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ACRONYMS 

AACMHA – Anne Arundel County Mental Health Authority 

ACT – Assertive Community Treatment 

ASO – Administrative Services Organization 

BHA – Behavioral Health Administration 

CCO – Care Coordination Organization 

CIT – Crisis Intervention Team 

CM – Case Management 

CQT – Consumer Quality Team 

CRS – Crisis Response System 

CSA – Core Service Agency 

DAAC – Drug and Alcohol Abuse Council  

DOH – Department of Health (Anne Arundel County) 

ED – Emergency Department 

EHR – Electronic Health Record 

EMS – Emergency Medical Services 

FFS – Fee for Service  

HD – Hospital Diversion  

HUFED – High Utilizer Frequent Emergency Department 

IHIT – In-Home Intervention Treatment 

JD – Jail Diversion 

LAA – Local Addiction Authority 

MCT – Mobile Crisis Treatment 

MCSS – Mobile Crisis and Stabilization Services 

MH – Mental Health 

MT – Mobile Treatment 

OMHC – Outpatient Mental Health Clinic 

PBHS – Public Behavioral Health System 

PRP – Psychiatric Rehabilitation Programs 

RCS – Residential Crisis Services (Crisis Beds) 

RRP – Residential Rehabilitation Programs 

SH – Supported Housing 

SOAR – SSI/SSDI Outreach and Recovery 

SUD – Substance Use Disorders 

TRANS – Transportation 

UC – Urgent Care 
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EXECUTIVE SUMMARY 

The Anne Arundel County Mental Health Agency (AACMHA) serves as the Core Service 

Agency (CSA) or local mental health authority for Anne Arundel County.  The Annual Report 

states the agency’s priorities, goals, and major accomplishments for Fiscal Year 2017.  While 

funding for mental health services is always challenged, AACMHA has excelled at meeting the 

ever-increasing need for behavioral health services by securing new and additional funding 

sources and leveraging partnerships with other stakeholders.   

 

The AACMHA has assembled a continuum of services that addresses the varying behavioral 

health needs of county residents.   The Agency’s Crisis Response System, which continues to 

provide much needed crisis services, added the Safe Stations program to respond to the growing 

opioid crisis.  This pilot program has quickly become a valuable asset in the community’s battle 

against opioid addiction.  The AACMHA also recognizes that children and adolescents are being 

greatly affected by behavioral health crises.  The agency, in partnership with the Behavioral 

Health Administration (BHA), has implemented Mobile Crisis and Stabilization services 

focusing on youth.  The program allows privately insured children and adolescents to access 

Targeted Case Management Plus services.  The CSA will continue to enhance services in this 

area to prevent these vulnerable children to require more intensive services as a result of the 

trauma associated with this epidemic.  In addition, the AACMHA has identified housing, 

entitlement, and transportation needs as vital to the success of the services available for our 

residents. 

 

The Agency continues to seek grant opportunities that provide the addition of new services as 

well as the enhancement of existing ones.  The AACMHA has been one of the most successful 

local mental health authorities in the State for obtaining additional funding.  The agency has a 

reputation for sound fiscal management and is often asked to assume the leadership role in the 

start-up of new projects for the State.   

 

As demonstrated by the program highlights throughout this report, the lives of county residents 

are greatly enhanced by the services and supports made available to them through careful 

planning on the part of the CSA.  The AACMHA is committed to ensuring that the residents of 

Anne Arundel County receive person-centered and recovery-oriented Public Behavioral Health 

System services.   
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INTRODUCTION 

The AACMHA provides leadership and works in collaboration for the planning, monitoring, and 

managing of a comprehensive continuum of mental health care to eligible Anne Arundel County 

residents of all ages.  In this role, the AACMHA continues to identify areas in the continuum 

where enhancements will make significant improvements to the delivery of healthcare in the 

County.  As these gaps are determined, the AACMHA works with various participants to guide 

the system to change.  This occurs through a blend of the identification of new funding, policy 

changes and collaboration between providers with a focus on efficiency and defined outcomes.    

 

DEMOGRAPHICS 

Anne Arundel County, which is situated by the Chesapeake Bay, is home to more than 560,000 

residents.  It is the fourth largest county in Maryland. https://www.maryland-

demographics.com/counties_by_population.   In 2015, the median household income was 

$91,230.  The population break-down by race was 75% Caucasian, 15% Black/African-

American, 6% Hispanic or Latino, 3% Asian, and 1% Other.  The gender breakdown is almost 

equal with 51% female and 49% male respectively.  According to the most recent Anne Arundel 

County Community Health Needs Assessment, 6.3% of residents live below the poverty level, 

with poverty being concentrated in the North and South of the county.  Enrollment in Medicaid 

increased from 68,166 in January 2013 to 84,616 in December 2014. (Community Health Needs 

Assessment – 2015) 

 

This Annual Report summarizes the priorities, goals and accomplishments of the AACMHA 

during FY 17. 

 

The following key areas were identified as priorities for Anne Arundel County and were targeted 

goals for most of the Agency’s projects in FY17.  As noted throughout this report, at minimum 

these goals were achieved and many laid the foundation for additional programmatic changes 

into FY18. 

 

1. Continue to increase public awareness and provide support and services, as needed, to 

improve health and wellness for persons with behavioral health issues who are Anne 

Arundel County residents and who are in the Public Behavioral Health System (PBHS). 

2. Provide a coordinated, aggressive approach to reduce barriers to housing, education, 

employment opportunities, and other support activities, in order to obtain needed services 

and eliminate health disparities for those individuals in the PBHS. 

3. Work in a coordinated way with the community’s systems of care, including the county 

Department of Health (DOH), the Department of Social Services (DSS), the Department 

of Aging and Disabilities (DAD), the Anne Arundel Chapter of the National Alliance for 

the Mentally Ill (NAMI), local providers, the Anne Arundel County and the Annapolis 

City Police, the Department of Corrections (DOC), Anne Arundel Medical Center 

(AAMC) and Baltimore Washington Medical Center (BWMC) hospital staff, first 

responders, community advocacy systems, and other community public and private 

agencies that touch the lives of individuals needing behavioral health and somatic health 

care integration. 

4. Increase public awareness and support for a preventative/early intervention approach to 

engage those individuals who have experienced a life trauma, or involvement in the 

https://www.maryland-demographics.com/counties_by_population
https://www.maryland-demographics.com/counties_by_population
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justice system, or are in jeopardy of experiencing such an event due to their risky 

behavior. 

5. Maintain technology to ensure that data collection is current, efficient, effective, and 

secure for all provider programs and advocacy groups. 

6. Develop strategies to increase the supply of trained individuals and improve the 

behavioral health knowledge and skills of those individuals already employed by the 

Agency. 

   

AGENCY OVERVIEW 

The AACMHA is a private, non-profit 501(c)3 corporation located at 1 Truman Parkway, Suite 

101, Annapolis, Maryland.  As the Core Service Agency (CSA) for the County, the AACMHA 

serves as a system manager for local public behavioral health services. In partnership with the 

Anne Arundel County DOH, the AACMHA is responsible for planning, managing, and 

monitoring public behavioral health services to create an ideal continuum of care for its 

residents. These services are provided as stipulated by the Health General Article, 10-10-1203, 

Annotated Code of Maryland. The AACMHA was established by State Law (HG10-1201-1203) 

and enabled by County Ordinance (Article 2, Section 2A 102) with a goal of maximizing 

responsiveness and effective contracting to best serve county residents.   

 

The Anne Arundel County officials chose a not-for-profit management structure with a Board of 

Directors appointed by the County Executive and accountable to the County Council for its 

activities. The Board of Directors is comprised of County officials, persons with mental illness, 

family members of persons with mental illness, behavioral health advocates, businessmen and 

women, and other citizens. The Board of Directors oversees the operations of the AACMHA 

and, as the mental health authority for the county, is responsible for developing and 

implementing the annual Strategic Plan.  Executive Director, Adrienne J. Mickler, is responsible 

for the Agency's Strategic Plan as well as directing day-to-day operations with the assistance of 

several committees composed of Board members and agency staff. 

 

The AACMHA functions as the local single point of accountability, planning, funding, and 

coordination for the care of eligible residents in Anne Arundel County.  The agency continuously 

raises the standards of care, drives the implementation of Evidence-Based Practices (EBPs), and 

achieves desired outcomes for those receiving public behavioral health services.  AACMHA is 

known for developing and implementing innovative services that provide quality care and result 

in positive outcomes for persons with behavioral health disorders while ensuring effective 

management of Public Behavioral Health System (PBHS) dollars. The AACMHA frequently 

accepts responsibility for statewide initiatives resulting in additional growth and development for 

Anne Arundel County residents. 

 

Mission 

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. 
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Vision 

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 that is focused on wellness and recovery. 

 

Values 

The AACMHA believes that residents with behavioral health problems have the right and the 

duty to: 

 Receive culturally sensitive and diverse services; 

 Choose from an array of services, providers and locations; 

 Live in the least restrictive environment feasible; 

 Retain the fullest possible control over their lives; 

 Be treated fairly and equitably; 

 Be free of discrimination that may be caused by their disability; 

 Be fully involved in decision-making regarding their care; 

 Be responsible for following the agreed to treatment plan; 

 Provide input to the Behavioral Health System throughout the planning process;  

 Provide input to the Behavioral Health System regarding outcomes and satisfaction; and 

 Live stigma-free. 

 

FISCAL YEAR 2017 (FY17) HIGHLIGHTS AND ACHIEVEMENTS 

 

Leadership and Collaboration Activities 

Staff at the AACMHA have been involved in local, state, and national organizations such as: 

 Membership in the National Association of County Behavioral Health and 

Developmental Disabilities Directors (NACBHDD) 

 The International Critical Incident Stress Foundation (ICISF) 

 Maryland Association of Behavioral Health Authorities (MABHA) 

 Behavioral Health Administration (BHA) Data Committee 

 Anne Arundel County Opioid Intervention Teams (Health and Medical, Social Services, 

and Data Teams) 

 Opioid Operations Crisis Center Senior Policy Group 

 Behavioral Health Coalition Strategy Group 

 Maryland Association of Certified Public Accountants (MACPA) Government and Not-

for Profit Committee 

 Child and Adolescent Coordinators/BHA 

 Emergency Management Committee for People with Disabilities 

 Community Resource Initiative Care Teams (CRICT); Adult, Child and Adolescent, and 

Silver 

 Anne Arundel and Annapolis Community Partnership to End Homelessness 

 Community College Department of Human Services Advisory Committee 

 Commission on Disability 

 AIDS Coalition 
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 Anne Arundel County Heroin Task Force 

 Anne Arundel County Department of Health - Co-occurring Steering Committee Co-

Chair 

 Anne Arundel County Partnership for Children, Youth and Families; Executive 

Committee and Board Member 

 Youth Suicide Awareness; Executive Staff 

 Criminal Justice Coordinating Council (CJCC) 

 Governor's Office of the Deaf and Hard of Hearing, Behavioral Health Subcommittee 

 Council on Integrated System — Maryland Department of Health (MDH) 

 Parent Connection 

 Anne Arundel County Mental Health Round Table 

 Residential Rehabilitation Program (RRP) Workgroup 

 Anne Arundel County Public Library Resource Collaboration 

 Co-occurring Steering Committee – Change Agent Subcommittee 

 Recovery Oriented System of Care Committee (ROSC) 

 BHA Adult Services Coordinators Committee  

 Care Coordination Organization Implementation Workgroup 

 Child Fatality Review 

 Arundel Community Development Services (ACDS)  

 1915i Workgroup 

 Healthy Anne Arundel Coalition – Leadership  

 SOAR State Planning Workgroup 

 Anne Arundel County Executive’s Cabinet – Member  

 PATH Quarterly Team Lead Group  

 Drug and Alcohol Abuse Council; Co-Chair 

 Health and Human Services Core Group for Anne Arundel County 

 Disproportion Minority Contact (DMC) Committee 

 Bay Area Transformation Project; Anne Arundel Medical Center and Baltimore 

Washington Medical Center 

 

Promotion of Community Partnerships  

 Steering Committee member and leadership, Healthy Anne Arundel Coalition, to 

promote health and wellness throughout the County, specifically through the use of the 

“Make Health Happen” brand; 

 Co-chair, with the Anne Arundel County Department of Health-Bureau of Behavioral 

Health, Co-occurring Disorders Leadership Group and Co-occurring Steering Committee 

with the mission of implementing and coordinating a consistent approach to persons with 

co-occurring substance use disorder and mental illness; 

 Leadership for the Implementation of a Comprehensive Continuous Integrated 

System (CCISC) for Co-occurring treatment; 

 Training development – providing low cost Continuing Education Units (CEU) to 

providers and clinicians to keep them informed about the most current developments in 

behavioral health field; 
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 Certification obtained in Fiscal Year 2014 to provide training in Mental Health First Aid 

for Adults and Veterans.  In Fiscal Year 2015, this certification was expanded to include 

Youth and Senior Citizens; 

 Certification obtained to provide 40-hour/week Crisis Intervention Team (CIT) trainings; 

 Staff representation (Executive Director) in the Maryland Association of Certified Public 

Accountants' (MACPA) Government and Not for Profit (NFP) Committee; 

 Team Leader for Anne Arundel County SOAR (SSI/SSDI Outreach, Access and 

Recovery) Program - administration of PATH funds, training and oversight of providers; 

 Re-entry Fair, Ordnance Road Detention Facility - assistance in transitioning through 

available services; 

 Participation in Mental Health Homeless Resource Day - an 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; 

 Disability Awareness Day — annual event in partnership with numerous state and local 

Providers, hosted by the Department of Aging and Disabilities; 

 Participation in the Light House Shelter Resource Day, the Anne Arundel Community 

College Annual Health and Mental Health Fairs, the Heritage and Health Festival for the 

Hispanic community, Pathways to Opportunity Fair, and various Faith-based Health 

Fairs; 

 Co-chair the Drug and Alcohol Abuse Council with the Anne Arundel County 

Department of Health;  

 In collaboration with the County Executive’s Office, participation in all “Not My Child” 

presentations throughout the County; and 

 Participation in the “Community of Hope” project in Brooklyn. 

 

Providing Regional Coordination 

When the Crownsville Hospital Center closed in 2005, the AACMHA received permission from 

the Mental Hygiene Administration (currently the Behavioral Health Administration) to act as 

the lead agency to work on developing community services for the five jurisdictions that were 

served by Crownsville.  AACMHA’s not-for-profit structure and the organization’s efficiency 

led it to be selected to contract for mental health services and monitor new providers in this 

project.  This paved the way for the Agency to provide leadership on many State initiatives that 

cross jurisdictions. The Agency was also well-positioned to be a leader in innovative health 

projects and to obtain additional funding which provided jobs to Anne Arundel County citizens 

including: 

 The Crownsville Closure Project, known as the Five County Project, has been operational 

since January 2005 – Anne Arundel remains the lead agency for the five jurisdictions: 

Anne Arundel County, Prince George’s County, St. Mary’s County, Charles County, and 

Calvert County; 

 Statewide Network of Care for Behavioral and Mental Health as well as Veterans and 

Service Members; 

 Mental Health First Aid for Youth, Adults, Veterans, and Senior Citizens; 

 Functional Family Therapy (FFT) Evidence-based Practice (EBP) project with the 

Department of Juvenile Services and the Department of Social Services — serves youth 

in Anne Arundel County; 
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 Maryland's Commitment to Veterans — statewide initiative; 

 On Our Own of Maryland – Maryland Transition Aged Youth; 

 Homeless ID Project – Regional; Anne Arundel County and Prince George’s County; 

 Lead Core Service Agency for the Care Coordination Organization for four counties: 

Anne Arundel, Calvert, Charles, and St. Mary’s; 

 Request for Proposal (RFP) for Services for partner CSAs, i.e. Montgomery, Carroll, 

Howard; 

 Behavioral Health Capacity Building Grant – Statewide; 

 Family to Family Peer Support – Statewide; 

 Segue Project – 16 bed residential crisis project on the grounds of Springfield Hospital 

Center designed to expedite State hospital discharges and offers psychiatric rehabilitation 

services to individuals at Perkins; and 

 Crownsville Hospital Community Patient Specific statewide grant. 

 

Training 

An effective service delivery system is the result of years of planning, measurement, 

collaboration, and accountability.  The Anne Arundel County Mental Health Agency is proud of 

its role in making the community better by planning and monitoring a system of quality 

behavioral health care.  In order to achieve these results, a well-trained and dedicated 

professional staff is essential.  Year after year, AACMHA has been able to offer low-cost, 

Continuing Education Units (CEU’s) to the County’s behavioral health professionals.  These 

CEUs, which are often required by the State’s professional licensing boards, are provided 

through classes conducted by renowned speakers.  During FY17, the AACMHA provided 17 

training programs, which accounted for 72 hours of CEUs to 447 providers and staff.  Training 

topics included the following: 

 

 

Training Topics 

 

CEU’s 

Number 

of Attendees 

Health Insurance Portability and Accountability 

Act (HIPAA) 

6 30 

Applied Suicide Intervention Skills Training 

(ASIST) 

14 14 

Ethics 

 

3 39 

Substance Use Disorders (SUD) and Mental Health 

(MH) Discharge Plans 

2 12 

Hoarding – Obsessive Compulsive Disorder (OCD) 

Awareness 

5 29 

In Home Intervention Program for Children (IHIP-

C) for 1915 (i) 

4 38 

Engagement 

 

3 27 

Gambling 

 

5 34 

First Episode Psychosis 

 

3 48 
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Screening, Brief Interview, Referral to Treatment 

(SBIRT) 

7 20 

Assessment, Treatment Planning, & Case Notes 

 

3 40 

Treatment of Complex Post Traumatic Stress 

Disorder (PTSD) 

7 41 

Youth Mental Health First Aid (MHFA) 

 

7 15 

Mental Health First Aid – Older Adults (2 

Trainings) 

0 23 

American Society of Addiction Medicine (ASAM) 

Instructional Training 

0 13 

Commission on Accreditation of Rehabilitation 

Facilities (CARF) Documentation  

3 24 

 

Note:  The following section is a recap of accomplishments and is presented in detail later 

in the report. 

 

Annual Report of Activities — FY17 

 Monitor grantees - regularly review, prepare, and consolidate and audit monthly vendor 

service reports for the State and federal government and the AACMHA Board of Directors 

for compliance to grant conditions and contractual requirements; 

 Provide annual program activity audit - follow-up action is taken, if necessary, and 

documented as appropriate.  In FY17, audits of 63 grants and programs were conducted by 

AACMHA;   

 Collect and provide monthly service and financial data to the AACMHA Board of Directors 

and BHA; 

 Monitor complaints within the PBHS — complaints are processed in accordance with 

BHA’s and the Agency's policies and procedures;  

 Conduct consumer satisfaction surveys of the four Residential Rehabilitation Programs 

(RRPs) using the Mental Health Statistics Improvement Plan (MHSIP).  In FY 2017, 77% 

of the persons with mental illness surveyed in the RRPs responded positively;  

 Follow up with program management to address any concerns raised after the Consumer 

Quality Team (CQT) of Maryland visits each of the Psychiatric Rehabilitation Programs 

(PRPs) within the County.  The CQT provides a report to the PRP, the CSA, and BHA. If an 

individual with behavioral health issues has raised a specific concern, the CSA follows up to 

assure there is a satisfactory resolution. In FY17, the CQT visited seven programs, resulting 

in 11 follow-up reports and more than 80 interviews with these individuals. Based on the 

CQT reports, the CSA ensured that concerns from these individuals were addressed and 

modifications were made to the programs, as needed; 

 Work with the PBHS Administrative Services Organization (ASO), Beacon Health Options, 

to conduct audits of providers in Anne Arundel County.  During FY17, AACMHA 

participated in eight of these audits; and 

 The CSA has maintained a satisfactory review by BHA during all of the FY17 BHA 

monitoring visits.  
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Organizational Structure of the CSA 

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 16-member Board is made up of the following: 

 Health Officer (Ex-Officio) 

 Superintendent of State Hospital (Ex-Officio) 

 Mental Health Professional 

 Anne Arundel County Government Employee 

 Community Rehabilitation Program  

 Individual with a mental illness (2) 

 Family Member of an individual with a mental illness (2) 

 Lawyer 

 County Resident (3) 

 County Resident - Provider (2) 

 Law Enforcement Community/Government Employee 

 

As noted, the Executive Director is responsible for the Agency’s Strategic Plan and day-to-day 

operations with the assistance of several committees composed of Board members and staff.  The 

management team includes the Chief Operating Officer, Clinical Director, and Crisis Response 

System (CRS) Director.  The Chief Operating Officer manages five administrative staff members 

in areas such as Human Resources, Training, Contracts, Payroll, and Accounting, as well as 

overseeing all administrative consultants and sharing the Chief Financial Officer position with 

the Executive Director.  The Clinical Director oversees all programmatic and clinical staff and 

consultants, including the CRS Director.  The Crisis Response System staff reports to the CRS 

Director, shown on a separate organization chart below.   



Organizational Chart – Part 1  

Anne Arundel County Mental Health Agency, Inc. 

 
 

AACMHA Board of Directors

Executive Director

MH 252 PRS Admin 70%

MH 252 PRS Services 10%

MH 261 OTH 15%

MH 448 OTH 5%

Chief Operating Officer

MH 252 PRS Admin 58%

MH 252 PRS Services 10%

MH 261 OTH 20%

MH 448 OTH 12%

Admin Officer I

MH 252 PRS Admin 50%

MH 252 PRS Services 13%

MH 448 OTH 20%

Admin Officer II

MH 252 PRS Admin 70%

MH 252 PRS Services 25%

Other 5%

Contract Specialist

MH 252 PRS Admin 50%

MH 252 PRS Services 37%

MH 448 OTH 13%

Human Resources 
Coordinator

MH 261 OTH 19%

Other 81%

Financial Assistant

MH 252 PRS Admin 32%

MH 252 PRS Services 25%

MH 261 OTH 10%

MH 448 OTH 33%

Admin Consultants

Clinical Director

MH 252 PRS Admin 50%

MH 252 PRS Services 13%

MH 261 OTH 25%

MH 448 OTH 12%

Clinical Consultants

Housing Specialist

MH 252 PRS Services 25%

MH 448 OTH 28%

Other 47%

5-County Coordinator

MH 448 OTH 100%

Senior Clinicial

MH 448 OTH 100%

Adult Aftercare Specialist

MH 252 PRS Service 88%

MH 448 OTH 12%

Child & Adolescent Aftercare 
Specialist

MH 252 PRS Admin 10%

MH 252 PRS Service 90%

CHES Program Manager

MH 582 OTH 100%

Homeless Outreach Worker

MH 582 OTH 100%

Housing Specialist

MH 582 OTH 100%

CTI Team Leader

MH 582 OTH 100%

Housing Team Leader

MH 582 OTH 100%

Housing Team Leader

MH 582 OTH 100%

Transportation Specialist

MH 582 OTH 100%

RESPOND Program Manager

Other 100%

Clinician

Other 100%

Clinician

Other 100%

Clinician

Other 100%

CRS Director

MH 261 OTH 100%

Staff - See CRS Chart
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Organizational Chart – Part 2    

Anne Arundel County Mental Health Agency, Inc., Crisis Response System 

CRS Director

1 FTE

Care Coordination

MH 252 PRS 1 FTE

Total FTE 4.0

CRS Coord./
Manager

1 FTE

OPS Team Leader

1 FTE

Phone Counselors

Total FTE 5.75

Mobile Team Leader

1 FTE

Training

0.5 FTE

MCT 1

MH 252 PRS 1 FTE

Total FTE 2.45

MCT 2

MH 252 PRS 1 FTE

Total FTE 3.675

Hospital Diversion

MH 252 PRS 1 FTE

Care Coord Outreach 
Team Lead

1 FTE

Jail Diversion

1 FTE

Transportation 
Specialist

1 FTE

Outreach Care 
Coordination

Total FTE 2.5

Safe Stations

Other Funding

CIT

MH 252 PRS 1 FTE

Public Behavioral 
Health Assistant

1 FTE



PLANNING PROCESS 

The planning process for Anne Arundel County’s behavioral health system is complex and 

involves many stakeholders.  The nationwide opioid crisis and the overrepresentation of persons 

with mental illness who are incarcerated continue to demonstrate the increased need for 

behavioral health services.  The AACMHA is an active participant in many planning activities 

throughout the county.  The most recent Community Health Needs Assessment (CHNA) results 

were not surprising and an excerpt of the principal findings is attached (Appendix A).  The full 

document can be found online at the Healthy Anne Arundel Coalition website 

(www.aahealth.org/chna).  The process for completion of the CHNA was highly inclusive of 

many community partners and stakeholders including, but not limited to, providers, persons with 

mental illness and members of the recovery community and their families and many more.  The 

scope of the participants is defined in the complete document. It is very comprehensive and an 

excellent representation of the county and its most current needs.   

 

In addition to the CHNA, the AACMHA is able to offer support to the Bay Area Transformation 

Project (BATP).  The project was funded by the State and mental health was identified as a gap.  

However, the AACMHA was not awarded any of these funds as the focus of the project was the 

population with recurrent somatic health needs.  As a result of this effort, a local “silver CRICT” 

team was developed and is staffed with a licensed mental health clinician.  This team meets 

monthly to review and assist with highly complex cases and to assess how the individual can be 

safely managed in the community.  Funding for this team went to the local Department of Aging 

and Disabilities as many of those with recurrent somatic needs are the elderly.  The AACMHA 

participates in the monthly meetings to assist with the mental health resources that exist and to 

determine where the agency might be helpful to the individuals requiring mental health services.    

 

As further evidence of the coordinated effort to plan and improve healthcare through integration, 

the County Executive has implemented a Health and Human Services (HHS) core group that 

meets monthly.  This committee works to identify system gaps and works collaboratively to 

prioritize and fill those gaps.  Each department spent the first half of FY17 reviewing the mission 

and vision statements for their agencies.  The results were shared with all County department 

heads to facilitate clarity and efficiency.  In addition, the AACMHA has been tasked with 

identifying the ideal continuum of mental health care for Anne Arundel County.  The AACMHA 

has been working diligently with the Anne Arundel DOH to complete this project.  The next 

steps of identifying and prioritizing any gaps that are noted remain a work in process.  Due to the 

changes and complexities of healthcare, it is envisioned that this goal will always be something 

to strive toward.   

 

In Anne Arundel County, the DOH oversees the Drug and Alcohol Abuse Council (DAAC).  

This is co-chaired by the director of the AACMHA.  Although the DAAC strategic plan is 

primarily concerned with substance use disorder matters, integration with mental health and 

somatic care remains an important issue.  One of the goals defined in the recent DAAC strategic 

plan is to “establish an integrated /collaborative Behavioral Health Infrastructure to meet the 

complex needs of residents” (DAAC strategic plan 2016-2017).  This goal will be addressed as a 

primary function of the County’s Co-Occurring Committee.   

 

http://www.aahealth.org/chna
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Anne Arundel County has addressed the matter of behavioral health integration through a 

“functional integration” model.  The current corporate structure of the Mental Health Authority 

as a Not for Profit, and the Local Addictions Authority (LAA) as a governmental unit, is working 

very well.  The possibility of a change in corporate structure for AACMHA has been discussed 

with both the Chief Administrative Officer and the Health Officer for the County.  Functional 

integration is the model that is working well and offers the local system the best of both worlds.  

As a not for profit, the CSA is in a position to pilot many projects for its citizens, and has done 

so successfully since its inception.  There are many reasons to support the decision, as is 

demonstrated throughout this document.    The current decision is to continue with functional 

integration in Anne Arundel County as this continues to serve the residents of the County in the 

most efficient and comprehensive manner.   

 

The AACMHA and the DOH continue to co-chair the Co-Occurring Committee, which meets 

monthly.  This Committee addresses the needs of persons who have both a mental illness and a 

substance use disorder.  At the system level, the committee is responsible for assuring that all 

County human services departments are working toward an integrated model of care so that not 

only health issues, but the many social issues affecting health, are appropriately addressed.  As 

noted in an ideal continuum of care, integration for mental health and substance use disorders is 

assumed.  True integration relies on integrating behavioral health and somatic care and extends 

to the social supports needed to achieve wellness.  To further the work of the Co-occurring 

Committee as it extends to all departments in the county, the change agent subcommittee of the 

Co-occurring Committee represents behavioral health at Anne Arundel County’s “Healthy Anne 

Arundel” Committee.  This is a coalition of a broad range of community leaders and stakeholders 

who are charged with improving the overall health of Anne Arundel County residents.   

