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EXECUTIVE SUMMARY
This Annual Report summarizes the Anne Arundel County Mental Health Agency, Inc.’s
(AACMHA) accomplishments and goals for FY16. While most budgets have remained relatively
static, the AACMHA has worked diligently to meet the increasing need for services by seeking
new funding opportunities and assuring maximum efficiency in its current programs. This
Annual Report indicates areas where the provision of certain services has been adapted to
accommodate the changing needs of the County as identified in the most current Needs
Assessment1 and other environmental scans.
The AACMHA has been proactive in tracking the changes to health care administration and has
been utilizing the positive changes to meet the goals that were set for Fiscal Year 2016. The
AACMHA has met or exceeded all of these goals.
The fiscal landscape improved slightly in 2016. This was largely due to some additional funds
becoming available to serve difficult and hard to place patients in the community, the addition
of several new programs, i.e., Maryland Collaboration for Homeless Enhancement Services
(MD CHES) and RESPOND (Resources for Emergency Departments, Schools and Police to
Improve Outcomes, ENgagement and Diversion), as well as the State’s commitment to expand
crisis services in all jurisdictions. Patient specific funding was the result of the State's continued
commitment to serve our citizens in the least restrictive setting. The Agency works closely with
the state hospitals to place certain individuals in the community with specialized supports. This
has been a highly successful arrangement, specifically for those individuals who are difficult to
place. The Agency has managed to protect its grant-funded projects which are for safety net
and gap-filling services. The AACMHA continues to seek additional funding sources and
leverage the funds to manage its programs in the most efficient manner.
The Agency remains committed to the citizens of Anne Arundel County to ensure that its Public
Behavioral Health System is a robust model for other jurisdictions throughout the state and
County.
A.

INTRODUCTION

The contents of the Annual Report summarize the duties and accomplishments of the Anne
Arundel County Mental Health Agency (AACMHA) in its role as the Core Service Agency
(CSA). The CSA:

1



Monitors behavioral health services being provided in the County and assures that
feedback to the public, providers, and managers occurs in a timely manner.



Designs and promotes an ideal continuum of services and coordinates these
services to maximize their use, minimize duplication and assess capacity.



Strives to fill identified service gaps by obtaining additional resources or
identifying more efficient delivery methods.

Anne Arundel County Community Health Needs Assessment, 2015.
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Educates the public, service providers, advocacy and community groups, and local
government about the effectiveness of behavioral health treatment, and the potential
for improving the community through health and behavioral health promotion and
wellness.



Reduces the stigma and discrimination shown toward people with behavioral health
disabilities through education and community outreach.



Anticipates new trends in treatment and health care delivery and responds to
opportunities for community betterment that result from these changes.



Continually monitors the cost and delivery of behavioral health services to assure the
most effective and efficient use of resources.



Fosters partnerships and collaborates with other agencies, such as the Department of
Health, the Anne Arundel County Police Department, the Department of Aging and
Disabilities, the Department of Education, the Department of Social Services, the Anne
Arundel County Partnership for Children, Youth, and Families, the University of
Maryland System, the Detention Centers, the Anne Arundel Medical Center, the Anne
Arundel Community College, and the Baltimore Washington Medical Center, to name a
few, to assure that the delivery of behavioral health services is coordinated, efforts are
not duplicated, and the County's citizens are provided with the most appropriate type of
care.

Several key areas of development and change are highlighted below as evidence of the
importance of solid local leadership and governance in Behavioral Health.
1. Significantly reduced State hospital admissions, except for court-ordered persons, due to
the coordination of Crisis Response System services, Hospital Diversion and
Entitlements for individuals, assuring the least restrictive and most appropriate level of
care and improved access to care.
2. Improved awareness regarding health and wellness activities for persons with
behavioral health disorders by promoting healthy activities and education about risky
behaviors, such as smoking cessation classes and the risks associated with substance
use.
3. Demonstrated effectiveness of coordinated behavioral health treatments by culturally
competent, co-occurring disorders trained staff with cost analyses and outcome
measurements.
4. Increased public awareness and support of early intervention with appropriate
services and the promotion of evidence-based practices.
5. Continued efforts to address suicide prevention and education on overdose and
accidental deaths.
6. Strived to decrease the number of persons who enter and/or are retained in the
Criminal Justice System so that behavioral health treatment can be provided in the
community where it is most appropriate.
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AGENCY OVERVIEW
The AACMHA is a private, non-profit 501(c)3 corporation located at 1 Truman Parkway, Suite
101, Annapolis, MD. As the Core Service Agency (CSA) for the County, the AACMHA serves
as the local mental health authority. With the Anne Arundel County Department of Health, the
Agency is responsible for planning, managing, and monitoring public behavioral health services
at the local level. These services are provided as stipulated by the Health General Article, 10-101203, Annotated Code of Maryland. The AACMHA is established by State Law (HG10-12011203) and enabled by County Ordinance (Article 2, Section 2A 102). The AACMHA was
established with a goal of maximizing responsiveness and effective contracting.
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 consists of County officials, persons with mental illness,
advocates, businessmen and women, and other citizens. The Board of Directors oversees the
operations of the AACMHA. Executive Director, Adrienne J. Mickler, is responsible for the
Agency's Strategic Plan and directs day-to-day operations with the assistance of several
committees composed of board members and 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 AACMHA
continuously raises the standards of care, drives the implementation of Evidence-Based
Practices (EBPs), and achieves extraordinary outcomes for those in the Public Behavioral
Health System (PBHS). AACMHA regularly develops and implements innovative services that
provide quality care and result in positive outcomes for persons with mental illness while
ensuring effective stewardship of public mental health dollars. Many of the projects piloted in
Anne Arundel County are being used in jurisdictions statewide, such as the In-Home
Intervention-Children (IHIP-C) Program. The AACMHA frequently accepts responsibility for
statewide initiatives resulting in additional growth and development for Anne Arundel County
residents.
The AACMHA has increased fiscal accountability and program outcomes to a level that has, at
times, allowed for new service provision without additional funding. AACMHA has
established a comprehensive planning process that has led to changes in state budget priorities.
These changes have resulted in more responsive services at the local level.

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, personcentered, 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, focused on wellness and recovery.

Values
The AACMHA believes that residents with behavioral health disorders 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; and,
 Provide input to the Behavioral Health System regarding outcomes and
satisfaction.

B.

FISCAL YEAR 2016 HIGHLIGHTS AND ACHEIVEMENTS

Leadership and Collaboration Activities
Involvement in local, state and national organizations, including:


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



Maryland Association of Certified Public Accountants (MACPA
Government and Non-Profit Committee



Step Down and Diversion Work Group



MABHA Finance Committee Chair
7
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Child and Adolescent Coordinators/BHA



Emergency Management Committee for People with Disabilities



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



Anne Arundel and Annapolis Community Partnership to End Homelessness



Community College Department of Human Services Advisory Committee



Commission on Disability



AIDS Coalition



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



Workgroup for People with Disabilities-Emergency Management Issues



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 — Department of Health and Mental Hygiene (DHMH)



Parent Connection



Anne Arundel County Mental Health Round Table



Anne Arundel County Department of Aging and Disabilities – Silver CRICT Team



Anne Arundel County Health Management Information System (HMIS) Steering
Committee



Residential Rehabilitation Program (RRP) Workgroup



Co-occurring Steering Committee – Change Agent Subcommittee



Recovery Oriented System of Care Committee (ROSC)



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
8
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Bay Area Transformation Project

Promoting Community Partnerships in Anne Arundel County



Steering Committee member, 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.



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. Trainings were initially to be held in the County three times a year, but
the demand was so great that 15 trainings were held.



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.



Participation in all “Not My Child” presentations throughout the County.
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Providing Regional Coordination
When the Crownsville Hospital Center closed in 2005, the AACMHA was successful in
requesting the Behavioral Health Administration to allow the Agency to take the lead on
developing community services for the five jurisdictions served by the Agency. Because of the
Agency’s not-for-profit structure, it was selected to contract for services and efficiently monitor
new providers. This paved the way for AACMHA 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, including:


Five-County Project, known as the Crownsville Closure Project, has been operational since
January 2005 – Anne Arundel is the lead agency



Statewide Network of Care for Behavioral and Mental Health and 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 — serves youth in Anne Arundel County



Maryland's Commitment to Veterans — statewide initiative



Children’s Health Insurance Program Reauthorization Act (CHIPRA) – Statewide Initiative



On Our Own of Maryland – Maryland Transition Aged Youth



Homeless ID Project – Regional



Lead Core Service Agency for the Care Coordination Organization for four counties; Anne
Arundel, Calvert, Charles, and St. Mary’s



RFP for Services for partner CSAs, i.e. Montgomery, Carroll



Segue Project – 16 bed residential crisis project on the grounds of Springfield Hospital
Center designed to expedite State Hospital discharges.

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 a better place through planning and monitoring a system
of quality behavioral health care. To this end, a trained and dedicated staff is vital. The
AACMHA is proud of its ability to offer the County’s Behavioral Health Professionals low
cost CEU’s through its numerous classes given by renowned speakers.
The AACMHA provided 22 training programs in FY 16 which provided 107 Continuing
Education Credits to providers and staff. 13 of these trainings were Mental Health First Aid
which were delivered throughout the County, including the Detention Centers and several
High Schools.
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Training
Health Care Update
Co-Occurring (2 days)
Ethics
Hoarding
Medication Management Trends
Trauma Informed Care
Traumatic Grief
Child & Adolescent Oppositional Disorder
SAFETALK/Suicide Prevention
Mental Health First Aid (15 trainings)

CEUs
2
12
3
7
7
5
6
3
6
56

Number of Attendees
60
30
60
50
50
50
50
50
50
305

The trainings on trauma were provided by a nationally renowned speaker. The Agency was able
to afford to bring this high caliber event to Anne Arundel County through a collaboration with
International Critical Incident Stress Foundation.
Exclusive to the many trainings provided are Mental Health First Aid and Crisis Intervention,
which have been provided to the Anne Arundel County and Annapolis police officers, and
throughout the Anne Arundel County Public School System.
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Note: The Annual Report section is a recap of accomplishments and is presented in greater
detail.
ANNUAL REPORT OF ACTIVITIES — FY16


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.



Collect and provide monthly service and financial data to the AACMHA Board of Directors
and the Behavioral Health Administration.



Monitor consumer complaints within the Public Behavioral Health System — complaints are
processed in accordance with 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 2016, 72% 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 Team provides a report to the PRP and the CSA. If an
individual consumer has raised a specific concern, the CSA follows up to assure there is a
satisfactory resolution. In FY16, the CQT visited seven programs, resulting in 18 follow-up
reports. Based on the CQT reports, the CSA ensured that concerns from consumers were
addressed and modifications were made to the programs, as needed.



The CSA has maintained a satisfactory review by the Behavioral Health Administration
during all of the FY16 BHA monitoring visits.
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C.

Organizational Structure of the CSA
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COMMUNITY MENTAL HEALTH SYSTEM – Acronyms

ROUTINE CARE SYSTEM
Health Homes
PRP – Psychiatric Rehabilitation Programs
OMHC – Outpatient Mental Health Clinic
ACT – Assertive Community Treatment
CM – Case Management
CCO – Care Coordination Organization
RRP – Residential Rehabilitation Programs
SUD – Substance Use Disorder
SH – Supported Housing

CRISIS SYSTEM
MCT – Mobile Crisis Treatment
MT – Mobile Treatment
HD – Hospital Diversion
JD – Jail Diversion
IHIT – In-Home Intervention Treatment
TRANS – Transportation
ED – Emergency Department
RCS – Residential Crisis Services (Crisis Beds)
CIT – Crisis Intervention Team
UC – Urgent Care
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Organizational Chart – Part 1
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Organizational Chart – Part 2

D.

Planning Process

The planning process for the system of behavioral healthcare in Anne Arundel County has been
extraordinarily robust. The heroin epidemic and the overrepresentations of persons with mental
illness who are incarcerated has shone a spotlight on the need for behavioral health services. The
AACMHA is an active participant in the many planning activities of the county. To begin, the
AACMHA helped to sponsor the most recent Community Health Needs Assessment (CHNA)
with other community partners. The results were not surprising and an excerpt of the principal
findings are attached (Appendix A). The full document can be found online at the Healthy Anne
Arundel Coalition website (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, but
it is very comprehensive and an excellent representation of our county.
In addition to the CHNA, the AACMHA was able to offer support to the Bay Area
Transformation Project (BATP). Although the innovative project was funded by the State and
16
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mental health was identified as a gap, the AACMHA was not awarded any of these funds. The
focus of the project was the population with recurrent somatic health needs. However, 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, but the AACMHA participates in the monthly
meetings to assist with the mental health resources that exist and to determine where we might be
helpful to the individuals requiring them.
As further evidence of the coordinated effort to plan and improve healthcare through integration,
the County Executive has implemented a Health and Human Services Core (HHS) group that
meets monthly. This group is charged with identifying system gaps and working collaboratively
to prioritize and fill those gaps. Throughout the first half of FY2017, each department has been
reviewing the mission and vision statements for their agencies. The results are shared with all
County Department Heads so that there is clarity and efficiency. In addition, the AACMHA has
been charged with identifying the ideal continuum of mental health care for Anne Arundel
County. The AACMHA has been working diligently with the Anne Arundel Department of
Health (DOH) to complete this project. The next obvious steps are to identify and prioritize any
gaps that are noted.
In Anne Arundel County, the DOH is the Drug and Alcohol Abuse Council (DAAC). This is cochaired by the director of the AACMHA. This past year an extensive strategic planning was
undertaken. Although it was heavily weighted for substance use disorder matters, integration
with mental health and somatic care was 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.
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 AACMHA has discussed the possibility of a change in corporate structure with
the County Executive, the Chief Administrative Officer and the Health Officer for the County.
Functional integration is the model that is working well and offers the 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, but
these are better addressed in a separate document. The decision has been made to continue with
functional integration in our jurisdiction.
To that matter, the AACMHA and the DOH continue to co-chair the Co-Occurring Committee
which meets monthly. This Committee is charged with addressing the needs of persons who
have both a mental illness and a substance use disorder, it is charged at the system level for
assuring that ALL County Human Services Departments are working toward an integrated model
of care so that not only the 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.
17
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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. The AACMHA
has been an active participant this year 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.
Through this Committee, the Crisis Response System 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 eight 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 team is able to engage the person in
treatment.
As the LAA resides in the DOH, they are the provider of last resort. 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 available to them as system
managers. This is another area where functional integration is an obvious solution for our
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 recently approved by the
State Behavioral Health Administration.
The LAA has been working with the Anne Arundel County providers for the past several years
offering technical assistance and other support, so that they are prepared for the transition of
grant funded ambulatory services to the Fee-for-Service System. The AACMHA has been
available in a support role to providers when needed, but generally defers these matters to the
LAA if the issue requires more advanced technical assistance.
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 FY’16 Data Highlights

1. The number of Medicaid eligible increased by almost 11% from FY ’15 to FY’16. The majority
of the increase is in the age group 22-64 and the increase is again due to the MA expansion under
the Affordable Care Act (ACA).
2. Anne Arundel County consumers make up almost 8% of the total number of consumers served in
the PMHS Statewide using a little more than 7% of the total PMHS dollars. However, Anne
Arundel County consumers utilize almost 11% of the Statewide Residential Rehabilitation
expenditures.
3. The number of consumers served in FY’16 was 15,454 which is an increase of almost 11% from
FY’15, compared to the almost 21% increase in consumers from FY’14 to FY’15. The largest
increase was in the adult age group (ages 22 to 64). Although, there was a 14.3% increase in the
adults served in FY ’16 from FY’15, the ACA expansion increase seems to be slowing down
from the prior years.
4. Adults (ages 22- 64) in Anne Arundel county make up 62% of the total consumers served
accounting for almost 63% of the expenditures.
5. Dollars paid for services in FY’16 was $62.6 million based on claims paid through September 30,
2016; based on the claims lag and provider billing pattern specific to Anne Arundel County in
FY’15, total dollars paid for FY’16 is expected to be about $63.5 million.
6. The number of consumers that received psychiatric rehabilitation services increased by 23% from
FY’15 to FY’16, with a corresponding 9% increase in expenditures.
7. Residential Treatment service expenditure had reduced by 26% from FY ’14 to FY’15 because of
the ongoing effort to treat children in the community. But in FY ’16, with an additional seven
children treated in residential treatment centers, the expenditure increased by 35% from FY ’15 to
FY ’16.
8. Because of the impetus to treat consumers in the community rather than in a hospital, and also
with the ACA expansion, the number of consumers that received outpatient services in FY’16
increased by 11% from FY’15 with a corresponding increase in expenditures of 13%.
9. The average cost per consumer in Anne Arundel County is $4,054 in FY’16 which is 8% less
than the statewide average cost of $4,362. However, among the elderly (65+) Anne Arundel’s
average cost is 50% higher than statewide average for the same age group. The average cost per
consumer is higher Mobile Treatment services by almost 11%, PRP services by 23% and RRP
services by 4.5%.
10. Anne Arundel County’s Medicaid penetration rate in FY ‘16 was about 17.5%, which is an
increase from the 15.6% in FY ’15 and 14.2% in FY ’14. Anne Arundel’s penetration rate in FY
’16 is higher than the statewide penetration rate of 15.8%.
11. 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 almost all domains for the adults (ages 18-64), it seems that the adults in
Anne Arundel County report more problems. 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.
12. However, the percentage of adults in Anne Arundel County who reported to be smoking
decreased significantly from 60.4% in FY ‘11 to 45.1% in FY ’16 which is comparable to the
decrease seen statewide.
13. The percentage of adults who reported to be arrested in the past six months decreased from 10.5%
in FY ’14 to 7.1% in FY ’16; the percentage of adults who reported to be in jail or prison in the

last six months decreased from 8.6% in FY ’11 to 5.9% in FY ’16. The reduction in
arrest rates is attributable to the work the Agency has done through the CRS with the
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police department, including training all officers in Mental Health First Aid and the
development of the CIT program which gives officers another option versus arrest. Also,
the reduction of people incarcerated correlates with our jail diversion program.
14. More adults in Anne Arundel county report as being employed in the past six months when
compared to statewide averages. The percentage of adults reporting as being employed increased
from 31.2% in FY’11 to 36.8% in FY’16.
15. Children in Anne Arundel county who reported attending school while in session decreased from
96.1% in FY’11 to 93.2% in FY ’16, but comparable to the statewide average of 93% in FY ’16.
16. More children in Anne Arundel County (5.1%) reported to be smoking when compared to the
children Statewide (4.3%).
17. School suspension rates decreased considerably from 23% in FY ’11 to 11% in FY 15 but
increased to 12.5% in FY ’16 and they are higher than the statewide average of 12.2% in FY ’16.
The Agency recognizes this area of concern and will be targeting the school population through a
pilot program with the Crisis Intervention Team.
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Table 1a.Three Year Comparisons By Age
Persons Served
Early Child (0-5)
Child (6-12)
Adolescent (13-17)
Transitional (18-21)
Adult (22 to 64)
Elderly (65 and
over)
TOTAL

FY
2014
476
2,174
1,645
631
6,585

FY 2015
504
2,412
1,833
774
8,372

74

91

Expenditures

% Change
5.9%
10.9%
11.4%
22.7%
27.1%

FY
2016
461
2,579
1,921
831
9,567

%
Change
-8.5%
6.9%
4.8%
7.4%
14.3%

FY 2014
$902,664
$6,976,745
$6,875,171
$2,133,507
$30,604,131

FY 2015
$1,154,153
$7,871,495
$7,767,438
$2,268,484
$37,249,828

%
Change
27.9%
12.8%
13.0%
6.3%
21.7%

FY 2016
$1,064,581
$9,387,456
$9,183,031
$2,424,338
$39,126,946

%
Change
-7.8%
19.3%
18.2%
6.9%
5.0%

23.0%

95

4.4%

$1,122,453

$1,386,747

23.5%

$1,458,732

5.2%

20.7%

15,454

10.5%

$48,614,671

$57,698,145

18.7%

$62,645,084

8.6%

11,585
13,986
*Based on claims paid through September 30, 2016.

Table 1b. Three Year Comparisons By Service Type

Case Management
Crisis
Inpatient
Mobile Treatment
Outpatient
Partial Hospitalization
Psychiatric Rehabilitation
Residential Rehabilitation
Residential Treatment
Respite Care
Supported Employment
BMHS Capitation
Emergency Petition
Purchase of Care
PRTF Waiver

FY
2014
549
153
894
146
11,043
100
1,182
436
34
3
251
1
15
0
1

FY
2015
619
171
1,464
135
13,310
146
1,379
460
31
2
239
1
13
1
0

**TOTAL
11,585
13,986
*Based on claims paid through September 30, 2016.

Persons Served
%
FY
Change
2016
12.8%
426
11.8%
187
63.8%
1,445
-7.5%
137
20.5%
14,868
46.0%
128
16.7%
1,689
5.5%
475
-8.8%
38
-33.3%
5
-4.8%
230
0.0%
1
-13%
4
100%
0
-100%
2
20.7%

15,454

%
Change
-31.2%
9.4%
-1.3%
1.5%
11.7%
-12.3%
22.5%
3.3%
22.6%
150.0%
-3.8%
0.0%
-0.7
-1.0
100.0

FY 2014
$664,524
$614,574
$10,726,791
$1,253,893
$19,331,068
$280,646
$11,983,067
$1,178,877
$2,075,283
$12,299
$480,169
$4,518
$8,662
$0
$300

FY 2015
$708,990
$745,907
$16,096,990
$1,299,157
$22,250,670
$403,443
$12,921,114
$1,209,975
$1,543,868
$5,022
$481,456
$21,690
$6,374
$3,492
$0

%
Change
6.7%
21.4%
50.1%
3.6%
15.1%
43.8%
7.8%
2.6%
-25.6%
-59.2%
0.3%
380.1%
-26.4%
100.0%
-100.0%

FY 2016
$591,979
$827,574
$16,551,297
$1,275,557
$25,220,818
$372,711
$14,038,832
$1,217,631
$2,089,954
$4,813
$444,018
$7,230
$679
$0
$1,991

%
Change
-16.5%
10.9%
2.8%
-1.8%
13.3%
-7.6%
8.7%
0.6%
35.4%
-4.2%
-7.8%
-66.7%
-89.3%
-100.0%
100.0%

10.5%

$48,614,671

$57,698,148

18.7%

$62,645,084

8.6%
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Table 1c. Three Year Comparisons By Coverage Type
Persons Served

Medicaid
Medicaid State Funded
UnInsured
**TOTAL

FY
2014
10,940
1,678
621

FY
2015
13,475
1,746
757

% Change
23.2%
4.1%
21.9%

11,585

13,986

20.7%

Expenditures

FY 2016
14,904
1,899
895

%
Change
10.6%
8.8%
18.2%

FY 2014
$42,122,207
$5,643,701
$848,763

FY 2015
$49,878,831
$6,945,710
$873,605

% Change
18.4%
23.1%
2.9%

FY 2016
$54,535,070
$7,066,419
$1,043,595

%
Change
9.3%
1.7%
19.5%

15,454

10.5%

$48,614,671

$57,698,146

18.7%

$62,645,084

8.6%

DUALLY Dx
Data not available.
*Based on claims paid through September 30, 2016.
**Does not include adjustments included in Table 1a.

