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Message from the Behavioral Health Advisory Council
Maryland is in the midst of a behavioral health crisis that is devastating families across our state.
A continuing rise in overdose deaths and suicides requires bold action and a comprehensive
approach with real solutions for the one in four individuals living with a mental health or
substance use disorder.
Crisis services are an essential component of any comprehensive system of behavioral health
care. They significantly reduce preventable behavioral health crises, and offer earlier
intervention to stabilize crises more quickly and at the lowest level of care appropriate. A
comprehensive crisis system will provide effective treatment of people with behavioral health
needs while decreasing avoidable incarcerations, emergency room visits, hospitalizations and
readmissions. These services are only effective if they are available and accessible when the
crisis arises.
Since Maryland’s Crisis Response System was enacted in 2002, it has become evident that a
walk-in capacity is critical. In places that have implemented highly efficient crisis response
systems – both in Maryland and throughout the United States – a central hub, operating 24 hours
a day and seven days a week, where individuals in crisis and their families can go without an
appointment or a referral, is a key to success. For people in crisis that may otherwise end up in
emergency departments or jail, these walk-in hubs provide a less costly and more therapeutic
alternative. They provide services necessary to stabilize the immediate crisis and linkages to the
community resources that can help to maintain that stability.
Equally critical is a robust and comprehensive network of mobile crisis teams. At times when it
may prove difficult or impossible for individuals in crisis to travel to a walk-in center, these
teams of behavioral health professionals can be dispatched to community locations to provide
immediate assessment, intervention, and treatment.
The benefits of these services – to the individual and to the system – are indisputable. It is in this
context that the Maryland General Assembly enacted legislation in 2016 requiring the Behavioral
Health Advisory Council to develop this report, which outlines a strategy for establishing a
statewide network of 24/7 walk-in and mobile crisis services. In developing this plan the
Advisory Council spent more than a year working with consultants to analyze the level of need
in Maryland, review local and national model crisis systems, and identify strategies and solutions
for our state. Public input was gathered through multiple rounds of surveys and targeted
feedback was solicited from key constituencies, including behavioral health consumers and
families, minority communities, mental health and substance use treatment providers, emergency
room doctors and the judiciary.
This report provides a framework for a robust and efficient behavioral health crisis response
system and a roadmap to a future where every Marylander with a mental health or substance use
disorder is guaranteed access to treatment in a timely, humane and effective manner. We offer
this plan with our full endorsement and stand ready to work with the State of Maryland to
implement the recommendations within.
3

Executive Summary
This report provides a snapshot of where Maryland stands after fifteen years working towards a
comprehensive crisis response system. It details where services exist across the state –
highlighting gaps across jurisdictions and disparities between urban and rural programs – and it
outlines a series of strategies and recommendations for addressing the unmet need.
Our understanding of an appropriate continuum of care has evolved over time. Collaboration
among hospitals, community medical and behavioral health providers, law enforcement, social
services and advocates is critical. Shifting from a reliance on emergency departments and law
enforcement to an updated model is necessary to improve care and reduce costs. Appropriate
intercepts at key points can prevent more traumatic, dangerous and expensive interventions. The
existing patchwork system prevents those in need from accessing the right services at the right
time. The existing decentralized system hinders comprehensive data collection and lends itself to
a wide discrepancy in outcomes, both on the individual- and systems-level.
An environmental scan of effective crisis response systems throughout Maryland and across the
country has resulted in a number of key findings. Funding is crucial and often the primary
determinate in whether a crisis system succeeds or fails. Due to the complexity and range of
services, collaborative funding offers the most impactful means of creating and maintaining such
a system long-term. Crisis services can be as essential to public safety as law enforcement and/or
fire service, and funding for crisis services requires a similar commitment from policymakers to
ensure a capacity to respond effectively.
Through a series of stakeholder surveys and targeted questionnaires, this report demonstrates a
public which lacks an understanding of what crisis services already exist and how to access
them. Stated priorities among survey respondents and a review of model systems have identified
core functions of an effective system – diversion of individuals in crisis from emergency
departments, inpatient hospitalization and the criminal justice system.
Maryland programs highlighted in the report include Howard County Crisis Services – Grass
Roots, Frederick County Crisis Walk-in Services, Montgomery County Crisis Center, and
Behavioral Health Crisis Assessment and Stabilization Center (Elkton). Fourteen highly effective
programs across the country are noted with particular attention paid to the Restoration Center in
San Antonio, TX. The assessment of the survey results, existing programs in Maryland and other
state models informs the subsequent Strategic Plan.
The Strategic Plan begins by identifying six key gaps, including the disparity of services across
jurisdictions and the unknown impact of a lack of capacity and limited hours of operation. A lack
of attention to substance use disorders across existing services is a serious concern. Sustainability
of programs with existing funding sources is a major gap, as is access to shared and usable data.
Staffing gaps include a lack of certified peers, retention of professional staff and funding
constraints. A critical missing link is a mechanism for informing and updating the public about
available services. Finally, a lack of coordination across the system is negatively affecting
continuity of care, data collection and needs assessments.
4

Given the gaps identified above, the Plan lists five goals toward which the state should work in
furtherance of a comprehensive crisis recovery system. These goals address the coordination and
delivery of programs and services, data collaboration, the identification of funding sources and
an informed public.
There are many challenges to addressing these gaps and meeting these goals. They include an
uncertainty around Medicaid funding, barriers that prevent individuals with commercial
insurance from accessing crisis services, and restrictive procedural requirements related to
emergency mental health evaluations. As mentioned above, recruitment and retention of staff is
an ongoing issue. Emerging populations require additional training. A need for language access
and cultural competence is evident when considering that jurisdictions like Montgomery County
have as many as 160 languages spoken in the public school system. Finally, Maryland has its
geography to consider.
These challenges are daunting, but they are not insurmountable. Strategies outlined within
address the goals in view of the gaps, providing an integrative plan of action. The Analysis
section summarizes lessons learned, providing methods for addressing the challenges and options
for regional organizational structures to support economies of scale. A summary of needed
service enhancements are broken down by jurisdiction, and local proposals for the creation
and/or expansion for 24/7 walk-in services and mobile crisis teams – including estimated budget
requirements – are included in Appendix E. At the close of the report, eight recommendations
lay out a path for establishing and maintaining a comprehensive statewide crisis response system.
Tragically, the most comprehensive and best funded crisis systems across the country have been
established only after those jurisdictions have experienced a traumatic event or a situation
resulting in loss of life, legal action regarding liability or a Department of Justice investigation.
Fortunately, enactment this year of the Heroin and Opioid Prevention (HOPE) and Treatment
Act of 2017, particularly its requirement that the state establish behavioral health crisis treatment
centers consistent with these recommendations, signals a willingness among Maryland
policymakers to address these issues proactively. This report outlines the next steps.

Legislative History/Charge
The legislative history of crisis response in Maryland dates to 2002, when the Maryland General
Assembly unanimously passed HB 483 (CH 371), establishing the Maryland Mental Health
Crisis Response System (CRS) within the Mental Hygiene Administration of the Department of
Health and Mental Hygiene.
The legislature had lofty goals for the CRS. HB 483 mandated a statewide network of
coordinated inter-jurisdictional services to effectively and efficiently serve all individuals in the
state 24 hours a day and seven days a week. It required the CRS to provide skilled clinical
intervention to prevent suicides, homicides, unnecessary hospitalizations, arrests and detentions
of individuals in need of mental health services. In addition, it mandated a crisis communication
center in each jurisdiction or region to provide a single point of entry to the CRS, coordination
5

with first responders and mental health providers, and an array of mental health interventions and
linkages to social services.
Unfortunately, HB 483 made establishment of the CRS contingent on federal funding that never
materialized. This forced Maryland to implement the network of care on an ad hoc basis, finding
resources in difficult economic times to ensure that some level of crisis services were in place
around the state to assist those most in need. All jurisdictions in Maryland currently have one or
more components of a comprehensive crisis system, yet none has a complete continuum.
The legislature revisited the CRS statute in 2015. HB 367 (CH 416) was enacted to reestablish
the CRS as the Behavioral Health Crisis Response System, expand the content and scope of
authorized services and improve data collection. Importantly, the bill also repealed the federal
funding contingency language, demonstrating legislative intent for a comprehensive CRS
regardless of the funding source.
The following year the Maryland General Assembly enacted legislation designed to put the state
on a path toward the availability of crisis services on demand, requiring the Behavioral Health
Advisory Council to develop this strategic plan for ensuring that clinical crisis walk-in services
and mobile crisis teams are available statewide around the clock. Passed unanimously and signed
into law by Governor Larry Hogan, SB 551 (CH 405) / HB 682 (CH 406) requires that the plan
include:

• A design that ensures the services are accessible to individuals in need of mental health and
•
•
•

substance use disorder services;
Consideration of regional models and other strategies for ensuring efficiency in the delivery of
the services;
Measures to monitor services and outcomes for individuals served by the Crisis Response
System; and
Methods for recovering payment for mental health and substance use crisis services delivered
to individuals with private health insurance.

This year the legislature passed the Heroin and Opioid Prevention Effort (HOPE) and Treatment
Act of 2017 (SB 967 (CH 572) / HB 1329 (CH 571)). Among its many provisions, the HOPE
Act requires the establishment of crisis treatment centers in a manner that is consistent with the
recommendations included in this strategic plan, with at least one center established on or before
June 1, 2018.
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Environmental Scan
Crisis Services Principles
Much of the value of crisis services is predicated upon timely access. Access can reduce the
intensity and duration of the problem as well as the anxiety and trauma experienced by the
person. Many times, as a crisis progresses, the options for resolving the crisis may diminish and
the costs associated with addressing the crisis may increase. Access not only means 24 hours per
day/7 days per week availability of services, but multiple means by which the individual can
engage the services. It means constructing a system of alternatives to traditional behavioral
health services that presents individuals with options who are otherwise unwilling or unable to
access services. “Emergency rooms often lack staff with specialized psychiatric training as well
as the time and infrastructure to appropriately address the needs of individuals experiencing
psychiatric or substance abuse crises. Furthermore, an emphasis on delivering the most
appropriate level of care in the most appropriate setting has led to greater care provided in the
community, lessening the reliance on admitting individuals to hospitals.1” This situation
combined with the reduction in inpatient hospital beds in the community have led to the
development of a continuum of community based crisis services. However, many people are
forced to utilize a local hospital Emergency Department (ED) or inpatient bed due to a lack of a
more appropriate level of services in the community.

Crisis Services as Alternatives
Traditional Programs

Crisis Alternatives

Emergency Departments

Walk-in Crisis Services

Psychiatric Hospitalization

Crisis Residential Beds

Law Enforcement Intervention

Mobile Crisis Team (MCT)

Jail

Pre & Post Booking Diversion

Mental Health Clinics

Assertive Community Treatment (ACT)

Many of our service delivery systems are set up to serve individuals based upon specific limiting
criteria. This can be based on many factors including age, diagnosis, financial criteria, or
geographic catchment areas. In order to be truly accessible, crisis services must be open to
all. That includes not only those with a history of mental illness and/or substance use disorder
(SUD), but those who have never received services in either system.

