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Introduction 
The role of the Local Behavioral Health Authority (LBHA) is to serve as Local System Managers and 
develop an integrated process for planning, policy and services to ensure a coordinated quality system 
of care is available to individuals with behavioral health conditions. The LBHA will, through publicly 
funded services and support, promote recovery, resiliency, health and wellness for individuals who have 
or are at risk for emotional, substance related, addictive, and/or psychiatric disorders, in Anne Arundel 
County. The LBHA seeks to meet these goals for all county residents, both publicly and privately funded.   
   
The Anne Arundel County Local Behavioral Health Authority is comprised of two separate corporate 
bodies, the Anne Arundel County Mental Health Agency (AACMHA), a 501(c)3 non-profit, and the Anne 
Arundel County Department of Health (AACDOH), part of the local government and function as the Local 
System Managers for the county. 
 
The AACMHA (CSA) and the AACDOH (LAA) have an over 25-year partnership, in which they are 
responsible for the development, delivery, and quality assurance of behavioral health services in Anne 
Arundel County.  Integration efforts began in early 2000 with the formation of the Co-Occurring 
Disorders Steering Committee, now known as the Behavioral Health Advisory Council (BHAC) co-chaired 
by the CSA and LAA and formal agreements were entered in both 2015 and 2018.   
 
Although the agencies remain separate corporate entities, this unique partnership has been operating 
seamlessly to meet the behavioral health needs of all County residents through a functional integration 
model.  
 
Vision 
An integrated health system in Anne Arundel County that embraces hope, recovery and resilience for all. 
 
Mission 
The mission is to assess the mental health and substance use problems, needs and resources of the 
County; promote behavioral health through education, prevention, treatment and recovery; and to 
provide leadership in organizing effective public and private strategies to meet the needs of County 
residents affected by mental illness, substance use and trauma. 
 
Values 
A successful continuum of care that: 

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

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

● Development of a county Behavioral Health Service Plan for the purposes of outlining a 
coordinated and integrated strategy of meeting the behavioral health needs of the residents 
of Anne Arundel County, to include addressing prevention, early intervention, treatment, 
long-term recovery and somatic health needs of those with behavioral health conditions. 

● Continual community assessment of the services provided and the gaps in services to be 
filled. 

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

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

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

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

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

● Road to Recovery - The Road to Recovery Medication Assisted Treatment (MAT) Clinics are 
located in the Ordnance Road Detention Center (ORCC), Glen Burnie (North County), 
Annapolis (South County) and a newly implemented WellMobile (county-wide).   Each are 
state and federally certified Opioid Treatment Programs providing assessment, counseling, 
psychiatric evaluation/treatment and medication-assisted treatment to County adults 
diagnosed with opiate use disorder.   
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New Developments and Challenges 
Anne Arundel County has experienced a number of changes, developments and/or challenges that have 
affected the delivery of behavioral health services over the past 12 months and that may continue to 
affect the delivery of services into FY 2022 and beyond.  The goal is to identify these challenges and 
develop strategies that strengthen our ability to anticipate needs and be proactive rather than reactive.   
 
COVID-19 
In March of 2020, the nation was impacted by the COVID-19 pandemic.  The extent and uncertainty of 
this pandemic strained all systems nationally and locally including the behavioral health system. 
Focusing on the behavioral needs of the County required the need for increased communication, 
technical assistance, guidance and tangible supports.  This included but not limited to:  
 

● Keeping abreast of changing information around the virus, regulations and policies;  
● Ensuring that providers and the community had adequate personal protective equipment as 

well as proper use guidelines;  
● Developing and providing guidance documents around continuing services safely including 

policies and support for residential providers around isolation and quarantine; 
● Providing information on telehealth practices and resources;   
● Making known financial opportunities available to providers; and 
● Activating the Local Emergency Management Disaster Plan. 

 
As the LBHA convenes meetings and participates in all phases of county and community partnerships for 
continued environmental scans and input for the county’s continuum of care, the FY 22 plan obviously 
requires a detailed review of the effects that COVID continues to have and will have on the psyche of 
our residents as we adjust to a new normal and work our way out of the pandemic.  Recognizing these 
effects early on, in May 2020 the LBHA consulted with Dr. George Everly, a world-renowned 
psychologist who specializes in the effects of traumatic events on communities.  With his help, the LBHA 
developed a strategy for the anticipated increase in behavioral health needs as the pandemic comes to 
an end.  This strategy is based on several models that predict community needs, including the Trauma 
Informed Community Building Model.  
 
Recognizing that there will be an increased demand for behavioral health services, the goals of the 
strategy are: 

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

● Goal 2: Work with safety net agencies, providers, stakeholders, family members, clients to 
develop an optimal system of care of individuals in need in AA county. 

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

 
 The strategy is broken into three distinct components that coincide with the County’s continuum of 
care: 
 

1. Prevention and Screening: 
a. Work with BWMC and AAMC to engage Primary Care Physicians 
b. Market the Behavioral Health Toolkit 
c. Market the Network of Care Website and Treatment Locator to providers and individuals 
d. Work with BHA to develop a model for adult primary care physicians similar to the BHIPP 

model (Behavioral Health Intervention for Pediatric Physicians) 
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e. “Extend” the workforce by advanced training for non-healthcare professionals (Faith-based 
community, Community leaders, homeowners' associations etc.) 

f. SAFE-R model:  Stabilize, Acknowledge, Facilitate understanding, Encourage effective 
coping, Recovery or Referral 

g. Expansion of Harm Reduction program to increase access (community sites, mail order) 
 

2. Treatment 
a. Encourage continued use of telehealth 
b. Hospital discharge planning 
c. Work with housing authority to place in high need communities 
d. Advocate for continued payment for expanded telehealth 
e. Work with hospitals and other key partners to identify pre-existing gaps 
f. Promote on demand services (AAMC) 
g. Request CARES funding for CRS due to surge assistance as well to providers 
h. Identify areas where health inequities exist and provide outreach and coordination of 

services targeted to those populations 
i. Identify populations most critically affected (e.g., elderly who have lost loved ones, families 

affected by job loss, first responders and health care workers) 
 

3. Recovery 
a. Increase community trainings on resiliency 
b. Provide peers with additional trainings in resiliency 
c. Assist recovery networks with telehealth options by providing technical or other supports to 

accommodate virtual platforms for meetings and trainings 
d. Offer debriefs to communities, county departments and businesses where needed 
e. Continue work with the Mental Health Task Force and the School system to address new 

behavioral health needs due to COVID 
 
Many of the elements of this strategy build on and enhance the work already being done.  There were 
issues in our health system that we knew required work and had typically been included in the local 
plan.  Some of these include health equity and understanding how social determinants and the effects 
of trauma affect our community and the work we do.  COVID has accelerated the need to prioritize 
these issues and assure that our planning process is comprehensive and inclusive of these factors.  
Working in an integrated fashion with all county departments, to make sure that the priorities are 
aligned is one of the most effective ways we will be able to promote change and obtain the desired 
outcomes in our healthcare system.    
 
Health Disparities and Racial Inequity   
In 2020, the Department of Health made significant advancements in addressing health disparities and 
racial inequity.   
 
In July of 2020, the Department of Health established the Office of Health Equity and Racial Justice 
(HERJ) whose mission is to advocate, educate, and implement health equity and racial initiatives in the 
county. Since its formation, HERJ has applied guiding principles for health equity in the department’s 
response to COVID-19, community outreach efforts, and youth engagement. In response to COVID-19, 
the HERJ office utilized disaggregated race and ethnicity data to strategically support our communities 
of color and, with grant funding, to distribute cash rent and utility support as well as care packages to 
African American and Hispanic community members in zip codes most adversely affected by the virus. 
HERJ has also demonstrated innovative action with the staff’s ability to adjust, listen, and implement. 
The office launched a virtual youth initiative called Power of Change that, with the help of youth and 
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youth leaders, created an ongoing virtual youth community including over 200 youth and young adults 
to discuss social determinants, equity, racism, mental health, substance use, financial literacy, and 
community engagement. 
 
The Health Anne Arundel Coalition (HAAC), managed by AACDOH, formed under the State Health 
Improvement Process (SHIP) umbrella. More recently, under a shift in leadership and a brief interlude 
due to COVID-19, HAAC relaunched as a community-powered coalition that represents community 
organizations, health care providers, and stakeholders in community health.  
 
Supported by a guiding coalition of representatives from over a dozen partner agencies, HAAC is forming 
community workgroups to address the top public health concerns of county residents, including mental 
health, substance use, health care access, and obesity. This engagement process began at HAAC’s first 
community-wide meeting, held virtually in October of 2020. The meeting’s participant’s included County 
Executive Steuart Pittman, a diverse representation of County agencies and organizations, nonprofits, 
the faith community and county residents. This community meeting centered around the root causes of 
health inequities and building on to a community-driven common agenda through a dialogue about 
HAAC’s mission, vision, results, and priorities. 
 

Community-built Vision: 
All people have equitable access to affordable, quality health care and the knowledge to improve 
their own health. 
 
Community-built Mission: 
Eliminate health inequities, remove barriers to quality care and improve the health and well-being 
for all.  
 
Priorities that will underlie the community work group focus areas: 
• Awareness and access to affordable, timely, and quality health care. 
• Addressing social determinants of health. 
• Eliminating racism in the health care system and inequities in health outcomes. 
 

In spring of 2019, the County Executive issued an Executive Order declaring gun violence a public health 
crisis and establishing a task force to research and compile data on gun violence. The task force 
published their findings including 55 recommendations in a final report released in June of 2020. The 
Gun Violence Intervention Team (GVIT) formed in response to the report and the County Executive’s 
directive that implementation be the charge of the Department of Health. Through collaborative 
meetings and coordinated workgroup efforts with 18 partner agencies, the GVIT is implementing 
evidence-based, harm reduction strategies to prevent and reduce gun violence and gun related deaths 
in the county. 
 
As in the FY 21 plan, the following challenges identified in the 2019 Community Health Needs 
Assessment (Anne Arundel County Partnership for Children, Youth and Families) and through the LBHA 
planning process continue to be areas of focus: 
 

1. Opioid and other substance use 
2. Changing demographics in the County 
3. Child Mental Health 
4. Workforce Development 
5. Suicide 
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The following developments are being tracked as they have the potential to create significant challenges 
in meeting the future service needs of the County or the way care is delivered: 
 

• Continuation of Telehealth as well as adequate reimbursement to allow for a hybrid model 
of care. 

• Non-Opioid treatment requests are trending upward.  Preliminary analysis shows that the 
risk of death from overdose may be affecting an individual’s decision to use opiates by 
replacing use with another perceived “less risky” substance. Overdoses involving more than 
one substance, specifically stimulants, continues to rise. 

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

as overdose deaths nationally stabilize and/or decrease. 
• Currently funding structure and OTP regulations do not support the changes needed to 

meet the needs of the aging population on methadone maintenance. 
• Use of Body Worn Cameras by the Anne Arundel County Police Department and privacy 

concerns during police responses when the Crisis Response System is activated. 
• Standardization of Crisis Systems. 
• The recent development of OTP services being reimbursable by Medicare was enormous 

advancement.  Unfortunately, many OTPs have not sought credentialing and paneling 
through Medicare. This is currently recommended by state and local jurisdictions but not a 
regulatory requirement.  The county OTPs are the only programs in the county that accept 
Medicare. 
 

LBHA Organizational Structure 
In Anne Arundel County, the Local Behavioral Health Authority (LBHA) is a joint responsibility of the CSA 
and the LAA. The CSA and the LAA continue to work in tandem, functioning as the county’s LBHA in 
order to create a behavioral health system that meets the needs of the community. The County’s 
governing bodies, as well as the MDH BHA’s Learning Collaborative and guidance, inform this effort to 
optimize the LBHA’s ability to provide quality programs and services throughout the county.  The 
outcomes of this function integration system are superlative. 
 
The Local Addiction Authority is housed in the Local Health Department within the Bureau of Behavioral 
Health.  While responsible for minimal direct service provision, historically, the Bureau bears the 
responsibility of the system planning and management for the continuum of care, specifically for 
Substance Related Disorders (SRD).  The Bureau closely collaborates with the Core Service Agency (CSA), 
a nonprofit agency designated the County. Traditionally, the CSA is responsible for the management of 
the public Mental Health system. These organizations now share the responsibility for the system 
management of the Behavioral Health system of care across the lifespan.  Continuous collaboration, 
both formal and informal, occurs through several avenues: 
 

• Monthly integration meetings including leadership of the AACDOH and CSA (Local 
Management Board as needed). 

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

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

• Monthly meetings of The Recovery Oriented Systems of Care to coordinate, promote and 
operationalize the ROSC philosophy. 
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• Monthly meetings of the Change Agents, sub-committee of the Anne Arundel County Co-
Occurring Steering Committee. 

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

on Integration. 
• Co-chair bi-weekly All Provider Meeting. 
• Co-Author the County Behavioral Health Plan. 
• Co-facilitate and sponsor a variety of training and promotions. 

 
Work continues by the leadership of all Behavioral Health public entities to align strategic plans and 
streamline reporting requirements so that multiple system management functions are presented 
seamlessly to the community.  The LBHA works diligently to create a system of care that is accessible, 
affordable and optimized to provide high quality services and outcomes that lead residents to achieve 
wellness through long-term recovery. 
 
The process to evaluate the need for change and integration of all behavioral health services has been 
an ongoing one in Anne Arundel County.  The foundation of the LBHA is evolving and inclusive of formal 
agreements that created a seamless model of functional integration to meet all County residents’ needs. 
 
A fully functional integration, where the two agencies work perfectly together, create an equal if not 
more robust synergy in meeting the similar but also distinct health needs of the County.  A mutually 
advantageous partnership under functional integration has the benefits of: 

• A seamless continuum of care 
• No Wrong Door 
• Person-Centered 
• Service Optimization 
• Innovative 
• Responsive 
• Data Driven 
• Results oriented 
• Access to local government resources 
• Increased coordination and interaction between the LBHA and other government agencies 
• Additional health resources available through the local health department 
• Increased eligibility for external funding available to local governments and nonprofits 
• Leveraging the benefits of each individual corporate structure offering the “best of both 

worlds”. 
 
As co-chairs, the LAA and CSA leadership receive input and feedback from the community through the 
Behavioral Health Advisory Council, which is comprised of representatives from local hospitals, 
substance and mental health providers, the Courts, community service agencies, faith-based agencies 
and advocacy groups. 
 
A charter document was written based on these ideals and through this document, Core Groups of the 
County level officials were created.  In 2014, the Health and Human Services (HHS) Core Group was 
established. The HHS Core Group brings together agencies to integrate all human services in Anne 
Arundel County, to ensure that all needs are being met and that services are being provided in a way 
that is most appropriate and effective. The HHS meets on a monthly basis and includes the directors of 
the following Anne Arundel County Government agencies: 
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• Anne Arundel Department of Social Services 
• Anne Arundel Department of Health, Health Officer 
• Anne Arundel County Mental Health Agency 
• Anne Arundel Department of Transportation 
• Arundel Community Development Services 
• Anne Arundel Housing Commission 
• County Executive’s Office 
• Anne Arundel Workforce Development 
• Anne Arundel County Partnership for Children, Youth and Families, Local Management 

Board 
• Anne Arundel County Board of Education  

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

 
 
The Anne Arundel County Executive appoints the Board of Directors of the Anne Arundel County Mental 
Health Agency, Inc. and those members are accountable to the County Council for their activities.  The 
Health Officer, Chief of Police, and Superintendent of Schools are ex-officio members of the Board. 
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Anne Arundel County Department of Health Organizational Chart 

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

 



14 
 

Relationship of LBHA to Other Committees and Agencies 
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FY 2020 Highlights and Achievements 
During the first quarter of FY 2020, the consumer count for Anne Arundel County from the 
Administrative Services Organization (ASO) claims paid through September 30, 2019 was 16,100.  Of 
those, 10,105 were paid under the mental health funding and 5,995 were paid under the substance use 
funding. These numbers may be duplicated across coverage and service types and only reflect services 
provided during the first quarter.  Based on the average rate of increase for individuals utilizing services 
in the PBHS for the last 2 years, it was estimated in last year’s plan that the number of individuals served 
for FY 20 would be 30,412, 18,774 under mental health funding and 11,638 utilizing substance use 
funds.  This estimate will be reviewed in detail when the FY 20 data becomes available. 
 
System Management and Coordination Activities 

• The relaunching of the Healthy Anne Arundel Coalition (HAAC). 
• The development of an LBHA landing page. 
• Quickly and efficiently moved system management work to telework to ensure the continuation 

of needed services and the processing and payment of vendor invoices. 
• Implemented the Health Equity and Racial Justice Initiative. 
• Pivotal role in the County’s Emergency Response System during the State of Emergency. 
• Coordinated efforts during pandemic 24/7 for partner departments, most notably the 

Department of Social Services and the Anne Arundel County Public Schools. 
• Supported children with remote learning capabilities. 
• Added a full time Opioid Intervention Team and Gun Violence Intervention Team Coordinator 

position. 
• Added 19 additional waivered Primary Care Physicians/OBOT providers in Anne Arundel County.  
• Worked with a marketing firm to develop the anti-stigma campaign, BUP=HOPE. Recruited two 

individuals on long term buprenorphine to be the faces of the campaign. 
• Hosted two “BUP prescriber” training events both held virtually in collaboration with MACS. A 

total of 41 practitioners attended. 
• Registered 1 OB/GYN for DATA 2000 waiver and who will begin prescribing Fall 2020 
• Participation in Homeless Resource Day – annual event sponsored by the Department of Social 

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

• Implemented the Anne Arundel County Substance-Exposed Newborn Multi-Disciplinary Team 
(AAC SEN Multi-D).  AAC SEN Multi-D is a group comprised of representatives of Anne Arundel 
County Department of Social Services (AACDSS), the Anne Arundel County Health Department 
(AACDOH), the Anne Arundel County Public Schools on behalf of Anne Arundel County Infants 
and Toddlers Program (AACITP), Anne Arundel Medical Center (AAMC), Baltimore Washington 
Medical Center (BWMC), MedStar Harbor Hospital and other individuals as appropriate that will 
meet to discuss systemic issues to assure the safety and provide service to substance exposed 
newborns and individual cases that involve high-risk indicators of substance exposure. 

