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CLINICAL SERVICES GUIDE
Level 0.5 – Early Intervention
A program that treats patients who may be at risk for developing substance-related problems
and not yet diagnosed with a substance use disorder.
Level 1 – Outpatient Treatment
A program that provides outpatient services consisting of less than 9 hours weekly for adults and
less than 6 hours weekly for adolescents to promote recovery and engage in motivational
enhancement therapies and strategies.
Level 2.1 and 2.5 – Intensive Outpatient Treatment and Partial Hospitalization
A program used to treat multidimensional instability to meet the complex needs of patients with
substance use disorders and co-occurring conditions. Level 2.1 Intensive Outpatient consists of 9
or more hours of programming weekly for adults and 6 or more hours of programming weekly
for adolescents. Level 2.5 Partial Hospitalization provides 20 or more hours of programming
weekly for multidimensional instability that does not require 24-hour care.
Level 3.1 – Clinically Managed Low-Intensity Residential Services
(Halfway/Transitional Housing) – A structured environment with 24 hour living support with at
least 5 hours of programming provided each week and directed towards preventing relapse,
applying recovery skills, promoting personal responsibility, and reintegration.
Level 3.3 – Clinically Managed Population-Specific High-Intensity Residential Services
(Long Term Residential Care) – A structured environment with 24-hour care in combination with
residential services and group treatment to support and promote recovery.
Level 3.5 – Clinically Managed High-Intensity Residential Services (Adults)
(Therapeutic Community) – A structured environment with 24-hour care in combination with a
full active milieu to support and promote recovery and prepare for outpatient treatment.
Level 3.7 – Medically Monitored Intensive Inpatient Services (Adults)
(Intensive Inpatient/Residential) – A medically monitored intensive inpatient treatment program
with 24-hour nursing care, 16-hour counseling and physician availability. Patients entering Level
3.7-WM require medication and have a recent history of withdrawal.
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A. INTRODUCTION
The FY23 Community Behavioral Health Plan (CBHP) is representative of the collaborative and
integrated work of the six local authorities responsible for managing Maryland’s Public
Behavioral Health System (PBHS) for the mid-shore counties of Maryland: Caroline, Dorchester,
Kent, Queen Anne’s, and Talbot Counties. The FY2023 Community Behavioral Health Plan is a
product of the following local authorities’ partnership and dedication regional behavioral health
systems management in the mid-shore:
Caroline County Local Addictions Authority (LAA)
Dorchester County Local Addictions Authority (LAA)
Kent County Local Addictions Authority (LAA)
Mid Shore Behavioral Health, Inc., Core Service Agency for the mid-shore counties (CSA)
Queen Anne’s County Local Addictions Authority (LAA)
Talbot County Local Addictions Authority (LAA)
The collaboration on the development of the regional CBHP across local authorities, originated
from the guidance to plan for integration of local authorities in the state of Maryland. The
expectation for local integration stems from the Behavioral Health Plan released in FY2017
stating the expectation of “improved health, wellness, and quality of life for individuals across
the life span through a seamless and integrated behavioral health system of care.” The mid-shore
counties have worked to enrich our shared leadership, planning initiatives, stakeholder support,
and quality systems management since 2017. In the mid-shore, the six entities that represent,
and are responsible for the local behavioral health systems management, initiated a collaborative
process to assess the needs and priority areas for planning local integration in the region in July
2018. Since then, the relationship across local authority structures has grown in depth and
partnership in serving the mid-shore region. The six entities represented in this plan, represent
the “Mid Shore Planning Collaborative” or MSPC. MSPC is representative of regional
collaboration on each element of the CBHP and initiatives that are universally endorsed,
supported, reflected, and drive the work of our regional authority structure.
A priority of the MSPC during FY22 and in preparation of the FY23 plan, was the development of
Mission and Vision statements. This priority is in alignment with the overarching goal of
implementing an integrated behavioral health systems management structure in the mid-shore.
As a part of the integration journey that MSPC is currently on, a foundational element of our
integration strategic plan was development of these statements. Over the course of our MSPC
collective work this past year, in February of 2022, the following statements were developed, and
have been endorsed by the seven regional governing and advising bodies of MSPC at the
presentation of the FY23 CBHP on March 21, 2022. MSPC is very proud of the following
statements and will continue to reference these in our growth as a collaborative, and as a
constant reminder of the commitment to our work and our communities.
Mission
The Mid Shore Planning Collaborative is a partnership of six local behavioral health leadership
organizations, representing all community members of Caroline, Dorchester, Kent, Queen Anne’s,
and Talbot counties. Our overall goal is to enhance and strengthen behavioral health programs
and provide services to diverse populations throughout the region.
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Vision
A mid-shore community where individuals and families are resilient, empowered, and free from
health disparities, with equitable access to quality behavioral health care and resources.
The FY23 CBHP represents a continued commitment and process that has afforded the mid-shore
region with the opportunity to address the needs of the region, evaluate the resources currently
serving the jurisdiction, identify gaps and assess the future planning required for a strategic plan
and successful implementation of an integrated structure. The primary goal with the
development of the CBHP is to address both the mental health (NH) and substance use disorder
(SUD) needs and services throughout our region, as well as the gaps in the behavioral health
system and opportunities for increased collaboration across systems. MSPC is committed to
enhanced relationships across local authorities and with our stakeholders to address our region’s
current capacity, disparities, and opportunities for growth for behavioral health resources,
workforce, and wellness in the region.
Through the work of developing our FY223 plan, MSPC has committed to addressing
determinates of overall health and wellness through resources that offer interventions and
supports to our region in hopes of improved quality of life and wellness of our community. This
year, MSPC has, and will continue to remain committed to addressing the impact of the COVID19 pandemic on wellness and behavioral health. Additionally, MSPC has made an intentional
commitment to addressing systematic racism and being a part of undoing racism in our
communities, while addressing disparities in resources and services. Collectively, MSPC is
working on inclusion, seeking to grow internally, and enhance our collaborative relationships,
and support to the communities of the mid-shore. Lastly, an area of focus is MSPC’s desire to
address stigma, and how it impacts access to resources and the “no wrong door” availability of
services, contributes to inhibited wellbeing and trauma, need to enhance systems and quality,
community engagement, and provider networks in the mid-shore.
Is it important to note that while representing membership with MSPC, each entity does support
independent local authority responsibilities. In Caroline and Dorchester counties, in addition to
Local Addictions Authority responsibilities, each of these counties provide direct behavioral
health services in their respective county. In the document, when MSPC is referenced, please
note that this indicates a mid-shore region collaboration, not a single local authority. Additionally,
with the FY23 CBHP, each local authority entity has contributed individual local authority
contributions, indicated in the formatting of the sections, along with MPSC contributions as a
collaborative. The distinct contributions and unique systems management by county specific
Local Addictions Authority and the regional Core Service Agency remains, as a means of
presenting the content of the CBHP for several parts of the FY23 CBHP.
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B. FY23 New Developments and Challenges
A responsibility of behavioral health systems management is the necessity to prioritize and
address new developments and challenges impacting the jurisdiction and region. MSPC prides
itself on responsiveness to the community and the ability to serve as local authorities supporting
the health, wellness, and resources for the mid-shore region.
COVID-19 With the impact of COVID-19, behavioral health needs of the community are at critical
high, and behavioral health providers are a crucial workforce and resource for the wellness and
health of our region. Providers are managing the trauma and disruption caused by the
coronavirus, in addition to the crisis resulting from fragmented and fractured system supports in
Maryland. MSPC continues to advocate for the removal of barriers to access and works to combat
stigma. Providers need to be equipped to serve and allowed opportunities to operate and be
supported as this workforce crisis evolves. MSPC will remain committed to supporting and
addressing our network capacity through our work with BHA and our legislators, in addition to
enhancing our regional collaboration across care models with growing partnerships and seeking
out sustainability and quality resources for support. In addition, the providers in the region have
shifted to support vaccine initiatives, reporting of positive clients and team members, and
consumer education regarding the impact and wellness initiatives for the COVID-19 pandemic.
Workforce The psychiatry and behavioral health workforce crisis remains an issue for the midshore and Eastern Shore region. The shortage of psychiatrists and behavioral health providers is
not unique to the mid-shore region and is a growing crisis facing Maryland as a whole. Our
providers lack the capacity to support the current demands of individuals seeking behavioral
health services. The lack of efficiency with access is a barrier to ensuring community-based
services. Our primary care providers are limited with integrated models and lack the providers to
adequately serve behavioral health needs. The mid-shore region has continued to support
providers who are impacted by turnover of psychiatrists, nurse practitioners, and the
credentialing issues with reimbursement outside of the PBHS system. Growing concerns with
turnover, burnout, reimbursement capacity, limited resources, workforce limitations, clinicians
moving to private practice models, and waitlists have been noted developments this year.
Optum Maryland The behavioral health provider network in the state of Maryland has been
impacted over the last two years (since 1/1/20) with several systems driven oversight and
management issues stemming from Optum Maryland’s impact. The Administrative Services
Organization (ASO)/Optum transition has been a significantly challenging process for the provider
network. Providers have had to pull staff time and attention away from clinical issues to support
administrative and financial tracking issues. Providers are currently working to reconcile the
eight-month period of estimated payments. The reconciliation process has presented as stressful,
time consuming, and has exposed some providers to significant debts owed in repayment to the
ASO. There have been providers in the region who have elected to remove themselves as a
provider in the PBHS as a result of the risk and issues with this ASO, leaving fewer providers in
the area that are willing to work with some of our most vulnerable community members.
Opioid Use Disorder Examination and Treatment Act (ETA)/ House Bill 116 The mid-shore
counties currently have some combination of (with individual jurisdictions having more or fewer)
health staff, mental health treatment, SUD outpatient treatment, and/or medications for opioid
use disorder already available in local correctional facilities. All mid-shore detention centers have
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traditionally used medications for relief of symptoms associated with opioid withdrawal. Most of
our detention centers have been providing one or more of the following: pill and/or injectable
forms of naltrexone to inmates, buprenorphine, methadone only for pregnant women already
engaged in treatment in the community. Challenges anticipated include stigma of medication
assisted treatment (MAT)/MOUD), staffing challenges, local and state governance for jail
programming, storage capacity and capital funds to increase space availability, length of stay of
participants, discharge/transfer planning, impact of transitional settings (recovery houses) that
do not accept MAT, and the dispensing of federally regulated methadone. Telemedicine
regulations on the prescribing of controlled substances remains uncertain with COVID flexibility
standards, implying detention centers will need to implement and sustain access to methadone
for incarcerated individuals by working with local, licensed OTPs or become licensed as OTPs
themselves.
CAYA Behavioral Health Workforce Shortage The mid-shore is facing a shortage of social
workers/therapists with many agencies having jobs posted ongoing without applicants. Due to
the rise in people experiencing anxiety and depression since the onset of COVID-19, mid-shore
county mental health providers are experiencing a significant backlog to get clients in to be seen
for mental health services. Most mid-shore providers are experiencing anywhere from a one to
six month wait list, thus exacerbating symptoms in the meantime. This is affecting the wellbeing
of our mid-shore communities as the longer people wait to treat their mental health, data
indicates that their symptoms may get worse.
CAYA Crisis Response Expansion MSBH is in the process of expanding services in crisis response
and stabilization in the child and adolescent population. This grant will build upon the existing
regional crisis services to develop a specific youth crisis response and stabilization plan to divert
youth from the emergency departments and inpatient hospitalizations. This expansion will utilize
a family-centered approach to stabilize the youth and a warm handoff to community services and
resources, as appropriate. Evidence-based crisis response and stabilization practices will be
utilized. The expansion will ensure that there are child specific mobile response teams across the
Eastern Shore. The model will be a two-person crisis team which will have a clinician and a peer
on each team. In FY22, MSBH worked alongside the Sante Group, our current crisis provider, to
plan the implementation of the expansion services.
Trauma Informed Communities A Dorchester County workgroup has formed to create a Trauma
Informed Community in response to the ongoing, emerging, and acute needs of the community.
Specific incidents related to crime involving youth and young adults in the community,
specifically, Cambridge, MD. The plan for the group is to meet the needs and concerns of the
community by engaging all residents. One main goal of the grassroots group is to partner with
others in the community to raise kids in a safe environment by working together as adults to
positively impact the community while combating fear. Many community, local, and regional
partners have stepped in to commit to this group and collective impact work.
Hospital Discharges and Community Transitions (RRP) Discharges from acute care and
psychiatric hospitals to community-based settings are becoming increasingly more difficult due
to a lack of resources, communication, resource sharing, and viable partnerships among service
providers in community- based settings. The hospitals are challenged with reevaluating their
hospital’s transitional care practices, to reduce readmission rates, prevent adverse events, and
ensure a safe transition of patients from hospital to home. Additionally, in FY21-FY22, the
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demand on throughput from state hospital settings to residential rehab providers (RRP) has been
increasingly complex and administratively demanding. In the summer of 2021, in response to the
need to transition individuals out of the state hospitals, bi-weekly care coordination calls were
established with local authority, BHA, and state hospital representatives. These calls have
increased partnership and yielded increased successful discharge coordination.
Capacity The mid-shore has limited capacity for outpatient and inpatient mental health services.
This negatively impacts the overall behavioral health system of the mid-shore. As noted in the
statistics below, the lack of adequate behavioral health services is a significant factor in the
wellbeing of our communities. Projections show that by 2025, nationally, the shortage will be
astronomically worse; six vital mental health provider types (psychiatrists; clinical, counseling,
and school psychologists; substance abuse and behavioral disorder counselors; mental health
and substance abuse social workers; mental health counselors; school counselors) will have
shortages of approximately 250,510 positions. An infusion of qualified behavioral health
providers is needed to drive down avoidable hospitalization costs, reduce recidivism with justiceinvolved clients, address the substance use epidemic and increase access to timely, evidencebased care.
SOAR Expansion MSBH has worked diligently to improve the quality of the SOAR Program and
increase the number of viable referrals. Due to the increase, the MSBH program will expand to
Wicomico County. Wicomico did not have a SOAR case specialist to assist two mid-shore clients
who moved to Wicomico. MSBH obtained BHA’s permission to initially work with these clients
and in FY23, MSBH will officially add Wicomico County to the mid-shore SOAR program.
Lack of Residential SUD CAYA/Hospital Overstays The lack of residential treatment beds
continues to be a challenge in the mid-shore region for youth requiring inpatient mental health,
substance use, or co-occurring treatment. While there is a planned increase in crisis intervention,
families are experiencing extended stays in hospitals emergency departments as they await acute
and/or RTC placements on the western shore or out-of-state. Once placed, there are often
transportation issues that prohibit the family from participating in in-person treatment planning
and visitation. Maryland’s five residential Treatment Centers are primarily focused on mental
health treatment and, therefore, not equipped to handle the extensive needs of adolescents with
severe substance use disorders including opioids where detoxification may be
necessary. Maryland currently has one adolescent substance use provider, located in
Crownsville, that accepts self-pay or private insurance which makes it inaccessible to the
uninsured, Medicaid consumers, and those with high co-pays.
Lack of Affordable Housing While lack of affordable housing in our mid-shore region and even
statewide has been an ongoing significant challenge, the pandemic has increased the disparity
catastrophically in our rural region. Affordable units have become scarce as landlords are selling
units or are able to increase rent above fair market value and create competition amongst the
potential tenants. This creates a barrier to those experiencing homelessness or who are at risk
of homelessness with so few units available or when a landlord is less flexible with rental history
and other requirements. The mid-shore region has experienced an especially high influx of new
residents moving to the area during and after the Covid shutdown from more urban areas
including Washington DC and Baltimore, for example, encouraging landlords to sell rental units
and therefore decreasing opportunities for those seeking to rent.
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Limited Emergency Shelter Capacity The number of individuals and families that have been
displaced over the course of the past two years continues to grow. While it is known there is a
serious lack of affordable housing, the capacity of emergency shelters in our region poses a
significant challenge as well. Specifically, the limited availability of low-barrier shelter beds for
families. In the mid-shore, we have only three year-round family shelters. Our local Continuum
of Care has seen a rise in large families being displaced, and we are severely limited in our
capacity to shelter these families. Due to the pandemic and to reduce the spread of COVID-19,
emergency shelters have had to reduce their bed capacity to ensure proper distancing between
guests. While emergency funds being made available has aided in placing families in hotels, this
is not a long-term or sustainable solution.
Recovery Housing There are 13 certified recovery residences in the mid-shore region totaling
approximately 160 beds, with four houses serving adult females and nine houses serving adult
males. The ASAM 3.1 men’s halfway/transitional house in Caroline County is the only house in
the mid-shore region that promotes itself as being co-occurring and MAT capable but also
includes the staff persons and interagency agreements to support it. Recovery residences in the
mid-shore categorically exclude people on MOUD in their policies erroneously, particularly those
on full or partial opioid agonist formulations. Recovery residence rules are written preemptively
to the extent that simply having certain forms of MOUD or psychotropic medications on-site or
taking them as prescribed is misconduct and means for discipline or denial completely. These
medications treat chronic disease for the individuals taking them, like other chronic diseases, and
simply taking or having the medication should not be considered misconduct or grounds for
dismissal or ineligibility and is discriminatory. More support and policy are needed to remove
logistical, structural, and payment barriers to MOUD in the PBHS including certified recovery
residences, as well as culture change and addressing practical barriers to increase understanding
of the therapeutic use of opioids and psychotropic medications and comfortability with accepting
them.
A.F. Whitsitt Center Transitions and Challenges Since temporary closure of the A.F. Whitsitt
Center (AFW) in 2020 due to COVID-19, they have struggled with adequate staffing to support
the Crisis Beds and traditional 3.5/3.7 in separate units. The services have been combined to
provide adequate coverage throughout a consumer's stay. The census also has been low due to
the closure because referring facilities/agencies found alternatives during the facilities closure.
Additionally, the AFW relinquished the responsibility of housing the four Mental Health Crisis
Beds in June of 2020 due to staffing capacity and limited grant funding to support full operations
of the Crisis Beds. This decision contributed to a significant resource loss to the mid-shore due to
limited availability of mental health crisis beds in the region. Community members in need of a
crisis bed are now forced to access services in the Lower Shore region in the interim. In response
to the loss of the beds at the AFW, MSBH worked with BHA to develop an RFP for a new vendor
in the mid-shore region. MSBH has supported Channel Marker Inc., with adding to their services
and expanding their infrastructure to open an eight-bed Mental Health Crisis Bed unit (opening
anticipated Spring 2022).
MDH Facilities Master Plan The Maryland Department of Health has developed a Facilities
Master Plan, released September 2021, for the purpose of facilitating Maryland to progressively
remodel systemwide health care delivery, enhance health and quality of care and minimize costs.
MDH has identified the A.F. Whitsitt Center (AFW), located in Chestertown, MD, as a facility that
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will be impacted by the first phase of divestiture activities (FY22-FY26). The identification of the
A.F. Whitsitt Center is a critical exposure to a resource that serves the communities and
consumers in need in the mid-shore and Eastern shore counties of Maryland, as well as several
jurisdictions statewide. The AFW provides ten Crisis Opioid Beds, 24/7 referral approval,
medically monitored Withdrawal Management for alcohol, opiate, and/or benzodiazepine use
disorders, Walk-In Access Wednesdays, Individual, Group, and Peer/Relapse Prevention
therapies. The AFW works with individuals in crisis with grant-funded treatment, therefore
eliminating the “wrong door” access barrier to residential crisis substance use treatment. The
preservation of the services, staff, and no wrong door access to services is a critical area for MSPC
advocacy for sustainability and strategic planning for the continuation of this vital resource.
(https://health.maryland.gov/Documents/MDH%20Facilities%20Master%20Plan_2021.09.02.p
df)
Dorchester County Behavioral Health Services Dorchester County Behavioral Health Services
(DCBHS) has experienced serious challenges in continuing to provide services, collect data,
document activities, and provide reports due to the existing network problems currently being
addressed by Maryland Department of Health, and the COVID 19 pandemic. Assistance with the
equipment (computers) will greatly enhance our ability to provide services.
Dorchester Addiction Reentry/Treatment (DART) Treatment services at the Dorchester County
Detention Center (DCDC) continue to be an important element in addressing incarcerated SUD
consumers. There have been a few interruptions in services due to the pandemic restrictions.
Individual treatment and SBIRT screening have continued using the virtual platform. All services
continue to be conducted using evidence based best practice curriculums such as “A New
Direction”, focused on the individual in the criminal justice system and “Seeking Safety”, a trauma
focused approach. Current challenges of the program have been related to COVID 19
protocols/outbreak. The program was limited to providing individual sessions only. Expansion of
the program’s medication-assisted treatment (MAT) component, to include Buprenorphine, has
been delayed due to COVID 19 and logistical barriers, including limited correctional and medical
staff.
Dri-Dock Recovery and Wellness Center Despite the COVID-19 Pandemic, and limited resources
and opportunities for face-to-face contact Dri-Dock Recovery and Wellness Center staff were still
able to address the many complex issues related to the Opioid Epidemic. Dri-Dock’s peers have
been the boots on the ground, prepared to serve anyone seeking help for an opioid/substance
use disorder. Complying with social distancing guidelines has made providing one-on-one peer
support, and transportation challenging. Many of the individuals that typically utilize peer
services do not have the equipment to engage in virtual support. Unfortunately, peer services
including transport have declined as consumers have been less likely to visit the recovery center
due to the pandemic. Currently, Dri-Dock is about to resume its hours from 8am-8pm MondayThursday and 8am-5pm on Fridays.
ACCESS to Harm Reduction Dorchester County continues to provide Narcan and Fentanyl Strips
into the community and develop close relationships with two of our local pharmacies. We are
working on building closer relationships with the remaining local pharmacies, it has been
challenging.
Drug Court During the Pandemic DCBH drug court counselors continued to provide services
despite court closures and decreased attendance. At this time, Dorchester County plans to
13