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

Expenditures

FY 2014 FY 2015 % Change FY 2016 % Change
Case Management
50
40
-20.0%
38
-5.0%
Crisis
0
1
100.0%
0
-100.0%
Inpatient
226
285
26.1%
310
8.8%
Mobile Treatment
4
1
-75.0%
2
100.0%
Outpatient
4,256
4,694
10.3%
4,917
4.8%
Partial Hospitalization
35
41
17.1%
45
9.8%
Psychiatric Rehabilitation
390
533
36.7%
639
19.9%
Residential Rehabilitation
0
1
100.0%
0
-100.0%
Residential Treatment
29
28
-3.4%
35
25.0%
Respite Care
3
2
-33.3%
5
150.0%
Supported Employment
7
3
-57.1%
3
0.0%
BMHS Capitation
0
0
0.0%
0
0.0%
Emergency Petition
1
6
500%
0
-100.0%
Purchase of Care
0
0
0%
0
0.0%
PRTF Waiver
0
0
0%
2
100.0%

**TOTAL

5,001
5,635
12.7%
*Based on claims paid through September 30, 2016.

5,996

FY 2014
FY 2015 % Change
FY 2016 % Change
$52,131
$27,183
-47.9%
$71,229
162.0%
$0
$1,802
100.0%
$0
-100.0%
$2,906,740 $3,678,689
26.6% $4,184,378
13.7%
$18,468
$10,174
-44.9%
$5,994
-41.1%
$8,928,984 $10,166,860
13.9% $11,377,455
11.9%
$107,644
$116,881
8.6%
$145,338
24.3%
$919,374 $1,351,101
47.0% $1,806,658
33.7%
$0
$90
100.0%
$0
-100.0%
$1,794,224 $1,424,511
-20.6% $2,031,176
42.6%
$12,299
$5,022
-59.2%
$4,813
-4.2%
$13,046
$7,583
-41.9%
$6,035
-20.4%
$0
$0
0.0%
$0
0.0%
$1,672
$3,192
90.9%
$0
-100.0%
$0
$0
0.0%
$0
0.0%
$0
$0
0.0%
$1,991
0.0%

6.4% $14,754,582 $16,793,088

13.8% $19,635,067

16.9%
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Table 2b. Adults - Ages 18 and Over
Persons Served
Case Management
Crisis
Inpatient
Mobile Treatment
Outpatient
Partial Hospitalization
Psychiatric Rehabilitation
Residential Rehabilitation
Residential Treatment
Respite Care
Supported Employment
BMHS Capitation
Emergency Petition
Purchase of Care
PRTF Waiver

Expenditures

FY 2014 FY 2015 % Change FY 2016 % Change
FY 2014
FY 2015 % Change
FY 2016 % Change
499
579
16.0%
388
-33.0%
$612,395
$681,806
11.3%
$520,751
-23.6%
153
170
11.1%
187
10.0%
$614,573
$744,106
21.1%
$827,574
11.2%
668
1,179
76.5%
1,135
-3.7% $7,820,051 $12,418,301
58.8% $12,366,919
-0.4%
142
134
-5.6%
135
0.7% $1,235,425 $1,288,982
4.3% $1,269,564
-1.5%
6,787
8,616
26.9%
9,951
15.5% $10,402,085 $12,083,810
16.2% $13,843,362
14.6%
65
105
61.5%
83
-21.0%
$173,002
$286,562
65.6%
$227,373
-20.7%
792
846
6.8%
1,050
24.1% $11,063,693 $11,570,013
4.6% $12,232,174
5.7%
436
459
5.3%
475
3.5% $1,178,877 $1,209,885
2.6% $1,217,631
0.6%
5
3
-40.0%
3
0.0%
$281,059
$119,356
-57.5%
$58,778
-50.8%
0
0
0.0%
0
0.0%
$0
$0
0.0%
$0
0.0%
244
236
-3.3%
227
-3.8%
$467,123
$473,874
1.4%
$437,983
-7.6%
1
1
0.0%
1
0.0%
$4,518
$21,690
380.1%
$7,230
-66.7%
14
7
-50.0%
4
-42.9%
$6,990
$3,182
-54.5%
$679
-78.7%
0
1
100.0%
0
-100.0%
$0
$3,492
0.0%
$0
-100.0%
1
0
-100.0%
0
0.0%
$300
$0
-100.0%
$0
0.0%

**TOTAL

9,807 12,336
25.8%
*Based on claims paid through September 30, 2016.

13,639

10.6% $33,860,091 $40,905,059

20.8% $43,010,018

5.1%

**Does not include adjustments included in Table 1a..
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Table 3a. Fiscal Year 2016 State & County Comparisons
Persons Served
STATE*

AGE
Early Child
Child
Adolescent
Transitional
Adult
Elderly

TOTAL
SERVICE TYPE
Case Management
Crisis
Inpatient
Mobile Treatment
Outpatient
Partial Hospitalization
Psychiatric Rehabilitation
Residential Rehabilitation
Residential Treatment
Respite Care
Supported Employment
BMHS Capitation
Emergency Petition
Purchase of Care
PRTF Waiver

TOTAL
COVERAGE TYPE
Medicaid
Medicaid State Funded
UnInsured

Expenditures

COUNTY

STATE*

COUNTY

Number Per Cent Number Per Cent
7,123
3.5%
461
3.0%
33,927
16.8%
2,579
16.7%
25,443
12.6%
1,921
12.4%
11,766
5.8%
831
5.4%
121,625
60.2%
9,567
61.9%
2,043
1.0%
95
0.6%
201,927
100.0% 15,454

Number
Per Cent
$17,552,392
2.0%
$148,112,975
16.8%
$144,884,355
16.5%
$45,215,777
5.1%
$509,314,790
57.8%
$15,632,545
1.8%

Number
Per Cent
$1,064,581
1.7%
$9,387,456
15.0%
$9,183,031
14.7%
$2,424,338
3.9%
$39,126,946
62.5%
$1,458,732
2.3%

$880,712,834

100.0%

$62,645,084

100.0%

5,608
1,985
18,748
3,785
191,273
2,401
28,160
4,603
618
365
3,677
379
185
14
20
201,927

$10,240,244
$8,775,013
$221,491,297
$31,248,681
$335,642,845
$10,655,526
$180,598,797
$11,274,278
$51,340,462
$1,106,089
$8,715,314
$9,432,365
$91,326
$69,245
$31,351

1.2%
1.0%
25.1%
3.5%
38.1%
1.2%
20.5%
1.3%
5.8%
0.1%
1.0%
1.1%
0.010%
0.008%
0.004%

0.9%
1.3%
26.4%
2.0%
40.3%
0.6%
22.4%
1.9%
3.3%
0.0%
0.7%
0.0%
0.001%
0.000%
0.003%

$880,712,833

100.0%

$591,979
$827,574
$16,551,297
$1,275,557
$25,220,818
$372,711
$14,038,832
$1,217,631
$2,089,954
$4,813
$444,018
$7,230
$679
$0
$1,991
$62,645,084

193,749
25,103
11,216

2.8%
1.0%
9.3%
1.9%
94.7%
1.2%
13.9%
2.3%
0.3%
0.2%
1.8%
0.2%
0.1%
0.01%
0.01%

2.8%
1.2%
9.4%
0.9%
96.2%
0.8%
10.9%
3.1%
0.2%
0.0%
1.5%
0.0%
0.0%
0.00%
0.01%

100.0%

426
187
1,445
137
14,868
128
1,689
475
38
5
230
1
4
0
2
15,454

96.0%
12.4%
5.6%

14,904
1,899
895

96.4%
12.3%
5.8%

$791,166,667
$75,642,325
$13,903,841

89.8%
8.6%
1.6%

$54,535,070
$7,066,419
$1,043,595

87.1%
11.3%
1.7%

100.0%

$880,712,833

100%

$62,645,084

100%

TOTAL 201,927
100.0% 15,454
DUALLY DIAGNOSED INDIVIDUALS
All with DD
0.0%

0.0%

0.0%

100.0%

0.0%
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Table 3b. FY 2016 Comparisons: Cost per Person Served
State

County

Difference

Per Cent

AGE
Early Child
Child
Adolescent
Transitional
Adult
Elderly

$2,464
$4,366
$5,694
$3,843
$4,188
$7,652

$2,309
$3,640
$4,780
$2,917
$4,090
$15,355

-$155
-$726
-$914
-$926
-$98
$7,703

-6.7%
-19.9%
-19.1%
-31.7%
-2.4%
50.2%

TOTAL
SERVICE TYPE

$4,362

$4,054

-$308

-7.6%

$1,826
$4,421
$11,814
$8,256
$1,755
$4,438
$6,413
$2,449
$83,075
$3,030
$2,370
$24,888
$494
$4,946
$1,568

$1,390
$4,426
$11,454
$9,311
$1,696
$2,912
$8,312
$2,563
$54,999
$963
$1,931
$7,230
$170
$0
$996

-$436
$5
-$360
$1,055
-$58
-$1,526
$1,899
$114
-$28,076
-$2,068
-$440
-$17,658
-$324
-$4,946
-$572

-31.4%
0.1%
-3.1%
11.3%
-3.4%
-52.4%
22.8%
4.5%
-51.0%
-214.8%
-22.8%
-244.2%
-190.8%
-100.0%
-57.5%

TOTAL
COVERAGE TYPE

$4,362

$4,054

-$308

-7.6%

Medicaid
Medicaid State Funded
UnInsured

$4,083
$3,013
$1,240

$3,659
$3,721
$1,166

-$424
$708
-$74

-11.6%
19.0%
-6.3%

$4,362

$4,054

-$308

-7.6%

Case Management
Crisis
Inpatient
Mobile Treatment
Outpatient
Partial Hospitalization
Psychiatric Rehabilitation
Residential Rehabilitation
Residential Treatment
Respite Care
Supported Employment
BMHS Capitation
Emergency Petition
Purchase of Care
PRTF Waiver

TOTAL

*Based on claims paid through September 30, 2016.
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Table 4. Fiscal Year 2016 State & County Comparisons
Outcome Measurement System
Most Recent Mental Health Interview - FY 2016 *
Child and Adolescent

Homeless in last 6 months
Arrested in last 6 months
In jail or prison in last 6 months
Employed now or last 6 months
Cigarette smokers**
Attend school when in session
Suspended from school in last 6 months
Expelled from school in last 6 months

Adults

STATE

COUNTY

STATE

COUNTY

Per Cent

Per Cent

Per Cent

Per Cent

2.6%
3.4%
n/a
n/a
4.3%
93.0%
12.2%
1.1%

2.9%
3.4%
n/a
n/a
5.1%
93.2%
12.5%
0.9%

12.1%
5.5%
5.2%
33.1%
41.1%
n/a
n/a
n/a

13.9%
7.1%
5.9%
36.8%
45.1%
n/a
n/a
n/a

25.5%
36.3%
30.5%
6.8%
0.9%
3.7

26.8%
35.0%
29.2%
8.1%
1.0%
3.6%

6.1%
18.0%
36.4%
30.1%
9.3%
3.4

7.0%
19.2%
36.9%
28.6%
8.3%
3.3%

General Health Status
Excellent
Very Good
Good
Fair
Poor
Average MARS-5 Score***

* 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 11to 17
***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over
For Child/Adolescent the MARS Score will be for Resilience and for the Adults it will be for Functioning.
Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html
Most Recent Interview Only, FY 2016
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Table 4. Fiscal Year 2016 State & County Comparisons
Outcome Measurement System
Most Recent Substance Use Interview - FY 2016 *
Child and Adolescent

Homeless in last 6 months
Arrested in last 6 months
In jail or prison in last 6 months
Employed now or last 6 months
Cigarette smokers**
Attend school when in session
Suspended from school in last 6 months
Expelled from school in last 6 months

Adults

STATE

COUNTY

STATE

COUNTY

Per Cent

Per Cent

Per Cent

Per Cent

2.0%
32.3%
n/a
n/a
30.0%
83.8%
35.7%
8.7%

0.0%
51.4%
n/a
n/a
28.6%
82.9%
28.6%
11.4%

13.7%
22.4%
22.6%
45.2%
68.7%
n/a
n/a
n/a

10.5%
32.9%
26.2%
29.8%
54.5%
n/a
n/a
n/a

27.1%
32.0%
32.5%
8.2%
0.3%
4.1

45.0%
30.0%
15.0%
10.0%
0.0%
4.1

8.6%
27.2%
41.7%
18.8%
3.7%
4.0

9.8%
35.0%
36.2%
14.7%
4.3%
4.0

General Health Status
Excellent
Very Good
Good
Fair
Poor
Average MARS-5 Score***

* Most recent observation for each Substance Use consumer in FY 2016; provisional data which may change slightly as Datamart refinement continues
** For children and adolescents, only those ages 11to 17

***First administered in January 2015; for Children and Adolescents, data represents only those ages 14 and over
For Child/Adolescent the MARS Score will be for Resilience and for the Adults it will be for Functioning.
Data Source: http://maryland.valueoptions.com/services/OMS_Welcome.html
Most Recent Interview Only, FY 2016
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Inpatient Consumer Counts and Expenditure
Anne Arundel County PMHS

FY 14
894
$ 10,726,791

Consumer Count
Expenditures

FY 15
1,464
$16,096,990

FY 16
1,445
$16,551,297

State PMHS
Consumer Count
Expenditures

12,541
$ 167,812,216

County % of State Utilization Consumer Count
County % of State Utilization Expenditure

18,796
$ 219,777,908

18,748
$ 221,491,297

7.1%

7.8%

7.7%

6.39%

7.3%

7.5%

Inpatient Services
Consumer Count

Inpatient Services
Expenditure

1,600

$18,000,000

1,400

$16,000,000

1,200

$14,000,000
$12,000,000

1,000

$10,000,000

800

$8,000,000

600

$6,000,000

400

$4,000,000

200
0

Consumer Count

$2,000,000

FY 14
894

FY 15
1,464

FY 16
1,445

$-

Expenditures

FY 14
$10,726,791

FY 15
$16,096,990

FY 16
$16,551,297
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Consumer Counts and Expenditure by Age
Consumer Count by Age

FY 14

Early Child
Child
Adolescent
Transitional
Adult
Senior

FY 14 %
4
73
149
65
602
1
894

Total

Expenditure by Age
Early Child
Child
Adolescent
Transitional
Adult
Senior

FY 14
$
$
$
$
$
$

Total

FY 15

0.4%
8.2%
16.7%
7.3%
67.3%
0.1%

FY 14 %

22,290
1,132,086
1,752,364
713,995
7,097,102
8,954
$10,726,791

6
83
196
95
1078
6
1,464

FY 15

0.2%
10.6%
16.3%
6.7%
66.2%
0.1%

$
36,595
$
1,311,473
$
2,330,621
$
868,907
$ 11,548,060
$
1,334
$16,096,990

FY 15 %
0.4%
5.7%
13.4%
6.5%
73.6%
0.4%

FY 15 %
0.2%
8.1%
14.5%
5.4%
71.7%
0.0%

FY 16
8
100
202
100
1029
6
1,445

FY 16
$
59,583
$ 1,538,543
$ 2,586,252
$ 1,012,334
$ 11,351,407
$
3,178
$16,551,297

FY 16 %
0.6%
6.9%
14.0%
6.9%
71.2%
0.4%

FY 16 %
0.4%
9.3%
15.6%
6.1%
68.6%
0.0%

Inpatient Services
FY 2016
Expenditure By Age
Senior
0.0%

Adult
68.6%

Early Child
0.4%

Child
9.3%
Transitional
6.1%

Adolescent
15.6%
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Consumer Counts and Expenditure by Coverage Type
Consumer Count by

FY 14

Medicaid
Medicaid State Funded
Uninsured

736
235
-

Total

Total

FY 15

6.7%
2.1%
0.0%

1,292
349
-

11,043

Expenditure by Coverage
Medicaid
Medicaid State Funded
Uninsured

FY 14 %

FY 14
$
$
$

FY 15 %
9.7%
2.6%
0.0%

13,310
FY 14 %

FY 15

FY 16
1,241
369
-

FY 16 %
8.3%
2.5%
0.0%

14,868
FY 15 %

FY 16

8,118,364
2,608,427
-

75.7% $ 11,901,153
24.3% $
4,195,837
0.0% $
-

73.9% $ 12,341,109
26.1% $ 4,210,188
0.0% $
-

$ 10,726,791

$ 16,096,990

$ 16,551,297

FY 16 %
74.6%
25.4%
0.0%

Inpatient Services
FY 2016 Expenditure By Coverage Type
Medicaid State
Funded, 25.4%

Medicaid, 74.6%

Uninsured, 0.0%
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Outpatient Consumer Counts and Expenditure
Anne Arundel County PMHS
Consumer Count
Expenditure

FY 14

FY 15

11,043
$ 19,331,068

13,310
$ 22,250,670

$

157,385
$ 298,291,197

177,722
$ 324,592,622

191,273
$ 335,642,845

FY 16
14,868
25,220,818

State PMHS
Consumer Count
Expenditure
County % of State Utilization Consumer Count
County % of State Utilization Expenditure

7.0%

7.5%

7.8%

6.48%

6.9%

7.5%

Outpatient Services
Consumer Count

Outpatient Services
Expenditure

16,000

$30,000,000

14,000

$25,000,000

12,000
10,000

$20,000,000

8,000

$15,000,000

6,000

$10,000,000

4,000

$5,000,000

2,000
0
Consumer Count

FY 14
11,043

FY 15
13,310

FY 16
14,868

$Expenditure

FY 14
$19,331,068

FY 15
$22,250,670

FY 16
$25,220,818
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Consumer Counts and Expenditure by Age
Consumer Count by Age

FY 14

Early Child
Child
Adolescent
Transitional
Adult
Senior

475
2,158
1,623
616
6,132
39

Total

FY 14
$
$
$
$
$
$

Total

FY 15

4.3%
19.5%
14.7%
5.6%
55.5%
0.4%

498
2,398
1,798
739
7,828
49

11,043

Expenditure by Age
Early Child
Child
Adolescent
Transitional
Adult
Senior

FY 14 %

833,688
4,823,317
3,271,979
744,104
9,370,780
287,201

FY 15 %

FY 16

3.7%
18.0%
13.5%
5.6%
58.8%
0.4%

457
2,566
1,894
809
9,081
61

13,310
FY 14 %
4.3%
25.0%
16.9%
3.8%
48.5%
1.5%

$ 19,331,069

FY 15
$
$
$
$
$
$

1,038,800
5,520,450
3,607,610
867,233
10,924,785
291,792

$

22,250,670

FY 16 %
3.1%
17.3%
12.7%
5.4%
61.1%
0.4%

14,868
FY 15 %
4.7%
24.8%
16.2%
3.9%
49.1%
1.3%

FY 16
$
$
$
$
$
$

914,856
6,372,103
4,090,496
1,032,531
12,507,565
303,266

$

25,220,817

FY 16 %
3.6%
25.3%
16.2%
4.1%
49.6%
1.2%

Outpatient Services
FY 2016 Expenditure By Age
Adolescent
16.2%

Child
25.3%

Transitional
4.1%
Early Child
3.6%
Senior
1.2%
Adult
49.6%
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Consumer Counts and Expenditure by Coverage Type
Consumer Count by Coverage
Medicaid
Medicaid State Funded
Uninsured

FY 14
10,589
1,131
458

Total

FY 14 %

FY 15

95.9%
10.2%
4.1%

12,950
840
614

11,043

Expenditure by Coverage
Medicaid
Medicaid State Funded
Uninsured

Total

FY 14

FY 15 %

FY 16

97.3%
6.3%
4.6%

14,466
984
769

13,310
FY 14 %

FY 15

FY 16 %
97.3%
6.6%
5.2%

14,868
FY 15 %

FY 16

$ 18,630,239
$
489,569
$
211,261

96.4% $
2.5% $
1.1% $

21,988,983
64,795
196,892

98.8% $
0.3% $
0.9% $

24,876,604
76,550
267,663

$ 19,331,069

$

22,250,670

$

25,220,817

FY 16 %
98.6%
0.3%
1.1%

Outpatient Services
FY 2016 Expenditure By Coverage Type

Medicaid, 98.6%
Medicaid State
Funded, 0.3%
Uninsured, 1.1%
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Psychiatric Rehabilitation Services - Consumer Count and Expenditure
Anne Arundel County PMHS
FY 14
FY 15
FY 16
Consumer Count
1,182
1,379
1,689
Expenditure
$ 11,983,067
$ 12,921,114
$ 14,038,832
State PMHS
Consumer Count
Expenditure

