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INTRODUCTION
The 1999 Surgeon General’s report on mental health declared mental health to be a public health issue requiring
focus beyond treatment, to prevention and health promotion. It highlighted crisis services as a vital component of
a community service array as many youth access behavioral health services for the first time when they are
experiencing a crisis.1 More than a decade later, Maryland Medical Assistance data from State Fiscal Year (FY) 2007
through 2012 clearly demonstrate this public health need. These data show increased numbers of psychiatric
emergency department (ED) admissions and inpatient psychiatric hospitalizations for children, youth and young
adults, ages 0-21. Total psychiatric ED admissions rose 45% from FY 2007 to FY 2012. After adjusting for inflation,
costs for treating youth experiencing crises in hospitals increased 25% from FY 2007 to FY 2012.2
There is a growing body of evidence that comprehensive crisis response and stabilization systems help improve
behavioral health outcomes, deter ED and inpatient admissions, reduce out-of-home placements, reduce
lengths of stay and costs of inpatient hospitalizations, and improve access to behavioral health services.3
Investment in comprehensive crisis response and stabilization systems for children, youth and young adults is a
particularly wise public health strategy given that the risk factors for behavioral health needs are well
established with clear windows of opportunity to prevent mental and behavioral health disorders and
related problems before they occur. National research shows that one in five young people has one or more
mental, emotional and/or behavioral (MEB) disorders at any given time, with the associated annual cost of
treatment, lost productivity and crime estimated to be $247 billion.4 In their 2009 report, the National Research
Council and Institute of Medicine called upon local, state and national leadership to make systemic prevention
efforts a high priority in health care, noting that half of all adults with MEB were first diagnosed by age 14 and
three-fourths were diagnosed by age 24, with first symptoms typically preceding the disorder by two to four years.
Mental health and substance use disorders account for 30% of disability-adjusted life years lost by persons under
the age of 25, the highest of any disease category for this age group.4
In 2011, the United States Department of Health and Human Services, Centers for Medicare and Medicaid Services
(CMS) awarded a Children’s Health Insurance Program Reauthorization Act (CHIPRA) grant to the Maryland
Department of Health and Mental Hygiene for its collaborative proposal with the States of Georgia and Wyoming.
The Institute for Innovation and Implementation at the University of Maryland, School of Social Work in
partnership with the Center for Health Care Strategies5 provides project management and technical assistance to
Maryland, Georgia and Wyoming to support the multi-state collaborative goal of improving quality and better
controlling the cost of care using a Care Management Entity6 structure for children with serious behavioral health
disorders enrolled in Medicaid or the Children’s Health Insurance Program. This CMS award is distinguished as the
only one of the ten CHIPRA grants dedicated to behavioral health issues. While the three participating states, of
which Maryland is the lead, represent diverse geographic areas and Medicaid structures, they share common goals,
U.S. Department of Health and Human Services. (1999). Mental Health: A report of the Surgeon General. Available from the National Library
of Medicine, National Institutes of Health: http://profiles.nlm.nih.gov/ps/retrieve/ResourceMetadata/NNBBHS
2 The Hilltop Institute, UMBC. (2012). CHIPRA Year 3, DATA REQUEST #15: ER and Psychiatric Hospitalizations: Maryland Medical Assistance
[Data file.] Provided to The Institute for Innovation & Implementation, University of Maryland School of Social Work under the CHIPRA
Quality Demonstration Grant.
3 Technical Assistance Collaborative (2005). A community-based comprehensive psychiatric response service: An informational and
instructional monograph. Available from the TAC website: http://www.tacinc.org/media/13106/Crisis%20Manual.pdf.
4 National Research Council and Institute of Medicine (2009). Report brief for policymakers. Preventing mental, emotional, and behavioral
disorders among young people: Progress and possibilities. Available from the Board of Children, Youth and Families website:
http://www.bocyf.org/prevention_policymakers_brief.pdf.
5The Center for Health Care Strategies is a national technical assistance center dedicated to improving health care access and quality. See
http://www.chcs.org/.
6 A Care Management Entity (CME) operates as the centralized authority for coordinating all care for youth with complex behavioral health
challenges and their families. CMEs use the Wraparound service delivery model, which is intensive care coordination premised upon a
youth-guided and family- driven, strengths-based approach that is coordinated across agencies and relies upon home- and community-based
services and peer supports to avoid residential and hospital care. CMEs fit within the federal definition for a health home provider in the
Affordable Care Act (Public Law 111-148, “Patient Protection and Affordable Care Act”). For more information on CMEs as health homes, see
Center for Health Care Strategies (2012). Using care management entities for behavioral health home providers: sample language for state
plan amendment development. Available from the CHCS website: http://www.chcs.org/usr_doc/CMEs_as_Behavioral_Health_Homes__SPA_Development.pdf. For more information on the Wraparound model, go to National Wraparound Initiative at
http://www.nwi.pdx.edu/.
1
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namely to: (1) improve access to appropriate services; (2) employ health information technology to support datadriven, clinical decision-making; (3) reduce the unnecessary use of restrictive and costly services; (4) improve
clinical and functional outcomes for children and youth with serious behavioral health needs; and (5) build
resiliency in youth and families, strengthening their involvement both in their own care and in the design and
implementation of the behavioral health care delivery system. In particular, one of Maryland’s specific goals is to
assess existing crisis response services in each of the State’s 24 jurisdictions,7 research best practices, and propose
a redesign of Maryland’s crisis response and stabilization system for children, youth, young adults and their
families. This paper documents findings, to date, with preliminary recommendations and sets forth additional
work to be undertaken by the CHIPRA grant to support Maryland in further consideration of these
recommendations.
Crisis response and stabilization services provide intervention by trained professionals and support to
those experiencing a crisis, allowing for immediate de-escalation of the situation in the least restrictive
setting possible, the prevention of the condition from
“Crisis services for mental health
worsening, and the timely stabilization of the crisis. The
should be like a fire department with
primary concern is safety of the child, family and community.
services available in every
Diverting children, youth and young adults with serious
neighborhood. Anyone can
emotional disturbances from EDs and hospitalization requires
experience a mental health crisis in
comprehensive crisis response services to address immediate
their family.”
crises, as well as stabilization services to prevent repeat crises.
Jane Walker, Executive Director,
Maryland Coalition of Families for
Maryland’s current behavioral health integration efforts and
Children’s Mental Health and Parent
implementation of the Affordable Care Act (Public Law 111-148,
“Patient Protection and Affordable Care Act”) provides the
opportune time for Maryland to re-evaluate its crisis system and the services currently available to children, youth
and families. Further, as mental health and physical health needs are integrated, improvements in Maryland’s
behavioral health system will have a positive impact on physical health outcomes and spending, as well as on
society as a whole. Maryland currently has a patchwork of crisis providers and response services available
throughout the state, one which forms a foundation for our children, youth and families, but needs re-evaluation to
ensure a well-connected response system exists in every jurisdiction.
METHODS
CHIPRA Grant project staff established the Crisis Response and Stabilization Redesign Workgroup (“Crisis
Workgroup”) in December 2011. Members have consistently participated and met ten times in the last year (see p.
3 for a list of Workgroup members). The content of this report is supported by and based upon completion of the
following activities by the Crisis Workgroup:
 Conducted national research and site visits to states and communities with successful crisis response and
stabilization models, including New Jersey and Milwaukee;
 Analyzed psychiatric ED, hospital utilization, and cost data from FY 2007-2012 by youth’s jurisdiction of
origin and hospital penetration;
 Developed a continuum of recommended essential core components of a crisis response and stabilization
system specific to Maryland, including a review of effective core crisis response and stabilization services
within a continuum of care and integration of mental health and substance abuse crisis needs;
 Conducted a gap analysis in partnership with the local Core Service Agencies to determine availability of
recommended core services in each of the 24 jurisdictions in Maryland;
 Surveyed Maryland’s Psychiatric Residential Treatment Facility (PRTF) Demonstration Waiver8 Crisis and
Stabilization providers to determine service utilization and lessons learned;