request increased funding to support the Drug Court/Veterans Court program as the current level
of funding is not sufficient to cover the non-billable services performed.
Temporary Cash Assistance (TCA) The challenge has been completing the TCA assessments due
to the pandemic and staff turnover. DCBH has used one of their staff to fulfill Dorchester County’s
obligation with the Department of Social Services.
State Care Coordination The challenge has been providing care coordination services due to the
pandemic and staff turnover. DCBHS has assigned a Peer Recovery Specialist to help with those
responsibilities until that position is filled.
Detention Center Treatment Capacity and Forensic Trends The pandemic has put an increased
strain with the needs of substance abuse. Also, there has been a lack of resources inside the
facilities for the inmates, due to the State of Maryland’s State of Emergency and the following
Dept. of Public Safety mandates, which have greatly restricted providers’ access inside the
facilities. In addition, need for trauma services due to the increased needs as people have been
living in fear, and a hypervigilant state of arousal with the ongoing and ever-changing variants.
Lack of programs and providers being accessible within the facilities have further traumatized
and challenged inmates. There has also been an uptick and increased domestic violence charges
due to the pandemic from being isolated and sheltered in.
Expanded Community Reach Historically, accessing available behavioral health resources has
been a challenge. MSBH is responding to this challenge through the redevelopment of the MSBH
website. Capacity for SEO (Search Engine Optimization) will make it easier for users with access
to the internet, to assist with locating resources quickly and specific to individual needs and
circumstances. Additionally, the Resource Guide will be updated in real- time as opposed to
annually. MSBH has formed a training Co-Op with Anne Arundel Department of Health, Anne
Arundel Mental Health, and Channel Marker, Inc., resulting in an enhanced strategic approach to
training development, marketing, and outreach to underserved communities. One challenge with
the FY21 Kevin Hines Art of Wellness series was a limited participation from the community
outside of the professional network. In response, the Co-Op will be developing a toolkit for civic,
faith based, and non-profit organizations to host the Art of Wellness presentation for each
respective audience and in a familiar venue.
Emerging New Developments and Challenges
MSPC is monitoring and anticipating the impact of the following emerging trends impacting the
community and behavioral health systems serving the mid-shore:
LEAD Programming: Lack of formalized diversion program in mid-shore region. Identified the
need to develop a Law Enforcement Assisted Diversion Program in the region. The regional CIT
coordinator is working with state leadership and local partners, looking to explore the possibility
of initiating the program in Caroline County in FY23-24.
9-8-8: The National Suicide Prevention and Behavioral Health Crisis Hotline, 9-8-8, is planned to
“go live” in July 2022. There is the cost associated with having 24/7 call centers, mobile crisis
teams, crisis stabilization centers, and related crisis response services. There will need to be
adequate staffing; this presents a challenge with an already limited mental health workforce and
need to streamline crisis and resource hotlines serving the Eastern Shore of Maryland.
Fee-For-Service: Peers and Crisis Services Going Fee-For-Service with an anticipated initiated rollout in FY23. Currently, the crisis system and peer networks are grant funded and serve all
14