 

Integration continues with the AACMHA’s efforts on the Criminal Justice Coordinating Council 

(CJCC).  This committee meets monthly with members of the criminal justice community, the 

DOH, the AACMHA, and a representative from the County Executive’s office and is chaired by 

the Deputy Attorney for the County.  The AACMHA has been an active participant by 

advocating for the county to sign on to the National “Stepping Up” initiative and participating in 

the White House “Data Driven Justice” initiatives.  Both of which are an effort to reduce the 

number of persons with mental illness who are incarcerated.  It is hoped to coordinate these 

efforts with those set forth in the new legislation for Maryland’s Justice Reinvestment Act 

(JRA).   

 

With CJCC input, CRS has been restructured to emphasize the Crisis Intervention Teams (CIT).  

Each team is comprised of a specially trained police officer and an independently licensed 

mental health clinician.  The CRS continues to train all officers in Mental Health First Aid and 

offer the intense CIT trainings to sub-groups of officers.  With the heroin epidemic and an 

average of 7.5 emergency petitions a day in Anne Arundel County, it is clear that arrest is not 

always the appropriate response.  With the CIT teams, there is often a rapport that can be built 

with the individual and often the specialized team is able to engage the person in treatment.   

 

In Anne Arundel County, the Local Addiction Authority (LAA) resides in the DOH.  The DOH 

provides patient care as the provider of last resort and also for very complex cases that are too 

challenging for many behavioral health providers (e.g. individuals with both somatic and 
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behavioral health needs).  As such, the DOH provides both mental health and medication assisted 

treatment (MAT) services.  Because the DOH provides direct service, there are certain functions 

that are not currently available to them as system managers.  This is another area where 

functional integration is an obvious solution for the county.  As the CSA is distinct from the 

LAA, this agency has an agreement to perform grievances and uninsured authorizations for the 

LAA.  This plan was approved by BHA in FY16.    

 

The LAA has been working with the Anne Arundel County providers for the past several years 

offering technical assistance and other support, so that the providers were prepared for the 

transition of grant funded ambulatory SUD services to the Fee-for-Service System (FFS) which 

was implemented January 1, 2017.   The transfer of funds to the FFS has the following 

advantages: 

 Ensure continuity of care for individuals who lose Medicaid eligibility while in a span of 

care; 

 Ensure continuity of payment for all providers serving both Medicaid and uninsured 

individuals; 

 Enable Medicaid providers to bill Beacon Health Options for all eligible SUD services; 

 Provide consistency and transparency in payment methodology, thereby ensuring 

individuals who receive retroactive Medicaid are paid with the appropriate funding 

source through the Beacon system; and 

 Encourage providers to expand capacity with payment streamlined through Beacon.  

 

When needed, the AACMHA has been available to providers in a support role, but generally 

defers these matters to the LAA if the issue requires more advanced technical assistance related 

strictly to substance use.  These integration efforts illustrate the vast amount of work, 

collaboration, cooperation, and coordination that continues to make the Anne Arundel County 

healthcare system a national model. 
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Anne Arundel County FY17 Data 

 

The section below contains data obtained from Beacon Health Options for claims paid through 

September 30, 2017.  There are comparisons on the last 3 years of data, FY 15 – FY 17, as well 

as analysis of service utilization, spending patterns, and trends by service type and age group.  
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The number of individuals served in FY 17 was 15,085, which is a five percent increase from FY 16.  This increase mirrored the change from FY 15 

to FY 16. 

 

Expenditures for services in FY 17 was $70.5 million, an almost 13% increase from FY 16, with the largest increase in inpatient, outpatient and 

psychiatric rehabilitation services.  While several factors contribute to the increase of services, one factor that would increase the amount of services 

in these three categories is the number of referrals given through the Crisis Response System.  When AACMHA brought the Crisis Response System 

in-house, it began to assess all calls, rather than only a select few.  This led to an increase in referrals to services, specifically inpatient, outpatient, 

and psychiatric rehabilitation services.  An increase in both referrals and follow up is also seen in the Crisis Response Systems’ Hospital Diversion 

program.  Further, the increase in the number of individuals in the elderly age group is coupled with a decrease in the cost of those services.  As 

referenced earlier in this report, AACMHA has begun to sit on the Silver CRICT panel.  Silver CRICT is a multidisciplinary team that meets 

monthly, specifically designed to decrease repeat Emergency Department (ED) usage targeted at those individuals identified by the ED as high 911 

utilizers.  Along with other agencies in the County, AACMHA has been able to provide guidance for individuals who are over 65 year-old, leading to 

the use of community-based treatment, rather than trips to the Emergency Department or other costly services.  These more appropriate levels of 

service have led to a reduction in expenditures.

Table 1a.Three Year Comparisons By Age 

  Persons Served   Expenditures 

  
FY 

2015 

FY 

2016 

% 

Change 

FY 

2017 

% 

Change 

  

FY 2015 FY 2016 

% 

Change FY 2017 

% 

Change 

Early Child (0-5) 500 459 -8.2% 488 6.3% $1,147,793 $1,057,707 -7.8% $981,421 -7.2% 

Child (6-12) 2,410 2,586 7.3% 2,758 6.7% $7,876,016 $9,430,026 19.7% $10,231,317 8.5% 

Adolescent (13-17) 1,830 1,919 4.9% 1,916 -0.2% $7,769,308 $9,267,696 19.3% $9,829,438 6.1% 

Transitional (18-

21) 756 792 4.8% 870 9.8% $2,267,083 $2,468,800 8.9% $2,909,493 17.9% 

Adult (22 to 64) 7,977 8,500 6.6% 8,948 5.3% $37,199,097 $38,837,870 4.4% $45,083,723 16.1% 

Elderly (65 and 

over) 89 92 3.4% 105 14.1% $1,386,637 $1,464,781 5.6% $1,436,661 -1.9% 

TOTAL 13,562 14,348 5.8% 15,085 5.1% $57,645,934 $62,526,880 8.5% $70,472,053 12.7% 

*Based on claims paid through September 30, 2017.         
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Table 1a.i  Number and Expenditures by Age Group  

as a Percentage of the Total 

  Persons Served   Expenditures 

  
FY 

2015 

FY 

2016 

FY 

2017 

  

FY 

2015 

FY 

2016 

FY 

2017 

Early Child (0-5) 3.7% 3.2% 3.2% 2.0% 1.7% 1.4% 

Child (6-12) 17.8% 18.0% 18.3% 13.7% 15.1% 14.5% 

Adolescent (13-17) 13.5% 13.4% 12.7% 13.5% 14.8% 13.9% 

Transitional (18-21) 5.6% 5.5% 5.8% 3.9% 3.9% 4.1% 

Adult (22 to 64) 58.8% 59.2% 59.3% 64.5% 62.1% 64.0% 

Elderly (65 and over) 0.7% 0.6% 0.7% 2.4% 2.3% 2.0% 

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

*Based on claims paid through September 30, 2017.     
 

Adults (ages 22-64) in Anne Arundel County make up 59% of the total individuals served accounting for 64% 

of the expenditures.  This percentage is congruent with the number of adults in the general population of Anne 

Arundel County.
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Table 1b. Three Year Comparisons By Service Type 

  Persons Served   Expenditures 

  
FY  

2015 

FY  

2016 

%  

Change 

FY  

2017 

%  

Change 

  

FY  

2015 

FY  

2016 

%  

Change 

FY  

2017 

%  

Change 

Case Management 618 428 -30.7% 451 5.4% $708,990 $596,614 -15.9% $656,373 10.0% 

Crisis 170 186 9.4% 214 15.1% $744,897 $827,064 11.0% $973,170 17.7% 

Inpatient 1,466 1,478 0.8% 1,532 3.7% $16,119,221 $16,518,981 2.5% $19,331,057 17.0% 

Mobile Treatment 133 134 0.8% 212 58.2% $1,299,157 $1,280,969 -1.4% $1,800,974 40.6% 

Outpatient 12,881 13,741 6.7% 14,436 5.1% $22,178,927 $25,027,726 12.8% $28,020,583 12.0% 

Partial Hospitalization 146 132 -9.6% 126 -4.5% $403,443 $376,622 -6.6% $433,612 15.1% 

Psychiatric Rehabilitation 1,375 1,691 23.0% 1,985 17.4% $12,920,369 $14,093,679 9.1% $15,629,262 10.9% 

Residential Rehabilitation 459 474 3.3% 507 7.0% $1,209,975 $1,218,812 0.7% $1,217,098 -0.1% 

Residential Treatment 31 40 29.0% 34 -15.0% $1,543,868 $2,122,720 37.5% $1,909,185 -10.1% 

Respite Care 2 4 100.0% 6 50.0% $5,022 $4,101 -18.3% $7,120 73.6% 

Supported Employment 243 231 -4.9% 224 -3.0% $480,468 $446,900 -7.0% $466,516 4.4% 

BMHS Capitation 1 1 0.0% 0 -100.0% $21,690 $7,230 -66.7% $0 -100.0% 

Emergency Petition 12 12 0.0% 4 -66.7% $6,417 $3,472 -45.9% $1,588 -54.3% 

Purchase of Care 1 0 -100.0% 1 0.0% $3,492 $0 -100.0% $5,467 0% 

PRTF Waiver 0 2 0.0% 4 100.0% $0 $1,991 0% $20,048 906.9% 

**TOTAL 13,562 14,348 5.8% 15,085 5.1% $57,645,936 $62,526,881 8.5% $70,472,053 12.7% 

*Based on claims paid through September 30, 2017. 

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. 

 

 

The number of individuals that received psychiatric rehabilitation services increased by 17% from FY 16 to FY 17, with a corresponding 11% 

increase in expenditures. As previously mentioned in this report, the efforts of the Crisis Response System, particularly the Hospital Diversion 

program account for this increase.  The service category with the largest increase in the number of individuals served was in mobile treatment, 

accounting for a 58% increase from FY 16.  In order to meet the demands of the County, AACMHA was able to add a second Assertive Community 

Treatment through the MD CHES grant, which accounts for the increase in mobile treatment.  Residential Treatment service expenditure reduced by 

10% from FY 16 due to the closing of many Residential Treatment Centers for Children.  Most recently, both Adventist and Good Sheppard Center 

have closed, decreasing the bed capacity by 50 beds.  Currently, there are no Residential Treatment Centers in Anne Arundel County. 
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Table 1c. Three Year Comparisons By Coverage Type 

  Persons Served   Expenditures 

  
FY 

2015 

FY 

2016 

% 

Change 

FY 

2017 

% 

Change 

  

FY 2015 FY 2016 

% 

Change FY 2017 

% 

Change 

Medicaid 13,065 13,788 5.5% 14,502 5.2% $49,830,711 $54,272,431 8.9% $60,816,489 12.1% 

Medicaid State Funded 1,744 1,923 10.3% 2,276 18.4% $6,943,400 $7,209,167 3.8% $8,712,123 20.8% 

UnInsured 692 849 22.7% 497 -41.5% $871,823 $1,045,282 19.9% $943,441 -9.7% 

**TOTAL 13,562 14,348 5.8% 15,085 5.1% $57,645,934 $62,526,880 8.5% $70,472,053 12.7% 

DUALLY Dx^ 3,809 4,680 22.9% 5,415 15.7% $26,566,526 $30,457,504 14.6% $35,898,159 17.9% 

Percent of Total 

Served/Expenditures 28.1% 32.6%   35.9%   46.1% 48.7%   50.9%   

*Based on claims paid through September 30, 2017. 

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

Data Source: MARF5120 

Table 2a. Child / Adolescent - 0 - 17 

  Persons Served Expenditures 

  
FY 

2015 

FY 

2016 

% 

Change 

FY 

2017 

% 

Change FY 2015 FY 2016 

% 

Change FY 2017 

% 

Change 

Case Management 40 38 -5.0% 81 113.2% $27,183 $72,097 165.2% $94,566 31.2% 

Crisis 1 0 -100.0% 2 0.0% $1,802 $0 -100.0% $10,502 0.0% 

Inpatient 285 311 9.1% 270 -13.2% $3,678,688 $4,214,881 14.6% $4,546,640 7.9% 

Mobile Treatment 1 2 100.0% 2 0.0% $10,174 $5,994 -41.1% $13,100 118.6% 

Outpatient 4,686 4,918 5.0% 5,115 4.0% $10,168,903 $11,433,474 12.4% $12,381,780 8.3% 

Partial Hospitalization 41 47 14.6% 39 -17.0% $116,881 $146,994 25.8% $107,588 -26.8% 

Psychiatric Rehabilitation 533 641 20.3% 710 10.8% $1,349,087 $1,804,983 33.8% $1,981,989 9.8% 

Residential Rehabilitation 1 0 -100.0% 2 0.0% $90 $0 -100.0% $524 0.0% 

Residential Treatment 28 37 32.1% 32 -13.5% $1,424,512 $2,063,941 44.9% $1,878,319 -9.0% 

Respite Care 2 4 100.0% 6 50.0% $5,022 $4,101 -18.3% $7,120 73.6% 

Supported Employment 3 3 0.0% 0 0.0% $7,583 $6,804 -10.3% $0 -100.0% 

BMHS Capitation 0 0 0.0% 0 0.0% $0 $0 0.0% $0 0.0% 

Emergency Petition 6 1 -83.3% 0 0.0% $3,192 $170 -94.7% $0 -100.0% 

Purchase of Care 0 0 0.0% 0 0.0% $0 $0 0.0% $0 0.0% 

PRTF Waiver 0 2 0.0% 4 100.0% $0 $1,991 0.0% $20,048 906.8% 

**TOTAL 4,740 4,964 4.7% 5,162 4.0% $16,793,117 $19,755,430 17.6% $21,042,176 6.5% 

*Based on claims paid through September 30, 2017. 
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Table 2b. Adults - Ages 18 and Over 

  Persons Served Expenditures 

  
FY 

2015 

FY 

2016 

% 

Change 

FY 

2017 

% 

Change FY 2015 FY 2016 

% 

Change FY 2017 

% 

Change 

Case Management 578 390 -32.5% 370 -5.1% $681,807 $524,517 -23.1% $561,807 7.1% 

Crisis 169 186 10.1% 212 14.0% $743,096 $827,064 11.3% $962,669 16.4% 

Inpatient 1,181 1,167 -1.2% 1,262 8.1% $12,440,533 $12,304,100 -1.1% $14,784,418 20.2% 

Mobile Treatment 132 132 0.0% 210 59.1% $1,288,983 $1,274,975 -1.1% $1,787,873 40.2% 

Outpatient 8,195 8,823 7.7% 9,321 5.6% $12,010,024 $13,594,253 13.2% $15,638,803 15.0% 

Partial Hospitalization 105 85 -19.0% 87 2.4% $286,562 $229,628 -19.9% $326,023 42.0% 

Psychiatric Rehabilitation 842 1,050 24.7% 1,275 21.4% $11,571,281 $12,288,696 6.2% $13,647,273 11.1% 

Residential Rehabilitation 458 474 3.5% 505 6.5% $1,209,885 $1,218,812 0.7% $1,216,574 -0.2% 

Residential Treatment 3 3 0.0% 2 -33.3% $119,356 $58,778 -50.8% $30,866 -47.5% 

Respite Care 0 0 0.0% 0 0.0% $0 $0 0.0% $0 0.0% 

Supported Employment 240 228 -5.0% 224 -1.8% $472,885 $440,096 -6.9% $466,516 6.0% 

BMHS Capitation 1 1 0.0% 0 -100.0% $21,690 $7,230 -66.7% $0 -100.0% 

Emergency Petition 6 11 83.3% 4 -63.6% $3,225 $3,302 2.4% $1,588 -51.9% 

Purchase of Care 1 0 -100.0% 1 0.0% $3,492 $0 -100.0% $5,467 0.0% 

PRTF Waiver 0 0 0.0% 0 0.0% $0 $0 0.0% $0 0.0% 

**TOTAL 8,822 9,384 6.4% 9,923 5.7% $40,852,818 $42,771,451 4.7% $49,429,877 15.6% 

*Based on claims paid through September 30, 2017. 

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. 
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Table 3a. Fiscal Year 2017 State & County Comparisons 

  Persons Served   Expenditures 

  STATE* COUNTY   STATE* COUNTY 

AGE Number Percent Number Percent   Number Percent Number Percent 

Early Child 7,246 3.6% 488 3.2%   $17,712,103 1.9% $981,421 1.4% 

Child 35,876 17.8% 2,758 18.3%   $158,195,873 16.8% $10,231,317 14.5% 

Adolescent 25,996 12.9% 1,916 12.7%   $144,788,864 15.4% $9,829,438 13.9% 

Transitional 11,653 5.8% 870 5.8%   $48,139,953 5.1% $2,909,493 4.1% 

Adult 117,878 58.6% 8,948 59.3%   $555,270,818 59.0% $45,083,723 64.0% 

Elderly 2,356 1.2% 105 0.7%   $16,982,896 1.8% $1,436,661 2.0% 

TOTAL 201,005  100.0% 15,085  100.0%   $941,090,507 100.0% $70,472,053 100.0% 

SERVICE TYPE                   

Case Management 6,111 3.0% 451 3.0%   $11,796,488 1.3% $656,373 0.9% 

Crisis 2,121 1.1% 214 1.4%   $9,886,915 1.1% $973,170 1.4% 

Inpatient 19,534 9.7% 1,532 10.2%   $233,847,519 24.8% $19,331,057 27.4% 

Mobile Treatment 4,143 2.1% 212 1.4%   $33,825,429 3.6% $1,800,974 2.6% 

Outpatient 189,144 94.1% 14,436 95.7%   $363,398,810 38.6% $28,020,583 39.8% 

Partial Hospitalization 2,408 1.2% 126 0.8%   $10,783,064 1.1% $433,612 0.6% 

Psychiatric Rehabilitation 32,350 16.1% 1,985 13.2%   $204,087,243 21.7% $15,629,262 22.2% 

Residential Rehabilitation 4,675 2.3% 507 3.4%   $11,509,587 1.2% $1,217,098 1.7% 

Residential Treatment 542 0.3% 34 0.2%   $44,326,803 4.7% $1,909,185 2.7% 

Respite Care 346 0.2% 6 0.0%   $1,081,514 0.1% $7,120 0.0% 

Supported Employment 3,702 1.8% 224 1.5%   $8,773,352 0.9% $466,516 0.7% 

BMHS Capitation 372 0.2% 0 0.0%   $7,275,450 0.8% $0 0.0% 

Emergency Petition 268 0.1% 4 0.0%   $61,276 0.007% $1,588 0.002% 

Purchase of Care 28 0.01% 1 0.0%   $256,540 0.027% $5,467 0.008% 

PRTF Waiver 49 0.02% 4 0.0%   $180,517 0.019% $20,048 0.028% 

TOTAL 201,005  100.0% 15,085  100.0%   $941,090,507 100.0% $70,472,053 100.0% 

COVERAGE TYPE                   

Medicaid 192,795 95.9% 14,502 96.1%   $842,086,185 89.5% $60,816,489 86.3% 

Medicaid State Funded 27,709 13.8% 2,276 15.1%   $87,129,142 9.3% $8,712,123 12.4% 

UnInsured 6,581 3.3% 497 3.3%   $11,875,181 1.3% $943,441 1.3% 

TOTAL 201,005  100.0% 15,085  100.0%   $941,090,508 100% $70,472,053 100% 
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 Persons Served  Expenditures 

 STATE* COUNTY  STATE* COUNTY 

DUALLY DIAGNOSED 

INDIVIDUALS Number Percent Number Percent  Number Percent Number Percent 

All with DD # 63,927 31.8% 5,415 35.9%   $425,456,012 45.2% $35,898,159 50.9% 

*Based on claims paid through September 30, 2017.   

Data Source: MARF0004 

# Dually Dx/Co-Occurring is based on those individuals with a primary mental health diagnosis and a secondary substance abuse diagnosis. 
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Table 3b. FY 2017 Comparisons: Cost per Person Served 

  State County Difference Index^ 

AGE        

Early Child $2,444 $2,011 -$433 82.3 

Child $4,410 $3,710 -$700 84.1 

Adolescent $5,570 $5,130 -$439 92.1 

Transitional $4,131 $3,344 -$787 81.0 

Adult $4,711 $5,038 $328 107.0 

Elderly $7,208 $13,682 $6,474 189.8 

TOTAL $4,682 $4,672 -$10 99.8 

SERVICE TYPE         

Case Management $1,930 $1,455 -$475 75.4 

Crisis $4,661 $4,548 -$114 97.6 

Inpatient $11,971 $12,618 $647 105.4 

Mobile Treatment $8,164 $8,495 $331 104.1 

Outpatient $1,921 $1,941 $20 101.0 

Partial Hospitalization $4,478 $3,441 -$1,037 76.9 

Psychiatric Rehabilitation $6,309 $7,874 $1,565 124.8 

Residential Rehabilitation $2,462 $2,401 -$61 97.5 

Residential Treatment $81,784 $56,153 -$25,631 68.7 

Respite Care $3,126 $1,187 -$1,939 38.0 

Supported Employment $2,370 $2,083 -$287 87.9 

BMHS Capitation $19,558 $0 -$19,558 0.0 

Emergency Petition $229 $397 $168 173.7 

Purchase of Care $9,162 $5,467 -$3,696 59.7 

PRTF Waiver $3,684 $5,012 $1,328 136.0 

TOTAL $4,682 $4,672 -$10 99.8 

COVERAGE  TYPE         

Medicaid $4,368 $4,194 -$174 96.0 

Medicaid State Funded $3,144 $3,828 $683 121.7 

Uninsured $1,804 $1,898 $94 105.2 

TOTAL $4,682 $4,672 -$10 99.8 

^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 costly than the State cost.  85 means a cost that is 15% less than the State 

cost. 

The average cost per individual in Anne Arundel County is $4,672 in FY17, which is $10 less 

than the statewide average cost of $4,682. However, among the elderly (65+) Anne Arundel’s 

average cost is 90% higher than statewide average for the same age group. The average cost per 

individual is higher for PRP services by 25%. 
 

Anne Arundel County individuals make up 7.5% of the total number of individuals served in the 

PBHS Statewide expending about the same percentage of the total PBHS dollars. However, 

Anne Arundel County individuals utilize 10% of the Statewide Residential Crisis and almost 

11% of the Statewide Residential Rehabilitation expenditures.  This is due to Anne Arundel 

County having more Crisis beds, with Pascal recently opening 16 beds and Harbour House 

opening an additional 4 beds. 
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Number of Opioid Related Overdose Deaths by County 

COUNTY 

FY 

2014 

FY 

2015 

FY 

2016 

% Change  

FY14-16 

Allegany 11 19 55 400.0% 

Anne Arundel 88 87 169 92.0% 

Baltimore City 275 365 628 128.4% 

Baltimore County 146 196 305 108.9% 

Calvert 16 21 25 56.3% 

Caroline 7 2 9 28.6% 

Carroll 29 36 44 51.7% 

Cecil 23 26 28 21.7% 

Charles 16 16 36 125.0% 

Dorchester 0 1 5 500.0% 

Frederick 33 38 80 142.4% 

Garrett 2 4 0 -100.0% 

Harford 36 43 76 111.1% 

Howard 18 25 40 122.2% 

Kent 4 3 4 0.0% 

Montgomery 52 60 84 61.5% 

Prince George's 47 45 106 125.5% 

Queen Anne's 8 4 6 -25.0% 

St. Mary's 8 11 13 62.5% 

Somerset 2 4 6 200.0% 

Talbot 4 5 10 150.0% 

Washington 35 58 63 80.0% 

Wicomico 16 18 44 175.0% 

Worcester 10 12 20 100.0% 

Statewide Total 886 1,099 1,856 109.5% 

These are deaths caused by an overdose of opioids.  

Note: Numbers are based on location of occurrence, not so all deaths may reflect Maryland residents.   

Data Source: Maryland Office of the Chief Medical Examiner (OCME) 
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Average Medical Assistance Eligibility, PBHS MA Participation,  

and PBHS MA Penetration Rates 

Fiscal Year 2017 - PBHS claims as of September 30, 2017 

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 21,671 4,579 21.1% 72,528 29.9% 

Anne Arundel 90,463 14,502 16.0% 564,195 16.0% 

Baltimore Co 190,778 28,610 15.0% 831,128 23.0% 

Calvert 14,130 2,534 17.9% 90,595 15.6% 

Caroline 11,761 1,804 15.3% 32,579 36.1% 

Carroll 23,158 4,233 18.3% 167,628 13.8% 

Cecil 26,411 4,698 17.8% 102,382 25.8% 

Charles 30,775 3,536 11.5% 156,118 19.7% 

Dorchester 12,825 2,382 18.6% 32,384 39.6% 

Frederick 39,065 6,414 16.4% 245,322 15.9% 

Garrett 8,768 1,240 14.1% 29,460 29.8% 

Harford 43,410 7,492 17.3% 250,290 17.3% 

Howard 43,873 4,991 11.4% 313,414 14.0% 

Kent 4,973 870 17.5% 19,787 25.1% 

Montgomery 182,775 15,960 8.7% 1,040,116 17.6% 

Prince George's 221,180 18,577 8.4% 909,535 24.3% 

Queen Anne's 8,564 1,375 16.1% 48,904 17.5% 

St. Mary's 22,494 3,026 13.5% 111,413 20.2% 

Somerset 8,778 1,568 17.9% 25,768 34.1% 

Talbot 8,312 1,443 17.4% 37,512 22.2% 

Washington 43,083 7,896 18.3% 149,585 28.8% 

Wicomico 33,725 5,378 15.9% 102,370 32.9% 

Worcester 13,414 2,479 18.5% 51,540 26.0% 

Baltimore City 262,827 51,405 19.6% 621,849 42.3% 

Statewide 1,367,211 192,795 14.1% 6,006,402 22.8% 

*Data Source: Maryland Vital Statistics Est. Md. Population  July 1, 2015 

Data Source: Average MA Eligible supplied by UMBC Hilltop Institute.   

 

The number of Medicaid eligible increased by about 8% from FY16 to FY17.  