• Implementation of Co-Occurring Disorders Core-Competencies document and training to attract 
and retain a qualified workforce for persons with Co-Occurring Substance Use and Mental 
Health Disorders.  Work with Addiction Technology Transfer Center (ATTC) to standardize and 
promote these competencies nationally. 

• Managed $680,585 in funds for recovery housing. 
• Increased capacity for Recovery Housing by adding 3 new contracted providers 
• Provided funding of Recovery Housing for 337 clients 
• Vetted 12 new houses to expand funded Recovery Housing bed capacity 
• Submitted contract proposals for two new Recovery Houses (Grace House and Uplift) to begin 

services in FY 21. 
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• Managed over 650,000 dollars utilized to fund approximately 673 individuals receiving Crisis 
Stabilization 

• Approximately 44% of clients placed in a Crisis Stabilization Services beds received Medicated 
Assisted Treatment (MAT) 

• Followed up on 31 complaints/inquiries regarding treatment providers and recovery residences 
• Ensured timely submission of the Agreement to Cooperate documents for SUD and MH 

Treatment Providers in Anne Arundel County 
• Provided support and technical assistance to providers with the transition of the ASO from 

Beacon to OPTUM. 
• Provided enhanced support and guidance to providers on practices during COVID including 

hosting weekly and then bi-weekly briefings with the Health Officer. 
• Developed the daily AAC LBHA Provider Announcement for providers that includes the latest 

information on training opportunities, regulations, resources, etc. 
• Implemented a weekly survey to the provider community during COVID that provided the LBHA 

status updates, PPE needs and other needs of providers. 
• Pivotal role in the County’s Emergency Response System during State of Emergency. 
• The AACDOH Treatment Referral Line had a total call count of 1,068. In response to COVID, the 

Treatment Referral Line calls were routed to cell phones so staff could continue to address calls 
in a timely manner.  

• Coordinated efforts during the pandemic 24/7 for partner departments, most notable the 
Department of Social Services and Anne Arundel County Public Schools. 

• Redesign and rebranding of the bed finder into a public facing application.  The TreatmentFinder 
is an interactive tool that displays available substance use disorder (SUD), mental health (MH) 
and co-occurring disorder treatment and recovery providers available to Anne Arundel County 
residents. The TreatmentFinder map has a filter to allow users to find a provider that best fits 
the treatment and recovery needs they are seeking.  A landing site is being developed and will 
be published soon. The treatment finder site can be found at 
https://aamentalhealth.maps.arcgis.com/apps/webappviewer/index.html?id=a248d73e17e245
dd91610efbb72ca04b. 

• Organized a Train the Trainer program for 20 community trainers through the SAMHSA GAINS 
Center “How Being Trauma-Informed Improves Criminal Justice System Responses” 

• Successfully operated 24/7/365 Crisis Response System during the pandemic. 
 

Services 
• Entire clinical staff of Adolescent and Family Services successfully completed comprehensive 

trauma-training and became certified with IATP (International Association of Trauma 
Professionals.) 

• The Anne Arundel County Crisis Intervention Team (CIT) was selected for the 2020 CIT 
International Crisis Intervention Team Award.  Through the partnership and teamwork of the 
Anne Arundel County Police Department and the Crisis Response System, the team is able to 
work collaboratively to de-escalate critical situations and identify the needs of an individual or 
group in crisis.  

• The Wellmobile was awarded a 2020 Model Practice Award from the National Association of 
County and City Health Officials. The Wellmobile was operating two days a week prior to COVID 
but has moved completely virtual during COVID operations and is operating Monday-Friday 8 
a.m. to 4:30 p.m.  The Wellmobile has served over 337 clients since implementation in 2019. 

• Safe Stations – a total of 886 duplicated assessments were completed in FY 20, 84% of 
individuals were connected to residential treatment and of those 65% completed treatment.  
41% of individuals were connected to Intensive Outpatient Treatment, Outpatient Treatment, 

https://aamentalhealth.maps.arcgis.com/apps/webappviewer/index.html?id=a248d73e17e245dd91610efbb72ca04b
https://aamentalhealth.maps.arcgis.com/apps/webappviewer/index.html?id=a248d73e17e245dd91610efbb72ca04b
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Social Supports, Medical Support, Mental Health Services or 3-day Detoxification Treatment.  
Some individuals may have been connected to multiple levels of care.  An additional 356 
individuals were assessed in the community, rather than a fire or police station allowing first 
responders to be back in service quickly. 

• Adolescent and Family Services worked together to seamlessly transition from in-person 
services to telehealth when COVID-19 made it necessary to see patients virtually. Letters were 
sent to every household and every clinician promptly took webinars on the practice, ethics, and 
unique considerations that go with providing mental health services virtually. Patients gave the 
clinic high marks for continuity of care and the transition to telehealth via survey. 

• Crisis Response Warmline – staffed 24 hours a day, seven days a week, 365 days a year.  During 
FY 20, the warmline received 25,007 calls for assistance, which was an increase of 12% from FY 
19.  With COVID-19 protocols in place, Crisis Response remained in-person as essential first 
responders for the duration of the quarantine. 

• Community Education and Training – provided 37 trainings, with over 727 attendees for 280.5 
total CEUs in FY 20.  The training program was able to pivot to begin offering courses online 
during the COVID-19 quarantine.  Successfully worked with Mental Health First Aid’s National 
organization to allow for online training. 

• With the move to COVID operations Road to Recovery (RTR) Langley and Bestgate has 
successfully transitioned to the use of tele-therapy for counselors and medical providers when 
applicable. The most recent client satisfaction survey indicated that 100% of the clients reported 
they were comfortable in continuing telehealth sessions.  Staff have found that clients 
appreciate the ability to participate in treatment anywhere and maintain safe practices to 
reduce exposure. Additionally, 95% of clients surveyed reported their calls were answered 
promptly, and 98% reported their concerns between appointments were addressed in a timely 
manner. 

• Resources for Emergency Departments, Schools and Police to Improve Outcomes, Engagement 
and Diversion (RESPOND) – In FY 20, MCT, HD and CIT completed 481 assessments for children 
and youth. 

• RTR Langley and Bestgate Clinics served 650 individuals in FY2020.  RTR at Ordnance Road 
Correctional Center served 348 individuals with 100% of those released on methadone 
continuing medication at community clinics. 

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

• Established and implemented the Intensive Care Coordination program designed to provide 
intensive care coordination, case management, and recovery support services to individuals 
diagnosed with an OUD who are at high-risk of overdose in the community or upon release from 
a local detention center, are high utilizers of the Emergency Department (ED), and other acute 
care medical facilities, substance use disorder (SUD) residential treatment facilities or have 
repeat admissions to recovery housing programs. 

• Adult Aftercare Specialist – responded to 1,688 calls and emails from residents of Anne Arundel 
and surrounding counties seeking resources for themselves, parents, friends, and individuals 
with mental illness and co-occurring disorders. 

• Revitalized the Overdose Outreach initiative here in the County in the midst of a pandemic.  
Peers are dispatched to the homes of overdose survivors to offer peer support services and 
other resources including harm reduction supplies.  

• Anne Arundel County Peers Offering Wellness Education and Resources (AA POWER) increased 
direct street outreach from biweekly to weekly to better enable maximum engagement with 
people who use drugs. 
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• AA POWER totaled 1,326 encounters, disseminating 1,701 naloxone kits and 2,593 fentanyl 
testing strips as well as safe use kits. 

• Evening peers began assisting in AA POWER outreach from the hours of 4:00 p.m. to 8:00 p.m. 
• Hospital Diversion through Crisis Response served 163 individuals. 
• Older Adult Behavioral Health Preadmission Screening and Resident Review (PASRR) Specialists 

– Two specialists attended 200 team meetings related to older adults whose living situation was 
in jeopardy, met with 350 clients and their support system for consultation and providing 
resources, conducted 283 follow ups.  The specialists also provided 64 community trainings in 
the 10 counties they serve. 

• Received state approval for a Syringes Services Program. This program began providing clean 
syringes in October 2020. 

• Housing Programs – supported 45 individuals and 13 families in 4 different housing programs. 
• Provided Overdose Education and Naloxone Distribution to 4385 individuals through ORP. 
• Conducted 147 alcohol and substance abuse prevention presentations, trainings, and exhibits 

reaching 4,449 County residents. 
• The Opioid Misuse Prevention Program (OMPP) initiative in FY 20 provided 15 community 

presentations on the dangers of prescription opioids to a total of 160 participants.   In addition, 
47 providers and 29 pharmacists were provided outreach on talking to their patients about the 
dangers of prescription opioids with 6,800 patient education guides disseminated.    

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

• Implemented (6) 14-week cycles of Strengthening Families at Ordnance Road Correctional 
Center (ORCC) (1 complete cycle and one incomplete cycle due to COVID) and Anne Arundel 
County Public Schools (AACPS) (4 cycles) serving 142 family members for all completed cycles. 
(FY2020) 

• Implemented a 14-week cycle of Strengthening Families for Spanish speaking families.   
• Successfully contracted with the Anne Arundel County Partnership for Children, Youth and 

Families to start a mentoring program for 10 at-risk transition aged youth. 
• Transitions Aged Youth – during FY 20, there were 25 participants. Six attended high school with 

one graduating. Two attended college, one attended cosmetology school and one attended a 
massage institute. Fourteen were actively working, and 6 participated in supported employment 
programming. 

• Wellness and Recovery Center – On Our Own of Anne Arundel County, located in Annapolis, MD, 
has assisted more than 130 individuals with behavioral health issues in their recovery efforts this 
year despite the center closing in March due to COVID-19 restrictions. 
 

Planning Process  
“No Wrong Door” 
Creating and sustaining cross-system collaboration to ensure a “No Wrong Door” experience remains a 
priority.  Building collaborative partnerships needed to ensure continuous significant progress is being 
made toward this effort:  
 

• Learning collaboratives and opportunities that focus on spreading, adopting, and adapting best 
practices across diverse service settings and creating changes in organizations that promote the 
delivery of effective interventions and services. 

o The Change Agents is a sub-committee of the Co-Occurring Steering Committee.  This 
committee developed the eight core competencies of co-occurring treatment and 
integrated care document with the idea that it’s a work in progress and will be updated 
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periodically.  It includes skills, knowledge and recommended resources for working with 
individuals with co-occurring disorders. 

o The competencies document became the basis for a curriculum for co-occurring training 
put on in collaboration with the Addiction Technology Transfer Center (ATTC). The series 
of training sessions, which are still being offered, was first opened to members of the 
Co-Occurring Steering committee and then to the general public. The sessions have 
included Motivational Interviewing, Clinical Supervision, Screening and Assessment, 
Cultural Competency/ Humility and Ethics. Future trainings include Measurements & 
Outcomes, Telehealth, the CCISC Model, Self-care, Self Help, Trauma Informed Care, and 
"Pulling it all Together." 

o Next steps include ensuring the sessions are accessible beyond the collaboration with 
ATTC and also ensuring that the information learned in the training sessions is 
sustainable. The group is developing a repository for the virtual training sessions 
conducted by the ATTC along with a link back to the competency document. With 
ATTC’s assistance, the goal is also to offer an ongoing virtual practice group led by 
mentors for individuals that complete the training.  
 

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

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

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

• Redesign and rebranding of the TreatmentFinder for providers and the community to locate 
information on available treatment resources. 

• Crisis Warmline (410) 768-5522 and Substance Treatment Resource line (410) 222-0117 provide 
the County with behavioral health information and referrals, as well as providing immediate 
access to crisis services. 

• Anne Arundel County Network of Care 
(https://annearundel.md.networkofcare.org/mh/index.aspx) 

• The 410-UBE-WELL Line for linkage, access to resources and treatment for individuals seeking 
medications for opioid use disorders. 

• Overdose Survivors Outreach Services (ODSOS) line for Baltimore Washington Medical Center 
and Anne Arundel Medical Center to initiate peer support services and linkages to treatment 
and recovery services. 

• Peer support services and care coordinators who link individuals to needed services.  
• Screening Teens to Access Recovery (STAR), a collaborative partnership with school health and 

Anne Arundel Public Schools, is a “zero-barrier” approach to accessing treatment for county 
youth. Any high school student can go to the school nurse’s office and ask for help immediately 
and be met with compassionate, competent support and guidance. During COVID, these services 
were still available should the school make a referral or provide the student and family with the 
information to reach out. 

https://annearundel.md.networkofcare.org/mh/index.aspx
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• Safe Stations provide 24/7 access to service linkages and resources, and collaborative 
partnerships with fire and police. Safe Stations broaden the access points beyond fire and 
police.  An individual can reach out directly to the Warmline from any community site (home, 
treatment programs, hospitals, etc.)  

• Partnership with AACPS for Children’s mental health services to coordinate and complement the 
community continuum of care and to enhance school-based services such as Child Find. 
 

Complaints and Contract Monitoring 
Specified staff members serve in an investigative capacity to respond to formal individual/client 
complaints and track resolutions through the providers, in accordance with the Behavioral Health 
Administration and local jurisdiction formal complaint protocol.  Functional integration allows for checks 
and balances when complaints are made against either the Department of Health or Mental Health 
Agency.  Together with the Office of Constituent Services, the Administrative Service Organization, and 
the Behavioral Health Administration, solutions were found to resolve identified complaints and areas of 
concern. In this capacity, staff also reviews the data for patterns and performs analyses to determine if 
there are system issues that need to be addressed or if technical assistance should be offered to a 
specific provider. Providers have been cooperative with investigative efforts and receptive to feedback.  
All complaints, formal and informal, are an opportunity to improve the way services are delivered and 
made available to our residents.  
 
As described in the Sub-Grantee Monitoring section later in this document, audits of grant-funded 
providers who received funding from the State of Maryland, Department of Health’s Behavioral Health 
Administration (BHA), as well as local county and other funds to provide services to vulnerable 
populations are conducted at minimum a yearly basis.  Audit frequency is determined based on risk 
assessments, whether a new provider or historical one, and outcome of prior audits.  All audits followed 
a similar process: beginning with the contract, a review with each provider of their scope of work and 
deliverables, an in-depth explanation of the grant-funded services they provide and review of 
appropriate documentation, and a discussion of any challenges the providers faced throughout the past 
year. The audit also includes a review of a specific invoice to substantiate the expenses and provide 
budget oversight.  One of many of the auditor’s roles in this process is to help providers eliminate any 
barriers to the effective delivery of services and to use the audit results to improve operations within a 
specific provider and/or to improve the continuum of care by identifying any gaps in service. 
 
Identification of Unmet Needs and Gaps 
Data driven decision making in the identification of unmet needs and gaps is an ongoing process. The 
process used to assess and plan for the jurisdictions’ behavioral health service needs and engage 
stakeholders continues to be multifaceted. An epidemiologist with the Department of Health is focused 
on issues related to behavioral health in the county and is a great resource for the LBHA and for 
community providers by providing assistance identifying, analyzing and publicizing relevant system data. 
 
With a clear understanding of the ideal system of care, local system managers employ strategies and 
data that help define the existing system of care and identify unmet needs.  The overlay of those two, 
highlight the gaps within the system.  
 
Using data from a wide range of sources, the BHAC helps to develop a strategic plan identifying the 
County’s priorities, goals and strategies around those unmet needs and gaps. The Anne Arundel 
County’s Healthy Anne Arundel Coalition (HAAC), Anne Arundel County’s Local Health Improvement 
Coalition, determines and addresses public health priorities for the county. This coalition identifies and 
addresses health priorities through programs, policies, and coordinated efforts with programmatic, 
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data, and infrastructure support from the county, community partners and the state.  The HAAC 
membership includes a broad range of organization, government, and community members.   
 
With the vision that all people have the knowledge, resources and equitable access to care to improve 
their own health and well-being, the common agenda for the HAAC includes the focus areas of mental 
health, healthcare access, substance use disorder, COVID-19 and obesity.  The priorities have been 
defined as the awareness and access to affordable, timely and quality health care, addressing social 
determinants of health, and eliminating systemic racism and inequitable health outcomes.  The results 
by 2030 include all communities are healthy and safe, improved physical and mental health and well-
being and improved quality of life and life expectancy. 
 
The data and information used to guide planning in the County include: 

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

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

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

o Characterize the experiences of people who use drugs 
o Examine service gaps PWUD experience and barriers/facilitators to accessing services 
o Assess potential local and regional capacity for expansion of harm reduction programs 

• The ROSC Team, Recovery Anne Arundel, serves as a sub-committee to the local BHAC and 
provides recommendations to the Council that are based on data from surveys completed by 
team members, prevention staff and others from the recovery community. The surveys identify 
gaps in needed services. Life in Recovery Follow-Up Survey is one example which was completed 
in 2019. 

• The Johns Hopkins Bloomberg School of Public Health completed direct outreach in high opioid 
overdose burden jurisdictions in Anne Arundel County. The evaluation was on the 
implementation of harm reduction outreach services/messaging and its impact on opioid-
related on opioid indicators at the study sites. The evaluation developed knowledge of effective 
overdose prevention and will be used to improve the implementation of current/future 
overdose prevention initiatives. The evaluation findings provided valuable information for the 
Anne Arundel County’s POWER’s to increase capacity to provide direct outreach and 
engagement of people who use drugs. 

• Office of the County Executive Community Outreach and Constituent Services 
• Weekly meetings with two local inpatient facilities, Luminous Health (formerly Anne Arundel 

Medical Center) and Baltimore Washington Medical Center. 
• Analysis of provider audits and complaints. 
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Stakeholder Engagement 
Local system managers value opportunities to engage in dialogue with the members of the community; 
both formally and informally.  Stakeholders are invited to participate in the planning and evaluation 
process through the planning meetings, events and training hosted by the coalitions and committees in 
the County.  All meetings are announced via AACMHA and AACDOH websites, social media sites and the 
LBHA distribution list.  Most planning committees and meetings are open to the public.  The Behavioral 
Health Advisory Council, ROSC Change Team, North, South, Annapolis, and West County Coalitions, 
Opioid Misuse Prevention Program Workgroup, and Healthy Anne Arundel Coalition all have open 
meetings.  The Healthy Anne Arundel website has information for anyone interested in becoming 
involved and training and grant opportunities are promoted via fax and website.  Specific outreach to 
community partners and members is conducted by targeted outreach to engage them in the process 
(e.g. Detention Center, criminal justice community).  In addition, stakeholders are invited to be 
members of the review panel for grant submissions and funding requests. 
 
