MAT but does have active opioid 
use and is eligible to be moved from Jennifer Road Detention Center to ORCC, RTR 
will admit if appropriate and start methadone maintenance.   

○ Pregnant Women and Women with Children (PWWC) program. 
● Recovery Housing for Women and Children 

○ AACDOH has partnered with three local service providers to provide Recovery 
Housing for women, over 18, and children.  There is no limit to the number of or 
ages of the children. 

● Adolescents, ages 12-17 (additional) 
○ Adolescent Clubhouses: Free, after school enrichment activities, trips, cooking 

classes, sports, video games, homework help and tutoring, job assistance, and 
substance use support.  Focus is on developing leadership skills and individual 
strengths in a safe, drug-free environment. 

■ Rediscovering ME Clubhouse in Brooklyn Park 
■ H2o 4 L.I.F.E. Clubhouse in Annapolis 
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Development and Implementation of Integrated Behavioral 
Health Services 
The LBHA takes a leadership role in the development and implementation of integrated 
behavioral health services in the County and engages with state and local government agencies, 
direct service providers, hospitals, community organizations on an ongoing basis. 

Some of the collaboration activities are: 

● Co-chairs of the Anne Arundel County Behavioral Health Advisory Council 
● Maryland Behavioral Health Authorities (MAHBA), member 
● MAHBA Integration Transition Committee, co-chair 
● Community Resource Initiative Care Team, member 
● Youth Suicide Awareness Committee, member 
● Anne Arundel County Criminal Justice Council, member 
● Anne Arundel County Drug and Alcohol Council, alternate co-chair 
● Joint Provider Meetings (service providers), co-chairs 
● Anne Arundel Public Schools Wellness Committee, member 
● Mental Health Task Force, co-chair 
● Gun Violence Task Force, Chair, Behavioral Health Subcommittee 
● District Drug and DUI Court Team, member 

Through these partnerships and collaboration activities, the LBHA is able to identify needs and 
resources as well as gaps in services.  The FY2021 Goals, reflect this ongoing process. 

Behavioral Health Services Needs 
Anne Arundel County has worked to create a robust continuum of care to meet the needs of 
our residents.  Through continuing assessment and outreach, service gaps are identified and 
work to fill them begins.  Currently, some areas of need are children’s mental health services, 
methadone maintenance for the aging population, Crisis Intervention Team clinicians and lower 
level residential treatment services. 

As noted previously in this report, Children’s Mental Health Services have been identified as a 
need in the County.  The number of calls for children to the Crisis Response Warmline and use 
of services for children in the Adolescent and Family Services clinic has continued to increase.  
Participants in the School System’s Mental Health Task Force also recognize that the needs of 
children are becoming more complex. 

The increasing aging population of the County also poses a need for services.  Particularly of 
note is the increased needs of the aging population in methadone maintenance.  The current 
reimbursement structure as well as the regulations governing opioid treatment programs do 
not take these needs into consideration. While it is understood that these requirements are 
there to ensure safety and reduce risk of diversion, they create barriers to care for individuals 
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who due to age are declining in health and mobility.  Finding strategies to meet these 
challenges are further complicated by the current payment structure.   

There is a growing number of individuals stepping down from 3.7 SUD residential treatment 
that are unable to find an available lower level of care treatment bed.  The alternative care plan 
is recovery housing with intensive outpatient or outpatient or recovery housing only.  While 
there are numerous positive outcomes associated with recovery housing, individuals needing 
the additional support and structure of a less intensive residential treatment program are at 
greater risk of not sustaining and building on recovery.   

Currently, all members of the Anne Arundel County Police Department are trained in Crisis 
Intervention, but the ability for Crisis Intervention Teams to conduct additional assessments 
relies on having an independently licensed behavioral health clinician.  These specifically 
trained professionals are in high demand and keeping a trained staff can be a challenge.  

Coordination of Care of High Risk and High Cost Users 
Intensive Care Coordination (ICC) is a new initiative aimed at providing intensive care 
coordination and recovery support services to individuals with opioid use disorder (OUD), who 
may be at risk of overdose in the community or upon release from a local detention center, are 
high utilizers of the emergency departments or SUD residential treatment facilities, or have 
repeat admissions to recovery housing.  

The Crisis Response System developed the High Utilizer Frequent Emergency Department 
(HUFED) initiative.  Under HUFED, individuals with behavioral health issues who overuse 
hospital emergency departments are connected to community-based treatment to reduce 
these frequent emergency department visits.  A Care Coordinator follows up after discharge to 
ensure that these individuals continue to receive needed services that will allow them to avoid 
repeated hospitalizations and remain in the community.  Crisis stabilization services are also 
provided to individuals who have been seen by the MCT and need follow-up until they can be 
linked with community services.  During FY 19, there were 70 calls for the HUFED program, with 
the Care Coordinator completing 34 follow-up contacts.  With the addition of follow-up services 
to the CRS, the cost savings to the system is estimated to be approximately $1 million annually 
based on reduced hospitalization and repeated 911 calls.  In addition to the monetary savings 
realized, there is also a tremendous benefit for the individuals and their families.  These 
residents can avoid repeated hospitalizations and incarcerations, thereby remaining a part of 
the community and furthering their recovery.   

Clinical Application of the ASAM Patient Placement Criteria 
The AACDOH and AACMHA have been leaders in the support, promotion and staff development 
of the ASAM Patient Placement Criteria for the past 20 years.  Together, they have funded 
numerous workshops and all-day trainings, led by national leaders including Dr. Mee Lee, for 
staff in both public and private agencies throughout the County.  The Change Agents are 
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currently developing a curriculum that builds clinician and agency competencies in best 
practices, including the use of ASAM criteria.   

Needs and Gaps in Housing 

AACMHA and AACDOH work diligently to overcome barriers within our county when it comes to 
affordable, safe and adequate housing. Like many other jurisdictions, Anne Arundel County’s 
waiting lists for public housing projects are extensive which can cause a significant delay in 
obtaining a housing voucher. In addition, there are legal and financial criteria that may 
eliminate specific subpopulations from being eligible for those vouchers. AACMHA has sought 
to address this issue by offering permanent supportive housing options to chronically homeless 
individuals with serious and persistent mental illnesses. Housing programs funded through 
AACMHA and AACDOH utilize the Housing First model which allows participants to enter these 
special programs despite their sobriety status, treatment participation, or criminal history. 
Supportive services are offered to the individual after they are housed in hopes of gaining 
stability and preventing a return to homelessness. This can be a challenging population to 
house and the Specialty Housing Coordinator is dedicated to educating landlords and finding 
appropriate housing to best suit the needs of the participants. 

The participants that enter our program come from the chronically homeless list that is 
maintained by the Department of Social Services. To be eligible, individuals must meet the 
chronic homeless definition set by Housing and Urban Development (HUD) as well as have a 
priority population diagnosis. Once the individual or family is housed, they must meet with their 
case manager a minimum of twice monthly to work towards goals decided on and agreed to by 
the participant. Housing participants are also expected to complete the following during their 
time in the program: 

● Apply for and maintain all entitlements; 
● Actively seek income; 
● Maintain their housing units; 
● Apply 30% of their income toward their rent and utilities, if applicable. 

Accepting a housing subsidy can be very difficult for individuals who experience chronic 
homelessness. Individuals who are considered for the program often become very fearful and 
anxious as they may have been homeless for a considerable period of time. When the 
participant becomes housed, they are faced with new responsibilities that they may have never 
previously encountered. Case management becomes an integral part of addressing the 
transition from homelessness to housing. At the start of the program the individual and case 
manager are often working on budgeting, maintaining a household, applying for benefits and 
connecting to various treatment providers. This process can be overwhelming and is unique to 
each individual. The case manager offers support and helps the individual navigate this new 
way of living.  Participants are able to acquire the skills they want and need to maintain a safer, 
more secure lifestyle. 
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The Housing First model has proven to be very effective.  ‘Housing First’ is a recovery-oriented 
approach to ending homelessness that centers on moving people experiencing homelessness 
into independent and permanent housing and then providing additional supports and services.  
There can be significant challenges when attempting to house the individuals who are eligible 
to participate in this program. The most common issue is locating appropriate units that are 
within the Fair Market Rate (FMR). FMR is set annually by HUD which determines how much 
money is allocated to each participant for their approved size unit. Generally, FMR increases in 
conjunction with the area’s rental rates.   In the past year FMR has decreased while rental rates 
continue to rise or remain static.  Anne Arundel County remains categorized into the same FMR 
as Baltimore City, which helps to explain this discrepancy.  Program participants, who are 
required to stay within the FMR, have felt the impacts of this as rental rates and available 
options are significantly different in the two areas. There tends to be more rental units within 
the FMR in Baltimore city as opposed to rental units in Anne Arundel County.  To remedy this 
situation, the AACMHA worked with the Anne Arundel County Housing Commission to request 
to be removed from Baltimore City’s region in order to better meet the needs of the population 
we serve. In general, residents prefer to remain in their jurisdiction as they are familiar with the 
local support system, so the case managers and all staff continue to work with landlords and to 
seek housing that is affordable and within the FMR. 

A significant amount of time is spent educating landlords on what a housing subsidy entail. 
Cultivating good working relationships with landlords is essential to the success of the program.  
Most landlords have little to no experience with subsidies, and therefore do not make their 
units available to individuals receiving them. As new landlords begin to rent to our programs, 
we are taking more time to ensure they understand that not only will they receive rent through 
the subsidy program, but their tenants have a whole team behind them to help with any 
problems that may arise. As landlords become willing to work with our program and experience 
first-hand what our housing programs are, they are offering more units to our participants. As a 
result of the positive changes we have seen with our current landlords, staff members will 
continue to seek out, educate, and collaborate with other prospective landlords in hopes that 
they will begin to accept these vouchers. 

For program participants who can successfully transition from the subsidy, the LBHA advocates 
for the individual with landlords and the Anne Arundel and Annapolis City Housing Commissions 
to locate new units, as needed. Case management remains available to every individual exiting 
the subsidy if they choose to continue the service. The case manager can work with the 
individual to find the best housing situation for them and work on goals that pertain to the 
lifestyle they wish to have. 

The Housing First model is a HUD standard in order to receive the subsidy funding. We have 
seen the benefits of making housing the priority while adopting a more individually driven, 
recovery-focused model to treatment. There has been an increase in individuals’ participation 
since using this model as housing is no longer dependent on the individual participating in 
treatment. It also allows the individual to work at their own pace and on the goals that are a 
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priority for them. As local systems managers, we will continue to advocate for this model to be 
utilized when assisting our housing clients to become more independent. 

The housing gap is also being addressed by supporting the expansion of certified recovery 
residences.  This support comes in more forms than financial, including the recent work around 
good neighbor policies, overdose response training, acceptance of individuals on MAT, and 
offering additional support for those struggling with episodic use. There is a quarterly provider 
meeting held with all certified providers to disseminate information, identify gaps and 
challenges as well as problem solve. The County currently has 24 certified recovery residences.  

Included in that number are the recovery housing programs for women with their children.  To 
be eligible, a woman must be age 18 or older, have at least one child in her physical custody, 
have a diagnosed substance use disorder and participate in substance use treatment or 
aftercare as appropriate.  This program is unique as there is no limit to the number of or ages of 
the children.  A full time AACDOH Care Coordinator provides a myriad of services to any woman 
participating in the program.  Currently there are 8 houses with a capacity to serve up to 21 
families depending on the number of children involved.  The Mary’s Lamb project, through 
Opportunity Ministries, had some building delays and is currently waiting on final inspections.  
the new house will have the capacity to house 6 families and a total of 16 inhabitants. 

Office-Based Buprenorphine 
Buprenorphine expansion has been a component of the County’s strategic plan in combating 
the current opioid-related public health crisis.  While there is an adequate number of treatment 
programs that provide buprenorphine as part of their treatment services, the numbers of 
individuals seeking these services from traditional treatment programs is surprisingly less than 
expected.  Additionally, there continues to be a lack of Primary Care Practitioners (PCP) 
providing office-based buprenorphine treatment to their patients as well. 

The County’s Buprenorphine Coordinator is dedicated to building the local system's capacity to 
provide buprenorphine thus expanding the service by: 

Ms. S* was an expectant mother who had lost the father of her child to an overdose early in her pregnancy.  She 
had lost her mother a couple of years previously.  Ms. S, during her time in RHWC, worked tirelessly to obtain her 
certification as a dental hygiene assistant and saved as much money as she could.  She worked diligently to 
establish her son’s paternity to try to earn him the right to survivor’s benefits, which she eventually won.  She 
purchased a reliable, affordable vehicle that she could count on to get herself and son to work, doctors’ 
appointments and to keep herself involved in her recovery.  Ms. S has worked to repair the strained family 
relationship while in the RHWC program and recently, unexpectedly lost her father.  She has remained committed 
to her recovery and utilized her network and resources to deal with this personal tragedy. 
 
Ms. S is a shining example of the impact the RHWC program has for the women and children it serves.  Ms. S has 
moved out of the program and into her own place with her son, without roommates, family or a boyfriend.  She is 
doing this on her own with her child.  She is working towards her own future. 
*All names have been changed. 
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● Continual assessment of the challenges and barriers in providing medication assisted 
treatment 

● Identifying potential solutions and strategies in addressing the challenges and barriers 
● Developing and implementing a network of buprenorphine services within the County 
● Integrating all services providers (including psychiatrists, primary care providers and 

treatment providers) into a functional continuum of care network 
● Conducting outreach, education and technical assistance to providers 
● Organizing CME events for providers in collaboration with Maryland Addiction 

Consultation Service (MACS) 
● Establishing linkages between primary care physicians and substance use disorder 

treatment programs, assisting patients with locating appropriate treatment programs as 
needed 

● Developing outreach materials for diverse audiences on the use of various MAT 
medications 

Over the past year, there has been an increase in Primary Care Practitioners from 1 to 9 who 
actively prescribe Buprenorphine (BUP) medication management in the community.  Much of 
this increase can be attributed to the SUPPORT Act of 2018 which extended to nurse 
practitioners the privilege to practice opioid dependency treatment with approved 
buprenorphine.  

The County has organized and hosted two waiver training sessions with the last one focused on 
developing the capacity of local emergency departments to initiate MAT for eligible patients. 
These efforts resulted in the registration of 8 community providers for their DATA 2000 waivers 
who began prescribing in 2019.  This is significant in that most practitioners who have the 
waiver choose not to prescribe. 

The Buprenorphine Coordinator provided technical assistance and support for AAMC’s Bridge 
program.  This program will have ED physicians providing buprenorphine to individuals served 
in the ED with linkage to continuing care appointments in the community. 

As part of the expansion effort, several outreach and informational materials have been 
developed including but not limited to:  A Medicated Assisted Treatment "MAT Fast Facts" and 
“Treat Addiction. Save Lives” brochures.  

Co-Occurring Disorders and Dual Diagnosis Capability Training 

The Change Agents are a sub-committee of the BHAC that meets monthly. The Change Agents 
represent frontline staff from a variety of organizations. They’ve included individuals in 
recovery, peer specialists, mental health and substance abuse providers, frontline clinicians, 
and administrative staff.  In addition to keeping the Co-Occurring Steering Committee informed 
of challenges and successes facing the community, they are committed to making 
improvements across the behavioral health system taking on such initiatives as the creation of 
a behavior health toolkit for physicians and creation of co-occurring core competencies and 
resources.  The Change Agents are tasked with the promotion and quarterly maintenance of the 
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Behavioral Health toolkit, an online website created by the Change Agents to assist healthcare 
providers in identifying mental health and substance use conditions and facilitate access to 
services. It contains training and technical assistance on integrating primary and behavioral 
health; resources on how to screen for behavioral health conditions; linkages to treatment; and 
supports that address mental health and substance use issues affecting children, adolescents 
and adults.  In FY 19, the group also made improvements and revisions to the Co-Occurring 
Competencies, a set of recommended competencies created by the Change Agents that 
includes definitions, knowledge, skills and resources for organizations working with individuals 
with Co-Occurring disorders.   

Crisis Response Services and Diversion Activities 

Individuals with mental health and substance use disorders who are experiencing a crisis are at 
risk of being treated in hospital emergency departments or may even become incarcerated.  
Both options are costly and inappropriate and can often be prevented with a more appropriate 
intervention.  Emergency department and correctional facility staff are usually not equipped to 
provide the specialized treatment and aftercare needed by someone with a behavioral health 
issue.  This can lead to recidivism and poor outcomes.   

In response to the growing need for crisis services and the desire to serve individuals in the 
least restrictive setting, the CRS was developed to provide an array of behavioral health options 
and supports for individuals experiencing a behavioral health crisis.  Training all police on 
behavioral health matters through Mental Health First Aid, the law enforcement officers are 
now sensitive to behavioral health concerns and quickly call for CRS to assist.  Trained CRS staff 
serve to prevent many crises from escalating to more serious situations, often preventing 
inpatient hospitalization or incarceration. 

The County’s current CRS has evolved into a hybrid based on elements of the Berkeley Model of 
Mobile Crisis Teams (MCT), the Memphis Model for Crisis Intervention Teams (CIT), and the 
Rhode Island model for Safe Stations as modified by Anne Arundel County for our system of 
care.  The CRS is comprised of MCT, mobile treatment, in-home intervention treatment, jail 
diversion, hospital diversion, transportation, emergency departments, residential crisis services, 
CIT, Safe Stations, and urgent care.  

An Operations Center (OPS) serves as the hub of the CRS, operating a “warm-line” which serves 
as a single point of contact for people in Anne Arundel County who are experiencing a 
behavioral health crisis.  Calls also include those from individuals who have learned of the 
system through our extensive outreach and are requesting assistance before the situation 
becomes a crisis.  Other calls are less crisis oriented are the individuals are seeking assistance 
with locating available resources.   The OPS is staffed 24 hours a day, seven days a week, 365 
days a year.   
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Mobile Crisis Teams 

The MCTs were designed to respond primarily to calls from police officers and the teams are on 
police radios. In addition, if OPS receives a call regarding an individual who is in severe crisis, 
they can refer calls to one of the agency’s MCTs.  The MCT can then be dispatched to assist in 
stabilizing the individual and connect them to the most appropriate services.  During FY 19, the 
MCTs were dispatched 2,148 times.  The MCTs serve the entire county on a 24/7/365 basis.  
The CRS staggers and manipulates its shifts to accommodate high volume call days.  On days 
when there are sudden surges, there are contingent part-time staff (CPT) to assist.  

Care Coordination 

The follow-up that is conducted with individuals after their immediate crisis is resolved is a 
highly effective component of Anne Arundel County’s CRS.  Warm-line operators conduct 
follow-up calls to individuals who call for services and resources.  The operators also contact 
providers to coordinate care.  In addition, there is a care coordination element of CRS that can 
offer more than a follow up call if the situation requires intense support.  During FY 19, care 
coordination completed 18,114 follow-up calls to individuals and had 4,720 face-to-face 
contacts with them.  Follow-up is also conducted for individuals seen by the MCT.  These crisis 
stabilization visits are an important aspect to ensuring that individuals can remain stable and 
mitigate additional crises.  Care Coordination data for FY 19 is included in the following chart: 

Safe Stations 

Fiscal Year 19 was the second full year for the pilot program, “Safe Stations”, which was 
implemented in response to the growing opioid epidemic.  Safe Stations allows persons with 
substance use disorders, who are ready for and seeking treatment, to walk into any police or 
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fire station and request assistance.  Once at the station, the individual will be given a medical 
assessment by emergency medical services (EMS) personnel that is within their scope of 
practice.  If they do not need immediate medical attention, a Crisis Response team is contacted 
to provide further access to SUD treatment and follow-up care.   If the individual does require 
immediate medical attention, they are transported to the emergency department (ED) by EMS 
and a MCT will meet the individual in the ED.  Within 4 days, a treatment provider is located 
and a “warm hand-off” occurs.  Peer support services are continued.    

A new development in FY 19 was that many individuals are now asking to meet with Safe 
Stations clinicians in the community.  This provides them the opportunity to initiate their 
treatment efforts, while not taking a fire station out of service.  At the end of June 2019, 1,241 
duplicated assessments had been completed, 88% of individuals were connected to treatment 
and 50% completed treatment.  An additional 233 individuals were assessed in the community, 
rather than a fire or police station. 
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FY 17 71 0 71 
FY 18 868 16 884 
FY 19 1,241 233 1,474 
Total 2,180 249 2,429 

The success of Safe Stations continues to exceed expectations.  At the onset of the pilot, it was 
estimated that 3 to 5 calls per week would be received by individuals wishing to enter 
substance use treatment.  By the end of FY 19, the average number of calls was 4 a day.  The 
average length of time to complete a Safe Stations call is on average 2 times longer than a MCT 
call because of the many challenges facing individuals who have a Substance Use Disorder.  
These include homelessness, lack of resources, no health insurance, the nature of the illness 
itself, and often these individuals have been previously unsuccessful and are not welcome into 
certain treatment providers.  It takes quite a bit of time and effort for a successful recovery plan 
to be developed with the individual. 

Crisis Intervention Teams 

A vital component of the CRS has been the partnership with the Anne Arundel County Police to 
implement Crisis Intervention Teams (CIT)s.  The CITs consist of an officer trained in CIT and an 
independently licensed, behavioral health clinician.  The advantage of having a CIT is that they 
can respond in situations where MCTs cannot, such as when weapons or barricades are 
involved, or as first arrival at schools until a parent/guardian can be reached.  These teams also 
provide comfort to county residents, as a police officer has the authority to go onto someone’s 
property to perform a “well-being” check, where no component of CRS can do this nor would it 
be safe to do so.  

As with other units within the CRS, CIT staff conduct follow-up with individuals who are 
determined to be at high-risk in order to engage them in treatment.  CIT staff also conduct 
follow-up on emergency petitions initiated by police, individuals who have repeatedly called 
911, and persons with mental illness who have been identified as high utilizers of emergency 
departments.   In response to the heroin epidemic, CIT staff will also follow-up with individuals 
who have a history of repeated overdoses to attempt to engage them into substance use 
treatment.  

CIT has also been called to action by several Anne Arundel County judges and by the detention 
center staff.  These are in instances where the court has no legal means to detain an individual, 
or an individual has served their time and must be released, but the individual may benefit from 
treatment.  In these cases, a CIT will follow up and attempt to engage the individual into 
community services.  

Mobile Crisis and Stabilization (MCSS) 

MCSS provides a vital crisis and stabilization services to youth in Anne Arundel County. The 
program is operated as part of the Crisis Response System. The team responds to schools, and 
to the community in order to assist during a behavioral health crisis and provided the follow up 
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services and linkage to community-based services. This service is vital to keeping youth in 
school and in their current living situation. This year the AACMHA had the opportunity to 
advocate for a change in programing within MCSS. A state-wide committee met for over a year 
to look at implementing a Mobile Response Stabilization Service (MRSS). MRSS is in several 
states that not only included the mobile crisis system but also an 8-week stabilization program. 
In early 2019, the MCSS funding was put out on competitive bid. This funding has been key to 
the success of the CRS for the past 10 years.  The AACMHA applied and was awarded funding to 
begin the new Maryland MRSS program in FY 2020. Due to the success and county-wide 
partnerships with the MCSS program, the MRSS program will keep the core component of 
Mobile Crisis and will add the stabilization service. FY 2019 saw another significant increase in 
the number of calls for youth crisis services. The clinical complexity of the calls continues to 
increase. The teams continue to find innovative ways to assist youth and their families while the 
return to their pre-crisis level of functioning. 

Hospital Diversion 

Hospital Diversion is another tool available to the CRS.  Under the Hospital Diversion Program, a 
clinician is co-located at Anne Arundel Medical Center and Baltimore Washington Medical 
Center to follow-up on any individuals admitted under emergency petitions the previous day. 

This clinician consults with hospital staff to determine if there is an alternative to an inpatient 
stay for the individual.  When it is determined that the individual could be safely discharged, 
the clinician works with the individual to connect them to community services.  Should the 
individual need more intensive services, placement in a mental health crisis bed is an option.  A 
mental health crisis bed allows the individual to be discharged from a more restrictive hospital 
inpatient unit while receiving crisis stabilization services.  Individuals can remain in the crisis 
bed for up to 10 days.  Should additional days be needed to stabilize the person in crisis, the 
clinician works with the provider and the CSA to obtain authorization from the State’s 
Administrative Services Organization.   