Maryland’s 24 jurisdictions are comprised of 23 Counties and the City of Baltimore.
In 2007, Maryland was one of ten states awarded the 5-year Community Alternatives to PRTF Demonstration Grant Program, authorized by
Section 6063 of the Deficit Reduction Act of 2005 to provide home and community-based services to children as alternatives to PRTFs.
These demonstrations tested the cost-effectiveness of providing services in a child’s home or community rather than in a PRTF, to determine
whether the services provided improve or maintain the child’s functioning. In Maryland, this grant is known as the RTC Waiver.
7
8
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Partnered with the Alcohol and Drug Abuse Administration to survey Substance Abuse Treatment
Coordinators to determine each jurisdiction’s capacity to respond to children, youth and young adults in
need of substance abuse crisis services; and,
Cataloged all behavioral health hotlines available in Maryland, including populations and jurisdictions
served.

The product of each task is summarized in the text that follows. Further detail is included in the Appendices.
This past fall, the Mental Hygiene Administration (MHA) began holding joint meetings between the CHIPRA Crisis
Workgroup and a workgroup charged with assessing the adult crisis system to ensure that the State’s crisis
response and stabilization system has a full life-span service capacity with specific ability to address the transition
aged youth (ages 18-21) population. The two groups are working collaboratively to ensure that redesign resources
and efforts from both the children, youth and family (CYF) system and the adult serving system are leveraged
together to maximize service capacity and effectiveness. While collaborations between the CYF and adult systems
continue, the focus of this report is specific to the findings and recommendations for the design of a crisis system
that will reduce Maryland’s costly reliance on EDs and hospitalizations and improve CYF outcomes. This may be
achieved by addressing service needs and gaps in Maryland’s current continuum of care for children, youth, young
adults and their families.
PSYCHIATRIC EMERGENCY DEPARTMENT AND INPATIENT ADMISSION DATA
The CHIPRA Grant provides funding to support a contract between The Institute, University of Maryland School of
Social Work and The Hilltop Institute at the University of Maryland Baltimore County (“Hilltop Institute). This
contract enables The Institute to receive and analyze Medicaid claims data from Maryland’s Medicaid Management
Information System; to support this particularly effort, the Hilltop Institute provided data for children and youth,
ages 0 through 21, with a psychiatric ED admission to a Maryland hospital paid by Maryland Medical Assistance,
including both those that did and did not result in an inpatient psychiatric hospitalization for FY2007 through
2012. Hilltop also provided data on inpatient psychiatric hospitalizations during FY 2007 through 2012 that were
direct admissions in which youth did not pass through the ED first. Data were provided on the number and costs of
admissions for both the county of origin of youth experiencing the crisis and the location of the psychiatric ED
admission and/or inpatient psychiatric hospitalization. It is important to note that the data collected are limited to
those admissions billed through Maryland Medical Assistance, and does not include admissions paid for through
private insurance.
After adjusting for inflation, costs for treating youth experiencing crises in hospitals increased 25% from FY 2007
to FY 2012 (from approximately $52.3 million to about $65.6 million). Additionally, total admissions by the youth’s
jurisdiction of origin (including psychiatric ED admissions both resulting and not
ED admissions for
resulting in an inpatient psychiatric hospitalization, as well as non-ED psychiatric
children rose 45% from
hospitalizations) rose 45% from F Y 2007 to FY 2012 (from 7,635 total admissions to
F Y 2007 to FY 2012,
11,078 total admissions). Figure 1 illustrates the changes in psychiatric ED and/or
from 7,635 total
hospitalization admissions from FY 2007 to FY 2012 by county of origin.
admissions to 11,078
total admissions.

As illustrated in Figure 1, increases in psychiatric ED and/or hospitalization admissions
over the five-year period were not limited to a particular region. Rather, all but four jurisdictions (Calvert, Caroline,
Carroll, and Garrett Counties) experienced increases in the number of admissions. Table 1 highlights the
jurisdictions that experienced the greatest increases in psychiatric ED and/or hospitalization admissions from FY
2007 to FY 2012.
Table 1. Jurisdictions with the Greatest % Increase in ED Admissions
County
Somerset
Charles
Frederick
Wicomico

2007 - # Youth ED Admissions
47
71
189
204

2012 - # Youth ED Admissions
117
157
387
374

% Increase
149%
121%
105%
83%
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Figure 1 – Map of Psychiatric Emergency Department Admission Changes: FY 2007 to 2012

The number of youth with at least one psychiatric ED and/or hospitalization admission escalated from FY 2007 to
FY 2012 for all three categories of admissions. For the first category, the number of youth with a psychiatric ED
admission that did not result in an inpatient admission, the number of youth increased by 70% from 2007
(N=2,418) to 2012 (N=4,115). Second, the number of youth with psychiatric ED admissions that did result in an
inpatient hospitalization increased by 33% (N for 2007 = 2,018, N for 2,680). Finally, the number of youth with a
direct inpatient admission increased by 29% from 2007 (N=1,551) to 2012 (N=2,008). See Figure 2 below for
trends in the number of youth experiencing admissions and hospitalizations from FY 2007 through FY 2012.
Figure 2 – FY 2007 to FY 2012 Trends in Youth with ED Admissions and/or Inpatient Hospitalizations
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The total number of incidents in each category of psychiatric ED and/or hospitalization admissions also grew from
FY 2007 to FY 2012. First, The number of psychiatric admissions that did not result in an inpatient admission
increased by 70% (N for 2007 = 2,958, N for 2012=5,016). Incidents of psychiatric ED admissions that did result
in an inpatient hospitalization climbed as well, with the total number of admissions increasing by 31% (N for
2007 = 2,670, N for 3,489). Lastly, the total number of direct inpatient admissions increased by 28% (N for 2007
= 2,007, N for 2012 = 2,573). Overall, admissions increased by 45% (N for 2007 = 7,635, N for 2012 = 2,573). See
Figure 3 below for admission and hospitalization trends from FY 2007 through FY 2012.
Figure 3 – FY 2007 to FY 2012 Trends in Number of ED Admissions and/or Inpatient Hospitalizations
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The percentage in each stacked bar represents the change from the previous fiscal
year for that particular type of admission/hospitalization.