 

Anne Arundel County’s Medicaid penetration rate in FY 17 was 16%, which is lower than 

17.5% that was reported in FY 16. Anne Arundel County’s penetration rate in FY 17 is higher 

than the statewide penetration rate of 14.1%.    
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Anne Arundel County Inpatient Services Utilization Report 

Inpatient Consumer Counts and Expenditure 

 

 

 

           

 

 

 

 

 

Anne Arundel County PBHS FY 15 FY 16 FY 17 

Consumer Count 1,466 1,478 1,532 

Expenditures $16,119,221 $16,518,981 $19,331,057 

        

State PBHS FY 15 FY 16 FY 17 

Consumer Count 18,802 19,104 19,534 

Expenditures $220,028,385 $226,456,824 $233,847,519 

     
County % of State Utilization - 

Consumer Count 7.8% 7.7% 7.8% 

County % of State Utilization - 

Expenditure 7.33% 7.3% 8.3% 
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Consumer Counts and Expenditure by Age 

  

Expenditure  

by Age FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Early Child $36,595 0.2% $59,583 0.4% $8,054  0.0% 

Child $1,311,473 8.1% $1,538,840 9.3% $1,342,499 6.9% 

Adolescent $2,330,621 14.5% $2,616,459 15.8% $3,196,087 16.5% 

Transitional $868,907 5.4% $1,030,036 6.2% $1,221,514 6.3% 

Adult $11,570,292 71.8% $11,271,218 68.2% $13,551,638 70.1% 

Senior $1,334 0.0% $2,846  0.0% $11,266 0.1% 

Total $16,119,221   $16,518,981   $19,331,057   

 

 

  

Early Child
0.0%

Child
6.9%

Adolescent
16.5%

Transitional
6.3%

Adult
70.1%

Senior
0.1%

Inpatient Services 
FY 2017

Expenditure By Age 

Consumer Count by Age FY 15 FY 15 % FY 16 FY 16 % FY 17 FY 17 % 

Early Child 6 0.4% 8 0.5% 5 0.3% 

Child 83 5.7% 100 6.8% 76 5.0% 

Adolescent 196 13.4% 203 13.7% 189 12.3% 

Transitional 95 6.5% 102 6.9% 125 8.2% 

Adult 1080 73.7% 1059 71.7% 1133 74.0% 

Senior 6 0.4% 6 0.4% 4 0.3% 

Total 1,466   1,478   1,532   
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Consumer Counts and Expenditure by Coverage Type 

 

 

 

  

Medicaid, 
71.7%

Medicaid 
State 

Funded, 
28.3%

Uninsured, 
0.0%

Inpatient Services
FY 2017 Expenditure By Coverage Type

Consumer Count 

by Coverage FY 15 FY 15 % FY 16 FY 16 % FY 17 FY 17 % 

Medicaid 1,294 88.3%  1,265 85.6% 1,255 81.9% 

Medicaid State 

Funded 349 23.8% 390 26.4% 486 31.7% 

Uninsured 0 0.0% 0 0.0% 0 0.0% 

Total 1,466   1,478   1,532   

Expenditure by 

Coverage FY 15 
FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Medicaid $11,923,317 74.0% $12,170,718 73.7% $13,851,223 71.7% 

Medicaid State 

Funded $4,195,904 26.0% $4,348,263 26.3% $5,479,834 28.3% 

Uninsured $0 0.0% $0 0.0% $0 0.0% 

Total $16,119,221   $16,518,981   $19,331,057   
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Anne Arundel County Outpatient Services Utilization Report 

Outpatient Consumer Counts and Expenditure 

 

 

 

Anne Arundel County PBHS FY 15 FY 16 FY 17 

Consumer Count 12,881 13,741 14,436 

Expenditure $22,178,927 $25,027,726 $28,020,583 

        

State PBHS    
Consumer Count 173,935 181,932 189,144 

Expenditure $323,711,850 $335,676,279 $363,398,810 

     
County % of State Utilization - 

Consumer Count 7.4% 7.6% 7.6% 

County % of State Utilization - 

Expenditure 6.85% 7.5% 7.7% 
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Consumer Counts and Expenditure by Age 

 

Consumer Count by Age 
FY 15 

FY  

15 % 
FY 16 

FY  

16 % 
FY 17 

FY 17 

% 

Early Child 494 3.80% 456 3.30% 485 3.40% 

Child 2,396 18.60% 2,572 18.70% 2,741 19.00% 

Adolescent 1,796 13.90% 1,890 13.80% 1,889 13.10% 

Transitional 720 5.60% 767 5.60% 844 5.80% 

Adult 7,428 57.70% 7,998 58.20% 8,410 58.30% 

Senior 47 0.40% 58 0.40% 67 0.50% 

Total 12,881   13,741   14,436   

 

Expenditure by Age FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Early Child $1,032,439 4.7% $907,546 3.6% $914,573 3.3% 

Child $5,526,251 24.9% $6,406,949 25.6% $7,138,028 25.5% 

Adolescent $3,610,212 16.3% $4,118,979 16.5% $4,329,179 15.4% 

Transitional $865,167 3.9% $1,051,800  4.2% $1,239,775  4.4% 

Adult $10,853,304 48.9% $12,238,893 48.9% $14,122,635 50.4% 

Senior $291,553 1.3% $303,559 1.2% $276,392 1.0% 

Total $22,178,927   $25,027,726   $28,020,583   

 

 

 

Early Child
3.3%

Child
25.5%

Adolescent
15.4%

Transitional
4.4%

Adult
50.4%

Senior
1.0%

Outpatient Services
FY 2017 Expenditure By Age 
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Consumer Count by 

Coverage FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Medicaid 12,536 97.3% 13,340  97.1% 14,028 97.2% 

Medicaid State Funded 838 6.5% 992 7.2% 1,244 8.6% 

Uninsured 549 4.3% 722 5.3% 381  2.6% 

Total 12,881    13,741    14,436    

       
Expenditure by 

Coverage FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Medicaid $21,919,303 98.8% $24,686,211 98.6% $27,764,394 99.1% 

Medicaid State Funded $64,567  0.3% $77,923 0.3% $108,972 0.4% 

Uninsured $195,056 0.9% $263,592 1.1% $147,217 0.5% 

Total $22,178,927   $25,027,726   $28,020,583   

 

 

  

Medicaid, 
99.1% Medicaid 

State Funded, 
0.4%

Uninsured, 
0.5%

Outpatient Services

FY 2017 Expenditure By Coverage Type
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Anne Arundel County Psychiatric Rehabilitation Services Utilization Report 

Psychiatric Rehabilitation Services - Consumer Count and Expenditure 

 

Anne Arundel County PBHS FY 15 FY 16 FY 17 

Consumer Count               1,375         1,691               1,985 

Expenditure $12,920,369 $14,093,679 $15,629,262 

        

State PBHS    
Consumer Count          24,936        28,211         32,350 

Expenditure $168,671,243 $180,973,125 $204,087,243 

     
County % of State Utilization - 

Consumer Count 5.5% 6.0% 6.1% 

County % of State Utilization - 

Expenditure 7.66% 7.8% 7.7% 
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Consumer Counts and Expenditure by Age 

Consumer Count 

by Age FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Early Child 40 2.9% 34 2.0% 29 1.5% 

Child 318 23.1% 364 21.5% 433 21.8% 

Adolescent 175 12.7% 243 14.4% 248 12.5% 

Transitional 43 3.1% 53 3.1% 72 3.6% 

Adult 760 55.3% 951 56.2% 1,153 58.1% 

Senior 39 2.8% 46 2.7% 50 2.5% 

Total 1,375   1,691   1,985   

       
Expenditure by 

Age FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Early Child $77,315 0.6% $87,226 0.6% $57,559 0.4% 

Child $813,827 6.3% $1,029,113 7.3% $1,234,306 7.9% 

Adolescent $457,946 3.5% $688,644 4.9% $690,125 4.4% 

Transitional $201,905 1.6% $187,356 1.3% $296,243 1.9% 

Adult $10,486,586 81.2% $11,128,671 79.0% $12,397,776 79.3% 

Senior $882,790 6.8% $972,669 6.9% $953,254 6.1% 

Total $12,920,369   $14,093,679   $15,629,262   

 

 

 

 

Early Child
0.4%

Child
7.9%

Adolescent
4.4%

Transitional
1.9%

Adult
79.3%

Senior
6.1%

Psychiatric Rehabilitation Services 
FY 2017 Expenditure by Age 
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Consumer Counts and Expenditure by Coverage Type 

Consumer Count by 

Coverage FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Medicaid 1,318 95.9% 1,618 95.7% 1,889 95.2% 

Medicaid State 

Funded 42 3.1% 54 3.2% 76 3.8% 

Uninsured 72 5.2% 103 6.1% 77 3.9% 

Total 1,375   1,691   1,985   

       
Expenditure by 

Coverage FY 15 

FY  

15 % FY 16 

FY  

16 % FY 17 

FY  

17 % 

Medicaid $12,483,069 96.6% $13,500,214 95.8% $14,835,371 94.9% 

Medicaid State 

Funded $195,091 1.5% $246,420 1.7% $378,517 2.4% 

Uninsured $242,209 1.9% $347,044 2.5% $415,374 2.7% 

Total $12,920,369   $14,093,679   $15,629,262   
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Anne Arundel County Residents in State Psychiatric Facilities on 6/30/2017 by 

Facility and Age 

  
0-5  

years 

6-12  

years 

13-17  

years 

18-21  

years 

22-64  

years 
65 + Total 

Springfield 0 0 0 19 4 0 23 

Spring Grove 0 1 0 6 1 0 8 

Eastern Shore 0 0 0 2 0 0 2 

RICA B'more 0 4 0 0 0 0 4 

Perkins 0 0 1 21 1 0 23 

RICA Mont.  0 1 0 0 0 0 1 

Total 0 6 1 48 6 0 61 

 
Anne Arundel County Residents in State Psychiatric Facilities on 6/30/2017  

by Facility and ALOS*  

  
0-30  

days 

31-89  

days 

90-180  

days 

181- 

1 year 

1-3  

years 

3+  

years 
Total 

Springfield 3 5 4 2 4 5 23 

Spring Grove 1 1 0 1 1 4 8 

Eastern Shore 0 0 1 0 0 1 2 

RICA B'more 0 1 2 1 0 0 4 

Perkins 1 1 2 6 5 8 23 

RICA Mont.  1 0 0 0 0 0 1 

Total 6 8 9 10 10 18 61 

*Average Length of Stay (ALOS) is calculated using true admission date - date of 

census.  

Depicts ALOS of those individuals remaining in facilities to date, 6/30/2017. 

 

Anne Arundel County Residents in State Psychiatric Facilities on 06/30/2017 by Facility & Race 

  

Amer. Ind/ 

Nat. Amer 

Asian/Pac.  

Islander 

Black/ 

Afr. 

Amer. 

Hispanic White Other Total 

Springfield 0 1 9 0 13 0 23 

Spring Grove 0 0 2 0 6 0 8 

Eastern Shore 0 0 1 0 1 0 2 

RICA B'more 0 0 1 0 2 1 4 

Perkins 0 1 11 0 9 2 23 

RICA Mont.  0 0 0 0 0 1 1 

Total 0 2 24 0 31 4 61 
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Anne Arundel County Residents in State Psychiatric 

Facilities on 06/30/2017 by Facility and Ethnicity 

  
Not Hispanic  

or Latino 

Hispanic  

or Latino 

Ethnicity  

Unknown 

Springfield 22 0 1 

Spring Grove 6 0 2 

Eastern Shore 2 0 0 

RICA B'more 0 0 4 

Perkins 20 2 1 

RICA Mont.  0 0 1 

Total 50 2 9 

 

Anne Arundel County Residents Admitted to State Psychiatric Facilities in FY17  

by Facility and Admission Referral Source 

  

Unknown 

Outpx.  

Prov.  

MH/ 

AOD 

Outpx.  

Prov.  

Other 

Inpx./ 

Res.  

Provider 

Inpx./Res.  

Provider 

Other 

Jail/ 

Correctional 

Human 

Service  

Agency 

Springfield 0 0 0 1 0 39 0 

Spring Grove 1 0 1 1 0 10 0 

Eastern Shore 1 0 0 0 0 0 0 

RICA B'more 0 3 0 0 0 0 2 

Perkins 0 0 0 0 0 9 0 

RICA Mont.  0 0 0 0 0 1 0 

Total 2 3 1 2 0 59 2 

 

Anne Arundel County Residents Admitted to 

State Psychiatric Facilities in FY17 by Facility 

and Forensic Status 

  
Non-

Forensic 
Forensic Total 

Springfield 1 39 40 

Spring Grove 1 12 13 

Eastern Shore 0 1 1 

RICA B'more 5 0 5 

Perkins 3 8 11 

RICA Mont.  0 1 1 

Total 10 61 71 

86% of Anne Arundel County admissions to State Psychiatric Inpatient facilities were Court 

ordered. 
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Anne Arundel County Residents Discharged 

from State Psychiatric Facilities in FY17 by 

Facility and Forensic Status 

 
Non-

Forensic 
Forensic Total 

Springfield 0 35 35 

Spring Grove 0 16 16 

RICA B'more 7 0 7 

Perkins 1 4 5 

Total 8 55 63 

 

Anne Arundel County Residents 

Readmitted to State Psychiatric Facilities in 

FY17 by Facility  

Springfield 6 

Eastern Shore 1 

Perkins 1 

Total 8 
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Information for the OMS Datamart is gathered from individuals, ages 6-64, who are receiving 

outpatient mental health treatment services in the Mental Health System. When comparing to 

statewide percentages in many domains for the adults (ages 18-64), it seems that the adults in 

Anne Arundel County report more problems. A higher percentage of adults in Anne Arundel 

County receiving mental health services reported to be homeless, have legal issues and smoke 

cigarettes, when compared to statewide percentages.  

 

Table 4a. Fiscal Year 2016 State & County Comparisons 

Outcome Measurement System 

Most Recent Mental Health Interview - FY 2016* 

      

 

 

  STATE COUNTY 

  Percent Percent 

ADULTS 

OMS - Q41/42. Employed now or last 6 

months 33.1% 36.8% 

^Percentage of Adults Served in PBHS 

Supported Employment 2.9% 2.4% 

OMS - Smoking     

Q45. Do you smoke? 
Cigarettes 41.0% 45.1% 

Q47. In the past month use tobacco 

products?   
Cigars 3.6% 3.4% 

Smokeless Tobacco 1.0% 1.2% 

Electronic Cigarettes 4.7% 6.2% 

Pipes 0.6% 0.4% 

Other Tobacco Product 2.0% 2.4% 

OMS - Q48. General Health Status     

  Excellent 6.1% 7.0% 

  Very Good 18.0% 19.2% 

  Good 36.4% 36.9% 

  Fair 30.1% 28.6% 

  Poor 9.3% 8.3% 

Q3. Have you been homeless at all in the 

past six months? 12.1% 13.9% 

Q39. In the past six months, have you been 

arrested? 5.5% 7.1% 

Q38. During the past month, Did you have 

problems from your drinking or drug use?   
Often 3.4% 4.7% 

Always 4.4% 5.5% 
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* Most recent observation for each Mental Health consumer in FY 2016; provisional data which may change slightly 

as DataMart refinement continues 

** For children and adolescents, only those ages 11 to 17 

***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over 

Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html   

Most Recent Interview Only, FY 2016 

Based on Final FY2016 data 

  

CHILDREN AND ADOLESCENTS 

  STATE COUNTY 

  Percent Percent 

OMS - Q32. Problems with school attendance 13.4% 15.3% 

OMS - Q34. Suspended from school in past 6 

months 12.2% 12.5% 

OMS - Smoking**     

Q37. Do you smoke 
Cigarettes 4.3% 5.1% 

Q39. In the past month use tobacco products 
Cigars 0.9% 0.6% 

  Smokeless Tobacco 0.2% 0.1% 

  Electronic Cigarettes 1.6% 2.1% 

  Pipes 0.3% 0.2% 

  Other Tobacco Product 0.4% 0.4% 

OMS - Q36. General Health Status     

  Excellent 25.5% 26.8% 

  Very Good 36.3% 35.0% 

  Good 30.5% 29.2% 

  Fair 6.8% 8.1% 

  Poor 0.9% 1.0% 

Q2. Have you been homeless at all in the past six 

months? 2.6% 2.9% 

Q40. In the past six months, have you been 

arrested? 3.4% 3.4% 

During the past month,     

Q41. Did you drink any alcohol? 5.7% 6.2% 

Q42. Did you smoke any marijuana or hashish? 8.6% 9.3% 

Q43. Did you use anything else to get high? 1.4% 1.7% 
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Table 4b. Fiscal Year 2017 State & County Comparisons 

Outcome Measurement System 

Most Recent Mental Health Interview - FY 2017* 

 

  

STATE COUNTY 

Percent Percent 

ADULTS 

OMS - Q41/42. Employed now or last 6 months 34.9% 37.2% 

^Percentage of Adults Served in PBHS Supported 

Employment 2.8% 2.3% 

OMS - Smoking     

Q45. Do you smoke? 

Cigarettes  39.9% 42.9% 

Q47. In the past month use tobacco products? 
Cigars 3.5% 3.2% 

  Smokeless Tobacco 0.9% 0.8% 

  Electronic Cigarettes 4.1% 5.5% 

  Pipes 0.6% 0.5% 

  Other Tobacco Product 2.0% 2.2% 

OMS - Q48. General Health Status     

  Excellent 6.7% 7.7% 

  Very Good 18.7% 20.5% 

  Good 35.9% 33.7% 

  Fair 29.8% 29.4% 

 

  Poor 8.9% 8.7% 

Q3. Have you been homeless at all in the past six 

months? 12.0% 13.3% 

Q39. In the past six months, have you been arrested? 5.5% 7.4% 

Q38. During the past month, Did you have problems 

from your drinking or drug use?   

Often 3.7% 4.8% 

Always 4.1% 5.1% 

 

The percentage of adults who reported an arrest in the past six months increased from 7.1% in 

FY 16 to 7.4% in FY 17.  While this increase is slight on the County level, the arrest rate is more 

than the FY 17 Statewide percentage of 5.5%, which could possibly be attributed to many things, 

including the geographic location of Anne Arundel County. 
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* Most recent observation for each Mental Health consumer in FY 2016; provisional data which may change slightly 

as DataMart refinement continues 

** For children and adolescents, only those ages 11 to 17 

***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over 

Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html   

Most Recent Interview Only, FY 2017 

Based on Final FY 2017 data 

 

School suspension rates increased from 12.5% in FY 16 to 14% in FY 17 and they are higher 

than the statewide average of 12.8% in FY 17.  Problems with school attendance rate was 15.9% 

for children in Anne Arundel County in FY 17, which is higher than the statewide rate of 14.4%.  

While the exact cause of the increase in school suspension rates and problems with school 

attendance are hard to determine, the opioid epidemic has had many unanticipated affects.  

Children not attending school regularly could be one of them, if they are the child of a parent 

facing substance use disorder and may not have sufficient supervision.   

 

Further, if grandparents or other relatives step in to care for a child with a parent receiving 

substance use treatment, they may attend school less or act out while in school, which could 

cause suspension.  The same could be true for children who have lost a parent to overdose, 

especially in Anne Arundel County, which had the third highest number of opioid related deaths 

during FY 2016 as referenced earlier in this report. 

CHILDREN AND ADOLESCENTS 

 

 STATE COUNTY 

OMS - Q32. Problems with school attendance 14.4% 15.9% 

OMS - Q34. Suspended from school in past 6 months 12.8% 14.0% 

OMS - Smoking**     

Q37. Do you smoke? 

Cigarettes 3.5% 3.7% 

Q39. In the past month use tobacco products? 

Cigars 1.0% 0.6% 

   Smokeless Tobacco 0.2% 0.1% 

  Electronic Cigarettes 1.1% 1.2% 

  Pipes 0.2% 0.1% 

  Other Tobacco Product 0.4% 0.1% 

OMS - Q36. General Health Status     

  Excellent 24.6% 25.0% 

  Very Good 36.8% 39.6% 

  Good 30.7% 27.2% 

  Fair 6.9% 6.9% 

  Poor 0.9% 1.3% 

Q2. Have you been homeless at all in the past six months? 2.2% 1.7% 

Q40. In the past six months, have you been arrested? 3.0% 2.9% 

During the past month,    

Q41. Did you drink any alcohol? 5.3% 4.8% 

Q42. Did you smoke any marijuana or hashish? 9.3% 9.4% 

Q43. Did you use anything else to get high? 1.1% 1.4% 
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The percentage of adolescents that smoked cigarettes in FY 17 was 3.7%, which is a decrease 

from 5.1% in FY 16.  The percentage of adolescents that drank alcohol in FY 17 was 4.8%, 

which is a decrease from 6.2% in FY 16.  These decreases could be due in part to prevention and 

education taking place in the schools, as well as the dangers of smoking and underage drinking 

being discussed in the outpatient mental health setting. 
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Table 4c. Fiscal Year 2016 State & County Comparisons 

Outcome Measurement System 

Most Recent Substance-Related Disorder Interview - FY 2016* 

 

 

 

 

 

  

STATE COUNTY 

Percent Percent 

ADULTS 

OMS - Q41/42. Employed now or last 6 

months 45.2% 29.8% 

      

OMS - Smoking     

Q45. Do you smoke 
Cigarettes 68.6% 54.5% 

Q47. In the past month use tobacco 

products? 

Cigars 6.9% 3.6% 

  Smokeless Tobacco 2.1% 0.8% 

  Electronic Cigarettes 6.9% 3.7% 

  Pipes 0.4% 0.1% 

  Other Tobacco Product 5.3% 1.2% 

OMS - Q48. General Health Status     

  Excellent 8.6% 9.8% 

  Very Good 27.2% 35.0% 

  Good 41.8% 36.2% 

  Fair 18.8% 14.7% 

  Poor 3.7% 4.3% 

Q3. Have you been homeless at all in the past 

six months? 13.6% 10.5% 

Q39. In the past six months, have you been 

arrested? 22.3% 32.9% 

Q38. During the past month, Did you have 

problems from your drinking or drug use?   

Often 11.5% 17.2% 

Always 9.8% 6.3% 
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* Most recent observation for each Substance-Related Disorder consumer in FY 2016; provisional data which may 

change slightly as DataMart refinement continues 

**For children and adolescents, only those ages 11 to 17 

***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over 

Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html   

Most Recent Interview Only, FY 2017 

Based on Final FY 2016 data 

  

CHILDREN AND ADOLESCENTS 

 STATE COUNTY 

OMS - Q32. Problems with school attendance 37.7% 62.9% 

OMS - Q34. Suspended from school in past 6 

months 35.8% 28.6% 

OMS - Smoking**     

Q37. Do you smoke? 

Cigarettes 29.9% 28.6% 

Q39. In the past month use tobacco products? 

Cigars 13.1% 11.4% 

  Smokeless Tobacco 1.5% 0.0% 

  Electronic Cigarettes 7.4% 0.0% 

  Pipes 1.5% 2.9% 

  Other Tobacco Product 2.2% 5.7% 

OMS - Q36. General Health Status     

  Excellent 27.1% 45.0% 

  Very Good 32.1% 30.0% 

  Good 32.3% 15.0% 

  Fair 8.1% 10.0% 

  Poor 0.3% 0.0% 

Q2. Have you been homeless at all in the past 

six months? 

Q40. In the past six months, have you been 

arrested? 

During the past month, 

 

Q41. Did you drink any alcohol? 

 

Q42. Did you smoke any marijuana or hashish? 

 

Q43. Did you use anything else to get high? 

2.0% 0.0% 

31.9% 51.4% 

 

38.5% 30.0% 

78.1% 75.0% 

13.0% 25.0% 
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Table 4d. Fiscal Year 2017 State & County Comparisons 

Outcome Measurement System 

Most Recent Substance-Related Disorder Interview - FY 2017* 

 

  STATE COUNTY 

  Percent Percent 

ADULTS 

OMS - Q41/42. Employed now or last 6 months 38.5% 40.6% 

      

OMS - Smoking     

Q45. Do you smoke?                                            
Cigarettes 69.7% 60.3% 

Q47. In the past month use tobacco products? 

Cigars 6.0% 2.6% 

  Smokeless Tobacco 2.0% 1.2% 

  Electronic Cigarettes 6.2% 4.3% 

  Pipes 0.5% 0.3% 

  Other Tobacco Product 6.8% 6.8% 

OMS - Q48. General Health Status     

  Excellent 5.5% 4.7% 

  Very Good 20.5% 20.9% 

  Good 44.2% 46.5% 

  Fair 25.3% 24.0% 

  Poor 4.5% 3.9% 

Q3. Have you been homeless at all in the past six 

months? 13.3% 12.6% 

Q39. In the past six months, have you been 

arrested? 10.4% 12.4% 

Q38. During the past month, Did you have problems 

from your drinking or drug use?    

Often 12.7% 12.2% 

Always 10.7% 9.9% 
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* Most recent observation for each Substance-Related Disorder consumer in FY 2017; provisional data which may 

change slightly as Datamart refinement continues 

** For children and adolescents, only those ages 11 to 17 

***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over 

Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html   

Most Recent Interview Only, FY 2017 

Based on Final FY2017 data 

 

 

 

 

  

CHILDREN AND ADOLESCENTS 

OMS - Q32. Problems with school attendance 32.8% 37.2% 

OMS - Q34. Suspended from school in past 6 months 31.5% 23.3% 

OMS - Smoking**     

Q37. Do you smoke?  
Cigarettes 30.9% 41.9% 

Q39. In the past month use tobacco products?                                     
Cigars 10.5% 4.7% 

  Smokeless Tobacco 1.8% 0.0% 

  Electronic Cigarettes 5.4% 2.3% 

  Pipes 1.1% 0.0% 

  Other Tobacco Product 3.0% 2.3% 

OMS - Q36. General Health Status     

  Excellent 31.0% 36.4% 

  Very Good 31.0% 36.4% 

  Good 31.3% 18.2% 

  Fair 6.2% 9.1% 

  Poor 0.4% 0.0% 

Q2. Have you been homeless at all in the past six months? 3.2% 6.3% 

Q40. In the past six months, have you been arrested? 31.9% 34.9% 

During the past month,     

Q41. Did you drink any alcohol? 33.9% 50.0% 

Q42. Did you smoke any marijuana or hashish? 81.1% 81.8% 

Q43. Did you use anything else to get high? 10.6% 0 
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Individual Program Reports 
 

Crisis Response System (CRS) 

Of the many programs provided through the AACMHA, the Crisis Response System (CRS) 

stands out as one of the most innovative crisis systems throughout the State.  Individuals with 

mental health and substance use disorders who are experiencing a crisis have traditionally been 

treated in hospital emergency departments or have become incarcerated.  Both options are not 

only costly, but their staff often cannot provide the specialized treatment and aftercare needed by 

someone with a behavioral health issue.  In response to the growing need for crisis services and 

the desire to serve individuals in the least restrictive setting, AACMHA developed the CRS to 

provide an array of behavioral health options and supports for individuals in distress.    

 

In order to make this program a success, buy-in from other community agencies was necessary.  

A Memorandum of Agreement (MOA) was signed by 25 agencies within the County.  The MOA 

outlines the services and supports that each agency is willing to provide as a partner in the CRS.  

The goal of this MOA is to coordinate services and minimize barriers to stabilization, treatment, 

and recovery. Services and supports include, but are not limited to the following:   

 

Mental Health Substance Use 

Urgent Crisis Stabilization Plan  Substance Use Assessment 

Urgent Psychiatric Evaluation with a 

psychiatrist 

Supervised overnight monitoring by one 

awake staff per three individuals 

Short term or Long term Clinical follow up for 

uninsured persons with a 50-minute visit 

Transportation 

Supervised overnight monitoring by one awake 

staff per three individuals  

Meals 

Transportation  Medications and/or medical equipment 

PRP orientation visit  Detoxification 

Meals  Partial Hospitalization (Substance Use) 

Physical Exam Room Rental 

Medications and/or medical equipment Toxicology Testing 

Medical equipment/supplies, per item, three 

quotes 

 

Partial Hospitalization (Mental Health)  

Psychiatric Crisis Bed  

Room Rental  

Lab Testing  

*Note: None of these services are billable through the Public Behavioral Health System for 

the persons accessing them. 

 

The County’s current CRS has evolved into a hybrid based on elements of the Berkeley Model of 

Mobile Crisis Teams (MCT) and the Memphis Model for Crisis Intervention Teams (CIT) as 

modified for Anne Arundel County.  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 
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for people in Anne Arundel County who are experiencing a behavioral health crisis.  The OPS is 

staffed 24 hours a day/seven days a week.  During FY17, the warm-line received 18,736 calls for 

assistance.  Data representing the total number of calls for FY 17 is included in the chart below: 
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The following chart represents the communty mental health system for Anne Arundel County and it demonstrates the “No Wrong 

Door” approach for accessing needed services and supports. 
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Mobile Crisis Teams 

The MCTs were designed to respond primarily to calls from police officers and are on police 

radios. In addition, if the OPS receives a call regarding an individual who is in severe crisis, they 

have the ability to refer calls to one of the county’s MCTs.  The MCT can then be dispatched to 

assist in stabilizing the individual and connect them to the most appropriate services.  During 

FY17, the MCTs were dispatched 1,912 times.  The agency is funded for 4 MCT to serve the 

entire county on a 24/7/365 basis.  The CRS is able to stagger and manipulate its shifts to 

accommodate high volume call days.  On days when there are sudden surges, AACMHA 

employs contingent part time staff (CPT) to assist.   

 

The most effective component of Anne Arundel County’s CRS also makes it stand out from 

others systems.  This is the follow-up that is conducted with individuals after their immediate 

crisis is resolved.  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 FY17, care coordination completed 2,426 follow-up 

calls to individuals and had 187 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 are able to remain stable and mitigate additional crises.  Data for FY17 is 

included in the following chart: 

 

 

 
 

High Utilizer Frequent Emergency Department Initiative 

Another element of the CRS is the High Utilizer Frequent Emergency Department (HUFED) 

initiative.  Under HUFED, individuals with behavioral health issues are connected to 

community-based treatment in an effort to reduce 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 
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community.  Crisis stabilization services are also provided to individuals who have been seen by 

the MCT and are in need of follow-up until they can be linked with community services.  During 

FY17, there were 74 calls for the HUFED program, with the Care Coordinator completing 24 

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 are able to avoid repeated 

hospitalizations and incarcerations, thereby remaining a part of the community and furthering 

their recovery.    