The Hospital Diversion Program’s clinician can assess individuals for appropriateness to receive 
Crisis Case Management.  Crisis Case Management serves as another mechanism for reducing 
emergency department visits.  During FY 19, 200 assessments were conducted to obtain 
placement in crisis beds, 11 individuals obtaining placement in substance use treatment, and 40 
referred to Care Coordination.  Because these individuals were able to obtain services in more 
appropriate settings, they did not use more expensive inpatient beds and resources. 

Jail Diversion – Jennifer Road 

Anne Arundel County built on the success of the existing Crisis Response System (CSR) by 
adding a Jail Diversion program at the Jennifer Road Detention Center in 2015. Jennifer Road is 
one of two County Detention Facilities.  The Jail Diversion program was designed to assist with 
minimizing incarceration by providing specific services to assess, stabilize and treat persons 
with behavioral health disorders who need immediate services to assist them in stabilizing and 
engaging as a first step in the recovery process. 
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Recognizing that persons with behavioral health disorders are arrested and incarcerated at high 
rates despite the system’s best efforts, a Jail Diversion Worker works in both in the jail and in 
the community to reduce the overrepresentation of persons with mental illness who are 
incarcerated. In conjunction with detention center personnel, the Jail Diversion Worker gathers 
information and assesses readiness for those individuals who can be safely released back into 
the community. The Jail Diversion Worker develops a plan of care with the inmate for 
presentation to the Judge and the attorneys. If the plan is acceptable, the inmate is released, 
and the plan is implemented by the jail diversion specialist and the individual. 

The number of participants in the Jail Diversion Program has remained stable over the past 3 
years, as well as the recidivism rate.  Nationally, the average recidivism rate is around 40% of 
individuals being re-incarcerated within the first 3 years of their release, but the rate for this 
program is 10%, well below the average in Maryland at 40.5% 

 

Jail Diversion – Ordnance Road 

This fiscal year the AACMHA was awarded a one-year grant to expand Jail Diversion Services to 
the Ordnance Road Correctional Center, the second Detention Facility in Anne Arundel County.  
With a shift in how the detention center operated, the Pre-Trial program saw an opportunity to 
provide services in the northern end of the County. Historically all pretrial services were 
operated at the Jennifer Road Detention Center. This year, individuals living in the northern end 
of the County were able to report to Ordnance Road Detention Center for pretrial services. The 
individuals reporting to this facility are in post-release pretrial status. 
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With this change came an opportunity to provide diversion services at Ordnance Road. The 
primary difference between the two diversion programs is that the participants in Jennifer Road 
are in a pre-release pretrial status and the Ordnance Road program individuals are out on bail 
or on their own recognizance and are referred to the diversion program by the pre-trial worker. 
The Jail Diversion Worker assists the participants with connections to mental health and 
substance use services and ensures that individuals attend all court hearings. The work began in 
late December 2018. At the end of Fiscal Year 19, 11 individuals were admitted to the program 
and an additional 4 were assisted with connections to services but were not eligible for 
admission to the program due to the nature of their offense. 

Pathological Gambling Addiction 

AACDOH partners with the University of Maryland School of Medicine to promote awareness, 
prevention and treatment of Pathological Gambling Addiction through a 30-hour, 6 day clinical 
training to MH/SUD service providers.   

The County currently has 9 programs who are identified as having trained counselors to provide 
help and counseling at no cost regardless of insurance coverage, financial status, or ability to 
pay.  While the County does not currently host any Gambling Anonymous meetings, there are 
several within short distances outside the County. In addition to formal counseling support, 
referrals are made to the Maryland Coalition for Families for one on one support through a 
Family Peer Support Specialist with lived experience around gambling issues. 

The AACDOH and AACMHA continue to support and promote the inclusion of gambling 
screening tools in assessments of clients. This expectation is modeled in AACDOH services: 

● Road to Recovery has gambling addiction screening tools to their client assessments. 
● Adolescent and Family Services, recognizing that gambling addiction often begins in 

adolescence, also incorporates an age-appropriate screening tool into the assessment. 

Tobacco Cessation 

There continues to be debate among service providers of the impact, negative or positive, on 
treatment outcomes when “no smoking” policies are implemented regardless of research that 
shows otherwise.  The County continues to provide up to date training, resource information 
and technical assistance around this, encouraging providers to offer or at minimum refer 
patients to smoking cessation programs.  LBHA provider announcements and provider meetings 
are pathways for disseminating tobacco cessation resources including Maryland Tobacco 
Quitline posters along with program information on services for teens and pregnant women.   

When comparing our County to the State, the percent of individuals who responded “yes” to 
whether they smoked is slightly higher in Anne Arundel County.  However, from FY 18 to FY 19, 
there was a decrease in individuals who self-reported as smokers. 
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Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html   
Most Recent Interview Only, All Service Types, FY 2018 and FY 2019 

Through the AACDOH Learn to Live Program, a variety of support services are offered to 
individuals, families and the community.  In addition, free kits for both adults and youth are 
available.  Individuals and staff may call the Learn to Live Line to request the free materials.  
This information is posted on the clinic bulletin boards and is given to them by the medical and 
counseling staff. Questions regarding tobacco use are part of intake the questions within 
treatment programs. 

In addition, people 18 or older who live, work or attend school in the County can get help to 
quit smoking from the following programs offering free counseling and quit smoking aids: 

● Anne Arundel Community College 
● Anne Arundel Medical Center 
● Bay Community Health 
● Baltimore Washington Medical Center 

Peer Recovery Specialists 

On Our Own of Anne Arundel County (OOO) Wellness and Recovery Center is a non-profit 
community-based organization that assists people with mental illness and addictions who are 
actively pursuing recovery. On Our Own, located in Annapolis, MD, has assisted more than 155 
individuals with behavioral health issues in their recovery efforts in FY 19. The Wellness and 
Recovery Center is a community association for people with similar backgrounds, lived 
experiences, and interests that offers a spectrum of services, and access to other community 
resources. OOO regularly offers educational seminars, workshops and special presentations 
that assist individuals in managing their illness and/or addiction. Individuals have access to 
services that include peer support, information and education about their illness, medication 
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information, housing and employment assistance as well as advocacy assistance. They also 
receive help researching benefits and other public entitlements.    

The Wellness and Recovery Center provides structure and support to promote personal 
progress and accountability. The staff compiles and shares wellness and healthy lifestyle 
resources for peers and assists in developing a Wellness and Recovery Action Plan (WRAP) that 
incorporates a daily living plan to maintain wellness. The Center is a place for social interaction, 
group dinners, and other social events that offset the isolation so many people with mental 
illness and addictions experience. OOO also provides transportation as needed within the 
Annapolis area and staff has taken and accompanied peers to appointments as needed. 

Peer support is vital in fostering persistence and resilience when dealing with everyday 
common setbacks. Staff are always cognizant of offering peer support that encompasses 
trauma informed care. Trauma is often the primary factor contributing to an individual’s mental 
illness and addiction issues. Motivational interviewing is one tool staff uses to allow individuals 
to tell their stories when they are ready to share them with others. Trauma informed care, 
intentional peer support and motivational interviewing is the foundation for effective peer 
support. Good listening and communication skills are essential too. Using these tools, the staff 
assists persons in recovery in strengthening their readiness to actively pursue health and 
wellness goals.  In addition to using a variety of methods tailored to the individual for setting 
and reaching health/wellness related goals, the staff uses self-disclosure to inspire and support 
people coming to the center.  Peer support has been an integral part of recovery for many 
years. Peer support allows people with lived experience to support other individuals in their 
recovery efforts. Peer support, by different names, has been successful in the both the mental 
health community and the addiction recovery communities. For many, finding help for both 
mental illness and addictions often has meant attending different programs that have different 
philosophies about recovery and sobriety. OOO ‘s integration efforts have combined services 
that are supportive to people dealing with co-occurring disorders. Currently, most of the 
individuals attending OOO programs have struggled with co-occurring disorders.   

On Our Own is successfully combining recovery services for both the mental health and 
substance use disorder communities. A peer support addictions staff member provides focused 
peer support to those in the addiction community. The peer support addictions specialist 
attends many community meetings within Anne Arundel County. Those meetings include ASAP, 
Recovery Anne Arundel ROSC (Recovery Oriented Services of Care), Facing Addiction, and the 
AA Intergroup meetings. Through these connections OOO has formed partnerships with the 
local community’s prevention and treatment efforts.     

On Our Own embraces a broader scope of wellness and recovery promoted by SAMHSA that 
addresses the needs of the whole person. “Wellness involves being aware of ourselves as whole 
people, including a sense of balance and comfort with our bodies, our lives, and our jobs. 
Stress, addictions, illness and traumatic experiences (continue to) impact wellness and 
balance,” according to the Institute of Wellness and Recovery Initiatives of New Jersey. OOO 
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focuses on the eight dimensions of wellness; emotional, financial, social, spiritual, occupational, 
physical, intellectual, and environmental when developing programs and providing services.   

In addition to the peer support services provided by OOO, AACDOH Bureau of Behavioral 
Health houses the Recovery Community Support Services Program.  This program manages the 
peer support services which has grown significantly over the past couple of years. There 
currently are 20+ peers located in the community and at various host sites throughout the 
county including DSS, the local detention centers, drug court, the community centers, the two 
youth clubhouses, Baltimore Washington Medical Center, Anne Arundel Medical Center, and 
the wellmobile. In 2019, a Special Program Coordinator position was established due to the 
growing staff.  This allowed for better management, support and coordinated integration of 
these services into the community.  This position is also CCAR trained as a trainer and will begin 
providing training and technical assistance to the community. 

The specialized peer support programs include: 
● Family Mentor to provide peer support to the families of the START program in 

collaboration with the AA County Department of Social Services.  
● 2 Youth Peer Support Specialist to provide peer services to youth participants in 

collaboration with H2O for life. 
● The OD SOS (Overdose Survivor Outreach Services) program is designed to target 

overdose prevention efforts to the most at-risk population on site in the Emergency 
Department of AAMC and BWMC.  Currently there are 6 peers providing coverage at 
both hospitals Monday through Friday from 8:00 am to 12:30 am and Saturday and 
Sunday from 4:00 pm to 12:30 am.  

● 4 Family Peers providing services to pregnant women and women with children. 
● SBIRT Peer providing brief intervention and referral to treatment  

Outreach and Public Awareness 
Local system managers are uniquely poised to develop and disseminate public and consumer 
education and information.  Information is developed for specific populations (professional, 
consumer, family member, etc.) and goes through a formal review process to determine use 
of culturally competent language and dissemination practices.  This applies to written 
material, presentations, social media efforts and public speaking forums. 

Materials are continuously being developed to provide timely and up to date information to 
the community.  During FY19 and 20, the following materials were developed to decrease 
stigma related to Medication Assisted Treatment, Opioid Use Disorders, and Recovery 
Services.  Other education/awareness efforts include denialisdeadly.org, STAR, Mind your 
Meds Campaign, What Are Parents/Grandparents Good For, Know your MAT Medications, 
Treat Addiction, Save Lives and MAT Fast Facts. 
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Promotion of Evidence-Based Practices 
Information on Evidence Based practices is provided through sponsoring training 
opportunities, sharing information on evidence-based practices and hosting learning sessions 
between providers. The BHAC has partnered with the UMD, and a staff member attends most 
of the meetings to provide expertise and recent research findings.  Members share promising 
practices with each other and jurisdictional training on relevant topics (Medication Assisted 
Treatment, Harm Reduction, Trauma Informed Care and Management of COD) is offered. 

The Change Agent committee, which is comprised of community providers and governmental 
advisors, has put together a compilation of guidelines for co-occurring competency and good 
care.  It includes co-occurring skills, knowledge and resources generated by a multitude of 
individuals (mental health and substance use providers, administrators, nurses, family 
members, etc.) and from a multitude of sources. Most resources are links to websites so that 
they can be accessed freely and quickly. While these documents do not replace face to face 
dialogue, supervision, training and hands on experience, they offer a starting point for further 
exploration. 

This will be a working document and as new resources are encountered and as the 
understanding of what effective treatment for individuals with co-occurring is evolves, it will be 
adjusted. Already, plans for future edits include more emphasis on trauma informed care, 
cultural and linguistic competency, issues across the lifespan, harm reduction, outcome 
measures and further integration with physical health.  Once final approval is in place, the 
notice will go to all providers with a link to the document on the AACDOH and AAMHA 
websites. 

1. The Overview and Definition of Co-Occurring Disorders & Integrated Care 
2. The Integrative Screening for Co-Occurring Disorders 
3. The Integrative Assessment of Co-Occurring Disorders 
4. Person-Centered Treatment Matching; Treatment Planning 
5. Evidence-Based Individual, Group, and Family Treatment 
6. Engagement and Alignment and The Application of Motivational Interviewing 
7. The Value and Application of Natural Supports, Twelve Step Recovery, Peer Supported 

Recovery, and other Self-Help Resources 
8. Continuous Quality Improvement and QA Measurement Processes; Tools for COD 

Services 

Anne Arundel County has four Supported Employment Program (SEP) providers, two are EBP 
providers, Arundel Lodge and Humanim, and two are non-EBP providers, Partnership 
Development Group (PDG) and Advantage Psychiatric Services.  This service is funded via the 
Fee-for-Service (FFS) system.  The AACMHA authorizes the services through the ASO retains the 
data regarding the number of persons served, those obtaining employment, and the length of 
employment.  In FY 2019, 243 persons with mental illness utilized the Supported Employment 
programs for a total of 2,109 services.  
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Prevention  
The LBHA is aware of the critical role of primary, secondary and tertiary Prevention in the 
behavioral health continuum of care.  While SUD prevention efforts are primarily led by MDH’s 
Public Health Programs, we collaborate with MDH and local providers to assure a 
comprehensive range of prevention services are available in the County and integrated with 
other treatment and recovery activities.  

Primary Prevention strategies within the county include awareness campaigns, stigma 
reduction messaging, resilience education and awareness, Students Against Destructive 
Decisions (SADD), Living the example, health fairs, Back to School events participation and 
general health promotion strategies. 

Other prevention efforts include Strengthening Families programming, Opioid Misuse  
Prevention Programming, prescriber and pharmacy education, SUD Prevention Coalitions, Harm 
Reduction Efforts, street outreach and education, naloxone distribution and education, 
Naloxone leave behind partnership with EMS, the multidisciplinary Fatality Overdose Review 
Team, and a variety of activities to meet people where they are within their stage of change 
and prevent new incidences of illness and/or lessen severity of occurrence. 

Promotion and Awareness Activities in FY 19 
● A total of 90 Health Fairs were attended by staff and/or materials provided (a 57% 

increase from FY18). 
● 21,442+ events were attended and staffed. This was a significant increase from prior 

years. (6,348+ in FY18 and 7,550+ in FY17). 
● In FY 19, Crisis Response System staff conducted 45 trainings and over 279 hours of 

training on a variety of topics including:  
○ Overview of Mental Health and the County Heroin Issue 
○ Overview of Safe Stations 
○ Signs and Symptoms of Mental Health disorders 
○ De-escalation and Crisis Planning (Adult and Youth) 
○ Mental Health in Schools 
○ Mental Health First Aid (Youth, Adult, and Older Adult curricula) 
○ Suicide Assessment 
○ Crisis Response and Trauma 
○ Emergency Petitions 
○ Overview of Crisis Response 
○ Crisis Intervention Team School 

● Adaptation of New York City’s Department of Health and Mental Hygiene “Treat 
Addiction, Save Lives” pamphlet promoting the evidence-based practice of medication 
assisted treatment, specifically buprenorphine.  

● In 2019, there were Facebook@AAHealth Impressions: 
○ Mental Health - 22,446 
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○ Tobacco - 7,864 
○ Substance Use - 36,529 
○ Substance Prevention - 5,741 

● Harm Reduction Summit and Any Positive Change campaign. The summit was held on 
June 27, 2019. 

● Dissemination of Peer Support Posters in area hospitals, health clinics, libraries and 
treatment programs. 

Sub Grantee Monitoring 
Audits of grant-funded providers who received funding from the State of Maryland, 
Department of Health’s Behavioral Health Administration (BHA), as well as local county and 
other funds to provide services to vulnerable populations are conducted on a yearly basis.  All 
audits followed a similar process: beginning with the contract, a review with each provider of 
their scope of work and deliverables, an in-depth explanation of the grant-funded services they 
provide, and a discussion of any challenges the providers faced throughout the past year. The 
audit also includes a review of a specific invoice to substantiate the expenses and provide 
budget oversight.  One of many of the auditor’s roles in this process is to help providers 
eliminate any barriers to the effective delivery of services.   
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F. Targeted Mental Health Case 
Management Capacity Analysis  

Table 2cii. Percent of Services Used by Type for Adults in FY19 
  Persons Served Expenditures 
  State % CSA % State % CSA % 
Allegany 4,538 3.1% 77 2.1% $9,308,627 1.3% $83,954 0.7% 
Anne Arundel 4,538 3.1% 284 2.5% $9,308,627 1.3% $395,315 0.7% 
Baltimore City 4,538 3.1% 932 2.3% $9,308,627 1.3% $2,060,831 0.9% 
Baltimore County 4,538 3.1% 211 1.0% $9,308,627 1.3% $275,865 0.3% 
Calvert 4,538 3.1% 138 6.6% $9,308,627 1.3% $230,794 4.3% 
Caroline 4,538 3.1% 37 3.2% $9,308,627 1.3% $70,640 2.1% 
Carroll 4,538 3.1% 306 9.7% $9,308,627 1.3% $682,147 2.9% 
Cecil 4,538 3.1% 138 4.1% $9,308,627 1.3% $173,924 1.5% 
Charles 4,538 3.1% 133 4.6% $9,308,627 1.3% $220,782 2.0% 
Dorchester 4,538 3.1% 33 2.1% $9,308,627 1.3% $68,457 1.0% 
Frederick 4,538 3.1% 368 8.3% $9,308,627 1.3% $717,380 3.5% 
Garrett 4,538 3.1% 30 3.5% $9,308,627 1.3% $82,623 3.0% 
Harford 4,538 3.1% 53 0.9% $9,308,627 1.3% $81,931 0.4% 
Howard 4,538 3.1% 94 2.3% $9,308,627 1.3% $172,693 0.9% 
Kent 4,538 3.1% 7 1.1% $9,308,627 1.3% $5,368 0.2% 
Midshore 4,538 3.1% 106 2.0% $9,308,627 1.3% $194,324 1.0% 
Montgomery 4,538 3.1% 72 0.6% $9,308,627 1.3% $115,571 0.1% 
Prince George's 4,538 3.1% 131 0.9% $9,308,627 1.3% $250,979 0.3% 
Queen Anne's 4,538 3.1% 14 1.5% $9,308,627 1.3% $22,069 0.6% 
St. Mary's 4,538 3.1% 160 6.3% $9,308,627 1.3% $381,234 3.9% 
Somerset 4,538 3.1% 50 4.9% $9,308,627 1.3% $50,359 1.1% 
Talbot 4,538 3.1% 15 1.5% $9,308,627 1.3% $27,790 0.8% 
Washington 4,538 3.1% 1094 18.3% $9,308,627 1.3% $2,598,175 12.6% 
Wicomico 4,538 3.1% 91 2.4% $9,308,627 1.3% $147,222 0.9% 
Worcester 4,538 3.1% 196 11.3% $9,308,627 1.3% $289,989 5.4% 

*Based on claims paid through September 30, 2019. 
Data Source: MARF0004 
 
In Anne Arundel County, the percentage of adults receiving services within the PBHS who 
receive Case Management services is 2.5%, which is slightly lower than the statewide 
percentage of 3.1%.  There are many reasons why this is the case in Anne Arundel County, 
mainly that individuals utilizing Psychiatric Rehabilitation Programs (PRPs) are receiving a more 
intensive case management than they would in the Targeted Case Management (TCM).  The 
goal of TCM is to provide the initial linkage to community-based services, which is in many 
cases a PRP.  The PRP then works with the individuals, based on the acuity of their needs, to 
manage their symptoms and learn functional life skills to foster independence.  Once an 
individual has become more stable, they will receive a lower intensity PRP service.  Ongoing 
case management is an integral component of the PRP and more adults are likely to receive this 
service rather than TCM on its own.  Additional challenges with enrolling individuals in TCM 
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programs are staffing concerns at the provider level.  In Anne Arundel County, there are 3 
approved TCM providers, one of which closed admissions during FY 19 due to lack of staffing.  
Maintaining ongoing case management staff has proven to be problematic, while the PRP staff 
patterns seems to be more consistent.  In addition, many individuals access behavioral 
healthcare through the county’s Crisis Response System.  Almost 75% of the individuals in the 
county are privately insured so they do not meet the criteria for TCM.  However, due to the 
complexity of the healthcare system, these individuals also need some level of support to 
connect them to services.  Without this support, these situations could escalate to a more 
severe crisis.  This is becoming evident in the children’s system noted elsewhere in the report.  
 

Table 2ci. Percent of Services Used by Type for Children/Adolescents in FY19 
  Persons Served Expenditures 
  State % CSA % State % CSA % 
Allegany 2,043 2.6% 9 0.7% $6,893,983 1.8% $3,136 0.1% 
Anne Arundel 2,043 2.6% 76 1.2% $6,893,983 1.8% $187,493 0.8% 
Baltimore City 2,043 2.6% 324 1.8% $6,893,983 1.8% $751,363 0.7% 
Baltimore County 2,043 2.6% 134 1.0% $6,893,983 1.8% $388,495 0.6% 
Calvert 2,043 2.6% 22 2.5% $6,893,983 1.8% $58,780 2.2% 
Caroline 2,043 2.6% 31 4.1% $6,893,983 1.8% $115,616 4.4% 
Carroll 2,043 2.6% 56 3.6% $6,893,983 1.8% $203,015 3.1% 
Cecil 2,043 2.6% 35 1.9% $6,893,983 1.8% $73,024 1.0% 
Charles 2,043 2.6% 68 5.6% $6,893,983 1.8% $167,233 3.4% 
Dorchester 2,043 2.6% 62 5.8% $6,893,983 1.8% $165,526 5.0% 
Frederick 2,043 2.6% 128 4.2% $6,893,983 1.8% $316,335 1.8% 
Garrett 2,043 2.6% 14 3.0% $6,893,983 1.8% $58,948 5.2% 
Harford 2,043 2.6% 114 3.6% $6,893,983 1.8% $568,125 4.5% 
Howard 2,043 2.6% 111 5.2% $6,893,983 1.8% $319,406 3.5% 
Kent 2,043 2.6% 20 5.4% $6,893,983 1.8% $66,720 6.5% 
Midshore  2,043 2.6% 147 4.3% $6,893,983 1.8% $469,397 4.7% 
Montgomery 2,043 2.6% 5 0.1% $6,893,983 1.8% $18,652 0.1% 
Prince George's 2,043 2.6% 43 0.5% $6,893,983 1.8% $111,416 0.3% 
Queen Anne's 2,043 2.6% 14 2.6% $6,893,983 1.8% $61,088 5.9% 
St. Mary's 2,043 2.6% 52 5.6% $6,893,983 1.8% $150,909 5.3% 
Somerset 2,043 2.6% 71 7.9% $6,893,983 1.8% $214,902 4.5% 
Talbot 2,043 2.6% 20 3.0% $6,893,983 1.8% $60,448 3.1% 
Washington 2,043 2.6% 395 12.8% $6,893,983 1.8% $1,722,577 13.5% 
Wicomico 2,043 2.6% 266 11.3% $6,893,983 1.8% $1,084,321 9.3% 
Worcester 2,043 2.6% 19 1.6% $6,893,983 1.8% $25,822 0.8% 

*Based on claims paid through September 30, 2019. 
Data Source: MARF0004 
 
Staffing problems continue in the Child and Adolescent Case Management Program.  In Anne 
Arundel County, 1.2% of children and adolescents who receive services in the PBHS has 
received case management in FY 19, which is less than the 2.6% statewide.  Since the 
changeover from TCM to a Care Coordination Organization (CCO) in 2014, staff has been added, 
but there have been ongoing staffing concerns.  One area of interest in the children’s case 
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management program is that more children receive Level II and III case management which are 
more intense services. 

G. Data and Planning 

Mental Health Data 
The section below contains mental health services data obtained from Beacon Health Options 
for claims paid through September 30, 2019.  There are comparisons on the last 3 years of data, 
FY 17 – FY 19, as well as analysis of service utilization, spending patterns, and trends by service 
type and age group.  Cells where counts are between 1-10 are suppressed to avoid possible 
disclosure of Personally Identifiable Information. FY 2019 data is not final as providers have up 
to 12 months from the data of service in which to submit a claim for payment. 
 