22,875
$ 159,168,781

24,936
$ 168,721,693

28,160
$ 180,598,797

5.2%

5.5%

6.0%

7.53%

7.7%

7.8%

County % of State Utilization Consumer Count
County % of State Utilization Expenditure

Psychiatric Rehabilitation Services
Expenditure

Psychiatric Rehabilitation Services
Consumer Count

1,800

$14,500,000

1,600

$14,000,000

1,400

$13,500,000

1,200

$13,000,000

1,000

$12,500,000

800

$12,000,000

600

$11,500,000

400

$11,000,000

200
Consumers

$10,500,000
FY 14
1,182

FY 15
1,379

FY 16
1,689

Expenditure

FY 14
$11,983,067

FY 15
$12,921,114

FY 16
$14,038,832
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Consumer Counts and Expenditure by Age
Consumer Count by Age

FY 14

Early Child
Child
Adolescent
Transitional
Adult
Senior

FY 14 %
19
245
126
36
719
37

Total
Expenditure by Age
Early Child
Child
Adolescent
Transitional
Adult
Senior

FY 14

FY 15 %
40
318
175
43
764
39

1,182

2.9%
23.1%
12.7%
3.1%
55.4%
2.8%

1,379
FY 14 %

$
44,569
$
568,887
$
305,918
$
202,064
$ 10,155,287
$
706,342

Total

FY 15

1.6%
20.7%
10.7%
3.0%
60.8%
3.1%

FY 15

0.4%
4.7%
2.6%
1.7%
84.7%
5.9%

$
77,315
$
815,108
$
458,678
$
201,898
$ 10,485,454
$
882,661

$ 11,983,067

$ 12,921,114

FY 16
34
362
243
52
952
46

FY 16 %
2.0%
21.4%
14.4%
3.1%
56.4%
2.7%

1,689
FY 15 %
0.6%
6.3%
3.5%
1.6%
81.1%
6.8%

FY 16
$
86,790
$ 1,027,115
$
692,753
$
180,498
$ 11,085,094
$
966,582

FY 16 %
0.6%
7.3%
4.9%
1.3%
79.0%
6.9%

$14,038,832

Psychiatric Rehabilitation Services
FY 2016 Expenditure by Age
Senior
6.9%
Early Child
0.6%

Adult
79.0%

Child
7.3%

Adolescent
4.9%
Transitional
1.3%
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Consumer Counts and Expenditure by Coverage Type
Consumer Count by Coverage
Medicaid
Medicaid State Funded
Uninsured

1,122
44
46

Total

Total

FY 14 %

FY 15

94.9%
3.7%
3.9%

1,319
42
78

1,182

Expenditure by Coverage
Medicaid
Medicaid State Funded
Uninsured

FY 14

FY 14

FY 15 %
95.6%
3.0%
5.7%

1,379
FY 14 %

FY 15

FY 16
1,612
55
112

FY 16 %
95.4%
3.3%
6.6%

1,689
FY 15 %

FY 16

$ 11,540,338
$
235,241
$
207,489

96.3% $ 12,483,125
2.0% $
195,791
1.7% $
242,198

96.6% $ 13,446,232
1.5% $
247,665
1.9% $
344,935

$ 11,983,068

$ 12,921,114

$14,038,832

FY 16 %
95.8%
1.8%
2.5%

Psychiatric Rehabilitation Services
FY 2016 Expenditure by Coverage Type

Medicaid, 95.8%
Medicaid State
Funded, 1.8%

Uninsured, 2.5%
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Average Medical Assistance Eligibility, PBHS MA Participation, and PBHS MA Penetration Rates
Fiscal Year 2016 - PBHS claims as of September 30, 2016

COUNTY
Allegany
Anne Arundel
Baltimore County
Calvert
Caroline
Carroll
Cecil
Charles
Dorchester
Frederick
Garrett
Harford
Howard
Kent
Montgomery
Prince George's
Queen Anne's
St. Mary's
Somerset
Talbot
Washington
Wicomico
Worcester
Baltimore City
Statewide

Average
MA Elig
20,425
83,533
177,044
13,486
11,014
21,614
24,669
28,303
12,045
36,371
8,330
39,901
40,311
4,747
170,474
205,565
8,152
20,992
8,168
7,804
39,582
31,198
12,545
248,741
1,275,014

MA Served
In MH/PBHS
4,447
14,587
28,764
2,569
1,722
4,099
5,256
3,599
2,452
6,255
1,213
7,872
4,948
831
15,956
17,986
1,396
3,129
1,525
1,484
8,067
5,496
2,474
54,720

Penetration
Rate
21.8%
17.5%
16.2%
19.0%
15.6%
19.0%
21.3%
12.7%
20.4%
17.2%
14.6%
19.7%
12.3%
17.5%
9.4%
8.7%
17.1%
14.9%
18.7%
19.0%
20.4%
17.6%
19.7%
22.0%

200,847

15.8%
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Anne Arundel County Resident State Psychiatric Facility Statistics

Springfield
Spring
Grove
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Springfield
Spring
Grove
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Anne Arundel County Residents in State Psychiatric Facilities as of 6/30/2016
Census
Male
Female
Unknown
17
12
5
0

Total
17

13

12

1

0

13

1

1

0

0

1

6
18
0
55

4
16
0
45

1
2
0
9

1
0
0
1

6
18
0
55

Anne Arundel County Residents in State Psychiatric Facilities on 6/30/2016 by Facility and Age
Total
6-12 years
13-17 years
18-21 years
22-64 years
0-5 years old
old
old
old
old
65 and older
0
14
3
0
2

4

0

6

Total
17

0

10

0

1

13

0

1

0

0

1

2
0
0
2

0
17
0
42

0
1
0
4

0
0
0
1

6
18
0
55
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Anne Arundel County Residents in State Psychiatric Facilities on 6/30/2016 by Facility and
ALOS*
0-30 days
Springfield
Spring
Grove
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

1

31-89 days
2

90-180 days
2

1

1

0
0
1
0
3

181-1year

1-3 years

3+ years

Total

0

7

5

17

3

3

1

4

13

0

0

0

0

1

1

0
2
0
5

0
1
0
6

5
1
0
9

1
5
0
14

0
8
0
18

6
18
0
55

*Average Length of Stay (ALOS) is calculated using true admission date - date of census.
Depicts ALOS of those individuals remaining in facilities to date, 6/30/2016.
Anne Arundel County Residents in State Psychiatric Facilities on 06/30/2016 by Facility and
Race
Asian/
Pac.
Islander

Amer. Ind/
Nat. Amer
Springfield
Spring
Grove
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Black/
Afr. Amer.

Hispanic

White

Other

Total

0

0

7

0

10

0

17

0

0

6

0

7

0

13

0

0

1

0

0

0

1

0
0
0
0

0
1
0
1

2
8
0
24

0
0
0
0

3
7
0
27

1
2
0
3

6
18
0
55
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Anne Arundel County Residents in State Psychiatric Facilities on 06/30/2016 by Facility and
Ethnicity

Springfield
Spring
Grove
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Not Hispanic
or Latino
16

Hispanic
or Latino

Ethnicity
Unknown
0

1

10

2

1

1

0

0

0
16
0
43

0
1
0
3

6
1
0
9

Anne Arundel County Residents Admitted to State Psychiatric Facilities in FY16 by Facility and Admission
Referral Source

Outpx.
Prov.
MH/AOD

Unknown
Springfield
Spring
Grove
TB Finan
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Outpx. Prov.
Inpx./
Other
Res. Provider
0
4

Inpx./
Res.
ProviderOther

Jail/
Correctional
0
12

Human
Service
Agency
0

1

Total
17

11
0

1
0

0
0

13
1

0

0

0

0

0

0
0
0
0

0
11
0
34

0
1
0
2

0
1
0
2

9
15
0
55

0

0

0
0

0
0

0
0

1
1

0
0

0

0

0

0

0
2
0
2

4
0
0
4

1
0
0
1

4
0
0
10

ER
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Anne Arundel County Residents Admitted to State Psychiatric Facilities in FY16 by Facility and Forensic Status

Springfield
Spring
Grove
TB Finan
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Non-Forensic
3

Forensic
18

Total

1
0

24
0

25
0

0

1

1

6
0
0
10

0
7
0
50

6
7
0
60

21

Anne Arundel County Residents Discharged from State Psychiatric Facilities in FY16 by Facility and Forensic
Status

Springfield
Spring
Grove
TB Finan
Eastern
Shore
RICA
B'more
Perkins
RICA Mont.
Total

Non-Forensic
2

Forensic
18

Total

1
0

22
0

23
1

0

1

2

9
0
0
12

0
6
0
47

9
6
2
59

20
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Springfield
Spring
Grove
RICA
B'more
Perkins
Total