Recovery Anne Arundel, established in 2008 under the auspices of AACDOH Recovery Oriented System 
of Care Change Agent initiative, comprises a team of committed people who have come together by 
educating and empowering others on the experience and process of recovery, through advocacy and 
special events. While building on the assets within the community to bring about positive change, the 
group promotes personal recovery for all, supporting multiple pathways to recovery. Recovery Anne 
Arundel seeks to strengthen the recovery community and the services necessary to maintain long term 
recovery, health and wellness as well as support efforts in prevention and intervention. Recovery Anne 
Arundel is one voice for the recovery community and is an active participant in all planning processes. 
 
Peer Support Specialists have been working in the County for over 20 years and have added the ability 
to engage stakeholders, especially members of the recovery community and their families. The deaf and 
hard of hearing community are encouraged to attend and American Sign Language is available upon 
request at all County sponsored events.  Committee members are comprised of people in recovery, 
including those with criminal justice involvement and the formerly homeless.  Service providers for 
these populations are also part of the various coalitions and committees. 
 
The AACDOH provides interpreter services for deaf and hard of hearing on an ad-hoc basis to citizens 
requiring this level of support through an ASL interpreter service. Language Line is available to all callers, 
to assist with a variety of languages.  Additionally, in order to be more inclusive of residents with 
disabilities, Anne Arundel County Department of Aging and Disabilities uses the Independence Room, a 
full service conference room that features assisted listening devices and speaker systems, power doors, 
an accessible ramp, and tables and chairs that can be easily arranged in a variety of configurations to 
meet the needs of residents with disabilities including deaf and hard of hearing. This conference room is 
available for other meetings as well. Other conference rooms available in the health department offer 
assisted technology as well. 
 
As mentioned earlier, there is a robust partnership with Anne Arundel County Judges. This ongoing 
partnership’s goal is to continue the education of members of the judiciary and other criminal justice 
personnel on the needs of offenders with behavioral health disorders and the importance of treatment. 
This level of engagement has shown great success in better meeting the needs of offenders but also 
identifying improvement needs in the existing system of care. 
 
The Health Equity and Racial Justice office was developed out of the commitment to ensure that all 
community members have a voice and equal opportunities for overall quality health.  The activities of 
this office added a more strategic and focused pathway to engage members of cultural and linguistically 
diverse communities in the planning process. 
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This past year, extensive moderator-lead Zoom group discussions were added to offer a voice to the 
community and to collect data critical for planning. These group discussions were held with several 
“existing stakeholder groups” as well as community members. A moderator guide was created to elicit 
responses about strengths, weaknesses, opportunities, and threats regarding behavioral and mental 
health in the county. Thematic analysis was used to identify themes in the discussions and organize the 
content into priority areas to guide planning around gaps and needs as well as highlighting the counties 
strengths.  
 

Advisory Board Interaction 
As local system managers, staff participate in state level advisory standing and ad hoc planning 
committees including MABHA, the Behavioral Health Advisory Committee, the Behavioral Health 
Integration Advisory Committee, System of Care, Child and Adult Planning Committees, Crisis Service 
Workgroup and Learning Collaboratives. 
 
AACMHA and AACDOH Behavioral Health Bureau provide the leadership for the Behavioral Health 
Advisory Council (BHAC), which is composed of representatives from local hospitals, substance and 
mental health providers, the Courts, community service agencies, faith-based agencies and advocacy 
groups. 
 
The executive and administrative teams of AACMHA and AACDOH Behavioral Health Bureau meet at 
minimum monthly. As the driving force behind monitoring, implementing, and promoting the integrated 
service delivery in the County, this team is responsible for ensuring a full continuum of care (somatic 
and behavioral health).  Since FY 15, having signed a Letter of Agreement, AACMHA and AACDOH have 
combined the planning committees of both agencies and developed a unified document and plan for the 
jurisdiction.  To further cement this partnership, a landing page for the LBHA is currently under 
construction. An ongoing goal of the BHAC has been to align the various planning committees 
throughout the jurisdiction to improve communication and collaboration, consolidate resources and 
enhance the strength of response to issues impacting the community. 
 
Key staff from both agencies attend the BHAC and Judiciary subcommittee to stay current on 
recommendations and to participate in conversations related to system planning, forensic evaluations 
and placements. 
 
On a monthly basis, the Director of Behavioral Health and the Executive Director of AACMHA attend 
MABHA meetings.  The Director of Behavioral Health chairs the MABHA Integration Transition 
Subcommittee, tackling issues related to system change, management, and planning. In addition, both 
organizations are active participants in ad hoc work groups created by MDH and/or BHA to address 
particular system issues.  And although not committee members, both regularly attend the Statewide 
Behavioral Health System of Care workgroup, the Lt. Governor’s Commission to Study Mental and 
Behavioral Health in Maryland and the System Management Integration Committee. 
 
The dynamic, complex, and continuous relationship between these groups is illustrated in Section C. 
 

Emergency Coordination 
The Emergency Operations Center (EOC) is activated when there is a major emergency. Through 
coordination of activities and strategic problem solving, it is intended that the EOC will facilitate the 
County government’s response to the emergency. County agencies present in the EOC retain their 
individual responsibilities, authority and chain of command. 
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The All Hazards Emergency Operations Plan documents emergency response procedures and provides 
the necessary guidance to execute a response to any emergency or hazard that may pose a threat to the 
public’s health. 
 
An activation of the EOC is not needed for all emergencies. Smaller scale emergencies may involve the 
coordination of select agencies and programs that can offer the needed support.  
With that said, COVID-19 tested the county’s ability around emergency coordination.  It required an 
immediate multisectoral coordinated response to meet the needs of the community throughout the 
pandemic.  This unprecedented event brought County, public and private services agencies and 
providers together in creative and innovative ways. 
 
As a local governing body, the County has focused their emergency powers on policies to protect and 
support the residents, businesses, facilities and special populations of Anne Arundel County.  The LBHA 
taking lead on the behavioral health system of care including but not limited to: 

• Website page dedicated to the pandemic 
• Available PPE and its distribution 
• Up to date guidance for residents, businesses, facilities and special populations 
• Weekly briefings with the Health Officers for all Behavioral Health providers 
• Strike teams to address outbreaks in treatment facilities 
• Alternative Shelter for individuals with behavioral health needs that lack stable housing 
• Winter Wellness Campaign 
• Facebook Live broadcasts on various topics around the virus and behavioral health 
• Weekly surveillance surveys of behavioral health programs to keep abreast of current status and 

needs 

 

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

  

Treatment Services 
Behavioral Health Treatment and Recovery Support Services 
Behavioral health disorders and the impact of mental health and substance use is an issue across the 
entire lifespan.   From babies who are born with addiction to the elderly suffering from depression due 
to illness and loss of independence, a full continuum of care across the lifespan is essential in 
preventing, treating and assisting in recovery.   
 
AACMHA has Agreements to Cooperate with 48 treatment providers to provide a full array of mental 
health services, including:  Outpatient Mental Health Clinic, Psychiatric Rehabilitation Program for Adults 
and Minors, Supported Employment Program, Psychiatric Day Treatment Program, Group Homes for 
Adults with Mental Illness, Residential Rehabilitation Program, Residential Crisis Services, and Mobile 
Treatment Services.  Additionally, grant-funded programs provide supplemental services that are not 
available through the Public Behavioral Health System. 
 
Currently AACDOH has Agreements to Cooperate with 45 unduplicated SUD treatment providers 
licensed and/or accredited to provide the following ASAM levels of care: Education/Early Interventions 
(0.5), Outpatient (1), Intensive Outpatient (2.1), Clinically Managed Low-Intensity Residential Services 
(3.1), Clinically Managed Population-Specific High Intensity Residential Services (3.3), Clinically Managed 
High Intensity Residential Services (3.5), and Medically Monitored Intensive Inpatient Services (3.7).  
Withdrawal management is available in all levels of care excluding Education/Early Interventions.  
 
In addition to treatment programs, there are 12 MCORR certified recovery residence providers and 
Oxford House offering 52 houses in Anne Arundel County. 
 
 

Prevention

Prescriber and Provider 
Outreach & Education
Opioid Misuse Prevention 
Program
Mental Health First Aid
Denial is Deadly
Prevention Coalitions
Nework of Care
Overdose Education & 
Naloxone Distribution
Harm Reduction

Intervention

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

Treatment

Inpatient Treatment
Residential Treatment
Outpatient Treatment
Specific Population Services
Medication Assisted 
Treatment
MH and SUD Crisis Beds
Jail Based Services 
(MAT/MCCJTP/TAMAR)

Community Recovery Support

Wellness & Recovery Center 
Peer Support Specialist
Overdose Survivors Outreach 
Services
Care Coordination
Drug Court Care Coordinaton
Supportive Housing
Recovery Housing
Workforce Development

   Recovery 
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Level of Care Number of 
Programs 

Number of 
Beds, 

If Applicable 
ASAM Level 2.1 Intensive Outpatient 30   

ASAM Level 2.5 Partial Hospitalization 3   

SUD Residential and Inpatient Treatment Programs 11 379 

3.1 Licensed Clinically Managed Low-Intensity 7 145 

3.3 Licensed Clinically Managed High-Intensity for Adults Only 5 82 

3.5 Licensed Clinically Managed High-Intensity for Adults and 
Adolescents 

4 59 

3.7 Licensed Medically Monitored Intensive Inpatient 3 49 

3.7 WM Licensed Medically Monitored Inpatient Withdrawal 
Management 

4 44 

 

Prenatal, Infancy and Toddlerhood Services 
• Pregnant Women and Women with Children (PWWC) was implemented in 2019 and is an 

initiative to increase MAT services to pregnant/postpartum women and women with dependent 
children utilizing a family peer specialist and care coordinator. The goals are to 1) increase the 
number of individuals with OUD receiving MAT, and 2) decrease illicit opioid drug use and 
prescription opioid misuse at six-month follow-up.  

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

• Anne Arundel County Substance-Exposed Newborn Multi-disciplinary Team" (AAC SEN Multi-D) 
is a group comprised of representatives of Anne Arundel County Department of Social Services 
(AACDSS), the Anne Arundel County Health Department (AACDOH), the Anne Arundel County 
Public Schools on behalf of Anne Arundel County Infants and Toddlers Program (AACITP), Anne 
Arundel Medical Center (AAMC), Baltimore Washington Medical Center (BWMC), MedStar 
Harbor Hospital and other individuals as appropriate that will meet to discuss systemic issues to 
assure the safety and provide service to substance exposed newborns and individual cases that 
involve high-risk indicators of substance exposure. 

 

Child, Adolescent and Young Adult Services 
• Adolescent and Family Services (AFS), Psychiatric Evaluations, Medication Management, 

Individual, Family, Group Therapy, Co-occurring Disorders. 
• Resources for Emergency Departments, Schools and Police to Improve Outcomes, Engagement, 

and Diversion (RESPOND) - This program focuses on expanding Mobile Crisis Teams (MCT) and 
assisting children with serious mental illness by providing crisis intervention services, short term 
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care coordination and follow up support, including referrals to mental health providers, 
substance use agencies, Care Coordination Organizations (CCO) and other appropriate 
community resources.  

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

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

 
 

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

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

• Five County In-Home Intervention Program for Children (IHIP-C) is a family-focused, community 
based, in-home intervention program utilized in all five counties served through the Five County 
program.  It provides services for children and adolescents with behavioral health issues, who 
are at risk of out-of-home placement.  

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

“When it comes to Care Coordination services, some clients tend to become very comfortable 
with the coordinator that they are assigned. When I met my client, I was not her first Care 

Coordinator and it seemed as if her and her family were hesitant with having to get to know 
another individual and explain their story yet again. My client and her family have gone 

through a traumatic experience which makes them vulnerable and hesitant with becoming 
close to others. My client was struggling daily with figuring out how to cope with the trauma 
she experienced, which left her crying multiple times a day and pulling back from her family. 

My client did not know how to open up and express her feelings, so this was extremely 
difficult for her to process at such a young age. I was able to work with my client on coping 

skills and feeling comfortable with expressing her emotions, even if these were not “happy or 
good feeling” emotions. 

Today, my client has been able to communicate with her mother on a daily basis when she is 
feeling down or thinking back to the trauma. My client is also able to use her coping skills on 

her own, which she was not able to do before. This has resulted in her not crying and having a 
break down on a daily basis, which is the complete opposite of how she was when she was 

transferred to me last year. My client has grown and matured over the last year and is finally 
comfortable with facing her emotions and being open with others.” 
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• Young Adult Consumer Program – Taking Flight is a statewide youth and young adult advisory 
council, made up of individuals ranging in age from their teens to mid-twenties, with 
backgrounds and involvement in systems including mental health and substance use.  Taking 
Flight’s goal is to empower, support, promote acceptance and educate the Maryland residents 
in order to reduce the stigma surrounding behavioral health.   

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

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

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

• First Episode Psychosis Programs - The aim of this Evidenced Based program is to provide 
community-based, person centered, recovery-oriented services and supports to youth and 
young adults who are within two years of initial onset of psychotic symptoms. The services and 
supports are designed to reduce the chronicity of the illness, to prevent the development of 
long-term disability, and to promote independent, integrated community living.  The program 
added a Peer Support Specialist in FY 20. 

• Children and Adolescent Individual Support Services - This program provides purchase of service 
funding to aid with children and adolescents to achieve their treatment goals.  Without these 
supportive funds these children would be unlikely to achieve these goals. 

• Mentoring Program for at-risk adolescents and young adults ages 15-21 who are diagnosed with 
a mental illness. The mentoring program provides mentoring opportunities to eligible 
youth/young adults which will increase their social competency and assist them in meeting their 
therapeutic goals. The program was set to begin in March 2020, however due to restrictions 
surrounding COVID19, the program was unable to begin in person. Mentors quickly pivoted to 
telephone, text and Facetime to stay in contact with their mentees. 

• STARS Program, a collaborative partnership with the school health, the county public schools 
and Adolescent and Family Services offering assessment, consultation and referral for any high 
school students asking for help. 

• Adolescent Clubhouses: Free, after school enrichment activities, trips, cooking classes, sports, 
video games, homework help and tutoring, job assistance, and substance use support.  Focus is 
on developing leadership skills and individual strengths in a safe, drug-free environment. 

○ Rediscovering ME Clubhouse in Brooklyn Park 
○ H2o 4 L.I.F.E. Clubhouse in Annapolis 

 

Adult Services 
• Road to Recovery OTP clinics include two locations in the community (Glen Burnie and 

Annapolis) and one clinic located in Ordnance Road Correctional Center (ORCC).  The two 
community clinics also include psychiatric and co-occurring services. 

• Road to Recovery Wellmobile Medication Assisted Treatment provides low threshold 
buprenorphine induction services in a mobile setting without appointment. The mobile wellness 
vehicle staff includes a nurse practitioner, registered nurse and peer support specialist and 
provide outreach and linkage to continued care services with community opioid treatment 
programs (OTP), other treatment and/or primary care providers.  The vehicle has a client intake 
area, two exam rooms and a private blood work/discussion servicing the entire county. 
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• SSI/SSDI (Supplemental Security Income/Supplemental Security Disability Income) Outreach, 
Access and Recovery (SOAR) - The SOAR program is for adults who are homeless or at risk of 
being homeless and have a mental illness and / or co-occurring substance use disorder, a SOAR 
trained staff provides guidance and resources to navigate the process of applying for SSI/SSDI.   

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

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

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

• Community Case Management/ Drug Court (CCM) coordinates services for District Court 
Drug/DUI Treatment Court participants and serves as the liaison in communications between 
clients, the judiciary system, treatment providers, assessors and other involved agencies.  Case 
Managers develop individual recovery plans that include goals and objectives for each 
participant to complete drug court successfully.  They support the participants’ effort to become 
contributing citizens and to lead a fulfilling life.   

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

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

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

• Five County In-Home Intervention Program for Adults (IHIP-A) is an intensive community-based 
treatment approach for individuals with chronic and severe mental illnesses who reside in 

JA* is a 30 year old, Caucasian, single male who was admitted to AACDOH Road to Recovery 
Program-Langley in March of 2013.  Within one year of treatment he achieved Level 6. Shortly 

thereafter, he relapsed.  He worked in an environment where opiate use was common and 
struggled to re-claim abstinence.  One Saturday afternoon in March of 2017, client overdosed 

in a tent in the woods.  He reported that paramedics told him that he had died and was 
brought back to life.  On the following Monday, when he reported his overdose to his 

counselor, he admitted a very strong urge to use.  His counselor sought inpatient treatment 
for him at a place where he there was no limit on the length of time he could stay in 

treatment. He went to treatment at the beginning of April of 2017.  He stayed in treatment 
for seven months. After inpatient treatment, he relapsed again while living in a drug infested 

environment.  He re-admitted himself in inpatient treatment and emerged from treatment 
drug free. He came back to RTR in 6/14/18.  During the course of his treatment, he has 

demonstrated excellence in adhering to the clinic’s policies and procedures. JA is engaged in 
his individual counseling sessions (demonstrates a willingness to change), has perfect clinic 
attendance (no missed days), absence of behavioral issues, and consecutive negative UDS 
results. J A has again achieved LV-6 and is in the process of earning LV-7 (eligible in June 

2020). 

In addition to his achievements within the clinic setting, JA has improved social/familial 
relationships, successfully transitioned into a management position in a private company and 
improved his financial situation. JA is welcoming a new child with his significant other in May 

2020 and is a part of a blended family. Despite the challenges of parenting children in a 
blended family, JA demonstrates a willingness to learn, accept help, and adapt accordingly. 