Service Utilization for Individuals Receiving Mental Health Treatment  
in the Public Behavioral Health System (PBHS) 

Table 1a. Three Year Comparisons By Age 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Early Child (0-5)             493              555  12.6%             620  11.7% 
Child (6-12)          2,774           3,013  8.6%          3,292  9.3% 

Adolescent (13-17)          1,929           2,151  11.5%          2,205  2.5% 
Transitional (18-21)             884              940  6.3%          1,018  8.3% 

Adult (22 to 64)          9,045           9,751  7.8%        10,271  5.3% 
Elderly (65 and over)             104              119  14.4%             139  16.8% 

TOTAL        15,229         16,529  8.5%        17,545  6.1% 
*Based on claims paid through September 30, 2019. 
 
The number of individuals receiving mental health treatment in the PBHS in FY 19 was 17,545, 
which is a 6.1% increase from FY 18, compared to the 8.5% increase in individuals served from 
FY 17 to FY 18.  This increase corresponds with the Medicaid penetration rate.  It also 
corresponds with the local needs as identified in various needs assessments and analysis 
performed throughout the year.   
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Service Utilization for Individuals Receiving Mental Health Treatment  
in the Public Behavioral Health System (PBHS) 

Table 1a. Three Year Comparisons By Age 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Early Child (0-5) $987,435 $1,139,299 15.4% $1,487,859 30.6% 
Child (6-12) $10,297,918 $11,659,338 13.2% $12,700,374 8.9% 

Adolescent (13-17) $9,880,142 $9,103,209 -7.9% $9,451,904 3.8% 
Transitional (18-21) $2,939,564 $3,326,771 13.2% $3,888,638 16.9% 

Adult (22 to 64) $45,239,580 $47,223,676 4.4% $48,811,329 3.4% 
Elderly (65 and over) $1,438,948 $1,570,388 9.1% $2,074,629 32.1% 

TOTAL $70,783,587 $74,022,681 4.6% $78,414,733 5.9% 
*Based on claims paid through September 30, 2019. 
 

Table 1a.i Number and Expenditures by Age Group as a Percentage of the Total 
 Persons Served   Expenditures 
 FY 2017 FY 2018 FY 2019   FY 2017 FY 2018 FY 2019 

Early Child (0-5) 3.24% 3.36% 3.53%   1.40% 1.54% 1.90% 
Child (6-12) 18.22% 18.23% 18.76%   14.55% 15.75% 16.20% 

Adolescent (13-17) 12.67% 13.01% 12.57%   13.96% 12.30% 12.05% 
Transitional (18-21) 5.80% 5.69% 5.80%   4.15% 4.49% 4.96% 

Adult (22 to 64) 59.39% 58.99% 58.54%   63.91% 63.80% 62.25% 
Elderly (65 and over) 0.68% 0.72% 0.79%   2.03% 2.12% 2.65% 

TOTAL 100% 100% 100%   100% 100% 100% 
*Based on claims paid through September 30, 2019. 
 
Adults (age 22-64) in Anne Arundel County make up nearly 59% of the total individuals served 
in the mental health PBHS, accounting for 62% of the expenditures.  This information 
corresponds to the overall population of the County, where approximately 61.1% of individuals 
are between the ages of 20 and 64, per the US Census Bureau’s 2018 estimate. 
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Table 1b. Three Year Comparisons By Service Type 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management       452        383  -15.3%       360  -6.0% 
Crisis       215        346  60.9%       448  29.5% 

Inpatient    1,568     1,610  2.7%    1,479  -8.1% 
Mobile Treatment       212        228  7.5%       236  3.5% 

Outpatient  14,575    15,711  7.8%   16,687  6.2% 
Partial Hospitalization       127        154  21.3%       136  -11.7% 

Psychiatric Rehabilitation    1,998     2,255  12.9%    2,571  14.0% 
Residential Rehabilitation       508        633  24.6%       735  16.1% 

Residential Treatment         35          29  -17.1%         26  -10.3% 
Respite Care           

Supported Employment       224        244  8.9%       232  -4.9% 
BMHS Capitation           

Emergency Petition           
Purchase of Care           

PRTF Waiver           
**TOTAL  15,229    16,529  8.5%   17,545  6.1% 

*Based on claims paid through September 30, 2019. 
 
The mental health service category with the largest increase in number of individuals served 
was Crisis services accounting for a 29.5% increase from FY 18.  Upon further review by 
Administrative Services Organization and Behavioral Health Administration auditors, this 
number may decrease.  However, as noted above, Anne Arundel County does have 41 
Residential Crisis beds to utilize, accounting for the large increase in the number of individuals 
utilizing this service.  In FY 19, 38% of the Mental Health Crisis beds were utilized by Anne 
Arundel County residents.  The second largest jurisdiction to access the service was Baltimore 
City, which utilized 22%. 
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Data source:  Anne Arundel Daily Auth Report (#159194), Run Date:  9/11/19 
 

Table 1b. Three Year Comparisons By Service Type 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management $663,492 $487,673 -26.5% $583,707 19.7% 
Crisis $985,887 $1,474,663 49.6% $1,656,082 12.3% 

Inpatient $19,366,286 $18,455,287 -4.7% $18,178,502 -1.5% 
Mobile Treatment $1,807,524 $2,389,315 32.2% $2,470,688 3.4% 

Outpatient $28,193,940 $29,766,144 5.6% $33,310,935 11.9% 
Partial Hospitalization $440,086 $391,857 -11.0% $641,540 63.7% 

Psychiatric Rehabilitation $15,652,887 $17,450,119 11.5% $19,091,382 9.4% 
Residential Rehabilitation $1,217,574 $1,271,885 4.5% $1,370,610 7.8% 

Residential Treatment $1,955,401 $1,680,070 -14.1% $541,031 -67.8% 
Respite Care           

Supported Employment $470,629 $567,369 20.6% $524,672 -7.5% 
BMHS Capitation           

Emergency Petition           
Purchase of Care           

PRTF Waiver           
**TOTAL $70,783,587 $74,022,679 4.6% $78,414,734 5.9% 

*Based on claims paid through September 30, 2019. 
 
Expenditures for mental health services in FY 19 were $78.4 million based on claims paid 
through September 30, 2019, this nearly a 6% increase from FY 18, with the largest differences 
in Partial Hospitalization, Case Management, and Residential Treatment.  Partial Hospitalization 
and Case Management increased by 63.7% and 19.7% respectively, Residential Treatment 
decreased by 67.8%.  
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Residential Treatment services expenditures decreased by 67.8% from FY 18.  With the increase 
in prevention and early intervention services, children and adolescents are receiving earlier 
intervention and utilizing other program types, which decreases the use of Residential 
Treatment Centers (RTC).  One such strategy around prevention and early intervention is the 
Community Resources Initiative Care Teams (CRICT).  All Anne Arundel County child serving 
agencies participate in CRICT, which meets weekly as a panel.  This affords families and 
opportunity to seek assistance for services within the County’s behavioral healthcare 
continuum prior to the child needing more intensive services, such as RTC.  One program that 
has particularly been utilized more in the age 0-22 category is the Partial Hospital Program 
(PHP).  As shown on the graph below, the percent change for PHP has increased exponentially 
in the last 2 years.  Looking at the percent change, it appears that more children at able to 
utilize the intensive outpatient services offered by PHP as opposed to the residential care of an 
RTC.  This is primarily due to enhanced efforts of our Crisis Response System to connect 
children and families to the most appropriate level of care. 
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Table 1c. Three Year Comparisons By Coverage Type 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Medicaid  14,639   15,872  8.4%  16,793  5.8% 
Medicaid State Funded    2,340     2,604  11.3%    2,676  2.8% 

Uninsured       487        624  28.1%       828  32.7% 
**TOTAL  15,229   16,529  8.5%  17,545  6.1% 

      
      

DUALLY Dx^    5,668     6,283  10.9%    6,889  9.6% 
Percent of Total  

Served/Expenditures 37.2% 38.0%   39.3%   
 

Table 1c. Three Year Comparisons By Coverage Type 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Medicaid $61,194,794 $64,165,972 4.9% $68,039,063 6.0% 
Medicaid State Funded $8,651,395 $8,727,285 0.9% $9,061,983 3.8% 

Uninsured $937,398 $1,129,424 20.5% $1,313,687 16.3% 
**TOTAL $70,783,587 $74,022,681 4.6% $78,414,733 5.9% 

      
      

DUALLY Dx^ $36,783,681 $39,303,941 6.9% $40,851,871 3.9% 
Percent of Total  

Served/Expenditures 52.0% 53.1%   52.1%   
*Based on claims paid through September 30, 2019. 
Data Source: MARF0004 
**Does not include adjustments included in Table 1a.  Also, TOTAL is unduplicated as an individual may 
have more than one service or have be covered by multiple funding streams throughout the fiscal year.  
^ Dually Dx/Co-Occurring is based on those individuals with a primary mental health diagnosis and a 
secondary substance use diagnosis.  
Data Source: MARF5120 
Shaded cells represent suppressed data where counts are between 1-10.  Data is suppressed to avoid 
possible disclosure of Personally Identifiable Information (PII). 
 
The number of Medicaid eligible individuals increased less than 1% from FY 18 to FY 19.  This is 
lower than the statewide average, individuals receiving Medicaid continued to receive benefits 
in FY 19.  This number is relatively static, which mirrors the poverty level in the county.  From 
2014 to 2018, the percent of the Anne Arundel County population below the poverty level has 
averaged 5.9% and only shift +/- 0.2% overall (Community Health Needs Assessment 2019).  
Additionally, from 2010 to 2017, the number of households making less than $25,000 has 
decreased by 8.1%, showing a decline in that income level (US Census Bureau, American 
Community Survey 2017).  
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Table 2a. Child / Adolescent - 0 - 17 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management         81          91  12.3%         76  -16.5% 
Crisis           

Inpatient       274        298  8.8%       312  4.7% 
Mobile Treatment           

Outpatient    5,146     5,648  9.8%    6,034  6.8% 
Partial Hospitalization         38          51  34.2%         45  -11.8% 

Psychiatric Rehabilitation       713        791  10.9%       823  4.0% 
Residential Rehabilitation           

Residential Treatment         33          27  -18.2%         23  -14.8% 
Respite Care           

Supported Employment           
BMHS Capitation         -            -    #DIV/0!         -    #DIV/0! 

Emergency Petition         -            -    #DIV/0!         -    #DIV/0! 
Purchase of Care           

PRTF Waiver           
**TOTAL    5,196     5,719  10.1%    6,117  7.0% 

 

Table 2a. Child / Adolescent - 0 - 17 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management $94,565 $122,218 29.2% $188,123 53.9% 
Crisis           

Inpatient $4,552,995 $4,072,476 -10.6% $4,924,639 20.9% 
Mobile Treatment           

Outpatient $12,444,614 $13,484,567 8.4% $15,274,256 13.3% 
Partial Hospitalization $108,792 $105,591 -2.9% $258,795 145.1% 

Psychiatric Rehabilitation $1,987,693 $2,370,978 19.3% $2,427,328 2.4% 
Residential Rehabilitation           

Residential Treatment $1,924,534 $1,664,538 -13.5% $510,541 -69.3% 
Respite Care           

Supported Employment           
BMHS Capitation $0 $0 #DIV/0! $0 #DIV/0! 

Emergency Petition $0 $0 #DIV/0! $0 #DIV/0! 
Purchase of Care           

PRTF Waiver           
**TOTAL $21,165,495 $21,888,018 3.4% $23,640,137 8.0% 

*Based on claims paid through September 30, 2019. 

Data Source: MARF0004 

**Does not include adjustments included in Table 1a.  Also, TOTAL is unduplicated as an individual may 
have more than one service or have be covered by multiple funding streams throughout the fiscal year.  

Shaded cells represent suppressed data where counts are between 1-10.  Data is suppressed to avoid 
possible disclosure of Personally Identifiable Information (PII). 
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Table 2b. Adults - Ages 18 and Over 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management       371        292  -21.3%       284  -2.7% 
Crisis       213        346  62.4%       448  29.5% 

Inpatient    1,296     1,312  1.2%    1,167  -11.1% 
Mobile Treatment       210        225  7.1%       233  3.6% 

Outpatient    9,429   10,063  6.7%  10,653  5.9% 
Partial Hospitalization         89        103  15.7%         91  -11.7% 

Psychiatric Rehabilitation    1,285     1,464  13.9%    1,748  19.4% 
Residential Rehabilitation       506        633  25.1%       735  16.1% 

Residential Treatment           
Respite Care         -            -    #DIV/0!         -    #DIV/0! 

Supported Employment       224        242  8.0%       229  -5.4% 
BMHS Capitation           

Emergency Petition           
Purchase of Care         -            -    #DIV/0!         -    #DIV/0! 

PRTF Waiver         -            -    #DIV/0!         -    #DIV/0! 
**TOTAL  10,033   10,810  7.7%  11,428  5.7% 

 

Table 2b. Adults - Ages 18 and Over 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management $568,926 $365,454 -35.8% $395,585 8.2% 
Crisis $975,385 $1,474,663 51.2% $1,656,082 12.3% 

Inpatient $14,813,292 $14,382,813 -2.9% $13,253,854 -7.8% 
Mobile Treatment $1,794,423 $2,364,372 31.8% $2,445,825 3.4% 

Outpatient $15,749,327 $16,281,577 3.4% $18,036,679 10.8% 
Partial Hospitalization $331,294 $286,265 -13.6% $382,745 33.7% 

Psychiatric Rehabilitation $13,665,194 $15,079,142 10.3% $15,474,366 2.6% 
Residential Rehabilitation $1,217,050 $1,271,885 4.5% $1,370,610 7.8% 

Residential Treatment           
Respite Care $0 $0 #DIV/0! $0 #DIV/0! 

Supported Employment $470,630 $564,287 19.9% $522,662 -7.4% 
BMHS Capitation           

Emergency Petition           
Purchase of Care $0 $0 #DIV/0! $0 #DIV/0! 

PRTF Waiver $0 $0 #DIV/0! $0 #DIV/0! 
**TOTAL $49,618,092 $52,120,835 5.0% $53,584,901 2.8% 

*Based on claims paid through September 30, 2019. 

Data Source: MARF0004 

**Does not include adjustments included in Table 1a.  Also, TOTAL is unduplicated as an individual may 
have more than one service or have be covered by multiple funding streams throughout the fiscal year.  

Shaded cells represent suppressed data where counts are between 1-10.  Data is suppressed to avoid 
possible disclosure of Personally Identifiable Information (PII). 
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Table 3a. Fiscal Year 2019 State & County Comparisons 
 Persons Served 
 STATE* COUNTY 

AGE Number Per Cent Number Per Cent 
Early Child          7,965  3.5%           620  3.5% 

Child        41,251  18.3%        3,292  18.8% 
Adolescent        29,719  13.2%        2,205  12.6% 
Transitional        13,769  6.1%        1,018  5.8% 

Adult       129,591  57.5%       10,271  58.5% 
Elderly          2,965  1.3%           139  0.8% 
TOTAL       225,260  100%       17,545  100% 

SERVICE TYPE     
Case Management          6,581  2.9%           360  2.1% 

Crisis          2,808  1.2%           448  2.6% 
Inpatient        18,775  8.3%        1,479  8.4% 

Mobile Treatment          4,409  2.0%           236  1.3% 
Outpatient       210,766  93.6%       16,687  95.1% 

Partial Hospitalization          2,162  1.0%           136  0.8% 
Psychiatric Rehabilitation        45,053  20.0%        2,571  14.7% 
Residential Rehabilitation          5,317  2.4%           735  4.2% 

Residential Treatment             452  0.2%             26  0.1% 
Respite Care             437  0.2%     

Supported Employment          3,791  1.7%           232  1.3% 
BMHS Capitation             367  0.2%     

Emergency Petition             424  0.2%     
Purchase of Care               23  0.01%             -    0.0% 

PRTF Waiver               31  0.01%     
TOTAL       225,260  100%       17,545  100% 

COVERAGE TYPE     
Medicaid       215,660  95.7%       16,793  95.7% 

Medicaid State Funded        30,324  13.5%        2,676  15.3% 
Uninsured          9,496  4.2%           828  4.7% 

TOTAL       225,260  100%       17,545  100% 
DUALLY DIAGNOSED  
INDIVIDUALS     

All with DD #        73,908  33%        6,889  39% 
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Table 3a. Fiscal Year 2019 State & County Comparisons 
 Expenditures 
 STATE* COUNTY 

AGE Number Per Cent Number Per Cent 
Early Child $20,190,165 1.8% $1,487,859 1.9% 

Child $193,269,229 17.6% $12,700,374 16.2% 
Adolescent $163,147,281 14.9% $9,451,904 12.1% 
Transitional $56,845,853 5.2% $3,888,638 5.0% 

Adult $638,416,123 58.3% $48,811,329 62.2% 
Elderly $23,160,689 2.1% $2,074,629 2.6% 
TOTAL $1,095,029,340 100.0% $78,414,733 100.0% 

SERVICE TYPE     
Case Management $16,202,610 1.5% $583,707 0.7% 

Crisis $14,852,172 1.4% $1,656,082 2.1% 
Inpatient $253,559,133 23.2% $18,178,502 23.2% 

Mobile Treatment $41,187,110 3.8% $2,470,688 3.2% 
Outpatient $419,037,021 38.3% $33,310,935 42.5% 

Partial Hospitalization $9,660,214 0.9% $641,540 0.8% 
Psychiatric Rehabilitation $270,117,173 24.7% $19,091,382 24.3% 
Residential Rehabilitation $12,277,663 1.1% $1,370,610 1.7% 

Residential Treatment $37,718,724 3.4% $541,031 0.7% 
Respite Care $1,136,928 0.1%     

Supported Employment $9,714,050 0.9% $524,672 0.7% 
BMHS Capitation $9,099,972 0.8%     

Emergency Petition $152,275 0.01%     
Purchase of Care $220,649 0.02% $0 0.0% 

PRTF Waiver $93,646 0.01%     
TOTAL $1,095,029,340 100.0% $78,414,734 100.0% 

COVERAGE TYPE     
Medicaid $985,970,664 90.0% $68,039,063 86.8% 

Medicaid State Funded $91,355,423 8.3% $9,061,983 11.6% 
Uninsured $17,703,253 1.6% $1,313,687 1.7% 

TOTAL $1,095,029,340 100.0% $78,414,733 100.0% 
DUALLY DIAGNOSED  
INDIVIDUALS     

All with DD # $505,174,207 46.1% $40,851,871 52.1% 
*Based on claims paid through September 30, 2019. 

Data Source: MARF0004 

# Dually Dx/Co-Occurring is based on those individuals with a primary mental health diagnosis and a 
secondary substance abuse diagnosis.  

Shaded cells represent suppressed data where counts are between 1-10.  Data is suppressed to avoid 
possible disclosure of Personally Identifiable Information (PII). 

Residents of Anne Arundel County make up 7.8% of the total number of individuals receiving 
mental health services in the PBHS Statewide, expending about the same percentage of the 
total mental health PBHS dollars.  However, individuals in Anne Arundel County utilize 11.2% of 
the Statewide Residential Crisis and 11.2% of the Statewide Residential Rehabilitation 
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expenditures.  Within Anne Arundel County, there are 41 licensed Residential Crisis Beds, prior 
to these beds being available in the county, these individuals often utilized inpatient beds.  This 
change can also be seen in the decrease of inpatient spending over the last 2 fiscal years.  The 
use of Residential Crisis Beds has also decreased the amount of time an individual spends in 
inpatient treatment, which also accounts for some of the reduction of inpatient expenditures.  
Other counties may not have the same access to Residential Crisis Beds.  Anne Arundel County 
also has more Residential Rehabilitation Program beds in the community when compared to 
other counties. 
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Table 3b. FY 2019 Comparisons: Cost per Person Served 
 State County Difference Index^ 

AGE     
Early Child $2,535 $2,400 -$135 94.7 

Child $4,685 $3,858 -$827 82.3 
Adolescent $5,490 $4,287 -$1,203 78.1 
Transitional $4,129 $3,820 -$309 92.5 

Adult $4,926 $4,752 -$174 96.5 
Elderly $7,811 $14,925 $7,114 191.1 
TOTAL $4,861 $4,469 -$392 91.9 

SERVICE TYPE     
Case Management $2,462 $1,621 -$841 65.9 

Crisis $5,289 $3,697 -$1,593 69.9 
Inpatient $13,505 $12,291 -$1,214 91.0 

Mobile Treatment $9,342 $10,469 $1,127 112.1 
Outpatient $1,988 $1,996 $8 100.4 

Partial Hospitalization $4,468 $4,717 $249 105.6 
Psychiatric 

Rehabilitation $5,996 $7,426 $1,430 123.9 
Residential 

Rehabilitation $2,309 $1,865 -$444 80.8 
Residential Treatment $83,449 $20,809 -$62,640 24.9 

Respite Care $2,602       
Supported Employment $2,562 $2,262 -$301 88.3 

BMHS Capitation $24,796       
Emergency Petition $359       

Purchase of Care $9,593 #DIV/0! #DIV/0! #DIV/0! 
PRTF Waiver $3,021       

TOTAL $4,861 $4,469 -$392 91.9 
COVERAGE TYPE     

Medicaid $4,572 $4,052 -$520 88.6 
Medicaid State Funded $3,013 $3,386 $374 112.4 

Uninsured $1,864 $1,587 -$278 85.1 
TOTAL $4,861 $4,469 -$392 91.9 

 

The average cost per individuals served in Anne Arundel County is $4,469, which is similar to FY 
18.  When compared to the State, Anne Arundel is spending $392 less per individual on 
average.  This can be attributed to Anne Arundel County utilizing more lower cost services, such 
as Psychiatric Rehabilitation Programs and Mobile Treatment and less expensive services, such 
as Inpatient Programs.  Early intervention is key when trying to keep the cost per individual 
down, the sooner a mental health disorder can be identified, the less likely an individual is to 
need higher-end services.    
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Adults - Ages 65+ 
 Persons Served 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management           
Crisis           

Inpatient           
Mobile Treatment           

Outpatient         67          68  1.5%         86  26.5% 
Partial Hospitalization         -            -    #DIV/0!         -    #DIV/0! 

Psychiatric Rehabilitation         50          52  4.0%         62  19.2% 
Residential Rehabilitation         27          28  3.7%         37  32.1% 

Residential Treatment         -            -    #DIV/0!         -    #DIV/0! 
Respite Care         -            -    #DIV/0!         -    #DIV/0! 

Supported Employment           
BMHS Capitation         -            -    #DIV/0!         -    #DIV/0! 

Emergency Petition         -            -    #DIV/0!         -    #DIV/0! 
Purchase of Care         -            -    #DIV/0!         -    #DIV/0! 

PRTF Waiver         -            -    #DIV/0!         -    #DIV/0! 
**TOTAL       104        119  14.4%       139  16.8% 

 

Adults - Ages 65+ 
 Expenditures 
 FY 2017 FY 2018 % Change FY 2019 % Change 

Case Management           
Crisis           

Inpatient           
Mobile Treatment           

Outpatient $278,613 $334,856 20.2% $420,617 25.6% 
Partial Hospitalization $0 $0 #DIV/0! $0 #DIV/0! 

Psychiatric Rehabilitation $952,862 $978,052 2.6% $1,320,764 35.0% 
Residential Rehabilitation $96,463 $103,107 6.9% $138,400 34.2% 

Residential Treatment $0 $0 #DIV/0! $0 #DIV/0! 
Respite Care $0 $0 #DIV/0! $0 #DIV/0! 

Supported Employment           
BMHS Capitation $0 $0 #DIV/0! $0 #DIV/0! 

Emergency Petition $0 $0 #DIV/0! $0 #DIV/0! 
Purchase of Care $0 $0 #DIV/0! $0 #DIV/0! 

PRTF Waiver $0 $0 #DIV/0! $0 #DIV/0! 
**TOTAL $1,438,948 $1,570,388 9.1% $2,074,629 32.1% 

*Based on claims paid through September 30, 2019. 

Data Source: MARF0004 

**Does not include adjustments included in Table 1a.  Also, TOTAL is unduplicated as an individual may 
have more than one service or have be covered by multiple funding streams throughout the fiscal year.  

Shaded cells represent suppressed data where counts are between 1-10.  Data is suppressed to avoid 
possible disclosure of Personally Identifiable Information (PII). 
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Among the elderly (65+ years old) Anne Arundel’s average cost is 91% higher than the 
statewide average for the same age group.  Both the number of individuals served in this age 
group and the expenditures have increased over the last 3 years.  Anne Arundel County has an 
older adult community resource initiative care team, Silver CRICT, which addresses the needs of 
older adults experiencing behavioral health challenges.  The team can assess community-based 
behavioral services that meet the specific needs of this population.   