U.S. Department of Health and Human Services, SAMHSA (2014), “Crisis Services: Effectiveness, Cost
Effectiveness, and Funding Strategies”.
1
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Another important principle of crisis services is that they be delivered in the least restrictive
manner appropriate and in a community based setting. The goal is to provide services that keep
the individual connected with his/her support system. Services need to be “congruent with the
culture, gender, race, age, sexual orientation, health literacy, and communication needs of the
individual being served2”. In addition, crises services must be focused on taking the steps
required to reduce the need for these services in the future.
Crisis services are not only behavioral health services, but also public safety services from the
standpoint that they share some of the same functions in terms of responsibility for public safety
and response to the broader population. In order to function optimally in this capacity, they need
to be systemically connected to criminal justice services, hospital Emergency Departments
(EDs), and other community emergency providers. Crisis services should serve the function of
helping to divert individuals from the criminal justice system, from using EDs, and from
inpatient hospitalization. In order to accomplish these goals, crisis services must involve the
family, current service providers, and advocacy groups. In order to serve these complex
functions in the community, continuums of crisis services have developed. An optimal
continuum of crisis services is made up of a variety of resources that provide multiple means by
which an individual can access services and is a system that can be utilized to manage a broad
array of presenting issues successfully in the community.
A complete array of crisis services would contain the following: clinical crisis phone services, a
hotline, crisis walk-in services, Mobile Crisis Teams (MCT), crisis residential beds, community
based emergency psychiatric services, crisis intervention stress management (CISM) teams,
Crisis Intervention Team (CIT) programs, hospital diversion programs, pre and post booking
diversion programs, court based diversion programs, 23 hour holding beds, urgent care, crisis
stabilization/case management, and ED psychiatric services. In addition to these mental health
crisis resources, there must also be the ability to serve those in a crisis as a result of substance
use issues, or co-occurring issues. “The capacity to address co-occurring disorders should be
viewed as a fundamental feature of an effective comprehensive psychiatric crisis system based
upon the prevalence of co-occurring disorders in the population served3.”

Definitions of 24/7 Walk-In and Mobile Crisis Team Services
As mentioned, the two crisis services that this strategic plan is focused on are 24/7 crisis walk-in
services and MCT. For the purposes of this document, 24/7 walk-in services are defined as a
direct service that assists with the de-escalation of a person’s clinical behavioral health crisis
and, if applicable, his or her possible diversion from emergency department admission,
police/incarceration, or out of home placement by providing 24/7 access to a safe environment
with assessment, diagnosis, and treatment capability delivered in a timely manner and leading to
stabilization. Anyone experiencing a mental health and/or substance-related crisis is eligible for
acceptance regardless of age, insurance status, ethnic, cultural or linguistic (such as use of
U.S. Department of Health and Human Services, SAMHSA (2009), “Core Elements in Responding to Mental
Health Crises”.
3
Technical Assistance Collaborative (2005). A Community-Based Comprehensive Psychiatric Crisis Response
Service.
2
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language interpreting or certified ASL interpreter) preference. The service setting, whether free
standing or attached to a hospital, will serve, as needed, as an entry point to long-term, ongoing
service delivery and care. The primary functions of walk-in crisis services are: screening and
assessment, crisis stabilization (including medication), brief treatment, and linkage to social
services and other behavioral health services4. A walk-in crisis service can function as the central
point from which to organize the jurisdiction’s array of crisis services and deploy services such
as MCT as needed.
MCT is defined as community-based mobile crisis services that provide 24/7 availability of faceto-face professional and peer intervention, deployed in real time to the location of a person in
crisis, whether at home or wherever the crisis may be occurring, to begin the process of
assessment and definitive treatment outside of a hospital or health care facility. A multidisciplinary team, including peer support workers, works to de-escalate the person’s behavioral
health crisis, engages the person in other therapeutic interventions, and assists with continuity of
care by providing support that continues past the crisis period.

Effectiveness
Over the years, studies have been done that look at the effectiveness of various crisis services.
Much of the information available is based upon data from urban settings. In terms of 24/7 walkin services, many programs report making significant progress toward these desired outcomes:

•
•
•
•
•
•
•
•

Decrease in emergency room use for behavioral health crises
Decrease in involuntary detentions
Decrease in psychiatric hospital admissions
Decrease in hospital re-admission rates
Decrease in calls to law enforcement and/or fire departments by persons experiencing
behavioral health crises
Increase in timely access to crisis assessments
Increase in access to peer crisis services
Increase in number of successful linkages to treatment and other supports post crisis episodes

There are at least four studies that show empirical evidence that MCT is effective in reaching
important aspects of its goals. “The studies suggest that mobile crisis services are effective in
diverting people from psychiatric hospitalization, effective at linking suicidal individuals
discharged from the emergency department to service, and better than hospitalization at linking
people in crisis to outpatient services.5”
“Community-based mobile crisis is an integral part of a crisis system of care. Mobile crisis
interventions provide individuals with less restrictive care in a more comfortable environment
4

Ibid.
U.S. Department of Health and Human Services, SAMHSA (2014), “Crisis Services: Effectiveness, Cost
Effectiveness, and Funding Strategies”.
5
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that is likely to produce more effective results than hospitalization or ED utilization. When
collaboration exists with hospitals, medical and behavioral health providers, law enforcement,
and other social services, community-based mobile crisis is an effective and efficient way of
resolving mental health crisis and preventing future crisis situations6”.

Economic Impact of Crisis Services
In terms of MCT, one study looked at the cost of its intervention compared to intervention by the
police. Due to the increased frequency in which police intervention resulted in the individuals
being hospitalized, the overall cost for MCT was 23% lower. Another study showed that the use
of MCT reduced costs associated with inpatient hospitalization by approximately 79%7.
A report in 2013 regarding Emergency Department visits, outpatient services, and inpatient
psychiatric services found that the net benefit was $2.16 for each dollar invested in crisis
stabilization services8.

Role of Crisis Services in the Health Care System
Crisis Services are an integral part of the health care system. “There is a growing recognition that
psychiatric crisis services cannot and do not operate on the fringe of the health care system, but
rather are mainstream activities necessary to complete the health care continuum.9” These
services can effectively address crises in a humane manner that hospital-based services often
cannot due to their setting, time, and community treatment orientation. The standard for
intervention through the traditional resources available to intervene in behavioral health crises,
such as the police and hospital emergency departments, has been risk of danger to self or others.
This type of issue is often dealt with using physical means such as restraint, emergency transport,
or sedation. It is often viewed and/or treated as a single encounter or episode. Crisis services
broaden the range of behavioral health situations that can be addressed in a way that can have
both a preventative and treatment effect. While part of the population who access crisis
behavioral health services have serious and persistent mental illness, many either have a less
serious behavioral health diagnosis or have a situational issue that has never been diagnosed or
treated. These individuals may self-identify or be referred through another system such as their
family, their employer, their school, or a primary care physician. Creating a system that is more
holistically focused and that can engage, assess, treat, and link to community resources is an
important component of the health care system. Providing accessible intervention at these points

6

National Action Alliance for Suicide Prevention: Crisis Services Task Force. (2016). Crisis now: Transforming
services is within our reach. Washington, DC: Education Development Center, Inc.
7
Bengelsdorf, H., Church, J. O., Kaye, R. A., Orlowski, B., & Alden, D. C. (1993). The cost effectiveness of
crisis intervention: Admission diversion savings can offset the high cost of service. Journal of Nervous and Mental
Disease, 181(12), 757–762. doi: 10.1097/00005053-199312000-00008.
8
Wilder Research. (2013). Crisis stabilization claims analysis: Technical report, assessing the impact of crisis
stabilization on utilization of health care services, April 2013.
9
Technical Assistance Collaborative (2005). A Community-Based Comprehensive Psychiatric Crisis Response
Service.
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in the process often prevents a more traumatic, dangerous, and expensive level of intervention
later.

Level of Need in Maryland
“In too many communities, the ‘crisis system’ has been unofficially handed over to law
enforcement, sometimes with devastating outcomes. Our current approach to crisis care is
patchwork, delivering minimal care for some people while others (often those who have not been
engaged in care) fall through the cracks resulting in multiple readmissions, life in the criminal
justice system, or death by suicide10”. When services are a disorganized or fragmented
patchwork, a hospital ED often becomes the default point of access.
Maryland continues to experience an increase in the number of patients seen in EDs for
behavioral health problems. In 2015, there were greater than 107,000 visits, of which 64% were
mental health related and 36% were substance use related11. (See Figure 1)
Figure 1 – Maryland Use of EDs for Behavioral Health Needs per 1000 (the higher the
ratio, the more concentrated the need)

Two of the jurisdictions with the largest population – Montgomery County and Howard County
seem to have relatively lower use of EDs (Figure 1). This may be, in part, due to having a more
complete array of crisis services than most other jurisdictions. They are the only two
jurisdictions with 24/7 walk-in crisis services, and both also have MCT programs. Montgomery’s
MCT is 24/7 and Howard’s MCT has continued to expand its hours. The type of central
coordination of crisis services found in these two counties begins to meet the requirements of the
Air Traffic Control model in that it has the potential to increase access and decrease falling
through the cracks. In this model, the system has an on-going way to track an individual who is
navigating the crisis system. The efficiency and accuracy of this process can be significantly
enhanced through the use of an integrated software infrastructure12.
10

National Action Alliance for Suicide Prevention: Crisis Services Task Force. (2016). Crisis now: Transforming
services is within our reach. Washington, DC: Education Development Center, Inc.
11
Ibid.
12
Georgia Crisis & Access Line 10 Years Later, 2016. David Covington.
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Crisis response services recommended for youth are very similar to the services needed for
adults in crisis. In addition, stabilization services are an added component critical to assist
families to effectively connect with on-going community services. In 2013, Maryland Coalition
for Families (MCF) conducted focus groups asking families what crisis services were needed
when their children were displaying behaviors that were potentially dangerous to themselves or
others. EDs were the service accessed the most even though families reported that they had poor
experiences there. When asked what would help families in crisis, the top three responses were
mental health urgent care, mobile crisis teams and emergency respite services. While EDs and
psychiatric inpatient admissions do play a role in the continuum of services needed when youth
are suicidal or are experiencing psychosis, the majority of children in crisis do not need this
restrictive level of intervention, but could benefit from community based services that include
hotlines, mobile crisis interventions and crisis stabilization services specific to the needs of youth
and their families.
In May 2013, Maryland stakeholders wrote a report that outlines the components necessary to
build a robust crisis system that addresses the nuances and circumstances of youth and their
families. A copy of this report can be found in Appendix C.
The FY 2016 Behavioral Health Administration Plan listed as one of its objectives “expand crisis
response systems to increase utilization of intensive services to allow individuals with mental
health and substance-related issues to be served in the least restrictive setting13”. One of the
indicators of accomplishment was noted as “expansion of crisis response services and crisis
intervention teams (CIT’s) throughout the state14”. Maryland has developed a statewide
decentralized approach to crisis services. While crisis services exist in almost all of the 24
jurisdictions, the array and intensity of services vary drastically. Figure 2 shows a complete array
of mental health crisis services and which of those services are available in each jurisdiction in
Maryland.
Each jurisdiction has established its own plan for building out a continuum of crisis services that
meets their needs. Many of the jurisdictions have been held back from expanding their crisis
services based upon prioritizing other behavioral health services and a lack of local funding.
Although many have several crisis services, it is far less than a complete continuum. Also, these
services have often not been tied together through a central hub. This lack of growth in crisis
services in some areas of Maryland has contributed to slow and incomplete implementation of
other services such as Crisis Intervention Team (CIT) programs.
Beginning in FY13, the Behavioral Health Administration began providing yearly funding to
each jurisdiction to establish or enhance CIT programs. As new CIT programs have been
implemented, the lack of a well-established crisis system in some jurisdictions has prevented the
program from progressing as it should. Crisis Intervention Team (CIT) programs are partnerships
between law enforcement, behavioral health, and advocacy organizations. The most basic
Maryland Department of Health and Mental Hygiene, Behavioral Health Administration, (2015). “FY 2016
Behavioral Health Plan”.
14
Ibid.
13
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component of CIT is training provided to law enforcement that increases their awareness and
sensitivity regarding behavioral health issues, increases their skills in managing these situations,
and changes their behavior in a way that increases safety. In addition to training, CIT is focused
on building out the crisis system in a jurisdiction so that individuals can have access to necessary
services and law enforcement does not continue to function as the default response. In Maryland,
the number of CIT programs has grown substantially during the last four years. There are
currently 14 programs in place (some cover multiple jurisdictions) and two programs that are in
development. Many of these CIT programs are now working with crisis systems in their
jurisdictions that have not expanded or become enhanced as quickly resulting in an inability to
access adequate care and achieve system goals. “CIT programs are the foundation for developing
meaningful collaborations with community behavioral health. Communities must have ready
access to resources that help protect the individual and the community, while avoiding
unnecessary and costly uses of emergency departments and harmful incarcerations 15.”
Although local hospital EDs exist in all parts of Maryland, they are not always set up to
optimally provide crisis treatment. Many times, the EDs in more rural areas do not have the ideal
physical space or personnel to adequately manage those in a behavioral health crisis. One of the
strategies for dealing with jurisdictions inadequate access to face to face crisis services has been
to develop additional urgent care capacity. The Maryland Health Care Commission, in their 2008
white paper, advocated for an expansion of urgent care in Maryland. Notably, they recommended
that these resources should include “immediate access to psychiatric assessment, including an
evaluation of the need for medication and prescription drugs (either having a pharmacy on-site or
a close working relationship with a nearby pharmacy). The urgent care centers should also have
the ability to provide brief treatment for a short period of time (up to four visits over a two week
period)16”.
What is being described is less an urgent care service, and more a crisis walk-in service. Urgent
care in its traditional sense is not a substitute for a 24/7 crisis walk-in service. Face to face crisis
assessments outside of EDs are often performed by MCT. This can be a challenge due to either
the geography or population density of a particular area which affects travel time, as well as the
level of staffing available. In many jurisdictions, urgent care is provided as the only means of
accessing behavioral health care in a timely manner. Typically, these jurisdictions rely on law
enforcement as the first face to face contact, and the local EDs to assess and treat those in the
most urgent need of care.