Anne Arundel County Residents Readmitted to State Psychiatric Facilities in FY16 by Facility
0
1
1
1
3
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Comprehensive Crisis Services
HIGHLIGHTS
In FY 16, the overall number of calls, including incoming, outgoing and coordinating calls and
visits, totaled 27,658 contacts in the Crisis Response System. This is exclusive of the 16,855
calls for information received at the Agency. The total contacts by citizens to the CSA in FY 16
was 44,513.
The Anne Arundel County Mental Health Agency Crisis Response System (CRS) continues to
provide an array of Mental Health Crisis Outreach and Support Services. A variety of supportive
assistance and linkages to resources within the community through a Warmline. These services
are available to all Anne Arundel County citizens and can be accessed by calling the Warmline at
410-768-5522. The Operations Center Warmline is operated by the Anne Arundel County
Mental Health Agency (AACMHA) as a single point of coordination for people in Anne Arundel
County who experience behavioral health issues. The Crisis Response System is an
unprecedented resource to community members facing a behavioral health crisis. The
Operations Center (OPS) phone lines operate 24 hours-a-day, 365 days-a-year. The OPS refers
calls to the Mobile Crisis Teams (MCT) depending on the intensity of the call and the severity of
the behavioral health issue. Of all of the services that the AACMHA provides, the Crisis
Response Service is one of the most unique and is being developed as a model for the country.
In FY 2016, the AACMHA operated four Mobile Crisis Teams, along with transportation
services and Community Outreach and Entitlements Care Coordination (COECC). The COECC
provided intensive case management services for clients referred by both the Operations Center
and the Mobile Crisis Teams. COECC allows for outreach to assist clients in need of
entitlements to secure these benefits. This benefit coordination is vital for a successful
stabilization plan.
As part of a comprehensive crisis system, funding is set aside for individuals who have needs
that cannot be met by the existing agencies or as a result of criminal records or other issues that
make them ineligible for services through existing agencies. The funding gives individuals
access to urgent care appointments, short and long term clinical follow-up, supervised overnight
stays, transportation, meals, physicals, medication, room rentals for up to three days, toxicology
screenings, one to one peer support, medical equipment/supplies, crisis beds, and partial hospital
programs. In addition, there is an “other” category that can assist with unmet needs not covered
in other categories or by other agencies. These are very unique and often this small amount of
extra support is the difference between satisfying an urgent need or accessing an Emergency
Room or facing incarceration.
A Memorandum of Understanding (MOU) has been signed with 24 agencies. Each agency
agrees to provide one or multiple customized goods or services. The intent of this funding is to
minimize barriers for individuals seeking behavioral health services and who may require
stabilization. However, one of the biggest needs, the availability of psychiatric medication
management and medical evaluations, is still a four to five-day wait for a visit. If these services
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are not available within 48 hours, crisis response will follow-up with the clients in their homes to
make sure the client is maintaining until a psychiatrist is available.
The AACMHA has two Transportation Specialists who helped transport clients to appointments
for urgent care services as well as to other resources. These Transportation Specialists enabled
the CRS to meet its goals well beyond the transports required. In FY 2016, the two
Transportation Specialists transported 1,719 individuals. This does not include the 500 transports
by Care Coordinators. It also allowed for crisis case managers to be available to meet with
clients. Without this service the “no-show” rate for appointments would have been extremely
high. Transportation remains a critical need in Anne Arundel County.
The number of transports has also increased dramatically because of the new jail diversion
project. Once a Care Plan has been presented to the judges and accepted, the AACMHA takes
responsibility to ensure the Plan is being adhered to by the patient. Often, the only barrier to
compliance is transportation. Therefore, the CSA makes sure this is either coordinated or
provided. The success of this new element of the Crisis Response System has been recognized
nationally. Because of its innovation, the AACMHA was asked to present the model and was
invited to participate in the White House “Data Driven Justice” initiative. This initiative was
developed to address the over representation of persons with mental illness who are incarcerated.
In FY 2016, the annual total number of incoming calls to the Warmline was 20,225 which was
an increase of 4,042 more calls than in FY 2015. This is well above the targeted number of
16,500. The Warmline operators also completed 4,457 follow-up calls to consumers who called
for services and resources, and 2,976 contacts to help coordinate care with providers and
resources. The overall number of calls, including incoming, outgoing and coordinating calls and
visits, totaled 27,658 contacts. This is an increase of 2,925 calls in FY 2016.
.
Monthly
Annual Total Average
No. Mobile Visits/Yr
2,089
175
No. Calls Incoming/Yr
20,225
1,685
No. Urgent Care Visits/Yr
290
24
No. Urgent Care Clinic Visits
238
19
No. Urgent Care Psychiatric Visits
184
15
No. Persons Transported/Yr
356
30
No. of Transports Completed
2,219
199
The number of clients who received entitlements, i.e., food stamps, insurance, temporary cash
assistance, TDAP (tetanus, diphtheria, and pertussis) vaccine, etc., increased significantly in FY
2016.
The CRS continued to monitor the High Utilizer Frequent Emergency Department (HUFED)
individuals in FY 2016 with the goal of reducing Emergency Department visits and connecting
these clients to community-basead treatment. A Care Coordinator works to ensure that clients
continue to receive the services they need to remain stable in the community. The Care
Coordinator follows-up after discharge occurs to ensure the linkage to service and that the
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individual adheres to follow-up with aftercare referrals. In FY 2016, there were 359 calls from
HUFEDs. The Care Coordinators completed 90 follow-up contacts and also completed 29 face to
face contacts. The estimated savings from this program is at least $1,000,000 annually from
reduced and unnecessary hospitalizations.
Crisis stabilization visits continued to be an important factor in ensuring clients remain stable.
This service is a follow-up provided to clients who had been seen by a mobile crisis team and
needed follow-up until they were linked to services in the community. This follow-up
distinguishes the CRS from other services in the County that only address the immediate need of
the patient. By anticipating future client needs, often another crisis can be averted.
Two Co-occurring grants from the Health Department enhance the State and Federally funded
support services. The combined funding enabled crisis to provide integral services to County
residents with co-occurring disorders not covered by insurance. In total, 369 individuals received
customized services, including urgent evaluations, medication management visits, and therapy
sessions. In addition, 779 transports were provided to individuals to and from appointments, 84
stabilization plans for urgent care appointments were developed, and 3,087 matrix services
(1,533 were mental health, 1,488 were co-occurring services, and 66 were veterans’ services)
were provided. In addition, the Health Department also provides funding for behavioral health
services and other supports to veterans in the County. Grant conditions associated with these
funds limited their use so that only thirteen veterans were served in FY 2016. However, the types
of services allowed under the veterans grant have been expanded in FY 2016 and will enable
additional veterans with crises to be served. The CSA is very grateful that the grantor was able to
make this adjustment so more residents are accessing needed services. These services are key to
the way CRS is able to make an impact 24/7 when other County agencies are closed and no other
options are available. These grants are essential to the Crisis System in providing services to
County residents and making sure they are stable in the community, often averting a more severe
crisis.
One of the biggest barriers that the CRS is facing is the lack of shelters and transitional housing
for individuals and families. With the implementation of the matrix services, the AACMHA has
been able to help reduce this problem by using a room rental for up to three days until placement
can be linked. In some cases, a linkage can’t be made and the client is lost because of unavailable
housing. These consumers often end up in tents in local woods making it difficult to help them.
They usually show up again in the Emergency Rooms or a MCT is called out by police to assist
in stabilizing the situation. This is an ongoing problem because much time is spent on persons
with mental illness being readmitted to Emergency Rooms and/or the police being taken off
patrol to assist with persons with mental illness. If emergency respite services or other shelters
capable of taking families or persons with behavioral health issues and/or criminal histories were
available, many of these readmissions could be averted.
In FY 2016, there was an increase in the number of trainings conducted by the CRS. The CRS
trained all of the school nurses in Youth Mental Health First Aid (MHFA). The CRS also trained
all of the Anne Arundel County Police and the Annapolis City Police in Adult MHFA. Anne
Arundel County was the first County in the country to train its entire police force in MHFA, a
goal of the International Association of Chiefs of Police. The CRS worked to build rapport with
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the school system as the number of calls for assistance in the schools increased significantly.
The CRS was able to speak to several schools and made them aware of CRS services as well as
signs and symptoms of mental illness. The CRS was also trained the Parole and Probation
Department on Adult MHFA to help continue the commitment to jail diversion and working with
clients on probation.
The commitment from the Anne Arundel County Police Department regarding mental health
issues, and being proactive, has become an important factor in community safety and in assuring
the appropriate type of care. The results of this intensive training initiative and the enhancements
made to the CRS have given the officers another option instead of hospitalization and
incarceration. This focus is considered the “zero intercept point” and is vital to reducing
incarceration rates for persons with mental illness. The goal remains to get individuals the most
appropriate type of care when they need it. The AACMHA, with the support and help of the
Anne Arundel County Police, implemented Crisis Intervention Teams (CIT) within the CRS
system. FY 2016 was the second full year the CITs were in operation. There are now two full
CITs on call. Each team consists of an independently licensed clinician and a CIT trained
officer. These teams take all the calls an MCT is not able to take, i.e., weapons on site,
barricades, individuals under the influence of alcohol or drugs, or follow-ups from special units,
such as a high school. These teams also follow-up on stabilization visits when an individual is
identified as high risk. CITs follow-up on police initiated emergency petitions, repeat 911 callers
and high utilizers of the Emergency Rooms.
In addition, CIT has become an invaluable service for the County in the face of the current
heroin epidemic. Persons who have had multiple overdoses are followed up by a CIT when
staffing permits and an attempt is made to engage the individual into treatment.
Again, it is the follow-up that distinguishes this program within the CRS. Often, the CIT builds
rapport with the individuals with whom they provide follow-up care. The clinical presence can
often detect that something is not right, but that it is not criminal in nature. In one example, the
clinician questioned the individual about taking his medication. Although the individuals said
that they had taken their medication, the clinician suspected this was not the case. Further
prompting showed that the individual had forgotten to fill their prescription and in fact had not
taken their medication in several days. The CIT staff got the prescription filled and made sure
the individual began taking their medication again. They followed up daily until the person was
stable. This intervention almost certainly prevented a very serious situation from developing.
CIT completed 330 assessments in FY 2016. This is an important number because this is 330
cases that an MCT could not respond to due to risk. The CIT completed 482 follow-up visits and
5,250 phone calls to persons with mental illness to ensure persons with mental illness were
receiving services.
Other enhancements to CRS have been the Jail Diversion and Hospital Diversion programs.
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Jail Diversion
As an enhancement to the AACMHA Crisis Response System, in January 2015, a Jail Diversion
Program was initiated at the Jennifer Road Detention Center where pre-trial individuals are
detained. The program focuses on individuals who are in pre-trial status charged with a
misdemeanor and have screened positively for a behavioral health disorder. The individual must
be willing to receive community-based services. FY 2016 was the first full year for the Jail
Diversion Program.
Once the individual is referred to the program, they are screened for assessment by the Jail
Diversion Specialist. 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 Plan is approved by the
attorney(s) and the judge, the individual is released the same day and the Plan of Care is
implemented. This Plan includes a housing plan, a mental health and substance use disorder
(SUD) plan, a plan to obtain benefits and a medical plan. The individual can receive services for
up to 90 days and they are transitioned into services in the Public Behavioral Health System
(PBHS) or other program if they are privately insured.
There have been 309 referrals to the program with 45 individuals being accepted into the
Program. Of the individuals accepted, 23 were connected to ongoing mental health services upon
release. These individuals were not connected to any mental health services prior to going to jail.
The other 22 individuals were connected to services through providers in the community, but did
not consistently follow their treatment plan until becoming involved with the Jail Diversion
Program. Seventeen persons with substance use disorder in need of treatment were also
connected to providers in the community after leaving the detention center. Upon release, 14
individuals were homeless, but through the Jail Diversion Program, all 14 were able to obtain
temporary and permanent housing. 21 individuals required assistance with obtaining entitlements
which have become an integral part of the success of the program.
This program is only limited by the number of staff. The CSA is funded for one Jail Diversion
Specialist and, due to the intense popularity of program, the CSA had to close admissions three
times during the Fiscal Year. The productivity of the Specialist far exceeded the Conditions of
Award as did the success of the Program. However, it does place an additional strain on the
matrix funding and the transportation spending as this Program was never part of the original
CRS budget. Many persons who are in this Program do not have the needed transportation
available to them so that they are able to make mental health appointments, apply for benefits
and present to the courts in a timely manner. Noncompliance with the plan will cause them to be
incarcerated so transportation is often a very key element of the individual’s success.
Affordable housing continues to be a significant challenge in Anne Arundel County and is
particularly difficult when individuals have criminal records. This puts added pressure on the
one Jail Diversion Specialist as it is a very time intensive and competitive process to locate safe,
affordable housing.
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Hospital Diversion
Further enhancement of the CRS includes Hospital Diversion. The Hospital Diversion Program
provides one clinician who divides time between the two hospitals in the County: Anne Arundel
Medical Center and the Baltimore Washington Medical Center. The clinician checks in daily to
both Emergency Departments and the Mental Health units to follow-up on Emergency Petitions
that occurred the previous day. The clinician communicates with the Emergency Department
staff to determine if there is a reasonable and safe alternative to an inpatient unit. If an
individual does not meet in-patient criteria, the clinician works with the individual to link
him/her to services in the community. One of the linkages may be placement in a crisis bed
which is a less restrictive setting but is supervised. The client can remain in the crisis bed for a
period of up to ten days which allows the individual the time to be linked with provider services.
The CSA works with Beacon Health Options, the State’s Administrative Service Organization,
and the provider to obtain authorization for additional crisis bed days if the person still needs this
level of care.
The Hospital Diversion Program enables the clinician to assess an individual for Crisis Case
Management service thereby reducing repeat visits to the Emergency Departments. In FY 16,
this Program placed 46 individuals in crisis beds, 83 were referred to Crisis Case Management,
and 36 were placed in other community programs. Savings to the hospitals were approximately
$525,000 through the efforts of this clinician and the ability to coordinate care in the community.
More savings to the Health care system would be obtainable if this area of the Crisis Response
System could be expanded.
Enhanced CRS Services to Target Populations
Resources for Emergency Departments, Schools and Police to Improve Outcomes,
Engagement and Diversion (RESPOND) Grant
RESPOND is a four year grant from the Substance Abuse and Mental Health Services
Administration (SAMHSA) and is a collaboration between the AACMHA and the Partnership
for Children, Youth and Families. The goal of this grant is to strengthen Anne Arundel County’s
System of Care (SOC) by expanding our Crisis Response and Stabilization System (CRSS) for
children and families. This goal is being realized through the Mobile Crisis Teams (MCT) of the
Crisis Response System. The focus is on assisting children with serious mental illness by
providing crisis intervention, short-term care coordination and follow-up support, referrals to
mental health and substance use treatment agencies, Care Coordination Organizations (CCO) and
other community resources. The referrals are made after assessing youth and their families in the
schools, home, community or hospitals. The grant enabled the expansion of the Hospital
Diversion (HD) Program to divert children from being transferred to inpatient psychiatric
hospitals from Anne Arundel Medical Center and Baltimore Washington Medical Center. Any
youth that has been assessed by a MCT or Hospital Diversion Specialist, and is referred to the
County’s CCO and subsequently enrolled, is screened for their eligibility to access additional
services covered by the grant.
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The RESPOND services include Family Support Partnership through Maryland Coalition for
Families, Respite, and In-Home Intervention Program for Children (IHIP-C) through Catholic
Charities. In addition, an Entitlement Worker from the Department of Social Services was
employed to help access entitlements quickly for youth and their families in need.
RESPOND was initiated at the end of the first quarter of FY 2016 and MCT and Hospital
Diversion services began during the second quarter of FY 2016. It was initially anticipated that
the Program would serve 100 children, youth and families annually, but this number was quickly
surpassed. From December 1, 2015 to June 30, 2016, MCT and HD served 238 youth and
families. This does not include the many additional contacts that have been made with each
youth and their families. While the majority of youth were seen in their homes, 19% were seen in
school by a MCT and 15% were seen at the Anne Arundel Medical Center or the Baltimore
Washington Medical Center through HD.
Twenty-six referrals were made to the Center for Children for case management services. At
least 29% of the youth served had private health insurance, many of which required more
services than is covered by their insurance. In FY 2017, referrals to the RESPOND services
covered by the grant will begin as appropriate. As an additional opportunity for the program, the
AACMHA attends the Resilience, Wellness and Prevention Meeting held by the Behavioral
Health Administration (BHA) along with stakeholders throughout the state. These meetings
enable involvement at the state level to identify issues, develop solutions, increase awareness and
create resources that impact the population served under RESPOND. This ability to influence
and affect policy based on the issues identified during the implementation of these innovative
programs and grants is a major component of the value of the Core Service Agencies and the role
they play within a behavioral health system.
This grant meets the FY 2016 priorities, goals and objectives of the AACMHA. As part of
Priority Area 1, Access to Services for Adult/Adolescents and Children, the CSA identified a
need to expand our CRSS to focus on the child and adolescent population. The AACMHA
recognized the benefits RESPOND services has for these children, youth and families. With the
assistance of the University of Maryland, one of the grant partners, data will be collected and
evaluated and used to solidify the need and the benefit of RESPOND and its specialized services.
Additionally, one of the goals of the grant is to increase the number of people in Anne Arundel
County that are trained in Mental Health First Aid and Youth Mental Health First Aid. This
directly corresponds with Priority Area 3, Public Awareness and Education. For example, to
date, 501 Anne Arundel County Police Officers including Annapolis City Police, have been
trained in Mental Health First Aid. This has a direct impact on ensuring individuals with mental
illnesses are treated with respect and referred to the appropriate services and resources.
RESPOND is a vital program as it provides services that would otherwise not be provided by
their health insurance. Hopefully, data collection in this grant will show positive outcomes to
include increasing community engagement and mental health awareness, youth participation in
school, and decreasing inpatient psychiatric hospitalizations for youth.
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Maryland Collaboration for Homeless Enhancement Services (CHES)
The CHES Program was initiated in the second quarter of 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 institutions of learning to promote,
develop and implement EBPs, and to promote current EBP models by offering training in use
of these models to behavioral health professionals at a reasonable cost.
The CHES Team is working to implement 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 natural environment
that is commensurate with the intensity of need and consistent with the informed choice and
preferences of the individual. The target population includes adults meeting federal criteria for
chronic homelessness, and Veterans meeting federal criteria for homelessness or chronic
homelessness, and who have either a substance use disorder, a serious mental illness, or a cooccurring mental health and substance use disorder.
The goals of the CHES grant are to:
1. End chronic homelessness;
2. Address mental health and substance use disorders;
3. Increase incomes for clients;
4. Deliver and link EBP services in community and natural support and recovery services;
5. Increase collaboration and coordination of EBP services, including mental health and
substance use services, along with peer specialists, housing resources and support
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
In FY 2016, CHES Teams actively served 60 homeless County residents. There are another 50
plus individuals who have been referred to the program. A variety of medical, mental health,
employment services and resources are being utilized to serve this population in order to meet
the goals of this grant. As the number of clients increase, the CHES staff will grow to
accommodate serving them.
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In addition to the innovative service provided by the Crisis Response System, the Agency offers
a variety of services for the adult population. The Adult Aftercare Specialist is able to navigate a
variety of resources and is a key element in providing services.
Adult Services
HIGHLIGHTS
“Sam” was referred to IHIP-A in 2014 with a dual-diagnosis of Bipolar Disorder and Substance
Abuse/Alcohol Addiction. He was living in a barn for six months and had been hospitalized
several times. The team helped him obtain food, medications and dental care. They accompanied
him to medical appointments to address multiple somatic health issues, court hearings, and
weekly therapy. During the course of treatment, he engaged in treatment with a psychiatrist and
received substance use treatment. Sam entered in-patient substance use treatment and
successfully completed a 21-day program. He then transitioned to a half-way house to maintain
his sobriety. As of this writing he has obtained a part-time job and maintained his sobriety.
Adult Aftercare Specialist
Adult Services in the Public Behavioral Health System are very complex and require extensive
oversight to ensure that a range of quality services are available to our residents. The Adult
Aftercare Specialist acts in the capacity of a liaison with the State Hospitals and various other
Community Agencies and organizations to facilitate a smooth transition for consumers entering
community services. In Fiscal Year 2016, 24 individuals were transitioned from State Hospitals
into the community.
In Fiscal Year 2016, the Adult Aftercare Specialist responded to 2,114 calls from Anne Arundel
County citizens seeking resources for themselves, parents and family members, at-risk mentally
ill individuals and those with co-occurring disorders. There has also been an increase in the
number of calls with individuals in co-dependent relationships, individuals seeking treatment
centers for alcoholism and/or drug addiction, and family members seeking assistance for elderly
persons with addiction, depression and dementia problems.
The Adult Aftercare Specialist is highly skilled at defusing frustrated citizens' complaints,
identifying what services are needed, and assisting the caller to obtain those services, including
Affordable Care Act (ACA) Insurance and Medical Assistance, SSI/SSDI Outreach and
Recovery (SOAR) and Crisis Outreach, Adult Evaluation and Review Services (AERS)
evaluations, food stamps, family support groups, jail re-entry and case management. In many
cases, the worker follows-up with the caller. 350 consumers received services in the PBHS as a
result of information received from the Adult Aftercare Specialist, and many privately insured
individuals were given appropriate resources as well.
The Adult Aftercare Specialist also attends many educational events during the year in an effort
to build relationships, gain knowledge of new programs, and effectively communicate to
consumers the services that are available. The information acquired is shared with the Crisis
Response System, all providers at provider forums, and posted on the Network of Care (NOC)
website. Training for a variety of programs, including SOAR, and Mental Health First Aid was
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delivered by the Adult Aftercare Specialist to providers at their request. In this way, resources
are shared and care is effectively coordinated.
The Adult Aftercare Specialist conducts annual Satisfaction Surveys with each of the residential
programs, speaking to the consumer and preparing a statistical analysis for the state. One-third of
the consumers of each Residential Rehabilitation Program is interviewed. In Fiscal Year 2016,
an overwhelming majority of the responses were positive.
The Consumer Quality Team (CQT) of Maryland visits the Psychiatric Rehabilitation Programs
(PRP) throughout the state on a monthly basis. The CQT reports are forwarded to the AACMHA
staff member who follows-up with each program with a delineated problem(s) and assists the
provider in finding a solution for each problem identified during this process. The Adult
Aftercare Specialist attends a monthly meeting with the CQT and reports on findings and
solutions. The CQT continuously has favorable comments on the thorough research and
solutions to problems that are presented each month by the AACMHA.
An area of concern for the Adult Aftercare Specialist is a pattern with elderly callers. It has
become increasingly clear that the aging population that have children with severe mental
illnesses and substance use problems in their homes cannot continue to provide this care. Very
often, the children are in their 60s and the callers are in their 80s or 90s. Consequently, calls to
the AAACMHA for assistance are increasing in number and urgency. The difficulty in providing
long-term solutions is due to the fact that these family members have been isolated for most of
their lives. They have little, if any, behavioral health history for the AACMHA to work with in
order to get appropriate care, such as residential rehabilitation, Social Security Disability, and
food stamps. In addition, the resources are limited and this is becoming a very challenging
problem. The Agency continues to work with the Department of Aging and Disabilities and the
Department of Social Services regarding this matter, but their resources are limited as well. The
AACMHA will continue to manage as best it can with the resources available and assist the
parents to obtain needed counseling and other supports.
Another increasing source of calls for assistance is received from caregivers in the aging
community. These caregivers, who themselves are senior citizens, are no longer able to care for
loved ones with Alzheimer’s disease or a chronic behavioral health issue in their homes, but do
not have the funds needed to obtain in-home assistance or to place them in private care. The CSA
assists these callers as best they can; again, coordinating all resources within the County.
However, resources are severely limited and the options to provide assistance are very few. Most
of these calls are referred to the Department of Aging and Disabilities.
In FY 2016, there was a significant increase in calls for substance use treatment. The use of
heroin and heroin mixed with fentanyl, a deadly combination, has become a crisis in Anne
Arundel County. The CSA is committed to assisting individuals and families with choices
regarding available treatment. Since the calls for treatment are rarely initiated by the individual
who requires assistance, it must be explained to the family member that the consumer must
choose to go into treatment and cannot be forced. 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
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(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.
With the change in Medicaid’s position to redirect payments from residential detox to intensive
outpatient, the available Intensive Outpatient Programs have been inundated with requests for
services. As these programs adapt to meet the demands of this population, other issues arise
such as the lack of transportation and affordable housing, both of which are barriers to successful
treatment outcomes.
The AACMHA is continuing to partner with the Anne Arundel Medical Center’s Community
Health Center in assisting 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.
SSI/SSDI (Supplemental Security Income/Supplemental Security Disability Income)
Outreach, Access and Recovery (SOAR)
The SOAR program assists residents of Anne Arundel County who are mentally ill and cooccurring homeless through the difficult and often lengthy Supplemental Security Income (SSI)
application process. It provides these 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 Rooms or jail as
their needs to unattended and escalate to a much higher level of attention being required.
The AACMHA collects and enters data received from Case Managers into a database monthly.
The data is reported to the BHA Office of Special Needs Populations along with datasheets for
each individual. Quarterly Reports are also submitted detailing the expenditures of the funding
dollars. Annual Reports are submitted to the Substance Abuse and Mental Health Services
Administration (SAMHSA).
The program also arranges for weekly meetings of the SOAR Case Managers to assist with any
issues that may arise during the application process. The AACMHA facilitates when problems
are encountered while gathering information from individuals and acts as a liaison between the
Case Management Team and the Social Security Administration and Disability Determination
Services. The Adult Aftercare Specialist also participates in training new SOAR case workers.
An additional Case Manager was added in Anne Arundel County as SOAR services have
become more in demand.
In FY 2016, nine people received benefits, 31 applications were filed by SOAR-trained case
workers. Nine of the applications were approved, 16 were denied, five were dropped, and two
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, 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 they
were born in or which city, it comes a very time consuming and challenging process to acquire
even one document. Adding homelessness and medical problem to the scenario makes the work
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even more demanding. This program is vital to helping individuals break the cycle to obtain
needed benefits and begin the process of obtaining a stable and successful life in the community.
The database created by the AACMHA has been successful in tracking SOAR cases from
inception to decision. The Agency is developing a strategy and continues to build positive
relationships with the local SSA 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), has trained an additional Case Manager to
assist in processing the applications to fast-track these applications for benefits. This assure that
one FTE staff member is devoted to SOAR cases at all times.
Targeted Case Management
HIGHLIGHT
In FY 2016, funding for Case Management remained in the Fee-for-Services System with three
providers in Anne Arundel County. One provider serves children and adolescents and the other
two providers serve adults. The AACMHA approved a total of 128 uninsured Case Management
requests in FY 2016.
Uninsured Targeted Case Management (TCM) services exist for individuals who are homeless,
at risk of homelessness, released from jails, discharged from inpatient psychiatric hospitals, not
criminally responsible, or are being diverted from hospitals or jails. In FY 2016, funding for
Case Management remained in the Fee-for-Services System. An RFP was issued to identify
qualified service providers for Anne Arundel County, resulting in three providers being selected.
One provider serves children and adolescents and the other two providers serve adults.
The AACMHA approved a total of 128 uninsured Case Management requests in FY 2016. This
is down from 171 authorizations in FY 2015.
The number of individuals needing uninsured Case Management services has been decreasing
over the years due to Case Managers obtaining benefits and entitlements for these individuals.
Once they receive benefits and entitlements, the individuals have access to more services in the
Public Behavioral Health System (PBHS). The primary focus of the uninsured authorizations
was to obtain benefits for individuals and link them to behavioral health services.
Accessing care can be challenging for individuals as they are often not aware of the types of
services that are available through the PBHS. The Case Managers are able to connect individuals
to the necessary services and can follow up to help individuals alleviate any barriers they might
be experiencing.
Without the uninsured funding for Targeted Case Management services, individuals would have
to navigate the PBHS on their own and would need to apply for all their benefits on their own.
Frustration would keep most of this population from pursuing benefits leaving them without
necessary care. This funding is critical to assessing care quickly for the uninsured with
behavioral health disorders.
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The challenge for the uninsured that have behavioral health issues is that TCM providers are
reimbursed for a maximum of two visits a month with the expectation that the providers will
provide more visits, if needed. These individuals require considerable coordination with 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 provide 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 Social Security Income/Social Security Disability
Income Outreach and Recovery (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 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.
Consumer Support Services
Consumer Support funding is used for both adults and youth to support individual treatment
goals. Requests for services are received from clinicians and case Managers to ensure that these
individuals are linked to services within the Public Behavioral Health System (PBHS). The focus
of this funding is to support individuals in achieving their therapeutic goals. Without these funds,
individuals would not have access to needed supportive services, such as bus passes, state
identifications (IDs) for benefits, bridge medication and other customized goods and services
needed to help them achieve their treatment goals. These vital supports help keep these
individuals from requiring more intensive services and enable them to be successful in the
community.
Through participation in the Community Resource Initiative Care Team (CRICT), the Early
Childhood Community Resource Initiative Care Team (EC CRICT), and monthly provider
meetings, the Agency is able to ensure that these very complex cases for children and adults in
the PBHS have what they need to be successful in the community and prevent them from
requiring more intensive services.

Adult Consumer Support Services
Adult flexible funding is primarily used as a low-cost effort to fill the gaps in services not
addressed by other systems. For example, individuals were able to obtain birth certificates and
state IDs in order to apply for benefits and obtain housing. In addition, individuals were able to
access Handi-Cab vouchers to maintain independence and stability in the community, and to
receive assistance with security deposits in order to obtain permanent housing. A total of $66,777
was spent in this area in FY 2016. This was an increase of $15,241 from FY 2015. This change
was due to training new case management providers on the flexible funding process, requests for
interpreting services for persons with mental illness who are not covered under the deaf and hard
of hearing services grant, and funding for an increasing number of security deposit requests to
prevent homelessness.
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Below is a graph which illustrates the Consumer Support Services expenditure total for each
month and the number of individuals assisted each month.

Consumer Support Services Totals
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This funding plays an essential role in ensuring persons with mental illness are able to access
transportation to maintain their mental health services, attend therapeutic camps and activities,
and have the ability to live in stable housing and keep families together through security deposit
assistance. These items are among many others that assist the persons with mental illness in the
PBHS to continue to be successful in the community and achieve their treatment goals.
Medication Program
In FY2016, the Medication Program continued to see a significant decrease in the number of
people served. The program provided 10 adult consumers with 20 medications. However, there
was a slight increase in the number of children served, with seven children receiving a total of 10
medications. This decrease is due to several reasons: 1) more people are now enrolled in
insurance plans because of the Affordable Care Act (ACA); 2) consumers are now able to
receive Medical Assistance within 30 days of application with CSA support; and 3) although the
number of people enrolled in insurance has increased, many still do not have medical services
because of the high deductibles and copays. Often persons with severe mental illness who have
applied for insurance and are waiting for a card, are referred to the Crisis Response System to
receive stabilization services, especially if the consumer’s condition is deteriorating. Through the
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Crisis Response System, the person with mental illness is able to obtain access to psychiatric
care and bridge payments for medication. CRS funds for medication are part of the matrix funds
and are not shown the medication program.
Without the prescribed medications, these individuals would require a higher level of care.
Further, without this program the immediate needs of clients in crisis would overburden our
Emergency Departments even further and individuals would not receive their needed
medications or monitoring.

Laboratory Program
The program provided laboratory tests for only one adult consumer who had four tests.
There were no requests for Veterans for medications or laboratory tests as their care was
coordinated through the Maryland Commitment to Veterans’ Grant which is also monitored by
the AACMHA.
Although the requests for medication and laboratory tests have decreased, the need for
transportation has increased significantly. Many persons with mental illness still cannot access
their medications because they do not have transportation to a pharmacy. Public transportation is
severely limited in most areas of Anne Arundel County. The schedules for existing transportation
do not meet the needs for individuals who rely on it to get to work and to get their children to
daycare. In FY 2016, at the request of the AACMHA, the BHA allowed some medication and
laboratory funds to be redirected for transportation to enable consumers to pick up their
prescriptions from pharmacies.
The flexibility to modify the budget for this type of funding to reflect the needs of the person
with mental illness is paramount to the program’s success. This line item is especially hard to
predict as it is based on individual client needs. A prescription can range from $2.00 to
$1,000.00, depending on the type of medication needed. The same is true of transportation.
These are unique services and difficult to predict. They are customized to the individual’s need
and treatment plan.
Housing Programs
Lack of adequate and affordable housing in Anne Arundel County continues to be the number
one barrier for individuals with behavioral health issues to remain in the community and access
their treatment. Much of the funding that is received for housing has criteria that make it difficult
for homeless individuals to satisfy, i.e., lack of a criminal history and good credit report. In
addition, the lack of Section 8 and other housing subsidy vouchers and the low Fair Market Rent
(FMR) are impediments that make finding housing a challenge. The lack of reliable public
transportation is another significant barrier to finding affordable housing that works for the
population that the AACMHA serves. The combination of affordable housing and transportation
barriers make routine issues, such as keeping much needed behavioral health appointments and
the ability to maintain employment almost impossible. This will likely become even more
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problematic in the near future as the trend for SUD treatment is toward intensive outpatient
services rather than residential programs.
The following programs: Continuum of Care, Supportive Housing Opportunity
Program (SHOP), Supported Housing Developers, Housing First/Assertive Community
Treatment (ACT), and the Samaritan Housing Bonus Program are specifically designed for
adults who are currently experiencing homelessness, and are diagnosed with a severe and
persistent mental illness. These programs are either permanent, supportive housing or bridge
housing programs.
Participants who meet the criteria and are placed in housing are expected to remain in mental
health treatment (although this is not a requirement for any HUD funded program), meet with
their case managers at least twice monthly, apply for and maintain all entitlements, maintain their
housing units, engage in a meaningful daytime activity at least three times weekly, and apply
30% of their income towards their rent and utilities. Participants may choose to live anywhere in
the County provided the rental unit desired is at, or under, the Fair Market Rent (FMR) which is
adjusted yearly by Housing and Urban Development (HUD).
The following table shows the number of housing beds available in Anne Arundel County under
the above programs.
FY 16 Number of Beds/Slots
Continuum of Care
SHOP
Samaritan Housing Program
Supported Housing Developers
Residential Rehabilitation Programs
(RRP)

48
18
5
86
274

The FMR adjustments make it increasingly difficult to locate reasonable housing within Anne
Arundel County. Trying to find affordable units in desirable locations that have access to public
transportation increases the difficulty. The case managers and AACMHA staff spend a great deal
of time locating appropriate units that meet the 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 uproot 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 and market conditions. 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, which can lead to behavioral problems and a new set of
barriers.
Our Agency 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
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area of Baltimore City. Our Agency has repeatedly requested HUD to remove Anne Arundel
County from the Baltimore City catchment area to accurately reflect the landscape of rent in our
jurisdiction. AACMHA works closely with the Housing Commission of Anne Arundel County
which also advocates for this revision.
If the housing programs were to lose funding, those served would most certainly become
homeless. There are significant waiting lists at the two Anne Arundel County shelters, especially
for families and the shelters are often unwilling to serve persons with a criminal record. There is
also a lengthy wait for vouchers from the Housing Commission as their waiting list for housing
is in the thousands. Those families who have no family or friend support often end up on the
streets. It is very difficult to maintain mental health treatment and sobriety when homeless.
Naturally, there is an increased cost to the local support systems and legal systems when
homelessness occurs. The County would significantly benefit from the availability of more
affordable housing. The AACMHA 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.
Due to the increasing demand, it has become evident that there needs to be a system for
attracting responsive landlords who will accept housing vouchers. It has also become
increasingly evident of the need to develop an incentive for those individuals who are positively
using the housing program for self-development. This incentive is 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. However, through Maryland’s Employed Individuals with Disabilities (EID) Program,
these individuals will not lose their valuable medical assistance benefit. The CSA Care
Coordinators make sure these individuals are made aware and take advantage of the EID
Program when appropriate.
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.
The 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. Some of the participants are still
substance users when they enter the program since they do not have to be in treatment before
placed in housing. Although there has been a significant change in the population needing
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,
when a homeless person is in a residence, he/she will return to the streets for periods of time
before feeling comfortable enough to stay in housing full-time. These individuals are in a
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continued 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 service.
As the AACMHA moves forward with the Housing First model, it is expected that there will be
additional challenges. 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
person with mental illness-driven, recovery-focused model using motivational interviewing and
other evidence-based practices with a goal of assisting consumers to become independent.
The AACMHA 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 and other Federal funds as those
programs typically require an extraordinary amount of documentation.