In addition, in FY 19, Anne Arundel County was able to utilize the expertise of 2 Older Adult 
Behavioral Health PASRR Specialists, who work with providers to identify gaps in services and 
problem solve for older adults receiving services.  The increase in individuals over 65 years old 
being served also corresponds to the aging population of Anne Arundel County, which is 
projected to increase by 16.5% from 2015 to 2020.  The significant increase in the older adult 
population has created many challenges for Anne Arundel County due to the unique needs of 
this age group.  Assisted Living Units (ALU) for the elderly are not covered by Medicaid and are 
extremely costly, particularly on a fixed income from social security.  These individuals often do 
not qualify for nursing homes and are left to age in place in their current residences.  More 
specialty services need to be available to individuals who are aging in place in their homes for 
all their needs to be met.  While not specifically tracked, the number of calls to the CSA’s main 
office and the Crisis Response System requesting assistance for the elderly have been 
noticeably higher in the last several years, with an increase being especially noted in FY 19. 
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Accessing the Public Behavioral Health System 

COUNTY 

Average 
MA 

Eligible^ 
MA Served 

In MH/PBHS 
Penetration 

Rate 
Total County 
Population* 

% of 
County MA 

Eligible 
Allegany 21,989 4,790 21.8% 70,975 31.0% 
Anne Arundel 95,723 16,793 17.5% 576,031 16.6% 
Baltimore County 199,989 32,874 16.4% 828,431 24.1% 
Calvert 14,398 2,889 20.1% 92,003 15.6% 
Caroline 12,054 1,842 15.3% 33,304 36.2% 
Carroll 23,283 4,465 19.2% 168,429 13.8% 
Cecil 26,460 5,024 19.0% 102,826 25.7% 
Charles 32,251 3,944 12.2% 161,503 20.0% 
Dorchester 12,936 2,541 19.6% 31,998 40.4% 
Frederick 41,098 7,214 17.6% 255,648 16.1% 
Garrett 8,636 1,254 14.5% 29,163 29.6% 
Harford 45,349 8,589 18.9% 253,956 17.9% 
Howard 46,201 5,996 13.0% 323,196 14.3% 
Kent 5,003 953 19.0% 19,383 25.8% 
Montgomery 188,515 18,618 9.9% 1,052,567 17.9% 
Prince George's 228,609 21,855 9.6% 909,308 25.1% 
Queen Anne's 8,428 1,426 16.9% 50,251 16.8% 
St. Mary's 22,781 3,372 14.8% 112,664 20.2% 
Somerset 8,835 1,849 20.9% 25,675 34.4% 
Talbot 8,589 1,583 18.4% 36,968 23.2% 
Washington 44,326 8,772 19.8% 150,926 29.4% 
Wicomico 34,759 5,904 17.0% 103,195 33.7% 
Worcester 13,468 2,848 21.1% 51,823 26.0% 
Baltimore City 260,054 56,061 21.6% 602,495 43.2% 

   
 

  

Statewide 1,405,552 215,660 15.3% 6,042,718 23.3% 
*Data Source: Maryland Vital Statistics Est. Md. Population July 1, 2018 

^Data Source: Average MA Eligible supplied by UMBC Hilltop Institute.  Data through September 2019. 

Anne Arundel County’s Medicaid penetration rate in FY 19 was 17.5%, which is slightly higher 
than the FY 18 penetration rate of 16.6%.  The penetration rate is the percentage of individuals 
who are eligible for MA that are served in the Mental Health PBHS.  Anne Arundel’s penetration 
rate in FY 19 is higher than the statewide penetration rate of 14.5%. 
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Substance Use Disorder Data 
The section below contains data from the Public Behavioral Health System (PBHS) provided by 
Beacon Health Options for substance-related disorder treatment claims paid through 
September 30, 2019.  There are analyses of service utilization, spending patterns, and trends by 
service type and age group for Fiscal Year (FY) 2017, 2018, and 2019. Additionally, data on the 
primary substance of use at admission, services for veterans, overdose deaths, and Beacon 
Outcome Measurement System data is also included in this report.   
 
All of the data in this plan are presented in the following format: interpretations are presented 
first followed by the tables and charts. Cells where counts are between 1-10 are suppressed to 
avoid possible disclosure of Personally Identifiable Information. FY 2019 data is not final as 
providers have up to 12 months from the data of service in which to submit a claim for 
payment. SUD Invitation to Bid was stopped in December 2017 and so isn’t included in the FY 
2019 data. 

 
Service Utilization for Individuals Receiving Substance Related Disorder Treatment Services in 
the Public Behavioral Health System, FY 2017 – FY 2019 

 
Overall, the number of persons served increased by 4% while expenditures increased by 7.2% 
from FY 2018 to FY 2019. These are lower than the increases seen between FY 2017 and FY 
2018 (7.9% in persons served and 37% in expenditures). There was a 2.0% rate increase in FY 
2018 and a 3.5% reimbursement rate increases in FY 2019 that explains much of the increase in 
expenditures from FY 2018 to FY2019.  
 
From FY 2018 to FY 2019, Anne Arundel County saw increases in the number of persons served 
for every age group except for adolescents (3.5% decrease). Children aged 0-5 increased (data 
suppressed), children aged 6-12 saw a 69% increase, elderly adults over 65 years saw a 51% 
increase, young adults aged 18-21 saw a 7.4% increase, and adults 22 to 64 saw a 3.7% 
increase.  
 
Anne Arundel County had a corresponding increase in expenditures for children aged 0-5 (data 
suppressed), adults 22 to 64 (8%), and the elderly (71%). However, there was a decrease in 
expenditures for young children 6-12 (17%), adolescents aged 13-17 (53%), and young adults 
aged 18-21 (6%) from FY 2018 to FY 2019.  

 

 
 

FY 2017 FY 2018 % Change FY 2019  % Change FY 2017 FY 2018 % Change FY 2019  % Change
Early Child (0-5) SUPPRESS 0 SUPPRESSSUPPRESS SUPPRESS SUPPRESS $0 SUPPRESSSUPPRESS SUPPRESS
Child (6-12) 11 13 18.2% 22 69.2% $1,786 $4,672 161.6% $3,862 -17.3%
Adolescent (13-17) 197 199 1.0% 192 -3.5% $480,776 $319,086 -33.6% $150,043 -53.0%
Transitional (18-21) 444 404 -9.0% 434 7.4% $1,311,100 $1,142,907 -12.8% $1,074,639 -6.0%
Adult (22 to 64) 9,092 9,889 8.8% 10,254 3.7% $26,216,702 $36,731,289 40.1% $39,629,586 7.9%
Elderly (65 and over) 33 51 54.5% 77 51.0% $57,162 $131,261 129.6% $223,902 70.6%

TOTAL 9,779 10,556 7.9% 10,980 4.0% $28,067,965 $38,329,215 36.6% $41,082,089 7.2%
*Based on claims paid through September 30, 2019.

Table 1a.Three Year Comparisons By Age
Persons Served Expenditures
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In FY 2019, the adult population 22 to 64 (93%) was the majority population served, followed 
by young adults 18-21 (4%) and adolescents 13-17 (2%). Expenditures followed this same 
pattern with adults 22 to 64 having the largest share of expenditures (96%), followed by young 
adults 18-21 (3%) and adolescents 13-17 (<1%).  

 

 
 
Between FY 2018 and FY 2019, the biggest increases in persons served by service type were in 
the SUD Court Ordered Placement-Residential (66%) followed by SUD Women with 
Children/Pregnancy-Residential (51%), SUD Residential Room/Board (42%), and SUD Residential 
All Levels (38%). Out of all the service types, only SUD Partial Hospitalization saw a decrease in 
person served (28%). Though SUD Outpatient and SUD Labs didn’t see much change in persons 
served over time, they still comprise the majority of people served; 64% of people served 
receive SUD Outpatient services and 62% receive SUD Lab services. 
 
The biggest increases in expenditures were in SUD Women with Children/Pregnancy- 
Residential (118%), SUD Court Ordered Placement-Residential (97%), SUD Residential 
Room/Board (36%), and SUD Intensive Outpatient (24%). The services that comprise the 
majority of the spending are SUD Residential All Levels ($8.5 million), SUD Methadone 
Maintenance ($8.2 million), and SUD Outpatient ($6.7 million) which together make up 57% of 
the total SUD expenditures. 

 

 
 
While overall the number of persons served in the PBHS did not increase dramatically (4% from 
FY 2018 to FY 2019), total system expenditures increased by more than 7%. From FY 2018 to FY 

FY 2017 FY 2018 FY 2019 FY 2017 FY 2018 FY 2019
Early Child (0-5) SUPPRESS 0.00% SUPPRESS SUPPRESS 0.00% SUPPRESS
Child (6-12) 0.11% 0.12% 0.20% 0.01% 0.01% 0.01%
Adolescent (13-17) 2.01% 1.89% 1.75% 1.71% 0.83% 0.37%
Transitional (18-21) 4.54% 3.83% 3.95% 4.67% 2.98% 2.62%
Adult (22 to 64) 92.97% 93.68% 93.39% 93.40% 95.83% 96.46%
Elderly (65 and over) 0.34% 0.48% 0.70% 0.20% 0.34% 0.55%

TOTAL 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Table 1a.i  Number and Expenditures by Age Group as a Percentage of the Total
Persons Served Expenditures

FY 2017 FY 2018 % Change FY 2019  % Change FY 2017 FY 2018 % Change FY 2019  % Change
SUD Inpatient 318 275 -13.5% 335 21.8% $712,906 $837,712 17.5% $518,316 -38.1%
SUD Outpatient 5,890 6,726 14.2% 6,990 3.9% $4,165,391 $6,416,717 54.0% $6,753,687 5.3%
SUD Partial Hospitalization 754 379 -49.7% 274 -27.7% $2,164,653 $1,005,518 -53.5% $838,993 -16.6%
SUD Labs 6,830 6,684 -2.1% 6,811 1.9% $5,864,830 $5,764,687 -1.7% $5,157,832 -10.5%
SUD MD Recovery Net 444 557 25.5% 678 21.7% $418,698 $493,243 17.8% $568,497 15.3%
SUD Methadone Maint. 3,153 3,305 4.8% 3,382 2.3% $9,139,475 $7,876,740 -13.8% $8,238,442 4.6%
SUD Residential ICFA 58 20 -65.5% SUPPRESS SUPPRESS $369,173 $126,753 -65.7% SUPPRESS -47.4%
SUD Intensive Outpatient 1,207 1,504 24.6% 1,739 15.6% $3,336,647 $4,506,445 35.1% $5,588,885 24.0%
SUD Gambling 0 SUPPRESSSUPPRESS 84 SUPPRESS $0 SUPPRESS SUPPRESS $14,103 SUPPRESS
SUD Invitation for Bid 139 128 -7.9% N/A N/A $1,896,192 $1,634,858 -13.8% N/A N/A
SUD Court Ordered Placement - Residential 0 74 *** 123 66.2% $0 $1,001,393 *** $1,970,404 96.8%
SUD Women with Children/Pregnancy - Residen 0 37 *** 56 51.4% $0 $536,175 *** $1,166,296 117.5%
SUD Residential All Levels 0 974 *** 1,347 38.3% $0 $6,904,911 *** $8,532,625 23.6%
SUD Residential Room/Board 0 949 *** 1,344 41.6% $0 $1,222,782 *** $1,667,334 36.4%

**TOTAL 9,779 10,556 7.9% 10,980 4.0% $28,067,965 $38,329,217 36.6% $41,082,089 7.2%
*Based on claims paid through September 30, 2019.
*** Percent change cannot be calculated

Table 1b. Three Year Comparisons By Service Type
Persons Served Expenditures
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2019 there was a dramatic increase in the expenditures paid for by State-Funded Medicaid 
(57%), while Medicaid saw a 4.3% increase and uninsured saw a 37% decrease.  

 

 
 
In FY 2019, there was an overall 52.4% decrease in expenditures for children 0 to 17 years old 
compared to a 33% decrease from FY 2017 to FY 2018. The largest decreases in expenditures 
were in SUD MD Recovery Net (data suppressed), SUD Residential ICFA (data suppressed), SUD 
Intensive Outpatient (data suppressed), SUD Labs (39%) and SUD Outpatient (15%). 
Interestingly, while expenditures fell significantly from FY 2018 to FY 2019, the number of 
children served remained relatively stable increasing only 1%. The largest decrease in persons 
served was in SUD MD Recovery Net (data suppressed), SUD Residential ICFA (data suppressed) 
and SUD Intensive Outpatient (data suppressed). The majority of children and adolescents 
accessing services are receiving SUD Outpatient and SUD Lab services (55% of total and 71% of 
total, respectively).  
 
Many of the treatment providers with services for children and adolescents have closed in the 
county due to a perceived lack of need. Providers reported trouble placing children in 
treatment and a general lack of referrals leading to empty beds and wasted resources. The 
stigma of substance use disorders may be even more severe in children leading parents not to 
seek treatment for their children. The school system anecdotally reports that there is an 
increasing need for children to get substance use treatment, but that parents and students 
don’t seek help for fear of the reaction from fellow students, teachers, family friends, and 
relatives.  
 
For adults 18 and older, there was an 8% increase in expenditures, but only a 4% increase in 
persons served from FY 2018 to FY 2019. The largest increases in expenditures were in SUD 
Gambling (data suppressed), SUD Women with Children/Pregnancy-Residential (118%), and 
SUD Court Ordered Placement-Residential (97%). The largest decreases were SUD Inpatient 
(38%), SUD Partial Hospitalization (17%), and SUD Labs (10%). The number of people served in 
each service type follows the same patterns as expenditures. Similar to children and 
adolescents, the majority of adults accessing services also receive SUD Outpatient and SUD Lab 
services (64% of total and 62% of total, respectively). 
 
The capacity of providers to serve adults has increased as more attention is given to the opioid 
crisis. This is reflected in the increases in SUD Inpatient, SUD Residential All Levels, and SUD 
Intensive Outpatient over time.  

FY 2017 FY 2018 % Change FY 2019  % Change FY 2017 FY 2018 % Change FY 2019  % Change
Medicaid 9,452 10,003 5.8% 10,288 2.8% $25,447,264 $31,075,662 22.1% $32,397,167 4.3%
Medicaid State Funded 170 1,369 705.3% 1,907 39.3% $159,952 $4,390,047 2644.6% $6,887,494 56.9%
UnInsured 717 1,085 51.3% 1,345 24.0% $2,460,748 $2,863,508 16.4% $1,797,428 -37.2%

**TOTAL 9,779 10,556 7.9% 10,980 4.0% $28,067,964 $38,329,217 36.6% $41,082,089 7.2%

*Based on claims paid through September 30, 2019. 
Data Source: S-MARF004

**Does not include adjustments included in Table 1a.
Also, TOTAL is unduplicated as an individual may have more than one service
or have been covered by multiple funding streams throughout the fiscal year. 

Persons Served Expenditures
Table 1c. Three Year Comparisons By Coverage Type
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Anne Arundel County serves about half as many elderly persons in the PBHS compared to the 
state (0.7% vs 1.4% in Maryland) and a smaller proportion of adolescents (1.7% vs 2.8% in 
Maryland). Interestingly, while in both Maryland and Anne Arundel transitional adults 18-22 
comprise 4% of the persons served, the county spends more for this group (2.6% of the total vs 
1.9% in Maryland).  
 
The county serves more people in SUD Inpatient, SUD MD Recovery Net, SUD Methadone 
Maintenance, SUD Intensive Outpatient, SUD Gambling, SUD Court Ordered Placement, SUD 
Women with Children/Pregnancy, SUD Residential All Levels, and SUD Residential Room and 
Board. Maryland serves more people in SUD Outpatient, SUD Partial Hospitalization, and SUD 
Labs. The breakdown of service costs is nearly identical between Anne Arundel and Maryland, 
but the county spends more on SUD Residential All Levels, SUD MD Recovery Net, SUD Court 
Ordered Placement, SUD Women with Children/Pregnancy, Residential All Levels, and SUD 
Residential Room/Board and less on SUD Outpatient, SUD Inpatient, SUD Partial Hospitalization, 
SUD Labs, SUD Methadone Maintenance, SUD Intensive Outpatient, and SUD Gambling.  
 
There is a larger proportion of uninsured in the county (12.2% vs 9.5% in Maryland) but State-
Funded Medicaid coverage comprises a larger proportion of expenditures in Anne Arundel 
County (16.8% vs 13.2% in Maryland).  
 

FY 2017 FY 2018 % Change FY 2019  % Change FY 2017 FY 2018 % Change FY 2019  % Change
SUD Inpatient SUPPRESS 0 SUPPRESS 0 *** SUPPRESS $0 SUPPRESS $0 ***
SUD Outpatient 128 132 3.1% 119 -9.8% $75,661 $77,197 2.0% $65,909 -14.6%
SUD Partial Hospitalization SUPPRESS 0 SUPPRESS SUPPRESS SUPPRESS SUPPRESS $0 SUPPRESS SUPPRESS SUPPRESS
SUD Labs 144 153 6.3% 153 0.0% $76,548 $96,200 25.7% $58,839 -38.8%
SUD MD Recovery Net SUPPRESS SUPPRESSSUPPRESS 0 SUPPRESS SUPPRESS SUPPRESS SUPPRESS $0 SUPPRESS
SUD Methadone Maint. 0 0 *** SUPPRESS SUPPRESS $0 $0 *** SUPPRESS SUPPRESS
SUD Residential ICFA 32 13 -59.4% SUPPRESS SUPPRESS $207,283 $90,863 -56.2% SUPPRESS SUPPRESS
SUD Intensive Outpatient 43 21 -51.2% SUPPRESS SUPPRESS $103,668 $55,661 -46.3% SUPPRESS SUPPRESS
SUD Gambling 0 0 *** 0 *** $0 $0 *** $0 ***
SUD Invitation for Bid 0 0 *** 0 *** $0 $0 *** $0 ***
SUD Court Ordered Placement - Residential 0 0 *** 0 *** $0 $0 *** $0 ***
SUD Women with Children/Pregnancy - Residential 0 0 *** 0 *** $0 $0 *** $0 ***
SUD Residential All Levels 0 0 *** 0 *** $0 $0 *** $0 ***
SUD Residential Room/Board 0 0 *** 0 *** $0 $0 *** $0 ***

**TOTAL 210 212 1.0% 215 1.4% $483,002 $323,758 -33.0% $153,963 -52.4%
*Based on claims paid through September 30, 2019.
*** Percent change cannot be calculated

FY 2017 FY 2018 % Change FY 2019  % Change FY 2017 FY 2018 % Change FY 2019  % Change
SUD Inpatient 316 275 -13.0% 335 21.8% $711,276 $837,712 17.8% $518,316 -38.1%
SUD Outpatient 5,762 6,594 14.4% 6,871 4.2% $4,089,730 $6,339,520 55.0% $6,687,777 5.5%
SUD Partial Hospitalization 746 379 -49.2% 273 -28.0% $2,150,867 $1,005,518 -53.3% $834,245 -17.0%
SUD Labs 6,686 6,531 -2.3% 6,658 1.9% $5,788,283 $5,668,487 -2.1% $5,098,992 -10.0%
SUD MD Recovery Net 440 552 25.5% 678 22.8% $414,272 $489,406 18.1% $568,496 16.2%
SUD Methadone Maint. 3,153 3,305 4.8% 3,381 2.3% $9,139,475 $7,876,739 -13.8% $8,236,001 4.6%
SUD Residential ICFA 26 SUPPRESSSUPPRESS SUPPRESS SUPPRESS $161,890 SUPPRESS SUPPRESS SUPPRESS SUPPRESS
SUD Intensive Outpatient 1,164 1,483 27.4% 1,731 16.7% $3,232,980 $4,450,784 37.7% $5,572,751 25.2%
SUD Gambling 0 SUPPRESSSUPPRESS 84 SUPPRESS $0 SUPPRESS SUPPRESS $14,103 SUPPRESS
SUD Invitation for Bid 139 128 -7.9% N/A N/A $1,896,192 $1,634,858 -13.8% N/A N/A
SUD Court Ordered Placement - Residential 0 74 *** 123 66.2% $0 $1,001,393 *** $1,970,404 96.8%
SUD Women with Children/Pregnancy - Residential 0 37 *** 56 51.4% $0 $536,175 *** $1,166,297 117.5%
SUD Residential All Levels 0 974 *** 1,347 38.3% $0 $6,904,911 *** $8,532,625 23.6%
SUD Residential Room/Board 0 949 *** 1,344 41.6% $0 $1,222,782 *** $1,667,334 36.4%

**TOTAL 9,569 10,344 8.1% 10,765 4.1% $27,584,965 $38,005,458 37.8% $40,928,127 7.7%
*Based on claims paid through September 30, 2019.
Data Source: S-MARF004

Table 2a. Child / Adolescent - 0 - 17
Persons Served Expenditures

Table 2b. Adults - Ages 18 and Over
Persons Served Expenditures
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Overall, Anne Arundel County spends about $219 less per person than the state. Specifically, 
Anne Arundel County spends $238 fewer dollars per child aged 6-12, $97 less per adolescent 
aged 13-17, $294 less per adult aged 22-64, and $1,151 less per elderly person aged 65 and 
older than the state. Additionally, Anne Arundel County spends $624 more per adult aged 18-
21 than the state.  
 
In Anne Arundel County, Medicaid covers $337 less per person than the state and uninsured 
covers $312 less than the state, while State-funded Medicaid covers $529 more per person.  

AGE Number Per Cent Number Per Cent Number Per Cent Number Per Cent
Early Child 34 0.0% SUPPRESSSUPPRESS $8,967 0.00% SUPPRESS SUPPRESS
Child 334 0.3% 22 0.2% $138,261 0.03% $3,862 0.0%
Adolescent 3,221 2.8% 192 1.7% $2,830,381 0.61% $150,043 0.4%
Transitional 4,748 4.1% 434 4.0% $8,791,942 1.91% $1,074,639 2.6%
Adult 106,527 91.4% 10,254 93.4% $443,000,220 96.00% $39,629,586 96.5%
Elderly 1,646 1.4% 77 0.7% $6,681,053 1.45% $223,902 0.5%

TOTAL 116,510 100.0% 10,980 100.0% $461,450,824 100.0% $41,082,089 100.0%
SERVICE TYPE
SUD Inpatient 3,350 2.9% 335 3.1% $11,617,108 2.52% $518,316 1.3%
SUD Outpatient 74,905 64.3% 6,990 63.7% $91,942,709 19.92% $6,753,687 16.4%
SUD Partial Hospitalization 3,329 2.9% 274 2.5% $10,382,133 2.25% $838,993 2.0%
SUD Labs 75,387 64.7% 6,811 62.0% $64,588,292 14.00% $5,157,832 12.6%
SUD MD Recovery Net 4,751 4.1% 678 6.2% $3,810,446 0.83% $568,497 1.4%
SUD Methadone Maint. 33,867 29.1% 3,382 30.8% $97,752,416 21.18% $8,238,442 20.1%
SUD Residential ICFA 55 0.0% SUPPRESSSUPPRESS $361,324 0.08% SUPPRESS SUPPRESS
SUD Intensive Outpatient 16,757 14.4% 1,739 15.8% $66,409,755 14.39% $5,588,885 13.6%
SUD Gambling 236 0.2% 84 0.8% $155,447 0.03% $14,103 0.0%
SUD Invitation for Bid N/A N/A N/A N/A N/A N/A N/A N/A
SUD Court Ordered Placement - Residential 767 0.7% 123 1.1% $18,440,606 4.00% $1,970,404 4.8%
SUD Women with Children/Pregnancy - Residen 238 0.2% 56 0.5% $5,252,978 1.14% $1,166,296 2.8%
SUD Residential All Levels 11,548 9.9% 1,347 12.3% $75,928,530 16.45% $8,532,625 20.8%
SUD Residential Room/Board 11,520 9.9% 1,344 12.2% $14,809,080 3.21% $1,667,334 4.1%

**TOTAL 116,510 100.0% 10,980 100.0% $461,450,824 100.0% $41,082,089 100.0%
COVERAGE  TYPE
Medicaid 109,717 94.2% 10,288 93.7% $382,453,269 82.9% $32,397,167 78.9%
Medicaid State Funded 19,708 16.9% 1,907 17.4% $60,749,134 13.2% $6,887,494 16.8%
UnInsured 11,068 9.5% 1,345 12.2% $18,248,421 4.0% $1,797,428 4.4%

TOTAL 116,510 100.0% 10,980 100.0% $461,450,824 100.0% $41,082,089 100.0%

*Based on claims paid through September 30, 2019.
Data Source: S-MARF004

Table 3a. Fiscal Year 2019 State & County Comparisons
Persons Served Expenditures

STATE* COUNTY STATE* COUNTY
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Primary Substance at Admission to SRD Treatment, All Ages, by County FY 17-19 
 
The percentage of people using opiates as their primary substance at admission to SRD 
treatment decreased from 55% in FY 2018 to 53% in FY 2019 in Anne Arundel County, but 
opiates remain the most common primary substance of use in treatment by far. From FY 2018 
to FY 2019, there were increases in several substances with the largest increases in alcohol 
(18%), cocaine (7%), and heroin (36.7%). There was a decrease in marijuana (5.5%) and 
benzodiazepines (1.1%). Anne Arundel County has a lower proportion of people in treatment 
than Maryland for alcohol (18% vs 21%) and marijuana (6% vs 9%). However, Anne Arundel 
County has a higher proportion of people in treatment than Maryland for opiates (53% vs 52%), 
cocaine (7% vs 6.6%) and other substances (12% vs 9%).  
 