individuals, including those with private insurance and the uninsured. Moving into the F-F-S
structure will impact the process for crisis and peer services structuring and shift the focus to
insurance information collection for services, limitations on time of encounters, and the genuine
culture of both services moving into a formalized structure. Exposure to loss of revenue, quality
of the impact of both services, stringency with licensure and certification requirements, and
strain on an already limited workforce.
Opioid Restitution Funds: Establishing the Opioid Restitution Fund Advisory Council for the
equitable provision of grant dollars to services and resources needed across the state of
Maryland with a particular attention to regionally specific needs and trends.
Overdose Fatality Review Boards: In the mid-shore region, these boards are gradually being
established and operationalized for the review and inform prevention efforts to combat the
opioid crisis. In FY22, Dorchester County will have its’ Overdose Fatality Review Board
operational, reviewing overdose fatalities and overdoses of individuals that have experienced
multiple overdoses.
C. FY21 HIGHLIGHTS and ACHIEVEMENTS
1. Programs funded by the Federal Mental Health and Substance Abuse Block Grants (MHBG
and SABG)
Care Coordination Care Coordinators are located in each of the mid-shore counties, referring
individuals to services such as: legal services, self-help groups, somatic care, mental health
services, peer support services, MAT services, recovery housing and ASAM SUD Residential or
IOP/OP Treatment programs. There continues to be challenges identified with the new process
and local jurisdictions and the state are working to remedy this.
Forensic Mental Health Program The FMHP program identifies consumers within the justice
system who could benefit from externalized structure and treatment outside of incarceration.
The goal is to provide consumers with choices and support needed to live an optimal, healthy
lifestyle which would no longer include behavioral health challenges and illegal activity. The
FMHP identified a consumer who benefited from the structure of Problem-Solving Court. This
consumer went through all four phases of Problem-Solving Court and graduated successfully on
January 20, 2022. Currently, the consumer is a full-time corporate regional manager and is also
employed part-time assisting others in the child and adolescent recovery field of substance
abuse/dependency, focused on prevention. The FMHP planned the SIMS (Sequential Intercept
Mapping) 7th Annual Conference topic, Working with Veterans. Using a cross-system approach,
this conference enabled the community to identify resources as well as gaps in services at each
intercept while helping to identify and develop strategic action plans.
Caroline County Behavioral Health CCBH provided clinical services to an additional 100 students
and provided attendance for clinicians at a total of 26 non-billable meetings for students in FY21
due to this grant.
Mobile Crisis Team (Impact of COVID-19) The Mobile Crisis Team became skilled at adjusting
their services during the pandemic. They were able to provide telehealth dispatches on a secure
platform when needed. If the dispatch needed to be in person, each team member is provided
with PPE and if possible, the team meets with the consumers outside for optimal social
distancing. The access to telehealth services has been very beneficial in providing a quicker
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response to individuals and serves as a backup at times if a team may be delayed in responding
in person.
The Behavioral Health Assisted Living Pilot Program (BH ALF) The BH ALF was implemented to
provide Assisted Living Facility placement for 4-6 individuals with behavioral health conditions
and who need assistance with Activities of Daily Living.
Kevin Hines MSBH, with funding from BHA, partnered with Anne Arundel Mental Health Agency,
Anne Arundel Health Department, and Channel Marker, Inc. (aka the Training Co-op) to produce
in collaboration with Kevin Hines, a series of seven videos titled The Art of Wellness. The series
featured regional experts who facilitated live panel discussions on topics such as First
Responders, Youth & Adolescents, Aging, Impacted Families of Suicide, General Community,
People Working from Home, and Men & the Male Perspective. Five hundred and ninety-five
people viewed at least one video in the series.
2. Highlights and Achievements (Any challenges/issues, or legislative initiatives that affect
service delivery for mental health, substance use, or other behavioral health disorders in your
jurisdiction).
Caroline County Behavioral Health (CCBH)/LAA: Provides SUD education, SUD and MH
outpatient services and six substances use disorder groups weekly. Clients are assessed for
behavioral health services and referred out for higher levels of care when applicable. Currently
CCBH serves 250 clients at the main location, with additional services located throughout the
community. In partnership with the Caroline Department of Social Services (DSS), a peer support
service staff partners with a case worker at DSS providing recovery support to 6 families. 100%
of the families referred to the program have utilized the services, reducing the number of
children needing to be placed outside the home. CCBH’s Mobile Treatment Team served
approximately 200 adults, and 100% of those referred, with behavioral health services. In
partnership with Caroline County Public Schools, CCBH is a provider for behavioral health services
in four of the public schools. During the reporting period, CCBH increased available providers by
three, which allowed over 200 students, and 100% of those referred for services to receive them.
Partnering with the Equity Team, County Economic Development, Local Pharmacies, and other
partnering agencies for distribution of PPE and factual C-19 Vaccination & Testing information.
Dorchester County Behavioral Health Services (DCBHS)/LAA: provides services including Early
Intervention, Outpatient, Intensive Outpatient and SUD Medication Assisted Treatment. These
are offered fee-for-service and serve approximately 325 Medicare patients each year. In
collaboration with Dorchester County Detention Center, individual and group counseling
services, case management, screening and brief intervention and referral to treatment (SBIRT)
and medication assisted treatment. During the reporting period, 25% of individuals screened for
substance use disorder were linked and participated in the in-house program. SBIRT resulted in
137 links to treatment and attending their first session, minimally. Naltrexone extended release
(Vivitrol) was administered to 19 individuals prior to their release. Dri-Dock Recovery and
Wellness Center hired three additional peer recovery specialists. Both the peer and clinical staff
engaged overdose survivors and their family members in offering support, providing options for
recovery and treatment. In FY’21, peer recovery staff supported 959 individuals and Dri-Dock
alone served an additional 603 individuals. Three education and recovery events were held in the
community, serving to offer information to anyone interested and to combat the stigma often
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associated with SUD and recovery. The Access to Harm Reduction Program continues to work in
collaboration with DCBH, the HIV Department at the Dorchester County Health Department, and
Johns Hopkins Hospital to provide HIV and HCV testing and treatment for individuals having a
SUD. In FY 2021, 28 individuals were trained and tested for HIV and HCV. There were also 739
individuals that received Narcan training, to include a Narcan kit, and 119 training sessions were
conducted. Fentanyl Test Strips were distributed in conjunction with the Narcan. There were 27
individuals with an SUD that accepted fentanyl test strips. The 119 trainings that were conducted
included individuals suffering from a SUD, their family members, public agencies, and community
members at large. Additional programming includes Circuit Drug Court and Veterans Court clients
totaled 26 participants in both programs at the beginning of the fiscal year, and 11 at the close,
including five admissions during the year. Temporary Cash Assistance, a partnership with the
Department of Social Services provided screening to 112 clients for substance use disorders, 11
of those screened were referred to treatment. The Local Drug and Alcohol Abuse Council
continued to meet with the purpose of collaboration for program planning and additional service.
In FY21, 32 individuals were enrolled in state care coordination (SCC).
Kent LAA: Peer Support Specialists have offered 26 Naloxone training sessions to the public and
distributed 498 doses into the community. A. F. Whitsitt Center admitted 563 clients from 21
jurisdictions across the state. The Prevention staff have trained 152 servers on the TIPs
training. Additional prevention support for youth has been with the addition of Minary's Dream
Alliance to the mid-shore. This group offers multi-faceted paid internships for youth, educational
and fun-filled trips to expand the minds of the youth on the mid-shore.
Mid Shore Behavioral Health, Inc./Regional CSA:
CC Safe Station/SS in general and pivot with COVID The Caroline County Safe Station launched
in March of 2021, including the hiring of two Peers. The two Lower Shore Safe Stations continued
to thrive despite the COVID restrictions. The peers demonstrated the ability to pivot and continue
serving consumers despite restrictions by developing a warm helpline and developing
partnerships with law enforcement, EMS, and providers.
Adolescent Clubhouses The Adolescent clubhouse was brought to life through Minary’s Dream
Alliance in May of 2021. This program is designed to help youth ages 12-17 who struggle with
substance use, or who live in a high-risk home. Despite COVID challenges, FY21 June reporting
showed a total of 29 youth participating in the program across both the North and South
locations covering the five (5) mid-shore counties. One of the clubhouse’s major projects in FY21
was the beginning of the “Hip-Hop Time Capsule.” As a part of this project, youth had an
opportunity to engage in a paid internship and work with Washington College and the
Chesapeake Heartland Project to explore Kent County’s African American history. Additionally,
youth were able to make their own music, albums, and artist personas while using samples of
the history provided by the Chesapeake Heartland Project. This included samples of photography,
music, and other art.
Going Purple Together Each year, Go Purple campaigns in the five mid-shore counties continue
to grow in size and scope and regional participation. On September 25, 2020, MSBH launched the
first Going Purple Together Event. The event was held on Facebook live and had 823 views during
the live stream event. Recovery stories were shared that offered hope and inspiration. Peers from
each county highlighted events and/or services offered in their county for those seeking
substance related recovery.
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Cares Funding Dorchester/Motel Cold Weather funding MSBH received a total of $1,620,499 in
emergency funds. These funds were divided among six different homeless service providers in
our region to further fund emergency shelter and housing stabilization services during the
pandemic. Through partnership with Delmarva Community Services and the Comfort Inn in
Cambridge, MSBH helped start a temporary, low-barrier emergency hotel shelter in Dorchester
County during the winter months in 2021.
Diversity, Equity, and Inclusion (DEI) In the fall of 2020, the MSBH team participated in a fiveday workshop facilitated by the People’s Institute for Survival and Beyond (PISAB) titled, Undoing
Racism. Afterward, MSBH committed to routine mandatory meetings to explore how implicit bias
presents within the organization, as well as requiring participation in a focus group respectively
for people of color and white people. MSBH expanded focus to include the broader values of DEI,
adding a DEI statement to job postings, and incorporating DEI questions into interviews. In June
of 2021, MSBH contracted with two organizations to provide ongoing facilitation guiding
discussion, assessment, reflection, and action.
Queen Anne's County LAA: Despite overdose and death numbers rising across the state, Queen
Anne's County has seen a reduction overall of both non-fatal and fatal overdoses. This can be
correlated to the increased prevention and education campaigns, along with the extensive
Naloxone training and distribution throughout the county. One such program of education and
prevention is the Go Purple event as well as the Going Purple Together event, which supports
prevention and education regionally. Naloxone training and distribution increased to include
food drives and outreach through partner agencies to provide this life saving medication.
Dontlabelus.org is a new website that was developed to provide information on Medication
Assisted Treatment, recovery resource information, as well as provide hope through the sharing
of stories of recovery. COVID related duties such as testing, and vaccination activities were also
taken on by the health department employees.
Talbot County LAA: The greatest challenges incurred by Talbot County was maintaining
continuity of operations and effectively coordinating services during the pandemic. Prepandemic preparedness efforts were unfledged and strategies to mitigate losses or disruptions
of normal operation had to be fashioned, implemented, and evaluated on an ongoing
basis. Staffing changes contributed to challenges to the provision of services and consumed a
significant amount of time for recruitment and hiring. The resulting restrictions and
precariousness of the pandemic on the local detention center was a significant challenge for SUD
treatment, peer support, and MOUD in Talbot County, also serving as a presentiment into FY2022
and the challenges related to meeting HB116 requirements. TCAP confronted additional issues
with PPE distribution and testing by utilizing this for outreach opportunities to providers,
recovery houses, service agencies, and the general public, as well as participating on the equity
work groups. TCAP also focused on bridging developing gaps for referrals due to
residential/inpatient closures and reductions in bed availability, identifying and relaying testing
requirements and telehealth capabilities, and navigating and ensuring access to other systems
and support/service areas during their response to the pandemic.
3. System Management and Coordination Activities.
Mid-shore LAAs: Each of the jurisdictions in Maryland operate a Local Drug and Alcohol Abuse
Council (LDAAC). This legislatively supported entity was developed to provide an opportunity to
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provide input and guidance on the state of drug and alcohol services. Governor Hogan launched
a task force titled the Opiate Operational Command Center (OOCC) in response to the increase
in overdoses, locally, these teams are known as the Opioid Intervention Team (OIT). Many
jurisdictions combine the LDAAC and OIT meetings, for guidance and input to be incorporated
into the planning and programming.
Kent County LAA: Kent County launched their Overdose Fatality Review Board. This legislatively
supported group is able to gather information on residents who experienced both fatal or nonfatal overdose, in order to begin to correlate causal factors and implement programming and
outreach to prevent overdoses. The OIT has increased their visibility in the community through
various events. These family friendly events include free activities such as food, games, tie-dying,
and resource distribution. This community presence resulted in 624 residents being served, 180
being trained in Naloxone, and 504 doses of Naloxone now in the community.
Mid Shore Behavioral Health, Inc./Regional CSA:
Bay Bridge Initiative In August 2020, the Chesapeake Bay Bridge experienced some of its highest
volume of critical incidents and suicide attempts that drew lots of community and media
attention. Out of concern for the volume and acuity of the incidents, the Eastern Shore Crisis
Response team and local mental health authority for the region, came together to organize a
partner discussion group to brainstorm “what can be done to help what’s happening on the
bridge and our constituents that are hurting”? Out of this discussion, some common themes
emerged of a desire to minimize incidents on the bridge, commitment to enhancing partnerships,
communication, crisis response, community education, addressing gaps, and the need to support
healing and prevention in our community. The Bay Bridge Workgroup had officially been formed.
This group comprises state partners, law enforcement, crisis response, community leadership,
and local systems managers. Maryland is using this Workgroup as a think tank to enrich and plan
the crisis system in the state. Partners that respond to the bridge have enhanced their
relationships and responsiveness to crises and have begun to respond across county borders to
serve community members.
Eastern Shore Provider Network An initiative that was started during the pandemic, and has
continued to meet and grow in strength, is the Behavioral Health Services on the Eastern Shore
Provider and Stakeholder Meetings. These meetings have met with no interruption since March
2020 under the facilitation of MSBH, representative of all nine counties and the correlating local
authorities. The meetings have become an established provider council platform for the entire
Eastern Shore and have supported the local authority leadership across the region with enriching
the role of the local authorities and connection that the behavioral health community has
established and enriched across the region. This meeting has gained the attention of the BHA,
NAMI, and the Mental Health Association of Maryland as a platform for regional advocacy,
partnership, and communication with the behavioral health provider network.
Queen Anne's County LAA: LAA serves as Chair of Regional Behavioral Health Advisory Council.
Local Drug and Alcohol Abuse Council co-meets with Local Opioid Intervention Team and begins
steps to prepare for the Overdose Fatality Review Board. LAA serves as a Maryland Association
of Behavioral Health Authorities representative on HB1121 - Substance Use and Mental Health
Bed Registry and Referral
Talbot County LAA: Drug court maintained limited operations telephonically for case
management and virtually for case reviews and scheduled court hearings, resulting in a decline
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of considerable monitoring activities and overall participation. MOUD by way of partial agonist
formulation through a collaborative effort was successfully implemented within the Talbot
County Detention Center although also very limited. The use of peer support was further
restricted in the community but resulted in over 230 after hours calls for support during
FY2021. Post overdose incident follow up remained primarily telephonic. The START Family
Mentor maintained operations consistent with LDSS/DHS and CDC guidelines and served a total
of 9 families during FY2021.
The number of individuals who received Behavioral Health Services by Jurisdiction based on
claims paid through 1/13/22 for the mid-shore region: Mental Health Services is 8,429, and
Substance Use Disorder is 4,525.
D. SUB-GRANTEE MONITORING
The following section is presented by MSBH and LAA(s) monitoring processes and combined MSPC
monitoring activities.
MSBH Sub Grantee Monitoring Processes
MSBH operates from a streamlined internal process for efficiency and consistency in contract
management. This approach allows for our sub vendors to have a consistent experience across
multiple contracts regardless of the behavioral health coordinator responsible for the
monitoring. Most Conditions of Award (COA/SOW) for MSBH are encompassing of all five midshore counties, some covering all nine counties of the Eastern Shore. MSBH Behavioral Health
Coordinators are assigned a mid-shore county assignment in addition to contracts monitored to
serve as a point of contact and support for resources, guidance, emergency preparedness,
complaint investigations, and provider mediation if needed. MSBH maintains an annualized
monitoring process with all sub vendors and grantees.
Each quarter reflects priority deliverables as a CSA for oversight of quality programming and fiscal
management. Contracting begins with the annual Pre-Contracting meeting in early May. MSBH
invites all sub-vendors for a discussion of discuss changes and expectations for the upcoming
fiscal year. Contracts are issues in June, and once contracts are ratified, MSBH Behavioral Health
Coordinators and Finance Department monitor contracts through regular submissions from the
sub-vendors. Close monitoring of deliverables for programmatic and fiscal compliance are
ongoing over the course of the year. Weekly Finance Meetings are held to track current providers
progress, work on new awards, and fiscal oversight organizationally. Quarterly, the MSBH
Finance team reviews spending-to-date patterns across all grants to monitoring and planning
purposes. Each May, MSBH conducts internal audit reviews of all cost-reimbursement vendors
for financial risk assessment purposes and planning for new FY contracting and monitoring.
MSBH monitors all programs and performs on-site and virtual site visits annually, and at an
increased rate for new programming or closure of programs. MSBH has templates for site visit
monitoring reporting to support consistency in monitoring and reporting. Site visits are scheduled
with providers on a mutually agreed upon date and time. MSBH sends a site visit confirmation
that includes requests for file access, documentation, and other pertinent information. An
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agenda for the visit is also included. During the visit, monitors are looking at internal controls,
contract deliverables, scopes of work, provider policies, and the COA/SOWs as agreed upon in
correlation with BHA. Site visit reports prepared and forwarded to the sub-vendor within thirty
days of the visit. MSBH team members work closely with the sub-vendor to in the event of any
findings.
MSBH requires sub-vendors to attend a quarterly Behavioral Health Services Network (BHSN)
meeting as part of their contract. The meeting is an opportunity to network and provide updates
regarding existing and new programs and discuss gaps or needs in the PBHS. Additionally, sub
vendors are required to participate in regularly scheduled BHSN workgroup: Forensic Workgroup,
CAYA Workgroup, Adult Services Workgroup, Roundtable on Homelessness, and the Diversity
and Inclusion Workgroup.
MSBH is responsible for the monitoring of Residential Rehab Programs (RRPs), Group Homes for
Adults with mental health needs, and Residential Crisis services. This objective is to provide a
safe, comfortable, healthy, and recovery-oriented environment to RRP residents. Upon
completion of inspection, the provider is issued a Certificate of Approval for each year of
compliance with the regulations depicted in COMAR 10.63.04.07. The Residential Specialist is
required to attend BHA’s Annual Mandatory Fire and Environmental Safety Training for
Residential Specialists. The Residential Specialist also supports the monitoring of the Residential
Crisis beds for mental health needs to ensure compliance with licensure and accreditation.
Local Addictions Authorities Sub Grantee Monitoring Process:
Contracting volume varies by Local Addictions Authority (LAA) in the mid-shore region. Subgrantee monitoring standards are outlines as follows: The LAA contracts and develops scopes of
work with sub grantee with language that is respective of the Conditions of Award (COAs) offered
by BHA. COAs and compliance with the scope of work are reviewed at the time of the site visit
with the sub-grantee. The Behavioral Health Administration Grant Monitoring tool is used along
with the Behavioral Health Administration Provider Record Review Form. Any areas of noncompliance are followed by a corrective action plan and quarterly site visits are put in place to
monitor progress.
Graduated monitoring Processes:
Step I: First year of public funding, program receives quarterly monitoring.
Step II: Monitor twice in a fiscal year if no corrective action plan required for one full year and no
change in clinical supervisor within the past year.
Step III: Monitor one time during the fiscal year if no corrective action plan was required for two
consecutive fiscal years.
Providers are encouraged to refer to the Provider Manual, substance use data dictionary,
resources offered by the ASO for data entry and to maintain reporting requirements as needed.
Providers receive alerts regularly from the ASO and are encouraged to contact the ASO directly
for specific questions. Providers can consult with the Local Addiction Authority to put forward
discussion and feedback to BHA and ASO for response. Provider Council meetings offered by the
ASO are supportive platforms for process, claims, and oversight updates. Data entry and
reporting requirements are also routinely discussed at quarterly provider meetings.
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MSPC Sub Grantee and the ASO
MSPC participates with ASO on all audits identified for mid-shore providers. While MSPC may
not contract directly with all providers, audit participation allows opportunities to build
relationships, reinforce quality of care standards, and remain apprised of situations in the midshore community. When Program Improvement Plans (PIP) are issued, MSPC reviews the plan
and schedules follow-up with the provider to determine whether corrective actions are in place
and to report progress to the ASO.
MSPC is responsible for the local management of the Agreement to Cooperate (ATC) process.
MSPC confirms the compliance with proper accreditation, licensure application, and at the time
of a new site designation, MSPC will support a site-visit in support of BHA/Office of Licensure and
Accreditation, to endorse the site location before completing the ATC. MSPC mutually supports
the cross-county provider networks and if needed, will consult with partners across local
authority location prior to signing off on the ATC. Once the ATC is established, MSPC requires
correspondence and cooperation with the provider, and if needed, supports MSPC with the
following responsibilities: complaint investigations, provision of service endorsement or
limitations, and correspondence with termination of agreements and planning for consumers
impacted with the closure of a program.
MSPC and Preparing for Annual Behavioral Health Administration’s Annual Audit
MSPC has been working collaboratively in preparation for the anticipated implementation of the
Annual Audit from BHA’s Clinical Services Division, Office of Treatment Services, and Conditions
of Award/Statement of Work site visit to the local authorities. MSPC has reviewed the monitoring
tool offered by BHA for local authority draft review and has developed a site visit tool that is
representative of the content for monitoring. Elements of the BHA tool has been incorporated to
enhance the tool utilized for local, routine site visits. This tool has been shared within the MSPC
leadership group as a best practice tool for consistent monitoring as mid-shore behavioral health
systems managers. A copy of the tool is included in the Appendix section of this plan.
E. DATA and PLANNING: Please see Appendix B
F. FY23 GOALS and OBJECTIVES
Goal 1: Implement an integrated behavioral health systems management structure.
Objective 1: Mid-shore counties' local behavioral health systems managers will work
collaboratively towards achieving regional behavioral health systems integration.
Strategy 1A. Mid-Shore Counties Local Behavioral Health Systems Integration Workgroup will
develop a regional behavioral health systems integration plan.
Performance Measure: The Mid-Shore Counties Local Behavioral Health Systems Integration
Workgroup, representative of Local Addictions Authorities (LAA) leadership and invested
stakeholders, will meet in support of expanding our provider community, promote access to
services, and collaborate on local systems development. The focus of systems integration on a
local level, with state partner support, and change management. The primary goal is regional
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planning and needs assessment, strengthening the local authority role in the mid-shore, and