15
16

National Council Magazine, Crisis to Recovery, (2016). Comprehensive Crisis System.
Maryland Health Care Commission, (2008). Best Practices: Crisis Response and Diversion Strategies.
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Figure 2 - Crisis Services by Jurisdiction
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“A considerable factor in the heavy use of hospital emergency departments by persons
experiencing a psychiatric crisis is the absence of accessible, timely alternatives17.” It is
important for jurisdictions to have access to as broad an array of crisis services as possible in
order to offer what is most appropriate. In systems that only have access to partial continuums,
only those services can be offered. That frequently results in individuals being treated in more
restrictive environments like crisis residential beds when crisis intervention and stabilization
would have been more appropriate.
The two crisis programs that this environmental scan is focused on, crisis walk-in services and
MCT services, would seem to be the most important core crisis services in the full array of
services due to their capacity to increase access to immediate care and their ability to be viable
alternatives to the use of EDs as well as a means to divert individuals from hospitalization and
the criminal justice system. In addition, crisis walk-in services can serve as a centralized hub
from which to organize the other types of crisis services. Currently, Maryland has three crisis
walk-in programs that are all clustered in the central portion of the state. They are all in counties
that are predominately urban/suburban. Two operate 24/7 and the third has extended hours.
Howard County and Montgomery County are the two programs that function 24/7, and each has
been in operation for greater than 30 years. The Crisis Center in Montgomery County is run by
local government, and Grassroots Crisis Intervention Center in Howard County is a private, not
for profit organization. They both receive local funding in addition to other sources of funds. The
third crisis walk-in program is in Frederick County (Figure 3).
Figure 3 – Crisis Walk-in Services by Jurisdiction

17

Maryland Health Care Commission, (2008). Best Practices: Crisis Response and Diversion Strategies.
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Figure 4 – Mobile Crisis Teams by Jurisdiction

Maryland has a greater number and better distribution of MCT’s (see Figure 4). Currently, there
are 13 MCT programs spread across the state with another one in Carroll County that has just
secured funding. One program serves five counties and another one serves two counties, both in
rural areas. Those areas of the state that are without MCT are the west and south and are
primarily rural.
It seems clear that each community’s needs to address behavioral health crises warrant access to
walk-in crisis services and MCT services. In terms of constructing a strategy for assuring that
these resources become available to each community, it will be necessary to take into account
their current level of crisis resources, geographic challenges, existing partnerships with other
jurisdictions in their region, and local funding options.

Funding
“Funding is a huge issue in crisis response because it is unclear who pays for what. When you
have a fire at your house, they don’t ask you what type of insurance you have. They must show
up, and communities have a way to pay for that. In behavioral health we’re not quite in the same
situation18”. The majority of behavioral health services are supported through public funding.
Sixty percent of mental health funds are public, and 69% of substance use treatment funding is
public. As of 2012, all 50 states and the District of Columbia use Medicaid funds to finance
some form of crisis services. Twelve states are currently receiving Medicaid funding for MCT
services. Other federal sources of funding for mental health crisis services include SAMHSA
18

National Council Magazine, Crisis to Recovery, (2016). Comprehensive Crisis System.
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mental health block grants and social service block grants19. The most frequently used sources
for funding crisis services are Medicaid waivers and state and county general funds. County or
local funds are often used for services not covered by Medicaid such as hotlines or facility based
crisis services. Although private insurance can include crisis services in some benefit packages,
it is generally not included in most. Typically, less than half of all funding comes from a source
that is dedicated and reliable such as a state funds. “This is problematic, since dedicated state
mental health funding is threatened by the transition of services paid by Medicaid, which is
typically delivered per unit of care (i.e., the visit), not of the 24/7 infrastructure essential for
crisis care20.” The 2015 Crisis Services Survey conducted by the National Council for Behavioral
Health identified that 70% of those responding said that funding was the most difficult program
barrier21.
Crisis services are difficult to fund using one stream due to their complexity and range. By their
very nature, crises require an immediate response that often limits the ability to establish
eligibility based upon diagnostic criteria or financial resources. “Overcoming eligible individual
limitations imposed by a categorical and single service dedicated funding streams requires
mobilizing multiple resources to address the diverse needs of individuals experiencing a
behavioral health crisis. Such a collaborative funding approach would create an overall strategy
that reconciles the many separate funding strands, and would have a greater potential to meet the
immediate need of individuals in crisis…22”. Crisis services systems need to be driven based on
need.
In terms of funding strategies, the model of collaborative funding in which services are provided
to an individual based on insurance coverage would insure that no one would be turned away.
The funding stream that could cover the individual would be used. Currently, in some systems,
those with private insurance but whose policies do not cover crisis services are not eligible for
services that those who are indigent or receive Medicaid may receive. Deciding whether what is
being funded are individual services or capacity to respond will help to determine the source of
funds. Those crisis services that are considered to be essential to public safety in much the same
manner as law enforcement or the fire service will need to be funded for a specific level of
capacity to respond. This level of funding would be reserved for the highest priority crisis
services such as 24/7 crisis walk-in services and MCT services.
Wisconsin is an example of a state that has both walk-in and MCT services. The counties are
responsible for development of their continuums of services and provision of services. The state
requires a minimum of services which includes a walk-in center, MCT, and a crisis hotline. The
funding sources utilized are: state general funds, Medicaid funds [Rehabilitation Option,
Medicaid 1915(b) Waiver, and Medicaid 1115 Waiver], Mental Health Block Grant, local
government funds, and Federal Emergency Management Agency (FEMA) funds. States like
U.S. Department of Health and Human Services, SAMHSA (2014), “Crisis Services: Effectiveness, Cost
Effectiveness, and Funding Strategies”.
20
National Action Alliance for Suicide Prevention: Crisis Services Task Force. (2016). Crisis now: Transforming
services is within our reach. Washington, DC: Education Development Center, Inc.
21
National Council for Behavioral Health, (2015). Crisis Services Survey.
22
National Gains Center for People with Co-occurring Disorders in the Justice System, 2004.
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Michigan “provide crisis services to individuals who are eligible for Medicaid through contracts
with managed care organizations. Services for individuals who are not Medicaid eligible are
covered under contracts or agreements between state mental health agencies and managed care
organizations23”. Under the law in Wisconsin, crisis services are eligible for third party
reimbursement, but private insurance companies are not required to provide reimbursement.
As of 2016, Maryland had just under $30 million in crisis funding. The funding included:
federal funding - $4,142,348, state funding - $9,867,014, and local funding - $15,091,736 (see
Appendix A for full chart). The largest infusions of funding into jurisdictions for crisis services
are from local sources. Amounts in excess of $1,000,000 are part of the total crisis funding in
four jurisdictions. Sixty-one percent of local funding, however, is concentrated in two
jurisdictions. Baltimore City receives $4,216,598 and Montgomery County receives $5,437,464.
Local funding seems to play a significant role in some jurisdictions being able to build out their
crisis continuums more completely than other jurisdictions. For example, in Howard County
MCT has primarily been funded by the county since its inception in 2001. In jurisdictions such
as Frederick County that have relied on multiple sources of funding outside of state funding
through the Behavioral Health Administration, the experience has been that these other sources
often become difficult to sustain. Although data exists to substantiate the financial benefit
derived through the community’s use of Frederick’s crisis walk-in service instead of the ED, the
funding was not made part of the local hospital’s operating budget.

Stakeholder Input
Maryland Crisis Walk-in/MCT Survey and Targeted Group Response
The data for this survey was collected during the period from October 26, 2016 through January
31, 2017. The survey was conducted online and the community was invited to participate
through direct email and also through the use of participating organizations’ websites to provide
information about the survey. After reviewing the responses on the original cutoff date, the time
limit for participating in the survey was extended in order to increase the number of people
participating and broaden the response to include specific groups whose responses seemed to be
underrepresented. The survey collected a total of 1059 responses, which was a 93% increase over
the initial response. The survey was composed of 10 questions. The first five questions focused
on describing those who completed the surveys. This was done to ensure that a broad level of
participation was captured in this process. The responses from the survey that pertain primarily
to the two services, 24/7 crisis walk-in and MCT, will be presented, and the survey itself as well
as further detailed results of the survey including the narrative comments may be found in
Appendix B.
The breakdown of participants by race/ethnicity showed an over-representation of Whites and an
under-representation of Blacks, Hispanics, and Asians based upon percentages of those
populations in Maryland24. All the jurisdictions in Maryland were represented, and at least the
U.S. Department of Health and Human Services, SAMHSA (2014), “Crisis Services: Effectiveness, Cost
Effectiveness, and Funding Strategies”.
24
United States Census Bureau, (2010). www.census.gov.
23
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largest ones had representation in proportion to their population25. The largest group
participating (31%), were community-based behavioral health providers. Some of the other
categories of responders to the survey were: hospital behavioral health providers - 14%, friends
or family members of an adult/child receiving or in need of behavioral health services - 21%,
those who receive behavioral health services - 8%, advocates - 6%, those who provide peer
support - 3%, and employees of the criminal justice system - 2%.
In response to the question that asked what services currently exist in the person’s community,
28% of respondents said they did not know what exists, 28% - crisis walk-in services, 52% Mobile Crisis Team (MCT) services, 39% - clinical crisis phone line, and 37% - CIT. In answer
to the question regarding what if any services have you used, 19% had used crisis walk-in
services and 41% had used MCT services. When asked to prioritize what the five most important
gaps in the current crisis system are, the responses were:
1. Lack of consistent follow up care for those released from institutions
2. Lack of timely 24/7 access to community based crisis services
3. Uneven ability to address substance-related disorders, psychiatric disorders, and cooccurring disorders
4. Lack of adequate information regarding what crisis services are available and how to
access them
5. Need for improved relationships in the community between behavioral health care
providers, social services programs, hospitals, law enforcement, etc.
The participants rank ordered which priorities should guide decision making about expanding
and enhancing the clinical walk-in crisis services and the MCT services in Maryland as follows:
1. Ensure prompt access to quality clinical crisis services 24/7.
2. Assure that all jurisdictions have at least a basic level of clinical crisis services.
3. Ensure coordination between clinical crisis services providers and all other community
agencies.
The following are representative of the narrative comments made:

•
•
•
•
•
•
•
•
•
25

24/7 services are needed.
Need a way for people to find out what services exist
Unequal access based on insurance coverage
More comprehensive crisis services needed
An adequate crisis system can reduce the overuse of the health care system.
Services do not exist in many areas - particularly rural areas.
Where services do exist, there is not capacity for timely response.
EDs are a bad environment for those in a behavioral health crisis.
Decrease use of local jails as a substitute for crisis services.