He is in the process of re-entering the Strengthening Families program to aid his family. With 
regard to employment, JA reports a genuine excitement and happiness with his new position. 
He reports that he is changing the current protocol in efforts to generate revenue and secure 
contracts with his customer base. JA reports that he recently paid off his back-taxes for the 

State of Maryland, able to pay his bills on time, and is able to manage his monthly income. He 
plans on purchasing a new home for his growing family in the near future. 

*All names have been changed. 
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Calvert, Charles, and St. Mary’s counties.  This program was developed to meet the needs of 
individuals for whom less intensive outpatient treatment has been ineffective.  IHIP-A targets 
rural communities where ACT Programs have been found to not be as cost effective as in urban 
and suburban communities. 
 

*All 
names have been changed. 

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

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

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

• Behavioral Health Alternative Shelter - This program was developed during COVID-19 in 
response to a system gap and necessitated by the pandemic to keep otherwise homeless 
individuals safe.  This was designed for individuals with behavioral health needs who do not do 
well in traditional shelters.  The outcomes have been phenomenal and will be included as an 
over the mark request to enhance the continuum of care. 

• Intensive Care Coordination for individuals who have experienced several unsuccessful 
attempts at recovery.  This program started at the onset of the pandemic but after a 
slow start has now 12 individuals receiving these services. 

 

Older Adult Services 
• Older Adult Behavioral Health Preadmission Screening and Resident Review (PASRR) Specialists 

primary role in PASRR involves follow up visits, training, and coordination of mental health 
services. The specialists conduct follow up visits with individuals with mental illness, admitted to 
Maryland nursing facilities through the PASRR process. They meet with both the individual and 
the staff at the facility to determine training needs, specialized service’s needs, and whether 
community options counseling is desired. Additionally, the Specialists will assist nursing facilities 
with coordinating mental health services for nursing facility residents admitted through PASRR 

DD* was admitted to the IHIP-A program in January 2019 with a diagnosis of Major Depressive 
Disorder, Panic Disorder and Agoraphobia. Her therapist referred her to IHIP-A to assist her 

with building coping skills and social skills. Having not left the house in over 6 years, the team 
founds ways to engage and help her move towards independence on her own terms. Success 

started out small with steps like sitting on the porch, going to the mailbox, and eventually 
taking small drives with staff in the neighborhood. Staff incorporated self-care strategies, 

coping skills, exercising and nutrition into sessions. One major milestone achieved this year, 
was earning her high school diploma online as she did not graduate from high school due to 
negative circumstances during her senior year. DD was also accepted to a university and can 

begin in the fall. 

*All names have been changed. 
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by identifying local mental health providers that are qualified and willing to provide services 
within this setting. 

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

• AACDOH’s Road to Recovery clinics take on the task of accommodating the complex needs of 
older individuals on MAT when their original clinic is unable to do so.  Currently, RTR clinics are 
the only county clinics taking individuals on Medicare. 

Mental Health Special Population Groups 
• Court and Criminal Justice Involvement 

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

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

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

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

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

• Traumatic Brain Injury   
o Specialized Treatment Services for Individuals with Traumatic Brain Injury. 
o Traumatic Brain Injury Case Management provides brain injury waiver case 

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

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

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

o Supported Housing Opportunities Program (SHOP), Samaritan Housing Bonus and CHES 
Housing have been consolidated into a single federal grant program through the 
Arundel Community Development Services (ACDS) to provide permanent supportive 
housing for homeless individuals with severe mental illness, as well as their families. 
 

 
 

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

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

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

o Alternative Shelter for individuals with behavioral health needs that are affected by 
COVID. 
 

• Victims of Trauma 
o Trauma, Addiction, Mental health And Recovery (TAMAR) provides for a licensed mental 

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

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

o Trauma informed programming and trauma certified clinicians for ages 4 - 18 provided 
at AACDOH Adolescent and Family Services (AFS). 
 

 
 

• Individuals who are Deaf or Hard of Hearing 
o Deaf and Hard of Hearing Program/Signing Therapists – This program employs deaf staff 

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

In FY20, we had 2 housing participants successfully discharge from our SHOP program.  

One individual and her adult son both secured and maintained stable employment after entering the 
program. After receiving a promotion at work, this family was able to cover the full cost of their rent 

and other expenses. During our last team meeting, this individual was unable to hold back tears 
stating that she had achieved her long-term goal of becoming independent. 

Another housing participant chose to exit the program after 2 years. This individual was able to build 
up her clientele and become a very successful hairdresser. This participant was able to save enough 

money to leave the program and move in with a friend to work towards opening their own shop. 
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• Transitions from Intense Level RRP to Supportive Housing 

o Hospital Discharge Initiative - this program allows for additional support for individuals 
who are hard to place when transitioning from a State Hospital to a community-based 
program. 

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

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

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

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

Perkins Discharge Unit are scheduled to attend Way Station’s day program in Columbia 
two times per week.  This is to assist individuals in becoming ready for community 
placement.  The Day Program is designed to assist individuals with enhancing their 
mental and physical health.  This is accomplished through interventions such as Illness 
Management and Recovery (an evidenced-based program), as well as a Dual Recovery 
group. 

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

• TAY transitioning from RTC 
o Healthy Transitions Transition Aged Youth Program - this program provides services to 

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

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

o AACDOH is contracted with seven recovery houses that services men and women age 18 
and older in Anne Arundel County.  The funded length of stay is 56 days.  AACDOH 
assists individuals who are actively involved in their recovery plan, are enrolled in 
behavioral health treatment and meet the income eligibility criteria. 

o Crisis Stabilization Beds provide SUD Triage and Transition (TnT) to Treatment for Opioid 
diagnosed clients experiencing a substance use crisis. AACDOH manages the grant 
funding and provides supportive peer services. 
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o AACDOH has partnered with four local service providers to provide Recovery Housing 
for women, over 18, and children.  There is no limit to the number of or ages of the 
children. 
 

• Opioid-related disorders engaged in Medication Assisted Treatment (MAT) 
o Recovery residences that support MAT. 
o The 410-UBE-WELL Line for linkage, access to resources and treatment for individuals 

seeking medications for opioid use disorders. 
o Peer Support Services including PWWC that work specifically with individuals on MAT.  
o A buprenorphine coordinator that assists individuals in transferring services to a 

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

buprenorphine. 
o The implementation of the Hub and Spoke program to assist and support individuals 

movement between needed resources and services.   
 

• Intravenous drug users 
o Priority admission to treatment programs. 
o Harm reduction activities designed to reduce the risk associated with IV and other 

substance use including safe use kits and syringe services 
• Transitioning from incarceration to the community 

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

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

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

 
 

• Individuals who are HIV positive 
o Priority admission to treatment programs. 

DM* began Vivitrol treatment in 5/2019, at time of his release from ORCC, following 2 years of 
incarceration.  Since his release from ORCC, he has been attending regular appointments at RTR 

Langley, receives Vivitrol injections every 4 weeks, and reports maintaining abstinence from illicit 
substances, as evidenced by UDS.  He reports that he is maintaining employment, is following 

recommendations of parole and probation, and has purchased 2 vehicles since his release.  He has 
been working to mend familial relationships and is currently residing with his cousin, in a sober 

environment.  He reports feeling happy about his progress and attributes his long-term abstinence 
to the support of Vivitrol, outpatient substance abuse treatment program, and outpatient mental 
health treatment.  He reports that Vivitrol helps curb his cravings and deters him from future use.  

He reports that ongoing counseling has aided him in learning how to challenge irrational 
thoughts, avoid risky situations, and effectively cope with life stressors, without the use of illicit 

substances.  

*All names have been changed. 
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o HIV risk assessments incorporated into treatment programs’ admission and intake 
process. 

o AACDOH provides free and confidential testing along with risk assessment, counseling 
and referral services. Treatment programs are provided referral information and offered 
in-service training. 

o AACDOH case-managers assist with linkage to mental health and SUD treatment 
services as well as accepting referrals for case management from local providers. 

o AACDOH offers support groups several times a month and offers individual and group 
counseling sessions. 

o Linkages with medical providers line Chase Brexton. 
 

• Individuals with co-occurring disorders 
o Road to Recovery MAT program serves patients with co-occurring disorders by providing 

psychiatric evaluations and medication management on both sites, Glen Burnie and 
Annapolis. 

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

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

 
• Pregnant Women 

o Priority admission to treatment programs 
o AACDOH has partnered with four local service providers to provide Recovery Housing 

for women, over 18, and children.  There is no limit to the number of or ages of the 
children. 

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

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

o Pregnant Women and Women with Children (PWWC) program. 
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• Individuals with addiction disorders such as gambling and tobacco use 
o Training documents that can be used by providers on pregnancy and tobacco ue. 
o Training and resources to community on tobacco cessation and resources. 
o Coordinated training with the Maryland Center of Excellence for Problem Gambling. 
o Supporting tobacco free workplaces in behavioral health programs. 
o Free quit smoking programs are offered for people 18 or older who live, work or attend 

school in Anne Arundel County. You must attend counseling sessions to receive free quit 
smoking aids. More information can be found at https://aahealth.org/quit-smoking-
classes-support-programs/. 

 

Development and Implementation of Integrated Behavioral Health Services 
The LBHA takes a leadership role in the development and implementation of integrated behavioral 
health services in the County and engages with state and local government agencies, direct service 
providers, hospitals, community organizations on an ongoing basis. 
Collaboration activities include: 

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

Ms. S* was an expectant mother who had lost the father of her child to an overdose early in her 
pregnancy. She had lost her mother a couple years previously. Ms. S, during her time in RHWC 
worked tirelessly to obtain her certification as a dental hygiene assistant and saved as much 

money as she could. She worked diligently to establish her son’s paternity to try and earn him the 
right for survivor’s benefits, which she eventually won.  She purchased a reliable, affordable 

vehicle that she could count on the get herself and her son to work, doctors’ appointments and to 
keep herself involved in her recovery. Ms. S. has worked to repair strained family relationships 

while in the RHWC program and recently, unexpectedly lost her father, she has remained 
committed to her recovery and utilized her network and resources to deal with this personal 

tragedy.  

Ms. S is a shining example of what the RHWC program can help the women who work for it 
achieve. Ms. S has moved out of the program and into her own place with her son, without 

roommates, family or a boyfriend. She is doing this on her own with her child. She is working 
towards her own future. 

*All names have been changed. 

https://aahealth.org/quit-smoking-classes-support-programs/
https://aahealth.org/quit-smoking-classes-support-programs/
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• Change Agents Chair 
• Five County Steering Committee 
• HHS Core Group member 

 
Through these partnerships and collaboration activities, the LBHA is able to identify needs and resources 
as well as gaps in services.  The FY 22 Goals reflect this ongoing process. 
 

Behavioral Health Services Needs 
Anne Arundel County has worked to create a robust continuum of care to meet the needs of our 
residents.  Through continuing assessment and outreach, service gaps are identified and work to 
develop programs to fill service gaps.  Currently, some areas of need are children’s mental health 
services, methadone maintenance for the aging population, Crisis Intervention Team clinicians, lower 
level residential treatment services, respite services for adult caregivers, and behavioral health 
alternative shelters. 
 
As noted previously in this report, Children’s Mental Health Services have been identified as a need in 
the County.  The number of calls for children to the Crisis Response Warmline and use of services for 
children in the Adolescent and Family Services clinic has continued to increase.  Participants in the 
School System’s Mental Health Task Force also recognize that the needs of children are becoming more 
complex.  The effects of trauma caused by COVID-19 will likely exacerbate these needs. 
 
The increasing aging population of the County also poses a need for services.  Particularly of note is the 
increased needs of the aging population in methadone maintenance.  The current reimbursement 
structure as well as the regulations governing opioid treatment programs do not take these needs into 
consideration. While it is understood that these requirements are there to ensure safety and reduce risk 
of diversion, they create barriers to care for individuals who due to age are declining in health and 
mobility.  Finding strategies to meet these challenges are further complicated by the current payment 
structure.  Another concern with our aging population is adult children with severe mental illness and 
their aging parents who fear they can no longer care for them. 
 
There is a growing number of individuals stepping down from 3.7 SUD residential treatment who are 
unable to find an available lower level of care treatment bed.  The alternative care plan is recovery 
housing with intensive outpatient or outpatient or recovery housing only.  While there are numerous 
positive outcomes associated with recovery housing, individuals needing the additional support and 
structure of a less intensive residential treatment program are at greater risk of not sustaining and 
building on recovery.   
 
Currently, all members of the Anne Arundel County Police Department are trained in Crisis Intervention.  
The ability for Crisis Intervention Teams to conduct additional assessments relies on having an 
independently licensed behavioral health clinician to pair with these specially trained officers.  The CIT 
Teams are highly effective for keeping high risk individuals safe in the community.  These specifically 
trained professionals are in high demand and keeping a trained staff can be a challenge.  An over the 
Mark request later in this document further explores this need. 
 

Coordination of Care of High Risk and High Cost Users 
Intensive Care Coordination (ICC) is a new initiative aimed at providing intensive care coordination and 
recovery support services to individuals with opioid use disorder (OUD), who may be at risk of overdose 
in the community or upon release from a local detention center, are high utilizers of the emergency 
departments or SUD residential treatment facilities, or have repeat admissions to recovery housing.  
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The Crisis Response System developed the High Utilizer Frequent Emergency Department (HUFED) 
initiative.  Under HUFED, individuals with behavioral health issues who overuse hospital emergency 
departments are connected to community-based treatment to reduce these frequent emergency 
department visits.  A Care Coordinator follows up after discharge to ensure that these individuals 
continue to receive needed services that will allow them to avoid repeated hospitalizations and remain 
in the community.  Crisis stabilization services are also provided to individuals who have been seen by 
the MCT and need follow-up until they can be linked with community services.  During FY 19, there were 
70 calls for the HUFED program, with the Care Coordinator completing 34 follow-up contacts.  With the 
addition of follow-up services to the CRS, the cost savings to the system is estimated to be 
approximately $1 million annually based on reduced hospitalization and repeated 911 calls.  In addition 
to the monetary savings realized, there is also a tremendous benefit for the individuals and their 
families.  These residents can avoid repeated hospitalizations and incarcerations, thereby remaining a 
part of the community and furthering their recovery.   
 

Clinical Application of the ASAM Patient Placement Criteria 
The AACDOH and AACMHA have been leaders in the support, promotion and staff development of the 
ASAM Patient Placement Criteria for the past 20 years.  Together, they have funded numerous 
workshops and all-day trainings, led by national leaders including Dr. Mee Lee, for staff in both public 
and private agencies throughout the County.  The Change Agents are currently developing a curriculum 
that builds clinician and agency competencies in best practices, including the use of ASAM criteria.   
 
The State has recently provided ASAM training this fiscal year and the LBHA has promoted this training 
as well as recommended all providers have at least one staff person attend. 

Needs and Gaps in Housing 
AACMHA and AACDOH work diligently to overcome barriers within our county when it comes to 
affordable, safe and adequate housing. Like many other jurisdictions, Anne Arundel County’s waiting 
lists for public housing projects are extensive which can cause a significant delay in obtaining a housing 
voucher. In addition, there are legal and financial criteria that may eliminate specific subpopulations 
from being eligible for those vouchers. AACMHA has sought to address this issue by offering permanent 
supportive housing options to chronically homeless individuals with serious and persistent mental 
illnesses. Housing programs funded through AACMHA and AACDOH utilize the Housing First model 
which allows participants to enter these special programs despite their sobriety status, treatment 
participation, or criminal history. Supportive services are offered to the individual after they are housed 
in hopes of gaining stability and preventing a return to homelessness. This can be a challenging 
population to house and the Specialty Housing Coordinator is dedicated to educating landlords and 
finding appropriate housing to best suit the needs of the participants. 
 
The participants that enter our program come from the chronically homeless list that is maintained by 
the Department of Social Services. To be eligible, individuals must meet the chronic homeless definition 
set by Housing and Urban Development (HUD) as well as have a priority population diagnosis. Once the 
individual or family is housed, they must meet with their case manager a minimum of twice monthly to 
work towards goals decided on and agreed to by the participant. Housing participants are also expected 
to complete the following during their time in the program: 
 

• Apply for and maintain all entitlements; 
• Actively seek income; 
• Maintain their housing units; 
• Apply 30% of their income toward their rent and utilities, if applicable. 
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Accepting a housing subsidy can be very difficult for individuals who experience chronic homelessness. 
Individuals who are considered for the program often become very fearful and anxious as they may have 
been homeless for a considerable period of time. When the participant becomes housed, they are faced 
with new responsibilities that they may have never previously encountered. Case management becomes 
an integral part of addressing the transition from homelessness to housing. At the start of the program 
the individual and case manager are often working on budgeting, maintaining a household, applying for 
benefits and connecting to various treatment providers. This process can be overwhelming and is unique 
to each individual. The case manager offers support and helps the individual navigate this new way of 
living.  Participants are able to acquire the skills they want and need to maintain a safer, more secure 
lifestyle. 
 
The Housing First model has proven to be very effective.  ‘Housing First’ is a recovery-oriented approach 
to ending homelessness that centers on moving people experiencing homelessness into independent 
and permanent housing and then providing additional supports and services.  There can be significant 
challenges when attempting to house the individuals who are eligible to participate in this program. The 
most common issue is locating appropriate units that are within the Fair Market Rate (FMR). FMR is set 
annually by HUD which determines how much money is allocated to each participant for their approved 
size unit. Generally, FMR increases in conjunction with the area’s rental rates.   In the past year FMR has 
decreased while rental rates continue to rise or remain static.  Anne Arundel County remains 
categorized into the same FMR as Baltimore City, which helps to explain this discrepancy.  Program 
participants, who are required to stay within the FMR, have felt the impacts of this as rental rates and 
available options are significantly different in the two areas.  
 
There tends to be more rental units within the FMR in Baltimore city as opposed to rental units in Anne 
Arundel County.  To remedy this situation, the AACMHA worked with the Anne Arundel County Housing 
Commission to request to be removed from Baltimore City’s region in order to better meet the needs of 
the population we serve. In general, residents prefer to remain in their jurisdiction as they are familiar 
with the local support system, so the case managers and all staff continue to work with landlords and to 
seek housing that is affordable and within the FMR. 
 