addressing integration strategic planning. Dissemination of national, state, regional, and local
behavioral health initiatives. Develop a regional integration plan to implement the Local
Behavioral Health Authority structure.
Performance Target: MSPC leadership will administer the Local System Integration Workgroup.
MSPC will delineate and advocate for resources necessary for a successful regional integrated
structure and present them to BHA, MDH, and local governing bodies. In FY2023, the workgroup
will formalize the timeline and develop a strategic plan for stages of integration implementation
and LBHA structure plan.
Strategy 1B. MSPC will prepare for an integrated behavioral health regional needs assessment.
Performance Measure: Collaborate with systems management partners to plan for a regional
behavioral health needs assessment. Strategically plan for an assessment that will support a rural
model of systems management, behavioral health service delivery, with a focus on addressing
and combating disparities, and the impact of COVID-19 and increased demand for behavioral
health services.
Performance Target: Strategize for the implementation of regional need assessment and gap
analysis to be initiated by the conclusion of FY2023. Secure resources to recruit and retain a
regional epidemiologist in FY23 to support MSPC with planning the needs assessment and active
program and services analysis.
Objective 2: MSPC will work with system partners to develop an integrated leadership and
governance model in the mid-shore.
Strategy 2A. Maintain a Regional Behavioral Health Advisory Committee (RBHAC) and engage
the committee in strategic planning to formalize an integrated structure.
Performance Measure: MSPC will engage the committee by way of providing pertinent
information regarding local systems management, state, and local integration initiatives, and
soliciting committee feedback and guidance for integration.
Performance Target: RBHAC members will participate in the Integration Workgroup and
encourage participation on all advisory groups (ex. county LDAACs), during FY2023.
Strategy 2B. MSPC will serve and lead the mid-shore region’s Local Drug and Alcohol Abuse
Councils, Substance Use Committees, and related community initiatives.
Performance Measure: MSPC will be represented on each mid-shore Local Drug and Alcohol
Abuse Councils (LDAAC), mid-shore counties Opioid Intervention Teams (OIT), Overdose Fatality
Review Boards and Regional Opioid Task Force with Shore Regional Hospital. MSBH will maintain
responsibility for administrative and leadership duties for Drug Free Caroline (the Caroline
County LDAAC).
Performance Target: MSPC will be represented at 100% of the LDAAC meetings in each mid-shore
county over the course of FY2022. MSBH will be responsible for 100% of the Drug Free Caroline
meetings in terms of organization, planning, and leadership.
Strategy 2C. MSPC will engage leadership of local governing and advisory councils/committees
to work on the development of a collaborative mid-shore advisory and governing model.
Performance Measure: MSPC will support local advising and governing bodies with increased
coordination of mid-shore behavioral health and community stakeholders. Establish an
integrated governance model comprising existing mid-shore advisory and governing committees
and councils to work towards a formal integrated advising body for MSPC.
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Performance Target: MSPC will support the development of a structure, responsibilities, and
governing or guiding documents/bylaws. Stakeholders will represent the leadership of mid-shore
advisory and governing groups. Develop guiding principles, a three-to-five-year implementation
timeline for the establishment of this new integrated collaborative governing model by the
conclusion of FY23.
Objective 3: MSPC will assess, develop, and plan for an integrated fiscal and operational
structure.
Strategy 3A. Develop a foundation model of integrated funding to support mid-shore counties
behavioral health systems management.
Performance Measure: MSPC will evaluate the current funding pattern and structure of each midshore local authority, identify priority funding that requires increased funding from state partners
to successfully integrate funding. MSPC will work collaboratively with our local systems
management leaders to support the fiscal plan to endorse local integration and advocate for
preservation of funding structures where appropriate.
Performance Target: MSPC will evaluate financial structures, procurement, and capacity to
integrate in preparation for a partial blended funding structure. MSPC will work with system
management partners to draft a budget management model that will support enhanced fiscal
management of integrated funding streams in the mid-shore.
Objective 4: MSPC will practice coordinated quality management of our regional behavioral
health system.
Strategy 4A. MSPC will plan for the integration of program planning, contract management, and
reporting.
Performance Measure: MSPC will evaluate current contract oversight procedures and determine
the priority of agency needs for expanded systems and contract management. MSPC will work to
standardize contract management and reporting to support agency structure and
preparation for an integrated model of systems management.
Performance Target: MSPC will solicit the support and technical assistance of our local and state
leadership with the development of a standardized procedure for the operational oversight of
integrated funds, programming, and contracts for FY24 contracting.
Strategy 4B. MSPC will manage and utilize behavioral health data which is representative of the
mid-shore region.
Performance Measure: Monitor and evaluate the performance of local PBHS and MSBH Programs
data. Utilize data-driven decision making to improve quality, efficiency, and outcomes of
behavioral health services within the PBHS and address gaps in services and resources.
Performance Target: In FY2023, MSPC will evaluate integrated data that reflects the mid-shore
region with local system management partners to support enhanced planning, program
development, and funding needs for the region. MSPC will work to recruit epidemiology support
for MSPC planning, grant analysis and needs assessment. MSPC will formally collaborate on new
funding opportunities for the mid-shore region.
Strategy 4C. MSPC will support quality assurance practices with accreditation, licensure, and
compliance expectations on a state and local level, and will support integrated systems
collaboration. MSPC will support compliance and coordination with the ASO in quality oversight
and support of the provider community.
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Performance Measure: MSPC will monitor quality practices, support compliance with licensure,
regulation, and ASO. MSPC will participate in site visits with regulatory entities. Monitor program
improvement plans (PIPs) and provider compliance with audit outcomes. Support the provider
network with ASO payments and claims issues, advocate for timely reporting of performance,
clarification of regulatory changes, and education of any changes to ASO structure impacting
service delivery and access.
Performance Target: MSPC will support mid-shore behavioral health providers with quality
practices, correspondence with state and accrediting bodies, and collaboration across local
authority structures with all providers. MSPC will comply with reporting and monitoring
practices. MSPC will track ASO issues encountered by providers. MSPC will track site visit reports,
participation in external site visits, and submissions of PIPs.
Strategy 4D. MSPC will manage complaints and critical incident reporting.
Performance Measure: MSPC will collaborate with all behavioral health complaints and critical
incidents in the mid-shore. MSPC will encourage consumers, family members, support entities,
and vested community members to report issues or concerns about a provider to support quality
services and practice.
Performance Target: MSPC will develop a process to support the interagency/authority sharing
of information related to complaints and critical incident management by the conclusion of FY23.
MSPC will practice transparency with complaints and critical incidents in the mid-shore region to
support an integrated model of response. MSPC will respond within the timeline expectations of
the complaint and manage reports and outcomes. MSPC will solicit the support of BHA,
regulatory agencies, and accreditation bodies as needed for support with investigation outcome
management.
Strategy 4E. MSPC will develop an integrated Mid-Shore Counties Behavioral Health Emergency
Response Plan.
Performance Measure: MSPC Integration Workgroup will develop a mid-shore region Behavioral
Health Emergency Response Plan.
Performance Target: MSPC will develop a regional behavioral health emergency plan for FY24
representative of cross-county/regional infrastructure response. MSPC will collaborate with all
mid-shore Emergency Operations Managers to validate the behavioral health response plans.
Goal 2: Enhance the health and wellness of our mid-shore community by strategically
addressing the impact of social determinants.
Objective 1: In partnership with consumers, their natural support systems, and the community
at large, promote awareness and understanding of behavioral health.
Strategy 1A. MSPC will support an integrated media presence and increase public knowledge
throughout the mid-shore.
Performance Measure: Media presence will include a regional resource guide, user-friendly
website, strategic social media, printed collateral, and a bi-weekly e-newsletter. Track social
media posts, likes, retweets, and shares.
Performance Target: 600 Resource Guide distribution annually; Minimum of 26 bi-weekly enewsletters distributed annually; Increase social media engagement by 10%. Increase Facebook
fans and followers by 10%.
Strategy 1B. MSPC will engage the regional business and faith-based community in the
promotion of health and wellness.
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Performance Measure: Intentional marketing and outreach to provide information on behavioral
health topics and resources to regional businesses and faith-based communities.
Performance Target: Contact and present information to 40 businesses and/or faith-based
organizations within the region.
Objective 2: Identify and address the culture and stigma associated with behavioral health in the
mid-shore.
Strategy 2A. MSPC will support provider and community education to defeat behavioral health
stigma.
Performance Measure: Host, sponsor, and/or volunteer at public virtual events to promote
behavioral health, wellness, and awareness.
Performance Target: MSPC will participate, organize, or sponsor a minimum of six public virtual
events in FY2023.
Strategy 2B. MSPC will promote suicide prevention and awareness.
Performance Measure: Collaborate with local stake holders to address and implement suicide
prevention across the life span by way of educational materials, assessing availability and access
to services and promotion of American Foundation for Suicide Prevention best practices.
Performance Target: At least one member of the MSPC will join the planning committee for the
American Foundation for Suicide Prevention Out of the Darkness walk in the mid-shore region.
Highlight suicide prevention articles and information at least 30 times in the bi-weekly newsletter
and social media FY2023. MSPC will promote the Art of Wellness with Kevin Hines Suicide
Prevention and Wellness Series in the mid-shore and State of Maryland.
Objective 3: Actively involve members of the mid-shore community in behavioral health systems
management.
Strategy 3A. Collaborate with faith-based institutions to develop and implement community
recovery support programs/services for SUD using Peer Recovery Specialists.
Performance Measure: Increase knowledge and community support for the SUD community in
all five counties.
Performance Target: Develop and implement three faith-based community recovery support
program services for SRD in the mid-shore region.
Objective 4: Recognize the role of systemic social injustice and racial inequity and how it inhibits
wellness in the mid-shore community.
Strategy 4A. Improve cultural and linguistic competency of MSPC staff, on the continuum to
cultural humility and promote awareness to other community agencies of the need for culturally
competent services throughout the region.
Performance Measure: Provide training that aims to improve cultural awareness to MSPC staff,
boards and advisory committees.
Performance Target: Facilitate and/or host at least one cultural humility training in FY2023.
Strategy 4B. Support the establishment of the Rural Mental Health Initiative, which proposes to
address stigma, to oversee culturally sensitive and appropriate mental health services, and to
enhance the provider network in the region.
Performance Measure: Establish a network of partners, providers, and invested community
stakeholders to form the Rural Mental Health Initiative (RMHI). MSPC in partnership with
Georgetown University’s School of Psychiatry, Choptank Community Health, Inc., Eastern Shore
Area Health Education Center, and University of Maryland Shore Regional Health will garner the
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interest and investment of our provider community to develop a network that supports a
community and academic partnership of mental health providers, thought leaders, community
organizers, youth, and caregivers. The objective is to develop a culturally, linguistically, and
geographically appropriate plan to address behavioral health and wellness needs in our
communities.
Performance Target: In FY23, the RMHI will work on partnership building, conduct a community
assessment, and review a plan for service provision by way of telehealth, recruitment, training
and forming a culturally sensitive and appropriate clinical care model. The RMHI will seek to apply
for funding to support the initiation and foundation of a rural behavioral healthcare model.
Objective 5: Address the issue of homelessness in the mid-shore.
Strategy 5A. Serve as the lead agency for the Mid Shore Roundtable on Homelessness
Continuum of Care Homeless Management Information Systems (HMIS).
Performance Measure: Facilitate training and provide ongoing support for all SHMIS users to
improve system data quality.
Performance Target: Run system data reports, quarterly, to address errors and enhance overall
data quality standards.
Strategy 5B. Work with community providers to link persons who are experiencing or who are
at-risk of experiencing homelessness, to case management and housing services through the Mid
Shore Roundtable on Homelessness, the local Continuum of Care, with an emphasis on racial
equity.
Performance Measure: Explore and develop new outreach strategies within the local Continuum
of Care to strengthen relationships with diverse and underserved populations.
Performance Target: The Mid Shore Roundtable on Homelessness will host at least one diversity
and inclusion training, annually, to encourage equitable service delivery and outreach efforts.
Strategy 5C. Implement the Supplemental Security Income/Social Security Disability Insurance
(SSI/SSDI) Outreach, Access, and Recovery (SOAR) program in the mid-shore region.
Performance Measure: Develop a regional SOAR workgroup and continue facilitating regional
SOAR training. Provide assistance to SOAR case managers.
Performance Target: The SOAR Specialist will submit a minimum of 20 disability claims using the
SOAR Process and provide one regional training.
Objective 6: Address the needs of individuals who are impacted by the criminal justice system.
Strategy 6A. MSPC will support programming and funding opportunities for Forensic Mental
Health programs.
Performance Measure: Identifying behavioral health needs within the justice system.
Performance Target: Review data reports annually to determine impact of behavioral health
services within the criminal justice system.
Objective 7: Work collaboratively with the mid-shore community to promote a Trauma-Informed
system of care.
Strategy 7A. Promote Trauma Informed Care integration throughout the local Public Behavioral
Health System.
Performance Measure: Identify and promote certifications and training opportunities to our
network. Track number of and attendance at training.
Performance Target: Facilitate and/or host at least one virtual Trauma Informed Care training in
FY2023.
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Objective 8: MSPC will work collaboratively with local partners to improve the provision of
transportation resources.
Strategy 8A. Collaborate with local partners to reduce barriers in accessing behavioral health
services.
Performance Measure: Advocate for the transportation needs of the behavioral health
community. Support the development and implementation of programs that address
transportation needs through local partnerships. Explore grant opportunities to expand
transportation services.
Performance Target: Support new transportation programs and peer transportation programs.
Discuss with community transportation services the need for increased drop-off/pick-up sites
and vouchers. Transportation will be a priority results-based accountability topic for the MSBH
Adult Services Workgroup.
Objective 9: MSPC will enhance our relationship with private and public-school systems to
increase resource dissemination to improve the therapeutic program within the school systems
Strategy 9A. Collaborate with local education systems’ School-Based Behavioral Health Services
to provide additional school-based mental health services by sharing and learning new resources.
Performance Measure: Partner with five mid-shore county school behavioral health coordinators
to increase availability of Attachment Disorder resources. Through the CAYAS subgroup one
speaker and a minimum of five additional resources will be disseminated to the group.
Performance Target: Through the collaboration of the CAYAS workgroup, a subgroup will form
to address Attachment Disorder concerns and identify resources available to agency partners and
schools.
Goal 3: Build and support a regional behavioral health system of care and a dynamic rural
workforce.
Objective 1: MSPC will promote a “No wrong door” culture across multiple community access
points to reduce and remove barriers for utilization of behavioral health services for mid-shore
residents.
Strategy 1A. MPSC will increase awareness and provide education on the value of recovery
housing with the goal of reducing stigma in the Mid-Shore region.
Performance Measure: MSPC increase regional awareness on recovery housing and anti-stigma
Performance Target: MSPC will host two regional events promoting recovery housing and
addressing stigma
Strategy 1B. Dorchester County is currently collaborating with the Dorchester County Detention
Center (DCDC) to provide MAT to include buprenorphine, vivitrol/naltrexone, and methadone
into the treatment protocol at the DART Program (SUD Program). DCBHS will attend regular
planning meetings, purchase appropriate medications, and provide necessary resources such as
staff and supplies as needed.
Performance Measure: DART and DCDC will provide MAT for 80% of individuals in DART that MAT
is found to be medically necessary.
Performance Target: 95% of individuals in DART medically require MAT medication. MAT data
collected quarterly. Implementation of services by January 2023.
Strategy 1C. Dorchester County will collaborate with the Dorchester County HIV Department,
Johns Hopkins Hospital, DCBH, provide HIV and HCV testing and treatment to individuals upon
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release from the Dorchester County Detention Center. DCBHS will attend regular planning
meetings, purchase HCV test kits, and provide necessary resources such as staff and supplies as
needed.
Performance Measure: DCBHS will provide/facilitate HIV and HCV testing and treatment for 80%
of detainees in the DART Program when medically indicated. Program resources provided by
DCBH to include 100 HCV test kits.
Performance Target: HIV/HCV testing and/or treatment provided to 95% of detainees from DART
upon release.
Objective 2: MSPC will promote and monitor the development, access, and sustainability for
the provision of services for the following target populations:
Strategy 2A. MSPC will expand services for the CAYAS population with behavioral health needs
Performance Measure: MSBH will increase the number of Mobile Response and Stabilization
Teams to serve the CAYAS population in the mid-shore region.
Performance Target: MSBH develops at least two new Mobile Response and Stabilization Teams
to help stabilize CAYAS population in their community.
trategy 2B. MSPC, in collaboration with the Eastern Shore Behavioral Health Coalition will assist
in the organization of a subcommittee/coalition of regional, county, and local stakeholders to
address increased capacity needs, sustainability, and strategic planning for the preservation of
the A.F. Whitsitt Center.
Performance Measure: Cultivating interested Eastern Shore stakeholders in the development of
the subcommittee. Work in partnership with leadership from the Kent County Health
Department and mid-shore counties leadership to initiate a strategic plan for sustainability of
services and infrastructure needs.
Performance Target: In FY23, collaborate with Kent County and mid-shore counties leadership to
develop the subcommittee for advocacy and strategic planning of the A.F. Whitsitt Center.
Initiate a formal timeline planning to support the needs of the facility and planning over the
course of the first phase of the Facilities Master Plan (FY22-FY26).
Strategy 2C. MSBH will partner with state hospital Social Work Departments to provide
consumer support for mid-shore residents transitioning out of psychiatric state hospital level of
care into Residential Rehabilitation Placement
Performance Measure: The time on MSBH RRP waitlist will decline for the individuals placed in
State Hospitals ready for discharge
Performance Target: By implementing statewide initiatives in our region, MSBH will work to
reduce wait time on RRP waitlist for state hospital referrals to less than 30 days
Strategy 2D. Caroline County will work collaboratively with the Caroline County Detention Center
and University of Maryland in the planning and development of their MAT program.
Performance Measure: Support the implementation of the MAT program in the detention
center.
Performance Target: In FY2023 current detention SUD staff will identify 10 inmates in need of
MAT while incarcerated
Strategy 2E. Caroline County Mobile Treatment Unit (MTU) will increase expansion of treatment
services in the Mid-Shore.
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Performance Measure: CCBH will work towards increasing the number of locations served in the
mid-shore
by
examining
the
SU
data
and
needs
of
each
county
Performance Target: CCBH will strive to add one new MTU location in the mid-shore
Objective 3: MSPC will support workforce expansion in our rural region to increase behavioral
health provider options.
Strategy 3A. To increase the quality workforce in our rural region.
Performance Measure: Increase new partnerships to engage student internships to explore
behavioral health career opportunities by working with local higher education institutions.
Performance Target: Promote at least three career/internship expansion opportunities.
Strategy 3B. MSPC will work closely with our legislative partners to promote initiatives that
support Behavioral Health workforce expansion.
Performance Measure: MSPC will increase opportunities for individuals to seek Behavioral Health
professions through the promotion of federal, state, and local opportunities for higher education
loan repayment and other incentives to work in mid-shore region.
Performance Target: The Eastern Shore Behavioral Health Coalition will present the identified
initiatives to the legislative bodies to support Behavioral Health workforce expansion.
Strategy 3C. Support and advocate for the utilization and access needs to expand telehealth, telepsychiatry, and virtual behavioral health delivery of services infrastructure in the mid-shore
region.
Performance Measure: Advocate for continued expansion and permanency of the current
telehealth regulations and established infrastructure in the mid-shore region, with a focus on
delivery of services by way of telehealth to underserved populations and addressing disparities,
access, transportation barriers, and stigma in behavioral health.
Performance Target: Monitor and survey the utilization of telehealth as a delivery of service for
our mid-shore provider network. Work with mid-shore provider networks to support the
expansion of telehealth in practice and access. Work with providers to seek funding for the
expansion of telehealth equipment. Educate the mid-shore consumers regarding the availability
of telehealth services in the region.
Objective 4: Enhance, sustain, support our current community workforce
Strategy 4A. Support the current behavioral health workforce through continuing education and
relevant training opportunities.
Performance Measure: Serve as an approved sponsor of the Maryland Board of Social Work
Examiners for continuing education credits for licensed social workers. Pursue and provide
training opportunities to address workforce training needs.
Performance Target: Provide a minimum of 25 CEUs and three sponsored community training
opportunities to the mid-shore workforce during FY2023.
Strategy 4B. MSPC, in collaboration with the nine counties of the Eastern Shore, will administer
and facilitate the Behavioral Health Services on the Eastern Shore Provider and Stakeholder
Meeting.
Performance Measure: MSPC will maintain the Provider and Stakeholder meetings on behalf of
the mid-shore local authorities and the local authorities in Cecil, Somerset, Wicomico, and
Worcester Counties. MSPC will maintain and organize representation requests and presentations
from BHA, ASO, local governance, and special presentations regarding behavioral health systems
developments. Providers from all service lines supporting behavioral health, crisis services, case
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management, and homeless services will be represented and report out on any program
developments and new resources.
Performance Target: In FY23, MSPC will prioritize utilizing the Provider group as an avenue to
extend provider support, address issues impacting workforce capacity, recruitment, retention,
and wellness, and provider support needs. MSPC will intentionally focus on issues impacting
provider performance and stressors impacting the network. MSPC will be responsible for at a
minimum, twelve Provider and Stakeholder calls in FY2023.
Strategy 4C. Support the American Society of Addiction Medicine (ASAM) and DSM-5 TR training
on the mid-shore for clinical staff.
Performance Measure: Twenty clinicians receive ASAM and DSM-5 TR training from the midshore providers.
Performance Target: Dorchester County Behavioral Health Services will sponsor at a minimum
two trainings on ASAM and The Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition, Text Revision (DSM-5 TR) to providers in the mid-shore region in FY2023.
Strategy 4D. Promote the Data Waiver 2000 training for private physicians and Nurse
Practitioners to prescribe Buprenorphine. Establish mutual aid networks for prescriber and
clinical/therapeutic providers networks.
Performance Measure: Promote and advocate within the mid-shore community for Data Waiver
2000 training that is available online.
Performance Target: Track on SAMHSA’s website Practitioner and Program Data Tracker the
number of trained physicians. Bring to Opioid Task Force, Health Officers, LDAACs and Shore
Regional workgroup to promote training and need for additional prescribers. In FY23, develop an
MOU to be utilized for providers, clinicians, and prescribers to utilize to formalize the mutually
supportive relationship as treatment providers for waiver related client/consumer needs.
Strategy 4E: Increase the Peer Recovery Support workforce in the mid-shore.
Performance Measure: Increase the number of Certified Peer Support Specialists in the
mid-shore by increasing awareness of Peer Recovery Support Specialist trainings.
Performance Target: Promote two required trainings for Peer Recovery Support certification by
the conclusion of FY23.
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APPENDIX A: CLC Strategic Plan