 

Highlights 

CRS began working with “Donnie” after he was released from prison after serving a 43 year 

sentence.  He was released without any benefits, insurance, income, identification, phone, or 

linkage to mental health services.  Due to his age, the CRS was able to get him Social Security 

Income (SSI) benefits within a week of being in the community.  This also made him eligible 

for health insurance.  CRS assisted him in applying for emergency food stamps and he was 

approved for that benefit as well, which allowed Donnie to obtain a government phone.  CRS 

obtained his ID, social security card, and birth certificate.  Donnie had a diagnosis of Post- 

Traumatic Stress Disorder (PTSD) and depression, and was linked with a provider that began 

to follow him to address these needs.  He was also found to have diabetes, so he was linked 

with a Primary Care Physician.  After all of these services were put in place, Donnie was 

placed in a group home, where he paid rent monthly and continued to follow up with his 

mental health appointments.  After a few months, he was asked to be the house manager of the 

residence, which decreased his monthly rent significantly.  Donnie was then able to save up 

enough money and now rents a one- bedroom apartment on his own. He is now self-sufficient 

and only requires assistance from CRS if he has an appointment that he needs to get to that is 

not on a bus line.  It is highly likely that Donnie would have become homeless and 

reintroduced to the criminal justice system without these interventions provided by CRS. 

 

“Mitch” was incarcerated for nine months for trespassing at a Wawa.  While in jail, he was 

sent to Spring Grove for three months due to homicidal ideation toward the correctional 

officers.  He was diagnosed with schizophrenia, given medication, and released on 

probation. CRS was able to get Mitch into a crisis bed and stabilized on his medication.  They 

also coordinated his follow-up with his probation officer, substance abuse assessment, and 

mental health assessment.  Mitch was able to get his ID, birth certificate, and social security 

card.  He was placed in a board and care home and has been there for almost five months 

now.  Mitch is stable and is helpful with projects and chores around the house.  He is highly 

enjoyed by the staff and they have allowed him to stay there despite the fact that he does not 

have his SSDI yet.  His SSDI application is in process and he should be receiving benefits 

soon.  Mitch’s success in the community would be highly doubtful without CRS providing 

these linkages. 

 

Safe Stations 

On April 20, 2017, a new pilot program, “Safe Stations”, was implemented in response to the 

growing opioid epidemic.  Safe Stations allows persons with substance abuse disorders, who are 

looking for treatment, to walk into a police or fire station and request assistance.  Once at the 
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station, the individual will be given a medical assessment by emergency medical services (EMS) 

personnel.  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.  From the start of the program through June 30, 

2017, 71 assessments were completed and 35 individuals completed treatment.  An article on this 

unique program may be found at: www.capitalgazette.com/news/government/ph-ac-cn-arundel-

safe-stations-0421-20170420-story.html as well as Appendix B. 

 

Highlight 

“Jenna” a 29-year-old female was the first person to present at a Safe Station after being 

denied by several treatment providers due to not being able to pay for services.  She has 

struggled with a substance use disorder for 10 years prior to entering the Brooklyn Fire 

Department Safe Station.  CRS was able to place “Jenna” in the Serenity Sistas treatment 

program, where she now helps to lead group sessions as a mentor to others in treatment.  

Jenna has been successful with her recovery plan since she entered Safe Stations in April.  

 

Even with all of the capabilities of the CRS, one of the primary barriers to successful community 

placement remains the lack of affordable housing that is available for individuals and families.  

One solution has been for AACMHA to utilize room rental for up to three days until more 

permanent housing can be identified.  If individuals cannot find immediate housing, they often 

end up street homeless and disengaged from services resulting in emergency department visits or 

a MCT being called to assist with crisis stabilization.  Having emergency housing available that 

could accommodate families and people with behavioral health issues and/or histories of 

criminal justice system involvement would help break the cycle of readmission and crisis.  

Transportation is also a key impediment to individuals who are willing to accept treatment but 

often lack the means to get there.  CRS minimizes this barrier with intensive care coordination, 

including transporting individuals to treatment, if necessary.  Once they are engaged, a “warm” 

hand-off is made to the provider.  Transportation is also problematic for persons with behavioral 

health issues who are involved in the criminal justice system.  An individual may be willing to 

meet with their parole officer, but if they are unable to get to the appointment they are at risk for 

re-arrest.  CRS is able to assist the individual with making transportation arrangements so that 

these appointments can be kept and reduce the possibility of re-arrest. 

 

Training 

The CRS staff has also found that providing training to community agencies and providers is a 

vital component of the system.  In FY17, CRS staff conducted 63 trainings and over 300 hours of 

training on a variety of topics including: Overview of Mental Health, Mental Health First Aid 

(Youth, Adult, and Older Adult curricula), Suicide Assessment, Overview of Crisis Response, 

and Crisis Intervention Teams.  The populations trained included: school teachers, principals, 

staff, students, and parents; police officers and cadets; fire department staff; church groups; and 

Baltimore Washington International Airport employees.  The training provided by CRS staff to 

various school staff, students, and parents has been invaluable given the increased number of 

youth related calls received in FY17.  That number continues to increase.   

 

http://www.capitalgazette.com/news/government/ph-ac-cn-arundel-safe-stations-0421-20170420-story.html
http://www.capitalgazette.com/news/government/ph-ac-cn-arundel-safe-stations-0421-20170420-story.html
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Crisis Intervention Teams 

A vital component of the CRS has been the partnership with the Anne Arundel County Police to 

implement CITs.  The CITs consist of an officer trained in CIT and a licensed, behavioral health 

clinician.  The advantage of having a CIT is that they are able to respond in situations where 

MCTs are not, 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 a comfort to county residents, 

as a police officer can go onto someone’s property to perform a “well-being” check, where no 

other component of CRS is able to do this. 

 

As with other units within the CRS, CIT staff conduct follow-up with individuals who are 

determined to be at high-risk to engage them in treatment.  CIT staff 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 in an effort to engage them into substance use treatment.  This pilot 

was made possible through a partnership with the Governor’s Office of Crime Control and 

Prevention (GOCCP) and AACMHA.   

 

This year marks the third full year of operation for the CITs and the team has expanded to 

include four officers and one lieutenant, allowing three teams to be in operation Monday through 

Friday from 7 a.m. to 11 p.m.  On weekends, one team is run from 8 a.m. to 4 p.m. each day.  

During FY17, the CITs conducted 394 assessments, 630 follow-up visits, and 7,617 phone 

contacts for individuals with mental health issues.   Because of the intense nature of these calls, 

MCTs would not have been able to respond.  Without the CITs, the individuals who were served 

may have otherwise ended up incarcerated or there may have been a more adverse event for 

themselves or other community members.   
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The following chart demonstrates the increase in assessments, follow-up, and phone calls from 

FY16 to FY 17. 

 

 FY16 FY 17 Percent Change 

Assessments 330 394 19% 

Follow-up 482 630 31% 

Phone Calls 5,250 7,617 45% 

 

Mobile Crisis and Stabilization (MCS)  

MCS provides vital crisis and stabilization services to youth in Anne Arundel County. The 

program is operated as part of the Crisis Response System and is under a special grant in 

collaboration with the Partnership for Children, Youth, and Families. The team responds to 

schools and in the community to assist during a behavioral health crisis.  They also provide 

follow-up services and linkage to community-based services as well as assistance in navigating 

the PBHS.  These interventions are essential to keep youth in school and in their current living 

situation. This year BHA added a new funding stream for 50 youth statewide allowing youth 

with private insurance to access Targeted Case Management (TCM) Plus services.  Privately 

insured youth served through MCS are now able to be referred to TCM Plus services, which 

include Care Coordination Organization (CCO) services, Family Peer Support services, and 

customized good and services. 

 

MCS Assessment and Referral 

 FY 2016 FY 2017 

Total (unduplicated) MCT Assessments 370 312 

Number involved with CPS 44 46 

Number linked to services 348 301 

Referred to CCO 27 41 

Referred to Respite N/A 14 

Referred to I-HOPE- 6 slots N/A 8 

Referred to Family Support Partner N/A 10 

Referred to TCM Plus N/A 6 

 

While the number of unduplicated calls have gone down this fiscal year, the clinical severity has 

increased significantly.  The youth being served are more clinically complex and have more 

significant social issues. The clinical complexity has been driven by a number of different factors 

this year. Toward the end of the school year, there was an increased number of parents facing 

deportation, this has led to youth experiencing severe anxiety and these youth began refusing to 

attend school. The lack of transportation and affordable housing has kept parents from seeking 

treatment for themselves and their children. Families are coping with the stress of homelessness 

and are often receiving initial intervention through the crisis system.  This has led to the increase 

in the number of youth being referred to the CCO and TCM Plus. 

 

Hospital Diversion 

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 
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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 crisis bed is an option.  A crisis bed 

allows the individual to be discharged from a more restrictive hospital inpatient unit while 

receiving crisis stabilization services.  Individuals are able to 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 to obtain authorization from the State’s ASO.      

 

The Hospital Diversion Program’s clinician is able to assess individuals for appropriateness to 

receive Crisis Case Management.  Crisis Case Management serves as another mechanism for 

reducing emergency department visits.  During FY17, 219 assessments were conducted with 30 

individuals able to obtain placement in crisis beds, 38 individuals obtaining placement in 

substance use treatment, and 84 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.  The Hospital Diversion Program saved approximately $612,365 during the 

year.   

 

Another area where CRS is instrumental in diverting individuals is the Jail Diversion project.  

What began as a pilot project has become so successful that it is now a permanent component of 

the CRS.   

 

Jail Diversion 

A Jail Diversion program was established in January 2015 to augment the AACMHA Crisis 

Response System.  The program was initiated at the Jennifer Road Detention Center where pre-

trial individuals are detained. The focus of this program is individuals who are: in pre-trial status, 

charged with a misdemeanor, and have screened positive for a behavioral health disorder. 

Individuals who participate in the program must be willing to receive community-based services 

upon release.  

 

Once the individual is referred to the program, the Jail Diversion Specialist screens them. If the 

individual is accepted in the program, a plan of care is developed and submitted to the judge for 

review at the 1:00 p.m. docket.  If the attorney and the judge approve the plan, the individual is 

released the same day and the plan of care is implemented. This plan includes strategies to 

address housing needs, mental health and substance use disorder treatment, physical health, and 

attainment of benefits. The individuals can receive services for up to 90 days post-release and 

they are then transitioned into services in the PBHS or other programs if they are privately 

insured. 

 

The program continues to have positive outcomes for pretrial individuals.  During FY17, there 

were 251 referrals to the program.  Of those who were referred, 141 screened positive for a 

behavioral health disorder and 41 people completed intakes.  After intakes, 36 individuals were 

found to be fully eligible for the program, which ultimately served 28 people during the year.    
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The following table indicates the outcomes for FY17: 

Assessed for Behavioral Health Disorder 141 

Intakes Completed 41 

Eligible Individuals 36 

Unduplicated Individuals Served 28 

# of individuals with premature termination 6 

# of individuals who returned to jail 3 

# of first behavioral health appointments kept 9 

# didn’t keep first appointment, but kept subsequent 

appointments 

2 

# of Individuals Who Obtained Housing: 9 

# obtaining permanent housing 3 

# obtaining temporary housing 6 

# of individuals who were homeless 10 

# individuals who returned to prior living 

arrangement 

18 

# of Individuals Accessing Matrix Services: 23 

# accessing Mental Health Clinic 18 

# accessing substance use treatment 13 

# accessing entitlements 8 

# accessing transportation services 23 

# gaining employment 5 

# accessing other services in PBHS 3 

 

Highlight 

“Mary” is a 28-year-old female who had been homeless since 2010.  Predominantly arrested 

for nuisance type crimes, she had been in and out of jail. Jail diversion staff assessed Mary in 

May 2017.  She worked with Jail Diversion staff and was connected to mental health 

treatment and the Maryland Collaboration for Homeless Enhancement Services (MD CHES) 

program.  Both the Jail Diversion and MD CHES workers utilized motivational interviewing 

and were able to get Mary connected to Supported Employment and a GED program.  She was 

also able to get SSI and Temporary Cash Assistance (TCA); this income has afforded her the 

opportunity to obtain housing.  Without Jail Diversion services, the cycle of homelessness and 

incarceration may have continued for Mary. 

 

Co-Occurring/Veterans Grants 

Two co-occurring grants from the Anne Arundel County DOH provide funding that augments 

much needed support services to residents experiencing a crisis.  Funding from the DOH also 

targets veterans in need of behavioral health supports and services.  During the year, 77 people 

received individualized services including:  transportation, medication, detoxification, partial 

hospitalization, overnight treatment, evaluations, medication management visits, and therapy 

sessions.  These services were provided to county residents who were uninsured, struggled with 

mental illness and/or substance use, and were at high risk of hospitalization or incarceration.   
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Maryland’s Commitment to Veterans  

AACMHA oversees this statewide program, whose aim is to link veterans and their family 

members in the State to behavioral health services.  The program utilizes four Regional Resource 

Coordinators, who work to assist veterans in finding resources and making linkages to behavioral 

health services.  Four behavioral health providers also utilize flexible funding set aside from this 

program to help veterans when they are in need.  In FY 17, these funds were utilized for security 

deposits, water and other utility bills, emergency hotel stays, and furniture.  During the year, 

Maryland’s Commitment to Veterans held four educational conferences to promote the program 

and further its goals. 

 

Resources for Emergency Departments, Schools and Police to Improve Outcomes, 

Engagement and Diversion (RESPOND) grant 

RESPOND is a four year, $4 million grant from the Substance Abuse and Mental Health 

Services Administration (SAMHSA), awarded in October 2015 to a collaborative effort between 

the Anne Arundel County Partnership for Children, Youth, and Families and the AACMHA.  

The goal of this grant is to strengthen Anne Arundel County’s System of Care (SOC) by 

expanding the Crisis Response and Stabilization System (CRSS) for the county’s children and 

families.  This goal will be accomplished by expanding the county’s MCTs with a focus on 

assisting children with serious mental illness by providing crisis intervention, short-term care 

coordination and follow-up support, and referrals to mental health and substance use treatment 

agencies, CCOs, and other community resources.  Referrals are made after assessing the youth 

and their families in various locations such as their schools, homes, community, or hospitals.   

The CRS services provided under this grant has allowed the county to expand its Hospital 

Diversion (HD) program to divert children from being transferred to inpatient psychiatric 

hospital units while at Anne Arundel Medical Center and Baltimore Washington Medical Center. 

Youth who have been assessed by MCT or HD and referred to the county’s CCO and 

subsequently enrolled are screened for their eligibility to access additional services covered by 

the grant. These services include a Family Support Partner through Maryland Coalition for 

Families, respite, and I-HOPE (Intensive in-home intervention program for children) through 

Catholic Charities’ Villa Maria.   

 

The RESPOND grant helps to fund an entitlement worker through Department of Social 

Services.  This position assists the youth and their families with accessing entitlements quickly. 

The grant also includes Flex Funds to help support children, youth, and families. Without these 

funds, children and youth would otherwise not have access to some needed services and items 

that assist them in working toward some of their treatment goals.  Lastly, the project was able to 

hire a social marketing consultant this year to work on and assist in implementing the program’s 

social marketing plan within the Anne Arundel County Public School system. 

 

In FY 2017, the MCT and HD served 324 youth referring 36 youth to the CCO, an increase from 

29 youth in FY16.  An additional eight youth were also eligible within the CCO because they 

had previous contact with MCT or their level of care increased within the CCO.    An increase in 

dispatch calls from the school system was seen with an average of 20% of all calls coming from 

the school system, whether from School Resource Officers, therapists, counselors, or school 

administrators. Police calls for assessments remained around 70%.  The majority of assessments 

took place in the home (60%), followed by schools (20%), and lastly, hospitals (12%). The top 
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three reasons for in-person assessments from CRS were suicidal ideations, request for resources, 

and child behavior. This year, the CCO began referring youth to RESPOND services as 

described above.  Twelve youth were referred to I-HOPE, 18 youth were referred for respite, and 

11 youth were referred to the Family Support Partner. Flex funding also began this year, with 

$14,280 used to support children, youth, and families as outlined above. 

 

Maryland Collaboration for Homeless Enhancement Services (CHES) 

The CHES Program began operation in FY 2016. The goal of the CHES Program is to utilize 

documentation and technology to evaluate programs and services for possible approval as 

Evidence Based Practices (EBP) or promising practices, and to promote the utilization of current 

EBP models and promising practices as the standard of care for the homeless population.  

 

The AACMHA works cooperatively with providers and the University of Maryland to promote, 

develop, and implement EBPs.  The CHES Team is implementing a comprehensive, two-tiered, 

homeless outreach initiative that combines permanent housing with coordinated and integrated 

evidence-based, person-centered, recovery-oriented services and supports in the individual’s 

community of choice.  The target population includes adults meeting federal criteria for chronic 

homelessness and veterans meeting the federal criteria for homelessness or chronic 

homelessness, and who have either a substance use disorder, a serious mental illness, or a co-

occurring mental health and substance use disorder.  

 

The CHES program’s main objective is to have a positive impact on the chronically homeless 

population in Anne Arundel County.  The goals of the CHES grant are:  

1. Increasing collaboration and coordination across systems and services;  

2. Increasing the income of persons served;  

3. Assisting individuals with SUD, MH or Co-occurring disorders with obtaining and 

maintaining permanent housing; and 

4. Delivering and linking EBP services in the community, natural supports, and recovery 

services. 

 

EBP practices are being used under the CHES program to increase the use of integrated and 

sustainable EBP services and supports to individuals with a mental health and/or substance use 

disorder who are homeless, and to support housing retention once permanent supported housing 

has been acquired.  CHES staff have been trained in the following EBP practices since the 

inception of this grant: Permanent Supportive Housing (PSH), Assertive Community Treatment 

(ACT), Supported Employment (SE), Person Centered Care Planning (PCCP), Motivational 

Interviewing (MI), Trauma Informed Care (TIC), Critical Time Intervention (CTI), and No 

Wrong Door assessments. 

 

Coordination of Care and Crisis Services are also components of the CHES program.  The 

following results were achieved in FY17: 

 

Coordination of Care 

Critical Time Intervention (CTI) Team – the Team worked with 46 CHES individuals and 

housed 27 individuals.  Two have been in stable placement without a lease and 20 have been in 

permanent supported housing for six months or longer.  



FISCAL YEAR 2019 ANNUAL PLAN 

64 
 

 

ACT Team – the team worked with approximately 90 CHES individuals. During the year, the 

ACT team housed 21 CHES individuals in permanent supported housing and 10 have already 

been housed for six months or longer.  

 

The CTI Peer Specialists received 107 referrals during the year. The peer specialists were tasked 

with maintaining contact and supporting individuals while they remained on the waitlist as well 

as once assigned to CTI staff.  The peers often helped identify those who should be prioritized 

for CTI as well as those who were no longer interested in services.   

 

Supported Employment received 55 referrals during Fiscal Year 2017.  

The Supplemental Security Income/Supplemental Security Disability Income Outreach, Access, 

and Recovery (SOAR) program received 31 referrals this fiscal year. 

Crisis Services 

CTI Team- all after hours phone calls from program participants are fielded by Crisis Response 

and disseminated to the team.  During the year, CTI team members had seven active crisis plans 

in place with individuals identified through the CHES grant.  Much of the success of the grant 

can be attributed to the off-hour support provided by the CRS.  This is noteworthy as similar 

success rates should not be assumed without this additional resource. 

 

ACT Team- all after hour’s phone calls were fielded by People Encouraging People’s (PEPs) 

after hours’ phone service and disseminated to the team. There are 60 active crisis plans in place 

for ACT individuals. 

Affordable housing continues to be the largest barrier to implementing the CHES Program. The 

Housing Specialist, with the support of AACMHA, continues to pursue opportunities for 

vouchers and act as advocate with private landlords for affordable units. The team has worked to 

coordinate leases for multiple individuals through house-sharing/roommate arrangements with 

friends, family, or other individuals.  The teams have utilized community expungement clinics to 

help those with justice-involved backgrounds to reduce the number of charges on their records. 

Because of community outreach, individuals that are more qualified are being referred to the CTI 

and ACT teams. ACT continues to receive referrals directly and from CTI.   The CTI and ACT 

team members continue to work together and support one another through staffing turnover. At 

the conclusion of this fiscal year, there were two vacancies on the ACT team and CTI hired a 

part-time Housing Specialist to fulfill grant requirements.   

ACT team continues to utilize their own documentation for crisis planning.  The CTI team was 

provided plan forms from the University of Maryland (UMD). CTI has discussed pairing crisis 

planning with treatment planning in order to increase the number of individuals with active 

plans.  Both teams will continue to encourage revision of the plan after an individual’s crisis. 

The CHES team also has a number of people managing both co-occurring mental health and 

substance use disorders, varying in levels of treatment.  A number of these individuals also 

report a history of trauma.  As CHES staff have learned from Trauma Informed Care training, the 

combination of co-occurring disorders and trauma often result in thoughts, behaviors, and actions 
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which support an individual getting their needs met by any means necessary.  The CHES teams 

are tasked with being a part of re-education and skill building that will result in the chronically 

homeless being more successful in their recovery.        

In addition to the innovative service provided by the Crisis Response System and the CHES 

grant, the Agency offers an assortment of programs suited for the adult population. The Adult 

Aftercare Specialist is able to help residents navigate a variety of resources in order to help them 

meet their needs.  This system of care is complex and it is easy for individuals to become 

frustrated.  The Adult Aftercare Specialist is a calm and reassuring CSA staff member who is 

able to help residents get the care they need for themselves or a loved one.    

 

ADULT SERVICES 

 

Adult Aftercare Specialist 

The Adult Aftercare Specialist (AAS) is well-versed in the services of the County.  This position 

assists individuals with locating Outpatient Mental Health Clinics, Psychiatric Rehabilitation 

Day Programs, substance use treatment programs, crisis response services, and transportation.  

Callers often have multiple agency involvement so the AAS coordinates efforts with agencies 

such as the Developmental Disabilities Administration (DDA) and Department of Aging and 

Disabilities.  When assisting clients in the County, the Adult Aftercare Specialist will get 

responses from the caller such as “I’ve been on the telephone all morning and you’re the first 

person who has really helped me”.  More often, calls are received by thankful parents telling us 

that they were able to get help for their adult child based on the “navigation” offered to them 

through the CSA.  This organization has graduated from simply providing resources for mental 

health assistance, to walking the individual through insurance supports, setting up case 

management and contacts for SOAR, and referring concerned parents to NAMI.  Because of 

training in Critical Incident Stress Management and Mental Health First Aid, the AAS is able to 

diffuse situations where the client on the telephone is anxiety-ridden.  In some cases a parent 

sounds hopeless but with a compassionate and understanding worker willing to assist them, they 

are soon able to understand their options.   

 

The provision of Adult Services in the PBHS can be very complex and require extensive 

oversight to ensure that a range of quality services are available to  Anne Arundel County 

residents. The Adult Aftercare Specialist serves as a liaison with the State hospitals and other 

community agencies and organizations to facilitate a smooth transition for individuals leaving 

hospitalization and entering community services. In FY17, 28 individuals were transitioned from 

State hospitals into successful community placements.  

 

During FY17, the Adult Aftercare Specialist responded to 1,793 calls from Anne Arundel 

County citizens.  Those calls were from individuals seeking resources for themselves, parents 

and family members, at-risk individuals with mental health diagnoses, and those with co-

occurring disorders. As noted in FY16, there continues to be an increase in the number of calls 

from individuals in co-dependent relationships, those seeking information on treatment centers 

for alcoholism and/or drug addiction, and family members looking for assistance for elderly 

persons with addiction, depression, and dementia issues.  
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The Adult Aftercare Specialist is highly skilled at diffusing complaints from frustrated citizens, 

as well as identifying needed services and helping the callers obtain those services.  Services can 

include: Affordable Care Act (ACA) Insurance and Medical Assistance, linkage to the SOAR 

program, Crisis Outreach, Adult Evaluation and Review Services (AERS) evaluations, food 

stamps, family support groups, re-entry from jail, and case management.  During FY17, 986 

individuals received services in the PBHS as a result of information supplied by the Adult 

Aftercare Specialist.  Many privately insured individuals were also able to access appropriate 

resources after receiving assistance from the Aftercare Specialist.  The AACMHA excels at 

matching gaps in private insurance coverage to various community resources in order to keep the 

family stabilized in the community.  

 

The Adult Aftercare Specialist attended many educational events during the year in an effort to 

build and maintain relationships, gain knowledge of new programs, coordinate care, share 

resources, and communicate effectively with individuals regarding the services that are available 

to them. The acquired information is shared with the Anne Arundel County Crisis Response 

System, providers during provider forums, and posted on the County’s Network of Care (NOC) 

website.  The Adult Aftercare Specialist delivered training on a variety of programs, including 

SOAR, at the request of providers. 

 

Annual satisfaction surveys, targeting all of the Residential Rehabilitation Programs(RRP), are 

conducted by the Adult Aftercare Specialist.  One-third of the individuals of each Residential 

Rehabilitation Program are interviewed.  Statistical analysis of the surveys is prepared for BHA.  

In Fiscal Year 2017, an overwhelming majority of the responses were positive with a 77% 

satisfaction rate. 

 

The Adult Aftercare Specialist also participates in monthly meetings with the Consumer Quality 

Team (CQT) of Maryland.  The CQT visits Psychiatric Rehabilitation Programs (PRP)s 

throughout the state on a monthly basis.  Their reports for Anne Arundel County programs are 

forwarded to the AACMHA staff member who follows-up with each program when problems 

are identified.  The AACMHA staff assists the provider in finding a solution for each problem.  

The AACMHA continues to receive complimentary comments from CQT on the thorough 

research and solutions to problems that are presented by the AACMHA each month.  In FY18, 

the CQT Director will meet face to face with each county’s representative to obtain their input in 

an effort to improve services and adopt a plan to better serve persons with behavioral health 

issues statewide. 

 

As noted in last year’s report, there are concerns about a pattern with elderly callers. These 

callers, usually in their 80s or 90s, have children, often in their 60s, living in their homes.  Their 

children have severe mental illnesses and substance use problems and the callers are having 

difficulty continuing to provide care for their adult children.  Calls to the AACMHA requesting 

assistance are increasing in number and urgency. There is often difficulty in providing long-term 

solutions because these family members have been isolated for most of their lives and resources 

are limited. They have little, if any, behavioral health history for the AACMHA to work with in 

order to obtain the appropriate care, such as residential rehabilitation, Social Security Disability, 

and food stamps.  The AACMHA continues to work with the Department of Aging and 

Disabilities and the Department of Social Services regarding this matter, but their resources are 
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limited as well. The CSA will continue to utilize the resources available and assist the parents 

with obtaining needed counseling and other supports to the extent possible.   

 

AACMHA also continued to receive an increasing number of calls for assistance from caregivers 

in the aging community. These caregivers, who themselves are senior citizens, are no longer able 

to care for loved ones who have Alzheimer’s disease or a chronic behavioral health issue.  The 

callers are faced with the dilemma of not being able to care for their loved ones in home but they 

also do not have the funds needed to obtain in-home assistance or to place them in private care. 

The AACMHA assists these callers as best they can, coordinating all resources within the 

County.  Resources are severely limited and the options to provide assistance are very few.  Most 

of the calls for assistance are referred to the Department of Aging and Disabilities. 

 

In FY 2017, there was a substantial increase in calls for substance use treatment, specifically 

inpatient hospital treatment.  The opioid crisis has become an epidemic in Anne Arundel County 

as it has nation-wide. AACMHA is committed to assisting individuals and families with options 

regarding available treatment. Since individuals who require assistance rarely initiate the calls 

for treatment, the Aftercare Specialist explains to the family member that the individual must 

choose to go into treatment voluntarily.   This is a difficult message for family members to 

accept.  The protocol for calling the police and/or the Crisis Response System is reviewed and 

immediate assistance is provided if possible.  When appropriate, the family member is referred to 

the local National Alliance on Mental Illness (NAMI) or a counselor for self-help.  The 

AACMHA follows up with these families on a continuing basis to determine if any progress has 

been made.  Because the heroin epidemic is so far reaching, the Adult Aftercare Specialist has 

obtained NARCAN training to assist with overdoses. 

 

Intensive Outpatient Programs have been overwhelmed with requests for substance use treatment 

services.  These programs have been adapting to meet the demands but other issues such as the 

lack of transportation and affordable housing, both of which are barriers to successful treatment 

outcomes, are still problematic. 