Ibid.
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• 24/7 crisis intervention for substance use is needed.
• Crisis residential beds are needed.
The specific groups targeted for responses were: ED physicians, Black Mental Health Alliance
for Education and Consultation, MD Recovery Organization, Maryland Coalition of Families,
MD judges, NAMI MD, MD Addiction Directors Council, and On Our Own of MD. The
following are representative of the comments this group made:
Which behavioral health crisis services are most important to your
organization/constituents/colleagues?
• Ability to access SUD detox services within 24 hours following an initial request
• Increase timely access to inpatient hospitalization
• Case management
• Mental health crisis walk-in services
• MCT
• Every jurisdiction should have at least one crisis stabilization center.
• Maryland should ensure increased access to Crisis Stabilization Units (CSU), small
inpatient facilities of less than 16 beds.
• A statewide crisis line with community specific information should be available 24 hoursa-day and seven-days a week.
What do your organization/constituents/colleagues perceive as the gaps that currently exist in the
crisis services system?
• Lack of adequate, mandated funding to expand crisis services
• Lack of a paid certified peer workforce
• Lack of centralized bed coordination
• Lack of crisis walk-in services, MCT, and emergency detox beds
• Lack of information about what crisis services exist
• Lack of telepsychiatry
Please provide any other brief comments regarding clinical crisis walk-in services and MCT
services that relate to your organization/constituents/colleagues.
• I believe we could do a better job in making the community, families specifically, aware
of the existence of crisis services ….
• The use of peer support and family peers would be helpful
• In order for crisis systems to be effective, they have to provide continuity of care.
While the survey provided important information from the community, it would have been
beneficial to have received greater participation of those from other groups such as the criminal
justice system that work closely with the behavioral health system toward shared goals. Other
groups whose input would have been valuable were consumer organizations and addictions
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services. The response to the survey showed that while everyone had equal access to this survey,
not everyone had an equal level of interest.
In terms of analyzing the survey responses, one fact that stands out is that there is a general lack
of knowledge about what crisis services exist in the communities throughout Maryland. Based on
current information that exists regarding where specific resources are located, responses showed
that sometimes people may think a service exists in their jurisdiction when it does not, or not
know it exists when it does. The primary point that was made throughout the survey in a variety
of different ways is that 24/7 crisis walk-in services and MCT are seen as important resources for
managing behavioral health crises in an effective and humane manner. People seem to prefer this
type of setting and ability to respond over the traditional ED setting. Adding peer support
specialists to both services would significantly enhance them.
Local Proposals in Response to Strategic Plan
In August 2017 a copy of the Strategic Plan was sent to the local Core Service Agencies (CSAs),
Local Addiction Authorities (LAAs) and Local Behavioral Health Authorities (LBHAs)
throughout the state with the request that each jurisdiction submit a unified proposal regarding
how that jurisdiction would use any additional crisis funds. Specifically, each jurisdiction was
requested to review the Strategic Plan, particularly the section on Local and National Model
Crisis Systems and the features and services for 24/7 Walk-In and Mobile Crisis Services
identified in the Recommendations section, and submit a brief proposal of how their jurisdiction
would use any additional funding to operationalize these recommendations to establish new 24/7
Walk-In Crisis Centers and Mobile Crisis Services or expand existing Walk-In and MCT crisis
services. Responses were received from every jurisdiction by the deadline established with the
exception of Montgomery County, which already has a well-established 24/7 Walk-In Crisis
Center and 24/7 Mobile Crisis Services, which several jurisdictions mentioned in their proposals
as the “model” they would like to establish. A summary of the CSA/LAA/LBHA proposals as
well as copies of proposals submitted by each jurisdiction can be found in Appendix E.

Review of Local and National Model Crisis Systems
In order to develop a strategy to implement 24/7 crisis walk-in services and MCT services
throughout Maryland, a process was implemented to identify existing models of those services
both in Maryland and on a national basis. All models seem to share similar goals which include
diverting individuals from EDs into community based walk-in services, diverting from
hospitalization into an array of alternative community based crisis services, and diverting from
the criminal justice system. Crisis walk-in services and MCT services can function effectively as
an important component of the Sequential Intercept Model that is focused on systematically
diverting those with behavioral health issues from the criminal justice system. In the Intercept 1
component of this framework for intervention, both of these programs in conjunction with law
enforcement can be effective in meeting this goal26. All the models reviewed vary based on
Substance Abuse and Mental Health Services Administration, (2016). “SAMHSA’s Efforts on Criminal and
Juvenile Justice Issues”.
26
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jurisdictional needs, but are focused on increasing access to care. All models have had to
accommodate specific challenges such as rural models dealing with the geographic challenge of
hundreds of square miles, and urban models dealing with population density and volume. In
order to be effective, all of the models have been based on partnerships between community
behavioral health, hospitals, and law enforcement. Nearly all of the models that are most
complete and best funded occur in jurisdictions that have experienced a traumatic event or
situation resulting in loss of life, legal action regarding liability, or a Department of Justice
investigation.
MCT was initially set up to respond to mental health crises in the community. The program has
typically provided assessments, crisis intervention, linkage to community programs, and
whatever disposition was required. Over time, it has evolved to focus on the presenting behavior
which has included working with those with substance use problems, and those with
developmental or intellectual disabilities.
The 13 MCT programs in Maryland vary programmatically and in the hours that they are
available (see Appendix A). Currently, there are four programs that function 24/7 - Anne
Arundel County, Frederick County, Montgomery County, and Prince George’s County. Ten of
the programs can respond to people of all ages. They generally break down into two models that
are used. The model that involves sending two behavioral health staff into the community is by
far the most prevalent. These teams are typically staffed by two licensed clinicians, or one
licensed clinician and a paraprofessional. Several jurisdictions have encountered challenges in
being able to recruit and retain professional staff. All of these teams work closely with law
enforcement, and most respond in tandem with law enforcement. The role of law enforcement is
to secure the scene, and assure safety for all involved. Only a few teams have the policy to
involve the police based on what they assess the situation to be. These teams generally have only
one team available during a given shift. The second model is in use in Baltimore County, and
this involves using a team that is made up of one licensed clinician and one police officer (a
similarly structured pilot began recently in Baltimore City).
As discussed earlier, there are three crisis walk-in services that are functioning in Maryland.
While the models are somewhat similar, they do have different components. In addition, a new
model is currently in the process of development that is a partnership between Union Hospital in
Elkton and University of Maryland Upper Chesapeake Health.
State and national model programs are outlined below.
Howard County Crisis Services - Grass Roots
Columbia, Maryland
Features:
• Not for profit - started in 1970
• $3.1M total budget - $1.5M of which is local funding
• MCT funding is $495,000 of which is 80% is local and 20% is state funding
• MCT always responds in tandem with police
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• Well-developed CIT program in Howard County
• single point of entry for any person entering the homeless system
• Certified by the American Association of Suicidology.
Services:
• 24/7 clinical crisis lines - behavioral health, domestic violence, sexual assault, and the MD
Crisis Hotline
• 24/7 walk-in services
• MCT - 9AM - 11PM; 7 days/week
• Urgent care psychiatric appointments
• CISM
• Runaway Intervention Program
• Survivors of Suicide Loss Group
• 51 bed shelter for homeless adults and families
Frederick County Crisis Walk-in Services
Frederick, Maryland
Features:
• Started by the Mental Health Association of Frederick County in 2014
• Demand for services has been substantial - number of unduplicated clients increased by 42%
in FY16 over the previous year
• Multiple streams of funding - state funding through BHA, local funding through the
Community Health Resources Commission (CHRC) and Frederick County Government. In
addition, Frederick Memorial Hospital provided funding in FY 15 and FY16. All local and
hospital funding ends this year. State funding is the only remaining source of funding.
Services:
• Open 7 days/week for a total of 48 hours/week
• 24/7 call center with multiple lines including 211 for all of Western Maryland
• MCT not co-located, but dispatched through crisis walk-in service
Montgomery County Crisis Center
Rockville, Maryland
Features:
• Part of Montgomery County Government, so it is integrated with all other health and human
services (began in 1970’s)
• Locally funded - $5.4M budget
• All crisis services provided in Montgomery County are housed and/ or coordinated out of the
Crisis Center
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• Covers population of 1,000,000 in a county that has urban, suburban, and rural geographic
areas
Services:
• 24/7 clinical crisis lines for behavioral health, domestic violence, and sexual assault
• 24/7 walk-in services for assessment, stabilization, and linkage to other services for all ages
• Psychiatric evaluation service
• 24/7 Mobile Crisis Team (MCT) for all ages
• Six crisis residential beds for adults
• Crisis stabilization services as a bridge to treatment
• Linkage to all Montgomery County health and human services
• Linkage to all other community based behavioral health services
• Montgomery County Public School - Assessment of Children in a Psychiatric Crisis Program
• CISM
• Provides behavioral health component for CIT program
Behavioral Health Crisis Assessment and Stabilization Center
Elkton, Maryland
Features:
• Done as a partnership between Union Hospital of Cecil County and University of Maryland
Upper Chesapeake Health
• To be operational in late 2017 or early 2018
• $2.8M operating expenses
• 24/7
• Will serve adults 18 and older
• Peer driven incorporating principles of recovery, resilience, and wellness
• Accepts all referrals when a behavioral health issue is primary
• Public/private partnership developed and funded by the hospital, county, state, and
foundational funding
• The planned direction is to continue to incorporate additional community partners
Services:
• 16 bed crisis residential services
• Another community provider will offer basic detox, IOP, and outpatient
• MCT and outpatient services will be co-located
• Services address mental health, substance use with detox available onsite, and primary
physical health
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In addition to the models existing in Maryland, there a number of different crisis service models
that exist in other states. The following is a review of those that have been identified by various
organizations like the Council of State Governments, the GAINS Center, NAMI, through Sam
Cochran, a national consultant for CIT services, and through a literature search.
Alliance Mental Health Services
Shelby County, Tennessee
Features:
• Recommended by Sam Cochran, National Consultant for CIT Services
• Jurisdiction has worked closely with Sam Cochran regarding the link between law
enforcement and behavioral health, and was part of the initial CIT program
• Private not for profit organization
• Covers city of Memphis & three counties. Also provides care for individuals from Mississippi
which is a neighboring state.
• Budget is $4.5M through Tennessee Dept. of Behavioral Health and TennCare
• Operates two 24/7 walk-in crisis services - primary service is located in a state psychiatric
hospital and other service is located in a general hospital
• Current volume of services - 600 assessment/month for individuals brought in by police and
600 assessments/month of individuals coming in or brought in by others
• No law in Tennessee that requires medical clearance prior to evaluation for psychiatric crisis
• Police who bring in individuals can leave within 15 minutes
• Staffing includes RN’s, a Nurse Practitioner, and contract for primary care MD
• Memphis has a VA Court, Drug Court, and a Mental Health Court
Services:
• 24/7 walk-in services
• 24/7 MCT
• multiple crisis beds - 15 crisis stabilization beds with 72 hr. length of stay(LOS), three
intensive respite beds with 24 hr. LOS, and nine medically monitored detox beds
• Detox beds are a cross between a social model detox and a medical detox which allows them
to accept and manage more difficult situations
• Actively participates in all CIT training
• Has MOU’s with eight of the 11 local hospitals. Responds to the ED’s to evaluate individuals,
and provides consultations and treatment for patients on inpatient services that have a
behavioral health crisis.
Central Mississippi Residential Center
Newton, Mississippi
Features:
• recommended by Sam Cochran, National Consultant for CIT Services
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• $1.9M budget; $1.5M - state general funds & $400K in Medicaid fee for service
• Jurisdiction has worked closely with Sam Cochran regarding the link between law
•
•
•
•

enforcement and behavioral health
Provides services for nine primarily rural counties
One CIT trained law enforcement agency
Staffed by family nurse practitioners, a psychologist, and a consulting psychiatrist
8% of individuals wind up requiring hospitalization