Names of Organizations, Addresses, E-mail and Telephone # of Lead Designee:
Caroline County Health Department
403 South 7th Street, Denton, MD 21629
Kristin Dietz MS, Kristina.dietz@maryland.gov 410-479-8045 x8035
Dorchester County Behavioral Health
524 Race Street, Cambridge, MD 21613
Donald Hall MHS LCADC, donald.hall@maryland.gov 410-228-7714
Queen Anne County Health Department
205 N. Liberty Street, Centerville, MD 21617
Maggie Thomas MS, Maggie.thomas@maryland.gov 410-758-1306
Mid Shore Behavioral Health Inc.
28578 Mary’s Court, Suite 1, Easton, MD 21601
Katie Dilley LCSW-C, kdilley@midshorebehavioralhealth.org 410-770-4801
Kent County Behavioral Health
300 Scheeler Road, Chestertown, MD 21620
Brenna A. Fox, RPS, CPRS, brenna.fox@maryland.gov 410-778-5046
Talbot County Health Department
100 South Hanson Street, Easton, MD 21601
Sarah H. Cloxton LCADC, sarah.cloxton@maryland.gov 410-819-5696
(a) Address: see above
(b) Region: Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties
(c) Name of contact person (Agency/Organization Lead or Designee): see above
(d) Brief overview of services provided by agency/organization (no more than 95 words):
We provide behavioral health systems management for the mid-shore region.
(e) and (f) Agency/organization mission and vision statement:
Mission