 

As in previous years, AACMHA Aftercare Specialist continued to partner with the Anne 

Arundel Medical Center’s Community Health Center to assist senior citizens with mental health 

and substance use issues, as well as referring seniors for health concerns. In addition, an 

emphasis is being placed on training providers and caregivers in Mental Health First Aid for both 

adults and children. 

 

Highlights    

“Andy” is a 38-year-old woman who suffers from bipolar disorder and Fibromyalgia.  She 

often calls the CSA for advice.  The Adult Aftercare Specialist spoke with her and discovered 

that Andy and her husband were about to lose their home.  Andy was no longer able to work 

due to her illnesses.  The Adult Aftercare Specialist was able to work with Andy to get her 

connected with the SOAR program and she was approved for SSDI, which added to the 

income of her family.  Because of her Fibromyalgia, Andy also had issues with her pain 

management.  The Adult Aftercare Specialist referred her to a program at the local hospital 

and Andy is now on Methadone to control her pain.  She is stable and her family has been 

able to stay in their home.   
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When “Robert’s” parents called the AACMHA, they were confused and feeling hopeless about 

getting their son treatment for his diagnosis of depression and bipolar disorder.  The family 

was at odds with how to handle the situation and it had gotten progressively worse with verbal 

confrontations and arguing in the last month.  They felt unsure of where to start to find help 

for their son.  The Adult Aftercare Specialist was able to offer navigation and advice on where 

to seek treatment that was close to his home and took his insurance, easing the confusion and 

making the process seem more manageable.  With a caring and informed approach, Robert’s 

parents were able to get the help they needed for their adult son to begin the treatment process.    

 

SSI/SSDI (Supplemental Security Income/Supplemental Security Disability Income) 

Outreach, Access and Recovery (SOAR) 

The goal of Anne Arundel County’s SOAR initiative is to increase eligible adults’ access to the 

disability income and benefit programs administered through the Social Security Administration 

(SSA).  To be eligible for SOAR, adults must be homeless or at risk of homelessness and have a 

mental health disorder and/or a co-occurring substance use disorder.   The SSI/SSDI application 

process can be difficult and often lengthy.  SOAR provides eligible individuals with the tools 

needed to obtain benefits, affordable housing, and access to health care and mental health 

resources.  Without these benefits, individuals would remain homeless and often end up in 

emergency departments or jail as their needs go unattended. 

 

On a monthly basis, the AACMHA collects and enters data received from SOAR case managers 

into a database.  The data, along with data sheets for each individual, is reported to the BHA’s 

Office of Evidence-Based Practices, Housing, and Recovery Supports.  Quarterly reports are also 

submitted detailing the expenditures of the grant dollars allotted to this project.  Annual Reports 

are submitted to SAMHSA and follow-up information is provided to the BHA. 

 

Weekly meetings are held to assist the SOAR Case Managers, who are employees of the 

Partnership Development Group (PDG), with any issues that may arise during the application 

process.  Should problems occur while gathering information from individuals, the AACMHA 

acts as a liaison among the Case Management Team, SSA, and Disability Determination 

Services.    

 

In FY17, there were 27 active applications with 18 people receiving benefits which is double the 

number of individuals who participated in the program in FY16.  In addition to the 18 approved 

applications, none were denied, four were dropped, and five remain in process.  The program 

goal is to have 40 applications filed each year by one worker.  There are numerous reasons why 

this goal is so challenging and much of it is outside of any one person’s control.  For example, 

tracking down a birth certificate may not seem difficult.  However, if the person has a severe 

mental illness and they cannot remember which state or city they were born in, it becomes a very 

time consuming and challenging process to acquire even one document.  Adding homelessness 

and medical problems to the scenario makes the work even more demanding.  This program is 

vital to helping individuals to acquire needed benefits and begin the process of creating a stable 

and successful life in the community.  
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The database created by the AACMHA has been successful in tracking SOAR cases from 

inception to final outcome. The agency has developed a rapport with the directors of the Glen 

Burnie and Annapolis area SSA and continues to build positive relationships with the local SSA 

offices in order to streamline the application process. 

 

The PATH/SOAR Grant provides funding for one full-time case manager. The AACMHA’s 

provider, Partnership Development Group (PDG), trained an additional case manager to assist in 

processing the applications for benefits to fast-track these documents.  This assures that at least 

one full time equivalent (FTE) staff member is devoted to SOAR cases at all times. 

 

The greatest barrier in FY17 has been providers who are unwilling to release information on 

clients even though a release has been obtained. This requires constant training by the 

AACMHA worker in order to get cooperation from the providers. In FY18, the program will 

target case management organizations to incorporate their case managers into the SOAR process.  

BHA’s SOAR Project Director will also be working with the AACMHA to assist training 

providers on the importance of releasing this information as part of the SOAR process.  The 

AACMHA will continue to enlist the cooperation of multiple providers. 

 

Another challenge for uninsured individuals who have behavioral health issues is that targeted 

case management (TCM) providers are reimbursed for a maximum of two visits a month with 

the expectation that they will provide more visits, if needed.  These vulnerable individuals 

require considerable coordination such as needing linkages to mental health and substance use 

disorder treatment, obtaining IDs, housing, primary care doctors, transportation, and a host of 

other services.  This intensive level of need often cannot be provided in two visits.  As a practical 

matter, the providers do not deliver more visits to a client in excess of the mandatory two visits 

because of the reimbursement rates.  Persons with mental illness who lack income also need 

referrals to SOAR, which is a fast track to an SSI/SSDI application.  These individuals tend to be 

more symptomatic as they have not received behavioral health treatment for any significant 

length of time.  The SOAR case manager is able to request an additional three months of 

services, but this is done on a case-by-case basis, and, even if granted, the payment is still for a 

maximum of two reimbursed visits a month.  These requests are processed by the CSA.  Again, 

the AACMHA continually offers technical support to the providers in order to get individuals the 

services they need.   

 

Highlights   

“Bill” was referred to SOAR after he had been living in a shelter and was hospitalized for 

alcohol abuse and bipolar disorder.  Bill also had complex PTSD because of witnessing 

several deaths while he was serving in the military in Afghanistan.  Through the SOAR 

Program, he was able to get into treatment, obtain SSI benefits, and gain employment and 

housing.   Since acquiring these benefits, Bill has only been hospitalized once, and for the first 

time, he is maintaining his sobriety while receiving treatment for his bipolar disorder. 

 

As a testament to the quality and success of our SOAR program, in June 2017, the Adult 

Aftercare Specialist was chosen by the State to attend the SOAR Leadership training in Salt 

Lake City, Utah.   
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In FY17, the SOAR program doubled the number of approvals received compared to those 

who received approvals in FY16.  In FY16, nine SOAR approvals were obtained and in FY17 

there were 18 approvals obtained. 

 

Targeted Case Management (TCM) 

Access to uninsured funding in order for individuals to access TCM is a vital service 

enhancement.  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 access TCM 

through either of the three approved adult TCM providers and one child services provider in 

Anne Arundel County.  

 

Individuals who meet the above-mentioned criteria can receive TCM at a general level of 

service.  A general level of service entails two separate one-hour visits by a case manager.  

During these visits, the case manager is able to link the individual to behavioral health services, 

employment services, apply for housing, and assist clients with navigating the complexities of 

the PBHS. The case manager identifies resources and barriers that an individual may have in 

achieving a goal and assists with finding resolutions for those barriers.  In addition, the case 

manager can refer an individual, who also meets the criteria, to SOAR. 

  

The number of individuals needing uninsured case management services has continued to 

decrease over the years, largely due to the case managers applying for benefits and entitlements 

for these previously uninsured individuals.  Once these individuals receive their benefits and 

entitlements, they have access to even more services in the PBHS.  This is a primary function of 

TCM in Anne Arundel County.  

 

The table below demonstrates the number of uninsured TCM authorizations over the past four 

years. 

Fiscal Year Number of uninsured authorizations 

FY 2014 231 authorizations 

FY 2015 171 authorizations 

FY 2016 128 Authorizations 

FY 2017  96 Authorizations 

 

Accessing care can be challenging for clients as they are often unaware of the types of services 

that are available through the PBHS. With the support and guidance of case managers, 

individuals can decide what services they would like to receive and where they would like to 

receive those services. The case managers are able to connect clients to their selected services 

and can follow up with the individual and help alleviate any barriers they may be experiencing. 

Without the uninsured funding for TCM services, individuals would need to navigate the PBHS 

on their own and they would need to apply for all their benefits without assistance. This funding 

is critical for uninsured individuals with behavioral health disorders allowing them to access 

much needed care more quickly. 
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Highlight 

This fiscal year TCM providers have been attending the housing ACCESS, homeless family, 

and homeless veteran meetings.  In these meetings, the most vulnerable homeless are 

identified and the providers are able to provide outreach to these individuals. Through this 

outreach, the TCM providers have been able to connect these individuals to mental health and 

substance use services and have been able to assist them with obtaining their entitlements. 

 

Adult Consumer Support Services 

AACMHA employs 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.   For example, individuals need copies of their birth certificates and State IDs in order 

to apply for benefits and obtain housing but they may not have the resources to purchase such 

items.  By utilizing these funds, individuals have been able to take driver’s education classes, 

allowing them to obtain driver’s licenses and promote independence.  

 

During FY17, several individuals participated in recreational activities aimed at improving their 

health and self-esteem treatment goals including attending events at the senior center and 

swimming lessons.  Individuals were able to access taxicab vouchers and bus passes to maintain 

independence and stability in the community, and to receive assistance with security deposits in 

order to obtain permanent housing.  The AACMHA was able to assist 36 individuals with 

obtaining stable housing in the community, which is an increase of six more individuals than 

were served last fiscal year.  In FY17, 496 individuals were served through the adult purchase of 

service funds; a slight increase from the 489 who were served in FY16.  In spite of increasing the 

number of individuals served, the program was also able to realize a cost savings of $7,883 in 

FY17.   This change was due, in part to case management providers assisting their individuals in 

obtaining disability bus pass rates by having the individuals’ psychiatrists fill out the appropriate 

paperwork.   

 

The Clinical Support Specialist Supervisor serves in an investigative capacity to initiate formal 

consumer/client complaints and track resolutions through the providers, in accordance with the 

BHA/CSA formal complaint protocol. In FY 2017, 13 complaints were investigated and all were 

resolved satisfactorily. All 13 of the complaints were regarding service delivery in the adult 

PBHS.  The Clinical Support Specialist Supervisor also met in person with various individuals, 

community associations, and providers to assist in the resolution of these complaints.   

 

Medication Program 

As has been reported over the past few years, requests for medication assistance continue to 

decline.  This decrease may be attributed to having more people enrolled in insurance as 

mandated under the Affordable Care Act (ACA) and individuals being able to receive Medical 

Assistance within 30 days of application with CSA assistance.   

 

During FY 17, medication requests were received and filled for five people.   The program paid 

for a total of nine medications.  The program did not receive any requests for assistance from 

veterans.  
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Laboratory Program 

The program did not receive any requests for laboratory tests during the fiscal year.  

Additionally, there were no requests from veterans for assistance with testing.  As with the 

medications, persons who have insurance through the Affordable Care Act cover more 

laboratory services.  

 

Housing Programs 

Lack of adequate and affordable housing in Anne Arundel County continues to be the number 

one problem facing individuals who have a mental illness and are homeless in the county.  The 

scarcity of Section 8 and other housing subsidy vouchers coupled with the low Fair Market Rent 

(FMR) are impediments that make the housing search a challenge.  For individuals in search of 

housing, criminal backgrounds, poor credit history, and significant substance use add to the 

difficulty in finding available and willing landlords. The lack of reliable and widespread public 

transportation is another significant barrier to finding affordable housing that allows the 

population the AACMHA serves the ability to work, attend their medical appointments and 

maintain their independence. 

The Continuum of Care Program, Supportive Housing Opportunity Program (SHOP), and 

Samaritan Housing Bonus Program are specifically designed for adults who are currently 

experiencing chronic homelessness and are diagnosed with a severe and persistent mental illness. 

These programs utilize the Housing First Model, which offers permanent, supportive housing as 

quickly as possible.  Subsequently, the connection to community-based services and supports are 

made in order to keep individuals stable and in their housing.   

Participants who meet the criteria are placed in housing and are expected to meet the following 

requirements: 

 Remain in mental health treatment; 

 Meet with their case managers at least twice monthly; 

 Apply for and maintain all entitlements; 

 Actively seek income; 

 Maintain their housing units; 

 Engage in a meaningful daytime activity at least three times weekly; and 

 Apply 30% of their income toward their rent and utilities. 

Participants may choose to live anywhere in the county provided the desired rental unit is at, or 

below, FMR, which is adjusted yearly by the Department of Housing and Urban Development 

(HUD).  

The following table shows the number of housing units available in Anne Arundel County under 

the above programs: 

FY 17 Number of Units 

Continuum of Care 32 

SHOP 10 

Samaritan Housing Program   5 
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The FMR adjustments make it increasingly difficult to locate reasonable housing within Anne 

Arundel County.  Trying to find affordable units in desirable locations that include public 

transportation increases the difficulty.  The case managers and CSA staff spend a great deal of 

time locating appropriate units that meet all criteria.  This is difficult because of the low FMR, 

the poor credit and criminal history of some clients, and landlords who are reluctant to assume 

the financial risk.  It is difficult to continually relocate individuals and families due to the annual 

revisions of the HUD FMR charts, especially when the revised rate is decreased.  Landlords are 

seldom willing to reduce the rent based on these tables, and, in fact, the rents are often increased 

as a result of the financial risk. This is especially difficult when individuals or families need to be 

moved.  Often it causes children to be uprooted from their school and start over in another 

school.  Additionally, due to the low FMRs, individuals and families can only afford to live in 

neighborhoods that many in the county would find undesirable.  The neighborhoods often have 

high rates of crime and drug related activity making it more difficult for residents to remain 

sober and crime free. 

AACMHA has responded to a request to have HUD change the FMR charts to address areas, 

such as Anne Arundel County, where rental units are not available because of the low FMR.  

Anne Arundel County has the third highest rents in the State but is in the lower rent catchment 

area of Baltimore City.  The agency has repeatedly asked HUD to remove Anne Arundel County 

from the Baltimore City catchment area, but to date this effort has been unsuccessful.  

If the housing programs were to lose funding, those served would most certainly become 

homeless.  There are significant wait lists at the two Anne Arundel County shelters, and it is 

especially difficult for families to find shelter.  There is also a lengthy wait for vouchers from the 

Housing Commission and currently there are no vouchers available. Those families who have no 

relatives or friends to offer support would end up on the streets. It is very difficult to maintain 

mental health treatment and sobriety when homeless.  This now homeless population often 

rapidly spirals downward generally leading to a rise in crime and a drain on more expensive 

resources.  Naturally, there is an increased cost to the local support and legal systems when 

homelessness occurs.  The county would significantly benefit from the availability of more 

affordable housing.  The CSA Director works closely with the Housing Commission of Anne 

Arundel County and the Arundel Community Development Services in order to strategize and 

seek solutions to this problem. 

Because of the increasing need, it has become evident that there should be a system for attracting 

responsive landlords who will accept housing vouchers.  The need to develop incentives for 

those individuals who are positively using the housing program for self-development has also 

become apparent. These incentives are important as many of the program participants are fearful 

that, as they develop skills and find employment, they may be at risk of losing their benefits.  

Some housing participants are reluctant to increase their income through employment because 

they are aware that their portion of the rent and utilities will increase.  HUD no longer requires 

participants who are eligible to receive housing through the Continuum of Care (CoC) to 

participate in mental health or substance use treatment.  These participants are no longer at risk 

of losing their rental subsidy, if they do not receive treatment.  They are entitled to all benefits 

and responsibilities as a tenant and are subject to lease requirements, including paying rent on 

time, paying utilities, passing annual inspections, and being a good neighbor. 
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This HUD change enabled the CoC programs to employ many of the principles of the Housing 

First Model. This model, which is committed to housing the chronically homeless and most 

vulnerable citizens in the county, has some unique challenges.  Since they do not have to be in 

treatment before being placed in housing, some of the participants are still using substances 

when entering the program.  Although there has been a significant change in the population in 

need of housing, many of these individuals are very fragile and require intensive case 

management over a longer period of time than is allocated.  Some of them do not know how, nor 

do they have the skills, to maintain a residence, budget money, and make sound decisions. 

Participants are often reluctant to share even basic information with case managers and/or 

service providers.  Often once a homeless person is in a residence, they will return to the streets 

for periods of time before feeling comfortable enough to stay in housing full-time.  These 

individuals are in a continuous state of survival and it is difficult to transition them into a more 

traditional, stable environment. They would benefit from intensive case management services 

that rely on evidence-based practices such as person-centered planning and motivational 

interviewing. Permanent housing provides the foundation for recovery and maintenance, but not 

everyone is able to respond to treatment at the same rate. Individuals who enter a housing 

program after a long period of homelessness often have a longer period of adjustment and 

require a more intense level of services.   

As the CSA moves forward with the Housing First Model, it is expected that there will be 

additional challenges to face. This model places much less emphasis on the clinical approach to 

housing and places more importance on meeting the individual where they are at the time that 

they are housed.  Chronically homeless participants will have less stringent rules and will be able 

to move through treatment at their own pace. The treatment team will require training to adopt a 

more consumer-driven, recovery-focused model using motivational interviewing and other 

evidence-based practices with a goal of assisting individuals to become independent.  

Funding for these programs is also complicated. For example, when someone drops out of a 

housing program, the subsidy voucher has to remain vacant, i.e., on hold, for 90 days, in case the 

person(s) decides to return often despite having no contact with the case manager. As a result, 

the process of housing other homeless persons cannot begin until after those 90 days.  This rule 

has a significant impact on the program budget.  The three months of rent “lost” plus the rent lost 

while a new participant is on the search for housing is a detriment as HUD views any surplus as 

unnecessary funding and could adjust the award based on this premise. In order to mitigate this 

problem, the AACMHA staff tries to anticipate these vacancies based on program participant 

behavior and history. However, it is a delicate balance because the agency cannot go at risk for 

budget overages.    

The CSA staffing levels have been adequate for this type of additional workload in the past, but 

as more programs are added without corresponding administrative support, it becomes 

increasingly difficult. This is especially true with HUD funds as those programs typically require 

an extraordinary amount of documentation.  The CSA will continue to manage with current 

resources while pursuing additional funding.  

Continuum of Care (CoC) 

AACMHA’s Continuum of Care, a federally-funded housing program, subsidizes housing for 21 

single adults and 11 families.  The CoC is funded according to the number of approved units for 
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one, two, and three bedroom residences in the program.  Although families continue to enter and 

exit the program, there have been no significant changes in the number of persons served.  

Providing stable, reasonably-priced housing for persons with mental illness has been 

demonstrated to increase the likelihood that they will continue on a path to recovery.  

Highlight 

“Kendall” came into the program in 2005.  She was living in her car and was not receiving 

any mental health treatment for her diagnosis of bipolar disorder.  Under this program, she 

was able to obtain stable housing and earn her two-year associates degree in graphic design at 

the community college.  Unable to find a job in the graphic design field, she is currently 

working for the State in the Worker’s Compensation Administration.  She also successfully 

applied for social security benefits and now receives SSDI monthly.   Without the CoC, 

Kendall would still be homeless and her bipolar disorder would be untreated. 

Supported Housing Opportunities Program (SHOP) 

The CSA receives federal grant funds through the Arundel Community Development Services 

(ACDS) to provide housing for chronically mentally ill individuals and their families who are 

chronically homeless.  The FY17 grant provided funding for six families and four individuals. 

Highlight 

“Patricia” came into the program in 2003 after an eviction left her and her family homeless.  

Despite having a Bipolar I diagnosis, Patricia has worked throughout her tenure in the 

program.   She was the primary caregiver to her mother who passed away in 2014.  Patricia 

also cares for her three children.   In 2015, she was diagnosed with breast cancer.   She 

successfully completed all phases of her cancer treatment and is currently in remission. 

Despite the treatment’s side effects, Patricia worked throughout her struggle.   Two of her 

children are now adults.   They both work and contribute to rent and utilities.  Her youngest 

son is doing well in school.     

Samaritan Housing Program 

The Samaritan Housing Bonus program is a federally funded program providing rental support 

for single, chronically homeless adults.  The program serves five adults in the county.  There is a 

potential of housing one more individual.  Funding for this program is through the Arundel 

Community Development Services (ACDS).   

 

Highlight 

In 2015 “Regina” was residing in the Light House shelter.  She exited the shelter to an 

apartment that she was to share with a man she met at the shelter.  Unfortunately, the man 

relapsed back into illegal drugs and subsequently died of an overdose.  Soon after, Regina 

returned to the shelter, mentally and emotionally broken.  It was at this point that Regina 

began to see the benefits of mental health treatment.  She began to gain insight into the 

choices that she had made in the past that had negative consequences.  Today she is working 

full-time at a salon in the mall.  Since becoming housed in 2016, she was awarded a car from 

the Vehicles for Change program.  She is able to pay her monthly rent and utilities in full and 

on- time.   
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Supported Housing Developers, Inc. 

Supported Housing Developers (SHD) continues to be an essential partner in the County’s 

housing continuum.  SHD provides permanent, supported housing to individuals with behavioral 

health disorders who can live independently.  Tenants reside in units receiving Section 8 

community choice vouchers and they are able to receive supportive services at the provider of 

their choice. Clients participate in a variety of mental health programming including TCM, 

psychiatric rehabilitation, supported employment (SE), and outpatient behavioral health 

treatment.   The program has units located in the Glen Burnie and Annapolis areas.  The SHD 

program provides affordable, dignified, and recovery-based housing options.   While individuals 

are not required to receive behavioral health services while in SHD, 77% of SHD residents have 

behavioral health services in place to support their ability to live independently.  

  

The program suffered a significant setback in January 2017 when the Housing Commission 

announced there were no available vouchers for the foreseeable future.  After this announcement, 

the AACMHA began working with SHD to develop alternatives to continue to fill vacant units. 

After much deliberation with SHD, it was agreed that the program would be able to accept 

people into the vacant units at the 30% HUD rental calculation. By using the current HUD rent 

calculation, individuals are able to move into units and when a voucher becomes available, there 

will be no change in the amount the individual will have to pay in rent. This will also allow SHD 

to generate partial revenue rather than absorb the complete loss associated with a vacant unit.  At 

present, SHD has five, one-bedroom and 38, two-bedroom units. There are currently five vacant 

units with an additional three units that are filled and waiting for a second roommate. The 

AACMHA staff continues to provide technical support to the vendor to fill these valuable 

vacancies.  

 

Residential Rehabilitation Program 

The AACMHA maintains responsibility for oversight of the Residential Rehabilitation Program 

(RRP) wait list in Anne Arundel County.  RRP’s were developed to assist individuals being 

discharged from the State psychiatric hospitals and community hospitals step down into the 

community,  individuals with a serious mental illness who are homeless,  and  individuals with a 

serious mental illness who are in the community but  need a higher level of care.  Support is 

provided to adults, ages 18 and older, who have a serious mental illness that falls under BHA’s 

Priority Population diagnoses, and are in need of psychiatric rehabilitation in a supervised 

setting.  BHA also mandates that all RRP providers appropriately serve individuals with co-

occurring mental health and substance use disorders.  

 

While residing in a RRP, clients attend a psychiatric day program, work, or volunteer.  RRP staff 

teach residents life skills, including medication management, housekeeping, and financial 

budgeting.  They also link these individuals to outpatient mental health and substance use 

treatment services. There are two levels of care within a RRP- General and Intensive.  The 

General Level provides a minimum of three contacts a week per individual, whereas Intensive 

Level requires minimum onsite staffing of 40 hours per week. RRP’s are embedded within the 

community in single-family homes, townhouses, or apartments.  The County has four providers 

with a total of 274 beds: Arundel Lodge, Inc. (110 beds), Omni House (71 beds), 

Psychotherapeutic Services (60 beds), and Vesta, Inc. (33 beds).  This includes some specialty 
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beds that the AACMHA developed, in conjunction with BHA, for individuals who are coming 

out of a State psychiatric hospital and who are difficult to place.  

 

RRP’s continue to be a limited resource for individuals with serious mental illnesses.  The 

agency is not able to open new RRP beds because BHA has capped bed numbers and funds are 

limited as the goal of RRPs is to assist individuals to move toward independent living or 

permanent supportive housing.  In Anne Arundel County, the wait list for in-county residents 

during FY15 and FY16 averaged 87 applicants.  The average was 82 applicants in FY17.  Over 

the last few years, the entire wait list, which includes in-county and out of county State hospital 

individuals, as well as community applicants averaged around 200.  This year the average was 

173, which is about a 15% decrease from previous years.  The County has increased the number 

of individuals placed within RRP’s this year to 60 individuals.  This is a 17 person increase from 

FY16.  The agency continues to act as a liaison with BHA, Beacon Health Options, and RRP 

providers.  AACMHA manages the waitlist based on BHA priorities, which include (by level of 

priority), individuals discharging from one of the five State psychiatric hospitals, Anne Arundel 

County residents who are considered high utilizers of psychiatric community hospitals, Anne 

Arundel County residents being released from jail or prison, homeless individuals, and lastly 

individuals who may have a residence and be connected to community psychiatric services, but 

may need a higher level of care.  

 

Below is a chart that shows Anne Arundel County RRP data for FY17 including the number of 

new applications received, the number of individuals placed, the number discharged, and the 

number of individuals on the waitlist.  

 

 

 July Aug Sept Oct Nov Dec Jan Feb Mar Apr May June 

Totals 

for 

FY 

2017 

Average 

per 

month 

Applications 

Received 22 25 17 17 21 23 11 17 22 26 25 25 251 21 

Number of 

Individuals 

Placed 5 4 5 2 6 3 7 6 8 5 4 5 60 5 

Number of 

State Hospital 

Individuals 

Placed 3 3 3 1 3 2 4 3 4 2 3 3 34 3 

Number of 

individuals 

discharged 3 3 6 2 10 3 1 1 7 6 3 6 51 4 

Number of 

individuals on 

the wait list 189 177 176 163 173 185 174 151 161 173 181 173 2076 173 

 

In FY17, 16 discharges were identified as successful completions of the RRP and these 

individuals transitioned to a lower level of care, such as their family home, community supported 

living on their own, or with a roommate.  With approximately 1.5% of individuals discharging 
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from RRPs this year to family, supportive housing, or other arrangements, coupled with the 

increased pressure on State psychiatric hospitals to discharge individuals to a lower level of care, 

it is evident that there is a greater need for more housing options, including RRP’s, than the 

current system has available.  Due to the high volume of individuals from State psychiatric 

hospitals being placed in RRPs, the number of individuals from the community that can be 

placed has decreased over the years. This in turn may cause individuals from the community to 

become at risk of frequent psychiatric hospitalizations.  RRP’s continue to be a critical part of 

the services provided to individuals with serious mental illnesses in Anne Arundel  

County providing structure and supportive services that help individuals live successfully in the 

community.   

 

Highlights 

The following was provided by Jason, a client of Vesta.  “I have been a client at Vesta for the 

last two years.  At first, I looked at Vesta as a literal ‘get out of jail free card’ where I had to 

show up not to violate probation and go back to jail. Transitioning from an institutionalized 

mentality to one where I could be successful in the community would have been more difficult 

without the assistance and independence of Vesta Staff.  

 

Freedom and independence are more valued after incarceration. Building a new schedule, 

getting a cell phone, and those pesky benefits forms (especially social security) would have 

made me more frustrated and overwhelmed if I had to go through it alone.  Vesta provided me 

with transportation to Social Security, assistance with getting an ID, along with a growing list 

of needs that I realized the world did not care about.  

 

What I mean is, during my first few weeks of freedom, I would go out in public and feel this 

judgement-free acceptance.  I wasn’t looked at like an inmate, a felon, like I just got out of 

jail, like I had a mental illness, but rather like a customer, a member of society. The world did 

not know I didn’t have an ID or that I was on food stamps; they just saw a person. It felt like 

the humanity was restored in my life. 

 

While at Vesta, I have been able to develop a well-constructed routine that allows me to paint, 

record music, got to college, manage several startups, be a parent, go to the gym, and attend 

groups.  