Continuum of Care (CoC)
Continuum of Care, a federally-funded housing program, subsidizes housing for 21 single adults
and 12 families for a total of 48 people. This is an increase of two additional units for FY 2016.
Six participants left the program in FY 2016 and are living with either family or friends. None of
the individuals who left the program have continued with support services. However, when
someone leaves the program, the rental unit has to remain vacant, i.e., on hold, for 90 days, in
case the person(s) decides to return even though there is no contact with the Case Manager.
During this time, the program will not permit payment on a vacant unit so the expense is lost to
the grant creating a surplus. As a result, individuals who have been through the clearance
process must wait a lengthy period of time before they can be placed in housing. This rule has a
significant impact on the program budget. The three month rent “loss” is potentially lost to the
system as HUD views any surplus as unnecessary funding.
CoC is funded according to the number of approved units for 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.
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 consumers and their families who are
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homeless. The Fiscal Year 2016 grant provided funding for eight families, including 12 adults
and 12 children. Although this is a permanent housing project, there is generally some
fluctuation in housing situations. However, Fiscal Year 2016 was very stable and without
movement in the SHOP program.
Supported Housing Developers (SHD), Inc.
Supported Housing Developers (SHD) continues to be a critical component in the County’s
housing continuum. SHD provided permanent supported housing to individuals with behavioral
health disorders who can live independently in the community. SHD tenants are able to receive
services at the provider of their choosing. Each unit receives a Section 8 community choice
voucher. SHD has units in both the Glen Burnie and Annapolis areas allowing for tenants to live
in the area of their choosing. The SHD program supports the Anne Arundel County Mental
Health Agency FY 2016 Strategic Plan in the priority area of Recovery Supports. By providing
advocacy and developing additional affordable housing units for individuals who have a serious
mental illness and who may be homeless or at imminent risk of homelessness, SHD continues to
foster an individual’s recovery process. SHD further supports the Recovery Supports priority
area by providing permanent supported housing to individuals who no longer need the intensity
of Residential Rehabilitation Programs (RRP).
In FY 2016, SHD purchased a three-bedroom single family home and submitted a bond
application to purchase an additional five single bedroom units. SHD currently has five, one
bedroom units, 38 two bedroom units and one three-bedroom unit. A total of 63 tenants are
currently renting from SHD and an additional four individuals are pending placement. In FY
2016, there were 17 new applications received for SHD housing.
The individuals currently in the SHD program are participating in a variety of mental health
programs, including Targeted Case Management (TCM), Psychiatric Rehabilitation Programs
(PRP), Supported Employment Programs (SEP) and outpatient mental health therapy.
Supported Housing Developers provides housing to a vulnerable population who, due to stigma,
have historically been excluded from the housing market. This program continues to expand in
order to provide affordable and safe housing units to more individuals.
Without this program it would be very difficult to discharge this fragile population from their
residential programs. Individuals placed in SHD units are able to live independently in the
community with minimal support. The demand for this type of housing continues to be high
based on waiting lists, number of referrals, and the interest shown by the increased number of
calls received by the AACMHA from persons with mental illness in need of housing.

Residential Rehabilitation Program (RRP)
The AACMHA is responsible for the oversight of the Residential Rehabilitation Program (RRP)
wait list for Anne Arundel County. RRP’s assist in stepping down individuals from the State
Psychiatric Hospitals and community hospitals, and assist individuals that are homeless with a
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serious mental illness, and individuals in the community with serious mental illnesses that need a
higher level of care. RRP’s provide support to adults, ages 18 and older, who have a serious and
persistent mental illness and are in need of psychiatric rehabilitation in a supervised setting.
While in a RRP, individuals are expected to attend a Psychiatric Day Program, work or
volunteer. RRP staff work on teaching the residents life skills, including medication
management, cleaning, financial budgeting as well as linking them to outpatient mental health
and substance use services. There are two levels of care within a RRP- General and Intensive.
The General Level provides a minimum of three contacts per individuals a week, whereas the
Intensive Level provides a minimum of forty hours of staff onsite per week. In order to qualify
for a RRP, the applicant must have a serious mental illness that falls under the Priority
Population Diagnoses that are determined by the Behavioral Health Administration (BHA). The
RRP’s are embedded within the community in single family homes, townhouses or apartments.
Anne Arundel 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 beds that the Agency developed in conjunction with BHA for
individuals who are extremely difficult to place and are being discharged from a State
Psychiatric Hospital.
The RRPs are a scarce resource limited to individuals with serious and persistent mental
illnesses. In Anne Arundel County, the wait list for in-County residents for FY 2016 averaged 87
applicants; however, the wait list as a whole, including out of County State Hospital individuals,
as well as out of County community applicants, averages 176. The AACMHA acts as a liaison
with the BHA, Beacon Health Options and RRP providers. The wait list is based on the BHA
priorities, which include, by level of priority, individuals discharging from one of the five State
Psychiatric Facilities, 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 illustrating the number of new applications received, the number of individuals
placed, and discharged from a RRP and the number of individuals on the wait list for FY 2016 in
Anne Arundel County.
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Applications
Received
Number of
Individuals
Placed
Number of
State
Hospital
Individuals
Placed
Number of
individuals
discharged
Number of
individuals
on the wait
list

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

June

Totals
for
FY
2016

27

20

24

20

18

21

13

24

28

18

15

23

251

21

4

2

1

4

3

5

3

1

4

5

7

4

43

4

1

0

1

3

1

2

1

0

3

4

3

4

23

2

1

4

3

0

2

4

3

7

3

6

4

4

41

3

159

160

164

162

162

174

163

184

199

199

199

188

2113

176

Average
per
month

With less than 1% of individuals discharging from the RRPs each month 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
RRP’s than the current system can provide. Due to the high volume of individuals from State
Psychiatric Hospitals being placed, the number of individuals from the community being placed
has decreased. This in turn may cause community individuals to become at risk of frequent
psychiatric hospitalizations. The last six placements in FY 2016 were all individuals from the
State Psychiatric Hospitals and it is anticipated that this will continue to be the trend into FY
2017.
The RRP’s continue to be a critical part of the services provided to individuals with serious
mental illnesses in Anne Arundel County. Many individuals thrive under the structure and
support that comes with a RRP with the goal of discharging to a lower level of care, whether it is
back with family, supportive housing or independent housing. The RRPs help individuals learn
the skills needed to be successful after discharge.
Hospital Discharge Initiative
In FY 14 - 15, six special needs consumers who were denied placement in a Residential
Rehabilitation Program (RRP), were transitioned from the 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 consumers transitioned successfully into their respective
programs with Plans of Care coordinated and approved by the AACMHA. These patientcentered, individualized plans are critical to the success of placing persons with very complex
needs into the community.
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Each year the program is reviewed and the provider and consumers are interviewed about their
progress in the program and recommended improvements to the service. Feedback is provided to
the provider and the consumer, if needed.
It is important that funding for these RRP programs enable continued 24/7 supervision and
supports for these consumers that would otherwise be hospitalized and unable to progress in their
recovery. Transition to less intensive services could not take place and be sustained unless this
type of placement is available in the community. It is noteworthy that although 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 care needed if these services were unavailable.
VESTA Patient Specific Residential Rehabilitation Program (RRP)
VESTA’s RRP transitioned three male consumers 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 consumers participate in individual and group activities, including meal
planning and preparation, going on recreational outings, and vocational training, as well as
making plans for eventually transitioning from the program.
The VESTA residence is located in Anne Arundel County where programs, clinical services, and
other activities of interest to persons with mental illness are available. One of the consumers is
working on transitioning from the program to independent living. Progress on his transition will
be documented to assist in transitioning other persons with mental illness. Another consumer 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 consumer was referred from the
hospital and has moved into the program.
To date, consumers have reported satisfaction with their progress and plan to pursue
opportunities by improving their physical health with exercise, participating in grocery shopping
and meal planning, and other activities that support recovery.
Volunteers of America (VOA) Patient Specific Residential Rehabilitation Program
VOA’s RRP transitioned three male patients from Spring Grove Hospital to their Baltimore City
program. These consumers require 24/7 supervision due to behaviors that have increased the
likelihood of relapse, hospitalization or possible legal involvement. These consumers are
working on individual treatment goals which have included exercising, weight loss, and
exploring community activities as well as socialization. They participate in house chores, meal
planning and activities, such as movies, and attending baseball games.
During the year, these individuals were interviewed to determine if their current Plan of Care
was working with their daily activities and their short/long term goals. All of them were
attending dual-diagnosed groups, Narcotics Anonymous or Alcoholics Anonymous meetings and
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were looking for employment. All of the participants were satisfied with their programs and
planned to continue to work on their goals.
Another individual, who was transitioning out of the State Hospital, was placed in a vacancy in
Baltimore City in the beginning of FY 2016.
If this program was not funded, the individuals currently in the program would have to return to
the State Hospital as they are in 24/7 monitored programs with staff-monitored activities,
including shopping, individual therapy, transportation, skill-building and adherence to the
forensic conditions of their Not Criminally Responsible (NCR) release papers. Besides
promoting wellness and recovery, the cost of these individuals to the State is less than a third of
what it would cost to care for them in a State Hospital which is a more restricted and would be an
inappropriate level of care for these individuals.
Samaritan Housing Bonus
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. Funding
for this program is through the Arundel Community Development Services (ACDS) and the
funding received is primarily for bed capacity. There was a slight increase in the amount of
rental subsidy in FY 2016; however, the increase was not enough to house another person. The
additional funds did help to bridge the gap for Fair Market Value rents which is a persistent
problem in our jurisdiction.
Housing Support Services/Training
Tenant Training was provided to residents moving into HUD 811 and Weinberg Units in Anne
Arundel County at Berger Square in Odenton, MD as well as throughout the state. Promoted by
the AACMHA, the training provides a handbook for the tenant to utilize worksheets to develop a
budget, document paperwork for rental applications, including Maryland IDs, Social Security
cards, birth certificates and other necessary documentation for verification, and tips for how to be
a good neighbor. Additionally, information is provided about tenant rights and responsibilities
as well as other resources that assist in maintaining tenancy.
Tenant Training was ongoing throughout Fiscal Year 2016 and has been given to providers and
case managers as well as tenants moving into supportive and independent housing in the
community. The result of this continued education is an increased number of issues that these
individuals are able to manage on their own. It has also resulted in improved relationships with
landlords which in turn increases the pool of available housing to the individuals we support.
Through the Maryland Partnership for Affordable Housing (MPAH) training was provided to
Anne Arundel County providers and case managers, as well as other providers throughout the
state, on moving in concerns. Special attention was focused on tenants and their needs during the
first 90 days of occupancy (especially for residents moving into HUD811 units). Additional
training is planned as new project based units become available in Maryland. MPAH and the
AACMHA is working to sustain tenancy in all of the housing programs and special funding
projects.
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Ongoing Tenant Training with providers, case managers and clients will continue in Anne
Arundel County and throughout the state as residents move into housing and need services to
transition, locate, move in and sustain tenancy.
Homeless ID Project
HIGHLIGHTS
In FY 2016, 190 clients were served in Anne Arundel County, an increase of 79% from FY 2015.
Four clients were served in Prince George's County and three in Charles County. St. Mary’s and
Calvert Counties had no participants. 202 birth certificates and 35 IDs were purchased for Anne
Arundel County residents. The vast majority of the birth certificates were purchased through the
AACMHA’s presence at Homeless Resource Day in March 2016.
The Homeless ID Project is funded through the Behavioral Health Administration, Office of
Special Needs Population. This is a Five-County project with AACMHA as the lead agency. The
funding provided is used to purchase state IDs and birth certificates for people with a behavioral
health diagnosis who are currently experiencing homelessness. Minor children of those
qualifying for the program may also receive identifying documents. The goal is to remove this
barrier and allow individuals to apply for needed benefits for which they qualify.
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 the program 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 complete applications for eligibility to entitlement programs.
Child Services
HIGHLIGHTS
Flexible funding for children and adolescents was used for 117 youth which is an increase of 18
youth from FY 2015. Services were authorized for a variety of prosocial activities during the
year that would not have been available without this funding. These activities included
therapeutic camps, transportation, clothing, driver’s education, swim lessons and adaptive
sports. These activities assisted youth in building social skills as well as self-confidence as the
youth work toward their treatment goals. A total of $42,728 was spent in this area, which was an
increase of $14,803 from FY 2015.
Children's Aftercare Specialist
The CSA funds a full-time Child and Adolescent (C & A) Specialist to provide information and
referral services to anyone who calls seeking assistance for children up to the age of 18. The C &
A Specialist has extensive experience navigating the County's Continuum of Care and the
complex system of C & A services. In FY 2016, 1089 calls were received by the C & A
Specialist and 1,241 children were served. In addition, Case Management services were provided
for 23 children who were placed in Residential Treatment Centers (RTCs). The AACMHA
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continues to receive Department of Social Services (DSS) cases that were transferred and/or
denied VPA (Voluntary Placement Act). The AACMHA becomes the Case Management
provider for these cases.
The children's Mental Health System can be challenging for families to navigate. Many parents
who call for support often note the favorable experience they have with service coordination
offered through the AACMHA. This position is vital to families to obtain resources and referrals
and connect to providers to obtain services. Without the Aftercare Worker, families would not
receive the care they need and the individuals needing care would likely deteriorate. This service
helps maintain the family unit by stabilizing the situation(s), assisting with access to care and
preventing out of home placements for the children.

In FY 2016, the Aftercare Worker organized a holiday event for the children in the RTCs. Each
child received a $50 gift card and the children enjoyed a holiday luncheon with their parents. The
parents enjoyed sharing information about resources and talking with other parents. The parents
also completed a satisfaction survey and the results showed 100% satisfaction with the services
provided.
All possible behavioral health services are exhausted before a child is placed in the highest level
of care at an RTC. The Aftercare Specialist works closely with the families during the child’s
stay and a plan is created for discharge and return home so that transition to the community is
successful.
Transition Age Youth (TAY) Program
The TAY Program serves youth between the ages of 18 and 25. In FY 2016, the Transition Age
Youth (TAY) Program was transitioned to a new provider, the Chesapeake Center for Youth
Development. As the transition was made from the previous provider, several youth did not want
to transition, and chose to continue Case Management services with the previous provider.
18 youth were enrolled in the TAY Program. Four of the participants graduated from High
School and one dropped out of school in his senior year and worked full-time in competitive
employment. One youth was incarcerated but managed to stay in touch with his Case manager.
Upon release, he began the process to be readmitted to the Program.
Currently there are two youth enrolled in Universities, three youth are taking courses at the
Community College, one youth is at the Providence Center, one youth is enrolled in a vocational
school, and the rest of the youths, 11, are actively, competitively employed.
Without this Program many of these children would go into the adult Public Behavioral Health
System and become high-cost users. They would transition into adulthood without the skills
needed to become financially independent and unable to pay for many of their needs. It is a
remarkable achievement to have such a positive effect and a lifelong positive outcome for these
youth, notwithstanding the financial savings to the Public Behavioral Health System.
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Children and Adolescents (C&A) Consumer Support Services
As a noted highlight, funding for children and adolescents was used for 117 youth which is an
increase of 18 youth. Services were authorized for a variety of prosocial activities during the year
that would not have been available without this funding. These activities included therapeutic
camps, transportation, clothing, driver’s education, swim lessons and adaptive sports. These
activities assisted youth in building social skills as well as self-confidence as they youth work
toward their treatment goals. A total of $42,728 was spent in this area, which was an increase of
$14,803 from FY 2015. This change was due to an effort to engage more youth in services, as
well as, partnering with various community providers.
The Child and Adolescent Support Services funding is relatively low-cost but provides a huge
return for these consumers as they work toward achieving their treatment goals. Providing these
services is vital to both an individual’s recovery and assuring proper use of essential resources.
This is an area that demands local involvement and oversight as each case is unique. This is not
an area of support that could be managed at the State level. Without this support, these
individuals often deteriorate and present to an Emergency Department or require out of home
placements.
Waxter Children's Center
In Fiscal Year 2016, the AAMCHA again contracted with the Department of Juvenile Services to
provide therapeutic services at the Waxter Children’s Center. A senior level clinician, LCSW-C,
provided 859 hours of clinical services to the Waxter Center’s residential population. This
included conducting biopsychosocial interviews with youth admitted to the program and
providing weekly individual therapy sessions. The clinician was also responsible for providing
supervision to social workers and providing coverage on weekends.
In December 2015, the contract was modified to include an additional LCSW-C. A second
clinician was hired as a consultant and provided 408 hours of clinical services to the youth at the
Center from December through June 30, 2016.
This program is another example of the goal of the AACMHA to identify gaps in service and
introduce programs to fill these gaps through its partnerships with the County and other agencies
statewide due to the unique ability of the Agency as a not-for-profit organization.

Functional Family Therapy (FFT)
In FY 2016, the Department of Juvenile Services (DJS) again funded therapeutic services provided
to DJS-involved youth, ages 10 through 18, and their families using the evidence-based practice,
Functional Family Therapy (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 108 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
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20 years. Implementing Functional Family Therapy requires intensive, ongoing training and
supervision by the program founders (FFT LLC) and rigorous adherence to the model by the
implementing agency. All Anne Arundel County FFT data is entered each month into a statewide
database maintained by Maryland DJS, as well as entered into a national FFT database, maintained
by FFT LLC National.
FFT services continue to be provided by the Center for Children whose office is co-located with
DJS in their Annapolis office. The youth served were adjudicated delinquents 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.

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 Functional Family Therapy are to prevent recidivism and 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 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;
 Have the capability to participate in a cognitive behavioral intervention.
Youth who tend to act out and/or engage in delinquent behavior because of familial issues are
accepted into the program (e.g., negative family interactions, poor communication skills, and lack
of problem-solving skills).
An analysis of the FY 16 data yields the following:
 78% of youth remain in their homes following treatment;
 96% of youth are in school and/or are working;
 98% of youth have had no new arrests during treatment
As the success of FFT has become known in the community, the Anne Arundel County Department
of Social Services (DSS) has negotiated and implemented a plan with the Center for Children
(CFC) and DJS to purchase FFT services for a small sample of DSS-involved youth in FY 17. The
AACMHA will provide and monitor this contract on behalf of the DSS. Extending this treatment
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program to youth outside of DJS supervision may well result in a decrease in referrals to DJS
Intake, another positive outcome.
If funding were to be eliminated by MD DJS, approximately 100 Anne Arundel youth and their
families would likely not receive any therapeutic services. The needs of these families are complex
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 healthier way, and parents/caregivers who are better able to parent and
cope with the youth and their behaviors. Such “outcome-focused” services although limited in
Anne Arundel County, are proven to be highly effective.
The services provided by this grant are essential for the effective treatment of delinquent youth
in Anne Arundel County. In addition to youth who become involved with the legal system, these
services are essential to the children who experience severe trauma and are at-risk for, or are
experiencing, depression and other serious mental illnesses. The County is lucky to have this
service in its continuum to meet the unique needs of these youth.
Deaf and Hard of Hearing Program
HIGHLIGHTS
In FY 2016, the Signing Program for the Deaf and Hard of Hearing served 161 clients in the
Partial Rehabilitation Program (PRP). The satisfaction surveys conducted in 2016 reveal a high
level of satisfaction among the deaf persons with mental illness.
Arundel Lodge continues to be the primary service provider for individuals in need of mental
health services who are deaf or hard of hearing in Anne Arundel County. Arundel Lodge is
responsible for initiating ties with the local deaf community in the County and assist these
individuals to increase their social network.
The signing program has significantly enhanced services for clients at Arundel Lodge. The
interpreters have been able to provide services in many situations, including staff meetings,
individual rehabilitation planning meetings for clients, community meetings, medical
appointments, and trainings. Additionally, interpreters provide services for clients during
appointments with the psychiatrist for medication management. This service has provided a more
inclusive environment for clients who are hard of hearing or deaf with staff and other hearing
clients.
Although the demand for these services has increased, funding has remained static since the
grant began. The addition of interns at Arundel Lodge continues to improve the program.
Through the use of a day program staff member who is fluent in American Sign Language, plus
an additional interpreter who is available for 40 hours a week, clients who are hard of hearing or
deaf were able to actively participate in the Arundel Lodge Day Program’s educational classes
and trainings, local outings, and planned community events. Better communications through the
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use of interpreters and hearing employees who sign has allowed clients who are hard of hearing
or deaf to realize that they share many of the same problems as hearing persons. This realization
makes them feel more empowered by giving them a voice. It provides persons with mental
illness a sense of community and makes them feel that their needs are considered with the same
intensity as those without this additional impairment. The AACMHA also provides interpreter
services on an ad-hoc basis to providers/therapists requesting assistance in special situations as
described above.
Medical Services at Arundel Lodge
The BHA and the AACMHA recognize the importance of medical supports for medically frail
individuals with mental illness, many of whom live in Residential Rehabilitation Program (RRP)
housing. Arundel Lodge, in cooperation with the AACMHA, has developed Geriatric Homes for
their medically-compromised population. Funding continues for a part-time (.5 FTE) registered
nurse and a part-time (.5 FTE) rehabilitation/ somatic liaison specialist. Services have continued
for the 24 consumers in this Geriatric Group Program. This program is extremely successful in
supporting members of the Medically Compromised Mentally Ill group to function at their
highest potential outside hospital and nursing home settings. The demographics of our
consumers indicate that many are aging in the RRPs; consequently, the need for additional
somatic support is expected to increase.
In FY 2016 the CSA grant provided 884 nursing hours to this fragile population which has
serious mental health diagnoses along with complex medical conditions, such as cancer,
hypertension, cardiovascular diseases, etc. In addition, 2,290 hours of rehabilitation supported
the program. Without these supports, hospitalization with its high per diem rate would be
inevitable for these patients. Arundel Lodge staff also partner with the Department of Aging and
Disabilities to access other community services for which these individuals might be eligible to
receive.
As a Health Home, Arundel Lodge has additional capability to address the increased medical
needs for the people with mental illness residing in RRPs. The AACMHA has continued to
encourage RRP, PRP, and ACT providers to apply to become Health Homes. To date, People
Encouraging People (PEP), Partnership Development Group (PDG), Vesta, and
Psychotherapeutic Services (PTS) have been certified as Health Homes. Omni House has applied
for certification and this application is currently under review. Once Omni House is certified, all
the RRPs in Anne Arundel County will be Health Homes.
By becoming a Health Home these providers are able to offer enhanced services and supports for
consumers with serious and persistent behavioral and somatic health issues. Health Homes allow
behavioral health providers to augment their existing services by providing a whole-person
approach to addressing their behavioral, somatic, and social needs.