The Mid Shore Planning Collaborative is a partnership of six local behavioral health leadership
organizations, representing all community members of Caroline, Dorchester, Kent, Queen Anne’s, and
Talbot counties. Our overall goal is to enhance and strengthen behavioral health programs and provide
services to diverse populations throughout the region.
Vision
A mid-shore community where individuals and families are resilient, empowered, and free from health
disparities, with equitable access to quality behavioral health care and resources.

PART 1: CLAS SELF-ASSESSMENT: (See Below)
PART 2: OVERARCHING GOALS AND SELECTED STANDARDS FOR PRIORITY FOCUS
GOAL 1: ESTABLISH AND MAINTAIN CULTURALLY AND LINGUISTICALLY COMPETENT BEHAVIORAL
HEALTH SERVICES

Standard 1 - Our Mission and Vision statements reflect organizational commitment to
cultural and linguistic competence.
Strategies to build competency: Reference the CLAS Self-Assessment and the CLAS Standards to guide
the development of a combined mission and vision statement.
Performance Measures: The mission and vision statements will be submitted with the FY23 CBHP.
Intended impact: To support improvement of behavioral health services to address the needs of a
diverse community.

GOAL 2: ELIMINATE CULTURAL AND LINGUISTIC BARRIERS TO ACCESS BEHAVIORAL HEALTH SERVICES
Standard 8 - We provide easy-to-understand print and multimedia materials and signage in the
languages commonly used by individuals in our community.
Strategies to build competency: Using health literacy best practices, MSPC partners will review each
entities printed and multimedia materials.
Performance Measures: MSPC partners will review demographics regionally and printed/multimedia
materials once a year.
Intended impact: Reduce stigma of accessing mental health and substance use treatment across all
populations. Reduce communication barriers to individuals accessing services.

GOAL 3: CREATE A SYSTEM OF DATA DRIVEN DECISION MAKING PROCESSES THAT RESULT IN THE
FORMATION OF CULTURALLY AND LINGUISTICALLY COMPETENT POLICIES AND PRACTICES

Standard 11- We collect and maintain accurate and reliable demographic data to
monitor and evaluate the impact of CLAS on health equity and outcomes and to inform service
delivery.

Strategies to build competency: MSPC Partners have agreed to share available data from the midshore region.
Performance Measures: MSPC will share data from behavioral health programs and compile
reference material that highlights the mid-shore.
Intended impact: Allow us to identify trends in substance use, gaps in services, and changes in
demographics to adjust programming.

GOAL 4: SUPPORT THE USAGE OF EVIDENCE -BASED PRACTICES TO ADDRESS THE UNIQUE NEEDS OF
INDIVIDUALS IN MARYLAND’S PUBLIC BEHAVIORAL HEALTH SYSTEM
Standard 13 - We partner with the community to design, implement and evaluate policies, practices,
and services to ensure cultural and linguistic appropriateness.
Strategies to build competency: Using the Provider Meetings (county and regional), LDAACs, and
quarterly BHSN meetings, share program improvements and provide information on CLC best
practices.
Performance Measures: Share facility site visits from each jurisdiction.
Intended impact: Highlight the need for behavioral health equity and culturally and linguistically
competent services across cross-cultural situations and adherence to CLAS Standards.

GOAL 5: ADVOCATE FOR AND INSTITUTE ONGOING WORKFORCE DEVELOPMENT PROGRAMS IN
CULTURAL AND LINGUISTIC COMPETENCE REFLECTIVE OF MARYLAND’S DIVERSE POPULATION
Standard 3 - We recruit, promote, and support a culturally and linguistically diverse governance,
leadership, and workforce that are responsive to the community we serve.
Strategies to build competency: Work toward creating recruiting practices (including interview
questions) that relate to CLC.
Performance Measures: MSPC will create 5-10 interview questions that can be used for a broad range
of positions for behavioral health systems.
Intended impact: To recruit and maintain a culturally competent and diverse workforce.

FY23 CLAS Self-Assessment
GOAL 1: ESTABLISH AND MAINTAIN CULTURALLY AND
LINGUISTICALLY COMPETENT BEHAVIORAL HEALTH SERVICES

LEVEL
0

1
2

3
4

5

Our Mission and Vision statements reflect organizational commitment to
cultural and linguistic competence. (Standard 1)
We have established culturally and linguistically appropriate goals,
management accountability and infused them throughout the organization' s
planning and operations. (Standard 9)
Our organizational governance and leadership promote and use CLAS
standards in policies, practices, and allocation of resources. (Standard 2)
We have created conflict and grievance resolution processes that are
culturally and linguistically appropriate to identify, prevent, and resolve
conflicts or complaints. (Standard 14)
We communicate our organization's progress in implementing and
sustaining CLAS to all stakeholders, constituents, and the general public.
(Standard 15)

GOAL 2: ELIMINATE CULTURAL AND LINGUISTIC BARRIERS TO
ACCESS OF BERAVIORAL HEALTH SERVICES
1
We offer language assistance to individuals who have limited English
proficiency and/or other communication needs including individuals who
use American Sign Language, at no cost to them, to facilitate timely
access to behavioral health services. (Standard 5)
2
We inform all individuals of the availability of verbal, signing and written
professional language assistance services in their preferred language or form
of communication. (Standard 6)
3
We ensure the competence of individuals providing language assistance,
recognizing that the use of untrained individuals and/or minors as
interpreters should be avoided. (Standard 7)
4
We provide easy-to-understand print and multimedia materials and signage
in the languages commonly used by individuals in our community.
(Standard 8)
GOAL 3: CREATE A SYSTEM OF DATA DRIVEN DECISION MAKING
PROCESSES THAT RESULT IN THE FORMATION OF CULTURALLY
AND LINGUISTICALLY COMPETENT POLICIES
AND PRACTICES
We conduct regular assessments of community health assets and needs and
1
use the results to plan and implement services that respond to the cultural
and linguistic diversity of the community we serve. (Standard 12)
2
We collect and maintain accurate and reliable demographic data to
monitor and evaluate the impact of CLAS on health equity and outcomes
and to inform service delivery. (Standard 11)

1

2

x

x

x
x

x

x

x

x

x

x

x

3

GOAL 4: SUPPORT THE USAGE OF EVIDENCE-BASED PRACTICES LEVEL
TO ADDRESS THE UNIQUE NEEDS OF INDIVIDUALS SERVED IN
MARYLAND'S PBHS
0 1 2
We conduct ongoing assessments of our organization's CLAS-related
x
I
activities and integrate CLAS-related quality improvement and
accountability measures into program activities. (Standard 10)
2

We partner with the community to design, implement and evaluate
policies, practices, and services to ensure cultural and linguistic
appropriateness. (Standard 13)

GOAL 5: ADVOCATE FOR AND INSTITUTE ONGOING
WORKFORCE DEVELOPMENT PROGRAMS IN CULTURAL AND
LINGUISTIC COMPETENCE REFLECTIVE OF MARYLAND'S
DIVERSE POPULATION
I
We recruit, promote, and support a culturally and linguistically diverse
governance, leadership, and workforce that are responsive to the
community we serve. (Standard 3)
2
We provide orientation and training to new and existing members of our
governing body, leadership and staff on culturally and linguistically
appropriate policies and practices on a regular basis. (Standard 4)

3

x

x

x
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Introduction
The Mid Shore Planning Collaborative (MSPC) recognizes that measurement-based care in
behavioral health, both mental health (MH) and substance related disorders (SRD), is paramount
in developing and maintaining an effective system of care in the mid-shore region. The goal of
the data analysis is to assist in evaluating current service structures, identification of need for
expanded services, and address gaps in the system of care.
The FY23 Community Behavioral Health Plan presented a data analysis opportunity with the
collection of data from multiple sources in the absence of the full composite of regional
Administrative Service Organization (ASO) claims/service expenditure data and consumer counts.
In addition, data collection sources relied on historically for service and client trends, like
ESSENCE, were impacted by the Maryland Department of Health Network Incident (December
2021-current March 2021). The network limitations also impacted delays in the receipt of Public
Behavioral Health/ASO data for claims from Beacon Health Options and Optum Maryland data.
This year, MSPC evaluated the Mental Health (MH) and Substance Use Behavioral Health
Indicator Data, hospital utilization data, suicide and suicidal ideation, and a focused analysis of
the following: Behavioral Health Disparities, Overdose Events, Deaths and Prevention, Crisis
Response and Prevention, COVID-19 and the PBHS.

●
●
●
●
●
●

The Data Analysis Section Flow:
Important Information about the data being reviewed
Overview: Population, Medical Assistance Data
Consumer and Expenditure data – Medically Assisted Mental Health and Substance Use Disorder
Mental Health and Substance Use data – Demographics and utilization including Chesapeake
Regional Information System for Patients (CRISP).
Suicide, Suicidal Ideation, and Intentional Self-Harm
Special Areas of Analysis:
I. Health and Behavioral Health Disparities Response – Homelessness, Poverty,
Unemployment
II.
Overdose events and Naloxone information
III.
Crisis Response and Prevention
IV. COVID Impacts – Housing, Child/Adolescent Population, Previously Diagnosed
Anxiety and Depression, Suicide Ideation and Opioid Overdose Presentation
Important information about the data being reviewed

Data references:
● Mid-shore region refers to the data for the following five counties: Caroline, Dorchester, Kent,
Queen Anne’s, and Talbot
● Statewide refers to data for the State of Maryland. This data includes expenditures for Maryland
residents that were treated in other states where Maryland Medicaid pays for the out of state
services.
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● The analysis is a review of the five mid-shore counties combined data unless specifically noted to
be an analysis of a specific county’s data.