A significant amount of time is spent educating landlords on what a housing subsidy entail. Cultivating 
good working relationships with landlords is essential to the success of the program.  Most landlords 
have little to no experience with subsidies, and therefore do not make their units available to individuals 
receiving them. As new landlords begin to rent to our programs, we are taking more time to ensure they 
understand that not only will they receive rent through the subsidy program, but their tenants have a 
whole team behind them to help with any problems that may arise. As landlords become willing to work 
with our program and experience first-hand what our housing programs are, they are offering more 
units to our participants. As a result of the positive changes we have seen with our current landlords, 
staff members will continue to seek out, educate, and collaborate with other prospective landlords in 
hopes that they will begin to accept these vouchers. 
 
For program participants who can successfully transition from the subsidy, the LBHA advocates for the 
individual with landlords and the Anne Arundel and Annapolis City Housing Commissions to locate new 
units, as needed. Case management remains available to every individual exiting the subsidy if they 
choose to continue the service. The case manager can work with the individual to find the best housing 
situation for them and work on goals that pertain to the lifestyle they wish to have. 
 
The Housing First model is a HUD standard in order to receive the subsidy funding. We have seen the 
benefits of making housing the priority while adopting a more individually driven, recovery-focused 
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model to treatment. There has been an increase in individuals’ participation since using this model as 
housing is no longer dependent on the individual participating in treatment. It also allows the individual 
to work at their own pace and on the goals that are a priority for them. As local systems managers, we 
will continue to advocate for this model to be utilized when assisting our housing clients to become 
more independent. 

The housing gap is also being addressed by supporting the expansion of certified recovery residences.  
This support comes in more forms than financial, including the recent work around good neighbor 
policies, overdose response training, acceptance of individuals on MAT, and offering additional support 
for those struggling with episodic use. There is a quarterly provider meeting held with all certified 
providers to disseminate information, identify gaps and challenges as well as problem solve. The County 
currently has increased from 24 MCORR certified recovery residences (including Oxford House) to 52.  

Included in that number are the recovery housing programs for women with their children.  To be 
eligible, a woman must be age 18 or older, have at least one child in her physical custody, have a 
diagnosed substance use disorder and participate in substance use treatment or aftercare as 
appropriate.  This program is unique as there is no limit to the number of or ages of the children.  A full 
time AACDOH Care Coordinator provides a myriad of services to any woman participating in the 
program.   Currently there are 9 houses with a capacity to serve up to 37 families depending on the 
number of children involved.  
As more attention is being devoted to the social determinants and their impact on health, it will become 
even more evident how vital these housing programs are to the Continuum of Care. 
 

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

• Continual assessment of the challenges and barriers in providing medication assisted treatment 
• Identifying potential solutions and strategies in addressing the challenges and barriers 
• Developing and implementing a network of buprenorphine services within the County 
• Integrating all services providers (including psychiatrists, primary care providers and treatment 

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

Service (MACS) 
• Establishing linkages between primary care physicians and substance use disorder treatment 

programs, assisting patients with locating appropriate treatment programs as needed 
• Developing outreach materials for diverse audiences on the use of various MAT medications 
• Developing and implementing an Anti-Stigma Campaign. 
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This work has yielded an additional 19 additional waivered Primary Care Physicians/OBOT providers in 
Anne Arundel County.   The anti-stigma campaign, BUP=HOPE was developed and has begun its roll out. 
There were two additional “BUP prescriber” training events hosted virtually in collaboration with MACS. 
A total of 41 practitioners attended.  A partnership with the labor and delivery peer at AAMC has 
provided access to their physicians and one new OB/GYN was waivered and has begun prescribing in her 
practice. 
 

Co-Occurring Disorders and Dual Diagnosis Capability Training 
The Change Agents are a sub-committee of the BHAC that meets monthly. The Change Agents represent 
frontline staff from a variety of organizations. They’ve included individuals in recovery, peer specialists, 
mental health and substance abuse providers, frontline clinicians, and administrative staff.  In addition 
to keeping the Co-Occurring Steering Committee informed of challenges and successes facing the 
community, they are committed to making improvements across the behavioral health system taking on 
such initiatives as the creation of a behavior health toolkit for physicians and creation of co-occurring 
core competencies and resources.  The Change Agents are tasked with the promotion and quarterly 
maintenance of the Behavioral Health toolkit, an online website created by the Change Agents to assist 
healthcare providers in identifying mental health and substance use conditions and facilitate access to 
services. It contains training and technical assistance on integrating primary and behavioral health; 
resources on how to screen for behavioral health conditions; linkages to treatment; and supports that 
address mental health and substance use issues affecting children, adolescents and adults.  In FY 20, the 
group in collaboration with the ATTC offered training in the Co-Occurring Core Competencies, a set of 
recommended competencies created by the Change Agents that includes definitions, knowledge, skills 
and resources for organizations working with individuals with Co-Occurring disorders.   
 

Crisis Response Services and Diversion Activities 
Individuals with mental health and/or substance use disorders who are experiencing a crisis are at risk of 
being treated in hospital emergency departments or may even become incarcerated.  Both can often be 
prevented with a more appropriate intervention.  Emergency department and correctional facility staff 
are usually not equipped to provide the specialized treatment and aftercare needed by someone with a 
behavioral health issue.  This can lead to recidivism and poor outcomes.   
 
In response to the growing need for crisis services and the desire to serve individuals in the least 
restrictive setting, the CRS was developed to provide an array of behavioral health options and supports 
for individuals experiencing a behavioral health crisis.  Training all police on behavioral health matters 
through Mental Health First Aid, the law enforcement officers are now sensitive to behavioral health 
concerns and quickly call for CRS to assist.  Trained CRS staff serve to prevent many crises from 
escalating to more serious situations, often preventing inpatient hospitalization or incarceration. 
 
The County’s current CRS has evolved into a hybrid based on elements of the Berkeley Model of Mobile 
Crisis Teams (MCT), the Memphis Model for Crisis Intervention Teams (CIT), and the Rhode Island model 
for Safe Stations as modified by Anne Arundel County for our system of care.  The CRS is comprised of 
MCT, mobile treatment, in-home intervention treatment, jail diversion, hospital diversion, 
transportation, emergency departments, residential crisis services, CIT, Safe Stations, and urgent care.  
 
Operations Center 
An Operations Center (OPS) serves as the hub of the CRS, operating a “warm-line” which serves as a 
single point of contact for people in Anne Arundel County who are experiencing a behavioral health 
crisis.  Calls also include those from individuals who have learned of the system through our extensive 
outreach and are requesting assistance before the situation becomes a crisis.  Other calls are less crisis 
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oriented are the individuals are seeking assistance with locating available resources.  In addition to the 
warmline, this last type of call is frequently received at CSA headquarters as well.  The OPS is staffed 24 
hours a day, seven days a week, 365 days a year.  During FY 20, the Warmline received 25,007 calls for 
assistance, which was an increase of 12% from the number of calls into the Warmline in FY 19.   
Dispatches for Mobile Crisis Teams increased by 11% from FY 19 to FY 20 and the number of Warmline 
calls related to children and adolescents increased as well.  Data representing the total number of calls 
for FY 16 through FY 20 is included in the chart below: 
 

 
 
The Anne Arundel County Warmline coordinates with the State’s 211 press 1 for suicide in the following 
manner.  There are several “hubs” in the State and the hub servicing Anne Arundel County is Grassroots 
in Howard County.  An individual calling 211 is diverted to the center in Howard County.  After 
assessment, the caller is forwarded to the Crisis Response Warmline if immediate care is needed. In 
FY20, there were 10,647 calls to 211 and the top three reasons for the calls were for housing (22.3%), 
COVID information (15.7%) and assistance for utilities (15.2%). 
 
Mobile Crisis Teams 
The MCTs were designed to respond primarily to calls from police officers and the teams are on police 
radios. In addition, if OPS receives a call regarding an individual who is in severe crisis, they can refer 
calls to one of the agency’s MCTs.  The MCT can then be dispatched to assist in stabilizing the individual 
and connect them to the most appropriate services.  During FY 20, the MCTs were dispatched 2,384 
times, an increase of 11%.  The agency’s 5 MCTs serve the entire county on a 24/7/365 basis.  The CRS 
staggers and manipulates its shifts to accommodate high volume call days.  On days when there are 
sudden surges, AACMHA employs contingent part-time (CPT) staff to assist.   
 
The most effective component of Anne Arundel County’s CRS also makes it stand out from other 
systems.  This is the follow-up that is conducted with individuals after their immediate crisis is resolved.  
Warm-line operators conduct follow-up calls to individuals who call for services and resources.  The 
operators also contact providers to coordinate care.  In addition, there is a care coordination element of 
CRS that can offer more than a follow up call if the situation requires intense support.  During FY 20, care 
coordination completed 17,811 follow-up calls to individuals and had 3,230 face-to-face contacts with 
them.  The number of face-to face contacts dropped off in the spring of 2020, due to COVID-restrictions, 
but prior to the onset of the pandemic was on track to exceed FY 19.  Follow-up is also conducted for 
individuals seen by the MCT.  These crisis stabilization visits are an important aspect to ensuring that 
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individuals can remain stable and mitigate additional crises.  Care Coordination data for FY 20 is included 
in the following chart: 
 

 
 
High Utilizer Frequent Emergency Department Initiative 
Another element of the CRS is the High Utilizer Frequent Emergency Department (HUFED) initiative.  
Under HUFED, individuals with behavioral health issues who misuse hospital emergency departments 
are connected to community-based treatment to reduce these frequent emergency department visits.  
A Care Coordinator follows up after discharge to ensure that these individuals continue to receive 
needed services that will allow them to avoid repeated hospitalizations and remain in the community.  
Crisis stabilization services are also provided to individuals who have been seen by the MCT and need 
follow-up until they can be linked with community services.  During FY 20, there were 205 calls for the 
HUFED program, with the Care Coordinator completing 38 follow-up contacts.  With the addition of 
follow-up services to the CRS, the cost savings to the system is estimated to be approximately $1 million 
annually based on reduced hospitalization and repeated 911 calls.  In addition to the monetary savings 
realized, there is also a tremendous benefit for the individuals and their families.  These residents can 
avoid repeated hospitalizations and incarcerations, thereby remaining a part of the community and 
furthering their recovery.    
 
Safe Stations 
Fiscal Year 20 was the third full year for the pilot program, “Safe Stations”, which was implemented in 
response to the growing opioid epidemic.  Safe Stations allows persons with substance use disorders 
who are ready for and seeking treatment, to walk into any police or fire station and request assistance.  
Once at the station, the individual will be given a medical assessment by emergency medical services 
(EMS) personnel that is within their scope of practice.  If they do not need immediate medical attention, 
a Crisis Response team is contacted to provide further access to SUD treatment and follow-up care.   If 
the individual does require immediate medical attention, they are transported to the emergency 
department (ED) by EMS and a MCT will meet the individual in the ED.  A trend that continued in FY 20 
was that many individuals are now asking to meet with Safe Stations clinicians in the community.  This 
provides them the opportunity to initiate their treatment efforts, while not taking a fire station out of 
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service.  At the end of June 2020, 886 duplicated assessments had been completed, 61% of individuals 
were connected to treatment and 47% completed treatment.  An additional 356 individuals were 
assessed in the community, rather than a fire or police station. 
 

 
 

Year Stations Community Total 
FY 17 71 0 71 
FY 18 868 16 884 
FY 19 1,241 233 1,474 
FY 20 886 356 1,242 
Total 3,066 605 3,671 

 
The success of Safe Stations continues to exceed expectations.  At the onset of the pilot, it was 
estimated that 3 to 5 calls per week would be received by individuals wishing to enter substance use 
treatment.  By the end of FY 20, the average number of calls was 3.4 a day.  The average length of time 
to complete a Safe Stations call is on average at least 15 minutes longer than a MCT call because of the 
many challenges facing individuals who have a Substance Use Disorder.  These include homelessness, 
lack of resources, no health insurance, the nature of the illness itself, and often these individuals have 
been previously unsuccessful and are not welcome into certain treatment providers.  It takes quite a bit 
of time and effort for a successful recovery plan to be developed with the individual.  
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Crisis Response has been creative in keeping the Safe Stations program staffed.  Occasionally, and if 
deemed safe, clinicians who work in a team under ordinary circumstances may go out on a call alone if 
the situation permits it.  Contingent part-time and on-call staff continue to fill gaps in the schedule and 
to assist during surges in calls.   
 
Training 
The CRS staff has also found that providing training to community agencies and providers is a vital 
component of the system.  In FY 20, CRS staff conducted 46 trainings and over 311 hours of training on a 
variety of topics including: Overview of Mental Health and the County Heroin Issue, Overview of Safe 
Stations, Signs and Symptoms of Mental Health disorders, De-escalation and Crisis Planning (Adult and 
Youth), Mental Health in Schools, Mental Health First Aid (Youth, Adult, and Older Adult curricula), 
Suicide Assessment, Crisis Response and Trauma, Emergency Petitions, Overview of Crisis Response, and 
Crisis Intervention Team School.  The populations trained included: schoolteachers, principals, staff, 
students, and parents; police officers and cadets; fire department staff; District Court staff and court 
commissioners; church groups; and mental health and substance use providers’ staff.  The training 
provided by CRS staff to various school staff, students, and parents has been invaluable given the 
increased number of youth related calls received in FY 20.  That number continues to increase.   
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 FY 18 FY 19 
FY 18 - FY 19  
% Change FY 20 

FY 19 - FY 20 
% Change 

Children's Warmline Calls 1,375  1,811  32% 2,672  48% 
Adult's Warmline Calls 25,182  24,977  -1% 28,391  14% 

 
Crisis Intervention Teams 
A vital component of the CRS has been the partnership with the Anne Arundel County Police to 
implement Crisis Intervention Teams (CIT)s.  The CITs consist of an officer trained in CIT and an 
independently licensed, behavioral health clinician.  The advantage of having a CIT is that they can 
respond in situations where MCTs cannot, such as when weapons or barricades are involved, or as first 
arrival at schools until a parent/guardian can be reached.  These teams also provide a comfort to county 
residents, as a police officer has the authority to go onto someone’s property to perform a “well-being” 
check, where no component of CRS can do this nor would it be safe to do so. 
 
As with other units within the CRS, CIT staff conduct follow-up with individuals who are determined to 
be at high-risk in order to engage them in treatment.  CIT staff also conduct follow-up on emergency 
petitions initiated by police, individuals who have repeatedly called 911, and persons with mental illness 
who have been identified as high utilizers of emergency departments.   In response to the heroin 
epidemic, CIT staff will also follow-up with individuals who have a history of repeated overdoses to 
attempt to engage them into substance use treatment.   
 
This year marks the sixth full year of operation for the CITs and the team has expanded to include four 
officers and one lieutenant, allowing three teams to be in operation Monday through Friday from 7 a.m. 
to 11 p.m.  On weekends, one team is run from 8 a.m. to 4 p.m. each day.  During FY 20, the CITs 
conducted 209 assessments.   Because of the intense nature of these calls, MCTs would not have been 
able to respond.  Without the CITs, the individuals who were served may have otherwise ended up 
incarcerated or there may have been a more adverse event for themselves or other community 
members.   
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CIT has also been called to action by several Anne Arundel County judges and by the detention center 
staff.  These are in instances where the court has no legal means to detain an individual, or an individual 
has served their time and must be released, but the individual may benefit from treatment.  In these 
cases, a CIT will follow up and attempt to engage the individual into community services.   
 
The Anne Arundel County Crisis Intervention Team (CIT) was selected for the 2020 CIT International 
Crisis Intervention Team Award.  This prestigious and well-deserved honor demonstrates our abilities 
and commitment to excellence. 
 
Mobile Crisis and Stabilization (MCSS)  
MCSS provides a vital crisis and stabilization services to youth in Anne Arundel County. The program is 
operated as part of the Crisis Response System. The team responds to schools, and to the community in 
order to assist during a behavioral health crisis and provided the follow up services and linkage to 
community-based services. This service is vital to keeping youth in school and in their current living 
situation.  In early 2019, the MCSS funding was put out on competitive bid. This funding has been key to 
the success of the CRS for the past 10 years.  The AACMHA applied and was awarded funding to begin 
the new Maryland MCSS program in FY 2020. Due to the success and county-wide partnerships with the 
MCSS program, the MCSS program will keep the core component of Mobile Crisis and will add the 
stabilization service. FY 20 saw another significant increase in the number of calls for youth crisis 
services. The clinical complexity of the calls continues to increase. The teams continue to find innovative 
ways to assist youth and their families while the return to their pre-crisis level of functioning.  
 

 FY 2017 FY 2018 FY 2019 FY 2020 
Total (unduplicated) Youth 
MCT Assessments 

312 423 465 450 

MCT Assessments-Number 
involved with DSS/CPS 

46 26 56 68 

8-week stabilization # admitted 
(new program in FY20) 

N/A N/A N/A 23 

8-week stabilization referred 
by DSS (new program in FY 20) 

N/A N/A N/A 7 

8-week stabilization referred 
by MCT (new program in FY 20) 

N/A N/A N/A 16 

 
Hospital Diversion 
Hospital Diversion is another tool available to the CRS.  Under the Hospital Diversion Program, a clinician 
is co-located at Anne Arundel Medical Center and Baltimore Washington Medical Center to follow-up on 
any individuals admitted under emergency petitions the previous day.    This clinician consults with 
hospital staff to determine if there is an alternative to an inpatient stay for the individual.  When it is 
determined that the individual could be safely discharged, the clinician works with the individual to 
connect them to community services.  Should the individual need more intensive services, placement in 
a mental health crisis bed is an option.  A mental health crisis bed allows the individual to be discharged 
from a more restrictive hospital inpatient unit while receiving crisis stabilization services.  Individuals can 
remain in the crisis bed for up to 10 days.  Should additional days be needed to stabilize the person in 
crisis, the clinician works with the provider and the CSA to obtain authorization from the State’s 
Administrative Services Organization.    
 