 

I would have never expected my two years at Vesta to give me a life back, and I am grateful for 

the opportunities that Vesta has made available for me from transportation to activities to a 

support system that is rare to find anywhere in the world.” 

 

“Jake” is a 25 year old man who had many legal difficulties prior to entering Omni House. 

These difficulties resulted in state hospitalization and later being placed on Conditional 

Release.  Although Jake was required to be at this program, he was fully engaged and goal 

oriented, which allowed him to successfully transition from the Intensive Level RRP into the 

General Level RRP.  While in the General Level RRP, Jake has become engaged in using 

exercise and the gym to promote a healthy lifestyle and improve his well-being.   He has the 

desire to begin school and to become a fitness instructor.  Jake has been able to use his new 



FISCAL YEAR 2019 ANNUAL PLAN 

79 
 

life skills to cope with the loss of his father.   He continues to live successfully in the 

community. 

 

“Sam” is a 32 year old who had been hospitalized at Clifton T. Perkins Hospital for many 

years prior to being conditionally released to Omni House.  Because Sam was hospitalized as 

a young adult, he did not have much time in the community to learn independent living skills. 

During his time at Omni House, he has learned how to cook and understand the importance 

of taking his medications.  Sam recently enrolled at Anne Arundel Community College to 

become an electrician.  He was very excited to learn he would be accepted into the program 

despite his legal background. Sam takes his school work seriously and enjoys studying with 

his female friend.  With the help of Omni’s Travel Training Program, he has been able to 

utilize public transportation.  He has a desire to seek employment in the future.   Sam will 

soon be moving to a RRP location that will allow him more independence and responsibility. 
 

Hospital Discharge Initiative 

In FY 14 – 15, the Mental Hygiene Administration identified six special needs individuals who 

were denied placement in a RRP because of their unique profiles and were “stuck” in Spring 

Grove Hospital Center despite their readiness to live in the community.  As a result, the Hospital 

Discharge Initiative was developed to assist these individuals.  These individuals were 

transitioned from Spring Grove Hospital to three RRP providers: Volunteers of America (VOA) 

in Baltimore City, and Vesta and Arundel Lodge in Anne Arundel County.  All of the individuals 

were transitioned successfully into their respective programs utilizing plans of care coordinated 

and approved by the AACMHA.  These patient-centered, individualized plans are critical to the 

success of placing persons with very complex needs into the community.  

 

The AACMHA reviews the program yearly interviewing providers and program participants 

about their progress in the program and accepting recommendations on service improvements. 

Feedback is provided to the providers and the individuals as needed. 

 

The funding for these RRP programs enable continued 24/7 supervision and supports for those 

who may otherwise be hospitalized and unable to make progress in their recovery. This program 

makes transition to less intensive services in the community possible.  While these individualized 

plans are very costly, the plans are carefully monitored each month by the CSA and the costs to 

the PBHS is still dramatically less than the annual cost of a State hospital bed which would be 

the alternative placement utilized if these services were not available. 

 

Vesta Patient Specific Residential Rehabilitation Program (RRP) 

Vesta’s RRP transitioned three male individuals from Spring Grove Hospital Center in need of 

24/7 supervision due to behaviors that have increased the likelihood of relapse or possible legal 

involvement.  All three participate in individual and group activities, including meal planning 

and preparation, recreational outings, and vocational training, as well as making plans for 

eventually transitioning from the program.  

 

The Vesta residence, located in Anne Arundel County, allows these individuals to live near the 

programs, clinical services, and other activities important to their recovery.   One of them is 

working on transitioning from the program to independent living.  Progress on his transition will 



FISCAL YEAR 2019 ANNUAL PLAN 

80 
 

be documented to assist in transitioning other persons with mental illness. Another individual 

was arrested, placed in the detention center, and again hospitalized at Spring Grove Hospital 

Center. This made placement for a new individual possible and another individual was referred 

from the hospital and has moved into the program.   In conducting satisfaction surveys with 

program participants, it was reported that while residents are happy with their placements, they 

report that they would like to see more activities offered to support their recovery.  FY18 will be 

an opportunity for the improvement in this area. 

 

Highlight 

“William” has been diagnosed with schizoaffective disorder and bipolar disorder and posed a 

great challenge to Vesta when he first entered the program from Spring Grove, as he had a 

history of going missing from residential placements and disrupted day programs to the point 

of being asked to leave.  Finding a day program placement was especially difficult.  Vesta 

worked hard with William and his treatment team.  They requested that he continue his day 

program at his current agency and the agency acquiesced.  Some of the skills that William has 

been working on are patience, social interaction, and limiting inappropriate behaviors.  Since 

then, William has had no more incidents of eloping, is adjusting to the day program and has 

improved in all areas.  He has two years before his conditional release ends.  He is looking 

forward to moving into the community as he has family in the area and has a long-term goal 

of getting a part-time job.   
 

Volunteers of America (VOA) Patient Specific Residential Rehabilitation Program 

VOA’s RRP transitioned three males from Spring Grove Hospital to their Baltimore City 

program. These individuals require 24/7 supervision due to behaviors that have increased the 

likelihood of relapse, hospitalization, or possible legal involvement. They are working on 

individual treatment goals, which have included exercising, weight loss, and exploring 

community activities as well as socialization. They participate in household chores, meal 

planning, and activities such as movies and attending baseball games. 

 

One individual has not thrived in this environment and continues to elope, participate in 

dangerous activities, and has become unwelcome in all of the programs  in which he has 

participated.  He may be transitioning back to the State hospital but every option will be 

researched before that happens.  Another individual is ready to transition out of the RRP but an 

appropriate housing option still needs to be worked out.  Financial support will also be needed to 

facilitate this transition.   

 

During the year, two of these individuals were interviewed to determine if their current plan of 

care was working with their daily activities and their short/long term goals. Both attended dual-

diagnosed groups, Narcotics Anonymous or Alcoholics Anonymous meetings, and were looking 

for employment. Both reported that they were satisfied with their programs and planned to 

continue to work on their goals.  

 

If this program was not funded, the individuals currently in the program would have to return to 

the State Hospital because of their need for 24/7 supervised services.  Staff monitor activities 

including: shopping, individual therapy, transportation, skill-building, and adherence to their 

court ordered conditions of release which are part of their Not Criminally Responsible (NCR) 
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findings. This program, which promotes individual choice, wellness and recovery, is more cost 

effective than caring for these individuals in a more restrictive level of care such as a State 

hospital.   

 

Highlight  

“Thomas” has a diagnosis of schizophrenia and is a registered sex offender, which makes his 

placement a challenge.  Upon entering a new day program, his behavior was erratic and often 

disruptive.  However, with additional one to one level support, Thomas has been able to 

continue to adjust to being in new environments at the day program and in the RRP.  Thomas’ 

number of emergency petitions has gone down, as he has been more compliant with blood 

draws and medication management than in the past.   

 

Housing Support Services/Training 

Since 2013, Tenant Training has been a part of the HUD 811 voucher program contract 

administered through the Maryland Department of Disabilities (MDOD).  The training, which is 

available to both providers and tenants, offers practical information on finding housing, moving 

in, maintaining a budget,  cleaning and maintaining the unit, and the rights and responsibilities as 

a tenant.   

 

In 2013, a Housing Support Specialist and Consultant position was established at the AACMHA 

and this position provides the Tenant Training.  As a way to support case managers, CHES staff, 

and PEP ACT teams in efforts to refer, locate, and move individuals into housing, the Tenant 

Training was offered to both providers and new tenants.  Basic information is available in the 

manual to include tips on being a good neighbor and advocacy organizations at the local, state, 

and national level.   A quick-reference guide was also developed providing instructions on how 

to avoid some unexpected problems that can occur when tenants move in to their housing.  Some 

examples of situations that can occur in the first 90 days of tenancy are included in the training.  

Talking about past housing experiences, reviewing property rules, accessing community supports 

and transportation have provided valuable information. Other examples from the guide include: 

how to manage a budget, due dates for rent, knowing how to use appliances/thermostat, 

unclogging a toilet, and handling emergencies like lost keys.  Questions by case managers and 

other housing staff prompt ongoing discussion with the tenants as assumed knowledge on the 

part of all parties, including the landlord, can lead to problems that don’t appear obvious at the 

beginning.  Living independently has many positive elements as people may come and go as they 

wish, have the freedom to do what they want (within reason) in their unit, and enjoy community 

activities.     

 

During the past year, the Housing Support Services (HSS) trainer began working with all the 

case management programs, as well as the CHES staff and PEP’s ACT teams.  The trainer 

provided instruction on how to use the manual as there are several worksheets that can be used to 

start the conversation about moving in and sustaining housing.  A housing assessment to identify 

preferences and concerns such as having a pet, first floor unit, close to public transportation, near 

supports (family, friends, church, employment, doctors, etc.) and other features to consider in 

making housing choices.  Each trainee was given samples of housing assessments and housing 

stability checklists that can be used during visits with tenant.  During the year, the HHS trainer 
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provided training on manual and engagement techniques to at least 25 staff across the above 

programs.  

In addition to provider training, the HSS trainer offered training to five tenants in Odenton who 

have HUD 811 project based vouchers.  Under the CHES program, Tenant Training was offered 

to individuals moving into units that had been located by CHES staff.  Over the past year, the 

trainer met with 15 individuals in their new residences.  Some of the tenants have children and 

have needed to talk about getting organized around family needs, maintaining paperwork, 

locating a food pantry, locating organization to assist with furniture needs, obtaining medical and 

behavioral health services, and other situations that impact moving into a new community.   

Six trainings were provided to the PEP ACT teams over the course of the year.  The HSS trainer 

met with five new tenants and their families to talk about moving to a new community, getting 

their children started in a new school, locating transportation/disability passes, and other move 

related concerns.  Group sessions to introduce the manual/guide to program participants in PEP 

ACT provided opportunities for discussion for sharing information, specific concerns, and 

planning for emergencies.  The trainer assisted with setting interviews and assessments with case 

management programs for tenants who were not involved with services and had completed the 

Tenant Training.  Individuals also received assistance with locating food pantries, places to 

obtain furniture, locating both mental and medical care, and providing ongoing communication 

with case management if other concerns arose. 

This Tenant Training has been raising awareness and providing opportunities for discussions 

about the housing process for both CHES and ACT team program staff, case management, and 

tenants.  The training groups have offered a place for tenants in the same service program to 

exchange ideas and share their experiences. They have talked about how to pay bills, finding 

inexpensive services like phone/cable, learning how to use their appliances, understanding the 

lease and their responsibilities as well as knowing their rights. Tenant Training provides a 

platform to talk about past issues that turned troublesome for tenants, how to avoid them, and 

making better choices. Qualifying for, and locating housing, as well as sustaining tenancy are the 

goals of the Tenant Training.    Plans are to continue ongoing training and updates with Anne 

Arundel County mental health providers and new tenants.   

Highlights 

“Sandy” is a client with two small children and receiving services from the CHES program.  

She had been living with relatives and in and out of shelters for over a year.   The AACMHA 

and CHES staff require that clients of CHES receive training approximately a month after 

moving into housing.  Sandy’s case manager was in attendance during the training so that 

manual materials or specific areas that had been problematic in the past such as eviction, poor 

credit, unpaid bills, moving people in who are not on lease, and unit upkeep can be reinforced 

in the future.  The training sparked discussion about how to use appliances, setting the 

thermostat (which happened during the visit as she thought the fan turned on the AC as well), 

going over the property community rules and exploring the community/neighborhood. Sandy 

talked about doing things with her children (which was new for her), having time to visit 

friends, and being able to invite over and cook meals in her own kitchen.  Sandy was positive 

about the training and it will be further used by her case manager in the ongoing service 

relationship with Sandy and her family. 
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“Kevin” is a 55 year old man with a long history of co-occurring mental health and substance 

use issues as well as multiple hospitalizations and homelessness.  He had been working with 

the PEP ACT and it was requested that tenant training be provided to him when he was 

moving into a subsidy-housing program.  Kevin had been referred to PEP after another 

hospitalization and was able to engage with several team members to remain on medication 

and see some recovery happen with his addiction.  The tenant trainer met with Kevin and they 

reviewed his budget and his plan for paying his bills. During the training, Kevin repeated 

many times that "I don't want to mess this up".  Prior to the training, Kevin had already 

walked around the neighborhood to locate stores and the laundromat to wash clothes.  He is 

now thinking about getting a part time job in one of the sandwich shops. The tenant training 

is helping him avoid previous mistakes that led to homelessness.  He continues to do well in 

his apartment.   
 

Homeless ID Project 

The Homeless ID Project is funded through BHA’s, Division of Clinical Services.  This is a five-

county project. The funding provided is used to purchase State IDs and birth certificates for 

people with a mental health diagnosis who are currently experiencing varying degrees of 

homelessness. Minor children of those qualifying for the program may also receive identifying 

documents. 

 

In FY17, 77 clients were served in Anne Arundel County, a significant drop from FY 16 mostly 

due to the absence of Homeless Resource Day in this fiscal year.  Also, the Motor Vehicle 

Administration and the health department have changed the necessary documents needed to 

obtain IDs and birth certificates making it more difficult to purchase for the homeless.  In FY17, 

56 birth certificates and 32 IDs were purchased for Anne Arundel County residents.  

 

Five clients were served in Prince George's County and six in Charles County. St. Mary’s and 

Calvert Counties declined to participate in the project.  

 

If funding was discontinued for this project, clients would not be able to obtain the 

documentation needed in order to seek entitlements, apply for housing, jobs, and a variety of 

other resources and services which enable stabilization in their lives. As the program continues, 

more agencies have become aware of it and are utilizing it to assist clients in obtaining the 

necessary documentation. It is a low-cost, high-outcome project, especially if the IDs and birth 

certificates result in completed job applications and eligibility to entitlement programs. 

 

CHILD AND ADOLESCENT SERVICES 

 

Child and Adolescent Aftercare Specialist  

Maneuvering through the complexities of the child and adolescent mental health system can be a 

daunting task for parents and caregivers.  The CSA funds a full-time Child and Adolescent 

Aftercare Specialist to assist with this navigation.  The Aftercare Specialist helps families and 

caregivers obtain information, locate resources, obtain referrals, and connect with providers.  The 

goal is to help preserve the family unit and prevent out of home placements as much as possible.   

The Aftercare Specialist has extensive experience working with the intricacies of child and 

adolescent mental health system.  Children up to the age of 18 are eligible to receive services 



FISCAL YEAR 2019 ANNUAL PLAN 

84 
 

from the Aftercare Specialist.  These services play a vital role in family stabilization and 

coordination of care.  As needs are identified, the Aftercare Specialist ensures that all possible 

behavioral health interventions are exhausted before a child or adolescent is placed in a 

Residential Treatment Center (RTC).  If placement in an RTC becomes necessary, the Aftercare 

Specialist will work closely with the family to develop an appropriate discharge plan ensuring a 

smooth transition back the home for the child and their family.   

 

In FY17, the Aftercare Specialist received 668 calls for assistance and provided services to 892 

individuals.  During this time, 16 children and adolescents required placement and care 

management services while staying in RTCs.   

 

Highlight 

The Aftercare Specialist worked closely with “Clarissa”, a day program student at RICA-

Baltimore, to successfully place her in their residential treatment center program.  Clarissa 

was removed from her biological mother at an early age due to severe abuse.  She remained in 

foster care for 3 years before she was adopted at the age of 7.  The trauma of her early life has 

led to diagnoses of mood regulation disorder, major depressive disorder, bipolar disorder, 

PTSD, and ADHD.  Eventually, behaviors such as theft, destruction of property, impulse 

control, and aggression turned into involvement with DHS and placement in an RTC was 

necessary.  During her placement at the RTC, she was able to accomplish her treatment team 

goals in six months and successfully return home after some transitional home visits.  Clarissa 

was able to continue going to RICA-Baltimore for their day school and receive behavioral 

health services, including outpatient mental health treatment, in the community from Center 

for Children Services. She is doing very well at using her coping skills learned while in the 

RTC. 

 

Transitional Age Youth Program (TAY) 

In January 2017, the TAY contract was rebid as the vendor could no longer meet the conditions 

of award as stipulated by the BHA.  As a result, the program changed vendors from the 

Chesapeake Center for Youth Development to Arundel Lodge, an Evidence-Based Practice 

Supported Employment (EBP-SE) provider.  The switch to an EBP-SE provider was initiated as 

research has found that individuals are two to three times more likely to work in regular, part-

time or full-time jobs when participating in EBP-SE services than other non-EBP vocational 

programs (Swanson, Becker, Drake, Merrens, 2008).  Through this program, participants receive 

individualized EBP-SE services that are integrated in their treatment plans, with the employment 

specialist serving as part of the individual’s treatment team. The transition from providers went 

smoothly for program participants and their families.   

 

The TAY program provides services to individuals between the ages of 16 and 25 with 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, strengths-based, and person-centered, with a strong emphasis on a youth voice.    
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During FY17, three participants graduated from high school and three participants were enrolled 

in higher education with two attending Anne Arundel Community College and one attending 

Bowie State University. Fourteen program participants were employed and 10 were enrolled in 

the EBP-SE program. At the end of the year, there were 18 active participants and three being 

reviewed for eligibility.  

 

Highlights 

“Joanna” is a 25-year-old woman with a history of bipolar disorder.  She has been receiving 

behavioral services since the age of nine and has actively participated in the TAY program 

since 2011.  Joanna grew up in an abusive environment and witnessed the impact of substance 

use at an early age.  School was a challenge for her due to lack of support and auditory and 

visual learning disorders that were not diagnosed until she was a junior in high school.  

Through Joanna’s active engagement in treatment, she has been able to effectively manage 

her symptoms without the six medications she was once prescribed.  Joanna was able to 

overcome her learning disorder, graduate from high school, and earn a certificate as a 

medical assistant.  She was able to obtain her first full-time job at age 22 and she received two 

promotions within her first year.  Desiring a job closer to home, she was able to obtain a new 

position and she received two raises in her first 90 days on the job.  Joanna is on track to be 

discharged from the Division of Rehabilitation Services (DORS) program as a vocational 

success.  Additionally, Joanna has been living independently for almost three years and she is 

preparing to graduate from the TAY program.  Joanna’s insight is sharp and her 

determination is strong.  With the help of the TAY program, she has grown into a go-getter 

who does not hesitate to take initiative to obtain her goals.  Hers is a true success story.   

 

“Carlos” is a 23 year old man who has received TAY services since 2011.  He has an extensive 

history of trauma, self-injurious behavior, and substance use.  Over the years Carlos has 

struggled with social interactions, symptom management, utilizing healthy and effective 

coping skills, and maintaining employment.  He had multiple psychiatric hospitalizations and 

community engagement was difficult due to his dissociative episodes.  As of the end of this 

year, Carlos has not had a psychiatric hospitalization for a year and he has two years of 

sobriety from cocaine and heroin.  During his time in the TAY program, he has grown 

tremendously.  He is able to share his needs with providers and friends and he actively 

participates in every TAY group.  Carlos has used the skills he has learned in group to reduce 

self-harm.  As one of his new coping skills, he has joined a gym and exercises regularly to 

reduce his isolation when he is feeling upset or depressed.  He has set a goal of losing weight 

and being down two clothing sizes by February 2018.  Carlos has also set the goal of 

maintaining employment so that he may live independently.  He is currently working full-time 

as an Emotional Support Aide for children with disabilities and is successfully finding a 

balance between meeting appointments with his providers and maintaining his work schedule.  

 

First Episode Psychosis Programs 

AACMHA is responsible for the administration of the First Episode Psychosis Program, a 

statewide program whose aim 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 prevent the development of long-term disability, and to promote independent, 
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integrated community living.  Currently, there are two providers for this program and they 

reached 90% enrollment capacity in FY 17.  AACMHA’s Child and Adolescent Aftercare 

Specialist makes referrals to this program when appropriate. 

 

Children and Adolescent Consumer Support Services 

In FY17, there was an 18% increase from FY16 in the purchase of service funding to provide 

assistance for children and adolescents to achieve their treatment goals. Services were authorized 

for a variety of prosocial activities during the year that youth may not otherwise be able to 

access.  Activities included therapeutic camps (horseback riding and various summer camps), 

clothing, driver’s education, martial arts, swim lessons, and adaptive sports.  Many of these 

activities assisted the youth in building social skills and improved self-esteem.  A total of 

$40,808 was spent in this area, which was a cost savings from last year of $1,919.  This change 

was due to more scholarships available and partnerships between agencies, which decreased, 

overall cost expenditures in this area. 
 

Care Coordination Organization 

Care Coordination for children and youth who are in the PBHS is available statewide, through 

various providers in each county.  Children and youth must be enrolled in Care Coordination 

prior to their 18th birthday.  There is a wide array of supports that can be provided through care 

coordination, including;   

 

 Linkages with behavioral health services, health insurance, or medical services;   

 Linkages with basis supports for education, income, shelter, and food; 

 Coordination to obtain and maintain community-based treatment and services; 

 Support for individuals transitioning from one level of intensity to another level of 

intensity of services  (ex:  a youth returning to the community from a residential 

treatment center placement); and 

 Assistance with stabilization in the community if an individual has had multiple inpatient 

psychiatric hospital admissions or emergency department visits. 

 

There are three service levels within the Care Coordination Services program.  The level depends 

on the intensity of each child’s needs.  Level I Care Coordination is the least intense and Level 

III Care Coordination is the most intense.  Additional services are available to individuals who 

are receiving the most intense level III Care Coordination and who are also deemed eligible for 

1915(i) services.  These individuals are all screened for financial eligibility to enter into the State 

Plan Amendment (SPA)-1915(i).  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. 

 

1915(i): 

 Intensive In-Home Services:  The purpose of intensive in-home services is to assist the 

child or youth with remaining in his or her home and reducing hospitalizations, out of 

home placements, or changes of living arrangements, through focused interventions in 

the home and the community.    
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o Mobile Crisis Response Services- The mobile crisis response services are 

embedded within the intensive in-home services.  These services are in response 

to urgent mental health needs and are available on a short-term, on-call basis 24 

hours/7 days a week. 

 Family Peer Support Services:  Family peer support services has many purposes: 

working with the participant and family to identify and articulate the participant’s 

concerns, needs, and vision for the future; creating linkages to other peers and supports in 

the community; and ensuring family and participant opinions and perspectives are 

incorporated into the Child and Family Team Meetings and the Plans of Care.   

 Respite Services: Respite services include community based respite services, which are 

provided in the participant’s home or other community based setting; Also included are 

out of home respite services which provide a temporary overnight living arrangement 

outside of the participant’s home.   

 Experiential Therapies: Experiential therapies include various approved treatment 

modalities which can be provided in either a group or individual setting.  Some of the 

treatment modalities include: art behavioral services; dance behavioral services; equine-

assisted behavioral services; horticultural behavioral services; music behavioral services; 

and drama behavioral services.   

 Flexible Funding:  Flexible funding is utilized for expenditures that support the child or 

youth’s Plan of Care.  These expenditures are deemed reasonable and necessary to an 

individual’s success in an educational or vocational setting; maintaining the youth in the 

home; development and maintenance of healthy relationships; prevention of or reduction 

in adverse outcomes; and becoming or maintaining a stable and productive member of 

the community. 

   

Highlight 

 “Laura” came into program from a RTC. The family did not want her enrolled in 

1915i program so they declined services. The Care Coordinator (CC) worked 

extensively with Laura to improve her self –esteem. She has a previous history of low 

self-esteem which led to her self-harming behaviors. She was often teased at school for 

being overweight. The CC and Laura developed a set of coping skills and Laura was 

able to obtain a gym membership so that she could work out daily.  Laura was not very 

motivated after leaving RTC but after several talks she finally realized that she would 

be turning 18 soon and she needed a plan. The CC was able to help her secure a work 

permit and she is currently looking for employment.  The CC also helped the family 

locate several driving schools in the area so that she could move forward with getting 

her learner’s permit. Laura was not receptive working with the CC at first but as time 

went on she gradually opened up. By the time Laura was discharged from the program, 

the CC had helped Laura reconnect with her mother’s side of the family whom she has 

not seen since her dad’s funeral. 

 

Targeted Case Management (TCM) Plus 

TCM plus is an alternative for those youth ineligible for CCO services because they are privately 

insured or Medicaid youth who do not meet the financial eligibility criteria for 1915(i) services. 

This program has a capacity of 50 privately insured youth to access Care Coordination services 

state-wide.  TCM Plus also has the capacity for 250 Medicaid youth, who are ineligible for 
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1915(i) services, to access services.  Through TCM Plus, flexible funding is provided to each 

enrolled child for the purchase of items and services to assist them in their achieving goals 

identified on their Plan of Care.  In addition, TCM Plus youth and families also have access to 

Family Peer Support.   

 

In Anne Arundel County, the Care Coordination Organization (CCO) is the Center for Children.  

They have served 93 youth this fiscal year, which is more than twice the amount of youth served 

in FY16 (42).   Part of this increase in number of youth served can be attributed to the CCO 

working over the past year to develop partnerships with many community organizations who 

now, as a result education, have a better understanding of the services provided by the CCO.   

 

The CCO unfortunately had a significant amount of staff turnover.  However, even with the 

turnover they have been able to effect positive change with the youth they are working with.   

 

Waxter Children’s Center 

AACMHA’s contract with the Department of Juvenile Services (DJS) to provide therapeutic 

services at the Waxter Children’s Center continued in FY17.  Under this contract, two LCSW-C 

clinicians provided a variety of mental health services to the residents of the center.   In FY17, 

one clinician provided 898 hours of service and the other clinician, who worked there for nine 

months, worked 425 hours.  Services included: 

 Suicide Assessments: These assessments are designed to determine whether a youth has 

ideations or a plan of self-harm.  

 Mental Health screenings: Each youth receives this screening when first entering into the 

facility. These assessments attempt to ascertain general information about the youth's 

mental health status, legal status, family history, substance use and treatment history, 

suicidal or homicidal ideations, and psychiatric history including any inpatient 

hospitalizations.  

 Mental Health summaries: These summaries detail the clinical interventions youth 

receive while at Waxter.  They also talk about past mental health treatment and any 

preliminary diagnoses.  

 Debriefings: These are conducted with youth that have had to be restrained by staff. The 

debriefings allow youth to process the situation, in their own words, that led to their 

restraint.  It also allows the therapist to process with youth about the importance of 

following all the rules and regulations of the facility without resorting to aggression 

and/or violence.  

 General Therapy sessions: Youth are seen at least once a week. Youth can also request to 

speak with a therapist as needed. 

 Crisis Intervention: This is provided as needed including referring youth for inpatient 

hospitalizations if necessary. 

 Mediation: This service is provided between two youth or a youth and staff to help 

facilitate proper communication and/or conflict resolution.  

 Behavioral Contracts/Guarded Care Plans/Safety Plans:  These plans are developed to 

facilitate any behavioral and safety expectations. 

 Supervision: Supervision hours continues to be provided to social workers at Waxter who 

are in need of obtaining their hours to sit for the clinical exam.  
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 Weekly Treatment Team meetings:  Meetings are held once a week with collateral staff 

to discuss each youth in the facility. 

 

This program is yet another example of how AACMHA’s identifies gaps in services and 

introduces programs to fill in these gaps through partnerships with other county and statewide 

agencies, utilizing the CSAs unique position as a not-for-profit organization. 

 

Highlights 

“Marta” is a 17 year old who was diagnosed with depression, PTSD, and mood disorder.  She 

also has co-occurring substance use disorders of cocaine and alcohol abuse.  Marta came to 

Waxter after being charged as an adult for armed robbery, assault, and possession of a 

controlled substance.  During her time at Waxter, she made such amazing progress that the 

State decided to charge her as a juvenile giving her an opportunity to reset and get her life 

back on track.  When the therapist first began working with Marta, she was angry, distrustful, 

anxious, and combative.  Using several therapeutic techniques and interventions designed to 

increase her self-esteem, build rapport, reduce her anxiety, and assist her with managing her 

emotions, she has made an incredible turn-around.  During one session, she mentioned that 

one of her coping skills when she was not incarcerated was engaging in physical activity.  

Using this knowledge, her therapist incorporated physical exercise into their sessions.  The 

results have been very positive and she continues to make excellent progress. 