●

●

●
●

Data used for the analysis:
The following analysis utilizes the Behavioral Health Indicator Data provided by the Behavioral
Health Administration (BHA) which included:
Mental Health (MH) and Substance Use Disorder (SUD) MARF (Maryland Financial Report) data
– this data was limited due to change in ASO. Consumer counts may be duplicated across
coverage and service types; however, the consumer count totals represent unduplicated counts.
BHA recommended websites – there were numerous health websites utilized in the analysis and
the specific site is referenced for information utilized in MSPC analysis. This information also
allowed for additional analysis of the impact from COVID 19.
Mid Shore Planning Collaborative (MSPC) – to further support a more comprehensive analysis,
data collected by MSBH and the five LAAs operations was utilized.
CRISP: Chesapeake Regional Information System for our Patients CRISP is the State Designated
Health Information Exchange (HIE) for Maryland.
Maryland Department of Health
The Hilltop Institute at UMBC
University of Maryland Shore Regional Health
University of Maryland School of Pharmacy
Maryland Vital Statistics Administration
Maryland Opioid Operational Command Center (OOCC)
Maryland Department of Health’s Office of the Chief Medical Examiner (OCME)
Maryland Department of Health’s (MDH) Overdose Data to Action (OD2A)
Maryland Department of Health’s Office of Provider Engagement and Regulation
Maryland Department of Health’s Prevention and Health Promotion Administration
MDH Center for Environmental, Occupational, and Injury Epidemiology
2020 Census Data
Eastern Shore Crisis Response

●
●
●
●
●
●
●
●
●
●
●
●
●
● FY2021 Maryland Point in Time (PIT) Count Data
● Maryland Department of Labor
● MSBH monthly reports provided by Urgent Care providers (Community Behavioral Health,
Corsica River Mental Health Services, and For All Seasons)
● United States Department of Agriculture, Economic Research Service Population
● 2021 Annual Homelessness Assessment Report (AHAR)
● National Low Income Housing Coalition (NLIHC)
Overview: Region, Population, Needs, and Medicaid

Mid-shore Demographics – ‘Rural Nature of the Mid-Shore Region’
Maryland’s mid-shore region comprises five counties: Caroline, Dorchester, Kent, Queen Anne’s,
and Talbot counties. The mid-shore has a population of 172,422 and covers 2,710 square miles.
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The mid-shore region is primarily rural and has health care delivery system challenges driven by
economic challenges, significantly higher poverty among children as compared to Maryland
statewide averages, transportation barriers, inadequate healthcare staffing, and shortage of
needed service offerings.
The mid-shore region of Maryland’s Eastern Shore: Caroline, Dorchester, Kent, Queen Anne’s,
and Talbot counties, is rural and approximately 2710 sq. miles with a population of approximately
172,422. With a population density of 64 people per square mile compared to 594 per square
mile statewide, access to care is the primary health challenge in this rural region. Due to limited
transportation options, compounded by the insufficient number of behavioral health providers,
the county health departments play a key role in filling the healthcare delivery gaps in the region
where medical services are sparse. Telehealth, mobile community health initiatives, care
coordination, community health outreach workers and peers represent critical efforts to
overcome the isolating distances and chronic health issues. Many of the behavioral and somatic
health deficits are chronic and link directly with the region’s social determinants: poverty/lack of
personal and community financial resources, lack of affordable housing and healthy food, as well
as social supports for those in need and seeking health care. Addressing these social
determinants constitutes one of our biggest challenges and focus many of the new developments
in the region.
Additional trends to note for the mid-shore include: all five counties have more people over age
65 than the state average; the population in the mid-shore has a lower income and a higher
percentage of residents living in poverty than the state average; the number of residents with a
disability and the number of residents who are uninsured in this region are slightly higher than
the state average. Transportation and access to health care and treatment services as well as a
dearth of behavioral health providers and workforce are major contributing factors to the
wellness and health disparities in the region. Unstable and limited internet access is a major
barrier to supporting access to services in the region. With most of the behavioral health care
services now being rendered virtually with the pandemic, access to Wi-Fi and stable internet has
inhibited this mode of treatment to be available to a significant portion of our community and
consumer population due to the mid-shore’s rural landscape and limited broadband.
Trips to work and other resources generally grow farther in rural areas especially for lowerdensity pockets of the population as healthcare options consolidate, close, or relocate. And while
most of the mid-shore counties are seeing better downtowns and increases in economic
activities, centers, access to work, and broadband capabilities, historic transportation and
outdated methods and funding undermine local revitalization and overall wellness and recovery
efforts. It is important that our public and behavioral health leadership, funders, and
policymakers continue to identify opportunities to improve mobility, access to health-supportive
resources, and address inequities in transportation throughout the rural region.
Priority populations for MSPC include but are not limited to: young children (0-3 years), pregnant
women and children, transitional-aged youth, school-aged children, adolescents, overdose
4

survivors and families, individuals with chronic diseases, individuals experiencing homelessness
or at-risk of homelessness, disparities in access to care, persons of color with mental health and
substance use needs, intensive need consumers, consumers with and in need of entitlements
(TCA, Medicaid, Medicare, SSI/SSDI), Deaf and Hard of Hearing individuals, consumers with
complex and high service needs, Veterans, LGBT+, seniors/aging population, farmers-agriculture
workers, the criminal justice system, forensic or incarcerated individuals, and individuals that
have high ratings of adverse childhood experiences (ACES).
The following images and charts are reflective of the demographics of the mid-shore region and
provide information on successes and challenges to providing behavioral health services to meet
the needs of the community.

Figure 1. Designated Regions of Maryland
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Figure 2. Populations by Race

Source:www.census.gov/quickfacts
The data in the above three charts shows variations and comparisons in the diversity of each
county in the mid-shore region (top bar chart), the mid-shore region (above left) and Statewide
(above right), by percentage. Notably, the mid-shore region as compared to the State, has 50%
more White people than the Statewide average. The State’s average shows about a 1:1 ratio of
Whites to People of Color, while the mid-shore region lags with about a 3:1 ratio of Whites to
6

People of Color. The top bar chart shows that in comparison to other mid-shore counties,
Dorchester County most closely resembles the degree of diversity found Statewide with 64%
White and 36% People of Color, in contrast to Queen Anne’s County with almost 87% of the
population White and 13% People of Color. The differences between the Counties regarding
percentages of race and ethnicity demonstrate that while there is value in comparing the midshore to the State, there is also value in examining the unique population make-up of each
County, especially when assessing equity when identifying gaps and barriers to services.

Table 1. 2019 Census Data

2019 Census Data: Maryland, Mid-Shore Region, and County Population, Poverty and Ethnicity/Race
County

Population

% Poverty

White*

(Population estimates,
base April 2020)

Black or
African
American

Hispanic or
Latino

Asian**

Caroline

33,293

12.4%

75.1%

14.1%

7.8%

1.2%

Dorchester

32,531

14.9%

62.3%

29%

6.1%

1.2%

Kent

19,198

12%

77.8%

14.9%

4.5%

1.4%

Queen
Anne’s

49,874

6.9%

86.3%

6.3%

4.3%

1.2%

Talbot

37,526

9.6%

77.4%

12.8%

7.2%

1.4%

Mid-Shore

172,422

11.2%

75.8%

15.4%

6%

1.3%

Maryland

6,177,244

9%

50%

31.1%

10.6%

6.7%

*Alone, Not Hispanic or Latino **Alone
www.census.gov/quickfacts/fact/table/MD/PST045221

According to the most recent census, the mid-shore region's rate of poverty is slightly higher than
the Maryland average. There are, however, distinct differences between the counties of the midshore, with Dorchester leading at almost fifteen percent of the population living in poverty, with
the wealthier county, Queen Anne’s, at almost seven percent. Notably in terms of diversity,
Maryland shows almost a 1:1 ratio of people of Color to White people, while the mid-shore region
lags with about a 3:1 ratio.
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Consumer and Expenditure data – Medically Assisted Mental Health and Substance Use
Disorder
The following charts show a large portion of the mid-shore population as eligible for medical
assistance. In review of FY19 data as compared to FY21 data there is an increase across each
county and the state in MA eligible, MH served, and SUD served. These charts also identify a
larger MA eligible population in the mid-shore region as compared to statewide data. In addition,
visuals are provided with data referencing the utilization or penetration by service type; Medicaid
eligible individuals and the accessibility of services by mental health and or substance use service.
(Please note, the data available for the next grouping of slides is limited by FY and availability of
data due to the Administrative Service Organization transition in FY20)
Figure 3. Population Medicaid Eligible

SOURCE: https://md-medicaid.org/ The Hilltop Institute
The above chart is significant for the planning purposes of MSPC with particular focus on the
Medicaid eligibility rates of individuals in our region/communities. MSPC is mindful that for
Caroline and Dorchester Counties, the population eligible significance indicates that in both
counties, there may be more disparities associated with the community and need to focus MSPC
planning around access to services, adequacy of the behavioral health network, and barriers to
receiving and awareness of treatment and resource supports. A large portion of the mid-shore
population is eligible for medical assistance (MA) as compared to statewide eligibility – mid-shore
29% compared to statewide 27%. This data is in accord with the higher poverty levels for the midshore region as compared with the state.
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Mental Health & Substance Use Data
The following analysis utilizes the data from Maryland’s Public Behavioral Health Systems (PBHS)
made available to MSBH and mid-shore county LAA’s by Beacon Health Options Maryland and
Optum Maryland (assumed ASO responsibilities on January 1, 2020). The data tables presented
and analyzed are templates prescribed by BHA. Three years of data was provided for analysis,
FY19 through FY21 and reflects only those services utilized through the Maryland Medicaid
system and for uninsured consumers. Data provided is across several service offerings in our midshore region along with statewide utilization data.
Data references for the following section:
Mid-shore – refers to the data for five counties – Caroline, Dorchester, Kent, Queen Anne’s, and
Talbot
Statewide – refers to data for the State of Maryland. It also includes expenditures for Maryland
residents that were treated in other states where Maryland Medicaid pays for the out of state
services.
The analysis is a review of each of the five mid-shore counties, with a specific focus on mid-shore
combined data.
Consumer counts may be duplicated across coverage and service types.
The data presentation is preferably a three-year comparison model. The data provided below is
predominantly FY19 and FY21, with utilization data by service type breakdown for FY20 and FY21
with the claims submitted to the Administrative Service Organization. This data may be impacted
by the provider estimated payment and ASO reconciliation process.
Complete PBHS data tables for mid-shore region, combined five county SRD data, can be found
at the end of this section in a landscape version for ease of review for the reader.
The mid-shore has a large MA eligible population. In review of the percentages, the difference
between percent MA served and the percent MH or SUD served represents a larger population
percentage than the state differential. This may represent residents are not receiving needed
services possibly due to:
Lack of a transportation systems along with longer distances to travel to receive care.
Lack of needed providers and services.
Economic barriers limiting gainful employment, or sufficient wages to meet the needs.
The increase in MA eligible populations for all regions for FY21 over FY19 may also represent the
impact of COVID-19 on employment and household incomes.
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Medical Assistance Eligibility and Penetration as a Percent of the Eligible Population:
Figure 4. Populations Accessing Mental Health Services

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 1/23/22)
Figure 5. Populations Accessing Substance Use Services

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 1/23/22)
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The charts represented in Figures 4 and 5 are presenting the penetration rates of utilization of
mental health and substance use services by way of the PBHS. The data presented is for FY19 and
FY21; please note that the data for FY20 is not referenced due to ASO transition impact. The
penetration rates on average for the mid-shore counties total in FY19 for mental health (MH) was
5% and for substance use (SUD) 3%; statewide for MH was 4% and SUD 2%. This data is an
indication that in FY19, only a small percentage of Medicaid eligible individuals were accessing
MH and/or SUD. For FY19, the highest countries of penetration for services were Dorchester and
Caroline counties for both MH and SUD.

●
●
●
●

FY21 demonstrates a significant increase in penetration rates for both MH and SUD services for
the mid-shore counties, 17% for MH, an increase of 12% from FY19, 9% for SUD, an increase of
6% from FY19. Statewide, FY21 yielded 14% for MH, an increase of 10%, and 7% for SUD, an
increase of 5% from FY19. This increase is significant could indicate the following trends:
Increased need for services due to the impact of COVID-19 pandemic stressors.
Impact of work to address stigma in accessing services for MH and SUD.
Increased visibility of mid-shore and statewide behavioral health provider networks.
Increased access to treatment services by way of the expanded use and availability of telehealth
services.
Significant data indicators to note are county- specific trends in FY21. Kent County experienced
the highest rate increase for penetration rates in FY19/FY21 comparison. In Kent County, in FY19,
MH was 5%, SUD was 3% penetration. In FY21, Kent County MH rates were up to 21% (<16%) for
MH and 13% for SUD (<10%), indicating the highest penetration rates for the mid-shore counties
in FY21. Impacting factors could be expanded service providers in the county and promotional
and peer support initiatives to support transitions and access to care. Dorchester county
remained a high utilization county in FY21 with MH rates of 18% and SUD at 10%.

Figure 6. MH & SUD Average Expenditure Per Consumer

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 1/23/22)
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The above is a comparison of the averages of the total cost average per person served in the
PBHS for the mid-shore counties. Averages are not broken out by service type in the mental
health or substance use services utilization, just presented as total expenditures by the
overarching service genre of care. The expenditures for mental health services for both FY20 and
FY1 are similar in expense, with an increase of $202.00 per person served in Fy21. This increase
could be related to increased utilization of a more costly service type, or correlate to the increase
in reimbursement rates for the ASO by fiscal year with the rates per service.
The cost by consumers for substance use disorder services has a similar trend to the mental
health cost averages. It can be surmised that the same impacting factors have influenced the
rates expenditure increases. However, the substance use services have a higher variance of an
increase at a rate of $331.00 per consumer. This could be influenced by the service type as well
as the rate increases for the ASO.
It is important to note that services such as inpatient treatment, partial hospitalization,
residential treatment, and rehab, are all service lines that incur a greater expense for the service,
as opposed to outpatient services.
Mental Health and Substance Use Disorder by Service Type and Total Consumers FY20 and
FY21:

1.
2.
3.
4.