The Hospital Diversion Program’s clinician can assess individuals for appropriateness to receive Crisis 
Case Management.  Crisis Case Management serves as another mechanism for reducing emergency 
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department visits.  During FY 20, 163 assessments were conducted between July and March to obtain 
placement in crisis beds and 35 individuals were referred to Care Coordination.  Because these 
individuals were able to obtain services in more appropriate settings, they did not use more expensive 
inpatient beds and resources.  No in-person assessments were conducted between April and June due 
to hospital restrictions, however 9,882 phone contacts were completed during FY 20 which was a 62% 
increase from FY 19.   
 

 
 
 
Jail Diversion – Jennifer Road 
The Anne Arundel County Mental Health Agency built on the success for the existing Crisis Response 
System by adding a Jail Diversion program in 2015. The Jail Diversion program was designed to assist 
with minimizing incarceration by providing specific services to assess, stabilize and treat persons with 
behavioral health disorders who are in need of immediate services to assist them in stabilizing and 
engaging as a first step in the recovery process. 
 
Recognizing that persons with behavioral health disorders are arrested and incarcerated at higher rates 
than the general public, the diversion worker works in both in the jail and in the community to minimize 
rearrests. In conjunction with detention center personnel, the jail diversion worker gathers information 
and assesses readiness for those individuals who can be safely released back into the community. The 
Jail Diversion worker develops a plan of care with the inmate for presentation to the Judge and the 
attorneys. If the plan is acceptable, the inmate is released, and the plan goes into effect. 
 
The number of participants in the jail diversion program has remained stable over the past 3 years.  
Historically all pretrial services were operated at the Jennifer Road Detention Center. In 2019, 
individuals living in the northern end of the county were able to report to Ordnance Road Detention 
Center for pre-trial services. The individuals reporting to this facility are in post release pretrial status.  
 
Jail Diversion continues to have positive outcomes for individuals in pretrial. This program focuses on 
individuals who are either not connected to behavioral health services and may be committing crimes 
because of their mental illness or are in treatment but are experiencing barriers to fully engaging in 
treatment. Due to COVID-19, in March 2020, the jail diversion worker was no longer able to enter the 
Jennifer Road facility. As a result, there have been no new admissions since March 2020. In addition, 
with courts closed in the State of Maryland, none of the individuals have had courts dates.  The Jail 
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Diversion Program continues to work with the individuals who were admitted to the program prior to 
COVID-19 while they wait for their court dates. 
 
Co-Occurring/Veterans Grant 
A co-occurring grant from the Anne Arundel County DOH provides funding that augments much needed 
support services to residents experiencing a crisis.  Funding from the DOH also targets veterans in need 
of behavioral health supports and services.  During the year, 514 people received individualized services 
including: urgent care stabilization plans, supervised overnights, transportation, meals, medications, 
medical supplies, clothing and bedding/towels for individuals experiencing a behavioral health crisis.  
These services were provided to county residents who were uninsured, struggled with mental illness 
and/or substance use, and were at high risk of hospitalization or incarceration.   
 

Pathological Gambling Addiction 
AACDOH has partnered with the Center for Excellence in Problem Gambling to promote awareness, 
prevention and treatment of Pathological Gambling Addiction through a 30-hour, 6 day clinical training 
to MH/SUD service providers.   

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

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

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

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

Tobacco Cessation 
There continues to be debate among service providers of the impact, negative or positive, on treatment 
outcomes when “no smoking” policies are implemented regardless of research that shows otherwise.  
The County continues to provide up to date training, resource information and technical assistance 
regarding this issue, encouraging providers to offer or at minimum refer patients to smoking cessation 
programs.  LBHA provider announcements and provider meetings are pathways for disseminating 
tobacco cessation resources including Maryland Tobacco Quitline posters along with program 
information on services for teens and pregnant women.   
 
When comparing our County to the State, the percent of individuals who responded “yes” to whether 
they smoked is slightly higher in Anne Arundel County.  However, from FY 18 to FY 19, there was a 
decrease in individuals who self-reported as smokers. This trend will be reviewed when FY20 data is 
available. 
 
Through the AACDOH Learn to Live Program, a variety of support services are offered to individuals, 
families and the community.  In addition, free kits for both adults and youth are available.  Individuals 
and staff may call the Learn to Live Line to request the free materials.  This information is posted on the 
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clinic bulletin boards and is given to them by the medical and counseling staff. Questions regarding 
tobacco use are part of intake the questions within treatment programs. 
 
In addition, people 18 or older who live, work or attend school in the County can get help to quit 
smoking from the following programs offering free counseling and quit smoking aids: 
 

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

 

Peer Recovery Specialists 
On Our Own of Anne Arundel County (OOO) Wellness and Recovery Center is a non-profit community-
based organization that assists people with mental illness and addictions who are actively pursuing 
recovery. On Our Own, located in Annapolis, MD, has assisted more than 130 individuals with behavioral 
health issues in their recovery efforts in FY 20. The Wellness and Recovery Center is a community 
association for people with similar backgrounds, lived experiences, and interests that offers a spectrum 
of services, and access to other community resources. OOO regularly offers educational seminars, 
workshops and special presentations that assist individuals in managing their illness and/or addiction. 
Individuals have access to services that include peer support, information and education about their 
illness, medication information, housing and employment assistance as well as advocacy assistance. 
They also receive help researching benefits and other public entitlements.    
 
The Wellness and Recovery Center provides structure and support to promote personal progress and 
accountability. The staff compiles and shares wellness and healthy lifestyle resources for peers and 
assists in developing a Wellness and Recovery Action Plan (WRAP) that incorporates a daily living plan to 
maintain wellness. The Center is a place for social interaction, group dinners, and other social events 
that offset the isolation so many people with mental illness and addictions experience. OOO also 
provides transportation as needed within the Annapolis area and staff has taken and accompanied peers 
to appointments as needed. 
 
Peer support is vital in fostering persistence and resilience when dealing with everyday common 
setbacks. Staff are always cognizant of offering peer support that encompasses trauma informed care. 
Trauma is often the primary factor contributing to an individual’s mental illness and addiction issues. 
Motivational interviewing is one tool staff uses to allow individuals to tell their stories when they are 
ready to share them with others. Trauma informed care, intentional peer support and motivational 
interviewing is the foundation for effective peer support. Good listening and communication skills are 
essential too. Using these tools, the staff assists persons in recovery in strengthening their readiness to 
actively pursue health and wellness goals.  In addition to using a variety of methods tailored to the 
individual for setting and reaching health/wellness related goals, the staff uses self-disclosure to inspire 
and support people coming to the center.  Peer support has been an integral part of recovery for many 
years. Peer support allows people with lived experience to support other individuals in their recovery 
efforts. Peer support, by different names, has been successful in the both the mental health community 
and the addiction recovery communities. For many, finding help for both mental illness and addictions 
often has meant attending different programs that have different philosophies about recovery and 
sobriety. OOO ‘s integration efforts have combined services that are supportive to people dealing with 
co-occurring disorders. Currently, most of the individuals attending OOO programs have struggled with 
co-occurring disorders. 
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On Our Own is successfully combining recovery services for both the mental health and substance use 
disorder communities. A peer support addictions staff member provides focused peer support to those 
in the addiction community. The peer support addictions specialist attends many community meetings 
within Anne Arundel County. Those meetings include ASAP, Recovery Anne Arundel ROSC (Recovery 
Oriented Services of Care), Facing Addiction, and the AA Intergroup meetings. Through these 
connections OOO has formed partnerships with the local community’s prevention and treatment 
efforts.    
  
On Our Own embraces a broader scope of wellness and recovery promoted by SAMHSA that addresses 
the needs of the whole person. “Wellness involves being aware of ourselves as whole people, including 
a sense of balance and comfort with our bodies, our lives, and our jobs. Stress, addictions, illness and 
traumatic experiences (continue to) impact wellness and balance,” according to the Institute of Wellness 
and Recovery Initiatives of New Jersey. OOO focuses on the eight dimensions of wellness; emotional, 
financial, social, spiritual, occupational, physical, intellectual, and environmental when developing 
programs and providing services.  
 
In addition to the peer support services provided by OOO, AACDOH Bureau of Behavioral Health houses 
the Recovery Community Support Services Program.  This program manages the peer support services 
which has grown significantly over the past couple of years. There currently are 20+ peers located in the 
community and at various host sites throughout the county including DSS, the local detention centers, 
drug court, the community centers, the two youth clubhouses, Baltimore Washington Medical Center, 
Anne Arundel Medical Center, and the Wellmobile. In 2019, a Special Program Coordinator position was 
established due to the growing staff.  This has allowed for better management, support and coordinated 
integration of these services into the community.  This position is also Center for Addiction Recovery 
Training (CART) trained as a trainer and has provided training and technical assistance to the 
community. 
 
The specialized peer support programs include: 
 

• Family Mentor to provide peer support to the families of the START program in collaboration 
with the AA County Department of Social Services.  

• 2 Youth Peer Support Specialist to provide peer services to youth participants in collaboration 
with H2O for life. 

• The OD SOS (Overdose Survivor Outreach Services) program is designed to target overdose 
prevention efforts to the most at-risk population on site in the Emergency Department of AAMC 
and BWMC.  Currently there are 6 peers providing coverage at both hospitals Monday through 
Friday from 8:00 am to 12:30 am and Saturday and Sunday from 4:00 pm to 12:30 am.  

• 4 Family Peers providing services to pregnant women and women with children. 
• Two peers providing re-entry support services from JRDC and ORCC. 
• A peer to assist the Harm Reduction team to assist with engagement and support for those 

seeking treatment or additional services. 
• A peer to augment the ICC team working with individuals with history of struggles maintaining 

sobriety. 
 

Outreach and Public Awareness 
Local system managers are uniquely poised to develop and disseminate public and consumer 
education and information.  It’s also the responsibility of local system managers to integrate health 
equity into all of our work so that we’re improving the health of everyone.  In order to do that we need 
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to be able to effectively tailor outreach and public awareness education and information to reach and 
engage culturally and linguistically diverse individuals and communities. 
 
As discussed earlier, the Department of Health established the Office of Health Equity and Racial 
Justice (HERJ) out of a commitment to identify and address health disparities by race/ethnicity, 
income, and geography.   The mission of this office is to advocate, educate, and implement health 
equity and racial initiatives in the county. The first meeting of this committee had over 100 participants 
and a range of participants including community leaders, faith leaders, county government, city 
government, elected officials and residents. The discussion included a range of challenges they and 
their communities face, particularly the African American and Hispanic communities. Through data 
analysis, discussions, areas and populations in the county where these disparities exist and persist 
were identified. While COVID has taken over the focus of many conversations, it is In times of crisis 
where disparities tend to worsen and become more apparent.    
 
To date, the HERJ office has developed effective strategies to engage and reach culturally and 
linguistically diverse communities through collaborative monthly meetings and weekly discussions with 
community members and representatives.  Staff have been able to adjust, listen, and implement the 
feedback received. While COVID has taken the focus on many community conversations, the office is 
focused on all determinants of health.   
 
In addition to these efforts all outreach and public information materials must go through a formal 
review process by the Public Information Officer (PIO) to determine use of culturally competent 
language and dissemination practices.  This applies to written material, presentations, social media 
efforts and public speaking forums.  information is also disseminated by the PIO for the County via the 
Office of the County Executive. 
 
During FY 20, several materials and platforms were developed to decrease stigma related to 
Medication Assisted Treatment, Opioid Use Disorders, and Recovery Services.  The Denial is Deadly 
campaign was revamped to include multiple messages which prove denial can be deadly. The first 
being “Here Today, Gone Tomorrow”. More information can be found at https://denialisdeadly.org/.  
 

 
The BUPE=HOPE campaign was produced and implemented to include two 30 second videos for TV, 
radio and website, 2 10-15 second videos for social media platforms and other audio platforms, 3-5 
sizes of animated or static digital ads, and a handout for dissemination. More information can be found 
at https://denialisdeadly.org/bupe.php. 
 
In addition to these two campaigns, the three-part training series, Stigma and Medication for Opioid 
Use Disorder (MOUD), was developed in partnership with the Danya Institute on Medications for 
Opioid Use Disorders (MOUD). Each series will address and debunk popular beliefs and myths about 
opioid prescribing, such as the Drug Enforcement Administration’s (DEA) involvement. The series is 
designed for MOUD prescribers, nurse practitioners, case managers, social workers and all potential 

https://denialisdeadly.org/
https://denialisdeadly.org/bupe.php
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MOUD prescribers as well as community members in hopes of increasing the number of active MOUD 
medication-assisted treatment (MAT) prescribers and to increase the knowledge, understanding and 
value of MOUD treatment. The series would be offered in the second half of FY2021. More information 
can be found at https://aaphysicians.org/wp-content/uploads/2021/01/MOUD-Webinar-Series.pdf. 
 

Promotion of Evidence-Based Practices 
Information on Evidence Based practices is provided through sponsoring training opportunities, sharing 
information on evidence-based practices and hosting learning sessions between providers.  
As discussed in the prior section, a three-part training series was developed to reduce the stigma 
around the evidenced based practice of MOUD.  Also being developed currently, is a hub and spoke 
model with the goal of increasing the use of MOUD within the county. 
 
An ongoing project has been the behavioral health toolkit, the compilation of guidelines for co-
occurring competency and good care and the curriculum for co-occurring training put on in 
collaboration with the Addiction Technology Transfer Company (ATTC). 
 
The goal of the Behavioral Health Toolkit website is to assist healthcare providers in identifying mental 
health and substance use conditions and facilitate access to services. It contains training and technical 
assistance on integrating primary and behavioral health; resources on how to screen for behavioral 
health conditions; linkages to treatment; and supports that address mental health and substance use 
issues affecting children, adolescents and adults.  For more information go to 
https://www.aahealth.org/behavioral-health-toolkit/. 
 
The guidelines for co-occurring competency and excellent care include information on co-occurring 
skills, knowledge and resources generated by a multitude of individuals (mental health and substance 
use providers, administrators, nurses, peers, family members, etc.) and from a multitude of sources. 
Most resources on the site are links to websites so that they can be accessed freely and quickly. This is 
a working document and continues to evolve with the discovery of new resources and understanding of 
effective co-occurring treatment. Future edits will include more emphasis on trauma informed care, 
cultural and linguistic competence, issues across the lifespan, harm reduction, outcome measures and 
further integration with physical health. More information can be found at 
http://www.aamentalhealth.org/cooccurring.cfm. 
 
The curriculum for co-occurring training that was developed was put on in collaboration with the 
Addiction Technology Transfer Company (ATTC). The series of training sessions, which are still being 
offered, were first opened to members of the Co-Occurring Steering committee and then to the general 
public. Training session topics to date have included Motivational Interviewing, Clinical Supervision, 
Screening and Assessment, Cultural Competency/ Humility and Ethics. Future training session topics will 
include Measurements & Outcomes, Telehealth, the CCISC Model, Self-care/Self Help, Trauma Informed 
Care, and "Pulling it all Together."  Next steps include ensuring the training series will be accessible 
beyond the collaboration with ATTC and also ensuring the information learned in the sessions is 
sustainable. The Change Agent committee is looking to develop a repository for the virtual training 
sessions that were conducted that will link back to the competency document and with ATTC’s 
assistance offering an ongoing  virtual practice group led by mentors for individuals that complete the 
training sessions.  
 

Prevention  
The LBHA is aware of the critical role of primary, secondary and tertiary Prevention in the behavioral 
health continuum of care.  While SUD prevention efforts are primarily led by MDH’s Public Health 

https://aaphysicians.org/wp-content/uploads/2021/01/MOUD-Webinar-Series.pdf
https://www.aahealth.org/behavioral-health-toolkit/
http://www.aamentalhealth.org/cooccurring.cfm
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Programs, we collaborate with MDH and local providers to assure a comprehensive range of prevention 
services are available in the County and integrated with other treatment and recovery activities.  
 
Primary Prevention strategies within the county include awareness campaigns, stigma reduction 
messaging, resilience education and awareness, Students Against Destructive Decisions (SADD), Living 
the example, health fairs, Back to School events participation and general health promotion strategies. 
 
Other prevention efforts include Strengthening Families programming, Opioid Misuse  Prevention 
Programming, prescriber and pharmacy education, SUD Prevention Coalitions, Harm Reduction Efforts, 
street outreach and education, naloxone distribution and education, Naloxone leave behind partnership 
with EMS, syringe services, the multidisciplinary Fatality Overdose Review Team, and a variety of 
activities to meet people where they are within their stage of change and prevent new incidences of 
illness and/or lessen severity of occurrence. 
 

Promotion and Awareness Activities in FY 20 
• While COVID disrupted many scheduled fairs, a total of 113 Health Fairs were attended by staff 

and/or materials provided (a 26% increase from FY19). 
• Winter Wonderland #BeWellAA Social Media Campaign/Contest. The Winter Wonderland of 

Well-Being was a social media contest to inspire everyone to make healthy improvements in 
their physical, mental and spiritual well-being and perform acts of kindness.  

 
• Developed a media campaign, BUPE=HOPE that includes two short 30 second videos for 

television to generate awareness in the community that buprenorphine is an effective option for 
individuals struggling with an opioid use disorder.  In addition to the 30 second videos, two 
shorter 10-15 seconds videos, a flyer and poster were developed for handouts, social media 
platforms, billboards, radio, etc. 