Figure 4 displays the number of admissions in FY 2012 per 1,000 Medicaid enrollees (ages 0 through 21) in each
Maryland jurisdiction, including psychiatric ED admissions that did and did not result in an inpatient
hospitalization, and non-ED psychiatric inpatient hospitalizations. The average psychiatric ED/inpatient
hospitalization admission rate in FY 2012 was 18.7 admissions per 1,000 enrollees. The admission rate in FY 2012
was particularly high in the Eastern Shore region, the Western Maryland region, and Baltimore City. Dorchester
County was the highest, with a rate of 43.2 admissions per 1,000 enrollees, followed by Washington County (29.7
admissions per 1,000 enrollees), Somerset County (29.6 admissions per 1,000 enrollees), Baltimore City (25.3
admissions per 1,000 enrollees), and Allegany County (25.1 admissions per 1,000 enrollees).
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Figure 4 – Map of the Rate of Psychiatric Emergency Department Admissions, FY 2012, per 1,000 Medicaid
Enrollees (Ages 0 through 21), and the Locations of Admissions by Hospital in FY2012

Figure 4 also displays the number of psychiatric emergency department admissions among hospitals in the
Maryland region. Of the 65 hospitals that admitted youth in FY 2012, the greatest number of admissions occurred
at Sheppard Pratt Health System (1,932), Johns Hopkins Hospital (1,015), and University of Maryland Medical
System (960).
Further, 87% (46 out of 53) of Maryland’s hospitals that reported youth
psychiatric admissions in FY 2012 experienced an increase in the number of
admissions from FY 2007 to FY 2012. In general, based on Medical Assistance
data, Maryland has experienced a climb in both the number of psychiatric
admissions and the costs of serving youth with crises in hospitals. See Appendix
1 for the complete set of ED and psychiatric hospitalization data for FY 2007-FY
2012.

87% of the Maryland
hospitals that reported youth
psychiatric admissions
experienced an increase in
the number of admissions
from FY 2007 to FY2012.
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RECOMMENDED CRISIS SYSTEM CORE COMPONENTS
In redesigning the CYF crisis system, the overarching goals are to keep children and their families safe and to
strengthen service capacity and access to a comprehensive crisis system. Building a statewide comprehensive
crisis system is expected to ultimately reduce: (1) utilization of EDs; (2) unnecessary inpatient psychiatric
hospitalizations; (3) disruption of a youth’s home placements (i.e., family homes, foster homes, group homes); and
(4) response required by law enforcement. The language and services used in describing the recommended
essential components are intended to encompass both mental health and substance abuse treatment in keeping
with Maryland’s movement toward full behavioral health integration.
The Crisis Workgroup discussed and developed a set of recommended essential core components within a
continuum of care deemed to be essential to meet the needs and reach all children, youth, young adults and their
families in Maryland. Specific attention was paid to the design of Wraparound Milwaukee’s system in Wisconsin, as
well as New Jersey’s statewide system with care coordination and stabilization services. Through the CHIPRA
grant, site visits were conducted in both Milwaukee and New Jersey to allow for in-depth, in-person discussions
with state and local officials detailing successes and lessons learned. Particularly noteworthy is Milwaukee’s
system requirement that all psychiatric inpatient admissions first be assessed by a crisis response and stabilization
team. This practice results in significant inpatient diversion. In the wake of the recent tragedy at Sandy Hook
Elementary School in Connecticut, Wraparound Milwaukee’s Mobile Urgent Treatment Team (MUTT) was
highlighted as a crisis response system that intervenes effectively in the lives of children, youth, and young adults
to avert tragedy.9 See Appendix 2 for more information about the Milwaukee and New Jersey programs.
Maryland’s Mental Hygiene Administration is piloting a similar innovative program in Baltimore City using
redirected residential treatment center (RTC) funds.10 This project provides an intensive set of services to children
and youth who enter the ED at both Johns Hopkins and University of Maryland hospitals due to a psychiatric
emergency. An onsite crisis clinician facilitates emergency case planning and referral to a variety of services
including urgent care, crisis respite care, and ongoing stabilization services for up to eight weeks after the crisis.
These services are projected to reduce overcrowding at EDs, prevent hospitalizations, and divert youth from RTC
placements.
The CHIPRA Crisis Workgroup’s recommendation for a crisis response and stabilization system is
organized into three broad components with seven services or functions organized within the three
components. The seven services are most effective when interwoven as functions within an entire
continuum of care and are not likely to be as effective when implemented as stand-alone programs.
Component #1 - Immediate Triage and Crisis Response Information: The goal of the first component is for
immediate triage and crisis response information to be the first available resource within a continuum of care to an
individual accessing behavioral help, whether for the first time or for someone familiar to crisis services. This
component provides preventative and initial crisis response resources, as well as triaging to determine if the
individual is currently safe or whether further intervention is required. This component also includes technology
services (i.e. online chat and support groups). The hotlines’ access points should be well known and available to all
children, youth and families across Maryland.
Core Service #1 – Hotlines and Online Resources
Component #2 – Community-Based Crisis Response Services: Community-based crisis response services, the
second component, encompasses services that involve a face-to-face intervention in the community. A coordinated
bridge between Components 1 and 2 should be designed and implemented for individuals who need to transition
9Cherkis,