For Anne Arundel County the percent of people using heroin as their primary substance 
increased from FY 2018 from 34% to 37% but decreased in Maryland from 41% to 39%, 
however heroin still accounts for more than 70% of the admissions for opiates as their primary 
substance.  

Table 3b. FY 2019 Comparisons: Cost per Person Served
State County Difference Index^

AGE
Early Child $264 SUPPRESS SUPPRESS SUPPRESS
Child $414 $176 -$238 42.4
Adolescent $879 $781 -$97 88.9
Transitional $1,852 $2,476 $624 133.7
Adult $4,159 $3,865 -$294 92.9
Elderly $4,059 $2,908 -$1,151 71.6

TOTAL $3,961 $3,742 -$219 94.5
SERVICE TYPE
SUD Inpatient $3,468 $1,547 -$1,921 44.6
SUD Outpatient $1,227 $966 -$261 78.7
SUD Partial Hospitalization $3,119 $3,062 -$57 98.2
SUD Labs $857 $757 -$99 88.4
SUD MD Recovery Net $802 $838 $36 104.5
SUD Methadone Maint. $2,886 $2,436 -$450 84.4
SUD Residential ICFA $6,570 SUPPRESS SUPPRESS SUPPRESS
SUD Intensive Outpatient $3,963 $3,214 -$749 81.1
SUD Gambling $659 $168 -$491 25.5
SUD Invitation for Bid N/A N/A N/A N/A
SUD Court Ordered Placement - Residential $24,043 $16,020 -$8,023 66.6
SUD Women with Children/Pregnancy - Resident $22,071 $20,827 -$1,245 94.4
SUD Residential All Levels $6,575 $6,335 -$240 96.3
SUD Residential Room/Board $1,286 $1,241 -$45 96.5

**TOTAL $3,961 $3,742 -$219 94.5
COVERAGE  TYPE
Medicaid $3,486 $3,149 -$337 90.3
Medicaid State Funded $3,082 $3,612 $529 117.2
UnInsured $1,649 $1,336 -$312 81.1

TOTAL $3,961 $3,742 -$219 94.5
*Based on claims paid through September 30, 2019.
^The index is that number that represents how much more or less a County's cost is when compared to the State cost. 
Any number over 100 indicates a higher County cost than the State. 
Ex: 125 means a cost is 25% more than the State cost.  85 means a cost that is 15% less than the State cost.
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Based on claims paid through September 30, 2019 
Data Source: ASO Report 151172.1.01 
 
 
 

Statewide County
FY 2017 FY 2018 FY 2019 FY 2017 FY 2018 FY 2019

Alcohol 14.2% 20.6% 20.9% Alcohol 11.9% 16.9% 18.2%
Amphetamines 0.3% 0.4% 0.5% Amphetamines 0.2% 0.4% 0.3%
Barbiturates Barbiturates 0.0% 0.0% 0.0%
Benzodiazepines 0.7% 1.0% 1.0% Benzodiazepines 0.9% 1.3% 1.1%
Cocaine 4.1% 6.3% 6.6% Cocaine 3.3% 5.7% 7.0%
Diphenyllhydantoin (Dilantin) Diphenyllhydantoin (Dilantin) 0.0% 0.0% 0.0%
GHB/GBL 0.0% 0.0% 0.0% GHB/GBL 0.0% 0.0% 0.0%
Hallucinogens 0.1% 0.2% 0.2% Hallucinogens 0.2%
Inhalants 0.02% Inhalants 0.0%
Ketamine 0.04% 0.0% 0.0% Ketamine 0.0% 0.0%
Marijuana/Hashish 7.7% 10.1% 8.5% Marijuana/Hashish 5.8% 6.8% 5.5%
Meprobamate Meprobamate 0.0% 0.0% 0.0%
Opiates 63.8% 54.0% 51.9% Opiates 65.1% 54.7% 52.5%
Over the Counter 0.1% 0.1% 0.1% Over the Counter
PCP 0.5% 0.5% 0.5% PCP 0.7% 0.8% 1.0%
Sedatives 0.05% 0.1% 0.1% Sedatives
Stimulants 0.1% 0.2% 0.2% Stimulants
Tranquilizers Tranquilizers 0.0% 0.0%
Synthetic Cannabinoids 0.2% 0.2% 0.2% Synthetic Cannabinoids
Other Substance 6.7% 8.4% 9.3% Other Substance 9.7% 12.7% 12.2%
None 1.5% 0.0% 0.2% Not Available 1.6% 1.5%

TOTAL 63,700 50,426 53,394 TOTAL 5,652 4,754 4,898

Heroin (Opiates subset) 31,563 20,541 20,837 Heroin (Opiates subset) 2,507 1,613 1,800
Percentage Heroin of Total Admits 49.5% 40.7% 39.0% Percentage Heroin of Total Admits 44.4% 33.9% 36.7%

Cells shaded in red increased from FY 2018 to FY 2019
Cells shaded in green decreased from FY 2018 to FY 2019

*Based on authorization data through September 30, 2019.
Data Source: ASO Report 151172.1.01
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Opioid Related Overdose Death Data 
 

Number of Opioid Related Overdose Deaths by County 
      

COUNTY CY 2017 CY 2018 % Change CY 2019 % Change 
Allegany 37 27 -27.0% 14 -48.1% 
Anne Arundel 220 233 5.9% 164 -29.6% 
Baltimore City 514 615 19.6% 477 -22.4% 
Baltimore County 379 400 5.5% 254 -36.5% 
Calvert 29 32 10.3% 19 -40.6% 
Caroline     20.0% 15 88.0% 
Carroll 51 70 37.3% 39 -44.3% 
Cecil 57 56 -1.8% 39 -30.4% 
Charles 40 25 -37.5% 25 0.0% 
Dorchester           
Frederick 70 66 -5.7% 42 -36.4% 
Garrett           
Harford 101 93 -7.9% 61 -34.4% 
Howard 54 36 -33.3% 24 -33.3% 
Kent           
Montgomery 93 66 -29.0% 68 3.0% 
Prince George's 108 82 -24.1% 62 -24.4% 
Queen Anne's   22 175.0% 16 -27.3% 
St. Mary's 36 26 -27.8% 19 -26.9% 
Somerset           
Talbot           
Washington 47 78 66.0% 50 -35.9% 
Wicomico 26 26 0.0% 22 -15.4% 
Worcester 13 12 -7.7%   -25.0% 
Out of State 81 141 74.1% 82 -41.8% 
Unknown           
      
Statewide Total 2,009 2,143 6.7% 1,539 -28.2% 

These are overdose deaths where one or more opioid was found to contribute to the cause of death.  
Note: Numbers are based on location of occurrence, so all deaths may not reflect Maryland residents.  
CY19 data is not final and is subject to change. 

Data Source: Maryland Office of the Chief Medical Examiner (OCME)/ Vital Statistics Administration 
(VSA) 

Data through September 30, 2019.  Run: October 22, 2019 

Shaded cells represent data where counts are between 1-10.  Data is suppressed to avoid possible 
disclosure of Personally Identifiable Information (PII). 

In FY 19, the number of Opioid Related Overdose Deaths decreased by 29.6% from FY 18.  Anne 
Arundel County has worked tirelessly on its Safe Stations program, which attributes its success 
in large part to individuals entering the program when they are ready for treatment, rather 
than when family members or court orders require it.  The distribution of Naloxone in Anne 
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Arundel County is another factor that contributes to the lower number of Opioid Related 
Overdose Deaths. 

 
Data source: Maryland Office of the Medical Examiner (OCME)/Vital Statistics Administration (VSA) 
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Veterans Data 
Number of Veterans Receiving Mental Health Services in FY 2017-2019 

COUNTY FY 2017 FY 2018 % Change FY 2019 % Change 
Allegany 156 147 -6% 144 -2% 
Anne Arundel 266 285 7% 272 -5% 
Baltimore City 1,493 1,420 -5% 1,424 0% 
Baltimore County 568 563 -1% 538 -4% 
Calvert 73 68 -7% 64 -6% 
Caroline 57 50 -12% 40 -20% 
Carroll 101 100 -1% 100 0% 
Cecil 113 109 -4% 101 -7% 
Charles 88 86 -2% 73 -15% 
Dorchester 52 58 12% 55 -5% 
Frederick 154 162 5% 148 -9% 
Garrett 29 31 7% 35 13% 
Harford 166 155 -7% 160 3% 
Howard 117 96 -18% 99 3% 
Kent 17 17 0% 17 0% 
Montgomery 312 314 1% 293 -7% 
Prince George's 306 292 -5% 283 -3% 
Queen Anne's 34 32 -6% 29 -9% 
St. Mary's 65 69 6% 85 23% 
Somerset 37 34 -8% 38 12% 
Talbot 36 33 -8% 31 -6% 
Washington 243 241 -1% 230 -5% 
Wicomico 146 141 -3% 160 13% 
Worcester 77 69 -10% 59 -14% 

      
Statewide  4,517 4,374 -3% 4,303 -2% 
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Expenditures of Veterans Receiving Mental Health Services in FY 2017-2019 
COUNTY FY 2017 FY 2018 % Change FY 2019 % Change 
Allegany $809,734 $846,251 5% $743,546 -12% 
Anne Arundel $2,503,040 $2,622,192 5% $2,194,823 -16% 
Baltimore City $12,068,180 $11,443,688 -5% $11,694,107 2% 
Baltimore Co $5,363,827 $4,780,111 -11% $4,310,801 -10% 
Calvert $331,795 $279,364 -16% $235,899 -16% 
Caroline $356,207 $376,321 6% $263,427 -30% 
Carroll $991,279 $617,776 -38% $687,935 11% 
Cecil $889,849 $498,404 -44% $384,741 -23% 
Charles $553,316 $481,947 -13% $330,206 -31% 
Dorchester $451,845 $367,153 -19% $451,833 23% 
Frederick $1,574,746 $1,798,488 14% $1,357,610 -25% 
Garrett $184,374 $162,267 -12% $103,343 -36% 
Harford $1,421,611 $892,786 -37% $1,107,272 24% 
Howard $1,153,382 $1,011,087 -12% $1,075,682 6% 
Kent $87,857 $81,732 -7% $78,011 -5% 
Montgomery $3,257,766 $3,452,172 6% $3,609,940 5% 
Prince George's $3,675,302 $3,931,726 7% $3,327,293 -15% 
Queen Anne's $124,142 $161,603 30% $125,181 -23% 
St. Mary's $543,516 $627,119 15% $506,296 -19% 
Somerset $212,778 $204,536 -4% $390,843 91% 
Talbot $178,414 $101,617 -43% $118,825 17% 
Washington $1,345,147 $1,408,084 5% $1,265,068 -10% 
Wicomico $987,427 $1,167,388 18% $1,096,114 -6% 
Worcester $161,828 $164,256 2% $300,273 83% 

      
Statewide  $39,227,362 $37,478,068 -4% $35,759,069 -5% 
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Number of Veterans Receiving Substance Use Treatment Services 
COUNTY FY 2017 FY 2018 % Change FY 2019 % Change 
Allegany 139 129 -7% 129 0% 
Anne Arundel 223 254 14% 275 8% 
Baltimore City 1,579 1,595 1% 1,670 5% 
Baltimore County 465 485 4% 507 5% 
Calvert 57 64 12% 64 0% 
Caroline 28 35 25% 28 -20% 
Carroll 94 85 -10% 82 -4% 
Cecil 110 94 -15% 94 0% 
Charles 58 55 -5% 59 7% 
Dorchester 41 44 7% 59 34% 
Frederick 105 122 16% 135 11% 
Garrett 26 21 -19% 27 29% 
Harford 143 148 3% 145 -2% 
Howard 67 57 -15% 54 -5% 
Kent 16 18 13% 18 0% 
Montgomery 139 136 -2% 125 -8% 
Prince George's 101 115 14% 125 9% 
Queen Anne's 21 24 14% 23 -4% 
St. Mary's 42 48 14% 54 13% 
Somerset 18 23 28% 28 22% 
Talbot 23 26 13% 25 -4% 
Washington 169 187 11% 172 -8% 
Wicomico 122 111 -9% 147 32% 
Worcester 57 64 12% 61 -5% 

      
Statewide Total 3,683 3,765 2% 3,915 4% 
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Expenditures of Veterans Receiving Substance Use Treatment Services 
COUNTY FY 2017 FY 2018 % Change FY 2019 % Change 
Allegany $312,156 $379,688 22% $365,629 -4% 
Anne Arundel $775,754 $1,244,759 60% $1,544,491 24% 
Baltimore City $7,434,517 $9,095,466 22% $10,699,379 18% 
Baltimore Co $1,639,866 $2,205,231 34% $2,704,481 23% 
Calvert $116,698 $255,224 119% $212,509 -17% 
Caroline $66,223 $96,370 46% $149,626 55% 
Carroll $337,301 $355,074 5% $424,447 20% 
Cecil $264,322 $360,813 37% $407,761 13% 
Charles $130,663 $288,793 121% $266,002 -8% 
Dorchester $159,215 $231,229 45% $309,481 34% 
Frederick $490,514 $725,130 48% $758,000 5% 
Garrett $39,483 $58,306 48% $113,770 95% 
Harford $418,772 $484,997 16% $528,251 9% 
Howard $292,908 $291,532 0% $334,383 15% 
Kent $89,469 $75,047 -16% $46,385 -38% 
Montgomery $518,408 $735,343 42% $758,666 3% 
Prince George's $232,774 $476,794 105% $672,853 41% 
Queen Anne's $64,063 $113,466 77% $59,601 -47% 
St. Mary's $101,486 $184,029 81% $243,266 32% 
Somerset $59,589 $137,249 130% $123,438 -10% 
Talbot $85,417 $111,618 31% $88,517 -21% 
Washington $652,061 $823,619 26% $872,897 6% 
Wicomico $433,346 $554,096 28% $615,056 11% 
Worcester $112,003 $183,997 64% $205,920 12% 

      
Statewide Total $14,827,008 $19,467,870 31% $22,504,809 16% 

*Based on claims paid through September 30, 2019.  Data Source: ASO Report #152820.1.01 

Veteran status is based on individual response to question, "Are you a Veteran?" 

Fiscal Year is based on date of service.  County refers to an individual's county of residence. 

Statewide Total is unduplicated and may not equal the sum of individual lines.  

FY 19 data is not final as a provider has up to 12 months from the date of service in which to submit a 
claim for payment. 

The number of Veterans receiving Mental Health Services and related expenditures, similarly to 
the state, have decreased from FY 18 to FY 19, with decreased of -5% and -2% respectively.  The 
decrease in veterans receiving mental health services in the PBHS may be attributed to the 
availability of veteran’s services in the County that are not billed through the PBHS.  However, 
the number of Veterans receiving substance related disorder treatment and corresponding 
expenditures have continued to increase both locally and statewide.  This can be attributed in 
part to Anne Arundel County having the second highest veteran population in the state. 

The number of veterans receiving mental health services decreased from FY 2018 to FY 2019. 
This is similar to what was seen statewide. Expenditures for veterans also decreased from FY 
2017 to FY 2019 both in Anne Arundel and Maryland. This is in contrast to expenditures for 
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veterans receiving substance-related disorder treatment which steadily increased from FY 2017 
to FY 2019. However, while the expenditures have remained level for mental health services, 
the county still spends nearly 42% more on mental health services compared to substance-
related disorder treatment ($2,194,823 for MH vs $1,544,491 for SRD).  
 

 
Based on claims paid through September 30, 2019 
Data Source: ASO Report 152820.1.01 
 
Anne Arundel County served 7.0% (275/3,915) of Maryland’s veterans receiving SRD treatment 
in FY 2019 compared to 6.7% (254/3,765) in FY 2018 and 6.1% (223/3,683) in FY 2017. The 
county spent $1,544,491 on SRD treatment for veterans in FY 2019; a 24% increase from FY 
2018 and a 99% increase from FY 2017. In comparison, the state increased spending on 
veterans in SRD treatment 16% from FY 2018 to FY 2019 and 52% from FY 2017 to FY 2019. 
Further, Anne Arundel County has increased the average cost per veteran served from 
$3,478.72 in FY 2017 to $4,900.63 in FY 2018 and $5,616.33 in FY 2019.  
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Based on claims paid through September 30, 2019 
Data Source: ASO Report 152820.1.01 
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FY 2021 Goals1 
The LBHA Goals and Strategies were created during meetings with the Behavioral Health 
Advisory Council/Cooccurring Disorders Steering Committee which also serves as the Drug and 
Alcohol Council.  This committee meets monthly and a portion of each meeting is held for 
planning, data collection/analysis and/or needs assessment and gap analysis.   Minutes from 
this meeting are collected and shared with all BH providers as well as other members from the 
council and interested stakeholders.  These goals were presented to the Mental Health 
Advisory Committee and were approve at the August 27, 2019 Board of Directors Meeting. 

Goal 1: Facilitate a strong local behavioral health system that is integrated, complexity capable 
and contributes to the overall health and wellness of residents in Anne Arundel County. 

Goal 2: Work with safety net agencies, providers, stakeholders, family members, clients to 
develop an optimal system of care for individuals in need in Anne Arundel County. 

Goal 3: Support person centered, effective and culturally appropriate services that meet the 
needs of the individual and the community. 

Objectives 

A. Develop a public-facing infographic illustration of the local behavioral health system for 
dissemination in FY21 to build trust and transparency with the community as well as 
increase stakeholder engagement. 

Strategy:  Establish a workgroup to complete this task and report to the Behavioral 
Health Advisory Council (BHAC). 
Performance Measure:  A draft document will be presented to BHAC for review. 
Target Date:  September 30, 2020     

B. Continue joint MH/SUD provider meetings, minimum 2x/year to address barriers to an 
integrated, complexity capable BH system 

Strategies:  
Update and maintain provider contact list. 
Send email reminders of meetings, agendas, minutes. 
Dissemination of provider announcements in a timely manner. 
Performance Measure:  Two provider meetings within FY2021 
Target Date:  June 30, 2021    

C. Continue the development of a dually capable workforce in Anne Arundel County during 
FY21. 

 
1 Serves as the strategic plan for DAAC 
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         Strategies:           
Issue final co-occurring competency document 
Provide co-occurring capable training opportunities to the provider community. 
Provide technical assistance to providers. 

             Performance Measure:  Final document posted on AACDOH website 
Target Date:  December 30, 2020           
Performance Measure:  At least three training sessions offered to the provider 
community. 
Target Date:  June 30, 2021  

D. Advance the use of evidence-based, data-driven programs, practices and policies by 
training staff in relevant EBPs, providing technical assistance to providers and working 
with the BHA to fulfill grant requirements for the use of EBPs during FY21. 
 
Strategies:           
Provide evidence-based practice training opportunities to the provider community. 
Provide technical assistance to providers. 

             Performance Measure:  At least three training sessions on EBPs offered to the provider 
community. 
Target Date:  June 30, 2021     
 

E. In FY21, utilize data and technology consistently to monitor, evaluate, and improve the 
delivery and development of services and outcomes for the people served in the public 
behavioral health system. 

  Strategies: 
Participate in the newly formed “ArundelStat” Data initiative to develop and post 
relevant behavioral health data on county website 
 
Facilitate the development of 1-3 outcome measures for the County behavioral health 
providers. 
 
Enhance the functionality of the Bed Board by funding a part time coordinator to 
manage and support the use and data collection/analysis. 
 
Work with the Anne Arundel County Partnership for Children, Youth, and Families 
during the development of the CHNA. 

Performance Measure:  Three data points are identified and incorporated into 
ArundelStat dashboard. 
Target Date:  June 30, 2021   

Performance Measure: At least one outcome measure is developed and initial data 
collected to establish baseline. 
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Target Date:  June 30, 2021     

Performance Measure: Bed Board Coordinator hired and on board. 

Target Date:  June 30, 2020. 

Goal 4: Support and develop effective prevention, early intervention and wellness strategies. 

Objective:  In FY21, identify and promote activities and programs that fosters long term 
wellness in children. 

Strategies: 
Conduct a survey to identify resources and gaps in behavioral health early intervention 
services for all childhood populations, including children  aged  0-5.  
 
Identify evidence based practices that facilitate wellness and resiliency. 
 
Provide training to Anne Arundel County Public Schools staff on Mental Health First Aid 
and Crisis Intervention. 

 
Performance Measure:  Survey conducted, and results analyzed and posted 
Performance Target:  December 31, 2020 
 
Performance Measure:  Number of Mental Health First Aid Training provided to school 
personnel. 
Performance Target:  December 31, 2020 

Goal 5: Promote an environment where people in treatment and recovery can lead fulfilling 
lives in the community. 

Objectives:  

A. In FY21, increase awareness of the importance of creating and sustaining  resilient and 
Trauma-Informed Communities .  

Strategies: 
Develop an awareness campaign on importance of trauma informed systems of care 
 
Conduct training on incorporation of trauma informed approaches in improving 
consumer outcomes. 
 
Work with inpatient facilities, primary care physicians, and the school system to 
coordinate community-based treatment. 
 
Continue to work with Mind Resilience and other community groups.  
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Performance Measure:  Trauma Informed Wellness Campaign Created 
Performance Target:  June 30, 2021 
  
Performance Measure:  Training provided through the Mind Resilience organization. 
Performance Target:  Three training sessions in FY2021. 
  
Performance Measure:  Number of   trainings in trauma informed responses for criminal 
justice involved providers 
Performance Target:  Three training sessions in FY 2021 

B. In FY21, provide CCAR training to the community to increase the number of Peer 
Support Specialists in the County. 

Performance Measure:  The number of CCAR trainings offered to the community 

Performance Target:  Provide 2 CCAR trainings by June 30, 2021 
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FY 2021 CULTURAL AND LINGUISTIC COMPETENCY STRATEGIES 
 

TEMPLATE 
Instructions:  CSAs, LAAs and LHBAs receiving funding from the MDH/BHA are required to submit 
Cultural and Linguistic Competency (CLC) Strategies as part of their FY 2021 Plan Submissions.  The 
following template should be used to list your strategies to advance CLC efforts in your jurisdiction.   

COVER PAGE 
(a) Name of Agency/Organization:  Anne Arundel County Department of Health and Anne 

Arundel County Mental Health Agency  
 

(b) Address:   
Anne Arundel County Department of Health 
3 Truman Parkway 
Annapolis, MD 21401 
 
Anne Arundel County Mental Health Agency 
1 Truman Parkway, Suite 101 
Annapolis, MD 21401 

 
(c) Region (MDH/BHA designated region):  Anne Arundel County 

 
(d) Name of contact person (Agency/Organization Lead or Designee):  Chelsea Bednarczyk  

E-mail:  cbednarczyk@aamentalhealth.org  
Telephone #:  410-222-7858 
 

(e) Brief overview of services provided by agency/organization(no more than 95 words): 
The AACMHA and the AACDOH have an over 20-year partnership, in which they are 
responsible for the development, delivery, and quality assurance of behavioral health services 
in Anne Arundel County. 

  
(f) Agency/organization mission statement: 

Anne Arundel County Department of Health: 
The Department of Health’s mission is to preserve, promote and protect the health of all 
people who live, work and play in Anne Arundel County. 
 
Anne Arundel County Mental Health Agency: 
The Mission of the Anne Arundel County Mental Health Agency is to provide leadership and 
collaboration for planning, monitoring, and managing of a comprehensive, quality, person-
centered, Behavioral Health continuum of care for Mental Health and Substance Use 
Disorders that promotes prevention, recovery, resiliency, health and wellness for our residents 
who have, or who are at risk for, these behavioral health disorders. 
 