• Suicide awareness series was developed and will be implemented starting in March. The series is 
entitled, The Art of Wellness with Kevin Hines, #beheretomorrow.  The sessions will be held 
virtually in the evenings from 5:30PM-7PM and can accommodate up to 500 participants. The 
sessions with tentative dates and topics is listed below: 
o March 11 First Responders and Clinicians (Jen Corbin) 
o March 25 Youth and Adolescent 
o April 8 Aging population 
o April 22 General Population 
o May 13th Survivor and impacted Families 
o May 27 Working from Home 
o June 10 The Male Perspective (Pete Smith) 

• In FY 20, Crisis Response System staff conducted 46 trainings and over 311 hours of training on a 
variety of topics including:  
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o Overview of Mental Health and the County Heroin Issue 
o Overview of Safe Stations 
o Signs and Symptoms of Mental Health disorders 
o De-escalation and Crisis Planning (Adult and Youth) 
o Mental Health in Schools 
o Mental Health First Aid (Youth, Adult, and Older Adult curricula) 
o Suicide Assessment 
o Crisis Response and Trauma 
o Emergency Petitions 
o Overview of Crisis Response 
o Crisis Intervention Team School 

• In 2020, there were Facebook@AAHealth Impressions: 
o Mental Health - 101,778 (a significant increase from FY 2019: 22,446) 
o Tobacco - 1,094 (a significant decrease from FY 2019: 7,864) 
o Substance Use - 38, 158 (a slight increase from FY 2019: 36,529) 

 

Sub Grantee Monitoring 
Audits and site visits of grant-funded providers who received funding from the State of Maryland, 
Department of Health’s Behavioral Health Administration (BHA), as well as local county and other funds 
to provide services to vulnerable populations are conducted on at least a yearly basis.  All audits 
followed a similar process: beginning with the contract, a review with each provider of the conditions of 
award, the scope of work and deliverables, an in-depth explanation of the grant-funded services they 
provide, and a discussion of any challenges the providers faced throughout the past year. The audit also 
includes a review of a specific invoice to substantiate the expenses and provide budget oversight.  One 
of many of the auditor’s roles in this process is to help providers eliminate any barriers to the effective 
delivery of services.  Further detail is provided in the Planning Process section of this plan. 
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Data and Planning 
Due to the change in the Administrative Services Organization on January 1, 2020, midway through FY 20, 
there are limitations to the data that is typically made available for LBHAs for use in the annual planning 
process.  As such, the data analyzed below is significantly different from prior years.  Despite the 
challenges of this data, the goals and objectives of the LBHA relied upon the data that was available and 
are related to the long-term mission and vision for our County. 
 

Population Data 
• In 2019, the population of Anne Arundel County was 579,234 or 9.58% of the State of Maryland’s 

population (6,045,680 per the 2019 American Community Survey 1-year estimates) 
• Anne Arundel County is the 5th largest county in Maryland 
• In 2019, the percentage of the county’s population by race was: 

o White – 66% 
o Black or African American – 17% 
o Hispanic or Latino – 8% 
o Asian – 4% 
o Two or More Races – 4% 

• 12.1% of the Anne Arundel County population has veteran status (1.5 time the rate in Maryland 
of 7.5%) 

 

Medicaid Eligibility 
The average number of residents eligible for Medicaid (MA) was 17.9% in FY 2021 and has increased in 
Anne Arundel County each year (Table 1). The biggest change in eligibility was from FY 2020 to FY 2021 
when our MA eligible population increased by 5.17%. Compared to the other jurisdictions in Maryland, 
Anne Arundel County has the 6th lowest percent of MA eligible residents and is 6.9% lower than the 
statewide average for Maryland (24.8%). We expect that in FY2022, MA enrollment will increase even 
further as we deal with the economic impact of the COVID-19 pandemic.  
 
The MA penetration is the percent of MA eligible individuals that have accessed services in the public 
behavioral health system. Using previous fiscal year penetration rates can allow for estimations of the 
number of individuals we could expect to access services. In Anne Arundel County, the MA penetration 
rate was 10.7% for (SUD) services in FY2019 meaning that in FY2021 we would expect a little over 
11,000 MA to receive SUD services in the PBHS (Table 1). This is the 11th highest penetration rate in the 
state.  
 
The MA penetration rate was 17.5% for Mental Health (MH) services in FY2019 meaning that in FY2021 
we would expect a little over 18,000 MA to receive MH services in the PBHS (Table 1). This is the 14th 
highest penetration rate in the state. In FY2022, we anticipate the number of people accessing MH and 
SUD services to increase over the expected number due to the COVID-19 pandemic; both because of a 
higher number of people qualifying for MA due to job loss or other economic factors but also due to the 
isolation, anxiety, and worry of facing a pandemic leading to greater strain on mental health and an 
increase in substance use.  
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Table 1. Average Monthly Number Medicaid Eligible Population by County and Fiscal Year 

 
 

Data Source: Medicaid Eligibility: Published by The Hilltop Institute at UMBC. Population Estimates: Maryland Vital Statistics Est. Md. Population 
July 1, 2018        
Note: Penetration rate based on PBHS Service Utilization. Claims data through 12/31/2019. 
 

Poverty 
Poverty is an important social determinant of health that is associated with a decreased life expectancy 
and increased risk of suicide. Further, poverty in childhood is associated with higher rates of mental 
health disorders including depression, anxiety, and psychiatric disorders as an adult. While Anne Arundel 
County ranked 15th for the percent of population in poverty out of all 24 Maryland jurisdictions in 2018, 
7.0% or nearly 40,000 people lived in poverty and 9.6% or 12,144 children lived in poverty (Table 2). In 
2021 and beyond, the number of people in poverty is likely to increase as the impacts of unemployment 
and job loss due to the COVID-19 pandemic are felt.  
 
Table 2. Percent of Total Population in Poverty, Calendar Year 2018 

 
Data Source: http://www.ers.usda.gov/data-products/county-level-data-sets/poverty.aspx 

 

Unemployment 
Closely tied with poverty, unemployment can lead to an exacerbation of mental health issues and 
substance use as people deal with feelings of unease and worry about the future. The monthly 
unemployment rate in Anne Arundel County averaged about 3.1% in 2019 and 3.0% at the beginning of 
2020 (Figure 1). In April 2020, the unemployment rate spiked to 9.8% due to COVID-19 pandemic 
mitigation efforts, including the closing non-essential business and implementation of stay at home 
orders. By September 2020, the unemployment rate had fallen to 5.7% which is still 2% higher than in all 
of 2019. 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.ers.usda.gov/data-products/county-level-data-sets/poverty.aspx
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Figure 1. Monthly Unemployment Rate, Anne Arundel County vs Maryland, Calendar Years 2019-2020* 

  
Data Source: Bureau of Labor Statistics (BLS) Publisher: MD Office of Workforce Information & Performance     Release date: 10/28/2020     
 

Overdose 
Increases in poverty and unemployment can lead to increases in overdoses and suicides which will be 
explored below. In 2020, Anne Arundel County saw a 41.6% decrease in overdose presentations to the 
emergency department (ED) compared to 2019 (Table 3). However, this decrease is most likely due to 
the impacts of COVID-19 on ED presentations as a whole. People were more much less likely to go to the 
ED for fear of contracting COVID-19 and were also being asked by public health professionals to avoid 
the ED unless absolutely necessary to help make room for COVID-19 patients. Having the total number 
of encounters for each of these years would allow us to directly compare 2018 and 2019 to 2020. 
However we can calculate the proportion of ED Opioid Overdose Presentations that Anne Arundel 
County made up over time (Table 4). From this data we can see that there really was no decrease from 
2018 and 2019 to 2020.  
 
Table 3. ESSENCE Opioid Overdose Presentations for Calendar Years 2018-2020 by County of Residence 
and Percent Change over time  

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
 
 
 
 
 

County Year 2018 Year 2019 Year 2020 CY 18-19 CY 19-20 CY 18-20
Allegany 89 79 99 -11.24% 25.32% 11.24%
Anne Arundel 795 635 464 -20.13% -26.93% -41.64%
Baltimore County 1,305 1,213 912 -7.05% -24.81% -30.11%
Baltimore City 2,056 1,935 1,505 -5.89% -22.22% -26.80%
Worcester 42 38 18 13.51% -27.38% -17.57%

Total 6,767 6,515 4,844 -3.72% -25.65% -28.42%

ESSENCE Opioid Overdose Presentations for Calendar Years 2018-2020 by % Change Over Time
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Table 4. Proportion of Total Opioid Overdose Presentations made up by Anne Arundel County Residents, 
Calendar Years 2018-2020 

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
While the numbers of overdoses each year are interesting, because of the impact of COVID-19 on total 
ED encounters they aren’t directly comparable to each other. However, we can compare demographics 
between the years to get a sense of the groups most impacted by overdoses. In 2020, there were 
slightly more opioid overdose presentations in the 26-64-year-old age group than in previous years and 
a decrease in the presentations in those 25 years and younger (Figure 2). Historically, males have made 
up a much larger proportion of overdoses than females, but in 2020 the proportion of overdoses in 
males increased even further to 66.2% (Figure 3). Lastly, the proportion of overdoses in both Black and 
White individuals increased from 2019 to 2020 (Figure 4) however, if you take out the other category 
which decreased in 2020 the proportion of White and Black overdoses was nearly the same from 2019 
to 2020 (Figure 5).  
 
Figure 2. Opioid Overdose Presentations by Age Group, Anne Arundel County, 2018-2020 

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
Figure 3. Opioid Overdose Presentations by Sex, Anne Arundel County, 2018-2020 

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
 
 
 

Year 2018 Year 2019 Year 2020
Anne Arundel 11.7% 9.7% 9.6%
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Figure 4. Opioid Overdose Presentations by Race, Anne Arundel County, 2018-2020 

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
Figure 5. Opioid Overdose Presentations by Race, Anne Arundel County, 2018-2020 

 
Data Source: Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
To take a closer look at disparities by race and age in our overdose data, we pulled overdose data from 
the Anne Arundel County and Annapolis Police Departments. This data represents only overdoses to 
which our county or city police have responded. However, they respond to every overdose that comes 
through emergency services, so this is a fairly good representation of the overdoses in the county where 
help is required but it won’t include those overdoses where emergency services aren’t called. In order to 
be able to compare the race and sex groups to each other we calculated the rate of overdose per 10,000 
population based on the population of these groups in Anne Arundel County.  
 
In 2018, we saw a huge spike in overdoses in Black males and prioritized this group with increased 
outreach efforts (Figure 6). In both 2019 and 2020, the overdose rate in Black males decreased leading 
us to conclude that our increased outreach efforts worked. In 2020, we saw increases in nearly every 
group except Black Males. Even though Black females still have the lowest overdose rate of nearly every 
group, they have seen a steady increase in overdoses from 2017 to 2020. In FY 2022, this could be a 
group that we focus our efforts on. Next, we looked at the average age of people overdosing in each 
group. The average age of our overdoses increased in every group except Black females (Figure 7).  
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Figure 6. Anne Arundel County Overdoses by Race, 2017-2020 

 
Data Source: Anne Arundel County Police and Annapolis City Police Department Data 
 
Figure 7. Anne Arundel County Average Age of Overdoses by Race, 2017-2020 

 
Data Source: Anne Arundel County Police and Annapolis City Police Department Data 
 
As overdoses increase, we can expect overdose deaths to increase as well. As expected, the overdose 
deaths in the county appear to have increased in 2020 compared to 2019 (Table 5). This again supports 
the idea that the decrease in overdose presentations to the ED was not real but due to the impact of 
COVID-19 restrictions. The 2020 data in Table 5 are for January through September so aren’t directly 
comparable to the 2018 and 2019 data, but if we use the first nine months of 2020 to extrapolate for 
the remaining three months we would expect 240 total overdose deaths and 209 opioid-related 
overdoses, 32 and 26 more than in 2019, respectively.      
 
Table 5. Overdose Deaths by Substance, Anne Arundel County, 2018-2020 

 
Data Source: OCME-VSA Monthly UnIntentional Intoxication Death Data updated through October 31,2020 

Suicide 
Research on suicide can be difficult to analyze due to several challenges with its methodology1.  Per 
Goldsmith, Kleinman, et al, the greatest challenges are definitions lacking uniformity, suicides not being 

 
1 Institute of Medicine (US) Committee on Pathophysiology and Prevention of Adolescent and Adult Suicide; 
Goldsmith SK, Pellmar TC, Kleinman AM, et al., editors. Reducing Suicide: A National Imperative. Washington (DC): 
National Academies Press (US); 2002. 10, Barriers to Research and Promising Approaches. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK220930/ 
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reported accurately and a low frequency of occurrences when compared to other reasons for death.  
Other challenges for research on suicide include difficulty in training medical examiners, lack of 
uniformity in reporting on a local, state and national level and issues of confidentiality.  For attempted 
suicide, the challenges are even greater as there are limited reporting requirements for suicide 
attempts.  Despite these challenges, the overarching goal is always to use data to reduce the incidents 
of death by suicide and suicide attempts.  The prevention of suicide remains one of the most important 
tasks the Local Behavioral Health Authority and is reflected in the plan goals. 
 
Figure 8. Anne Arundel County Deaths by Suicide and Suicide Attempts

 
Data Source:  Anne Arundel County Police data January 1, 2015 through December 31, 2020 
 
Figure 9.  Presentations of Suicidal Ideation Anne Arundel County vs. Statewide 

 
Data Source:  Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
In Anne Arundel County, the incidents of death by suicide, suicide attempts and presentations of suicidal 
ideation in Emergency Departments (ED) has been on the decline in recent years.  From 2019 to 2020, 
there was a 25% decrease in deaths by suicide, as reported by the Anne Arundel County Police 
Department.  The same data shows a 65% decrease in suicide attempts for the same time frame.  
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Similarly, ESSENCE2 data shows a 46% percent reduction in presentations of suicidal ideation in EDs from 
2019 to 2020.  In each of the three years of data seen in this report, Anne Arundel County’s percentage 
of presentations of suicidal ideation is similar to the County’s population compared with the State, 
averaging approximately 10% of the Statewide total.  While these trends are promising, they may not 
show actual correlation to the amount of suicide prevention activities taken on by the LBHA, including 
extensive Mental Health First Aid trainings for both adults and youth, partnership with several peer and 
family support groups including the National Alliance on Mental Illness Anne Arundel County Chapter 
(NAMIAAC), On Our Own of Anne Arundel County and On Our Own of Maryland.  These activities are 
aimed at both the prevention of suicide and the promotion of anti-stigma programs which seek to 
increase knowledge of behavioral health disorders. 
 
Figure 10.  Anne Arundel County Presentations of Suicidal Ideation by Race 

 
Data Source:  Electronic Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE). Baltimore, MD: Maryland 
Department of Health; October 31, 2020. 
 
Also, of note when considering data on suicide is that while the overall number of deaths by suicide, 
suicide attempts and presentations of suicidal ideation in EDs are decreasing, there is an increase of the 
incidences of death by suicide among certain racial and ethnic groups.   
 
In a recently published research letter3 the authors found that suicide mortality among Black residents 
appeared to double during the time between the declaration of a statewide emergency and the first 
reopening of public spaces in Maryland when compared to the average of the prior 3 years.  When 

 
2 ESSENCE (Electronic Surveillance System for the Early Notification of Community-based Epidemics) are data from 
Maryland’s Emergency Departments (EDs) and selected Urgent Care facilities that log individuals presenting in the 
EDs with defined syndromes, or chief complaints.  Surveillance data can be used to monitor and detect changes in 
disease frequency and guide preventive measures in an attempt to reduce or eliminate morbidity and mortality.  
For the purpose of this analysis, data was pulled utilizing a keyword text query concerning: Suicide.  The query 
returned results for all individuals in which a keyword of “suicide”, “suicide thoughts”, “suicide attempt”, “injury to 
self”, or "self-harm" was used.  Data for CY 2020 is based through 10/31/2020.  Speculation that the decrease in ED 
utilization for suicide ideation in CY 2020 due to COVID-19 and the high number of virus cases presenting in 
Maryland Emergency Departments. 
3 Bray MJC, Daneshvari NO, Radhakrishnan I, et al. Racial Differences in Statewide Suicide Mortality Trends in 
Maryland During the Coronavirus Disease 2019 (COVID-19) Pandemic. JAMA Psychiatry. Published online 
December 16, 2020. doi:10.1001/jamapsychiatry.2020.3938 
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looking at White residents during the same period, the suicide mortality appears to be half of what it 
was on average for the prior 3 years.   
 
Figure 11.  Cumulative Difference in Suicide Mortality Rates 

 
Data Source:  Bray MJC, Daneshvari NO, Radhakrishnan I, et al. Racial Differences in Statewide Suicide Mortality Trends in Maryland During the 
Coronavirus Disease 2019 (COVID-19) Pandemic. JAMA Psychiatry. Published online December 16, 2020. doi:10.1001/jamapsychiatry.2020.3938 
 
The Governor’s Commission on Suicide Prevention 2020 State Suicide Prevention Plan also notes the 
emerging trend of suicide rates among young black boys which increased while white youth saw a 
significant decrease in suicide.  The Commission references the Congressional Black Caucus’s Emergency 
Task Force on Black Youth Suicide and Mental Health, which reviewed in 2019 suicide rates among 
children ages 5-19 over the last 20 years.   Their main findings were that Black youth under 13 years are 
twice as likely to die by suicide and when comparing by sex, Black males, 5-11 years, are more likely to 
die by suicide compared to their White peers.  The suicide death rate among Black youth has been found 
to be increasing faster than any other racial/ethnic group.4 
 
As noted previously in this report, discussion on Health Equity and Racial Inequity are in the forefront in 
Anne Arundel County.  The creation of the Anne Arundel County Department of Health Office of Health 
Equity and Racial Justice is tackling issues surrounding mental health and children of color, as well many 
other important initiatives.  The LBHA will continue to promote both education on and prevention of 
suicide through our current programming, as well as expanding our knowledge racial inequity in our 
jurisdiction.  Through participation in groups like the Anne Arundel County Diversity Council and 
investing in programs like the Healing Youth Alliance, the LBHA will work towards the identified goal of 
expanding resources and services to promote health equity.  The LBHA has also been encouraged by 
recent legislation to create a Suicide Fatality Review Board, which could help in the identification of local 
trends in deaths by suicide and suicide attempts. 
 
 
 
 

 
4 Bridge JA, Horowitz LM, Fontanella CA, et al. Age-Related Racial Disparity in Suicide Rates Among US Youths From 
2001 Through 2015. JAMA Pediatr. 2018;172(7):697–699. doi:10.1001/jamapediatrics.2018.0399 
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Crisis Response 
The need for crisis response services in Anne Arundel County continues to grow each year.  As new 
challenges are identified through planning efforts, data analysis and feedback from stakeholders, 
additional programs and initiatives such as Safe Stations, Jail Diversion, Hospital Diversion and Mental 
Health Stabilization Services are implemented to meet the growing needs of the jurisdiction.  The onset 
of the COVID-19 pandemic not only changed the way the world thinks about work, school, and social 
gatherings, but also highlighted inequities, some of which are discussed in the previous Suicide section, 
that were exacerbated by the virus.   
 