J. (2012, December 19). Sandy Hook Mental Health: Program gaps may be easier to fix than gun laws. The Huffington Post.
Retrieved from http://www.huffingtonpost.com.
10 Budget Amendment M00L01.03 Community Services for Medicaid Recipients added the following language to the general fund
appropriation: “provided that $3,000,000 in general funds appropriated for the provision of private institutional care to youth may not be
used for that purpose and instead may be used only to support community-based residential treatment diversion programming.” Chairmen
of the Senate Budget and Taxation Committee and House Appropriations Committee (2011). Report on the State Operating Budget (HB 70)
and the State Capital Budget (HB 71) and Related Recommendations by the Joint Chairmen. Available from the Maryland General Assembly’s
website: http://167.102.242.144/smb/mgaleg.maryland.gov/google_docs$/pubs/budgetfiscal/2011rs-budget-docs-jcr.pdf).
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to a higher intensity of service. Component #2 includes crisis and behavioral health assessments, including
establishment of crisis and safety plans and initial stabilization for the youth. Depending upon the projected
population density and need, adjoining jurisdictions could share providers for one or more of these services. The
following core services are all intended to provide an immediate response to de-escalate the crisis, providing initial
assessments, and begin the stabilization process.
Core Service #2 - Mobile Crisis Response (a Team of behavioral health qualified and trained clinicians that
intervenes at the time of the crisis where the consumer is located (i.e. the youth’s home or school)
Core Service #3 - Urgent Care Services (a non-hospital based walk-in location where rapid access to
licensed behavioral health clinicians is available)
Core Service #4 - Emergency Respite (a safe environment (i.e. residential or group home) designed to
provide a temporary break for caregivers of youth with serious behavioral health needs for up to two
weeks)
Core Service #5 - Crisis Beds (Hospital-based 23-hour observation beds or non-hospital based overnight
beds available to stabilize acute crises and prevent inpatient hospitalizations)
Core Service #6 - Emergency Department and Detention Center Diversion Programs (clinic or facilitybased interventions that divert youth from accessing the ED or detention center for de-escalation or initial
services)
Component #3- Longer Term Crisis/Stabilization Services: Longer-term crisis/stabilization services, the third
component, encompass services required either after a crisis is medically stabilized or to prevent a crisis when
high-risk behavioral health factors are indicated. Care coordination services are essential to help a family work
through major issues that can lead to crises. This component can improve quality of care and have a tremendous
impact on addressing the cycle of repeat crises, which often lead to lost school days (and a parent’s missed work
days) and increased health care costs. Similar to the first component, this component should include mechanisms
for referrals and linkages to required services and resources within the public and private behavioral health
system to treat ongoing behavioral health needs. Examples of such services include individual or group therapy,
medication management, psychiatric rehabilitation services, alcohol anonymous, utility assistance and social
services.
Core Service #7 – Care Coordination and Stabilization (longer-term, community-based interventions
intended to provide stabilization support and to prevent future crises)
See Appendix 3 for a chart detailing the recommended components and services within a full continuum of care
approach. When developing a crisis response and stabilization system, the availability of transportation and the
intended population’s ability to physically access the services should be factored into the service array design.
In addition to the recommended crisis service components, extensive coaching/training and social marketing
should be designed and delivered to local schools, law enforcement, and hospitals to establish practices and
policies that promote the use of crisis system resources and breaks the trend of reliance on EDs, arrests, and
hospitalizations. Tracking the reduction of ED and inpatient utilization along with other positive outcomes (such as
reduction in juvenile arrests) resulting from new crisis services will be critical to show the impact a deep and
broad crisis system can have in Maryland.
Finally, implementation science should be employed to ensure successful
implementation of programs and practices in human service environments.
Implementing a program or intervention is considerably more challenging than
designing a program. Therefore, proven and systematic implementation practices
should be put in place when rolling out a new or enhanced crisis response and
stabilization model. Close attention should be paid to the degrees of implementation,
which include: 1) Paper Implementation (establishing policies), 2: Process
Implementation (training and supervising), and 3) Performance Implementation
(ensuring benefits to the target audience) when implementing any new program.11

The availability of
transportation and the
intended population’s
ability to physically
access the services
should be factored into
the service array design.