 
 
 
 
 

mailto:cbednarczyk@aamentalhealth.org
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(g) Agency/organization vision statement: 
Anne Arundel County Department of Health: 
A vibrant Anne Arundel County with healthy people in healthy communities. 
 
Anne Arundel County Mental Health Agency: 
The AACMHA envisions and works to create and continuously improve a Public Behavioral 
Health System that is flexible, responsive, and meets the needs of the people it serves. This 
system will have a single point of entry, a single point of decision-making, and the ability to 
access appropriate services from any point in any system, which are crucial to responsive, 
individualized, and coordinated care, focused on wellness and recovery. 
 
 
 
 

 

PART 1: CLAS SELF- ASSESSMENT 
 
Instructions: Attach a copy of the completed CLAS Self-Assessment Tool for the agency. 
  



Anne Arundel County Mental Health Agency





Anne Arundel County Department of Health
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PART 2: OVERARCHING GOALS AND SELECTED STANDARDS FOR 
PRIORITY FOCUS 
 
Instructions:  For each of the overarching goals below list the (a) Associated standard that is 
prioritized for focus, then, include the following information for each overarching goal in the space 
provided:  (b) Strategies to build competency for the selected standard, (c) Performance Measures for 
achieving competency for the selected standard, and,(d) Intended impact for addressing the selected 
standard.   
 
Refer to your completed CLAS Self-Assessment Tool to identify the prioritized standard that has been 
selected for focus under each of the overarching goals. Refer to the CLCSP Guidelines for additional 
information.(https://bha.health.maryland.gov/Documents/CLCSP%20final%20document%20-
%20TA%2004.25.19%20(1).pdf)  
GOAL 1: ESTABLISH AND MAINTAIN CULTURALLY AND LINGUISTICALLY COMPETENT BEHAVIORAL 
HEALTH SERVICES  
 

Selected a standard for priority focus (What is the standard selected; include language for the 
standard as stated in the CLAS Self-Assessment Tool): 

#9: Establish culturally and linguistically appropriate goals, policies and management accountability, 
and infuse them throughout the organization’s planning and operations. 
 
 Strategies to build competency (What tasks and activities will be implemented to build competency 
for the prioritized standard): 

o Each program will have a Cultural and Linguistic Competency Plan that reflects the 
Anne Arundel County Department of Health and Anne Arundel County Mental Health 
Agency policies. 

o Each program will set goals that reflect the needs of the program’s target population 
and stakeholders. 

o Each program will establish continuous quality improvement process to evaluate and 
sustain the Competency Plan. 

o Administration and Program Managers will review the Plans, Goals and CQI process at 
monthly PM meetings. 
 

Performance Measures (How will success be measured): 
o Cultural and Linguistic Competency Plans for each Program is completed 
o An Action Plan, with goals, target dates and performance measures for each Program 

is completed 
o A CQI Plan is established for each Program, with written documentation of 

recommendations 
o Review by Administration and Program Managers is an established Agenda item for 

the monthly PM meetings. 
 

https://bha.health.maryland.gov/Documents/CLCSP%20final%20document%20-%20TA%2004.25.19%20(1).pdf
https://bha.health.maryland.gov/Documents/CLCSP%20final%20document%20-%20TA%2004.25.19%20(1).pdf
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Intended impact (What is the intended impact for addressing the prioritized/selected Standard): 

o Competency Plans, with goals, target dates and performance measures and CQI 
processes are formal and standardized across all Programs 

o Establishes a process by which target population needs are identified and appropriate 
services are implemented as those needs evolve. 

o Leadership will take a pro-active approach to Cultural and Linguistic issues and be 
able to implement services in a timelier manner. 

 

 

GOAL 2: ELIMINATE CULTURAL AND LINGUISTIC BARRIERS TO ACCESS BEHAVIORAL HEALTH SERVICES  

 
Selected standard for priority focus (What is the standard selected; include language for the standard 
as stated in the CLAS Self-Assessment Tool): 
#6:  Inform all individuals of the availability of language assistance services clearly and in their 
preferred language verbally and in writing. 

 Strategies to build competency (What tasks and activities will be implemented to build competency 
for the prioritized standard): 

o Review current written materials to ensure that all individuals and participating family 
members are informed of the availability of language assistance services.  

o Create a standard written notice of the availability of language assistance services for 
use in All programs. 

o Written materials will be in the individuals’ preferred language. 
 

Performance Measures (How will success be measured): 
o Individuals will receive a standard written notice of the availability of language 

assistance services, for themselves and participating family members. 
o The standard written notice will be given to all individuals and documented in the 

records, across All programs. 
 

Intended impact (What is the intended impact for addressing the prioritized/selected Standard): 
o Individuals served by the Anne Arundel County Department of Health and/or Anne 

Arundel County Mental Health Agency will be made aware of the availability of 
language assistance services in a consistent manner, sending the same message to all, 
regardless of the Program. 

o Participating family members will be included in the availability of language assistance 
services. 

o Written materials, notifying individuals of the availability of language assistance 
services, will be in the individuals’ preferred language. 
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GOAL 3: CREATE A SYSTEM OF DATA DRIVEN DECISION MAKING PROCESSES THAT RESULT IN THE 

FORMATION OF CULTURALLY AND LINGUISTICALLY COMPETENT POLICIES AND PRACTICES  

Selected standard for priority focus (What is the standard selected; include language for the standard 
as stated in the CLAS Self-Assessment Tool): 
#12:  Conduct regular assessments of community health assets and needs and use the results to plan 
and implement services that respond to the cultural and linguistic diversity of populations in the 
service area. 
 

 Strategies to build competency (What tasks and activities will be implemented to build competency 
for the prioritized standard): 

o The Anne Arundel County Department of Health and Anne Arundel County Mental 
Health Agency, will continue to collaborate with the local management board (Anne 
Arundel County Partnership for Children, Youth and Families) in the biannual 
Community Health Needs Assessment, providing data analysis, service planning and 
delivery. 

o The DOH and AACMHA will submit data regarding the growing need for Culturally 
and Linguistically behavioral health services and recommend a comprehensive analysis 
and planning in the 2021 Community Health Needs Assessment. 

 

Performance Measures (How will success be measured): 
o The 2021 Community Health Needs Assessment will contain data reflecting the 

cultural and linguistic diversity of the County, with special attention to: 
 Persons with limited English proficiency accessing Behavioral Health Services 
 Disparities in access to BH Services due to race and ethnicity 
 LGBTQ persons, youth and adult, accessing BH Services 

 

Intended impact (What is the intended impact for addressing the prioritized/selected Standard): 
o Inclusion of data will result in a more accurate analysis of BH service needs of a 

broader community. 
o Encourage other stakeholders to collect and share data. 

 

 

GOAL 4: SUPPORT THE USAGE OF EVIDENCE-BASED PRACTICES TO ADDRESS THE UNIQUE NEEDS OF 

INDIVIDUALS IN MARYLAND’S PUBLIC BEHAVIORAL HEALTH SYSTEM  

Selected standard for priority focus (What is the standard selected; include language for the standard 
as stated in the CLAS Self-Assessment Tool): 
#10:  Conduct ongoing assessments of our organizations’ CLAS-related activities and integrate 
CLAS-related quality improvement and accountability measures into program activities. 
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 Strategies to build competency (What tasks and activities will be implemented to build competency 
for the prioritized standard): 

o Strategic Planning for all Programs will include goals, objectives and performance 
measures for CLAS-related activities 

o Annual Program Evaluations will include analysis of the CLAS-related activities and 
review the performance measures. 

o The Program Manager will update the Strategic Plan and recommend changes to 
CLAS-related services and activities. 

 

Performance Measures (How will success be measured): 
o Each program’s Strategic Plan will include goals, objectives and performance 

measures to CLAS-related activities 
o Annual Program Evaluations will contain a written review of the program’s 

performance measures and analysis of the program’s capability of delivering culturally 
and linguistically appropriate services to the community. 

 

Intended impact (What is the intended impact for addressing the prioritized/selected Standard): 
o Program management and staff will become more aware of CLAS-related issues and 

incorporate strategies into all phases of service delivery, including treatment, 
advocacy, case management, etc. 

o Services will reflect the program’s an enhanced cultural and linguistic competency. 
 

 

GOAL 5: ADVOCATE FOR AND INSTITUTE ONGOING WORKFORCE DEVELOPMENT PROGRAMS IN 

CULTURAL AND LINGUISTIC COMPETENCE REFLECTIVE OF MARYLAND’S DIVERSE POPULATION  

Selected standard for priority focus (What is the standard selected; include language for the standard 
as stated in the CLAS Self-Assessment Tool): 
#4:  Educate and train governance, leadership and workforce in culturally and linguistically 
appropriate policies and practices on an ongoing basis. 
 

 Strategies to build competency (What tasks and activities will be implemented to build competency 
for the prioritized standard): 

o Working within the structure of the Behavioral Health Advisory Council and the 
Change Agents Subcommittee, DOH and AACMHA will develop Workforce 
Development Core Competencies and Trainings. 

o Each competency will incorporate cultural and linguistic perspectives. 
 

Performance Measures (How will success be measured): 
o Each competency will include cultural and linguistic perspectives. 
o The competencies will be adopted by the BH Advisory Council and its members as the 

standard for trainings. 
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Intended impact (What is the intended impact for addressing the prioritized/selected Standard): 

o The County workforce will receive trainings that are inclusive of cultural and linguistic 
perspectives so that it becomes the norm rather than the exception. 

o BH services in the County will reach more underserved populations, thereby 
decreasing health disparities. 
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INTRODUCTION 

Executive Summary 

The Anne Arundel County Department of Health Emergency Operations Plan outlines the scope, 
concept of operations, roles and responsibilities, and legal authorities for public health 
emergency preparedness, response, and recovery in Anne Arundel County. This plan is 
organized into four sections: 

1. Introduction: the executive summary, promulgation statement, plan maintenance and 
record of distribution. 

2. Base Plan: the outline of Department of Health’s strategy for managing public health 
emergencies. 

3. Functional Annexes: focusing on critical operational functions, the annexes delineate 
the policies, processes, roles and responsibilities for before, during and after an 
emergency. 

4. Supporting Documents: attachments that provide detailed strategic and operational 
information. These include job aids, job action sheets, policy documents, manuals and 
other tools that are designed to guide staff actions during an emergency.  

This Emergency Operations Plan incorporates the National Incident Management System 
principles, as directed by County, State and federal authorities. This plan was developed using 
guidance from the Federal Emergency Management Agency’s Comprehensive Planning Guide 
101: Developing and Maintaining Emergency Operations Plans (2010).  

Questions and comments about this plan should be directed to: 

Debbie Saylor, RN, MS 

Program Manager 

Office of Emergency Preparedness and Response  

Anne Arundel County Department of Health 

410-222-4495 

hdsayl99@aacounty.org 

 

 

Promulgation Statement 
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The Anne Arundel County Department of Health Emergency Operations Plan supports the 
health and medical response and recovery functions outlined in the Anne Arundel County 
Emergency Operations Plan. The Anne Arundel County Department of Health has the authority 
and responsibility to plan for and respond to emergencies that affect the health of residents 
and visitors of Anne Arundel County. This plan is in accordance with local, state and federal 
statutes and takes into consideration the policies and practices that exist within the Anne 
Arundel County Department of Health. The purpose of this plan is to serve as a procedural 
document to provide guidance to execute a response to any emergency or hazard that may 
pose a threat to the public’s health.  

The Anne Arundel County Department of Health has hereby adopted and implemented the 
Anne Arundel County Department of Health Emergency Operations Plan, Version 3.0 on 
XX/XX/XXXX. 

 

 

 

______________________________________ 

Nilesh Kalyanaraman, M.D., M.P.H. 

Health Officer 

Anne Arundel County Department of Health 

 

 

 

 

 

 

 

 

 

 

 

Plan Maintenance 
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The Anne Arundel County Department of Health Emergency Operations Plan is reviewed 
annually and revised as needed by the Office of Emergency Preparedness and Response (OEPR) 
to ensure alignment with emerging public health threats and authorities. After Action Reports 
and Improvement Plans from real events and exercises will be used to guide updates to this 
plan and its supporting documents. Revisions to this plan will be forwarded to those who have 
hard copies of the plan.  

 

Record of Changes 

Date of Original Version: October 2008 

Change No. Date Entered Content of Change Name 

1 

 

   

2 

 

   

3 

 

   

4 

 

   

5 

 

   

6 

 

   

7 

 

   

8 

 

   

9 

 

   

10 

 

   

11    
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12 

 

   

13 

 

   

14 

 

   

15 

 

   

16 

 

   

 

Record of Distribution 

 

The Anne Arundel County Department of Health Emergency Operations Plan and supporting 
documents are available on the Department’s internal Employee Link website. Hard copies of 
the base plan, functional annexes and attachments are provided to the following positions: 

 

Copy Number Position Title Location 

 OEPR OEPR Office 

 Incident Command HOCR 

 Health Officer  
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ACRONYMS 
 
AACO               Anne Arundel County 
AAMC              Anne Arundel Medical Center 
AAR                  After Action Report 
ARC                  American Red Cross 
BWMC             Baltimore Washington Medical Center 
CDC                 Centers for Disease Control and Prevention 
COMAR           Code of Maryland Regulations 
COOP              Continuity of Operations 
DOC                 Department Operations Center 
DOH                Department of Health 
DPM                Disease Prevention and Management 
DSS                  Department of Social Services 
EAS                  Emergency Alert System 
EMS                 Emergency Medical Services 
EOC                 Emergency Operations Center 
EOP                 Emergency Operations Plan 
EMAC              Emergency Management Assistance Compact 
ESF                   Emergency Support Function 
FEMA               Federal Emergency Management Agency 
IAP                   Incident Action Plan 
ICS                   Incident Command System 
JIC                    Joint Information Center 
MCM               Medical Countermeasures  
MDH                Maryland Department of Health 
MEMAC           Maryland Emergency Management Assistance Compact 
MI                    Managed Inventory 
MOU                Memorandum of Understanding 
NIMS                National Incident Management System 
OEM                Office of Emergency Management 
OEPR               Office of Emergency Preparedness and Response 
PIO                   Public Information Officer 
POD                 Point of Dispensing  
PPE                  Personal Protective Equipment 
SNS                  Strategic National Stockpile 
SOP                  Standard Operating Procedure 
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I. OVERVIEW 

Purpose 

The mission of the Anne Arundel County Department of Health (DOH) is to preserve, promote 
and protect the health of all people who live, work and play in Anne Arundel County (AACO). In 
support of the DOH mission, the purpose of the DOH Emergency Operations Plan (EOP) is to 
establish emergency response procedures and provide guidance to execute a response to any 
emergency or hazard that may pose a threat to the public’s health. 

Anne Arundel County is vulnerable to a wide range of emergencies including flooding, dam 
failure, severe weather and, due to government installations within the County, terrorism. The 
Anne Arundel County 2018 Hazard Mitigation Plan Update contain a comprehensive overview 
of the natural hazards threats faced by the County. The Maryland Region III Health and Medical 
Coalition 2018 Hazard and Vulnerability Analysis identified utility failure, pandemic, severe 
weather, radiation/hazardous materials and terrorism as the greatest threats to public health in 
our region.  

Situation 

Anne Arundel County is located on the western shore of the Chesapeake Bay, and has common 
boundaries with Baltimore, Calvert, Howard, and Prince George’s counties and Baltimore City. 
The County is 13 miles east of Washington DC. The Chesapeake Bay forms the entire eastern 
boundary of the County. The Patapsco and Patuxent rivers form large portions of the northern 
and western borders, respectively. The County is comprised of 415 square miles with over 534 
miles of shoreline. Consequently, many communities in the County are highly vilverable to 
flooding and damage from severe storms and hurricanes. 

The City of Annapolis is located in the central region of the County and serves as the county 
seat of government, as well as the State Capital and residence of the Governor. The City of 
Annapolis is an independent municipality within Anne Arundel County. While the City of 
Annapolis has its own Police, Fire, Emergency Management, and Public Works departments, it 
does not have a separate health department or school system. As such, the DOH provides 
public health and school health services to residents of Anne Arundel County and the City of 
Annapolis.  
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Figure 1: Map of Anne Arundel County 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As of 2017, the population of the County is 564,600, making it the fifth most populous jurisdiction 
in the State of Maryland. The northern part of the County is densed populated from the border 
with Baltimore City to Annapolis. In contrast, the southern portion of the County is rural. 

 

 

 

Figure 2: Anne Arundel County Demographic Profile 
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2017 Estimates 

 
Anne Arundel County 

 
Maryland 

 
Population 

 
Male 

 
49.5% 

 
48.5% 

 
Female 

 
50.5% 

 
51.5% 

 
Race, Ethnicity and Age 

 
White, non-Hispanic (NH) 

 
70.9% 

 
53.3% 

 
Black, NH 

 
15.9% 

 
29.3% 

 
Hispanic 

 
7.3% 

 
9.6% 

 
Asian, NH 

 
3.6% 

 
6.2% 

 
American Indian, Alaska 
Native, NH 

 
0.1% 

 
0.2% 

 
Others 

 
2.7% 

 
3.9% 

 
Under 5 Years Old 

 
6.2% 

 
6.1% 

 
18 Years and Over 

 
77.5% 

 
77.5% 

 
65 Years and Over 

 
13.1% 

 
14.2% 

 
Median Age (Years) 

 
38.5 

 
38.5 

Source: U.S. Census Bureau: State and County Quick Facts; 2018 Population Estimates; 2017 American Community Survey 5-
year Estimates and 1-year Estimates; U.S. Department of Labor; Bureau of Labor Statistics (*not seasonally adjusted preliminary 
unemployment rates); National BRFSS (Behavioral Risk Factor Surveillance System), CDC (U.S. Centers for Disease Control and 
Prevention); Maryland BRFSS, Maryland Department of Health and Mental Hygiene (MDH). 

       

 

 

   In Anne Arundel County, there are 128 public schools with an enrollment of over 83,000 
students, and institutions of higher education including the United States Naval Academy, St. 



Page | 10 
 

John’s College and Anne Arundel Community College. Additionally, AACO is home to Fort 
George G. Meade Army Installation and the National Security Agency, and contains more than 
15 major highways, the western portion of the Chesapeake Bay Bridge, major passenger and 
freight train routes, Baltimore Washington International Thurgood Marshall Airport, multiple 
public and private secotr healthcare providers including two hospitals, and a large network of 
fire stations and law enforcement infrastructure.  

   There are two regional heath systems within the County: Anne Arundel Medical Center 
(AAMC) of Anne Arundel Health System, a not-for-profit independent hospital located in 
Annapolis, and Baltimore Washington Medical Center (BWMC), an affiliate of the University of 
Maryland Medical System located in Glen Burnie. In addition, many residents in the nothern 
part of the County are served by MedStar Harbor Hospital, an affiliate of MedStar Health, which 
is located in Baltimore city near the nothern county border. The Baltimore region is also home 
to the R. Adams Cowley Shock Trauma Center, and three additional trauma centers: Johns 
Hopkins Hospital (Level 1), Johns Hopkins Bayview Medical Center and Sinai Hospital (Level 2). 
All hospitals in the Baltimore Metropolitan Region are members of the Maryland Region III 
Health and Medical Coalition, a multi-agency work group charged with regional planning and 
information sharing. 

Figure 3: Profile of Local Hospitals 

Bed Type AAMC BWMC Harbour 
Hospital 

Licensed Acute Care 
Inpatient Beds 

385 288 139 

Emergency Department 
Beds 

67 65 28 

Critical Care 20 33 14 
Source: Annual Report on Selected MD General & Special Hospital Services, Fiscal Year 2018. 
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute_care/chcf_acute_care_license_rp 
t_2016_20151130.pdf 
 
In addition to these hospitals, other healthcare facilities in the County include: 

• Federally Qualified Health Centers 
o Chase Brexton Health Care 
o Owensville Primary Care 
o Total Health Care 

• Nursing homes, including 15 licensed facilities 
• Assisted living facilities with more than 50 beds 
• Dialysis centers 
• Large group homes for the developmentally disabled 

http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute_care/chcf_acute_care_license_rpt_2016_20151130.pdf
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute_care/chcf_acute_care_license_rpt_2016_20151130.pdf
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• Hospice care facilities 
• Obstetrics/gynecology group practices 
• Pediatric and family practices 
• Pharmacies 
• Urgent care facilities 
• DOH health centers 
• Fort George G. Meade Kimbrough Ambulatory Care Center 
• Naval Health Clinic Annapolis 

A full list of facilities and contract information can be found on the Maryland Office of Health 
Care Quality website.  

Planning Assumptions 

1. The DOH will function in accordance with the Anne Arundel County and City of 
Annapolis Emergency Operations Plans. 

2. DOH plans may be superseded by emergency declarations or executive orders issued by 
elected officials. 

3. In accordance with the Homeland Security Presidential Directive-5 and Presidential 
Policy Directive-8, all agencies, departments and organizations with responsibilies 
delineated in this EOP will comply with the National Incident Management System 
(NIMS). Anne Arundel County response agencies, including the DOH, use the Incident 
Command System (ICS), a component of NIMS, to communicate, control and coordinate 
the use of resources during response efforts. 

4. A large scale emergency may extend beyond County boundaries and impact neighboring 
jurisdictions. Likewise, Anne Arundel County may be impacted by an emergency 
occuring in a neighboring jurisdiction. 

5. The DOH will be the lead agency within the jurisdiction’s unified command structure 
during emergencies involving a significant public health threat or emergency (e.g., 
communicable disease outbreak, bioterrorism threat or a incident involving food 
safety).  

6. The local Emergency Operations Center (EOC), under the direction of the Anne Arundel 
County and/or City of Annapolis Office of Emergency Management (OEM), may be 
activated and serve as the central point for information sharing, coordination and 
support during emergencies. 

7. Emergencies may happen with little to no warning, impacting the time available to 
provide expedient notifications and public messaging to residents and staff prior to an 
emergency.  

https://health.maryland.gov/ohcq/Pages/Licensee-Directory.aspx
https://health.maryland.gov/ohcq/Pages/Licensee-Directory.aspx
https://drive.google.com/file/d/0B8OOujkZT_jNY05reGJmOGpDMm8/view
https://www.dhs.gov/presidential-policy-directive-8-national-preparedness
https://www.dhs.gov/presidential-policy-directive-8-national-preparedness
https://drive.google.com/file/d/0B8OOujkZT_jNQnhFRkpRd1R0NG8/view?pli=1
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8. The extent of the response will be guided by the size and scope of the event and the 
number of individuals affected.  

9. The DOH may need to shift to a continuity of operactions (COOP) model in orde to 
redistribute resources from day-to-day operations to emergency response and recovery 
operations. 

10. The DOH posseses redunant communications systems to ensure timely notifications, 
interoperability, and information sharing with staff, response partners, the media and 
county residents.  

11. A large-scale emergency can immediately and significantly tax the hospitals’ resources, 
including beds, supplies and equipment, and staff. 

12. The DOH is the local agency charged with requesting Strategic National Stockpile (SNS) 
assets.  

13. A large-scale emergency may require modification of State laws in order to expedite 
health and medical response efforts. This modification requires a State of Emergency or 
a Catastrophic Health Emergency declaration made by the Governor.  

14. During a public health emergency, all messages to the public will be made by a 
designated spokesperson (e.g., County Health Officer, Deputy Health Officer, Public 
Information Officer, designee of the Health Officer, or a Maryland Department of Health 
representative).  

15. Local government agencies, including the DOH, may be required to sustain response 
activities for 72 hours or longer wihtout assistance from external agencies. 

16. Federal, State, or local government, as well as private medical facilities, will provide 
support as outlined in the Maryland Emergency Management Assistance Compact 
(MEMAC), any regional Emergency Management Assistance Compact (EMAC) and any 
memoranda of understanding (MOUs). 

17. Operations that require the activation of ICS, drills and exercises, or events that are 
considered rare or unique would require the development of an After Action Report 
(AAR) and Improvement Plan (IP). 
 
 
 
 
 
 

II. CONCEPT OF OPERATIONS 

The Anne Arundel County EOP establishes the framework for County departments and agencies 
to prepare for, respond to, and recover from emergencies that threaten the jurisdiction. County 
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departments and agencies are requires to maintain their own emergency plans to meet 
response requirements as outlined in the Anne Arundel County EOP. 

The DOH EOP outlines heath and medical responsibilities through all phases of the emergency 
management cycle (i.e., preparedness, response, recovery and mitigation) for an emergency or 
planned event. 