Services:
• 16 crisis residential beds with 3-5 day length of stay. Beds may also be used for 23 hour
observation.
• 85% of individuals served are voluntary, 15% are committed and are awaiting a bed
• Individuals in a mental health crisis including those who are co-occurring are dropped off by
police, or are brought in by the MCT that is part of the local Community Mental Health Center
CIT Assessment Centers (CITAC)
State of Virginia
Features:
• Recommend by NAMI and Dr. Amy Watson, Behavioral Health Researcher at University of
Illinois
• Virginia does not require that an individual in a psychiatric emergency be taken to an ED for
medical clearance. Individuals are only sent to an ED if they are exhibiting physical
symptoms, have a medical history, or are assessed to need psychiatric inpatient
hospitalization. If an individual is taken to a CITAC that is located in a hospital, most of the
hospitals require that the individual be medically cleared.
• Currently there 32 CITAC’s across VA with the plan to have one in every jurisdiction
• Each CITAC is budgeted for approximately $270K and paid for with State of Virginia
General Funds
• Runs with state guidance, jurisdictions may individualize the implementation and use the
funding based on local needs
• Most CITAC’s located adjacent to ED’s, but some are free-standing
• Several operate 24/7, but most operate for a set of hours based on highest volume. During off
hours, the Community Service Board (CSB) for that jurisdiction does evaluations.
• Staffed by a behavioral health professional from local CSB’s and a law enforcement officer.
During daytime hours, peer recovery specialists also work with the individual. They remain
involved until the person is linked with services and attends first visit.
• Structured to create an incentive for officers to divert individuals in a behavioral health crisis
out of the criminal justice system and to get them back in service as soon as possible.
• Four data elements are captured for each interaction: clinical outcome, injuries, arrest status,
and time spent. A data warehouse is currently being utilized to connect behavioral data from
all CSB contacts and criminal justice involvement.
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Services:
• 24/7 access to immediate assessment
• Law enforcement officers may bring individuals directly to CITAC and transfer custody,
which allows them to return to service quickly
• Disposition determined and a direct connection is made for follow up services
• If psychiatric inpatient hospitalization is required, the State must find a bed
Community Crisis Center
Oakland County, Michigan
Features:
• 24/7 services for a county of 1.2M people - urban model
• Primary funding is Medicaid, and state general funds cover an increasingly small percentage.
The funding is through a carve-out for behavioral health services created under federally
approved 1915(b) and 1915(c) waivers.
• Services are organized centrally
• Multi-disciplinary staff including RN’s and certified peer counselors
• 80% diversion rate from EDs
• Regulation does not require that individuals be transported to an ED - can be transported
directly to Crisis Center. Regulation in Mental Health Code for Michigan requires the
establishment of a Preadmission Screening Unit.
Services:
• Clinical crisis line
• Crisis walk-in services - triage, assessment, psychiatric evaluation, and health appraisal
• Law enforcement drop off
• MCT can respond in the community or go to ED’s
• Crisis residential services (alternative to hospitalization and respite)
• Short term crisis stabilization with medication management
• Telepsychiatry
• Detox and access to substance use services
• Pre-booking diversion initiative with law enforcement
• Six bed crisis home for youth ages 10-17.
• Transitional. living arrangements for homeless young adults
CONNECTIONSAZ (Transforming Psychiatric Care)
The Crisis Response Center (CRC)
Tucson, AZ
Features:
• $25M in state funding which is administered by the Maricopa County Regional Behavioral
Health Authority
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• The CRC operates as a Level I inpatient facility and an Outpatient Behavioral Health clinic for
•
•
•
•

both adults and children
The UPC is an Adult-Only Level I Sub-acute facility
Walk-in service is staffed by psychiatrists and psychiatric nurse practitioners
Psychiatric Care Center is staffed by 50 RN’s, 48 behavioral health specialists, and 16
recovery support specialists
Certified peer support training provided to all recovery support specialists

Services:
• Walk-in crisis service is available 7 days/week from 7:00AM - 7:00PM. Serves 40-50/day.
• 24/7 Psychiatric Care Center accepts both voluntary and involuntary admissions
• Observation Unit is a 50 chair, 23 hour service
• 16 bed inpatient unit
• Assessment and consultation
• Medication services
• Individual, group and family crisis counseling
• Provides both mental health and substance abuse services. Approximately 30% require mental
health services; 30% require substance abuse treatment, and 40% require co-occurring
treatment.
• Works closely with law enforcement. Police can drop off an individual and be back in service
in 10 minutes.
• Recovery support specialists provide direct support to individuals and link them back to the
community. They stay connected to individuals for 72 hours following stabilization.
Comprehensive Psychiatric Emergency Program (CPEP)
Washington, DC
Features:
• Free standing 24/7 operation housed at one location that acts as a hub for emergency
psychiatric services, crisis beds, MCT, and homeless services
• Length of stay of crisis beds is 18-20 hours; maximum length of stay is 24-72 hours
• 3600 visits per year
• Funding is primarily local since fee for service has not proven adequate to fund crisis services
• Annual budget is approximately $10M
• Liaisons with multiple Federal and local law enforcement agencies
• many consumers have poly substance use disorder, but no onsite detox capability
• Those on emergency petition can be brought directly to CPEP instead of an ED approximately 60% of individuals come on an emergency petition
Services:
• 24/7 walk-in services with full psychiatric coverage
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• Law enforcement brings individuals on petition directly to CPEP (can go on re-route if at
•
•
•
•
•

capacity)
19 crisis beds and observation unit
Limited medical interventions
MCT available midnight to 1:00AM & 9:00AM - midnight/7 days. Responds only to adults.
Provides assessments for voluntary and involuntary hospitalization and linkage to community
services such as substance abuse detox and treatment. Can dispense meds.
Homeless Outreach 9AM - 9:00PM - engagement and case management
Capability to develop a medical assessment of risk and need for medical rule out in ED

Cumberland County Crisis Response (Opportunity Alliance)
Portland, Maine
Features:
• Recommended by Council of State Governments
• Private not for profit
• $2.7M budget
• Provides crisis line coverage for three counties
• Portland PD has 100% of officers trained in CIT
• Maine does not require that an individual in a psychiatric crisis be taken to an ED for medical
clearance
• Maine currently has 11 not for profit programs operating state-wide. Now an RFP is out to
move to one crisis program for the state
• Private practice clinicians must develop an MOU with Cumberland Crisis Service to use them
to deal with their patients’ crises.
Services:
• 24/7 Clinical Crisis Line
• 24/7 walk-in services for assessment, stabilization, and linkage to other services. Police may
drop off individuals in crisis.
• psychiatric evaluation service
• 24/7 Mobile Crisis Team (MCT) for adults responds primarily without police. Follow up is
done by phone or face to face.
• Portland Police also have an embedded behavioral health program that is mobile.
• Eight crisis residential beds for adults in community
Harris Center for MH & IDD
Houston, Texas
Features:
• Recommended by Council of State Governments
• Population - 4.4M
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• State/county hybrid - local mental health authority
• State/local funding - $4M
• Houston Police Department is listed in Council of State Governments as one of six Criminal
Justice/Mental Health Learning Sites. Has a well-developed CIT program in 7000 person
department.
Services:
• 24/7 clinical crisis line - provides coverage for 12 other counties (1/3 of Texas)
• ED Diversion - 7 days/9AM - 9PM
- Police may transport and clients may walk in. 600 police admissions per month
- Need for medical clearance is determined by each jurisdiction or by facility. Houston does
not require medical clearance.
• 24/7 Neuro Psychiatric Center - housed within general hospital next door. All individuals
brought in by ambulance go to this facility.
• Crisis Stabilization Facility - 16 beds (3-5 day Length of Stay)
• MCT - M-F, 7AM - 11PM. Only work with voluntary individuals. Staffed by psychiatrist,
RN’s, and behavioral health professionals.
• 2nd MCT embedded with Houston PD. Staffed by CIT officers and behavioral health
professionals. Available 24/7.
• Triages individuals to Houston Center for Sobriety and Co-Occurring Disorder Residential
Program
• Embedded mental health professionals at 911 center. 20 codes for calls are triaged directly to
them.
• Intensive case management for high utilizers of emergency medical services
Mental Health Partners
Boulder, CO
Features:
• $50M budget - MA, federal grants, state grants, & local funding
• Private not for profit
• Recommended by the GAINS Center as a model for peer integration
• Peers integrated into all of the services. Colorado has a peer certification process, and this
organization also does a 40 hour training and provides specialized supervision.
Services:
• 24/7 walk-in service co-located with detox program — 2 peers are utilized for triage, case
management, outreach, and to obtain survey feedback
• Emergency Psychiatric Team - provides MCT services
• Project EDGE (Early Diversion Get Engaged) - behavioral health staff embedded with
Sheriff’s Office to provide mobile services. Peers are dispatched with clinicians to do de30
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escalation, linkage to services, and follow-up. Primary goals are to divert individuals from the
criminal justice system and hospitalization.
16 crisis beds - used as an alternative to hospitalization

PEOPLe Inc. (Projects to Empower and Organize the Psychiatrically Labeled)
Poughkeepsie, NY
Dutchess County (population 300,000)
Features:
• recommended by the GAINS Center as a model for peer integration
• Five organizations focused on helping stabilize people in crisis co-located in one facility
• Staffed by certified peers (certified through NY Academy of Peer Services), RN’s, LPN’s, &
counselors
• $2.5M budget - locally funded, but exploring Medicaid and other sources of funding.
• No one turned away - all ages
• Services are voluntary
• Focused on wellness - wellness menu & education
• Guided by SAMHSA Dimensions of Wellness
• Modeled on Restoration Center in San Antonio
• “Gateway to treatment” vs. treatment center
• Co-located with 24/7 Mobile Crisis Team (MCT), Dept. of Social Services, domestic violence
program
• Partners with local law enforcement which has 40% of its officers CIT trained
Services:
• Stabilization Center open 24/7 for walk-ins. Provides assessment, direct services, and direct
handoff to community services.
• Works with all individuals in a mental health, substance use, or co-occurring crisis
• Runs Hospital Diversion Houses - 6 houses with a total of 17 beds in 4 counties
• 23 hour unit for observation & detox. Direct connection for on-going detox in 24 hours.
• Performs a self-report physical rule out interview and partners with a hospital for ED transfer
• Peer specialists follow individuals to assure that connections for treatment are made
• Law enforcement officers transport individuals directly to the Stabilization Center who do not
require an involuntary psychiatric evaluation
Restoration Center
San Antonio, Texas (Bexar County)
Features:
• Recognized by multiple sources as a national model
• The Center for Health Care Services is the umbrella organization - provides comprehensive
services for mental health, substance abuse, and Intellectual and Developmental Disabilities.
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The Restoration Center is one of its 5 divisions. The organization has an annual budget of
$100M.
Primary factor that drove the creation of the crisis and addictions programs in the Restoration
Center was that San Antonio was running out of space in their jail
integrated with homeless services and primary care
Saves $10M per year from having individuals wind up in hospitals and the criminal justice
system. Study by health care economist available.
17 FTE’s
Currently all services are voluntary
Current volume of services reports available for all programs
Integrated closely with all organizations in the community that are stakeholders for these
populations