 

“Kimmy” was diagnosed with oppositional defiant disorder, PTSD, and depression.  She was 

charged with assault with a deadly weapon.  Just before entering Waxter, her younger brother 

committed suicide and Kimmy was the person who found him.  Shortly after this, she suffered 

a miscarriage.  As Kimmy began her treatment at Waxter, her grief and anger became almost 

unbearable at times.   She stated “I don’t know how I’m going to get through these bad times 

but I am willing to try if you could just help me.”  Her therapist assured her that this is what 

they would be working on during their sessions.  Using a cognitive behavioral approach, they 

began to rebuild her self-esteem and her ability to trust, helping her understand that the bad 

things that happened to her were not her fault.  Kimmy began to recognize how distorted ideas 

can affect her mood, behavior, and physical condition.  As her release date approached, her 

attitude and outlook on life has completely changed.  She stated, “I now have hope, something 

I never had before.  Thank you.”  Her incredible resilience and desire to improve her life are 

her strengths.  Kimmy has been released and continues to do very well in the community.   

 

Functional Family Therapy (FFT) 

In FY 17, DJS again funded therapeutic services provided to DJS-involved youth, aged 10 through 

18, and their families using the Evidence-Based practice, FFT.  DJS funds a total of 36 slots (daily 

capacity) for Anne Arundel County.  The average length of service for youth who complete the 

program is approximately 120 days, well within the target of 60-180 days. 

 

Functional Family Therapy is an evidence-based practice that has demonstrated its effectiveness 

at strengthening families and reducing recidivism of youthful offenders in many settings for over 

20 years.  Implementing FFT requires intensive, ongoing training and supervision by the program 

founders (FFT LLC) and rigorous adherence to the model by the implementing agency.  All Anne 
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Arundel County FFT data is entered into a statewide data base maintained by MD DJS each month.  

Data is also entered into a national FFT database, maintained by FFT LLC National.  

 

FFT services continue to be provided by The Center for Children (CFC) whose office is collocated 

with DJS in their Annapolis office.  The youth served were adjudicated and who exhibited poor 

judgment, lacked self-discipline, had dysfunctional home lives, and frequently exhibited substance 

use issues and socially inappropriate behaviors which may have resulted in legal charges.  

 

As the number of adjudicated “formal supervision” youth has fallen over the past few years, DJS 

began referring pre-court youth. DJS Central is working at the State level to create a more 

standardized approach to identifying DJS youth for referral to FFT services. 

 

DJS Central noted there has been a state-wide decrease in referrals/admissions to FFT and is 

working with local departments to identify youth earlier who may benefit from FFT intervention. 

The goals of the FFT program are: 

 To provide a family and community-based treatment that addresses the multiple behavioral 

issues; and 

 To empower the youth’s primary caregivers with the skills and resources needed to address 

the difficulties that arise in raising teenagers with behavioral problems.  

 

The projected outcomes of FFT are to prevent recidivism, divert youth from out-of-home 

placement, and facilitate the reintegration of youth returning to their homes from out-of-state 

placement.  

 

The population served is youth who: 

 Are 10 to 18 years of age; 

 Reside in Anne Arundel County and 1) are on “formal supervision”/probation; 2) under 

aftercare supervision with DJS; or 3) are on informal probation (not adjudicated) after 

assessment by DJS Intake staff; 

 Have a primary caregiver (not living independently); 

 Are mentally stable (not in need of hospitalization);  

 Are not primarily being referred for sex-offending behavior;  and 

 Have the capability to participate in a cognitive behavioral intervention. 

 

Youth who tend to act out and/or engage in disruptive behavior because of familial issues are 

accepted into the program (e.g., negative family interactions, poor communication skills, and lack 

of problem-solving skills).  

 

Analysis of four quarters of FY 17 data yields the following: 

 100% of youth remain in their homes following treatment (Target is 90%) 

 90-100% of youth are in school and/or are working (Target is 90%) 

 90-100% of youth have had no new arrests during treatment (Target is 90%) 

 

Of note in Anne Arundel County, when FFT therapists leave the CFC, the flow of admission to 

FFT services decreases.  DJS Central strategized with DJS Anne Arundel and CFC to identify 
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strategies to 1) address staff retention; 2) incentivize program staff; 3) enhance the experience of 

FFT staff; and 4) increase mobile supports in the field.  These strategies will remain in place to 

address staff turnover in the year ahead. 

 

As a result of the success of FFT in the community, the Anne Arundel County DSS implemented 

a plan with the CFC and DJS to purchase FFT services for a small sample of DSS-involved youth 

in FY 17.  Extending this treatment program to youth not involved with the Court system may well 

result in a decrease in youth becoming involved in the DJS and will likely improve outcomes for 

foster care youth.  

  

If funding were to be eliminated by Maryland DJS, approximately 100 Anne Arundel youth and 

their families would likely not receive any therapeutic services.  The needs of these families are 

unique and they require services that are targeted to those unique needs. Additionally, these youth 

and families require therapeutic services that focus on tangible outcomes, i.e. youth remaining in 

school and/or becoming employed; youth staying out of trouble and not getting arrested; youth 

remaining with their families and not being placed outside their homes; and youth and their 

families functioning in a more healthy way, and parents/caregivers who are better able to parent 

and cope with the youth and their behaviors. Such “outcome-focused” services are limited in Anne 

Arundel County.  

 

Highlights 

“Kyle” is a 16-year-old bi-racial male who was referred for FFT services after getting into a 

physical altercation with his father after his parents learned he had stolen their credit cards. 

During the Engagement and Motivation phase (the first phase of treatment), the family was able 

to identify that aggression and lack of communication caused most of the conflict in the home.  

In the Behavior Change phase, the therapist assisted the family in identifying triggers to their 

anger and ways to express their feelings to each other in appropriate ways.  Kyle was also able 

to make a chore chart to keep track of household duties.  In the Generalization phase, the 

therapist created an Accountability Contract to address behaviors for all family members - 

treating everyone with respect, as well as working on not getting into physical altercations with 

each other.  The Accountability Contract was also created to assist the family in identifying 

more opportunities to spend time together.  Moreover, the FFT program assisted the family in 

learning ways to communicate better and find other alternatives to address conflict in the home.  

Kyle and his family have completed FFT successfully.  

 

“Camren” is a 10 year old boy who resides in the home with his mother, father, and older 

brother, who is 17 years old.   Camren and his family were referred to FFT services because 

Camren was on informal supervision after a 2nd degree assault on school staff. (He reportedly 

threw a stapler and attempted to throw a laptop at staff.)  School personnel reported they tried 

to manage his behavior internally, but he was suspended three times and was becoming more 

aggressive. Camren was ordered to complete FFT to address his behavior issues and family 

conflict.  His parent’s reported he would scream and yell when they tried to correct him and felt 

they had no control over their household. 

 

He was initially resistant to family therapy and was suspicious, withdrawn, and angry. Camren 

verbalized that he felt he was “the problem and no one else.” The therapist was able to match 



FISCAL YEAR 2019 ANNUAL PLAN 

92 
 

to Camren by soliciting others’ input about their issues and weaknesses to keep sessions 

relational before addressing him directly. Problem areas for him, his brother, and parents were 

identified so he no longer felt isolated or singled out.  It took the entire Engagement and 

Motivation phase of FFT for Camren to warm up to the therapist, let down his guard, and start 

to share. 

 

Over the course of FFT the family learned to set expectations, problem-solve, manage their 

anger, practice better coping skills, and to actively listen to each other.  Camren’s parents 

learned they should not be afraid to discipline him and learned how to better manage his 

behavior.  The family learned how to communicate their feelings and talk to each other. The 

therapist helped the family devise a reward system for Camren where he was able to modify his 

actions and earn rewards.  

 

Toward the end of FFT, the parents noted that Camren’s disruptive behaviors were less frequent 

and they had all learned to appropriately address his behaviors. Furthermore, the family 

reported they were communicating more effectively.  They realized that Camren has the ability 

to control many of his behaviors and the parents helped to empower him to use his new coping 

skills.  He was successfully discharged. 

 

Deaf and Hard of Hearing Program 

Arundel Lodge is Anne Arundel County’s primary service provider for individuals who are deaf 

and hard of hearing and also in need of mental health services.  The program employs both deaf 

and hearing staff who are knowledgeable about the needs of deaf and hard-of-hearing individuals 

and who can communicate with program participants using American Sign Language (ASL).   

Employing individuals who use ASL has significantly enhanced services for deaf and hard of 

hearing clients at Arundel Lodge. Interpreters are able to provide services during staff meetings, 

individual rehabilitation planning meetings for clients, community meetings, medical 

appointments, including medication management sessions with psychiatrists, and trainings. This 

service provides a more inclusive environment for clients who are deaf and hard of hearing 

allowing them to interact with other hearing clients and staff. 

 

Arundel Lodge’s Day Program staff includes an individual who is fluent in ASL as well as an 

interpreter who is available 40 hours per week.  This allows clients who are deaf and hard of 

hearing are able to actively participate in services offered through Arundel Lodge’s Day 

Program.  Services include educational classes and trainings, local outings, and planned 

community events.   Arundel Lodge also utilizes interns as an additional resource. The use of 

interpreters and hearing staff who use ASL provides clients who are hard and hearing or deaf the 

opportunity fully participate in their treatment.  It also offers a sense of community and allows 

them to bond with other hearing clients.   The AACMHA also provides interpreter services on an 

ad-hoc basis to community providers/therapists requesting assistance in special situations. 

 

Highlights 

In FY 2017, the Signing Program for the Deaf and Hard of Hearing served 147 clients in the 

Psychiatric Rehabilitation Program (PRP).  The satisfaction surveys conducted in 2017 reveal 

a satisfaction level among those receiving services to be at 86%. 
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Medical Services at Arundel Lodge 

The need for medical supports for medically compromised individuals with mental illness, many 

of whom reside RRPs, continues to grow.  Service recipients have a serious mental health 

disorder as well as complex medical diagnoses such as cancer, hypertension, diabetes, and 

cardiovascular disease.  Arundel Lodge, in cooperation with the AACMHA, developed Geriatric 

Homes for their medically-compromised population.  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/life style education sessions.   

 

This program has been extremely successful in assisting individuals to function at their highest 

potential outside hospital and nursing home settings. Without these supports, hospitalization with 

its high per diem rate would be inevitable for these individuals.  Arundel Lodge staff also partner 

with the Departments of Aging and Disabilities to leverage other community services which 

these individuals might be eligible to receive. 

 

The funding provided through this grant is not large enough to cover the demand and the actual 

cost of the services delivered.  This grant has again overspent its budget this year as it has for the 

last couple of years.  The shortage of the grant was discussed with the provider at the beginning 

of the year and rather than report quarterly AACMHA required that invoices be submitted 

monthly to monitor more closely.  Better supervision of their purchases and ordering were other 

areas of discussion, although the core problem is that funding was cut for this service several 

years ago and while the need remains, additional funding was never identified and restored.   

Arundel Lodge submitted a plan that stated they would not reduce services because the need for 

them was so great.  Arundel Lodge agreed that they would pay any additional costs themselves.    

 

During FY17, 24 individuals were served through this program. Additionally, program staff 

provided 662 nursing hours and 2,591 hours of rehabilitation.  The population this grant serves is 

aging and they have been with the program for several years.  As the age of individuals served 

by the RRPs continues to increase, the need for additional somatic support is expected to also 

increase over the next few years.   AACMHA will need to coordinate with other county agencies 

to address this growing need for services. 

 

Highlight 

Arundel Lodge was able to assist “Lisa”, a client who has been in very poor health due to her 

uncontrolled diabetes, which led to complications including poor circulation, slow healing, 

inability to climb steps, and heart disease.  Lisa has had several hospitalizations due to these 

problems.  Through the services at Arundel Lodge, Lisa was able to return home and avoid 

going into a nursing home.  She has been able to make all her appointments and do preventive 

medical services with the help of the nurse on staff.  Maintaining her lifestyle and having the 

extra supports allows Lisa to get the best medical and mental health services and feel 

independent.  

 

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.  This psychiatrist 
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provides services to clients at Arundel Lodge.  During FY17, he delivered 250 hours of service.   

The services provided through this contract are vitally important to the community.  He 

continues to be the only Spanish-speaking psychiatrist available to the Hispanic uninsured 

population in the PBHS in Anne Arundel County.   

Evidence-Based Practice (EBP) for Supported Employment 

The AACMHA is committed to assisting individuals with behavioral health issues find 

employment that contributes to their well-being.  Anne Arundel County has four 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 

Beacon Health Options (BHO) and BHO retains the data regarding the number of persons 

served, those obtaining employment, and the length of employment.  In FY 2017, 224 persons 

with mental illness utilized the Supported Employment programs for a total of 1,961 services.  In 

addition to the EBP Supported Employment services, PDG and Advantage Psychiatric Services 

also provided non-EBP Supported Employment programs that include pre-placement and job 

placement.  The main difference between the EBP and non-EBP supported employment 

providers is that the EBP model also includes clinical coordination, with the goal to link a 

clients’ clinical, rehabilitation, and treatment providers to incorporate employment goals in their 

treatment plan, if desired by the client.   

 

Supported Employment services continue to be in high demand.  Since this service has been 

transferred to the EBP model, the administrative burden for the program has dramatically 

increased.  However, the providers remain supportive, as this valued service is a key to resiliency 

and recovery for the county’s individuals.  

 

Network of Care 

The AACMHA continues to serve as the contract monitor and liaison for the state-wide Network 

of Care Behavioral Health and Veterans’ websites.  The Agency continually monitors the usage 

for both websites.  In FY17, usage for both the local and state-wide sites increased.   

  

The following table demonstrates the increased usage both in the County and State-wide: 

 

Website FY16 FY17 Percent Change 

AA Mental Health 179,921 184,510 2% increase 

AA Veterans 17,628 19,268 9% increase 

Statewide Mental 

Health 

1,478,324 1,709,186 14% increase 

Statewide Veterans 224,439 248,578 10% increase 

 

An intern working with the AACMHA recently did an in-depth analysis of the websites, which 

included investigating similar sites, polling providers, persons with behavioral health issues, and 

other key stakeholders for their feedback, and holding discussions with Trilogy Integrated 

Resources, the Network of Care vendor.  As a result of the feedback received during the analysis, 

the AACMHA was able to work successfully with the vendor to begin planning upgrades to the 

Network of Care site to make it a more user-friendly resource.  Several new features are being 

integrated into the site including category searches, mapping capabilities, and additional 
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educational resource guides.  Trilogy anticipates having the site totally upgraded by the end of 

calendar year 2017.  The AACMHA continues to market the site at community outreach events 

as well as other local and state-wide events.     

 

Trauma, Addiction, Mental health And Recovery (TAMAR) 

The TAMAR Program funding 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.  In FY17, the 

clinician assessed 92 individuals, which was under the target of 120.  During the year, an average 

of 16 individuals were seen for therapy, which is under the target of 25.  The number of group 

sessions averaged about 1 per week.  The lower numbers can be attributed to the low census at 

ORCC.  All requesting persons requesting TAMAR services were assessed and provide with 

both individual and group therapy sessions.  Case Management referrals were also low due to the 

low number of individuals in Anne Arundel County who met criteria for this service. 

 

Maryland Community Criminal Justice Treatment Program (MCCJTP) 

The Maryland Community Criminal Justice Treatment Program provides mental health 

biopsychosocial assessments, individual and group therapy, and mental health case management 

services to the detention facilities at Jennifer and Ordnance Roads.  In FY17, the clinicians at 

Jennifer Road Detention Center (JRDC) assessed 819 individuals.  This exceeded the goal of 

assessing 680 individuals.  In addition, the JRDC clinicians processed 2,825 unduplicated 

referrals.  The ORDC clinicians assessed 293 individuals exceeding the goal of assessing 100 

individuals.   

 

The number of individuals receiving therapy at JRDC averaged 26.25 each month.  This was 

lower than the target of 30 per month.  This was due to the high volume of assessments required, 

which left less time to provide therapy sessions.  The average number of individuals receiving 

therapy at ORDC was 31 per month, slightly higher than the target of 30 per month. 

 

In FY17, the number of group sessions provided at JRDC averaged 1 per week.  This was under 

the target by 25%.  Some groups were not provided when individuals on the Behavioral Health 

unit were deemed not appropriate for the group by the clinician.  In addition, some groups in 

general population had to be cancelled because of renovations taking place in the room where 

group sessions were held.  The average number of groups held at ORDC was 2.38 per week.  

This was under the target of 4 per week.  All individuals who desired to participate in the groups 

were enrolled.  The lower number of groups offered was due to the low census and the fact that 

many inmates chose to attend school sessions or work, making it difficult for them to also attend 

group therapy sessions.  Case Management referrals at JRDC totaled 104 and 23 at ORDC.  This 

was slightly above the target of 120 individuals.   

 

Crownsville Hospital Community Project — Patient Specific 

The Crownsville Hospital Community Project places persons with severe mental illness who 

have been denied placement in, or are inappropriate for, RRP facilities.  In addition, the project 

offers participants intensive and individualized supports which are not available through 
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traditional funding streams. In FY 2017, a total of 30 individuals were served by this project, a 

slight increase from 2016.  During FY17, one of the clients suffered a stroke and is now in a 

nursing home.  A second individual is returning home to his family.  A third individual, who is 

highlighted below, is stepping down into his own apartment and will only need funding for his 

prescriptions in FY18.   

 

Individuals in this program are monitored through monthly progress reports, routine calls, 

and on-site, annual satisfaction surveys.  Satisfaction surveys from the participants in the 

program indicate a 73% satisfaction rate with their placements.  Without this program, 

many of these individuals would remain in State hospitals, which is the least appropriate 

level of care for them and is costly to the State.  AACMHA continues to work with the 

providers to develop additional capacity for this population. 

 

Highlights   

“Miguel” has a diagnosis of schizophrenia and has been in the County for many years as a 

refugee from Cuba.  Previously he had behaviors of eloping and not taking his medications.  

Through the individualized supports and intensive treatment that he received at VOA, Miguel 

now has a job and receives many services in the community.  After many years of working on 

his recovery in the RRP, Miguel will be stepping down services into an apartment of his own.  

Miguel is excited to be living independently. 

 

NeuroRestorative Virginia 

AACMHA continues to monitor the treatment for one female individual placed outside of 

Maryland.  In addition to mental illness, this person has many severe and complex medical 

needs including an Anoxic Brain Injury.  She is unable to speak resulting in high levels of 

frustration and anxiety.  She is in need of round the clock care and support to perform her 

activities of daily living.  This placement provides all medical, mental health, speech, and 

rehabilitation services in one centralized location.   

 

AACMHA, in conjunction with BHA’s Traumatic Brain Injury (TBI) program staff, 

continue to pursue obtaining a TBI waiver for her so that she can receive services and 

supports in Maryland.  Until such time as the waiver can be obtained, she has been placed 

in a program in a Virginia hospital.   Because of her complicated medical needs, it would be 

extremely difficult to duplicate her treatment plan in another treatment facility.  The funds 

for this program allow her to receive the most appropriate treatment in the most appropriate 

setting.   

 

On Our Own of Anne Arundel County 

On Our Own of Anne Arundel County (OOO) Wellness and Recovery Center is a  

non-profit, community-based organization that assists persons with mental illness and addictions 

who are actively pursuing recovery.  Located in Annapolis, the OOO Wellness and Recovery 

Center is open 35 hours a week and provides limited transportation.  In FY17, the center assisted 

nearly 160 people in their recovery efforts.  The Wellness and Recovery Center offers a 

community association for persons with similar backgrounds, experiences, and interests.  OOO 

provides a spectrum of services and offers access to other community resources such as 

educational seminars and workshops that assist individuals in managing their illness and/or 
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addiction.  Individuals receive an array of services that include: peer support, information and 

education about their illness, recovery strategies, housing, and employment assistance as well as 

advocacy assistance.  Individuals also received help this year in researching benefits and other 

public entitlements.   Classes on healthy living, nutrition, medical topics, and other subjects 

continue to be available.  

 

The Wellness and Recovery Center provides structure and support to promote personal progress 

and accountability.  OOO embraces a broad definition of wellness and recovery that addresses 

the needs of the whole person, which focuses on the eight dimensions of wellness: emotional, 

financial, social, spiritual, occupational, physical, intellectual, and environmental.  According to 

the Institute of Wellness and Recovery Initiatives of New Jersey, “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, addiction, illness, and traumatic experiences (continue to) impact 

wellness and balance.”  The staff compiles and shares wellness and healthy lifestyle resources 

for peers and assists individuals with developing Wellness, Recovery, Action Plans (WRAP) and 

Advance Directives.  OOO also provides transportation within the Annapolis area as needed and 

staff are available to accompany peers to appointments when requested. 

 

Peer support is a vital component of the recovery process.  OOO staff assists individuals in 

strengthening their readiness to actively pursue health and wellness goals using a variety of 

methods tailored to the individual.   Peer support services allow individuals to support one 

another in their recovery efforts.  Although the terminology has changed, the concept of peer 

support has been successful in the both the mental health and substance abuse communities for 

many years.  Recently, there has been renewed interest in the peer concept due to its increasing 

popularity as “extenders” for the critical shortage of behavioral health clinicians.  For many 

individuals, obtaining help for both mental illness and substance use often has meant attending 

different programs with different philosophies about recovery and sobriety.  OOO’s integration 

efforts have combined services that are supportive to people living with co-occurring disorders.  

Currently, more than half of those attending OOO programs have struggled with co-occurring 

disorders.   

  

Through OOO’s efforts to integrate substance use services into the program, a peer support 

addictions staff member has been providing targeted peer support to those in the substance use 

community.   OOO’s peer support addictions specialist attends many community meetings 

within Anne Arundel County including:  Annapolis Substance Abuse Prevention (ASAP) 

Coalition, Recovery Anne Arundel ROSC (Recovery Oriented Systems of Care), Not My Child, 

and the Alcoholics Anonymous (AA) Intergroup executive council and planning meetings. 

Through these connections OOO has formed partnerships with the local community’s prevention 

and treatment efforts.     

 

Staff Activities and Training 

Staff have been trained in Intentional Peer Support (IPS) and have participated in the 

Connecticut Community Addiction Recovery (CCAR) Recovery Coach, Mental Health First 

Aid, and emotional CPR (eCPR) trainings.  Peer support provided at the Annapolis location 

embraces both ROSC and Trauma Informed Care approaches as a means of reaching and 

maintaining wellness and recovery.  The center also has a WRAP certified staff facilitator who 
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leads WRAP classes both at the center and at other programs.  The peer support addictions 

specialist attends monthly ROSC meetings, AA Intergroup meetings, ASAP meetings, and the 

Anne Arundel County case manager’s meetings.  These meetings have been instrumental in 

OOO networking and linkage with other community services.  Staff are also pursuing training to 

receive Peer Support Specialist Certification.   

 

In keeping with the striving for excellence philosophy, the On Our Own staff attended the 

following trainings and meetings this past year:  

 

• Human Resources: Hiring and Firing Practices, Doubletree Hotel, July 2016; 

• “Nonprofit Management: Finance, Budget, & Human Resources and Personnel Policies” 

at Bon Secours in Marriottsville, MD, August 2016;  

• 5th Annual Recovery Walk in Annapolis. On Our Own had a table with a display and 

information about our program, September 2016; 

 Five-day CCAR recovery coach training. Peer Support Specialist attended August 29 – 

September 2, 2016;  

 Grants Application Workshop, sponsored by Anne Arundel County Community 

Foundation in Annapolis, October 2016, 

 Patrice O’Toole attended annual AAACMHA Board of Directors’ awards dinner, 

October 2016;  

 OOO of MD’s annual meeting in Columbia, MD, October 2016. Patrice O’Toole made a 

presentation highlighting OOO of Anne Arundel’s County’s activities last year;   

 eCPR training: one staff member attended a two-day training on emotional CPR at Bon 

Secours in Marriottsville, MD, December 2016;   

 Action Annapolis Day-Advocacy, Legislation, and Lobbying, February 2017; 

 “Early Intervention in Psychosis: First Episode and Psychosis-Risk Syndrome” training at 

Arundel Lodge, February 2017;  

 OOO of MD sponsored “By Laws and Conflicts of Interest in Small Non-Profits” in 

Columbia, April 2017; 

 Naxolone training at OOO of St. Mary’s County. All staff members are now certified to    

administer Naxolone, April 2017; 

 eCPR training: two staff members attended a two-day training on emotional CPR at Bon 

Secours in Marriottsville, MD, May 2017;   

 On Our Own of Maryland Annual Conference, June 2017; 

 “Building Supportive Relationships by Developing Cultural and Linguistic Appropriate 

Peer Support Recovery Services, Meeting House, Columbia, MD, June 2017; 

 Five-day CCAR Recovery Coach and Train the Trainer training. Peer Support Specialist 

attended June 26 – July 1, 2017. 

 

On Our Own Annapolis:  Center Services 

With the added visibility among the substance use disorder recovery community, OOO continues 

to grow.  OOO holds weekly co-occurring disorders meetings, mental health support groups and 

bi-weekly women’s support groups.  Each support group has between 10-15 people at every 

meeting.  OOO’s Mental Health Support Group features weekly topics to foster discussion. OOO 

also maintains a community warm line from 9:30 am to 5:30 PM Monday through Friday.   
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The center has held several workshops and classes this past year to increase and support the 

wellness and recovery efforts of the members. The workshops included: 

 Four-part meditation and mindfulness workshop series, July 2016 

 The ins and outs of voter registration by guest speaker, Jackie Pettis from Beacon 

Options.  Discussed the importance of voting and how to register; October 2016.   

 Skin Care Class, January 2017  

 Legislative overview and role playing for meetings with legislators, February 2107 

 Action Annapolis Day, Staff and members met with legislators, attended an afternoon 

rally, and provided handouts, February 2017 

 Strategic Storytelling, Part One, December 2016 

 Strategic Storytelling, Part Two, May 2017 

 

OOO provides a safe and comfortable environment that promotes socialization and allows 

individuals many opportunities to change and enhance their lifestyle by sharing a common bond.  

Program participants feel comfortable at the center because they are treated with dignity and 

respect. The center continues to offer a variety of social activities including, recovery dinners, 

thrift store trips, weekly craft sessions, pizza and movie days, and an annual cookout held every 

September. These activities foster social connections and relationships that people can maintain 

outside of the center and its activities.  Socialization is an overall goal of the Wellness and 

Recovery Center and it allows individuals to form relationships that support the healing process.  

Program participants make themselves available to one another to offer support and friendship, 

which is another goal of the center’s socialization efforts.   

 

Other Resources and Advocacy 

OOO staff regularly inform others about the benefits of using the Network of Care website to 

locate resources, assistance and benefits, as well as its usefulness as a tool to aid them in their 

recovery efforts.  The Center’s Facebook page is updated with recent activities and a monthly 

calendar.  OOO staff routinely assists individuals with housing applications and work on their 

behalf to determine their eligibility and to help them overcome obstacles in locating housing.  

Staff continues to advocate on behalf of many county residents who need to receive timely and 

adequate medical health care.  Many feel frustrated and discriminated against in a variety of 

community settings, but most especially in medical settings.  Sometimes just one phone call 

speeds things up or enlightens the medical provider to the severity of the problem.  This is an 

area where people with behavioral health issues benefit greatly from the ongoing assistance and 

support they receive from advocates. 

 

Additional Staff Activities 

Staff and management participated in many conferences, community meetings, and training 

programs this past year. They include the following: 

 AA Intergroup Council meetings  

 ASAP Strategic Planning meetings 

 ASAP Coalition meetings 

 ASAP Leadership meetings 

 Bi-monthly meetings with AACMHA Director. 

 Monthly ROSC meetings. 

 OOO of MD conference planning committee meetings (four) 
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 Quarterly Executive Director’s Meetings 

 ROSC Outreach Committee meetings as scheduled 

 

OOO responded to calls from Anne Arundel County Department of Health, Anne Arundel 

County Department of Aging and Disabilities, Anne Arundel County Department of Social 

Services, Arundel Lodge, Baltimore Washington Medical Center, Care Connections, Maryland 

Mental Health Association, NAMI, PEP, PTS, Sheppard Pratt Hospital, Springfield Hospital, 

Spring Grove Hospital, Vesta and many private practice therapists and caseworkers who were 

seeking information about the center and/or seeking referrals to other programs.  