Fixsen, D., Naoom, S., K. Blase, R. Friedman, and F. Wallace (2005). Implementation research: a synthesis of the literature. Tampa, FL:
University of Southern Florida.
11
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GAP ANALYSIS - JURISDICTIONS WITH THE GREATEST NEED FOR CRISIS RESPONSE SERVICES
In September 2012, the CHIPRA Crisis Workgroup issued a survey to Maryland’s nineteen Core Service Agencies
(CSAs) to determine the availability of the recommended crisis system components and services in each
jurisdiction. In addition, the survey collected details about existing providers and programs serving children,
youth, young adults and their families. Results from the survey along with data provided by the Hilltop Institute
were used to conduct a preliminary statewide gap analysis.
All CSAs in Maryland responded to the survey. For a complete summary of the survey responses, see Appendix 4.
Results indicated that an average of three out of the recommended seven essential services were available in each
jurisdiction and to children and youth of all ages. Availability was defined as having a provider that serves but is
not necessarily located in the jurisdiction. CSAs reported that access to several core crisis services for children and
youth is critically low across the State, as evidenced by the fact that crisis care
coordination and stabilization is available to only four jurisdictions, emergency
An average of three out of
respite is available to a mere seven jurisdictions, emergency department
the seven essential crisis
diversion is available to 13 jurisdictions, and urgent care is available to 14
services were available in
jurisdictions. All crisis bed providers identified by the CSAs are limited to serving
each jurisdiction.
individuals that are 18 years or older.
Access to essential services was reported to be particularly low in Carroll, Cecil, Garrett, Harford, and St. Mary’s
Counties, where CSAs reported their jurisdictions had access to two or fewer of the seven essential components.
Figure 5 displays known locations of providers of any crisis service type that at a minimum serve children and
youth ages 0 to 17. While crisis response coverage is low throughout the State, there is a particular dearth of
services in parts of Western Maryland in contrast to other regions in Maryland. Carroll and Garrett Counties do
not have any crisis service providers for children and youth located in their jurisdictions. Garrett County does not
have access to mobile crisis services, and mobile crisis service coverage across the Western region is low, with only
one provider available to Allegany, Carroll, Frederick, and Washington Counties. Urgent care provider coverage is
also particularly low in Western Maryland, where respondents indicated a lack of urgent care services for children
and youth in Allegany, Carroll, Frederick, Garrett, and Washington counties.
Results from the CSA survey indicate that Maryland is critically lacking a coordinated, stable crisis response
service array, and instead hosts a patchwork of crisis providers dispersed unevenly throughout the State.
Further, many programs (i.e. Baltimore City’s ED Diversion program) lack secure funding sources and are at-risk of
terminating essential crisis response services in the event that their funding is no longer available.
In order to determine which Maryland regions demonstrate higher need for crisis response services relative to
other regions, a gap analysis was conducted using Medicaid claims data and the results from the CSA survey. The
following measures were included in the gap analysis for each Maryland jurisdiction:
 Rate of crisis episodes by county of origin in FY 2012: Measured as the number of youth ages 0 through 21
with a psychiatric admission (both resulted in and did not result in an inpatient hospitalization) per total
number of Medicaid enrollees, ages 0 through 21;
 Rate of crisis episodes by location of psychiatric admission in FY 2012: Measured as the total number of
psychiatric admissions among all hospitals for a given jurisdiction per total number of Medicaid enrollees,
ages 0 through 21;
 Number of essential crisis system components available: Measured as the total number (range of 0 to 7) of
essential crisis system services serving the jurisdiction; and
 Ratio of providers of essential crisis services to crisis episodes: Measured as the number of providers
serving the jurisdiction to the number of crisis episodes occurring in that jurisdiction (by county of origin
of the children and youth).
In order to represent the cumulative need for crisis services for each jurisdiction, composite scores that
encapsulate all measures indicated above were calculated for each jurisdiction. The initial step in calculating
scores was standardizing measures. Because each factor was measured differently, converting measures to the
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same metric was necessary. This was accomplished by calculating a “Z score” for each county. The following
equation was used for each jurisdiction along each measure:

By incorporating standard deviations in the calculation, each Z-score is relative to other Maryland jurisdictions and
not compared to an absolute standard. After Z-scores were calculated for every jurisdiction along each measure,
summary scores were calculated for each jurisdiction. Z-scores for each measure were summed to reveal each
jurisdiction’s cumulative needs score. After a composite score was calculated for every jurisdiction, the
jurisdictions were ranked by sorting the scores from highest to lowest. The jurisdiction with the highest composite
score is at the greatest need for crisis services, and the jurisdiction with the lowest score is at the lowest need for
crisis services, based on relative need according to the metrics outlined above.
Figure 5 displays the scores for each jurisdiction, illustrating the need for crisis response services for each
jurisdiction based on the rate of psychiatric admissions by jurisdiction of origin, rate of psychiatric admissions by
hospital location, ratio of crisis service providers to the number of psychiatric admissions, and number of essential
crisis components available. Figure 5 demonstrates that need is greatest (relative to other regions) in portions
of the Eastern Shore and Western Maryland. Results of the gap analysis reveal that, in order of highest to
lowest, the cumulative need scores for crisis response services is greatest for Talbot County, Washington County,
Dorchester County, Carroll County, and Allegany County. While a statewide need for a comprehensive crisis
response system is evident, this gap analysis reveals that there are particular regions in Maryland with relatively
greater need than others.
Figure5—Map of Rank of Need for Crisis Services, by Jurisdiction
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LESSONS LEARNED FROM PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY (PRTF) WAIVER PROGRAM
PRTF Waiver Crisis and Stabilization providers were surveyed to determine the impact and utilization of the
Waiver Crisis and Stabilization service. This service is only available to youth enrolled in the PRTF Waiver
Program, which is a federal demonstration program serving youth in the community whose psychiatric needs meet
the medical necessity criteria for residential treatment centers. The impact of deescalating crises and preventing
future incidents was assessed, specifically in relation to this program. Data were collected from September 2011 to
April 2012. During that time period, crisis and stabilization providers indicated that they responded to 56
incidents. Of those 56 incidents, 89% (50) did not result in an ED visit, and 93% (52) did not result in an inpatient
psychiatric hospitalization. Participants in the PRTF Waiver who receive this service are enrolled in a Care
Management Entity (CME) and have an assigned Wraparound care coordinator and the support of a Child and
Family Team (CFT). Crisis response and stabilization services are authorized by the Administrative Service
Organization (ASO) in three-day increments for up to nine days at a time.
Crisis services provided through the PRTF Waiver Program are reported to lack preliminary linkages between the
youth/family and the provider before an actual crisis occurred. Crisis services could be more effectively
delivered by providing both preventative engagement and backend stabilization and education after a
crisis is stabilized. In this way, families who are at-risk for crises can meet with providers face-to-face, develop
enhanced crisis plans at the start of services, and receive crisis support well before a mobile crisis response is
required. It is anticipated that by employing such an approach, providers will be more successful in preventing
behavioral health crises.
The following components of crisis services are recommended within the CME and Wraparound model:
1. Assessment: Conducted prior to a crisis, in coordination with the Wraparound care coordinator (and
together, where possible) to develop an initial crisis plan within the first week of enrollment in care
coordination.
2. Crisis Response: An in-person response to the location where a crisis is occurring to assess, de-escalate,
and provide initial stabilization.
3. Stabilization: In-person support for up to two weeks following a crisis response to support revisions to the
crisis plan and provide education and training on preventing and responding to crises. Stabilization may
also be provided at the recommendation of the Wraparound CFT to prevent a crisis, and must be
authorized separately by the ASO.
This proposed crisis service design would allow for increased engagement with families and greater availability to
assist both before and after a crisis occurs, resulting in better support for families and projected cost savings.
While the PRTF Waiver was not reauthorized by Congress and new enrollment ended in September 2012, CMS has
approved the use of a limited amount of remaining funds to further support Maryland’s residential treatment
diversion efforts.
SURVEY OF ALCOHOL AND DRUG ABUSE CRISIS SERVICES
To support behavioral health integration efforts, the CHIPRA Crisis Workgroup partnered with the Alcohol and