Services:
• 24/7 Crisis & Substance Use Hotline - 30,000 calls/year
• Mobile Crisis Outreach Team (MCOT) - 24/7 - approximately 280 responses/month
• 24/7 Crisis Care Center - individuals may walk-in or be brought in by police.
• Sobering Unit - observation
• Detox Unit - 28 beds. LOS is 3-7 days.
• Minor Medical Clinic - treats many of the related injuries that those who are intoxicated incur
that result in ED admission. Provides sutures, x-rays, and medical clearance.
• Crisis Observation Unit - 16 beds. Length of stay (LOS) is up to 72 hrs with average LOS of
48 hrs.
• Opioid Addiction Treatment Service
• Ambulatory Detox Program
• Intense Outpatient Treatment Program
• Mommies Program - treatment for women who are pregnant and are IV drug users
• Monarch Program - treatment for victims of sexual trauma who present in other systems
• Josephine Recovery Center - residential respite program with 16 beds to help individuals
transition back to the community
• Centercare Clinic - provides primary care for individuals receiving behavioral health treatment
RI Crisis
Phoenix, Arizona
Features:
• $20M budget - state grant and MA fee for service
• Parent company, RI International has 12 crisis recovery and response centers in 5 states and
New Zealand
• Guided by philosophies of “Never Say No” and “No Force First” in interaction with those in
crisis
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• No medical clearance is required at largest location in Arizona as well as in their centers in
•
•
•

Delaware and North Carolina. Only 5% sent for medical clearance based on medical clearance
checklist completed by RN’s.
Licensed as outpatient facilities
Recent article in National Council of Behavioral Health Magazine regarding their philosophy
Peer support specialists account for over 1/2 of staff. Services are peer based and recovery
focused.

Services:
• Walk-in capability and also drop off by law enforcement and EMS. Systems are integrated
with law enforcement and EMS.
• Capacity for thirty-two 23 hour beds for observation - 75% are diverted from hospitalization.
• Small inpatient units with average length of stay of 2 days
• Capability to do non-hospital detox
• Certified peer support specialists help connect the individuals to the facilities and follow them
throughout the treatment process
Valeo Behavioral Health
Topeka, Kansas (Shawnee County)
Features:
• Recommended by the Council of State Governments
• Covers population of 175,000
• Private not for profit agency
• Primary payer is Medicaid; private insurance is not billable
• System of services
• Police may bring anyone in a behavioral health crisis to them directly - not required to get
medical clearance in ED
• Waiting list for involuntary patients
• CIT outcomes: 2015 - 852 contacts; 46% diverted from the criminal justice system. Also
track use of force, attempted suicide, and injury to individual/officer.
• Staff includes psychiatrists and a DNP
Services:
• Walk-in clinic: M-F, 9-5. Staffed by behavioral health screeners.
• Crisis Diversion Services - work with individuals in their homes; Co-Responder Team embedded with police. Respond M-F, 8AM - 10:30PM; 10 crisis case managers respond 24/7
to community.
• 26 crisis residential beds (10 are 23 hour beds) - LOS is 3-5 days
• Recovery Center - social detox with 10 beds
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• CIT - 65% of police dept. is CIT trained. Training done the last week of the academy, but any
officer may attend.
Western Montana Mental Health
Missoula, Montana
Features:
• Setting is rural/frontier
• Private not for profit with catchment area that covers 16 counties (up to 600 miles between
facilities)
• One state hospital in Montana and 2 general hospitals with behavioral health units in this
catchment area
• Crisis services were developed since the only state hospital was at capacity and also due to
geographic reasons
• Services are billed to Medicaid and paid on a fee for service basis
• Local funding comes from all counties
• General hospitals provide some funds and share staff, but this varies by jurisdiction
• State pays $500/day when beds are empty for maintenance
• Despite being the state with the highest suicide rate, most problems treated are situational and
substance use (more than 50% of those treated have not previously received behavioral health
services.)
Services:
• MCT is 24/7, but each program has its own restrictions. Some will only respond to agencies,
and some respond only with law enforcement.
• Stabilization centers provide voluntary residential services that function as an alternative to
hospitalization. In addition to the voluntary section, there is also a detention center in the same
building. Individuals are brought in by law enforcement.
• System also has urgent care access

Strategic Plan
This Strategic Plan will examine the vision, mission, and guiding principles that the BHAC has
articulated as important and utilize these as a guide in addition to the literature search,
community survey results, and opportunities and challenges that currently exist to do an analysis
of crisis models, and to formulate strategies and recommendations.

Vision
All Maryland residents will have ready access to 24 hour/7 day/week behavioral health crisis
walk-in services and mobile crisis team services that can provide effective care in the least
restrictive, consumer and family focused manner and environment.
34

Mission
The focus of this strategic plan is to identify the need in Maryland for crisis walk-in and MCT
services and to describe them as important components that will enhance the existing crisis
system for mental health and provide crisis access for substance use crises. This will be
accomplished through analysis of the available models of these services, which will result in
recommendations regarding selection and implementation.

Guiding Principles
•
•
•
•
•
•
•
•
•

•
•

Serves everyone
No wrong door
Accessible regardless of geographic area
Accessible regardless of ability to pay
Culturally and linguistically competent
Services delivered in a manner that meet the needs of people of all ages
Integrated care that provides timely access to mental health and SUD intervention and
treatment
Measurable improvement in cross-agency behavioral health coordination
Marylanders will have greater awareness of and access to mental health, substance abuse and
physical health care services in order to reduce the likelihood that persons with behavioral
health disorders become involved in the criminal justice system, die from co-morbid
conditions earlier than the average adult, or require inpatient psychiatric hospitalization.
Staffing is multidisciplinary with certified peers integrated in multiple functions
“New partnerships at the state, local, or community level and across health and social service
agencies are being implemented to develop legislation, policies, management, and monitoring
mechanisms, and funding streams to support, disseminate and sustain new and emerging
trends in behavioral health crisis response.”27

Gaps
Through the process of doing an environmental scan, a number of gaps in behavioral health crisis
services have been identified that currently exist in Maryland.
Gap 1 - Uneven Distribution and Insufficient Capacity of Community Based Behavioral
Health Crisis Services
In terms of need, the Maryland Hospital Association’s Environmental Scan done in 2016
identified gaps in community based behavioral crisis services that result in an increasing use of
EDs and inpatient hospital resources. The data presented shows that there were 107,000 ED
visits in 2015. In terms of which jurisdictions had the highest rates/1000, Figure 1 indicates that
27

National Council Magazine, Crisis to Recovery, (2016). Comprehensive Crisis System.
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it is not just the large urban jurisdictions that have the greatest volume. Many of the
predominately rural jurisdictions on the Eastern Shore and in Western Maryland had high rates
of use with fewer crisis services available.
It is clear from the information presented in the Crisis Services Array by Jurisdiction (Figure 2)
that there is an uneven distribution of crisis services throughout Maryland in general, but in
particular in relation to 24/7 crisis walk-in and MCT services upon which this plan is focused.
This has undoubtedly come about for a number of different reasons. These include: uneven
access to funding, uneven level of perceived need based on population and local issues including
geography, a range of different planning and programmatic priorities based on current
knowledge of best practices, and history. What is not available at this time is information
regarding how jurisdictions that do have services are impacted by lack of capacity of those
services.
Adding access to 24/7 walk-in crisis services would affect 19 jurisdictions (one jurisdiction is
made up of five counties). Crisis Walk-in Services in Maryland are present in three of the larger
and most affluent jurisdictions in Maryland. Currently none of these programs are set up to also
provide crisis services to those in a substance use crisis that requires immediate detox.
Implementing MCT would affect six jurisdictions. While many of the MCT programs have
extended hours, only four have 24/7 coverage. In jurisdictions that do have MCT, response time
is an issue due to capacity. This has resulted in unmet behavioral health care needs which strain
Maryland’s health care system and often require law enforcement to be the default response. In
some cases, the time during which behavioral health crisis services are unavailable constitutes
almost two thirds of the total time since they may not be available after hours, weekends, and
holidays.
Gap 2 - Lack of Sustainable Local and Other Funding Sources for Crisis Services
Although the Maryland Behavioral Health Administration sets the focus and goals for crisis
services in conjunction with local jurisdictions, the state is not in control of the total funding that
is required to run these programs. The two jurisdictions that do have 24/7 crisis walk-in services
both have local funding as one of their crisis funding sources. Although there are 12 jurisdictions
across the state that have some level of local funding for crisis services, 72% of the local funding
resides in three jurisdictions. Federal funding for crisis services accounts for a total of
$4,142,348 of the total $29M spent on crisis services within Maryland. Each jurisdiction faces
challenges in securing sufficient funding to implement or enhance crisis programs. Often,
funding from other than government sources is for the startup of projects, and therefore is not
viable as an on-going source. As previously mentioned, Frederick County’s crisis walk-in
program has relied on several sources of funding, but these sources have not proven to be stable
over time. Individuals who are covered by private insurance can access some crisis services, such
as MCT, hotlines and walk-in crisis services which are grant funded, however they are often
unable to access additional services such as Crisis Beds and ACT teams which often are not
reimbursed by the private insurance industry.
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Gap 3 - Cross System Shared and Useable Data
Although data is available through organizations such as the Maryland Hospital Association that
can show the impact of the need for behavioral health crisis care on the health care system, it is
not available through other systems such as the criminal justice system. Data is collected locally
and in such a manner that prevents obtaining accurate totals of calls for behavioral health crisis
situations within jurisdictions and across the state. Partnership with these two systems is key to
being able to adequately address the goal of providing services in the least restrictive community
based setting, and preventing unnecessarily use of EDs, inpatient hospitalization, and interaction
with the criminal justice system.
Gap 4 - Lack of Use of Promising Practices
In reviewing the literature regarding behavioral health crisis services and analyzing current
national models, it is clear that several practices are in use that have improved the quality and the
accessibility of services. One in particular that stands out is incorporating certified peers into
practice. This is being done innovatively in both crisis walk-in services as well as with MCT.
Programs have found that certified peers working with behavioral health clinicians increase
effectiveness in the engagement process, are able to keep individuals supported and motivated
through the crisis intervention and stabilization processes, as well as assure that the person is
handed off and connected to on-going treatment. In addition, in areas of the country that
experience difficulty recruiting and retaining an all professional staff due to their geography or
funding constraints, the use of peers can help make providing crisis services viable. Current
research indicates that peer support services decrease substance use, and reduce utilization of
inpatient and emergency room care. “Increasing access to peer support services offers a costeffective strategy for expanding the behavioral health workforce and reducing reliance on crisis,
inpatient, and other more restrictive types of care. Peers can also play an important role in crisis
response and critical transitions, including community re-entry after hospitalization and
incarceration.28”
The practice of using telepsychiatry also warrants further evaluation in terms of its applicability
in making professional behavioral health crisis services available in areas that do not have ready
access to that medical specialty. This service is currently in use in the areas of the country that
are most challenged geographically in terms of distance to travel, but also in some urban areas in
which population density makes it difficult to access services in a timely manner.
Gap 5 - Public Information
Based on the Maryland Clinical Crisis Walk-in and Mobile Crisis Team Survey and Targeted
Group Response conducted by the BHAC, it is clear that whatever the current strategy for
disseminating information about existing crisis services has not been effective. There are a
number of different sources this information should come from such as the state BHA, local
CSA’s and LAA’s, local government, advocacy organizations, and other community systems
28

Texas Health and Human Services Commission, Statewide Behavioral Health Coordinating Council, (2016). Statewide
Behavioral Health Strategic Plan.
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such as law enforcement and hospitals. In many situations, it seems that when a behavioral
health crisis occurs, it is not clear what to do or which resources are available.
Gap 6 - Lack of Coordination
Absent a central hub to coordinate crisis resources both internally and externally, responses are
variable and follow-up is not consistent. Each incidence is treated as a standalone encounter
rather than as part of the person’s overall treatment history. Further, it becomes difficult to track
outcomes and report systemic data.
As a result of not having online health records, a uniform data base for capturing program data
within crisis services, or a uniform data base for behavioral health calls within law enforcement,
it is a challenge to use program measures to describe and quantify the impact of crisis programs.