Spanish-Speaking Psychiatrist
HIGHLIGHTS
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In FY 2016, a Spanish-speaking psychiatrist provided approximately 238 hours of service at the
Arundel Lodge Outpatient Mental Health Clinic in Annapolis, Maryland funded by a special
grant through the AACMHA.
The hours available are far less than the need requires but cost and scarcity of medical personnel
continues to be a problem. A FY2016 review of patient records indicates that an average of 4850 patients are scheduled for the available hours each month, of which 10-12 are new patients.
The psychiatrist works well beyond his reimbursed hours. This psychiatrist is available by phone
to the medical staff for consultation, when necessary. He continues to be the only Spanishspeaking psychiatrist available to the Hispanic uninsured population in our system in Anne
Arundel County. A poll of other providers in the County indicates that this systemic problem is
becoming increasingly difficult to manage with the high numbers of Hispanic consumers needing
care and who are uninsured.
Evidence-Based Practice (EBP) for Supported Employment
Partnership Development Group (PDG), Arundel Lodge, and Humanim are three Anne Arundel
County EBP Providers for Supported Employment. This service is funded via Fee-for-Service
(FFS). The AACMHA authorizes the services through Beacon Health Systems and they retain
the data regarding the number of persons served, those obtaining employment, and the length of
employment.
The AACMHA is committed to assisting consumers with behavioral health issues find
employment that contributes to their well-being. This service continues 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 very supportive as this
valued service is a key to resiliency and recovery for those we serve.
Veterans Mental Health
In FY 2016, the AACMHA, in conjunction with Anne Arundel County Department of Health,
provided services that included evaluation, therapy, and medical management to veterans.
Funding was provided through a grant from the Anne Arundel County Department of Health to
enable veterans to receive ongoing mental health treatment in the communities in which they
live. These funds are intended to be bridge funds to provide behavioral health treatment for up to
eight visits until long-term treatment is arranged. In certain instances, a greater number of
services to each veteran may be provided.

In FY 2016, thirteen veterans were served under this Agreement in Anne Arundel County (see
the following table).
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Veterans' Services
No. of veterans served
No. of psychiatric evaluations
No. of urgent care stabilization plans
No. of mental health therapy sessions

13
2
2
2

Often, due to the sensitive nature of the military culture and stigma concerns, veterans are
unwilling to seek treatment in the military system. Also, the veterans build a rapport with their
therapists and are reluctant to change therapists. These funds encourage veterans to become
engaged in treatment without fear of repercussion.
Co-Occurring Services
In FY 2016, the AACMHA, in conjunction with the Anne Arundel County Department of Health
and the Criminal Justice Coordinating Council (CJCC), linked 99 County residents to acute
mental health treatment. The program provides psychiatric evaluations, mental health therapy,
medication management and other supports to County residents who were uninsured, struggled
with mental illness and/or substance use, and were at high risk of hospitalization or incarceration.
The following table is a summary of services for FY16.
Co-Occurring Services
No. of co-occurring consumers serviced

369

No. of crisis stabilization plans

84

No. of psychiatric evaluations
No. of medication management visits

13
5

No. receiving supervised housing while in PHP

5

Detox events

8 uninsured consumers

No. of filled prescriptions

86

No. in crisis beds

7

No. of mental health therapy sessions

9

No. of transports

779

Nearly 100% of participants who received services had been in, or were involved with some type
of behavior that appreciably increased the likelihood of the individual being incarcerated and
ending up in the justice system. The program has provided a significant decrease in
arrests/convictions of participants. This is likely due to efforts to identify problems and provide
early interventions. For many of these persons with mental illness, receiving co-occurring
treatment through this program was the first time they had been diagnosed and the first time they
had received psychotropic medication. The program saw a decrease in recidivism and
hospitalizations among those who received treatment.
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Unfortunately, there are limited treatment facilities available for individuals with co-occurring
disorders. As the state continues its progress toward integrating substance use disorder treatment
and mental health treatment, the AACMHA is also committed to increasing its efforts with
regard to integrating services. Promoting the enhancement of services to include co-occurring
capability with our providers is one of the ways the AACMHA is working toward this goal.
The AACMHA continues to be a leader in developing co-occurring education and treatment. The
Agency has developed an organization of County Mental Health and Substance Use providers
who meet monthly. This group has grown from five regular attendees to 16 members comprised
of representatives from the following: the University of Maryland, the Anne Arundel County
Community College, the Department of Health and Mental Hygiene, the Maryland Courts, the
Anne Arundel County Detention Center, the Anne Arundel County Department of Health, the
Anne Arundel Medical Center, the Baltimore Washington Medical Center, and many others.
Network of Care
The AACMHA serves as the contract monitor and liaison for the Network of Care statewide for
both the Behavioral Health and Veterans' websites. The Agency continually monitors both the
Veterans and Behavioral Health sites for usage. In FY 2016, the usage of the site remained static
statewide and locally. This is due to several factors: The vendor, Trilogy, redesigned the site in
FY 2015 and the feedback is mixed. Consumers express that they are unable to find information
as easily as the previous version. It is difficult for CSAs to maintain the provider listings because
of the constant changes within the provider network. Increased demands on the CSA staffs limit
the amount of time they can devote to maintenance of the provider network online. Funding for
marketing the site is also unavailable. When marketing materials and training are provided, the
usage naturally increases. The CSA continues to market the site at community outreach and other
events to the extent possible.
Trauma, Addictions Mental Health and Recovery (TAMAR) Program
The AACMHA provides 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 audit results were
satisfactory and the Detention Center staff is pleased with this service.
A provider, under contract to the AACMHA, provides a licensed mental health professional in
the ORDC to screen, assess, and provide individual group therapy to female inmates who have
issues related to trauma, mental health, addictions and recovery.
In FY 2016, 86 assessments were completed at the ORDC. This is an average of seven
assessments per month. Additionally, an average of 33 persons per month were seen for
individual and/or group therapy. An average of one group session per week was provided by a
full-time licensed clinician.
The continued reduction in census at both facilities has affected the number of services provided.
For example, often there were not enough women at the Ordnance Road Correctional Center for
two group sessions per week, or, due to safety concerns, women were not allowed to attend their
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TAMAR program. All the women who expressed interest in participating in the TAMAR
program received treatment and support.
Individuals in the TAMAR program participated in formulating their Aftercare Plans and were
offered case management services. Follow-up (aftercare support groups) was provided by the
TAMAR clinician and the Case Manager once participants were released from the ORDC.
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 FY16, there were 4,022
referrals to behavioral health. This is an average of 335 referrals each month that required
review, triage, and assessment by clinicians. A total of 1,127 behavioral health assessments were
completed. This is 142 less that in FY 2015 due to the continued reduction in the census at both
facilities. Of those assessed, 147 were referred for case management services in the community.
Behavioral health assessments and referrals to case management were higher than the grant
expectations.
The AACMHA provided consultant staff to monitor weekly behavioral health meetings at both
detention facilities. The consultant completed an audit record review quarterly to ensure
continuity of services provided and attended Quarterly Mental Health audit meetings at the
Jennifer Road Detention Center facility. There has been continued steady improvement in the
services provided and in the collaboration with other providers at both facilities.
During FY 2016, the Mental Health Director at the Jennifer Road Detention Center (JRDC)
modified the Behavioral Health Unit so the Behavioral Health Team could provide more crisis
stabilization and treatment services. The result was a dramatic increase in the average daily
census on the Unit from ten to twelve individuals being treated to 18 to 20 individuals treated
weekly. Consistently there has been an average of 20 inmates per month.
Without the jail programs, the persons incarcerated at the detention facilities who are
experiencing behavioral health issues would not be assessed, treated or provided resources. This
would lead to an increase in serious incidents at the detention centers, possible increases in
attempted and/or completed suicides, increases in recidivism, an increase in substance use, and
an increase in general disease as individuals experience an increase in symptoms of mental
illness and a sense of hopelessness that leads to a “nothing to lose” attitude. There would also be
a lack of referrals to supports in the communities upon release. This, in turn, would lead to an
increase in homelessness and an increased utilization of the hospitals' Emergency Departments.
The clinicians at both the TAMAR and Mental Health Jail Programs agree that services would be
significantly enhanced by the creation of a women's behavioral health unit at the detention
facilities and the availability of additional substance use treatment groups.
Behavioral health care in the Detention Centers would be enhanced by the addition of at least
one clinician who could provide treatment to those men and women in the general population
who would benefit from treatment but do not meet the criteria of those with the most serious
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mental health symptoms. The additional clinician would provide treatment for inmates with
substance use disorders as well as mental illness. The addition of a clinician would facilitate
responding to individuals in the general population in a timely manner and would also provide
coverage when other clinicians are not present in the facility. The current lack of clinical
resources forces prioritization of those inmates with the most serious behavioral health problems
leaving many to cope with their symptoms without support or resources.
Case Management services for individuals in the Detention Centers were provided by
Partnership Development Group (PDG). They provided one full-time Case Manager to service
both the Jail TAMAR Program and the Mental Health Jail Program. The Case Manager divided
time between facilities, assessing and providing 650 visits/sessions, resulting in an average of 42
persons per month. Most of the inmates assessed were provided with resources based on their
identified needs. At a minimum, all of the inmates were provided with extensive resource lists.
The Case Manager and at least one clinician working with the Mental Health Jail Program attend
the quarterly re-entry fairs at the Ordnance Road Detention Center. This gives inmates who may
not have been referred for mental health services an opportunity to learn of various resources
available in their communities.
Funding for one additional Case Manager would allow more inmates to be connected to
community resources and services. Currently, there is a lack of available clinical time and only
the most difficult cases are able to be supported. The clinician is unable to provide behavioral
health services to all inmates who could benefit from group and individual therapy.
An alternative to an additional Case Manager would be to pursue a partnership with the
Department of Social Services to have a case worker assigned to the jail to begin the eligibility
process so that, upon release, there is minimal delay for eligible inmates to receive benefits.
Crownsville Hospital Community Project — Patient Specific
These Crownsville funds are used to place persons with severe mental illness that have been
denied placement, or are inappropriate for, Residential Rehabilitation Program (RRP) facilities
with intensive, individualized supports. In FY 2016, a total of 27 individuals were served which
is twice as many as FY 2015.
These individuals have very intense needs for additional support that are not available through
traditional funding mechanisms such as insurance and various grant programs. The needs are
unique and must be customized to the individuals to assure success for their safety and often of
the community. The State BHA has been very supportive with providing the funding to fill these
gaps.
The funding for these programs has made it possible for many individuals over the years to
leave state hospitals and remain safely in the community. Many have gotten jobs and, with
the added supports, are able to live normal, productive lives. One of the biggest fears is
the loss of medical assistance benefits, if they become employed. Without Medical
Assistance (MA), these persons could not afford their medications or medical
appointments. The State, recognizing this problem, established the Employed Individuals
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with Disabilities (EID) Program permitting persons with disabilities the opportunity to
work and retain their MA. The savings are significant and the Agency is proud of the
program and its progress.
Patients in this program are monitored through monthly progress reports, routine calls and
on-site annual satisfaction surveys. Satisfaction surveys from the patients in the program
indicated that 79% were satisfied with their placements. Without these funds, these
persons with mental illness would remain in State Hospitals. This would be very costly to
the State and not the most appropriate level of care. The CSA is currently in the process of
working with the providers to develop additional capacity for this population.
NeuroRestorative Virginia
In FY 2016, one individual continued successful placement in this Virginia hospital. The
patient has a severe and complex medical consumer with mental illness has an Anoxic Brain
Injury and somatic issues. She continues to need 24/7 care and support to perform her daily
living activities. She cannot speak, which results in her having a high level of anxiety. This
person frequently flees the facility, gets into parked cars, steals keys to get at food, is
medically compliant only when food is offered, and is combative while working with the
speech pathologist. The CSA, in conjunction with the BHA, is trying to obtain a Brain Injury
Waiver for this individual so that she can be moved to Maryland where her family resides
and she will have their support.
This placement provides medical, mental health, and related auxiliary services, such as
speech and rehabilitation therapies in one central location. If funding was not available to
maintain this patient in a treatment facility, it would be extremely difficult to duplicate a
treatment plan because of the complications caused by her medical issues. The Agency
continues to monitor this program and her treatment plan.
On Our Own of Anne Arundel County
On Our Own (OOO) of Anne Arundel County Wellness and Recovery Center is a nonprofit, self-help, community-based organization that serves persons with mental illness and
addictions who are living in the community and actively pursuing recovery. Consumers
receive an array of services that include information about their illness, medications,
housing and employment assistance, and advocacy assistance. Consumers also receive
assistance in researching benefits and other public entitlements. On Our Own of Anne
Arundel County served 162 consumers in their recovery efforts in FY 2016. The Wellness
and Recovery Center was open for 1,758 hours in FY 2016. The program continues to
have a regular attendance of approximately 14 people at every support group. This is the
only consumer-run program of its kind in Anne Arundel County. It is a social outlet, a
support system, and an educational and resource center that provides a sense of
community for the consumers in the program.
On Our Own is successfully combining recovery services for co-occurring disorders. A
peer support addictions staff member provided targeted peer support to those in the
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addiction community, including reaching out to addiction recovery programs and
Alcoholics/Narcotics Anonymous within the County.
The AACMHA is proving additional funding from the Anne Arundel County Department
of Health to On Our Own to employ a .5 FTE staff member trained in both mental health
and addictions. This has resulted in an increase in the number of dually-diagnosed
members attending the support groups. As a result of intensive networking with substance
use disorder provider programs, an integrated programming schedule is now successfully
in place. It has been a rewarding partnership and has contributed to the increase in
available hours of operation and the quality of the groups offered at the Center. The
AACMHA is seeking ways to expand this valuable program as one of its efforts toward
integration.
WRAP (Wellness Recovery Action Plan) sessions continue as an integral part of the wellness
and recovery weekly programming. Several members have been trained as WRAP facilitators
and have attended further training workshops. A WRAP peer support group is conducted each
week. The WRAP facilitators have made themselves available to the Anne Arundel County
Residential Rehabilitation Program (RRP) and the Partial Rehabilitation Program (PRP). These
facilitators have become key to person with mental illness' ability to maintain long-term stability
and stay well.
Baltimore Washington Medical Center (BWMC)
This is a grant-funded program with the goal to decrease unnecessary hospitalization by
connecting individuals with community treatment. The program provided for a .5 Social Work
Specialist, employed by Omni House, to bridge the gap between patients discharged from the
Emergency Department or the Psychiatric Unit and initiating their treatment in the community.
Because of the heroin epidemic and the increase in co-occurring disorders, services are being
required 24/7/365. The Crisis Response System has been responding to the calls for service and
is in a better position to respond to this need under the Hospital Diversion program. The current
program has not been as effective as in prior years. Therefore, AACMHA will enhance the
Hospital Diversion portion of CRS and phase out this program accordingly. The ability to
realign programs quickly to provide efficiency and obtain the best outcomes is another example
of how local control is advantageous to the Healthcare System and our County. The
AACMHA’s not-for-profit structure provides the opportunity to implement these changes in the
most effective and timely manner possible.
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). Through collaboration, joint contracting and standardization, the project provides
enhanced, cost-effective community-based mental health services to children, adolescents and
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adults with mental illness. As a result, the utilization of high-cost and more restrictive services
are decreased (e.g., 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 Core Service Agencies (CSAs). Distribution is
based on relative county population as a percent of the regional population, MA penetration
rates, operating budgets, and other factors. Governance is by a Steering Committee consisting of
the five County CSA Directors, or their Designees. AACMHA was chosen as the lead County
because of its not for profit corporate structure and its reputation for effective contract
management.
The services provided under this project continue to remain relevant and necessary, aligning
closely with the Anne Arundel County Mental Health Agency’s (AACMHA) FY 2016 goals to
implement and evaluate services that address the needs of children, adolescents and adults with
psychiatric disorders. Programs offered under this project support AACMHA’s promotion of an
integrated approach to treatment, targeting not only an individual’s mental health but their
family, school, housing and employment.
Components of the Five County Project
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 of the
Crownsville Hospital catchment area. It provides services for children and adolescents
with mental illness, who are at risk of out-of-home placement. The program utilizes a
strengths-based, family-centered approach that provides individualized and coordinated
treatment to the child and family unit. Families are supported while learning and building
the skills they need for continued success. In keeping with 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, such as school staff, probation officers,
psychiatrists or extended family. Through IHIP-C, youth are stabilized within their
homes and the need for institutional care is significantly reduced.
In FY 2016, more than 70 youth who were at risk of out-of-home placements,
hospitalizations or residential treatment due to the intensity of their mental health needs,
received IHIP-C as an alternative to inpatient care. The program was allocated to serve
54 consumers on a monthly basis. At year end, the Program surpassed expected
allocations and served an average of 66 consumers monthly. This is seven more than in
FY 2015 with no additional funding. The program also received high praise from
participants, achieving a 96% person with mental illness satisfaction rate. Comments
from surveys include:
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“The counselor has been wonderful to our family. She has helped us with all of
the resources available to my daughter and our family. We are happy to have her
in our lives.”
“The staff have made it so that I have the tools as a parent and my child has the
tools to function better and navigate all the changes we have experienced.”
“….goes above and beyond for my child. “
“The services are excellent… She (the counselor) is great in what she does and
very helpful to parents as well.”