Drug Abuse Administration to better understand existing crisis services for children, youth, young adults and
families related to alcohol and drug use and abuse. To assess the availability and breadth of these services, the
Workgroup issued a survey to the Substance Abuse Treatment Coordinators across the state, inquiring about: (1)
their current process for responding to children, youth and young adults in alcohol and/or drug abuse related
crises; (2) whether jurisdictions refer persons in crisis to the ED, hotlines, etc.; (3) the jurisdiction’s urgent care
capacity; (4) the availability of detox units and/or damp shelters (i.e., places where individuals can go while
intoxicated); and (5) the availability of care coordination services. For some of these questions, jurisdictions were
asked whether processes differed when addressing various populations: children and youth aged 0-17 years, 1821 year olds, and individuals 22 years old and over. Twenty out of 24 jurisdictions responded. Responses clearly
indicated that Maryland lacks comprehensive alcohol and drug abuse services across the state, particularly
for younger populations. All of the responses received are synthesized in Appendix 5.
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CRISIS RESPONSE HOTLINES IN MARYLAND
Maryland has a fair number of available youth and family crisis hotlines that respond to calls relating to suicide,
domestic violence, and/or sexual assault. The cataloging of available hotlines by jurisdictions demonstrated gaps
in coverage as well as inefficiencies in some jurisdictions. A list of Maryland’s hotlines is set forth in Appendix 6.
Although Maryland has several hotlines (state, national, and local) that individuals in crisis can call, the current
configuration of call centers does not allow for a coordinated statewide response system for screening, triaging and
dispatching crisis teams. Such a coordinated response would be needed if Maryland were to adopt Milwaukee’s ED
diversion model requiring that all psychiatric inpatient admissions be first assessed by a crisis response and
stabilization team. With the launch of Maryland’s Health Insurance Exchange,12 Maryland could benefit by
exploring options for re-configuring call centers to assure consistent and comprehensive coverage across the state
and alignment with other health reform implementation efforts.
RECOMMENDATIONS
Recommendation #1: Expansion of Community Crisis Response and Stabilization Services
 ED Diversion Programs:
 Continue evaluation of the two existing ED Diversion Sites (University of Maryland and John
Hopkins) and explore program sustainability options.
 Maintain and expand current ED Diversion model by creating a direct relationship between mobile
crisis response system assessments and authorization/payment for inpatient psychiatric
hospitalization admissions (Milwaukee ED diversion model). See also Recommendation #3.
 Utilize mobile technology to expand crisis service assessments capabilities via existing ED
Diversion Program.
 Develop policy guidance to increase mobile crisis services in the school systems to reduce the use of
Emergency Petitions and police involvement.
 Expand the availability of care coordination via the Care Management Entity model to provide preventative
and post-crisis stabilization services.
 Identify specific areas in need of urgent care appointments and increase this capacity.
Ongoing CHIPRA Crisis Workgroup Action Items to Support Recommendation #1:
 Collaborate with CSAs to identify hospitals for two additional ED Diversion sites using the allocated PRTF
Waiver funds approved by CMS. Priority will be placed on hospitals willing to pilot the Milwaukee ED
diversion model.
 Explore partnership with schools systems, beginning with the Eastern Shore, to explore expansion of
community crisis services in the school system.
 Under CHIPRA funding, design a detailed evaluation project with School of Social Work faculty researchers
to evaluate patterns and specifics of children and youth who are over-utilizing EDs and hospitals.
 Partner with the Maryland Coalition of Families for Children’s Mental Health to facilitate focus groups and
administer a survey to gain family and youth community voice and input on how the crisis system can be
improved.
 Determine the foster care population’s ED and inpatient impact on the behavioral health system and
engage in further conversations with the Department of Human Resources to ensure that youth involved in
the child welfare system have clear access to crisis services to minimize placement disruptions.
 Explore use of ED and inpatient hospitalization by Department of Juvenile Services (DJS) populations and
engage in further conversations with DJS to ensure clear access to crisis services.
 Assemble a crisis service provider directory and develop a recommended plan for provider recruitment to
expand the crisis services workforce.
 Investigate the most effective means to expand urgent care capacity.
 Explore options for incorporating crisis response systems into the Medicaid State Plan, as a service under a
1915(i) State Plan Amendment or as a stand-alone service, with recommendations for making crisis
response services universally available.