Figure 12.  Mobile Crisis Team Dispatches, FY 16 – FY 20 

 
Data Source:  Crisis Response System 

 
During FY 20, the MCTs were dispatched 2,384 times, an increase of 11% from FY 19.  Each year, the LBHA 
anticipates an increase of 7% to 9% from the prior year, however FY 21 has been on track to surpass this 
benchmark by roughly 10% to 12%.  There are many reasons for MCT Dispatches and increased knowledge 
of the Crisis Response System has led to an increase in calls for reasons other than a mental health crisis.   
 
After a mental health related MCT Dispatch, the second and third highest reason for MCT Dispatch were 
Death on Arrival (DOA) of police or other first responders and Homelessness.  When any individual in 
Anne Arundel County faces the tragedy of a family member dying in the home, the first responders on 
the scene will dispatch an MCT.  The MCT helps with counseling resources, information on funeral 
arrangements and other supports for the family.  If needed, a longer-term connection to Care 
Coordination with the Crisis Response System is arranged or other behavioral health services, depending 
on the type of insurance that family may have.  During COVID, the Anne Arundel County leadership 
recognized this trend and the impact on our community.  With CARES funding, the COVID Grief and 
Recovery program was initiated to support these individuals regardless of their ability to pay for grief 
counseling or insurance status.  It has been a highly effective and much needed resource for our 
residents.  Homelessness is the third highest reason for MCT Dispatch of the dispatches tracked from 
the beginning of the COVID-19 pandemic. 
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Figure 13.  Mobile Crisis Teams, Reasons for Dispatch March 23, 2020 through June 30, 2020 

 
Data Source:  Crisis Response System 
 
The challenge of homelessness during the COVID-19 pandemic coupled with increasing behavioral 
health needs in Anne Arundel County created the opportunity for the LBHA to begin the Behavioral 
Health Alternative Shelter program.  While this program began in earnest during FY 21, the need for 
housing for homeless individuals who were either found to be COVID positive or in need a quarantine 
space before entering a treatment facility came to light in the spring of 2020.  This innovative program 
allows for a safe space for individuals to quarantine and removes a barrier to entering behavioral health 
treatment.  Currently, Anne Arundel County has capacity for approximately 30 individuals through 3 
providers and is looking to continue the service regardless of the state of emergency.  It has proven to 
provide stability and safety to some of our most vulnerable residents, increasing their engagement and 
progress towards receiving long term care.  An over the mark request further in this document will relay 
further details of this program including linking individuals to the Care Coordination program. 
 
Figure 14.  Crisis Intervention Teams and Care Coordination Phone Contacts, FY 17 – FY 20  

 
Data Source:  Crisis Response System 
One distinction of the Crisis Response System is the follow-up that is conducted with individuals after 
their immediate crisis is resolved.  Warm-line operators conduct follow-up calls to individuals who call 
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for services and resources.  The operators also contact providers to coordinate care.  In addition, there is 
a Care Coordination element of CRS that can offer more than a follow up call if the situation requires 
intense support.  During FY 20, Care Coordination attempted 22,033 follow-up calls to individuals and 
had 3,230 face-to-face contacts with them.  The number of face-to face contacts dropped off in the 
spring of 2020, due to COVID-restrictions, but prior to the onset of the pandemic was on track to exceed 
FY 19.  Crisis Intervention Teams (CIT) that couple mental health professionals with Anne Arundel 
County Police Officers also complete contacts after their initial assessment of an individual.   
 

Student Behavioral Health 
In early FY 20, the Anne Arundel County Mental Health Agency and the Board of Education of Anne 
Arundel County began a collaborative task force with goals to 1) identify factors contributing to 
increased mental health needs of our children; 2) better coordinate services and communication among 
the school system, county government, and providers; 3) identify proactive measures and best practices 
for improving child mental health and 4) make recommendations for improved service deliver to 
children and families. 
In the information gathering stage of the task force, the increased need for mental health services for 
school-aged children was evident in data from both AACMHA’s Crisis Response System and the Anne 
Arundel County Public Schools.  Warmline calls for children have increased by 48% from FY 19 to FY 20.  
The number of students threatening self-harm has increased by 21% from the 2017-2018 school year to 
the 2018-2019 school year.  
 
Figure 15.  Total Warmline Calls, FY 18 – FY 20 

  
Data Source:  Crisis Response System 
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Table 6.  Children’s and Adult’s Warmline Calls, FY 18 – FY 20  

 FY 18 FY 19 
FY 18 - FY 19 
% Change FY 20 

FY 19 - FY 20 
% Change 

Children's Warmline Calls 1,375 1,811 32% 2,672 48% 
Adult's Warmline Calls 25,182 24,977  -1% 28,391 14% 

Data Source:  Crisis Response System 
 
Figure 16.  Trends in Reports of Threats to Self-Harm by AACPS Students, 2012-2019

 
Data Source:  Mental Health Task Force, September 13, 2019 Meeting 

 
The Task Force also completed a self-assessment for individuals attending meetings and the following 
factors were identified as contributing most to the increase in mental health needs among children in 
Anne Arundel County: 
 

• High stakes testing 
• Pressures of social media 
• Parents/guardians with mental health and/or substance use challenges 
• Stigma associated with using mental health services and supports 
• Student exposure to trauma 
• Unrealistically high academic expectations 
• Poverty 
• Lack of resources and training for parents 

 
While further action steps are still being decided upon by the Mental Health Task Force, many services 
for children and their families are in place and expanding to meet the needs of this population.  In FY 20, 
AACMHA received federal funding for the Healthy Transitions program, which was used to expand the 
current Transition Aged Youth program to double the size.  The program served 25 TAY aged individuals 
in its first year.  Other new or expanded programs for children and youth include the Mental Health 
Stabilization Services, which was awarded additional funding for a Stabilization Worker to provide 
stabilization services for up to 8 weeks after a crisis and the Mentoring Program, which began work at 
the end of FY 20 by partnering an initial group of 10 aged 16-21 at-risk youth with mentors.  In FY 21, the 
LBHA will expand the age range of the Mentoring program to 12- 21 and double the number of youth 
enrolled in the program.   
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Further evaluation of the task force recommendations are being made in coordination with various 
other task forces and committees in which Agency staff participates.  These include the Gun Violence 
Prevention Task Force, the Bridging the Achievement Gap Task Force and the Healthy Anne Arundel 
Coalition.  There is a great deal of synergy among the various recommendations and the goal is to 
coordinate efforts among the various county departments and the Anne Arundel County Public School 
System to assure that the mutual goals are aligned, and the work progresses in a manner that achieves 
measurable progress.   
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FY 2022 Goals 
The LBHA Goals and Strategies were created during meetings with the Behavioral Health Advisory 
Council/Cooccurring Disorders Steering Committee which also serves as the Drug and Alcohol Council.  
This committee meets monthly and a portion of each meeting is held for planning, data 
collection/analysis and/or needs assessment and gap analysis.   Minutes from this meeting are collected 
and shared with all BH providers as well as other members from the council and interested 
stakeholders.  These goals were presented to the Mental Health Advisory Committee and were 
approved at the November 17, 2020 Board of Directors Meeting. 
 

1. Enhance and Expand a comprehensive and collaborative communication system. 

Objective Strategy Performance Measure(s) 

1. Increase communication by 
providing information about 
existing or new resources, facilities 
and programs. 

● Coordinate program lists and 
eligibility with all County HHS 
Departments and AACPS 

● Create a or enhance central 
repository of information 

● Designate a central “dispatcher” to 
share information  

● Develop a survey to determine 
exactly what information would be 
helpful to providers and which 
means of delivering it would be 
most useful 

● Review current websites for 
relevance and ease of use 

● Use of website (number of visits) 
● Employee Self-efficacy in using 

websites 
● Employee knowledge about 

resources 
● Employee and provider knowledge 

about current/existing activities 
and efforts in the health 
department 

2. Reviewing internal documents to 
assess language, strategies and 
messaging.  

● Research a tool to aid in reviewing 
stigma in internal documents, 
language, strategies and 
messaging. 

● Review new documents using the 
identified tool. 

● Add in “integrated behavioral 
health care”  

○ Finalize or continue to 
develop our shared 
definition of behavioral 
health 

● Tool identified. 
● # of documents that have been 

revised using the tool. 

3. Encourage collaborative 
involvement of local leadership in 
behavioral health programming 
and policy. 

● Schedule and annual forum 
between behavioral health 
providers and city, county, and 
state political leaders 

● Track proposed behavioral health 
legislation in the assembly. 

● Review proposed legislation for 
impact to the behavioral health 
system 

● Tracking system created and 
information disseminated 

● # of attendants at the annual 
forum 
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4. Promote messaging that targets 
systemic inequalities and builds 
trust with the public. 

● Create and disseminate 
information to raise awareness 
about inequalities within 
behavioral health 

● Develop a public facing infographic 
illustration 

● Infographic is developed and 
distributed 
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2. Support a system of primary prevention, treatment, and recovery services across the 
lifespan that adapt to county needs. 

Objectives Strategy Performance Measure(s) 

1. Expand resources and services to 
promote health equity.  

Increase and expand resources for Hispanic 
and Latino individuals 

● Compile and disseminate a list of 
Hispanic and Latina practitioners 

● Create more connections with 
faith-based organizations to share 
resources 

● Expand the number of behavioral 
health materials available in 
Spanish  

● Request for state licensing boards 
to capture and publicize languages 
spoken by licensees 

● Resources list developed 
● Materials disseminated 
● Written language material is 

translated to Spanish 

Increase and expand resources for child and 
adolescent services 

● Mental health education 
programming for children, youth 
and young adults  

● Utilize age-appropriate SUD 
education programming for 
parents and children  

● Grief counseling and support for 
children and adolescents who lose 
a parent or family member 
especially to COVID-19 or 
overdose 

● Work with the School system to 
identify ways of collaboration to 
reach youth. Make use of already 
present collaboration with the 
school system 

● One Mental health education 
program for children, youth and 
young adults created 

● One SUD education program for 
children, youth and young adults 
created 

● Connect with Hospice of the 
Chesapeake to assist with a 
COVID-19 program 

● Meet with school representatives 
using present school- health 
department collaborations 

● Increase Mental Health First Aid 
training to school staff to 
recognize signs and symptoms of 
mental illness 

 

Increase awareness of services for veterans’ 
behavioral health needs. 

● Collaboration with the Anne 
Arundel County Veterans Affairs 
Commission and County 
Executive’s Veteran Affairs office 
to discuss and address the needs 
of the veteran population 

● One meeting with the Anne 
Arundel County Veterans 
Commission 

● Track yearly data for # of dollars 
spent on veteran behavioral health 
care and # of veterans receiving 
care 

● Track annual referrals to veterans 
for behavioral health services 



74 
 

Increase and expand resources for older 
adult populations 

● Collaboration with the Maryland 
Department of Aging to assess and 
address needs of the older adult 
population 

● Increase the number of fully 
integrated beds for the older adult 
population 

● One meeting with the Maryland 
Department of Aging to assess and 
address needs of the older adult 
population 

● Met with providers to discuss 
increasing mental health beds with 
some somatic supports 

2. Expand and enhance prevention 
services 

● Add a referral process for 
domestic disputes in the courts. 

● Meet with the prosecutor's office 
and public defender's office to 
create a referral program.  

3. Expand and enhance treatment 
services 

● Establish a group to ascertain the 
areas of treatment needs targeting 
underserved populations, 
geographical areas and understand 
where health disparities exist for 
Mental Health & Substance Use.  

● Substance use treatments 
○ Narcan 
○ Syringe services program 

● The group will submit a report of 
data, analysis and 
recommendations that ascertains 
the areas of treatment needs.  

4. Expand and Enhance recovery 
supports and services. 

● Grief counseling and support for 
adults that have been impacted by 
COVID-19 

● Circuit Court Drug Court 
graduations 

● Grief counseling for children and 
adults who have lost a family 
member to an overdose or suicide 
 

● Connect with Hospice of the 
Chesapeake to assist with a 
COVID-19 program 

● Work with Hospice of the 
Chesapeake to expand overdose 
and suicide loss groups 

● Work with NAMI and On Our Own 
to enhance supports to individuals 
and families 
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3. Expand training and workforce development opportunities.   

Objective Strategy Performance Measure(s) 

1. Improve and expand behavioral 
health workforce development 
training. 

● Improve the quantity and 
accessibility of EBP, mental health 
and SUD training for staff 

● Make training available and 
accessible through the health 
department website 

● Increase promotion of the Co-
Occurring Competencies and 
availability of Co-Occurring 
Competency training documents.   

● Work with Addiction Technology 
Transfer company (ATTC) to 
provide Co-Occurring Competency 
training sessions  

● Work with community colleges and 
universities to facilitate internships  

● Advocate for increased pay for 
highly trained staff 

● Increased number of trainings 
offered. 

● % increase in attendance 
● Increase capacity of county 

training size limits 
● Training’s are made available on 

the website 
● Implementation of ATTC training 

sessions and documentation of 
number of attendants 

● Increase in the use of Co-occurring 
Competency training documents 
content 
 

2. Increase the diversity of staff and 
increase provider capabilities to 
meet the needs of special 
populations.  

● Recruit bilingual staff 
● Increase cultural competency 

training 
● Promote and expand specialty 

training offerings 
● Develop stronger relationships 

with minority serving institutions 
to promote employment 
opportunities in Anne Arundel 
County 

● Have all outward communication 
to the public be bilingual  

● % increase in number of trainings 
● % increase in attendance 
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   4. Increase public access to and awareness of behavioral health services. 

Objectives Strategy Performance Measure(s) 

1. Address barriers to accessing 
behavioral health services. 

● Partner with the public transit 
system to streamline 
transportation options  

o Circulate information 
regarding MA 
Transportation (service, 
eligibility, etc). 

● Expand weekend and evening 
services, especially for services 
regarded subacute such as 
substance abuse treatment 

● Notify Maryland Insurance 
Administration of the need for 
expansion of services and hours for 
non-private insurances 

● Providers will distribute written 
information about MA 
transportation to patients 

2. Address digital barriers to 
accessing behavioral health 
services. 

● Improve telehealth services to 
combat the “digital divide” that 
prevents those who lack internet 
access to receive key information 
and resources 

● Review of current telehealth 
service data to track who isn’t 
captured by services 

● Develop strategies to fill gaps in 
service 

3. Improve education to decrease 
stigma.  

● Educational public messaging 
campaign 

○ Dismantle public 
perceptions of stigma 
surrounding behavioral 
health 

○ Recognizing mental illness 
as an issue that can affect 
anyone 

○ Promote mental health 
and resilience 

○ Increase knowledge of 
harm reduction and 
treatment 

● Conduct a pre/post intervention 
countywide opinion poll to 
measure change 

● Coordinate with community 
members, individuals served, 
businesses, special populations 
and other stakeholders to extend 
the reach of behavioral health 
services and strategies. 

● Public messaging campaign is 
created and implemented 

● Tracking number of referrals to 
county services (AFS, RTR, etc.) 
that were a result of messaging  

● Opinion Poll implemented and 
analyzed 

● Invite NAMI to meetings and 
Attend NAMI to Staff meetings.  

● Include Health Equity staff in 
planning and implementation 
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   5. Collect, analyze and disseminate data to inform programs, policies and evaluation. 

Objectives Strategy Performance Measure(s) 

1. Create and implement a process 
for collecting, analyzing, and 
utilizing data. 

● Identify key data elements that 
would inform decisions 

○ OD/Suicide, Health 
Disparities, Language  

● Identify what data we have access 
to and where data resides.  

● Collect data across all programs 
and report to administration to be 
integrated and prepared for 
analysis.  

● Key data elements identified 
● Available data and location of data 

identified 
● The data is collected, and a report 

system is implemented.  

2. Improve tracking of services and 
outcomes. 

● Increase use of 
ArundelStat/OpenArundel 

● Increase the number of providers 
using the online Treatment Locator 
Program.  

● Have a conversation to determine 
outcomes for improving health 
equity, with stakeholders 

● Develop 1-3 outcome measures for 
the County behavioral health 
providers on OpenArundel 

● # of public hits on OTL 
● Determine outcomes to aid in 

tracking improvement of special 
populations  

 
 

 
 
 
 


	Introduction
	Vision
	Mission
	Values
	Population of Focus
	Responsibilities
	Direct Treatment Services Provided by the LBHA

	New Developments and Challenges
	COVID-19
	Health Disparities and Racial Inequity

	LBHA Organizational Structure
	Relationship of the Mental Health Agency and the Department of Health
	Mental Health Agency Organizational Chart
	Anne Arundel County Department of Health Organizational Chart
	Relationship of LBHA to Other Committees and Agencies

	FY 2020 Highlights and Achievements
	System Management and Coordination Activities
	Services

	Planning Process
	“No Wrong Door”
	Complaints and Contract Monitoring
	Identification of Unmet Needs and Gaps
	Stakeholder Engagement
	Advisory Board Interaction
	Emergency Coordination
	All Hazards Plan

	Service Delivery and Recovery Supports
	Treatment Services
	Behavioral Health Treatment and Recovery Support Services
	Prenatal, Infancy and Toddlerhood Services
	Child, Adolescent and Young Adult Services
	Adult Services
	Older Adult Services

	Mental Health Special Population Groups
	Substance Use Disorder Special Population Groups
	Development and Implementation of Integrated Behavioral Health Services
	Behavioral Health Services Needs
	Coordination of Care of High Risk and High Cost Users
	Clinical Application of the ASAM Patient Placement Criteria
	Needs and Gaps in Housing
	Office-Based Buprenorphine
	Co-Occurring Disorders and Dual Diagnosis Capability Training
	Crisis Response Services and Diversion Activities
	Pathological Gambling Addiction
	Tobacco Cessation
	Peer Recovery Specialists
	Outreach and Public Awareness
	Promotion of Evidence-Based Practices
	Prevention
	Promotion and Awareness Activities in FY 20
	Sub Grantee Monitoring

	Data and Planning
	Population Data
	Medicaid Eligibility
	Poverty
	Unemployment
	Overdose
	Suicide
	Crisis Response
	Student Behavioral Health

	FY 2022 Goals