Goals
1. Program and Service Coordination - design and implement a state-wide system of
behavioral health crisis services that has at its core 24/7 crisis walk-in and MCT services.
2. Program and Service Delivery - ensure that services are structured such that they can be as
responsive and accessible to all residents of Maryland and effective in dealing with a wide
variety of behavioral health crises.
3. Data Collaboration - collect and provide access to data across systems in a comprehensive
manner that allows information pertinent to intervening in a crisis to be available and
information that documents the effectiveness and impact of programs to be able to be
produced.
4. Identification of Funding Sources - ensure that crisis services are adequately funded.
5. Informed Public - ensure that the public is aware of existing behavioral health crisis
services in their jurisdiction and how to access them.

Opportunities to Address Gaps
This section will briefly discuss some of the current factors that may make the effort to
implement 24/7 crisis walk-in services and MCT services more feasible. Currently, there seems
to generally be increased visibility and understanding at every level of the need for
comprehensive behavioral health crisis response based on personal, local, and national
experiences. There is a recognition that many of the most comprehensive crisis systems were
built and funded following tragedies or as a result of federal government oversight. Crisis
services are not just behavioral health services. They also function as public safety services.
Although there has been legislative support over the years for behavioral health services, it is
now evident in at least two recent bills that were signed into law that crisis services are a priority.
Senate Bill 551/HB 682 (2016), to which this strategic plan is responding, is a recognition by the
Maryland legislature that these services are critically important components for a comprehensive
crisis system for Maryland. This bill did not presume that these services should only be available
in the largest urban jurisdictions and either unavailable or available on a restricted basis in
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smaller, rural jurisdictions. Senate Bill 967/HB 1329 (2017), the Heroin and Opioid Prevention
Effort (HOPE) and Treatment Act of 2017, requires the Behavioral Health Administration
(BHA) to establish 24/7 behavioral health crisis treatment centers in a manner that is consistent
with this strategic plan. At least one of these centers must be established by June 1, 2018.
Maryland’s behavioral health crisis has created greater visibility for the need for these services.
In addition, a statewide 24/7 crisis hotline will be in place to respond to callers in crisis and
connect them with the appropriate resources.
Sufficient models are available locally and nationally from which to pull various components to
create a customized model that will meet the needs of Maryland. Jurisdictions in other states that
are faced with similar challenges of dealing with complicated and prevalent behavioral health
crises that occur across a variety of settings from urban to rural and which impact their health
care and criminal justice systems have been successful in structuring crisis walk-in and MCT
programs that have proven to be effective.

Challenges
This section of the Strategic Plan will look at issues that are challenges specifically for
Maryland. Issues that may negatively impact the implementation of these services or their
effectiveness will be identified. Funding for crisis services is always difficult to secure and
maintain. Local funding is not available at present for most of the jurisdictions in Maryland.
When other sources of funding outside of the state government are secured, they are often not
stable over time. From a federal perspective, potential decreases in Medicaid funding are a
definite political possibility that may further constrain the funding that is available. Commercial
insurance will most often not pay for community based behavioral health crisis services.
Maryland law presents another challenge to creating a system that could get the most benefit
from having 24/7 crisis walk-in and MCT services. Maryland Code, Health-General Article §10624 requires that individuals subject to a petition for an emergency mental health evaluation (aka
EP) be taken to the closest emergency facility. Unfortunately, the only facilities that have been
interpreted as meeting the definition of “emergency facility” under the Health General §10-620
are hospitals with emergency rooms. Systems that do not have this requirement have a much
greater chance of building a system that is able to routinely divert individuals from the ED or
psychiatric hospitalization. In those systems, medical clearance is not always needed, and is only
sought if, based on a screening or history it is indicated.
Emerging populations have become a challenge due to the need for additional training and lack
of access to appropriate resources for disposition. An example is the population with Intellectual
and Developmental Disabilities. Behavioral health crisis services are increasingly utilized to
intervene outside of the traditional intervention with mental health or substance use crises. They
are utilized to deal with managing any issue related to behavior.
Language and cultural competence are major challenges in many of the larger jurisdictions in
Maryland. Jurisdictions like Montgomery County have as many as 160 spoken languages in their
public school systems. In order to effectively and legally intervene with whoever presents, there
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is a need to have access to language translation capability, but also a diverse staff that is aware
and competent as it relates to specific cultural issues that will affect their ability to engage and
treat successfully.
Recruiting and retaining qualified behavioral health professional staffing is an on-going issue.
Some rural states use primarily bachelor’s level staff, and still have difficulty recruiting and
retaining them. Recruiting sufficient diverse staff with other language capability is not always
easy even in large urban areas.
Maryland also has challenges in terms of its geography with which to contend. Adequate access
to services in areas like the Eastern Shore and Western Maryland where there are large expanses
of area to cover, and individual jurisdictions are relatively small in population will require
different strategies than suburban and urban areas of the state. Access is relative, however, and
these challenges have been met in some states such as Montana which deals with much larger
versions of these issues since much of the area is not even rural, but is considered “frontier” by
their description.

Strategies for Implementation
Goals
Strategies
Goal 1: Program & 1. Require formalized collaboration with partners
Service
that are reviewed on a regular basis: hospitals,
Coordination
ED’s, hospital associations, and law
enforcement. Many jurisdictions have standing
partnerships with these groups, but usually not
formal or at the executive level. As an example,
implementing and enhancing CIT programs in
Maryland required an enhancement of the
partnerships at all levels between law
enforcement and behavioral health. Moving
forward took a commitment at the executive
level.
2. Develop consensus regarding models for crisis
walk-in services and MCT that will be funded
and best fit with the needs of Maryland.
3. Define specific needs for each jurisdiction
based on utilization requirements and
geographic issues to determine which
jurisdictions could benefit from a regional
approach.
4. Determine a timeline for staggered
implementation of new services that phase
them in in a way that will be manageable.
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Gaps Addressed
1, 2, 3, 5, 6

5. Make implementation/enhancement of these
two programs in all jurisdictions part of a
comprehensive behavioral health crisis plan.
6. Work with local hospital systems and
local/state government for facility locations and
funding & use in kind funding from the
community for functions such as security.
7. Identify and change any regulations that run
counter to system goals such as decreasing use
of EDs, diverting from psychiatric
hospitalization, and diverting from the criminal
justice system.
8. Designate or develop a standing multi-agency
committee that will track progress in
implementing these programs.
9. Require accreditation of crisis walk-in and
MCT services.
Goal 2: Program & 1. Expand the use of best, promising, and
Service Delivery
evidence-based practices in delivering
behavioral health crisis services. Integrating
practices such as telepsychiatry should be
explored.
2. Define program components including staffing.
The use of certified peers should be considered
for staffing both walk-in crisis programs and
MCT.
3. Use of a mix of clinical and paraprofessional
staff should be considered.
4. Recruit and retain diverse staff with other
language capability and cultural competence.
5. Staffing strategies such as on-call, use of parttime temporary pools, use of a staff mix, and
cross training for all staff to perform all
functions of the program should be considered
in making these programs function smoothly
and be cost efficient.
6. Construct a plan for access to these services
that will result in maximum utilization by
individuals in crisis as well as community
partners.
Goal 3: Data
1. Decisions going forward should be data driven
Collaboration
2. Develop a state-wide mechanism for tracking
data online for each crisis provider.
3. Determine data elements to track to measure
impact of programs implemented.
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4, 6

1, 3, 5

Goal 4:
Identification of
Funding Sources

Goal 5: Informed
Public

4. Design & implement a single online behavioral
health care record.
5. Develop a system that will allow law
enforcement data regarding interactions
relating to a behavioral health crisis to be
available to behavioral health crisis programs
for intervention and follow-up.
1. Develop a budget projection of cost involved in
bringing these programs online or enhancing
existing programs across all jurisdictions.
2. Identify viable and sustainable funding sources
for behavioral health crisis walk-in and MCT.
3. Explore possibilities across MD for localities to
leverage their funds by contributing to state
funded crisis services.
4. Work with private health care organizations to
secure funding for crisis services.
1. Develop a formal communications plan
regarding the crisis services that exist
throughout the state and how to access them.
2. Work to disseminate this information on an ongoing basis through all forms of media in
conjunction with partners such as the health
care system, law enforcement agencies, and
advocacy organizations.

1, 2, 3

2, 5

Analysis
While several of the models reviewed have a desirable feature set, none of the models have all of
the features that would be optimal for Maryland. As an example, the three crisis walk-in
programs that now exist in Maryland are primarily focused on dealing with mental health crises
and none have a component that allows them to manage individuals in a substance use crisis who
require detox services. As a result, all of the programs reviewed were analyzed to identify which
of their components would best fit into a feature set that would be most effective in Maryland.
As a matter of policy, it would seem important that all jurisdictions in Maryland have access to a
basic array of crisis services that will include 24/7 crisis walk-in services and MCT services.
These crisis services should operate with a common set of principles. Each jurisdiction could
then build out their crisis system based upon the crisis plan they formulate in conjunction with
BHA and update annually to include those services in an ideal crisis continuum that are most
needed locally.
The two oldest models in Maryland, Howard County and Montgomery County, do have some of
the features that are needed which include: they function 24/7, they work with people of all ages,
they function as hubs in that they have clinical crisis phone lines, MCT programs that are co42