 

The DOH is the primary agency for Emergency Support Function (ESF) 8: Health and Medical 
Services in the AACO EOP. Thus, the DOH is the primary agency responsible for: 

• Conducting communicable disease surveillance, investigation and control. 
• Assesing health and medical needs of the jurisdiction, including surge capacity. 
• Providing public health information to the public and medical providers using media 

outlets. 
• Requesting and receiving the Strategic National Stockpile. 
• Coordinating mental health assistance and crisis counseling for victims and DOH 

response personnel. 
• Conducting enviromental assessments of food service facilities, waterways, properties 

on private wells, properties on private septic systems, and residual properties with 
potential housing maintenance and sanitation issues. 

• Monitoring food service facilities and ensuring proper operation before, during and 
after an emergency. 

• Consulting on radiological, select chemical and biological hazards, with guidance from 
MDH. 

• Consulting with health care providers on triage, treatment, and transport needs during 
mass casualty field response. 

• Implementing disease vector controls and possible pest controls with the support of 
local and State agencies, in conjunction with the Department of Natural Resources and 
the Maryland Department of Agriculture. 

• Serving as the Anne Arundel County Unit Administrator for the Maryland Responds 
Medical Reserve Corps. 

The DOH is identified as a supporting agency to the following ESFs: 

• ESF 4: Firefighting 
• ESF 5: Emergency Management 
• ESF 6: Mass Care and Sheltering 
• ESF 9: Search and Rescue 
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• ESF 10: Hazardous Materials 
• ESF 11: Food 
• ESF 12: Utilities and Energy 
• ESF 13: Law Enforcement 
• ESF 14: Debris Management 
• ESF 15: Donation Management and Non-government Organization Management 
• ESF 16: Animal Protection 

The following outline of DOH responsibilities is organized by the four phases of emergency 
management.  

 

Preparedness 

Preparedness actions take place before an emergency occurs, and include tasks such as 
planning, training and exercising, and conducting hazard vulnerability assessments in 
partnership with County response agencies. The DOH Office of Emergency Preparedness 
and Response (OEPR) works with Deparment staff, stakeholders and partners to: 

1. Maintain 24/7 on-call capacity and update contact information. 
2. Develop and maintain emergency response policies, plans and supporting documents. 
3. Monitor local, State and federal conditions that may impact Anne Arundel County. 
4. Maintain the DOH Continuity of Operations Plan (COOP). 
5. Identify resource needs and maintain cache of emergency equipment and supplies. 
6. Develop and provide emergency preparedness training. 
7. Manage emergency preparedness drills and exercises. Complete related After Action 

Reports and Improvement Plans. 
8. Cultivate and maintain partnerships with response agencies and stakeholders. 
 

Response 

The DOH EOP summarizes how the DOH responds to any public health emergency. This EOP 
is   in alignment with the Anne Arundel County EOP, Emergency Support Function 8, 
emergency response plans developed by MDH (e.g., Strategic National Stockpile, Emerging 
Infectious Disease and Isolation and Quarantine Plans), and DOH emergency policies, 
manuals and job aids. Based on the incident, the following DOH plans may be activated to 
respond to and emergency:  

1. Disease Surveillance, Investigation and Control 

https://drive.google.com/file/d/0B8OOujkZT_jNWXNLcnRUNFRZa0U/view?pli=1
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Infectious Disease and Response Plan 

 
Reportable diseases and conditions are reported to the DOH by healthcare providers, 
laboratories, and other select facilities; this reporting is mandated by law. There are 
currently 82 reportable diseases and conditions in the State of Maryland, 34 of which 
are phone reportable to expedite surveillance and management of each case.  
An investigation is performed for each reportable disease/condition, and the specific 
actions taken in the course of the investigation are mandated under the Code of 
Maryland Regualtions (COMAR). Additionally, the DOH is responsible for investigating 
disease outbreaks.  

 
In large scale outbreaks, the Health Officer, or designee, may utilize legal authorities 
(e.g., isolation, quarantine, or other social distancing measures) in coordination and 
consultation with MDH and/or Centers for Disease Control and Prevention (CDC) in 
oreder to halt or contain the spread of diesase. 

 
2. Medical Countermeasure Dispensing and Vaccinating  

Medical Countermeasure Dispensing Annex 
 

In order to contain a contagious disease outbreak or mitigate an exposure to an agent 
(e.g., anthrax), distributing large quantities of medications or administering vaccinations 
may be necessary to protect the population. These medical supplies will come from the 
Strategic National Stockpile (SNS), a federal stockpile of medication and medical 
materiel expected to arrive in the requesting jurisdiction within 48 hours. These 
medications are requested by the DOH to MDH, which will in turn contact and request 
the SNS from the Centers for Disease Control and Prevention (CDC). During such an 
event, multiple points of dispensing (POD) sites may be opened to distribute large 
quantites of oral medications or vaccines.  

 
3. Mass Care – Shelter Operations  
 

In some emergencies where residents are displaced from their homes, the County 
and/or City of Annapolis may open temporary shelters in order to lodge and feed 
displaced residents and their pets. Shelter activation is established by the AACO or City 
of Annapolis Office of Emergency Management and managed collaboratively by the 
AACO Department of Social Services (DSS), the DOH and the American Red Cross (ARC). 
DSS is the lead agency for the management of shelters, and the DOH supports DSS by 

https://drive.google.com/file/d/1nOuKPYFAyXnW9gGfQDg6jXDT7-G2fLRA/view?pli=1
https://drive.google.com/file/d/1wexJZuSzSqTaEcwN8sY0t4loG5RRhUFM/view?pli=1
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deploying nursing staff to shelters to provide basic medical support. Anne Arundel 
County Shelter Nurse Manual 
 
 
 

4. Phone Bank Operations 
Phone Bank Manual 
 
During an emergency, the DOH may establish a call center in order to respond to an 
influx of calls from the public. Any County facility can be used to operate a phone bank. 
Additionally, the AACO OEM has the capability to activate up to 23 phone lines inside 
the County EOC that may be staffed by County personnel. 
 

5. Enviromental Health 
 
In order to prevent further injury or illness due to an emergency or a disaster, the 
Enviromental Health Bureau will respond to issues related to food service facilities, 
outbreaks of food bourne illnesses, sewage overflows, power outages, and water main 
breaks. Staff will also respond to sewage spills and overflows that may impact 
recreational water and private wells. 
 

6. Public Communication 
Public Information Annex 
 
In accordance with procedures stated in this EOP and its annexes, communications to 
the public, including media outlets, is led by the Public Information Officer (PIO).  
 

7. Behavioral/Mental Health  
All Hazards Disaster Mental Health Plan 
 
In accordance with the Memorandum of Understanding between AACO DOH and the 
Anne Arundel County Mental Health Agency, Inc., the agencies will coordinate and 
deliver mental health services following an emergency that affects the public’s health. In 
addition, during large-scale and/or prolonged events the Health Officer may mobilize 
trained counselors who are employed within the Bureau of Behavioral Health. In such 
case, the Health Officer (or designee) will deploy staff through the Director/Deputy 
Director of the Bureau of Behavioral Health. 
 

https://drive.google.com/file/d/10DqnHf2ODuxlj6YmOWuK3m-k2cGizTZW/view
https://drive.google.com/file/d/10DqnHf2ODuxlj6YmOWuK3m-k2cGizTZW/view
https://drive.google.com/file/d/1WxlR8xAG-_y2CZAnhf1dffQ5s7SxQGe9/view
https://drive.google.com/file/d/0B8OOujkZT_jNVzZ5T3pSOV9WV1U/view?pli=1
https://drive.google.com/file/d/0B8OOujkZT_jNbDFmMUJ6ZlVJSnM/view?pli=1
https://drive.google.com/file/d/0B8OOujkZT_jNUEIzUk5xdWw2R28/view?pli=1
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During large-scale and/or prolonged emergencies, the Health Officer (or designee) shall 
contact the Director of the Anne Arundel County Mental Health Agency, who will 
implement their All Hazards Disaster Mental Health Plan, which includes activating the 
Anne Arundel Crisis Response System.  
 

8. Resource Management 
Resource Management Annex 
 
During a large-scale event, the DOH may coordinate with the local hospitals to ensure a 
constant flow of communication and other coordination as needed. Monitoring of 
hospital needs will occur through the County EOC or DOH Operations Center (DOC), HC 
Standard® [a software platform that consolidates the County/Hospital Alert System 
(CHATS), the Facility Resources Emergency Database (FRED), the County/Hospital 
Request (CHRS), and the HC Patient Tracking System] and WebEOC (an internet-based 
crisis information management system that provides secure real-time information 
sharing to help managers make sound decisions quickly.) If local hospital supplies are 
depleted, medical supplies may come from the SNS and delivery will be coordinated 
through the DOH. 

Demobilization and Recovery 

Demobilization is the process by which DOH emergency response efforts transition back to 
normal operations, and includes the following events: 

• Sustained monitoring and surverillance of exposed individuals and the community, 
including enviromental health surveillance. 

• Collaboration with local, State and federal agencies to establish time frames for 
demobilization. 

• Public information messaging to address health and eviromental concerns. 
• Provisions to address community post-incident psychological needs. 
• Staff debriefing and follow-up. 
• Completion of the After Action Report and Improvement Plan. 
• Complete and submit financial reports [e.g., expense tracking and Federal Emergency 

Management Agency (FEMA) reimbursement forms].  

Recovery is the emergency management phase between the end of the response and 
resumption of the DOH pre-incident state, and includes the following tasks: 

• Work with local, State and federal officals to establish disaster epidemiology systems to 
monitior individuals who may have adverse health effects as a result of the emergency. 

https://drive.google.com/file/d/1bEFhAvmFfHppV2qnyZp_1JJM5iJZsmsk/view?pli=1
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• Prepare and disseminate public information in collaboration with County and State 
officials.  

• Provide health information to community physicians and health care providers. 
• Provide long-term community surveillance for incident-related outbreaks of disease. 
• Assist with the identification of potential enviromental hazard, specifically those hazards 

that may be a result of the incident and impact food service facilities, multiple dwellings 
and residential dwellings.  

• Coordinate mental health support services. 
• Allow for provision of employee assistance support and services. 
• Maintain communication with AACO and City of Annapolis OEMs and staff regarding 

post-event and recovery related activities. 

Mitigation 

Activities in the mitigation phase are designed to prevent hazards from developing into public 
health emergencies, or to reduce the effects of emergencies when they occur. Mitigation 
activities include incorporating lessons learned from incident and exercise AARs; communicable 
disease surveillance, investigation, vaccination and community containment; enviromenal 
health protective actions such as vector control, enviromental sampling, and food product 
embargoes; management of medical stockpiles and supply caches; public health education and 
outreach; and training and exercising emergency response plans.  

III. ORGANIZATION AND ASSIGNMENT OF RESPONSIBILITIES 

Anne Arundel County Department of Health 

The DOH employs over 700 employees and operates ten delivery sites throughout the County 
to best reach the entire population. The DOH administration is responsible for assisting and 
enabling the Health Officer in the discharge of mandated duties and responsibilities,ensuring 
the mission of the DOH is advance by providing organizational direction and structural support. 
The DOH administration provides budget and fiscal management, personnel management, 
information systems and data processing, central services management, program planning and 
assessment support services. 

 

Figure 4: Anne Arundel County Department of Health Organizational Chart 



Page | 19 
 

 

Health Officer 

The Health Officer, who is nominated by the County and appointed by the Secretary of MDH, is 
the most senior health official in the County. The Health Officer is responsible for:  

• Leadership and management of the programmatic and administrative operations of the 
DOH.  

• Formulation, development and execution of public health based on State and local 
needs. 

• Application and enforcement of appropriate State and County laws, regulations, policies 
and procedures for the State of Maryland, Anne Arundel County and ordinances of the 
City of Annapolis.  

In any public health emergency or disaster, the Health Officer (or designee) has the primary 
authority and responsibility for the public health response. When absent, the Health Officer 
will identify an Acting Health Officer, chosen from the Deputy Health Officers. If the Acting 
Health Officer is not a licensed physican, a lead licensed physician will also be identified. 

During an emergency, the Health Officer: 

• Activities and deactivates DOH ICS. 
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• Serves as the incident Commander (or select designee) when ICS is activated. 
• Sets policy for DOH emergency preparedness and response. 
• Approves the AACO DOH EOP. 
• Approves the deployment of DOH resources. 
• Approves activation of the AACO DOH Continuity of Operations Plan and suspension 

of any DOH service. 
• Provides situation reports to City, County and State elected and appointed officials.  

Public Information Office 

The Public Information Office, under the leadership of the Public Information Officer (PIO), is 
responsible for guiding, preparing, disseminating and evalutating public health information in 
alignment with the DOH mission to promote programs, services and activities. The PIO oversees 
messaging and the dissemination of information to the public and the media. The PIO is the 
main contact for the media, and serves as a DOH spokesperson and manager of DOH public 
information materials. Any media inquiries received should be forwarded to the PIO.  

During a public health emergency, the Publi Information Officer: 

• Advises the Incident Commander on public information. 
• Disseminates accurate and timely information to the public. 
• Ensures timely, accurate information to DOH staff. 
• Responds o requests for information from the media, public and County officials. 
• Serves as the DOH Public Information Officer (PIO) when ICS is activated. 
• Coordinates messaging with other City, County and State response agencies.  

Deputy Health Officer, Operations 

Working closely with the Health Officer, Deputy Health Officer, Public Health and the Bureaus, 
the Deputy Health Officer for Operations is responsible for the supportive and administrative 
functions of the Department. Within the Deputy Health Officer for Operations purview are the 
Department’s fiscal activities, human resources, information technology, and physical 
plant/central services. 

The Deputy Health Officer, Operations represents the Health Officer in his/her absence, 
including oversight of the Department, as needed. 

 

 

Deputy Health Officer, Public Health 
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The Deputy Health Officer Public Health collaborates with the Health Officer in the leadership 
and management of the programmatic operations of the DOH, including the supervision of the 
Bureau Directors, and public health policy development and evaluation.  

Additionally, the Deputy Health Officer, Public Health provides medical oversight for the 
activities of the DOH and support for the Health Officer in the leadership of the Department in 
pursuit of its mission; acts as liaison to other agencies, academic institutions, key stakeholders 
and community groups; and serves on committess and task forces as assigned.  

The Deputy Health Officer, Public Health represents the Health Officer in his/her absence, 
including oversight of the Department, as needed; and maintains the quality of care and 
professionalism of the Department. 

The Deputy Health Officer, Public Health provides oversight for the five public health bureaus: 

1. Bureau of Behavioral Health: Provides the following services:  Adult Addictions Services, 
Community Treatment Services, Adolescent and Family Services and Recovery 
Community Support Services. 

2. Bureau of Family Health Services: Provide health care services and linkages to health 
care resources. Programs include access to care, dental, eligibility and enrollment, and 
Women, Infants and Children (WIC) services. 

3. Bureau of School Health and Support: This Bureau provides school-based health services 
to students in the jurisdiction’s public schools, to include communicable disease 
surveillance monitored through school absenteeism, case management, medication 
administration and management (e.g., pill counts and inventory), audiology, and health 
room visits.  

4. Bureau of Enviromental Health: Assures the health and safety of the County through 
enviromental regualtion, inspection, investigation and education in the areas of housing, 
food protection, private well water and septic systems, and recreational waters. This 
Bureau provides staffing for the Tier-1 and Tier-2 after-hours on-call schedule.  

5. Bureau of Disease Prevention and Management: Provides comprehensive health 
outreach and education activities; surveillance, investigation and treatment of 
communicable diseases; immunization services; cancer screening; case management 
services; and comprehensive HIV case management services.  

OEPR falls under the Bureau of Disease Prevention and Management for routine 
management, but reports to the Health Officer during emergencies. OEPR establishes and 
maintains the infrastructure required to prepare for and respond to public health threats 
and emergencies across the County. To fulfill this mission, OEPR: 
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• Develops and maintains emergency response plans and tests the plans through drills 
and exercises; 

• Completes After Action Reports and incorporates improvements into emergency 
plans; 

• Assesses training needs to enhance staff preparedness and provides public health 
preparedness and response training opportunities;  

• Manages the AACO membership of the MD Responds Medical Reserve Corps; 
• Establishes and maintains interagency partnerships across City, County and State 

agencies;  
• Manages the DOH inventory of emergency response equipment and supplies; 
• Maintains notification lists and communitcations systems; and 
• Represents DOH on City, County, regional and State health care committes and 

coalitions. 

Anne Arundel County Partners 

1. The County Executive: 
a. Appoints a Director of the County Office of Emegency Management 
b. Issues local emergency declarations 
c. Approves the Anne Arundel County Emergency Operations Plan (EOP) 
d. Provides policy direction 

2. Mayor, City of Annapolis: 
a. Appoints a Director of the Office of Emergency Management for the City 
b. Adopts the EOP, and related programs and plans, to respond to emergencies 

affecting the City 
c. Declares a local state of emergency 
d. Authorizes City Departments to render mutual aid to, and request mutual aid from, 

other jurisdictions 
3. Anne Arundel County Office of Emergency Management:  

• Develops and maintains an all-hazard, comprehensive emergency management 
program 

• Coordinates emergency planning and response with County, regional, State, federal, 
and non-governmental agencies to protect life, property, and the enviroment from 
the effects of natural and man-made disasters 

• Prepares the community for disasters and terrorism 
• Establishes recovery systems to return the County and its citizens to a pre-incident 

state as soon as possible 
4. City of Annapolis Office of Emergency Management: 
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a. Activates the City of Annapolis Emergency Operations Center (EOC) 
b. Activates the City of Annapolis EOP 
c. Alerts City of Annapolis agencies 
d. Disseminates alerts using an automatic notification system 
e. Activates the EAS 
f. Activates shelter operations for City shelter needs 
g. Assesses needs and obtains additional resources via mutual aid or emergency 

compacts 
5. Anne Arundel County and Annapolis Police Departments: 

a. Serve as lead law enforcement agency for their respective jurisdictions 
b. Provide security planning and personnel for Points of Dispensing (PODs) 
c. Provide warming and cooling centers 

6. Anne Arundel County and City of Annapolis Fire/EMS: 
a. Provide emergency medical services 
b. Serve in an advisory role on incident-specific Personal Protective Equipment (PPE) 

Needs 
c. Serve as the primary hazardous materials and decontamination response agency 

7. Anne Arundel County Mental Health Agency, Crisis Response Services 
a. Serves as the lead agency for Family Information Center operations 
b. Manages the AACO Crisis Warmline 
c. Provides service to the community through Mobile Crisis Teams, Homeless Outreach 

Services, Urgent Care Clinic, Sexual Assault Clinic, Community Education and Crisis 
Beds.  

8. Maryland Department of Human Services, Anne Arundel County: 
a. Serves as the lead agency for mass care/shelter management, repatriation and 

Family Assistance Centers 
b. Provides outreach services to the jurisdiction’s homeless population 

9. Anne Arundel County Public Schools: 
a. Provides facilities for shelters and PODs 

10. Anne Arundel County Department of Aging and Disabilities: 
a. Communicates emergency information to clients and stakeholders 
b. Communicates with long term care facilities during power outages and reports 

outages to DOH 
c. Provides transportation services during emergencies 

11. Anne Arundel County Department of Recreation and Parks: 
a. Provides transportation services during emergencies 
b. Provides child care services at shelters 

12. Anne Arundel Department of Public Works: 
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a. Provides water testing of public water 
b. Provides potable water during emergencies 
c. Provides highway signage and messaging 

13. Anne Arundel Central Services:  
a. Provides logistical support during shelter activations and other emergencies 
b. Delievers supplies to POD sites 

14. Hospitals: (Anne Arundel Medical Center and University of Maryland Baltimore 
Washington Medical Center)  
a. Provide mass casualty and medical surge planning and care 

Regional, State, and Federal Partners: 

1. Maryland Region III Health and Medical Coalition  
a. Provides support in collaboration and resiliency among all health care partners 

within Maryland Region III (i.e., Baltimore City, Anne Arundel County, Baltimore 
County, Carroll County, Harford County and Howard County) 

b. Manages resources purchased with State and federal funding that can be used by all 
jurisdictions within Maryland Region III 

c. Coordinates health and medical emergency exercises, AARs and improvement plans 
d. Develops and maintains regional health and medical response plans including 

evacuation, medical surge, alternate care site and resource management plans 
2. Maryland Department of Health (MDH) 

a. Establishes emergency preparedness and response policy for the State 
b. Manages the Maryland Response Medical Reserve Corps 
c. Provides technical support and other resources for public health emergency 
d. Communicates with federal response agencies during a public health emergency 

3. Maryland Institute for Emergency Medical Services Systems (MIEMSS) 
a. Oversees and coordinates all components of the statewide EMS system in 

accordance with Maryland statute and regulation 
b. Maintains statewide EMS communications system 

4. Maryland Emergency Management Agency (MEMA) 
a. Coordinates emergency management operations at the State level 

5. Maryland Poison Center 
a. Provides technical support regarding poisons and potential bioterrorism agents 

6. Maryland State Police 
a. Provides support to local jurisdictions during large-scale emergencies 
b. Provides security during transportation of SNS assets 

7. Baltimore Washing Internatino Thurgood Marshall Airport 
a. May be used as a closed POD for airport staff, their families and travelers 



Page | 25 
 

b. Airport fire/EMS provide emergency medical services and fire/rescue support  
c. Serves as a repatriation center when U.S. citizens are evacuated from other 

countries 
8. The Centers for Disease Control and Prevention (CDC) 

a. Provides technical support to state and local jurisdictions regarding public health 
emergency preparedness and response 

b. Conducts state and local site reviews 
9. Department of Health and Human Services, Assistant Secreatary for Preparedness and 

Response 
a. Manages the Strategic National Stockpile (SNS) and Managed Inventory (MI) 

10. American Red Cross 
a. If available, provides staff, supplies and medications to support shelter operations 

11. United States Naval Academy 
a. Establishes and operates closed PODs for midshipmen, staff and family members 

12. Fort George G. Meade 
a. Recieves, through direct shipment from MDH, medication and vaccine from the 

Strategic National Stockpile.  
b. Activates and operated Closed POD for Ft. Meade 
c. Distributes medication received from SNS to Ft. Meade active and retired military 

and civilian personnel and their families 
13. National Security Agency 

a. Activates and Operates as a Closed POD for NSA 
b. Receives SNS medication from Ft. Meade to distribute to all NSA employees, 

contractors and their families 
14. The Federal Buerau of Investigation  

a. Serves as the lead law enforcement agency for the response to an act of terrorism 

IV. DIRECTION, CONTROL AND COORDINATION 

In order to provide a more coordinated and cohesive response to large scale incidents, the U.S. 
Department of Homeland Security issued Homeland Security Presidential Directive-5 (HSPD-5) 
requiring all levels of government that receive federal emergency preparedness and response 
funds to adopt the National Incident Management System (NIMS) as the standardized 
mechanism for preparedness, command and control, resource management, and 
communications and information management.  

By the issuance of AACO Executive Order No. 12 (2016), Anne Arundel County has adopted 
NIMS as the approach to prepare, respond, and recover from emergencies. As such, the DOH 

https://www.aacounty.org/news-and-events/news-resources/aaco-executive-orders.pdf
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will utilize the Incident Command System (ICS) in responding to all emergencies to ensure clear 
communication and orderly response occurs. 

The DOH will act in accordance with the AACO EOP and will serve as the lead agency for ESF-8 / 
Health and Medical Response. During other types of emergencies such as a natural disasters or 
a chemical, explosive or radiological release, the DOH will provide support to functions that 
directly or indirectly affect the public’s health (Emergency Response to Large-scale Public 
Health Events Policy).  

Incident Command System (ICS) 

DOH will utilize ICS in responding to all emergencies. Every incident must have an Incident 
Commander who provides the overall direction and remains in place until the end of the 
incident. The number of ICS positions utilized during the emergency will be determined by the 
Incident Commander, and is based upon the size and needs of the event. ICS Chart; Job Action 
Sheets. 

Activating ICS 

1. The Health Officer, Deputy Health Officers or a designee will notify Senior Staff that an 
emergency has occurred and ICS will be activated. 