 

Five County Project 

The Five County Project was initiated in 2004 following the closure of Crownsville Hospital 

Center.  An appointed Task Force, under the leadership of the Anne Arundel County Health 

Officer, gathered data on the service needs in the five counties of the traditional Crownsville 

Hospital catchment area (Anne Arundel, Calvert, Charles, Prince George’s, and St. Mary’s 

counties) and developed a plan to fill a gap left by Crownsville’s closure.   This project provides 

enhanced, cost-effective community-based behavioral health services to children, adolescents, 

and adults. Results have demonstrated a decrease in the utilization of high-cost and more 

restrictive services such as emergency department visits, hospitalization, and admission to 

residential treatment centers).   

 

The funds for this project are awarded to one lead County (Anne Arundel) for a set of 

deliverables jointly agreed to by the five county CSAs. Distribution of funding is based on a 

variety of factors including: relative county population as a percent of the regional population, 

MA penetration rates, and operating budgets. A Steering Committee consisting of the five county 

CSA directors, or their designees govern the project’s operation.  AACMHA was chosen as the 

lead county because of its Not-for-Profit corporate structure and its reputation for effective 

contract management.   

 

Programs offered under this project support AACMHA’s promotion of an integrated approach to 

treatment, targeting not only an individual’s behavioral health issues but also their family, 

school, housing, and employment.  
 

Components of the Five County Project 

1) In-Home Intervention Program for Children (IHIP-C)  

The In-Home Intervention Program for Children (IHIP-C) is a family-focused, 

community based, in-home intervention program utilized in all five counties.  It provides 

services for children and adolescents with behavioral health issues, who are at risk of out-

of-home placement.  IHIP-C utilizes a strengths-based, family-centered approach 

providing individualized, coordinated treatment and skill building to the child and their 

family. As part of an integrated approach, the team often engages not only the child and 

family but other key participants that may influence the child’s overall well-being, 

including school staff, probation officers, psychiatrists, or extended family.  This 

program allows youth to remain in their homes thereby significantly reducing the need 

for institutional care.        
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In FY 2017, more than 60 youth received IHIP-C program services. IHIP-C is allocated 

to serve 54 individuals on a monthly basis.  At the end of this year, the program served an 

average of 53 individuals monthly. The program also received high praise from 

participants, achieving a 93% satisfaction rate.  

 

The program impacts not only the child but the family who deeply appreciate the support 

and guidance provided. Comments like “My counselor is very knowledgeable and caring. 

She helped my grandson regain confidence in himself. I will forever be grateful for all 

she has done for W and our whole family” are typical of the families receiving the 

services. The cost savings of this program extend beyond the inpatient fees.  By 

maintaining children in their homes, the family unit remains intact, stabilizing and 

allowing the child to flourish, while keeping other social support costs at a minimum.  

 

Highlight 

“Alicia” entered the IHIP-C program in March 2016 when she was 10 years.  She was 

diagnosed with oppositional defiant disorder, attention deficit hyperactivity disorder, 

and on the autism spectrum.  She would throw tantrums, crying and screaming for 

several hours and sometimes become physically aggressive.  At the time of admission, 

Alicia would not follow directions in the home or school (i.e. she would refuse to go to 

school, do her homework, and clean up her room). She also struggled with utilizing 

appropriate social skills.  In the summer of 2016, Alicia’s family moved and she had to 

start a new school.  The IHIP-C team worked with the family and school on her 

transition. They set up routines and structure.  With cooperation from the school, she 

was able to have the necessary accommodations implemented and adapted very 

well.  By the time she completed the program in May 2017, Alicia’s tantrums were 

minimal and she showed improvement with following directions.  Her social 

interactions improved and she had plans to start camp in the summer.  She was also 

able to transition from having individual therapy to solely medication management.  
 

2) Assertive Community Treatment (ACT) and the ACT Rent Subsidy Program 

ACT is an EBP utilized in Anne Arundel and Prince George’s counties.  PEP has been 

awarded the contract to provide ACT services in these two counties.  Participants served 

by ACT have been identified as “high-cost users” of the PBHS, are often homeless, or 

have been discharged from a State hospital. They often have co-occurring disorders 

and/or involvement with the criminal justice system.  Participants may have severe 

functional impairments and have not responded well to traditional outpatient treatment.  

All of these issues can lead to costly emergency department visits, frequent 

hospitalization, incarceration, and sometimes death due to overdose or suicide.  ACT 

enables participants to remain in their communities through comprehensive psychiatric 

treatment and rehabilitation.  

 

The ACT model utilizes a team approach that includes small, shared caseloads, fixed 

point of responsibility, time unlimited services, flexible service delivery, and crisis 

availability 24 hours a day, 365 days a year.  ACT support services include case 

management, ongoing assessment, employment, and housing assistance.   
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In FY 2017, the following results were achieved: 

 The program utilized 98% of expected allocations. 

 On average, 207 individuals were served on a monthly basis.  (Anne Arundel, 

106, Prince George’s 101). 

 On average, 44 individuals served by the ACT teams were admitted to the 

program from state hospitals.  (Anne Arundel 18, Prince George’s 26). 

 26% of ACT individuals participated in the ACT Rental Subsidy; a vital and 

unique element of the program. 

 

One of the biggest barriers facing persons enrolled in ACT continues to be the lack of 

affordable housing.  The ACT Rent 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. Unfortunately, the number of individuals participating in the subsidy 

decreased by 5% in FY 2017, this was partially due to the increased cost of rent in both 

counties without an increase in funding.    

 

The rent subsidies serve as a bridge until individuals are able to attain recovery goals and 

transition to more permanent housing.  However, even when participants achieve goals of 

maintaining employment and living independently, without the subsidy many are not able 

to afford housing on their own.  Program participants, all of whom have applied for 

public housing subsidies, will likely remain on the wait list for vouchers for years.  More 

opportunities to transition to permanent, affordable housing are needed.  As noted in 

previous years, a major problem can occur when an individual is successful in the 

program and no longer meets the medical necessity criteria for ACT and is discharged 

from the program thereby losing their rent subsidy.  Without it, the individual cannot 

afford housing so they become homeless and often do not continue with treatment and the 

cycle begins again.   Increased access to permanent housing is needed for the individuals 

currently enrolled in the ACT Rent Subsidy program otherwise they may not be able to 

realize the goal of long term stabilization within their communities.  

 

Highlight 

“Eric” was admitted to the ACT program in November 2016 with an extensive trauma 

history that included loss of his mother, wife, and daughter.  He was diagnosed with 

schizoaffective disorder and alcohol induced depressive disorder. Eric was living in a 

shelter and making a three hour trip to and from work at a grocery store every day.  He 

was placed in a housing subsidy slot as soon as a spot became available in February 

2017.  Due to a history of criminal justice involvement and requisite background 

searches by many landlords his housing search posed some difficulty.  Fortunately, 

PEP’s housing specialist already had a positive working relationship with a landlord 

and Eric was able to obtain housing in March 2017.  His new residence is only 10 

minutes from his job.  The team is also working with Eric on budgeting and saving 

money.  He is keeping up with all his bills, paying his portion of the rent on time, and 

has been able to build independent living skills such as cooking.  He routinely 

expresses gratitude for the help he receives because without the subsidy, he would not 
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be able to afford an apartment on his own and would likely not continue with his 

treatment. 

 

3) In-Home Intervention Program for Adults (IHIP-A) 

The In-Home Intervention Prevention for Adults (IHIP-A) is an intensive community-

based treatment approach for individuals with chronic and severe mental illnesses who 

reside in in Calvert, Charles, and St. Mary’s counties.  This program was developed meet 

the needs of individuals for whom less intensive outpatient 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.   

 

IHIP-A participants are often in acute emotional crisis and at-risk for psychiatric 

hospitalization due to potentially dangerous behaviors, socially and/or legally 

unacceptable behaviors, or the inability to access appropriate mental health services.  

Interventions and supports provided under IHIP-A  include 24-hour crisis availability 

which allows the individual to be stabilized within their current living situation thereby 

reducing harmful behaviors, recurring visits to emergency departments, and the use of 

inpatient or other institutional-based care. 

 

 In FY 2017, Pathways IHIP-A Program served an average of 18 individuals per 

month.  Participants have been diagnosed with the most serious mental illnesses, 

and many have severe functional impairments, co-occurring medical and/or 

substance use issues, criminal justice system involvement, and substandard 

housing or homelessness.   

 

As with ACT participants, IHIP-A participants often face a lack of adequate, affordable 

housing in the tri-County area.  Staff of the IHIP-A program continue to work with the 

local housing authorities and CSAs on this issue as it can be a barrier to success for long 

term recovery.   

 

Highlight  

Diagnosed with major depressive disorder with psychotic features, “Abby” was referred 

to the IHIP-A program from the behavioral health unit at St. Mary’s Hospital in August 

2016.  She had an extensive history of inpatient psychiatric admissions and had recently 

relocated to her hometown of Leonardtown, following residence in supportive housing 

in Frederick, Maryland.  The IHIP-A team worked with Abby to maintain appointments 

with her therapist and psychiatrist. They worked with her so she could become situated 

in her new apartment and increase her social supports.  Abby began to volunteer at the 

local soup kitchen and at an assisted living facility.  She registered to attend St. Mary’s 

College in the summer of 2017.  Abby was successfully discharged from IHIP-A in June 

2017 and required no inpatient admissions while enrolled in with the program.  

 

4) Crisis Beds 

Southern Maryland Community Network’s (SMCN) Adult Crisis House 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, 
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typically within seven to 10 days.  The program is designed to prevent inpatient 

behavioral health admissions or reduce the length of stays should the individual require 

hospitalization.  These crisis beds provide 24-hour 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.  

 

The crisis beds, located in Calvert County, are available on a first come basis to all five 

counties. The CSAs for the five participating counties are responsible for authorizing care 

for their residents, while the Calvert County CSA is responsible for data collection and 

the forwarding of this data to the five counties. The Anne Arundel CSA is responsible for 

contracting for this service and managing the contract with the State.  AACMHA is also 

the liaison for the five counties for any conflict resolution needed for all of the contracts 

in the Five County Proposal. 

 

 During FY17, SMCN provided 1,460 crisis bed days for the Five-County Project.  

They were close to reaching their annual target of 80% capacity, averaging 77% 

capacity each month. Each county used their allocation as follows: Anne Arundel 

8%, Calvert 111%, Charles 77%, Prince George’s 32% and St. Mary’s 56%.  

 

The counties share their capacity among the five jurisdictions to assure that the resource is 

used to its fullest potential.  In the absence of this program, individuals with mental illness 

who are experiencing a crisis would seek stabilization through other emergency services 

(hospital emergency departments or police departments) which  are already overloaded and 

may not be equipped to provide the immediate crisis interventions needed  In this program, 

individuals discharged from a hospitalization are also able to receive support in accessing 

treatment, housing, and other resources to increase stability and recovery.  Without this 

program, many individuals would likely decompensate quickly and repeat the cycle of 

crisis, further disrupting their lives. 

 

Highlight 

Transitioning to a male, “Sam’s” parents kicked him out of their home when they 

found out his intentions.  He was homeless, depressed, and in crisis when he arrived at 

the program.  The crisis staff worked with Sam and his treatment providers as much as 

they did his family.  They spoke with the parents on a daily basis and one question 

seemed to put thing in perspective for them.  When asked about how they felt the day 

Sam was born, mom stated “Their child had all their toes and fingers and was healthy; 

they both were so thrilled”. So when asked what had changed in the last 18 years, they 

both cried, and realized it was still their child no matter what gender. Upon discharge, 

the family decided to take Sam back home and they were committed to working with 

him.  Both the family and individual were linked to counseling.  The crisis team played 

an active role in repairing the relationship between Sam and his family, building a 

bridge to treatment and loved ones.   
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5) Jail Mental Health 
The Jail Mental Health Program 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. 

  

In FY17, the programs in both counties exceeded their annual targets. 

 Charles County’s target for assessments was set at 92 initial assessments (includes 

assessment by the psychiatrist and mental health professional). During FY17, 416 

assessments were conducted.  

 Charles County’s target for treatment sessions was set at 322 treatment sessions 

and 1,098 sessions were held. 

 St. Mary’s County’s annual target for assessments was set at 108 initial 

assessments, with 137 assessments conducted.  

 St. Mary’s County’s annual target for treatment sessions was set at 378 treatment 

sessions and 1,289 sessions were held.  

 

The vignette outlined below is an example of the coordinated effort needed between 

different staff within the jail system to ensure an inmate is treated for their behavioral health 

needs. Without efforts like this, many times inmates might be overlooked and seen as 

management issues and not individuals with unique needs that should be addressed. 

 

Not only is the treatment well received by the participants, it is also important for a 

successful transition back to the community. The Jail Mental Health Program continues 

to play a vital role in reducing recidivism to state psychiatric hospitals, detention centers, 

and homelessness in Charles and St. Mary’s counties.   

 

Highlight 

Upon her admission to Charles County Detention Center, “Jessica” reported a 

diagnosis of Bipolar Disorder with Psychosis and a history of psychiatric treatment 

going back to age 12.  Incarceration would often exacerbate her symptoms leading to 

auditory hallucinations, mood swings, depression, intrusive thoughts, and poor impulse 

control.  As a result of her diagnosis, Jessica was connected with Jail Mental Health 

program staff and the psychiatric nurse practitioner immediately ordered medication, 

however, within a week, Jessica became symptomatic.  Officers notified Jail Mental 

Health staff and measures were taken to stabilize her and make further adjustments to 

her medication.  She was briefly housed on the medical unit and monitored every 15 -

30 minutes.  While there, Jail Mental Health staff also worked with the classification 

department to recommend a less crowded housing area for her to return to in order to 

decrease overstimulation and prevent her symptoms from escalating.  They agreed to 

place her in a housing section with one additional female.  Jail Mental Health staff 

continue to meet with Jessica weekly to ensure stability.   
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FY 2019 ANNUAL PLAN 

 

The AACMHA has identified the following priority areas for FY 19: 

 An integrated and accessible, quality system of care; 

 The collection and analysis of data to track and improve service outcomes; 

 The promotion of wellness and recovery for people in our care, as well as the overall 

wellness of families and the community; 

 Workforce development and capacity building; 

 Crisis services; 

 The heroin epidemic; and  

 Persons with behavioral health disorders and criminal justice system involvement. 

 

Based on the identified priority areas, the following goals have been developed: 

 Work collaboratively to develop a system of care that is integrated and accessible to all 

residents regardless of their living situation; 

 Utilize data and technology to monitor, evaluate, and improve the delivery of services 

and outcomes for the people served in the public behavioral health system; 

 Enhance behavioral health crisis services to respond to the increasing need for treatment 

on demand; 

 Promote workforce development, for a well-trained cohort of multidisciplinary 

professionals and paraprofessionals, through a variety of ways that will support staff, 

accommodate growth, and increase retention rates; 

 Increase the use of peers in all aspects of service delivery; and  

 Increase wellness and recovery for the entire community through the promotion of 

behavioral health prevention and early intervention activities. 

 

FY 2019 Goals, Strategies, and Indicators 

 

Goal 1 

Work collaboratively to develop a system of care, with clearly articulated quality and outcome 

standards, that is integrated and accessible to all residents regardless of their living situation. 

 

Strategy 

AACMHA will continue to work with its partners, including BHA, Anne Arundel County Health 

Department, Anne Arundel County Partnership for Youth and Families (AACPCYF), Drug and 

Alcohol Council (DAAC), providers, persons with behavioral health needs, family members, and 

other stakeholders, to develop an integrated system of care that meets the needs of Anne Arundel 

County residents. 

 

Indicators 

 Continued participation on the Co-Occurring Disorders (COD) Steering Committee  

 Use of research on evidence-based and promising practices models of mental health and 

substance use disorder integration.   

 Cross-training for mental health and substance use disorder providers. 
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  Bi-monthly Behavioral Health Integration meetings with Anne Arundel County Health 

Officer, AACMHA Executive Director, and AACPCYF. 

 Through the Safe Stations program, engage individuals seeking treatment and connect 

them with the desired services. 

 Outreach to homeless individuals to connect them with entitlements and providers if 

needed 

 

Goal 2 

Utilize data and technology to monitor, evaluate, and improve the delivery of services and 

outcomes for the people served in the public behavioral health system. 

 

Strategy 

AACMHA will work cooperatively with BHA, Anne Arundel County Health Department, 

providers, individuals using the PBHS, family members, and other stakeholders to collect, 

analyze, and track data to improve service outcomes for public behavioral health system 

participants. 

 

Indicators 

 Use of Health Information Technology to improve services to individuals receiving 

services in the public behavioral health system. 

 Use of data to inform policy and programmatic decision making. 

 Use of data to develop trainings  

 Use of feedback received from individuals who have received services in the PBHS, 

family members, advocacy groups, and providers regarding public behavioral health 

services.   

 Use data to identify geographic areas of concern and develop solutions. 

 

Goal 3 

Enhance behavioral health crisis services to respond to the increasing need for treatment on 

demand, by maintaining and expanding capacity to provide sufficient substance use, mental 

health, and addictive disorder services to address the needs of individuals in care and their 

families.  This includes prevention, intervention, treatment, and recovery services and supports. 

 

Strategy 

AACMHA will work with partners including BHA, Anne Arundel County Health Department, 

Anne Arundel County Police Department, Anne Arundel County Fire Department, DAAC, 

AACPCYF, and other stakeholders to develop strategies for responding to the increasing need 

for mental health and substance use disorder treatment. 

 

Indicators 

 Number of individuals  able to access treatment in a timely manner 

 Number of trainings conducted by AACMHA CRS staff for providers, emergency 

response professionals, school staff, community stakeholders, individuals using the 

PBHS, family members, and other partners. 

 Implementation of a jurisdictional Opioid Overdose Prevention Plan. 
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 Work with the DOH to inform the public about the availability of Naloxone and 

Naloxone trainings to reduce deaths from opioid overdoses. 

 Increase Anne Arundel County resident’s knowledge of the CRS Warmline and other 

available resources. 

 

Goal 4 

Promote workforce development, for a well-trained cohort of multidisciplinary professionals and 

paraprofessionals, through a variety of ways that will support staff, accommodate growth, and 

increase retention rates. 

 

Strategy 

AACMHA will continue to collaborate with the Workforce Development “Change Agents” 

workgroup to implement the three areas of effort identified by the group: Identification of Core 

Competencies; Promoting, designing, and delivering relevant Core Competency trainings; and 

Creating means of assuring quality implementation of Core Competencies skills through 

management and supervision. 

 

Indicators 

 Number of cross agency/cross organizational learning opportunities offered. 

 Partnerships with educational institutions to increase internship and other educational 

opportunities that support workforce development. 

 Development of opportunities for peers to enter the workforce. 

 

Goal 5 

Increase the use of peers in all aspects of service delivery. 

 

Strategy 

AACMHA will continue its collaboration with community partners, including BHA, AA DOH, 

On Our Own of Anne Arundel County, Maryland Coalition of Families, National Alliance on 

Mental Illness Anne Arundel County (NAMI-AAC), AA/NA, and other stakeholders to infuse 

peers into all areas of the behavioral health service system.   

 

Indicators 

 Increase in the use of peer support groups to provide ongoing supports for individuals 

using the public behavioral health system and who are in recovery.   

 Number of trainings held for persons with behavioral health issues and families regarding 

their role and importance in recovery. 

 Continued partnership with agencies managed by persons in recovery, including On Our 

Own of Anne Arundel County, to develop peer-delivered, behavioral health services.  

 Number of individuals who use the public behavioral health system participating in the 

planning, development, implementation, and evaluation of all treatment and recovery 

services. 

 

Goal 6 

Increase wellness and recovery for the entire community through the promotion of behavioral 

health prevention and early intervention activities. 
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Strategy 

Promote care coordination through education, assessment, early intervention, person-centered 

treatment planning, co-occurring disorders treatment, and aftercare to increase wellness and 

recovery for Anne Arundel County residents. 

 

Indicators 

 Data collected on care coordination and outcomes to demonstrate cost benefits/cost 

savings. 

 Increase in the number and diversity of recovery services and supports available to assist 

Anne Arundel County residents to support recovery and resilience.   

 Increase awareness of Recovery Support Services (RSS) for providers, Individuals using 

the PBHS, family members, and other community partners. 

 

Goal 7 

Identify and work with seniors with behavioral health conditions to enhance access to 

community resources to ensure they receive the appropriate level of care. 

 

Strategy 

Continue to participate in CRICT Silver panels, conduct outreach a local nursing facilities and 

senior centers, provide training to local nursing facility and senior center staff to improve the 

capacity of the workforce, and conduct follow up visits with individuals who have been admitted 

to a nursing facility under Preadmission Screening and Resident Review (PSARR). 

 

Indicators 

 Continued partnership with other agencies who sit on the CRICT Silver panel. 

 Number of outreach activities and staff trainings at local nursing facilities and senior 

centers. 

 Number of follow up visits with individuals who have been admitted to a nursing facility 

under Preadmission Screening and Resident Review (PSARR). 

 

Health Care Integration 

The AACMHA continues to engage in activities that promote health care integration.  The 

Executive Director will continue to serve on several committees addressing integration and staff 

participation in cross-training events.  Local provider meetings will also continue to be jointly 

held with the DOH’s Bureau of Behavioral Health so as to combine planning efforts.  The 

AACMHA will continue to promote “no wrong door” to facilitate timely access of behavioral 

health services.  The focus in Anne Arundel County is one of functional integration, leveraging 

the strengths of a Not for Profit CSA and a governmental LAA.  The partnership continues to 

serve the county in a “best of both worlds” manner.  The DOH and the CSA are sharing 

resources in ways that make the system stronger, more efficient and result in expanded care 

options for the residents.  Specifically, the efforts are most evident in the work on the crisis 

stabilization services (MORR grant) and sharing staff to work on the Safe Stations on-call roster 

to address the opioid epidemic.   
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Workforce Development Training 

In FY19, AACMHA plans to implement a Workforce Development Training pilot.  This pilot 

will focus on meeting the needs of individuals with co-occurring mental health and substance use 

disorders but the plan will be flexible enough that it could be used for any targeted group.  The 

goal of this pilot is to create a model for cost-effective personnel training that may be 

implemented at the County or Regional level.   

 

As part of this program, a consortium of stakeholder organizations will be formed to execute a 

process that includes the: identification of “Core Competencies”; designing trainings which 

reflect the competencies; mentoring supervisors to assure the proper application of the 

competencies; and strengthening service delivery organizational structures that promote quality 

and effective services with measureable outcomes.   

 

The consortium will include representatives from the Anne Arundel County government, 

educational organizations, providers, advocates, and expert training organizations.  Under this 

coalition, standard topic content copyrighted formats, measurements, core competencies, and 

measurable outcomes for each training will be developed, applied, and evaluated.  The 

consortium will also cultivate outlines for target audiences, methods, and promotion of “an 

organizational culture of excellence”.  Target audiences for this training will be management, 

treatment staff, and support staff.  Continuing Education Units (CEUs) will be offered for 

licensed staff.  Outcomes measures of this training will include: reducing staff turnover, 

increasing staff satisfaction, increasing individuals’ using the PBHS satisfaction, increasing first 

time authorizations for services, maximizing billing revenue, reducing the number of appeals of 

denied authorizations and payments, and reducing the number of individual and family member 

complaints. Once this program has been evaluated for effectiveness, it is anticipated that it may 

be used as a model statewide.  

 

Outreach and Assessment 

The CSA encourages providers to apply for funding to enhance housing services in the county in 

many ways.  Providers are encouraged to be vendors of housing programs and the CSA supports 

its providers by notifying them of funding opportunities, writing letters of support and by 

providing direct grants when possible.  AACMHA has supported providers in their applications 

community bond funds and several, including Arundel Lodge and Main Street Housing, have 

been successful in their pursuit of funds.  Whenever possible, the CSA works with Supported 

Housing Developers to expand housing options for persons with behavioral health issues in the 

county.   The CSA has also encouraged Harbour House to apply for Block Grant funds and they 

are reviewing the requirements for application. 

 

Information on access to services and benefits, the availability of Medication Assisted Treatment 

(MAT), and stigma reduction is made available to county residents and staff through the “Not 

My Child” forums, co-occurring community events, tables at community fairs/festivals, Anne 

Arundel County Public Library resource tables, the Life Line 100 community bicycling event, 

and community and local health provider trainings.   Culturally and linguistically competent 

language is utilized in all information. 
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AACMHA collaborates with providers to implement and support the following EBP services for 

individuals with mental health and substance use disorders:  ACT, S/E, SOAR, FFT, CTI, and 

First Episode Psychosis and SBIRT. 

Sub-Grantee Monitoring 

To ensure that sub-grantees as utilizing funds according to the conditions of award (COA), all 

programs are monitored at least monthly or more frequently if needed, by the CSA staff, 

consultants, or consultants in conjunction with CSA staff.   The CSA directly meets with 

provider leadership bi-monthly to review current program system gaps, needs, challenges, as 

well as new and exciting projects that have the potential to be piloted.   Any concerns that arise 

from this monitoring are reported to the AACMHA Board of Directors and in the CSA’s 

planning process.  Urgent issues are addressed immediately.  AACMHA also provides technical 

assistance to sub-contractors as needed.   An independent consultant does an internal audit of the 

COA for every contract at least annually.  Results of the audit are reported to COO ,the Clinical 

Director and the Executive Director.  Any compliance issues are noted and immediately 

addressed, which, due to the extensive oversight, are often negligible, or the CSA is already 

working with the provider to correct the situation.  AACMHA also utilizes value-based 

contracting when developing COAs to ensure that deliverables are measurable and reflect the 

goals, values, and mission of the CSA.  This allows the agency to utilize funds in the most 

appropriate and cost-effective manner. 

Behavioral Health and Criminal Justice 

AACMHA recognizes the role that behavioral health issues play in the criminal justice system 

involvement and has implemented programs to address these issues.  As noted in the FY 17 

Annual Report, Anne Arundel County offers services through the TAMAR program and 

MCCJTP to those who are incarcerated in local detention centers.  The County’s CRS also 

targets individuals with behavioral health issues with the goal of preventing incarceration or 

shortening the length of incarceration through the Jail Diversion program, expanded Mental 

Health First Aid training to law enforcement staff and CITs.  AACMHA will continue to utilize 

all these programs to address the needs of residents who have mental health and/or substance use 

issues and are criminal justice system involved. 

 

Cultural and Linguistic Competence 

Because of the ever-changing demographics within the County, it is vital that the services 

developed and delivered are culturally and linguistically competent so that the needs of all 

citizens are met.  In order to achieve this goal, Anne Arundel County is utilizing several different 

avenues.  AACMHA encourages all providers to offer services that are responsive to the cultures 

of their clients.   

 

Whenever Anne Arundel County agencies encounter a non-English speaking individual requiring 

support and there is no one on staff who can communicate with them, the toll-free Language 

Line may be utilized.  The services of the Language Line are available 24 hours a day, 365 days 

a year and may be reached by phone.  The CSA keeps track of the usage in the log and if a 

particular need becomes evident, the CSA will make every effort to identify a more suitable 

arrangement for interpreter services.  
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The AACMHA continues to encourage minority-owned behavioral health agencies to expand 

their services into the County.   Many providers report that it is difficult to recruit licensed 

clinicians who speak Spanish or other languages.  When providers are able to locate bi-lingual 

clinicians, the cost of these services is often beyond the providers’ budgets.  Providers are often 

forced to rely on informal networks and referrals to coordinate services for this population.  As 

was noted in the FY17 Annual Report, AACMHA provides funding for a Spanish-speaking 

psychiatrist who delivers services to clients at Arundel Lodge.    

Also noted in the FY17 Annual report, Arundel Lodge remains the primary provider of services 

to individuals with behavioral health issues who are deaf and hard of hearing.  This provider 

employs several staff who are either deaf or knowledgeable about deaf culture and who can 

communicate with deaf and hard of hearing clients using ASL. 

Summary 

The AACMHA continues to achieve success in its efforts to provide the most appropriate level 

of behavioral health services and supports to county residents.  Through innovations in 

leadership and partnership with other local and State agencies, the CSA has been able to enhance 

services while remaining on budget.  The agency will continue to serve as an innovator in the 

behavioral health field to ensure that the best and most appropriate services are offered to the 

citizens and are available to those who need them. 
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Appendix A – Community Health Needs Assessment 

 



FISCAL YEAR 2019 ANNUAL PLAN 

114 
 

 



FISCAL YEAR 2019 ANNUAL PLAN 

115 
 

 
  



FISCAL YEAR 2019 ANNUAL PLAN 

116 
 

Appendix B – The Capital Gazette – Safe Stations Article 
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