located with them, and crisis residential beds that they coordinate. Both are also directly tied into
other health and human services. In the case of Howard County, they are also the entry point for
the homeless system, and in Montgomery County, they are co-located with and structurally an
organizational component of all county health and human services. The newest crisis walk-in
service which will open within the next year in Elkton, Maryland is co-located with several
providers of behavioral health services and has the capacity for onsite detox services. The three
centers are examples of three different structural models: Howard County’s center is a private
not for profit, Montgomery’s center is local government, and Elkton’s is a public private
partnership. Given the success of the first two and the potential of the third, it appears that
whatever crisis walk-in services and MCT services models are chosen can be administered by a
variety of organizational structures that best suit the jurisdiction in which the services reside.
This is borne out in the review of 14 national models which, in terms of organizational structure,
nine were private not for profits, three were local government, and two were for profit.
Systems reviewed included those serving large metropolitan areas with populations approaching
four million, those serving multiple rural counties, and those serving large geographic areas
characterized as “frontier”. The programs reviewed have adapted to all the challenges that
jurisdictions in Maryland face in terms of locating services in a manner that is fully accessible, as
well as contending with requirements for differing capacity based on local population and need.
All jurisdictions in Maryland would provide all the services of these two programs, but local
volume of service requirements would dictate program capacity.
A system such as that of the Center for Health Care Services of San Antonio, TX of which the
Restoration Center is one of five divisions, provides a truly comprehensive array of behavioral
health and other related services, but is not financially feasible outside of a large metropolitan
area such as the one it is operated in with a population of two million.
The primary models for MCT programs require either having two behavioral health staff
(clinician and paraprofessional or clinician and peer) respond in tandem with local law
enforcement or having behavioral health staff embedded with a local law enforcement agency.
Los Angeles County originated the model to embed behavioral health clinicians with police, and
have developed it over time to become an integral part of their department’s comprehensive
strategy in responding to behavioral health crises. In Maryland, Baltimore County and Anne
Arundel County have the latter of these two models. Anne Arundel also has an MCT staffed by
two clinicians. Among the national models reviewed, all but two have the former model. Harris
Center for Mental Health and IDD in Houston, TX and Cumberland County Crisis Response in
Portland, ME have one team of each model. Some MCT programs only make one visit with any
need for follow-up provided by other programs in the community. Other programs have the
capacity to briefly follow the individual and make additional visits to help stabilize the situation.
Each jurisdiction could be left to develop whichever model is the best fit with the understanding
that the need to provide follow-up to assure linkage to needed community services/resources is
addressed. Standardizing on one model that requires all jurisdictions to have behavioral health
staff embedded with law enforcement would place the implementation of these teams outside the
control of behavioral health, and may not be possible in some jurisdictions where there is more
than one law enforcement entity that covers the jurisdiction. Particularly since there are currently
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11 MCT programs in Maryland that use behavioral health staff to respond in tandem with law
enforcement, changing their model would prove to be counterproductive.
As previously discussed, crisis walk-in programs can provide an alternative to an individual
being evaluated in an ED both in terms of the actual experience, disposition, and outcome.
Systemic support is necessary in order for a crisis system to be as effective as possible in
accomplishing goals such as diverting individuals from EDs and psychiatric hospitalization. It is
necessary to have state regulations that do not require the individual to receive a medical rule out
or be evaluated in a local hospital ED. The regulations need to support evaluations being done in
the community in the least restrictive and patient focused manner. Twelve of the 14 national
programs reviewed function in systems that do not require evaluations be done in an ED for
medical rule out. In Maryland, this will mean a clarification of interpretation of the current
regulation that seems to only require that the individual be evaluated in a facility that is a
Designated Emergency Facility (DEF). Although it is BHA’s responsibility to determine which
facilities are listed as such, in practice the interpretation of this regulation seems to be that this
can only be local hospital EDs. As a result, each year the DEF list is updated, but only lists EDs
in Maryland.
Despite the complexities of developing and running crisis programs, the funding of crisis
programs remains one of the primary challenges. All programs reviewed rely upon multiple
sources of funds. While many rely primarily on state funding, some have also been able to
leverage local funding. As an example, Montana requires that all counties contribute to funding
crisis services. Federal funding through Medicaid is available for some crisis services, and is
used in all 50 states for some form of crisis services. In Maryland this is currently limited to
crisis residential beds and peer services. Twelve states currently receive Medicaid funding for
MCT. Those programs that have been able to secure the highest percentage of Federal funds
seem to have done so through waivers. These include Medicaid 1915(a), 1915(b), and 1115
waivers29. Another potential source of local funding for crisis services that is relatively untapped
is through local general hospitals. Although many crisis services have relationships with local
general hospitals, often these relationships are not formalized through MOUs. In addition,
despite data in some jurisdictions which demonstrates the impact on reducing ED overcrowding
by managing behavioral health crises outside of an ED, there is most often no financial
contribution to these services. In addition to direct financial support, another source of support
through local hospitals that some models have been able to take advantage of through their
partnerships is in kind contributions. A number of the models reviewed such as Alliance Mental
Health Services in Memphis which is housed in a renovated portion of a state psychiatric
hospital have been able to benefit from in kind contributions. Other in kind contributions such as
providing security services, assisting with medical services, or providing transportation should
be explored. Since the newest crisis walk-in center in Elkton, Maryland will be partially funded
in this manner, it would be important to explore how this model could be relevant in other
jurisdictions.

U.S. Department of Health and Human Services, SAMHSA (2014), “Crisis Services: Effectiveness,
Cost Effectiveness, and Funding Strategies”.
29
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Although Maryland has 24 jurisdictions, its Core Service Agencies are set up such that one of
them represents five counties on the Eastern Shore (Kent, Queen Anne’s, Caroline, Dorchester
and Talbot). This has been done in geographic areas of the state that are primarily rural or less
densely populated. This system seems to have functioned well from the standpoint of organizing
and providing services on the Eastern Shore. In terms of locating 24/7 crisis walk-in programs
and MCT programs, it would make sense both in terms of program delivery and the financial
impact to use a similar strategy. For geographic areas such as the Eastern Shore, Southern
Maryland and Western Maryland, it may even be necessary to further combine current
jurisdictions in order to be programmatically and fiscally feasible. As an example, the Lower
Shore counties (Somerset, Wicomico and Worcester) could be combined to cover that area. Cecil
County will be covered by the new Behavioral Health Crisis Assessment and Stabilization
Center, which will become the first crisis walk-in program in Maryland that will treat both
mental health and substance use crises. That would mean that the Eastern Shore may be able to
be adequately covered by three crisis walk-in programs. It is already covered by four MCT
programs. In Southern Maryland, the three counties serving that area (Charles, Calvert and St.
Mary’s) could be combined to serve that part of the state. The other two jurisdictions that may be
able to benefit from a shared crisis walk-in center are Garrett and Allegany Counties. Neither
jurisdiction currently has either of these services. Among the national models reviewed, there are
centers that are able to successfully cover larger geographic areas like this. All of the decisions
about how these crisis services are distributed across the state would need to incorporate local
input, and be able to adequately address the current level of need experienced. The following
chart shows what services that currently exist need to be enhanced, and what additional services
will be required if the service areas are organized as described above.

Jurisdictional/Regional Crisis Services Needed
Jurisdictions

Services in Place

Services/Enhancements Needed

Allegany/Garrett Counties

Neither

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• MCT

Anne Arundel County

MCT

• 247 crisis walk-in services
• detox services for ASAM Level
III.2-D

Baltimore City

MCT

• 24/7 crisis walk-in services
• increase MCT to 2/47

Baltimore County

MCT

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• increase MCT to 2/47
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• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• MCT

Calvert/Charles/St. Mary’s
Counties

Neither

Carroll County

Neither (funding
• 24/7 crisis walk-in services
available for MCT) • detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Cecil County

MCT

• increase MCT to 24/7

Frederick County

Crisis walk-in
services & MCT

• increase both services to 24/7
• detox services for ASAM Level
III.2-D

Harford County

MCT

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Howard County

Crisis walk-in
services & MCT

• detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Mid-Shore

MCT

• crisis walk-in services
• detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Montgomery County

Crisis walk-in
services & MCT

• detox services for ASAM Level
III.2-D

Prince George’s County

MCT

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D

Washington County

MCT

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Wicomico/Somerset/Worcester MCT
Counties

• 24/7 crisis walk-in services
• detox services for ASAM Level
III.2-D
• increase MCT to 24/7

Ideally, crisis walk-in centers should be sited in a building that is accessible to the public in
terms of transportation, handicapped access, and represent a non-threatening environment. A
46

number of practical trade-offs may need to be made in order to obtain the necessary space. As
previously mentioned, it is ideal to have crisis services co-located to enhance access and
continuity. Several of the model systems reviewed have co-located their services in or near
hospitals, or in local government or state buildings.

Recommendations
1. Establish a crisis walk-in and MCT program model for each jurisdiction or region that has
the features and services represented in the best of all models reviewed. The following chart
represents that model. Currently existing programs would be enhanced to include these
features and services.
Maryland Crisis Walk-in & MCT Models
Features
• Function 24/7
• Serves everyone with a behavioral health crisis - mental health, substance use, & cooccurring
• Access via walk-in, law enforcement drop off, MCT
• Crisis walk-in service functions as a hub to coordinate all crisis services in
jurisdiction/region and co-located where practical
• Multiple organizational structures possible to administer these programs
• Jurisdictional & regionally based programs
• Multiple location types - standalone, housed at another facility, co-located with other
programs
• Recovery focused
• Staffing is multi-disciplinary: psychiatrists, RN’s, behavioral health professionals, para
professionals, & certified peers
• System does not require individuals on an Emergency Evaluation Petition (EEP) first go to
an ED for medical clearance & evaluation. Police may drop off individuals for evaluation.
• Programmatic integration with law enforcement focused on shared goals
• MCT uses one of two models:
- Responds with a clinician and a paraprofessional/certified peer in tandem with local law
enforcement
- Has behavioral health staff embedded in a local law enforcement agency to respond
• MCT responds anywhere in the community including ED’s and schools
• Local primary law enforcement agency is CIT trained and other agencies are in the process
of becoming trained
• System goals: diversion from ED, diversion from psychiatric hospitalization, & pre-booking
diversion from criminal justice system
• Budget: state grants, Medicaid fee for service, local funds, other sources
Services
• On-site evaluation
• Crisis intervention (individual & family)
• Short-term crisis stabilization with medication management
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• On-site detox services for up to ASAM Level III.2-D and follow-up placement in
community substance use services
• Medical assessment for risk performed
• Certified peers utilized for triage/engagement, support & case management with both crisis
walk-in and MCT services
• Disposition that requires additional services accomplished thru case manager providing
warm handoff
• Telepsychiatry available to increase access to services particularly in rural
jurisdictions/regions
2. A delegation from Maryland composed of representatives from the BHAC, BHA, the
Maryland Legislature, and other stakeholder groups should make a site visit to one or more
of the comprehensive crisis services that have many of the elements needed for these
programs to be successful in Maryland. These sites include: The Center for Healthcare
Services in San Antonio, TX which is a comprehensive urban model, and Alliance Mental
Health Services, Shelby County, TN, which covers the city of Memphis and three counties.
In addition, it would be important to visit the most comprehensive crisis walk-in service in
Maryland which is the Montgomery County Crisis Center.
3. BHA with input from the BHAC, CSA and LAA Directors, and other groups determines
how the jurisdictions can be divided into regions for purposes of siting these services. They
also determine the priority order for bringing these programs online across the state.
4. Each jurisdiction should develop an on-going crisis services advisory group chaired jointly
by the CSA Director and the LAA Director. It should be composed of stakeholder
representatives including law enforcement and local hospitals to work on development and
implementation of their crisis plan in general and specifically to work on the implementation
of these services.
5. BHA should explore Medicaid 1915(b) and 1915(c) waivers for behavioral health crisis
services as one source of a comprehensive funding strategy. Local government funding
strategies and potential funding from community organizations such as general hospitals and
private insurance providers should also be developed.
6. Develop a plan to work with the legislature regarding the necessary change in regulation,
statute or interpretation regarding the location at which an individual must be psychiatrically
evaluated when detained on an Emergency Evaluation Petition (EEP).
7. Require that each crisis walk-in center as the hub for organizing crisis services capture a set
of outcome data that include at a minimum: clinical outcome, disposition, reduction in EEPs
issued, diversion rate from EDs, diversion rate from hospitalization, and diversion rate from
the criminal justice system. Project jurisdiction cost savings due to the use of these crisis
services.
8. Require accreditation of all crisis walk-in and MCT programs.
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