2. Determine ICS structure necessary to respond to the event. ICS is scalable, and can 
expand or contract to meet the needs of the situation. When ICS, the following 
positions, at minimum, must be staffed: 
a. Incident Commander 
b. Public Information Officer 
c. Planning Section Chief 

3. Additional ICS positions may be staffed to plan for and respond to the emergency: 
Command Staff Positions 
a. Safety Officer: Develops and provides the safety briefing, monitors worker safety 

and provides guidelines for protective actions. The Safety Officer also possesses the 
authority to suspend response activities to address a threat to responder safety and 
health. 

b. Public Information Officer: Coordinates and disseminates information with the City 
and County Public Information Officers, and other PIOs. 

c. EOC Liaison: Serves as the DOH point of contract in the EOC, and is charges with 
information sharing and coordinating response and resource needs with 
jurisdictional partners. When the City of Annapolis or County EOC is fully activated 
(Level 4), the DOH will assign an EOC Liaison to staff the Health Desk at the EOC. 

https://drive.google.com/file/d/0B8OOujkZT_jNSjZESzhvN3BBZ1U/view?pli=1
https://drive.google.com/file/d/0B8OOujkZT_jNSjZESzhvN3BBZ1U/view?pli=1
https://drive.google.com/file/d/0B8OOujkZT_jNTlg4aGVaSzNKQU0/view?pli=1
https://drive.google.com/file/d/0B8OOujkZT_jNTlg4aGVaSzNKQU0/view?pli=1
https://drive.google.com/open?id=1yklM2gnXIUoFs-mFm1UT6XX05r4YN0xu
https://drive.google.com/open?id=1yklM2gnXIUoFs-mFm1UT6XX05r4YN0xu
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During a partial activation (Level 3), the DOH will assign an EOC liaison if requested 
by the Emergency Management Director. 

General Staff Positions 

a. Operations Section Chief: Oversees all public health operational response functions. 
These functions are managed by several Group Supervisors to include behavioral 
health, phone bank, enviromental health, shelter operations, PODs/medical 
countermeasure operations, and disease inverstigations. 

b. Planning Section Chief: Organizes and directs all aspects of the Planning Setion role. 
Develops incident briefings, the Incident Action Plan (IAP), staff schedules and AARs.  

c. Logistics Section Chief: Coordinates all personnel and logistical support related to 
the response, including communications equipment. 

d. Finance and Administration Section Chief: Monitors all expenses related to the 
incident, and submits reimbursement documents as requested. 

Group Supervisors: Function-specific and assigned as needed based on the incident. 

a. Behavioral Health: Identifies and implements DOH strategies to respond     to the 
mental halth aspects of an emergency. 

b. Phone Bank: Manages the establishment and operation of the DOH Phone Bank to 
respond to question from the public related to the emergency. 

c. Enviromental Health: Identifies and implements DOH strategies to respond to the 
enviromental health aspects of an emergency. 

d. Shelters: Implements DOH response functions when the Count activates mass care 
shelters. 

e. PODs: Manages the implementation of the DOH SNS/Mass Dispensing Plan and 
related activities. 

f. Disease Investigations: Manages the implementation of DOH strategies to respond 
to large-scale disease outbreaks. 

4. ICS staff will organize and execute their responsibilities according to their ICS Job Action 
Sheets. 

5. Utilize standardized ICS forms to document the event and track activity 
6. When activated by AACO OEM, utilize WebEOC to monitor the event and document 

response actions.  
7. Briefings will be provided to all ICS staff at regular, established intervals during ICS 

meetings or via email. 
8. Participate in Unified Command when requested. 

 

https://drive.google.com/drive/folders/0B8OOujkZT_jNdm55aU9BVGFSSnc
https://drive.google.com/drive/folders/0B8OOujkZT_jNdm55aU9BVGFSSnc
https://www.nwcg.gov/publications/ics-forms
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Figure 5: Anne Arundel County Department of Health ICS Organizational Chart 
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Department of Health Operations Center (DOC) 

The DOH Operations Center (DOC), located in the Health Officer’s Conference Room, is the 
primary meeting site for Senior Staff, ICS staff and other partners. Equipped with video-
conferencing and projection capability, the DOC is designed to facilitate incident planning and 
response activities. The DOC allows for communication between staff in the DOC and DOH EOC 
Liaisons who are at the EOC, response personnel, partner agencies and other stakeholders. 
(DOC Manual Attachment/Link TBD). 

Primary DOC Location Alternate DOC Location 

DOH Headquarters – Health Services Building 
 
Health Officer’s Conference Room 
3 Harry S. Truman Parkway 
Annapolis, MD 21401 
Health Officer’s Office: 410-222-7375 

Behavioral Health Services Building 
 
122 Langley Road North 
Glen Burnie, MD 21060 
410-222-0100 

 

 

 

V. INFORMATION COLLECTION, ANALYSIS AND DISSEMINATION 

Information Collection 

During the preparedness, response and recovery phases, OEPR personnel monitor official 
government alerting sources and DOH Epidemiology Program personnel monitor disease 
surveillance systems. These information sources include: 

• Maryland Joint Operations Center alerts via email and text 
• Maryland Health Alert Network messages 
• CivicReady alerts 
• Maryland Coordination and Analysis Center threat briefings 
• Reports from health care providers, hospitals and labratories. 
• Electronic Surveillance System for the Early Notification of Community-Based Epidemics 

(ESSENCE) 
• Alerts from City, County, State and federal partners. 
• National Weather Service 
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Analysis of Incident Information 

In order to establish a common operating picture and provide ICS staff with information needed 
to establish incident objectives, prioritize resources, and develop the Incident Action Plan (IAP), 
incident analysis includes the following steps: 

1. Gather incident-specific information. This includes phone or email alerts and 
conference calls from outside agencies (e.g., AACO and Annapolis OEMs and MDH). 

2. Ask critical questions to determine what (if any) public health response is needed. 
These include, but are not limited to the following: 
a. Should public health become involved in the response? If so, in what way(s)? 
b. What public health function(s) has been or may be adversely impacted? 
c. What geographical area(s) has been or may be adversely impacted? 
d. How many people are threatened, affected, exposed, injured, or dead? 
e. What are the exposure pathways? 
f. Have critical infrastructures been affected (e.g., electrical power, water supplies, 

sanitation, telecommunications, and transportation)? If so, in what way(s)? 
g. Have (or will) medical and health care facilities been affected? If so, in what way(s)? 
h. Are evacuation routes open and accessible? 
i. How will current and forecasted weather conditions affect the situation? 
j. What other agencies and organizations are currently responding to the incident? 
k. What response actions have already been taken? 
l. Has information been communicated to responders and the public to protect public 

health? If so, in what way(s) and by whom? 
m. Have the City of Annapolis, AACO and/or State Emergency Operations Centers 

(EOCs) been activated? 
3. Continually monitor government managed web-based emergency situational updates. 
4. Modify reponse plans and incident objectives based on current information. 

 
Information Dissemination 
 

Incident information can be disseminated in multiple formats: 

a. Incident Action Plan (IAP): A comprehensive report that includes an incident 
overview, response objectives, operational activities, communications information 
and other supporting information. 

b. Situational awareness report developed by the Planning Section. These reports 
should be provided to ICS staff, County, and City of Annapolis OEM, ESF 8 partner 
agencies and support staff. 
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c. Ad hoc reports: The Planning Section will develop and disseminate reports which 
contain additional detail on specific response actions to support incident operations. 

VI. COMMUNICATIONS 

Anne Arundel County DOH establishes and maintains a common operating picture, ensures 
accessibility and interoperability, and communicates with response partners throughout all 
phases on an emergency. See the Communications Annex for complete details on DOH 
communications equipment and processes.  

To ensure communication with staff, partners and the community, the DOH:  

1. Maintains the following communications equipment, systems and protocols to 
intergrate and maintain redundant, interoperable voice data communications 
infrasture: 
a. Health Alert Network with voice, text message and email capabilities 
b. 800 MHz radios 
c. Maryland FIRST 700 MHz radios 
d. Cellular, landline, internet and satellite phone systems 
e. Walkie-talkies 
f. Countywide email and instant messaging 
g. GETS cards 
h. CivicReady 
i. HAM radios 
j. HD Alert 

2. Trains employees on the communications system(s) used during emergency response.  
3. Tests equipment and systems during normal operations and prior to impending 

incidents or planned events to ensure they are in working order and interoperability. 
4. Performs and participates in regularly scheduled communications drills with employees 

and response partners. 
5. Maintains telephone trees and contact lists for all DOH staff and external partners as 

back-ups to electronic notification systems.  
6. Plans for redundant, interoperable communications during a DOH-led emergency 

response by using the ICS planning process and incorporating communications 
strategies in the Incident Action Plan (IAP). 
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VII. ADMINISTRATION AND FINANCE 

Administration 

1. DOH employees are subjuect to the Emergency Response to Large-Scale Public Health 
Events Procedure and Policy. The policy states: “All Department employees 
(State/County/Merit and Contractual) have an emergency clause included in their job 
descriptions that states they may be considered “emergency essential”personnel during 
an emergency and may be called to perform duties that are outside of normal job 
functions but not outside their legal scope of practice in order to support the 
Department’s response to a particular emergency”. Further, a subgroup of Department 
employees is considered “emergency essential” full time. This subgroup includes the 
Health Officer, Deputy Health Officers, Public Information Officer, Bureau Directors, 
Deputy Bureau Directors, OEPR staff and nurses in the Adult Addictions Program.  

2. All incident documentation (e.g., situation reports, IAP and tracking spreadsheets) must 
be saved to create a historical record of the event.  

Finance  

1. When resources necessary to provide public health services during an emergency are 
not available in existing inventory, emergency procurement may be necessary. The 
Purchasing Guidelines During Emergencies provided by the Anne Arundel County Office 
of Central Services contains an overview of the emergency procurement process. 

2. Procurement related to emergency public health services will follow the standard 
procurement rules to the extent possible. 

3. Anne Arundel County DOH employees assigned to an emergency response track their 
hours and expenses using the tracking spreadsheet provided at the time of the incident. 
The spreadsheet must be submitted to the DOH Finance Director at the end of each pay 
period or at the end of the incident, depending upon the duration of the emergency. 

4. The DOH bears the cost of personnel or other resources used during response and 
recovery operations unless such costs are eligible for reimbursement under Maryland or 
federal program, or if other funding mechanisms are provided by the County. 
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VIII. LOGISTICS 

1. When ICS is activated, the logistical needs for a response are managed by the Logistics 
Section Chief. During daily operations, the logistics function is managed by OEPR in 
coordination with the DOH personnel requeting resources. 

2. The DOH maintains a cache of supplies and equipment necessary for public health 
response to an incident. The cache is maintained by OEPR, and tracked by the MD 
inventory management system. During a public health the Logistics Section Chief must 
also provide status updates upon request and at ICS briefings. 

3. The Anne Arundel County procurement system, mutual aid agreements, and the City of 
Annapolis and AACO EOCs faciliatate the acquisition of additional resources when DOH 
capacity is exceeded. 

IX. AUTHORITIES 

Local Health Officer – Anne Arundel County Department of Health 

General  
Enforcement of  
Health Laws  

The Health Officer for a county shall enforce throughout the 
County the State health laws and the policies, rules and 
regulations that the Secretary adopts and the rules and 
regulations that the County Board of Health adopts. MD. Code 
Ann., Health-Gen § 3-306 (c)(4)(i). 
 

Investigation The Health Officer shall perform any investigationor other duty 
or function directed by the Secretary or the County Board of 
Health and submit appropriate reports to them. MD. Code Ann., 
Health-Gen § 3-306 ©(5) 
 

Access and  
Inspection of Private  
Homes and Businesses 

In the performance of official duties, the Health Officer may 
enter and inspect and private house if the Health Officer has 
obtained consent and/or warrant to enter and inspect a private 
home. If an exceptional situation or emergency exists and the 
Health Officer does not have time or opportunity to obatin a 
warrant, the Health Officer may enter and inspect any private 
house. The Health Officer may also, in the performance of official 
duties, enter any place of business or employment. MD. Code 
Ann., Health Gen § 3-307. 

Reporting of Disease The Health Officer is required to report immediately a disease (to 
the County Baord of Health) that may endanger the public health 
within the County, investigate the suspected disease and act 
properly to prevent the spread of disease. MD. Code Ann., 
Health-Gen § 18-208 (a)(1) and COMAR 10.06.01.06. 
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Prevention of  
Infectious Disease 

When a Health Officer is notified of an infectious or contagious 
disease within the County, the Health Officer: shall act 
immediately to prevent the spread of disease; shall give the 
Secretary all information obtaind on the disease; annd shall 
cooperate with the Secretary to prevent the spread of disease. 
MD. Code Ann., Health-Gen § 18-208 (b)(1)(2)(3) and COMAR 
10.06.01.06. 

Notification of Infectious 
Disease 

When the Health Officer knows of any unusal disease or 
mortality in the County or a contiguous county, the Health 
Officer promptly shall give the Secretary notice of the disease or 
mortality. MD. Code Ann., Health –Gen § 18-208 (C) and COMAR 
10.06.01.04. 
 

Prevention of Infectious 
Disease in Public Schools 

When the Health Officer recieves notice of an infectious or 
contagious disease that affects, or is likely to endanger, the 
health of school children within the County, the Health Officer 
shall immediately give written notice to the County Board of 
Education. MD. Code Ann., Health-Gen § 18-209 and COMAR 
10.01.06. 
 

Isolation and Quarantine 
– General Control 
Measures 

The Health Officer may recommend to the Secretary Isolation 
and Quarantine (I&Q) sites (“Sites”); arrange for and provide 
transportation to Sites; monitor the health of those in I&Q; 
provide information to those in I&Q; approve relocation of those 
in I&Q; ensure appropriate medical supplies, food, utilities, and 
other living necessities; ensure individuals remain in I&Q; 
address cultural and religious concerns which may interfere with 
medical care. COMAR 10.59.01 and MD. Code Ann., Health-Gen 
§ 18-211. 
 

Immunity of Local 
Governement Employees 
and Volunteers  

The Local Government Tort Claims act provides certain 
protections and immunities for employees committing tortous 
acts while performing within the scope of their employment by a 
local government. The term “Employee” includes a volunteer, 
who at the request of the local government, and under its 
control and direction, was providing services or performing 
duties. MD. Code Ann., CTS. & JUD. PROC. § 5-301. 

County Executive – Anne Arundel County 

Proclamation of a  
Local State of  
Emergency  
 

Whenever the County Executive finds that a civil emergency 
exists, the County Executive shall proclaim in writing its 
existence. A civil emergency is defined as the following: 
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“Civil emergency” means a riot of unlawful assembly 
characterized by the use actual force or violence or any threat to 
use force without the authority of law; or a natural disaster or 
man-made calamity, including flood, catastrophe, cyclone, 
tornado, earthquake, snowfall, or explosion, within the limits of 
the County resulting in death or injury of persons or the 
destruction of property so that extraordinary measures must be 
taken to protect the public health, safety, and welfare. Anne 
Arundel County Code Article 1, Title 6 § 1-6-102. 

Mayor – City of Annapolis 

Proclamation of a 
Local State of 
Emergency 

When a Mayor determines that an emergency has developed or is 
impending due to any cause, the Mayor may declare by written order 
that a local state of emergency exists in the City of Annapolis. The local 
state of emergency shall continue until the Mayor declares by written 
order that the emergency no longer exists provided however that the 
local state of emergency shall not continue or be renewed for longer 
than seven days without consent of the City Council. Orders declaring, 
extending and terminating a local state of emergency shall be given 
prompt and general publicity and filed with the City Clerk. Annapolis, 
Maryland Code of Ordinances, Title 11 § 11.48.030. 

 

Secretary – Maryland Department of Health and Mental Hygiene 

Investigation The Secretary shall investigate the causes of disease and, particularly, 
the causes of epidemics; the causes of mortality; and the influenceon 
locality, employment, habitat and other conditionson health. MD. Code 
Ann., Health-Gen § 18-101. 

Rules/Regulations 
Used for Control of 
Infectious Disease 

The Secretary is required to adopt riles and regulations necessary to 
prevent the introduction of an infectious disease in Maryland or other 
diseases that endanger public health in Maryland. The Secretary is also 
required to investigate and take action to prvent the spread or 
introduction of a contagious disease. The Secretary may enter on and 
inspect private property to determine the presence, cause, and source 
of an infectious or contagious disease or other disease that endangers 
public health in this State.MD. Code Ann., Health-Gen § 18-
102(a)(b)(d). 
 

Authority for 
Surveillance  

The Secretary may exercise the autority to continuously evaluate and 
modify existing disease surveillance procedures in order to detect a 
catastrophic health emergency; investigate exposures to deadly 
agents; and treat, prevent or reduce the spread of disease or outbreak 
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that may have been caused by a deadly agent. MD. Code Ann., Health-
Gen § 18-902. 

Isolation and 
Quarantine 

The Secretary may issue an order requiring individuals to seek 
appropriate and necessary evaluation and treatment. If the Secretary 
determines that it is medically necessary and reasonable to prevent or 
reduce the spread of disease, the Secretary may order an individual, or 
group of individuals, to go to and remain in places of isolation or 
quarantine until the Secretary determines that the individual no longer 
poses a substantial risk of transmission to the public. MD. Code Ann., 
Health-Gen § 18-905. 

Immunity of Health 
Care Providers and 
Volunteers 

During a declared catastrophic health emergency, “[a] health care 
provider is immune from civil or criminal liability if the health care 
provider acts in good faith and under a catastrophic health emergency 
proclamation.” MD. Code Ann., Pub. Safety § 14-3A-06. 
Individuals who volunteer for the State may also be covered under the 
Maryland Tort Claims Act and are considered state personnel for 
immunity purposes. 

Immunity for State 
Employees  

Under the Maryland Tort Claims Act, “State personnel… are immune 
from suit in courts of the State and from liability in tort for a tortuous 
act or omission that is within the scope of the pulic duties of the State 
personnel and is made without malice or gross negligence and for 
which immunity has been waived under Title 12, Subtitle 1 under the 
State Government Article.” MD. Code Ann., State Gov’t § 12-105 and 
MD. Code Ann., Cts. & Jud Proc. § 5-522. 

Good Samaritan 
Statute  

Immunity also extends to individuals who are not otherwise covered 
when aid is provided in a reasonably prudent manner, the assistance or 
aid is provided without fee or other compensation, and the individual 
relinquishes care of the victim when someone who is licensed or 
certified by this State to provide medical care or services becomes 
available to take responsibility. MD. Code Ann., Cts. & Jud. Proc. § 5-
603. 

 

Governor of Maryland 

Declaration of State 
of Emergency  

The Governor has the power to declare a state of emergency via 
executive order or proclamation if he or she finds “that an emergenc 
has developed or is impending due to any cause”. MD. Code Ann., 
Public Safety, Title 14. Emergency Management §§ 14-101 et seq. 
 

Catastrophic Health 
Emergency  

The Governor may declare a Catastrophic Health Emergency (CHE) 
under the Catastrophic Health Emergencies Act (CHEA), which defines 
a catastrophic health emergency as “a situation in which extensive 
loss of life or serious disability is threatened imminently because of 

https://www.treasurer.state.md.us/media/27710/autorisk-liabilities-memo.pdf
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exposure to a deadly agent”. MD. Code Ann., Pub Safety §§ 14-3A-01, 
et. Seq. & Health-Gen. §§ 18-901, et. Seq. 
 

Limitations In issuing this proclamation, the Governor must declare the nature of 
the emergency, areas affected or threatened, and the conditions that 
led to the emergency or the criteria for terminating the emergency. 
This proclamation will last for 30 days and may be renewed for a 
successive 30-day period. MD. Code Ann., Pub Safety §§ 14-3A-01(b) 
(c).  
 
 
 

Authority of 
Governor to Require 
Treatment 

The Governor may order the Secretary of the Maryland Department of 
Health and Mental Hygiene (MDH), or other designated official, to 
require individuals to submit to medical examination or testing, 
vaccination or medical treatment and to establish places of treatment, 
isolation and quarantine. MD. Code Ann., Pub. Safety § 14-3A-09(b)(3) 

 

Accessing Legal Assistance and Resources 

In response to an emergency, if the DOH has legal inquiries or seeks clarification, the DOH may 
first seek guidance with the Anne Arundel County Law Office. The Law Office provides legal 
servies for the County. Clients include the County Executive; all County offices, departments, 
boards, commissions, and agencies; and the County Council.  

County Attorney 
Anne Arundel County Law Office 
Heritage Office Complex  
2660 Riva Road, 4th Floor 
Annapolis, MD 21401 
Phone: (410) 222-7888 
Hours: 8:00 a.m. to 4:30 p.m., Monday through Friday 
 

If the County Law Office is unavailable, the DOH may seek guidance from the Maryland 
Attorney General. 

 
Assistant Attorney General – MDH 
300 West Preston Street 
Baltimore, MD  
410-767-5162 
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Main Office for Baltimore Metro Area 
200 St. Paul Place 
Baltimore, MD 21202 
Main number: (410) 576-6300 / toll-free: 1 (888) 743-0023 
 

X. REFERENCES 
1. Comprehensive Preparedness Guide 101: Developing and Maintaining Emergency 

Operations Plans (2010), Federal Emergency Management Agency 
2. Anne Arundel County Emergency Operations Plan 
3. Anne Arundel County Emergency Operations Plan, Emergency Support Function #8 – 

Health and Medical Services 
 
XI. ATTACHMENTS  
 
To be added. 



Appendix C:  BHAC/DAAC Approval Letter 
  





Appendix D:  AACMHA Board of Directors 
Action 
  





Appendix E:  Promotional Materials 



OFFER BUPRENORPHINE
TREATMENT.

YOU CAN PREVENT OVERDOSE 
IN YOUR PATIENTS.

Offer buprenorphine treatment 
for opioid use disorder.

Prescribing buprenorphine is easier than you 
might think. Here’s what you need to know 
and free resources to help you get started.

For more information about
Anne Arundel County’s free buprenorphine 

training and technical assistance, visit 
aaphysicians.org.

Copyright 2017 New York City 
Department of Health and Mental Hygiene. 

Adapted with permission.

8/19



WHAT IS BUPRENORPHINE?
Buprenorphine is a partial opioid agonist 
approved for treatment of opioid use 
disorder.* Buprenorphine is effective: it 
reduces drug use and death from opioids, 
keeps patients in treatment, and improves 
various health and social outcomes. 
Buprenorphine can be prescribed in 
your practice, just like other medications 
you prescribe for chronic health conditions. 
Offer buprenorphine in your practice to 
give your patients access to life-saving 
treatment they might not otherwise receive.

FROM PRIMARY CARE PHYSICIANS 
WHO PRESCRIBE BUPRENORPHINE:

“  There are few areas of primary care where 
a week or two into treatment many patients 
report such dramatic changes in their lives.”

“  It’s amazing to see patients’ lives change 
in front of my own eyes. I’ve had several 
patients say things like they never  
dreamed they could go this long without 
using opioids.”

“  I have come to realize this is no different 
than the management of any chronic 
disease. It’s ideally suited for the primary 
care relationship.”

“  It’s empowering to have this tool and be 
able to truly help patients struggling with 
drug use.”

FAQ
Q: Who can prescribe buprenorphine?

A:  Any physician (MD or DO), nurse 
practitioner (NP), or physician assistant 
(PA) can prescribe buprenorphine after 
obtaining a waiver. Physicians are required 
to take an eight-hour training in order to 
apply for a waiver; NPs and PAs must 
take 24 hours of training (inclusive of the 
physician 8-hour training) to apply.

Q:  How do I get trained to 
prescribe buprenorphine?

A:  There are several options available to 
complete the required buprenorphine 
waiver training, including online (search 
SAMHSA.gov for “buprenorphine 
training”). The Anne Arundel County 
Department of Health sponsors free, 
regular buprenorphine trainings. 

Email buprenorphine@aacounty.org for 
more information.

Q:  I didn’t learn about buprenorphine 
during my clinical training. 
Is it complicated?

A:  Prescribing buprenorphine for opioid 
use disorder is like treating many other 
chronic conditions that you routinely see 
in primary care. You will learn the basic 
steps during the required training. The 
Anne Arundel County Department of 
Health can also match you with an 
experienced prescriber for clinical 
mentorship, and can provide technical 
assistance to help prepare you and your 
office staff.  

Email buprenorphine@aacounty.org for 
more information.

Q:  I am not sure I want to treat people 
who use drugs in my practice. 

A:  Individuals with substance use disorders 
are likely already part of your practice. 
Based on 2016-2017 data, more 
than 360,000 adult Marylanders meet 
the criteria for a substance use 
disorder. Most do not receive the 
effective treatment they need. 
Buprenorphine treatment can prevent 
overdoses and improve the lives of 
patients with opioid dependencies.

BUPE

* Methadone and naltrexone are the two other FDA-approved medications used 
to treat opioid use disorder.
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