The cost savings of this program goes well beyond the inpatient fees. Maintaining the
integrity of the family unit, by stabilizing and allowing the child to flourish, helps all
family members and keeps other social support costs at a minimum.
Assertive Community Treatment (ACT) and the ACT Rent Subsidy Program
Assertive Community Treatment (ACT) is an Evidenced-Based Practice (EBP) utilized in
Anne Arundel and Prince George’s Counties. The service is provided by People
Encouraging People (PEP). Participants served by ACT have been identified as “highcost users” of the Public Healthcare System, are often homeless, or have been discharged
from a State Hospital. They often have co-occurring disorders and problems that include
substance use or involvement with the judicial system. They have severe functional
impairments and have not responded well to traditional outpatient treatment which
ultimately leads to emergency care, institutionalization, incarceration and sometimes
death due to overdose or suicide.
ACT enables participants to remain in the communities in which they live 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. Support services include case management, ongoing assessment,
employment and housing assistance.
In FY 2016, the following results were achieved:
 The program utilized 98% of expected allocations.
 On average, 205 individuals were served on a monthly basis. (Anne Arundel,
104, Prince Georges 101).
 On average, 43 individuals served by the ACT teams were directly admitted to the
program from state hospitals. (Anne Arundel 19, Prince Georges 24).
 31% of ACT consumers participated in the ACT Rental Subsidy; a vital and
unique element of the program.
One of the biggest barriers facing persons enrolled in ACT is lack of affordable housing.
The ACT Rent Subsidy under the Five County Project was created to ensure that
affordable housing is made available to those who are in need of it as part of their mental
health care. Participants pay 30% of their income towards rent and the subsidy
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contributes the rest. Unfortunately, the number of individuals participating in the subsidy
decreased by 7% in FY 2016, this was primarily due to the increased cost of rent without
an increase in funding. Funding has not kept up with the rising cost of rent in both Prince
George’s and Anne Arundel Counties.
The subsidy is meant to 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. In FY 2016, for the first time in the
subsidy’s history, the Housing Commission of Anne Arundel County allocated 10
vouchers to ACT participants in Anne Arundel County. Recipients were identified as
being ready to transition to lower intensity services. Unlike the ACT Rent Subsidy
vouchers, these vouchers remain with the individual after their graduation from ACT.
This is a major success for the program, however the remaining consumers 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 is still
needed. Without increased access to permanent housing, consumer currently enrolled in
the ACT Rent Subsidy program will not be able to realize the goal of long term
stabilization within their communities. The program is unable to serve more consumers
due to funding. A major problem occurs when an individual is successful in the program
and no longer meets the medical necessity criteria for ACT and is discharged from the
program. Without the housing subsidy, the individual cannot afford housing so they
become homeless and often do not continue with treatment and the cycle begins again.
HIGHLIGHTS
“Brian” was referred to PEP at the end of 2005 from a State Hospital. He was a very
sick young man who stayed home in his dark apartment unable to work, experiencing
traumatic nightmares and paranoid delusions, with a history of violence. While he
continues to struggle, he has made great progress. He is very aware of his warning
signs, and he seeks help before further decompensation occurs so he can continue
working. Brian also receives help from the ACT Rent Subsidy as he is unable to afford
rent on his own. He now holds two jobs: 1.) maintenance at an airport hotel, and 2.)
trash removal/waste management. He is a hard worker, getting up at 4:00 a.m. and
arriving back home well after 6:00 p.m. His goals are to get off of Social Security and
lead a "normal" life. In preparation for this transition, Brian is meeting with a Social
Security advocate in order to receive Employed Individuals with Disabilities insurance so
that he will be able to obtain his medications and stay on the path to health once he loses
his Social Security benefits. Because he works two jobs, he may be able to maintain his
housing with a roommate. However, if the housing situation fails, Brian’s success is
severely at risk.
In-Home Intervention Program for Adults (IHIP-A)
In Home Intervention Prevention (IHIP-A) is an intensive community-based treatment
approach in Calvert, Charles and St. Mary’s counties for individuals with chronic and

81

FISCAL YEAR 2018 PROGRAM PLAN
severe mental illnesses. Oftentimes, less intensive outpatient treatment has been
ineffective with stabilizing these individuals. The program was developed to specifically
meet the needs of more rural communities where an Assertive Community Treatment
(ACT) Program would not be cost effective.
Consumers served by this program 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.
IHIP-A provides needed interventions and support that include 24-hour crisis availability.
This stabilizes persons with mental illness within their living situations and reduces
harmful behaviors, repetitive visits to Emergency Departments, and usage of inpatient or
other institutional-based care.


In FY 2016, Pathways IHIP-A Program increased the number of individuals for
whom they provided services by 5%. On average, 18 individuals a month are
diagnosed with the most serious mental illnesses, many of whom have severe
functional impairments, co-occurring medical and/or substance use issues,
criminal justice risk or involvement, substandard housing or homelessness.

Similar to ACT participants, IHIP-A participants face a lack of adequate, affordable
housing in the tri-County area. The program continues to work with the housing
authorities and local CSAs on this issue that impedes success to long term recovery for
persons with mental illness. Despite the challenge, persons with mental illness are
positively impacted by the services they receive, and the IHIP-A Team reports success
stories every quarter to share with the committee. It is very encouraging and another
example of how local need and control is able to design a system suited for a particular
jurisdiction.
Crisis Beds
Southern Maryland Community Network (SMCN) Adult Crisis House serves persons
who are at risk for psychiatric hospitalization or who need to step down from a hospital
setting and can be expected to become stabilized in a short period of time, typically
within 7-10 days. The main goal for the program is to prevent inpatient behavioral health
admissions or reduce the length of stays on inpatient behavioral health units. It is
designed to provide 24-hour assessment and stabilization, individual supportive
counseling, case management services, and transportation services for consumers to and
from psychiatric, substance use or medical appointments when necessary.
The crisis beds located in Calvert County are available on a first come basis to all five
counties. The Five County Core Service Agencies (CSAs) 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.
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SMCN provided 1460 crisis bed days for the Five-County Project. They
exceeded their annual target of 80% capacity, averaging 82% capacity each
month. Each County used their allocation as follows: Anne Arundel 50%, Calvert
63%, Charles 54%, Prince George’s 125% and St. Mary’s 160%.

As noted, the Counties share their capacity among the jurisdictions to assure that the
resource is used at all times. Without this program, the volume of persons with mental
illness experiencing a crisis would seek stabilization through other emergency services
(hospital Emergency Rooms and police departments) that are overburdened and not
equipped to provide immediate crisis intervention to persons with mental illness with
intensive and complex psychiatric needs. Consumers down from a hospitalization are able
to receive the support in accessing treatment, housing and other resources to increase
stability. Without this opportunity, many consumers are likely to quickly decompensate
and repeat the cycle of crisis.
Jail Mental Health
The Jail Mental Health Program provides mental health services to St. Mary’s and
Charles Counties. The purpose of the program is to identify individuals in the criminal
system that have severe and persistent mental illness, and/or are at risk for reinstitutionalization (psychiatric hospitalization or re-incarceration due to serious mental
illness). Inmates receive mental health and psychiatric 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 inmate’s release.
In FY 2016, both programs exceeded their annual targets.
 Charles County’s target was set at 92 initial assessments (includes assessment by
the psychiatrist and mental health professional). 309 assessments were actually
conducted.
 Charles County’s target was set at 322 treatment sessions. 583 sessions were held.
 St. Mary’s County’s annual target was set at 108 initial assessments (includes
assessment by the psychiatrist and mental health professional). 129 assessments
were conducted.
 St. Mary’s County’s annual target was set at 378 treatment sessions and 959
sessions were held.
HIGHLIGHTS
Participants describe treatment as follows:
 “A ray of sunshine in this dark place and time in our lives.”
 “We can process and defuse any situation in a health manner.”
 “I love to talk and be able to open up to other people.”
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Not only is the treatment well received by the inmates, 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.
Rural Cares Grant
The AACMHA, through the Rural Cares Grant, provided training to the Eastern Shore Counties
in preparation for the implementation of the 1915(i) Medicaid Plan Amendment. Training
sessions were held on October 29, 2015, November 2, 2015, November 12, 2015 and April 14,
2016. Staff from the Board of Child Care, Channel Marker, Crossroads and the Worchester
County Health Department were trained in the In-Home Intervention Program for Children
(IHIP-C) Model. In addition to the four providers, staff from Mid-Shore Behavioral Health and
Wicomico-Somerset CSA’s participated in the training. The training provided an overview of the
theoretical background of the model, goal development, assessments, interventions, crisis
stabilization, fidelity scale and discharge planning. The four providers that were trained were
also given a tracking tool for the assessments. Participants received a copy of the IHIP-C for the
1915(i) Manual, suggested program forms and the training slides. *Note: The IHIP-C Model
was designed and copyrighted by the AACMHA in 2011 and is being used statewide in a
modified fashion for the 1915(i) State Plan.
A comprehensive System of Care for children and youth has multiple components and
partnerships to create a functional system across the life span. Both Mid-Shore Behavioral
Health and the Wicomico-Somerset Core Service Agency have become leaders in pushing the
System of Care forward on the Eastern Shore. The IHIP-C training was to enhance and expand
the System of Care and prepare for the implementation of the 1915(i). With the implementation
of the 1915(i), youth enrolled have access to IHIP-C services that are billed under Medicaid.
This version of IHIP-C is a modified version of the AACMHA one described earlier.
Electronic Medical Record (EMR)
The Credible Wireless Electronic System was chosen by the Five-County Project to provide
electronic medical records to record notes, treatment plans, scheduling, etc. in real time for
ongoing quality improvement. The CSA Five-County Coordinator continues to monitor progress,
receiving feedback from individual programs and facilitating communication between providers
and technical staff to maximize efficiency of daily operations through the Credible Wireless
System. Programs utilize the latest electronic devices in the field, to serve consumers where they
are located and to improve care coordination and outcomes. For consistency among projects,
since this EMR is the one already in use by the AACMHA for one of its larger grants, the
Agency continues to use the vendor and this EMR for any grant requiring the use of an EMR,
such as the CRS.
Fee-for-Service (FFS) System
In 2016, the total cost for Anne Arundel County Behavioral Health Consumers in the FFS
System was $62,583,526. This is an 8.5% increase from $57,689,935 in FY 2015.
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Uninsured costs were $1,042,685. The number of people served was 15,457. The Fee-forService System is managed by Beacon Health Options (BHO) for the State of Maryland.
The CSA is responsible for assisting with vendor audits in Anne Arundel County, providing
technical assistance to all Medical Assistance providers, providing authorizations for
specialty services and working collaboratively with Beacon Health on complaints,
grievances, and other matters. As the demand for services increases, there is a continued
concern that funding may decrease for grant programs or remain static due to the
Affordable Care Act (ACA). The expanded Medical Assistance spending under the ACA
must be funded as these are entitlement programs. The increases in entitlement spending as
seen in FY 2016 and prior years cannot be sustained. The AACMHA makes every effort to
contain costs and implement innovative and effective programs to help improve care
provided through these entitlement programs making them more effective and less costly.
The Anne Arundel County Mental Health Agency continues to work to provide quality care
for this vulnerable population.
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SUMMARY
The Anne Arundel County Mental Health Agency continues to be successful in its efforts to
provide the most appropriate level of behavioral health care to its target population.
Through innovative leadership and partnering with other local agencies, the organization
has been able to expand quality services while remaining within budget at all times.
Additionally, our Agency has provided leadership throughout the region, state and
nationally to support implementation of Evidence-Based Practices. The Crisis Response
System has helped other CSAs to benefit from the methods developed in Anne Arundel
County to enhance crisis systems in their jurisdictions. As the number of citizens served has
continued to increase, the CSA has been able to increase service levels and significantly
expand service options while ensuring high-quality care through effective management
strategies, the use of technology, and continued collaboration to increase system
efficiencies.
Having guided the process for the Crownsville Five-County Project for years, the Agency is
well-positioned to support transformation initiatives as they spread throughout the state,
demonstrating its expertise in working with many partners and stakeholders while
constantly maintaining the ultimate goal of effective, consumer-centered treatment.
The AACMHA has continued to increase the number of contracts the agency oversees, both
in its own jurisdiction and on behalf of other entities, allowing management efficiencies to
benefit the system as a whole. The analysis of FY16 validates the strategic thinking and
operation of the Core Service Agency concept: Quality care provided with local control,
maximum efficiency, and accountability. The Agency’s focus on anticipating consumer and
provider needs and expanding capacities in advance continues to position the Anne Arundel
County Mental Health Agency as a model system of care for the State of Maryland.
The challenge continues in FY17 to maintain these standards of care. The Agency
continues to seek new areas of funding and partnerships in order to achieve this goal.
The following priority areas have been identified by the State BHA as those components of
the Behavioral Health System that the CSA’s should devote the most effort as we continue
to refine our system of care. As the AACMHA has been formulating its annual plan for
FY2018, it is evident that these priority areas are aligned with the most current Anne
Arundel County needs assessments (Appendix A), other community plans in process, such
as those from the Healthy Anne Arundel Coalition and the Drug and Alcohol Abuse
Council’s strategic plan and the work of the AACMHA’s planning committee.
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FY 2018 GOALS, OBJECTIVES AND STRATEGIES
PRIORITY AREA 1: Moving toward an integrated system of care
Health systems can incur large financial burdens in treating individuals with severe behavioral
health issues. These systems can include Emergency Departments, hospital inpatient facilities
and even detention type facilities. This goal will help to improve an integrated health system to
ensure that care is more coordinated, accessible and connected to the broader health care system.
GOAL
This initiative focuses on working in a more coordinated way with the community’s systems of
care, including the County Department of Health, the Department of Social Services, the
Department of Aging, NAMI, local providers, the police, the Detention Centers, 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.
STRATEGY
Continue to work cooperatively with the Behavioral Health Administration, the County
Department of Health, current and potential providers, key health care community providers and
other entities that may touch the lives of behavioral health consumers to promote, develop and
implement health services integration.
INDICATORS
 Develop training opportunities for local key players to have access to national research
findings, regarding health integration strategies, presented to them for discussion and
development of community plans.


Provide assistance and support to providers applying for and implementing Health Homes to
integrate somatic and behavioral health issues.



Develop and implement multi-agency agreements to design and carry out integrated health
plans for individuals in need of multi-agency intervention.

DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS


Collect and document data for the planning and implementation of health care integration
training opportunities.



Document the results of the training opportunities and use those findings to develop further
ongoing training sessions.



Collect and document Mental Health First Aid trainings offered to community stakeholders.



In cooperation with the Department of Health and local government entities develop and
implement possible multi-agency agreements to obtain grant-funding and other available
financial resources for behavioral health integration.
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Health Care Integration
The AACMHA is committed to, and continues to engage in, numerous activities related to health
care integration. The Agency has agreed to take the lead for the Maryland Association of
Behavioral Health Authorities (MABHA) for information distribution from the National
Association of County Behavioral Health and Developmental Disabilities Directors
(NACBHDD), the National Council, and other advocacy groups. The Agency’s Executive
Director participates in the Johns Hopkins Bloomberg School of Public Health’s monthly
conference calls on National Behavioral Health Integration issues. In addition, the Agency
participates in ongoing meetings with the Anne Arundel County Department of Health to review
and plan local strategies, including the Healthy Anne Arundel Coalition, co-chairing the CoOccurring Steering Committee, the monthly Behavioral Health Integration meeting with the
Health Officer, and co-chairing the Drug and Alcohol Abuse Council (DAAC).
To combine planning efforts, provider meetings will continue to be held with the Anne Arundel
County Department of Health – Bureau of Behavioral Health. The Agency plans to revive the
“Community Conversation” workgroup which is a dialog with all partners in the criminal justice
system. The goal is to improve the care rendered to persons who come into contact with the
criminal justice system, or to prevent the contact using diversion efforts.
Numerous other integration efforts are evidenced by the Agency’s participation in many
committees and coalitions mentioned elsewhere in this Report. The AACMHA Director is very
supportive of the staff’s participation in these collaborative efforts and encourages partnerships
with other local agencies and vendors, as appropriate. The Agency, in cooperation with the
Department of Health, strives to educate the public about the Behavioral Health System available
to our citizens to assure favorable outcomes and to promote good health. This approach is also
evidenced by the expanded participation of the CRS in the “Not My Child” anti-heroin
campaign, a presence in numerous community forums and other outreach events.
The AACMHA has also responded to the Anne Arundel County Department of Health’s requests
for outreach to programs that request workshops and consultation. The Agency and the Anne
Arundel County Department of Health continue to co-chair the “Co-occurring Leadership
Group” to apply Comprehensive Continuous Integrated Systems of Care (CCISC) principles
throughout the service system. Change Agents meet monthly to share efforts and ideas, identify
areas for improvement, and request or conduct trainings. Many trainings have been conducted by
nationally recognized leaders in Behavioral Health.
Through the encouragement of the AACMHA and the Agency’s established Change Agent
Committee, the Anne Arundel County Department of Health has hired two
Child/Adolescent/Family therapists who are dually licensed/certified in both mental health and
substance use disorders. The demand for this specialized service continues to increase (see
Attachment II-A: Over the Allocation Request, Administration).
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The Agency promotes the pairing of behavioral health and substance use providers to facilitate
“no wrong door” and/or treatment coordination using Memoranda of Understanding (MOUs) and
other processes. The goal is to assure the most appropriate care in the most appropriate setting.
With the heroin epidemic and the innovative use of the CRS Crisis Intervention Teams (CIT),
efforts are being made to assure care coordination and treatment remains effective and
appropriate. Programs were planned and implemented in mid FY 16 to impact and prevent the
rise in the use of heroin. Although the numbers are not good (889 overdoses to date in 2017), it is
our belief that the numbers would have been more tragic but for these teams. This is supported
by the number of persons CIT has been able to get into treatment (110 persons as of this writing
in 2017). The high number of overdoses in the County is putting enormous strain on the CRS to
the extent that the County is considering adding a third officer to expand the CITs. Currently, the
Agency has no funding for a licensed clinician to pair with the officer. The County is hopeful
that the diversion efforts will have a sustained impact (see Attachment II-A: Over the Allocation
Request, CIT Clinician).
The AACMHA will utilize various strategies to increase the numbers of highly qualified
personnel to meet the continuing needs of our public behavioral health consumers.
GOAL
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.
STRATEGY
To continue to work cooperatively with the Behavioral Health Administration, the Department of
Health, County agencies, current and potential providers, advocacy groups and other
public/private agencies to develop trainings, to work with educational institutions to make
available internships and other educational opportunities, and to possibly influence employment
opportunities and personnel changes which may be necessary to positively enhance our
behavioral health workforce.
INDICATORS
 Continue to develop trainings, both in the area of behavioral health and other areas to
increase the knowledge and skills of the workforce.


Continue training activities for current and potential supervisors.



Continue to assess the needs of consumers across the life span in order to develop trainings
for our workforce to meet these needs.



Continue to collaborate with educational institutions with regard to internships and
workforce development
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DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS
 Document all training opportunities offered by the agency, and evaluate
comments/suggestions offered by the participants, and use these for future planning
purposes.


Continue to meet and dialogue with advocacy and consumer groups to exchange ideas and
encourage individuals to participate in training opportunities.



Conduct consumer needs assessments and utilize the information to refine staff trainings.

A well-educated workforce is the most important prerequisite for providing the appropriate level
and type of care. The AACMHA has been instrumental in taking the lead for providing quality
trainings in a variety of health care related areas to assist the Agency’s providers in maintaining a
qualified workforce. The Agency provides Continuing Education Units (CEU) to certain licensed
health care personnel at a very minimal cost. This is becoming even more critical as health care
delivery becomes blended. As part of our Behavioral Health Integration Plan, the AACMHA will
increase the number and types of trainings co-sponsored with the County’s Department of
Health. These are highly successful and well attended. The provider community has expressed
interest in the Agency and the Department of Health adding more co-sponsored trainings. In
partnership with the Department of Health and the state, the Co-occurring Steering Committee is
working with Tom Godwin, the State Co-Occurring subject matter expert, to prepare a group of
core competency trainings for clinicians. This will be a series of eight basic Co-Occurring
Disorders (COD) trainings, to include:


Overview of COD and Integrated Care



Screening



Assessment



Treatment Planning and Treatment Matching



Individual, Family and Group Treatment



Motivational Interviewing



Quality Measurements of Co-Occurring Capability



Natural Supports, Self-Help Methods, Twelve-Step Groups, and Peer Supported
Recovery

Once the course has been developed and approved by the Co-Occurring Steering Committee, the
AACMHA will begin to offer these as ongoing materials available to the providers and their
staffs.
In addition to offering training, the AACMHA is promoting a workforce development strategy
through the CRS. Bachelor’s level staff can start at the Operations Center working as either
phone counselors or care coordinators. Once they have obtained a Master’s Degree, they are
eligible to be paired with an independently licensed clinician as an intern on a Mobile Crisis
Team. As part of the CRS, the AACMHA also has several independently licensed clinicians who
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are qualified to provide the required supervisory hours so that certain Master’s level staff can sit
for the appropriate test to become independently licensed.
PRIORITY AREA 2: Improving access and quality of services throughout the Continuum of
Care
The AACMHA will promote both individual and system-level care approaches that will foster
overall health and resilience through information sharing, education, and cooperative work
relationships with providers in the community.
GOAL
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 persons within the PBHS.
STRATEGY
Continue to provide training opportunities, attendance at local employment fairs, and advocate
for increased housing opportunities. Utilize ongoing partnerships with state and local affordable
housing advocates to increase housing opportunities for the homeless behavioral health
consumers. Utilize care coordination efforts to identify possible transportation efforts. Through
continuation of our work with BHA, maximize the use of Continuum of Care funding and other
government and private subsidies and grant opportunities.
Use peer support groups to provide ongoing supports for consumers with behavioral health
issues who are in recovery.
Work with local and County police to connect officers through peer support groups with children
and families experiencing behavioral health issues.
Maintain and increase relationships with providers to continued facilitation and development of
support services throughout the County.
INDICATORS
 Assigned staff will continue working to increase the number of SOAR representatives and
certified case managers, and increase new partnerships with substance use providers to be
more inclusive of those individuals with dually-diagnosed behaviors.


Continue to provide SOAR workgroups and ensure knowledge of the SOAR application
process by providing up to date technical assistance



Increase training opportunities to educate individuals and family members regarding the
importance and role of supported employment in recovery.



Continue to work in partnership with On Our Own of Anne Arundel County by supporting
Wellness and Recovery (WRAP) workshops.