12

See http://marylandhbe.com/
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Recommendation #2: Statewide Promotion, Training and Quality Assurance of Crisis Programs
 Design and execute a statewide crisis response training and coaching model.
 Develop and implement a training and coaching program for all system partners to include law
enforcement, schools, and hospitals to promote the use of crisis system resources to reduce reliance on
EDs, arrests, and hospitalizations.
 Implement a continuous quality improvement program which ensures the collection, analysis, and
dissemination of key data elements that are utilized to measure successful program implementation.
Ongoing CHIPRA Crisis Workgroup Action Items to Support Recommendation #2:
 Research national human service quality assurance models and programs along with implementation
science research to develop a recommended quality improvement program.
Recommendation #3: Streamline Behavioral Health Crisis Triage Response in Maryland
 Using existing or reconfigured hotline call centers, develop a coordinated statewide response system for
screening, triaging and dispatching crisis response teams and align with other health reform and
behavioral health integration efforts. Consideration should be given to assessing all insurance carriers a
set per member/per month amount to ensure a robust statewide crisis response system.
 Test and explore the statewide adoption of the Milwaukee ED diversion model requiring that all psychiatric
inpatient admissions be first assessed by a mobile crisis response team and linking payment/authorization
to crisis response team assessments.
 Work with local jurisdictions to ensure that hotline call centers are able to provide a bridge between triage
response and services available in each local community.
Ongoing CHIPRA Crisis Workgroup Action Items to Support Recommendation #3:
 Further research the current behavioral health hotlines in Maryland, including analysis of financing
sources, penetration rates, multi-system reliance and connectivity, and ability to provide a bridge between
triage response and available services.
CONCLUSION
From a public health perspective, it is essential for states to have a comprehensive crisis response and stabilization
system that is coordinated, integrated, and contained within the broader behavioral health system to meet the
needs of children, youth, and young adults with behavioral health needs and their families. Most recently, the
nation witnessed the effects of a tragically missed opportunity to intervene in the life of a young adult in the
horrific shootings in Newtown, Connecticut. The value that results from investing in early prevention,
intervention, and health promotion, inclusive of crisis support and stabilization, as a vital component of a
community service array cannot be overstated.
Tragedies of this magnitude foster momentum for systemic change at the local, state and federal levels. Prior to
this tragedy, Maryland was poised with data on increased psychiatric use and costs of ED and inpatient
hospitalization, as well as gaps and inefficiencies in Maryland’s current ability to respond to children, youth and
young adults experiencing behavioral health crises. With the continued support of the CHIPRA grant along with
current behavioral health integration and the Affordable Care Act implementation efforts, Maryland is well
postured to seize the current momentum and re-design its crisis system. This will also position the State to further
leverage potential federal opportunities directed towards promoting mental health wellness, improving outcomes
for children, youth and youth adults with behavioral health needs and their families, and strengthening overall
community well-being.
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