Work in partnership with local and County police to respond to persons experiencing a
behavioral health crisis.
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DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS
 Collate and submit SOAR data to BHA and on a quarterly basis.
 Submit data to the Substance Abuse and Mental Health Services Administration (SAMHSA),
as required.
 Track the number of homeless individuals served by the AACMHA.
 Collect data on the number of housing units developed and the number of consumers served
with these units.
 Continue to monitor the employment rates of behavioral health consumers served by the
AACMCHA.
According to the most recent Community Health Needs Assessment in Anne Arundel County,
affordable, stable housing remains a top priority gap. In Anne Arundel County, it is very difficult
to find suitable, affordable housing. It is especially difficult to locate appropriate housing in
proximity to public transportation. Transportation is also recognized in all three Needs
Assessments as a barrier to treatment and accessing services. Since many of the people served by
the Agency do not own or have access to vehicles, this presents an additional burden. Section 8
vouchers remain scarce. There are currently 6,061 applicants on the waiting list. The AACMHA
meets with the Housing Commission of Anne Arundel at least monthly to strategize ways to
improve the affordable housing situation. Many of our housing projects are predicated on
persons becoming eligible for and obtaining a Section 8 voucher. The Residential Rehabilitation
Program (RRP) housing currently has an average waiting list of 176 people. When these valuable
slots become available, the Agency works to fill the vacancy immediately. However, priority for
the beds remains with anyone coming from a State hospital. This makes placement from a
community referral severely limited.
A big challenge has become matching suitable persons as roommates. Roommate issues occur in
all life situations, from college dorms to siblings sharing a room. This becomes more
troublesome when roommates have a large age difference. The Agency has also noticed a lack of
suitable housing and RRP housing options for members of the Transition Age Youth (TAY)
population who are aging out of the programs designed for children and adolescents and are
moving into the adult system. The AACMHA continues to work with its providers to assess the
situation and attempt to develop satisfactory alternatives, but this remains challenging.
On Our Own (OOO) and the National Alliance on Mental Illness (NAMI) have been vital links
between consumers, families, advocates and providers encouraging the use of the Network of
Care as well as the Community Resource Initiative for Children/Adolescents and their families.
They have proven to be an effective mechanism for consumer advocacy. The AACMHA will
continue to seek additional funding opportunities to increase these programs in response to the
increased need for community supports.
The AACMHA encourages minority-owned behavioral health agencies to expand their services
into our County. Arundel Lodge has a Spanish-speaking psychiatrist and a licensed Spanishspeaking Mental Health professional, as well as, a Partial Rehabilitation Program Spanish-
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speaking staff. However, it is noted in many provider interviews that licensed Spanish-speaking
clinicians are very difficult to find. When these clinicians become available they are often cost
prohibitive. The providers rely on informal networks and referrals to coordinate care for this
growing population.
Arundel Lodge also has an American Sign Language (ASL) personnel on staff in their clinic and
in their Psychiatric Rehabilitation Program (PRP). The AACMHA provides interpreter services
on an ad-hoc basis to citizens requiring this level of support.
The AACMHA, in cooperation with BHA, applied for the Maryland Collaboration for Homeless
Enhancement Services (CHES) Grant and received a substantial award from SAMHSA to
address homelessness. The CHES Grant was awarded in November 2015. CHES was designed
to provide coordinated and integrated evidence-based treatment to individuals with mental illness
and/or substance use disorders (SUD) who are experiencing homelessness. This includes all
health services, behavioral and somatic care. Participants will be linked to all appropriate
mainstream benefits in an effort to support their well-being and obtain permanent housing, and,
where possible, employment and self-sufficiency. This project will be an enhancement of the
County’s CRS as homelessness is frequently a major concern for persons referred to the CRS.
As the Mental Health Authority for the Public Behavioral Health System in Anne Arundel
County, the AACMHA implemented the County SSI/SSDI (Social Security Income/Social
Security Disability Income) Outreach and Recovery (SOAR) Program in FY 11. This has been a
continuing effort. A staff member, who is a SOAR certified trainer, continues to manage the
project and conduct trainings, as needed. The Agency has contracted with an experienced
provider, Partnership Development Group (PDG) who screens applicants and prepares
applications for SSI and SSDI benefits. Through the CHES Grant, this effort will be expanded by
adding a second SOAR worker in the County.
PRIORITY AREA 3: Building infrastructure to support system capacity to collect, analyze and
track data to improve service outcomes
The AACMHA will continue to monitor and evaluate the use of health information technology
throughout the agency, especially the Crisis Response System and the direct service providers,
and develop plans to remain current with health information technology.
GOAL
Maintain technology to ensure that data collection is current, efficient, effective and secure for
all provider programs and advocacy groups.
STRATEGY
To continue to work cooperatively with the Behavioral Health Administration, families and local
invested partners and providers to ensure currency in the use of Health Information Technology
without interrupting individual, family and community participation in behavioral health
treatment. To ensure that a consumer’s dignity, choice, and involvement is always considered
first in making and embracing technological advances in behavioral health care.
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INDICATORS
 The AACMHA will, when possible, include in each of the trainings it provides, information
regarding the latest technological advances and use of these advances in the subject area of
the training.


The AACMHA will use the expertise of the State Behavioral Health Administration and
other public/private Federal, State and Local invested partners in developing and using
approved Health Information Technologies to enhance services for consumers in the Public
Behavioral Health System.



The AACMHA will use newly developed/expanded technologies to help consumers make
informed decisions regarding the use of possible appropriate specialty care.



The AACMHA will make use of Health Information Technology, to increase consumer
engagement in their behavioral health treatment.

DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS
 The Agency stays current with technology through the Information Technology vendor
contracted to maintain the Agency’s networks and PCs.


The Agency will partner with other interested and invested individuals, groups, agencies and
others to monitor the latest research in behavioral health technological advances.



The Agency will document feedback from consumers, families, advocacy groups and
providers regarding the usefulness of newly/ or expanded technology advances, and use this
information to make necessary changes as needed.

Advances in technology will continue to have a positive influence on the way health care is
being delivered. Through the appropriate use of technology, duplication of effort can be avoided,
eliminating unnecessary costs and relieving frustration for individuals needing care, as well as
their families and support systems. The AACMHA uses HIPAA compliant Electronic Health
Records (EHR). A case is opened for each call and logged into the Warmline. When a case is
transferred to either a Mobile Crisis Team (MCT) or a CIT, an EHR is established. This
coordinated effort minimizes the time needed to respond as the records are immediately
accessible via the Internet to program managers who are then able to triage the situation.
Credible Wireless has also been used by the Agency since the inception of the Five-County
Project. It is especially critical for clinicians who are out in the field, such as the ACT teams, the
MCTs and the CITs.
The AACMHA works collaboratively using a variety of software, including Datalink, Health
Management Information System (HMIS) and the “Connect” systems in use by the Beacon
Health Options. All of these databases have unique and specific purposes. An initiative by the
two hospitals in Anne Arundel County, the Bay Area Transformation Project (BATP), will be
implemented using enhancements made to the Chesapeake Regional Information System
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Program (CRISP). This is an effort to reduce hospitalizations for persons at risk of using the
Emergency Departments (ED) after hospitalization, or are at risk of readmission to a hospital due
to lack of needed follow-up for ongoing care. However, it is noted that behavioral health could
play a factor in the hospitalization rates and this will likely be a factor in future diversion efforts.
The AACMHA is supportive of the Maryland Prescription Drug Monitoring Program (PDMP)
and based on provider feedback will offer a training on this topic in FY2018. The safe and
effective use of prescription medication is vital to improved healthcare and to reduce the harmful
outcomes that can result if medications are abused.
Through the Rural Cares project, the AACMHA is also assisting other jurisdictions with
enhancing their service systems through the use of technology. Specifically, establishing the
protocols for the In-Home Intervention Program for Children (IHIP-C) for several jurisdictions
on Maryland’s Eastern Shore.
PRIORITY AREA 4: Develop and implement population-based efforts to promote wellness,
improved overall health and ensure safety of people in care, their families and communities
Through this goal the AACMHA will use a comprehensive public health approach in addressing
issues occurring from trauma and/or incarceration for those individuals with behavioral health
issues who are at risk or become involved with the justice system.
GOAL
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 justice system, or
are in jeopardy of experiencing such an event due to their risky behavior.
STRATEGY
The AACMHA will continue to work cooperatively with the Behavioral Health Administration,
the County Department of Health, the police departments, the criminal justice system and other
public and private agencies who have a vested interest in addressing the issues of trauma,
especially those with a focus on child/adolescent services and prevention/early intervention
strategies. The AACMHA will also continue partnering with current/potential providers who
show an interest in providing services to those re-entering mainstream society with
trauma/Justice System involvement.
INDICATORS
 Continue to refine our comprehensive public health approach to addressing the medical,
psychological, sociological and financial issues involved in providing services to trauma
survivors and those involved at all levels in the Justice System.


Continue to promote Mental Health First Aid trainings to those who directly provide services
to individuals who have experienced trauma and /or involvement in the Justice System
including, but not limited to family members, health providers, public and private service
providers, social service agencies and educational institutions.
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Expand the list of providers who work cooperatively with the County Crisis Response
System to provide immediate support to individuals experiencing a behavioral health crisis.



Provide a Jail Diversion Specialist at the local Detention Center and a Hospital Diversion
worker at the local hospital Emergency Departments to identify and provide supports for
individuals assessed with behavioral health issues. Coordinate Hospital Diversion efforts
with the Department of Health’s Overdose Survivors Outreach Services (ODSOS) Program
to improve efficiency and program integration.



Work cooperatively with the Department of Social Services and the local shelters to improve
access to behavioral health services for individuals who are homeless.



Continue to further build our relationships with Advocacy Groups, helping them to make
their voices not only heard, but listened to, by those in positions to affect policy where it is
needed.



Maximize the Continuum of Care funding, local housing funding and other support systems
to provide rental assistance to individuals with behavioral health issues who are homeless or
in danger of homelessness.



Providing training opportunities for families, service providers and other public/private
agencies to help individuals deal with some of the less visibly observable effects of
trauma/involvement in the Justice System, such as inter-generational issues, school
performance issues, employment and hidden stigma issues.

DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS
 Document all interactions that the AACMHA has with regard to trauma issues and Justice
System issues, including trainings both provided and attended, meetings, interactions with
individuals and families, board minutes, AACMHA staff meetings and cooperative efforts
between AACMHA and other agencies and providers.


Use the collected documentation for current and future planning strategies.



Document AACMHA’s efforts to address trauma and Justice System issues through the
Mental Health First Aid trainings.



Collect Jail and Hospital Diversion data.

The AACMHA is partnering with the Anne Arundel County Detention Center to provide Jail
Diversion services. The Agency is building on the success of the CRS by adding a Jail Diversion
Program to assist with minimizing incarceration by providing specific services to assess,
stabilize and treat persons with behavioral health disorders who are in need of immediate
services to assist them in stabilizing and engaging them as a first step in the recovery process.
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Recognizing that persons with behavioral health disorders are arrested and incarcerated at high
rates in spite of the system’s best efforts, the plan provides a diversion worker who will be both
in the jail and in the community. In conjunction with detention center personnel, the Jail
Diversion staff will gather information and assess readiness for those individuals who can be
safely released back into the community.
The Agency continues to provide consultation and support on cases that could prevent
individuals from re-entering the Justice System. Comprehensive Case Management Services and
entitlements support is provided to inmates who are released from the Detention Centers. The
CRS provides ongoing Urgent Care services, including psychiatric and mental health therapy.
The primary focus of this program continues to be on entitlements and ensuring inmates have
access to health care and treatment, as needed. The Case Management component of this
Program remains critical to its success. Unfortunately, due to the high number of individuals
eligible for the service, but the limited size of the project, the Agency continuously needs to
close admissions into the program. If another worker and supports could be added, persons could
be diverted from incarceration and serve appropriately in the community (see Attachment II-A:
Over the Mark Allocation, Jail Diversion)2.
The Agency is also participating in the DataLink project which identifies detainees with mental
illness who are in the PBHS. It enables the Agency to coordinate a system of care for these
individuals while they are incarcerated.
The Agency works with the Detention Centers to identify incarcerated individuals with severe
mental illness to provide medications and therapies, as resources allow. Case Management
prioritizes persons leaving the Detention Centers to provide discharge planning and monitoring
and links them to services in the community to prevent recidivism or hospitalization (see
Attachment II-A: Over the Mark Allocation, Transportation).
The AACMHA continually works with providers and local communities to assure quality mental
health care for our residents. The Agency has held community-wide programs on Affordable
Care Act issues as well as trainings to update and inform service providers on new/changed
initiatives. Ron Manderscheid, Ph.D., a nationally recognized leader in Behavioral Health Care
Reform and the ACA, is a frequent speaker and provides a wealth of information to our County.
Provider meetings provide a forum for open discussion on issues that directly affect the
behavioral health community. The Agency continues to hold forums and educational events
regarding Health Care Reform. In addition, the Agency sends representatives to National and
State meetings and planning forums regarding behavioral health issues to assure that the local
needs are presented to the Secretary and Legislators for consideration. The Director meets
regularly with the Anne Arundel County Department of Health and other County officials
regarding services to our citizens with co-occurring illness and the most effective way to deliver
behavioral health services.

2

In collaboration with the Partnership for Children, Youth, and Families, a 0.5 FTE will be added to the Jail
Diversion team. The focus of this initiative will be diverting persons from incarceration who meet the criteria for
the Jail Diversion Program and who have children. Data from this project expansion will be used by the Partnership
with regard to the Governor’s priority of the effect of trauma on children of persons who are incarcerated.
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The AACMHA will promote and implement prevention and early intervention strategies to
reduce the impact of mental illness and substance use disorders in Anne Arundel County.
GOAL
Continue to increase public awareness and provide support and services, as needed, to improve
health and wellness for behavioral health consumers of Anne Arundel County who are in the
Public Behavioral Health System (PBHS).
STRATEGY
Work cooperatively with the Behavioral Health Administration (BHA), current and potential
providers, and the County Department of Health to enhance existing, and develop new,
prevention and early intervention services across the lifespan for consumers with behavioral
health issues.
INDICATORS
 Assign staff to work directly with current and potential new providers who are interested in
expanding, or developing and implementing, prevention and/or early intervention strategies
and services.
 Promote prevention and early intervention for behavioral health disorders by continuing to
provide Mental Health First Aid training for adults and youth throughout the County,
including police departments, new providers, and public organizations.
 Continue to provide information and referral services for all age groups.
 Continue to participate in the Community Resource Initiative Care Team (CRICT) process
and other stakeholder planning meetings, focusing on several high risk populations, including
transition age youth, college students, veterans and their families, gay, lesbian, bisexual and
transgendered individuals and ethnic minorities experiencing behavioral health disparities.
DESCRIPTION OF COLLECTION PROCESS AND CHANGE MEASUREMENT FOR
PERFORMANCE INDICATORS
 Document all inquiries/changes to prevention and early intervention services in the Anne
Arundel County PBHS.
 Document all meetings attended by the staff of AACMHA.
 Record evaluation results for all Mental Health First Aid trainings conducted by the
AACMHA.
The Anne Arundel County Behavioral Health System has become more effective by redesigning
the elements of the current Crisis Response System. This has resulted in a more efficient delivery
of services. For example, rather than funding an Urgent Care facility during business hours,
patients are referred to Outpatient Mental Health Clinics (OMHC) whenever the need occurs.
Appointments are prioritized from within the same day to no more than 72 hours.
Urgent Care is made possible in a variety of sites throughout the County through multiple
Memorandums of Understanding (MOU) and the authorization of an access code. All available
resources are utilized, reserving the high-cost services for severe cases, or using grant services as
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a bridge until more traditional services are available. Currently, there are 21 providers with
MOUs with the AACMHA that are available to provide these bridge services. The Agency is
constantly recruiting new providers to assist, including substance use disorder (SUD) services as
this is increasing in demand. The goal of the CRS is to assess, stabilize and refer the person to
the most appropriate level of care as soon as possible. The CRS is reliant on a robust provider
network and a unified system working toward a goal of wellness for all to make this approach
the most effective possible. Having access to numerous providers is essential and the most cost
effective given the geography of the County. If there were only one 24/7 walk-in center,
placement in the community would be difficult. Having only one center would be ineffective as
the two areas where service is most needed is in the far North County and far South County3.
Transportation is cited in every needs assessment as a huge service gap for Anne Arundel
County. These facilities are very expensive and it is unclear how they can be sustained without
considerable support that is in addition to billing insurance companies. Because of these
challenges, Anne Arundel continues to enhance its Crisis Response System to be mobile and not
a “brick and mortar” facility. It remains the most cost effective and efficient solution for our
county to meet these needs.
Another critical system design for successful care is the integration of somatic and behavioral
care. Unresolved medical care issues often result in high-cost Emergency Department visits. If
left untreated, certain conditions may increase the likelihood of Emergency Petitions. In many of
these cases, the psychotic behavior is a direct result of a serious somatic issue that has not been
remedied. These include severe urinary tract infections, dehydration, dangerously high glucose
levels secondary to diabetes, alcohol poisoning, and kidney involvement requiring dialysis, to
name a few. It is important that the somatic issue is addressed quickly and the person is directed
to Medical Urgent Care as opposed to an intensive behavioral health evaluation. The person must
also be linked to any necessary follow-up care and education. The AACMHA, Department of
Health, and other hospital partners continue to work collaboratively to assure that our citizens
receive the most appropriate care in a timely manner. The addition of Health Homes to our
provider network is having a significant impact on this issue. The AACMHA anticipates further
collaboration with the two Emergency Departments in the County to address this matter.
The AACMHA remains an active participant in the Healthy Anne Arundel Coalition. The
purpose of this Coalition and Brand encourages patient education for lifestyle changes which
promotes healthier individuals.
Interagency Collaboration
The staff of the AACMHA represents the Agency on approximately 82 local and state
committees, councils and work groups. Among these organizations are the County Executive’s
Health and Human Services Core Group, the County Executive’s Cabinet, the County
Executive’s Heroin Taskforce, the Anne Arundel County Partnership for Children, Youth and
Families, the Community Resource Initiative Care Team (CRICT), the Department of Health’s
Healthy Anne Arundel Coalition, the County Executive’s HIV/AIDs Commission, the Anne
Arundel County Disabilities Workgroup, the Voluntary Placement Committee for the
3

Anne Arundel County Community Health Needs Assessment, 2015.
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Department of Social Services, the Criminal Justice Coordinating Council, the Child Fatality
Prevention Council, and the Mayor of Annapolis’ Mobility Matters Transportation Committee.
The AACMHA also co-chairs the County’s Co-Occurring Steering Committee and the County’s
Drug and Alcoholic Abuse Council (DAAC), both with the Department of Health. Membership
on these various committees has offered the AACMHA positive exposure throughout the
County, which in turn enables us to obtain the help of our community when we need support to
develop new resources. Coalitions such as the “Healthy Anne Arundel” initiative are vitally
important as a forum to compare and coordinate the resources that currently exist, and to
prioritize the development of new services.
The ability to maintain the current level of behavioral health services, and to simultaneously
meet the increased demand for assistance, remains challenging. We continually work with
community leaders and providers to find innovative and creative ways to serve the behavioral
health population throughout the County. Priorities have been established to assure that the needs
of the most vulnerable (i.e., veterans, discharges from state hospitals, the homeless, the elderly,
and those with severe mental illness) are being met. Available resources are limited however,
and despite innovation and coordination, some needs still go unmet. One of the last gaps in the
Anne Arundel County’s Crisis Response System (CRS) is the lack of Crisis Respite Services. As
persons in crisis are identified through the CRS, they often need a day or two in a safe
environment where they can be stabilized and connected to services, as long as they have been
medically cleared through the development of an individualized plan. Crisis Respite Services
would enhance the current continuum of care in Anne Arundel County (See Attachment II-A:
Over the Allocation Request, Emergency Respite Beds). Once medical clearance has been
obtained, supervised respite for up to two days is often needed especially for persons who are
difficult to place, e.g. person with a criminal history.
Early Intervention and Coordination of Care
The Anne Arundel County Mental Health Agency remains the leader in providing Mental Health
First Aid (MHFA) training throughout the County. Three members of the Agency staff have
become certified MHFA trainers. It is anticipated that in FY17 the Agency will provide
additional MHFA training in the community. The Agency is also able to provide CEUs to
licensed clinicians for MHFA training.
The Agency, in partnership with the Board of Education and the Anne Arundel County
Partnership for Children, Youth and Families, has systematically implemented the Systems of
Care Initiative in Anne Arundel County. The Systems of Care include the Community Resource
Initiative Care Team (CRICT), Systems Navigators, and the Network of Care. This provides a
vehicle for a family to research services online using the Network of Care. The CSA is also
involved in the Coalition for Safe and Drug-free Schools. This is a community initiative that
develops the annual Teen Summit as an informative fair for teens and their parents on substance
use/abuse and prevention.
The CSA continues the partnership with the Anne Arundel County Public Schools and the Anne
Arundel County Partnership for Children, Youth and Families. An Action Team, comprised of
representatives from the CSA, the School System, the Partnership, the Crisis Response System,
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the Police Department, and multiple other agencies in the community, meets monthly to address
the issue of youth suicide in Anne Arundel County. This Action Team is proactive in initiating
intensive training and support for interagency and community stakeholders, and in finding ways
to strengthen suicide prevention efforts in order to protect youth throughout the County.
The Suicide Prevention Program continues to provide training to educators in elementary,
middle, and high schools, to Anne Arundel Community College staff, and to additional groups,
such as churches, community organizations and other agencies, upon request. Because of this
raised awareness, there is an immediate response to reports of youth in crises within the schools.
The Crisis Response System collaborates with the School Resource Officers to provide
emergency psychiatric evaluations for students and assistance with other mental health crises.
PRIORITY AREA 5: Review the array of services provided to individuals requiring in-patient
care to develop specific strategies to address hospital capacity
GOAL
To identify or develop community programs capable of providing or assuring that intensive
services and/or service coordination is available to reduce the burden on State hospitals and to
assure that the appropriate level of care is provided for persons with behavioral health issues.
STRATEGY
Continue to work cooperatively with the Behavioral Health Administration, the County
Department of Health, current and potential providers, key health care community providers, and
the State inpatient facilities, to develop a system of care and new services that address the
increasingly complex cases that are being identified in the community who, without certain
interventions, would require inpatient level of care.






Provide Assistance to providers and hospital staff so that persons ready for hospital discharge
have a safe and appropriate community placement.
Analyze the information and findings of pilot projects such as the SEGUE pilot project
between the AACMHA, the BHA, Waystation Inc., and Springfield Hospital Center to
facilitate expansion to other jurisdictions.
Assist with the coordinating activities of the area hospitals so that improved systems of care,
such as the Bay Area Transformation Project are successful.
Increase the number of community providers who agree to participate in planning and
coordinating efforts for the continuum of care for the County.

Description of Collection Process and Change Measurement for Performance Indicators
Document AACMHA’s efforts such as meetings, trainings provided and cooperative agreements
that demonstrate system level coordination.
AACMHA’s participation in multi-agency and department efforts to improve and coordinate
care, such as “Silver CRICT”, Jail Diversion, and Hospital Diversion.
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Appendix A – Anne Arundel County Community Health Needs Assessment, 2015
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Appendix A – continued
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Appendix A – continued
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