The following section offers data and brief analysis of mental health and substance use disorder
data by service type specifically. This is a formalized breakdown of the total expenditure averages
presented in the earlier part of the data section. The data presented references the type of
service accessed by the consumer/individual. Please note that consumers may and often do, use
more than one type of service in both the MH and SUD services, so utilization data by cost and
rate may represent duplicate information by the consumer. The final two charts by MH and SUD
section represent the consumers/individuals served that are not duplicated by overarching
service type but may be referenced in both MH and SUD data. The data presented is representing
FY20 and FY21 data provided by the Administrative Service Organization(s), with claims data paid
through 10/31/21.
The visuals prepared for data interpretation are offered in the following order:
Cost of Service Type
Utilization Rate by Service Type
Consumers by Service
Total Number of Consumers Served
*Please note that the data is provided by individual mid-shore counties breakdown and midshore totals.
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Mental Health by Service Type and Total Consumers FY20 and FY21:
Figure 7. Mental Health Total Cost by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total Cost- FY20 $22,516,324
FY21 $32,083,508
42% Increase YOY
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The above cost by service breakdown presents an increase of 42% overall year on year increase,
with the value increase of $9,567,184.00 noted. This is a significant increase in the overall
expense of the mental health provision of services for mid-shore consumers. Increased cost for
services that were utilized in FY21 were: Residential Treatment, Case Management, and Mobile
Treatment services. All other services remained on average for cost. The highest cost of services
remains consistently outpatient treatment with an average of 41.2% costs associated with this
service line.
Figure 8. Mental Health Utilization Rate by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total Appointments- FY20 197,813
FY21 263,487
33% Increase YOY
14

Figure 8 indicates appointments and encounter information. The year over year increase for total
encounters from FY20 to FY21 is 65,674, a 33% increase in encounters/service points of care. This
number is in correlation with the penetration rate information offered earlier with the significant
increase in service utilization noted in FY21 across all mid-shore counties. Crisis Services, Mobile
Treatment, Case Management, and Inpatient services noted an increase in utilization in FY21.
The highest service of utilization remains Outpatient services at an average of 44.55% of
utilization of mental health services are captured in outpatient settings.
Figure 9. Mental Health Number of Consumers by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total- FY20- 9,741
FY21- 10,010
3% Increase YOY
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Figure 10. Mental Health Consumers by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
The above two charts are a presentation of consumers by service type, broken out by county and
mid-shore totals. Noted trends is that in FY21, there was an increase in consumers accessing
services for Outpatient, Inpatient, Case Management, Mobile Treatment and Crisis services. The
most significant increase is seen in individuals accessing Outpatient Services with an increase of
236 consumers accessing this service line in FY21. In the county-specific chart, the increases are
captured primarily in Caroline and Dorchester counties with noted increases in accessing this
level of care. Caroline and Dorchester also demonstrated the highest increase in Inpatient Care
Services in FY21. Noted decrease in Respite Care with a decrease of 32 consumers which may be
in response to provider availability, and issues with accessing and marketing this level of care.
Specific decrease in Respite Care is noted in Caroline County, with a substantial decrease in
consumers in FY21, a decrease of 19 consumers. Mobile Treatment services experienced an
increase in consumers accessing this service in Dorchester (+23), which may be a result of a new
Mobile Treatment provider moving into Dorchester County in FY20, and increased referrals to
this new vendor serving the county and the lower-shore network.
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Figure 11. Total Number of Mental Health Consumers Served

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
The above is a breakdown of consumers by county and total mid-shore region for FY20 and FY21.
This data represents the individuals served in each county. There is an increase from FY20 to FY21
of the number of individuals served in the mid-shore as a whole; an increase of 231 persons
served. Of interest, the number of persons served decreased in Queen Anne’s, Talbot, and Kent
counties. This is an interesting trend since the penetration rate, or utilization encounters, by the
consumers served as a whole in each of these counties for FY21, noted an increase in access to
care, despite the number of persons served decreasing in each of these counties.
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Substance Use Disorder by Service Type and Total Consumers FY20 and FY21:
Figure 12. Substance Use Disorder Total Cost by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total Cost- FY20 $11,321,070
FY21 $14,847,826
31% Increase YOY

The above chart represents the percentage of total cost by service. Overall, there was a 31%
increase year over year for costs. Dorchester County experienced the greatest rise in cost by
service overall, only seeing decrease in services for court ordered residential and court ordered
treatment, inpatient, intensive outpatient and lab costs. The reduction seen in all jurisdictions
for court ordered services may be correlated to the COVID-19 precautions and frequent
outbreaks that many detention centers and in patient agencies experienced in the beginning of
the pandemic, in addition to the court system being closed.
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Figure 13. Substance Use Disorder Utilization Rate by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total Appointments- FY20 147,476
FY21 184,286
25% Increase YOY

Figure 13 illustrates the utilization rate by service in the mid-shore region. Year over year, there
was a 25% increase in service utilization. Caroline, Dorchester, Queen Anne’s all experienced an
increase in partial hospitalization program usage. Queen Anne’s County shows a significant
increase in intensive outpatient service usage, where Talbot indicates a sizable increase in usage
of the MDRN services. Again, court ordered treatment services are on a decline, most likely due
to COVID precautionary restrictions and the courts being closed for a portion of the reporting
period.
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Figure 14. Substance Use Disorder Number of Consumers by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
Mid-shore Total- FY20- 7,383
FY21- 8,135
10% Increase YOY
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Figure 15. Substance Use Disorder Number of Consumers by Service

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
The above two charts illustrate the number of consumers by service for FY20 and FY21, year over
year there is a 10% increase. Most notably, Dorchester experienced an increase in all reported
services. Services for pregnant women and/or women with children increased in need during this
time. Again, court ordered services declined, most likely due to the pandemic and the court
system being closed for a portion of the reporting period.
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Figure 16. Total Number of Substance Use Disorder Consumers Served

Source: Beacon Health Options and Optum Maryland (Claims Paid Through 10/31/21)
The above chart illustrates the number of consumers served in each jurisdiction, year over year,
there is a 2% increase for the mid-shore region. Caroline experienced a 21% increase, Dorchester;
a 16% increase, Kent; a 3% increase, Queen Anne’s; a 20% increase, Talbot; a 15% increase.
Mental Health & Substance Use Among Older Adults

Figure 17. Prevalence of Anxiety Disorders and Depression Among Older Adults

Source: Information garnered from the Cognitive and Behavioral Health In Later Life
Presentation by Michael B. Friedman, LMSW, March 2022.
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Figure 18. Projections of Alcohol and Illegal Substance Misuse Among Older Adults

Source: Information garnered from the Cognitive and Behavioral Health In Later Life
Presentation by Michael B. Friedman, LMSW, March 2022.
In the United States, 50% of American adults experience a mental health or substance use
disorder in their lifetime. In terms of the older adult population, there is an 11.4% prevalence of
anxiety disorders, 15% prevalence of minor depression and 5.85% prevalence of major
depressive disorders. In Maryland, the outlook of substance misuse and abuse is projected to
grow 30% by the year 2045. With this projection, the need for increased behavioral health
services and outreach to the older adult population is of utmost importance.
Currently, there is a higher prevalence of older adults with mental health conditions compared
to substance use disorders in the mid-shore region. Therefore, considering current trends both
within the country and locally, the increase of and intentionally implementing behavioral health
services and outreach with a focus on mental health and substance use will serve as an overall
preventative measure and means of effectively addressing health disparities specific to the needs
of older adults in the mid-shore.
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Child, Adolescent, and Young Adult (CAYA)
The CAYA population is a unique subset of the overall population that requires specialized service
implementation and resources that span treatment as well as school and community. The
following data scrutinizes data specific to identifying gaps and needs in services.

2021 Youth Pandemic Behavior Survey
Some of the key findings from the survey include:
● Many Maryland high school students need additional mental health support to help them
cope with their lives at home.
● 94% of Maryland high school students have an adult in their household that takes care of
their basic needs.
● 19% of students have lived with someone who has a problem with alcohol or drugs.
● 28% of Maryland teens have lived with someone who was depressed, mentally ill, or suicidal.
● LGBT students are significantly more likely to live with someone who is mentally ill or suicidal
(54%).
● Depression, suicidal ideation, and other mental health issues are high among Maryland
teens. Mental health resources should be a top priority, especially within the LGBT
community and for Black and Hispanic/Latino students.
● 36% of Maryland high school students have felt sad or hopeless every day for two weeks in
a row the past year.
● Black or African American students (52%) and LGBT students (75%) have felt significantly
sadder and more hopeless the past year compared to the statewide average (36%).
● Approximately 1 out of 5 Maryland teens have seriously considered attempting suicide the
past year.
● 14% of Maryland teens have been electronically bullied the past year.
● Females (48%) were more likely to feel sad or hopeless compared to males (25%) the past
year.
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Figure 19. Mid-Shore School Based Mental Health Services

Source: Data obtained from mid-shore survey of social workers in the public-school systems,
2022
The above chart illustrates the major increase in school based mental health services and needs
across the mid-shore in school year 21/22. So far in school year 21/22, suicide assessments for
students in school have increased 194% as of 12/31/21. Threat assessments in mid-shore schools
have increased 517% as of 12/31/21. Students who received school-based mental health services
has increased 151% as of 12/31/21. The mid-shore counties combined currently have 47 schoolbased therapists providing services and have a need for at least 16 more to meet the needs of
the students.
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This data speaks to the skyrocketing increase of mental health needs identified in our schools
and the increased need for support and resources in our schools to support the mental health
needs of students.
CRISP
The following data sets examine the demographics of behavioral health services sought through
emergency departments for Medicaid eligible consumers aged 0-17 across the mid-shore region
compared to state rates. All data located in this section is sourced from Chesapeake Regional
Information System for Patients (CRISP). The charts represented in Figures 20-21 are examining
Mental Health Conditions and the bottom are examining Substance Related Conditions.
Figure 20. Child & Adolescent Mental Health ED Visits, Comparison by Race
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Figure 21. Child & Adolescent Mental Health Visits, Comparison by Age

Nine hundred and sixty-nine visits were made to local emergency departments for Mental Health
Conditions. Looking at MD census data, black or brown individuals are seeking care at twice the
rate of the census population. White individuals are seeking care at a lower percentage rate.
Note-Census data is on total population, not ages 0-17.
Age and gender on the mid-shore are very similar to the ED rates for the State of MD.
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Figure 22. Child & Adolescent Substance Use Visits, Comparison by Race
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Figure 23. Child & Adolescent Substance Use Visits, Comparison by Age

Two hundred and ninety-eight visits were made to local emergency departments for Substance
Related Conditions. Looking at MD census data, black or brown individuals are seeking care at
twice the rate of the census population. White individuals are seeking care at a lower percentage
rate. Note-Census data is on total population, not ages 0-17.
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CRISP
The following data sets examine the demographics of behavioral health services sought through
emergency departments for Medicaid eligible consumers across the mid-shore region compared
to state rates. All data located in this section is sourced from Chesapeake Regional Information
System for Patients (CRISP).
Figure 24. Emergency Department Visits for Mental Health

ED Visits for Any Mental Health Condition
Mid-Shore / Maryland Comparison
FY19 - FY21
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Looking over the three years, the data shows that the rates have decreased minimally. Even
during the COVID-19 pandemic there was no significant decline noted for ED Mental Health visits.
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Figure 25. Mid-Shore ED Visits for Any Mental Health Condition By Age
FY19 – FY21

Eighteen- to twenty-four-year-olds are the highest age group seeking mental health treatment
two out of the three years.
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Figure 26. MH & SUD Hospital Data Mid-Shore Region, Ages 65+

Figure 27. MH & SUD Hospital Data Mid-Shore Region, Comparison by Age

In the mid- shore region, the percentage of hospital visits within the older adult population based
on MH and SUD conditions was the highest at UM-Shore Regional Health at Easton ranging from
FY19-FY21. In terms of conditions, there was an increased prevalence of MH compared to SUD.
The same trends were seen statewide. Overall, the Central region had the highest number of
hospital visits based on MH and SUD conditions.
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Substance Use Emergency Department Visits
In Figure 28 below the mid-shore and state data are fairly consistent over the three-year period
with a slight increase in the number of patients seen in the mid-shore for FY 21. Data for both
mid-shore and the state indicate multiple visits occurred by the same patients.

Figure 28. Emergency Department Visits for Any Substance Use Condition
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Figure 29. Emergency Department Visits for Any Substance Use Condition
Mid-Shore Region by Race

Though there were more than double the number of visits to the emergency department for any
substance use condition among people identifying as White compared to visits by people
identifying as Black, the population of the mid-shore is 77.8% White and 14.1% Black. Based on
population data, Black people disproportionally visit the emergency department in higher
numbers for substance use conditions than people identifying as White.
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Figure 30. Emergency Department Visits for Any Substance Use Condition by Gender

Men are more likely to seek Substance Use Treatment as seen above. It is interesting to note that
when looking at Mental Health ED visits, male and female remain equal.
Figure 31. Emergency Department Visits for Any Substance Use Condition by Age

The mid-shore region experienced Increases in each year for ages 18-39. According to NIH
“Covid-19 pandemic has exacerbated the drug crisis” which is evidenced in our local data (Chacon
et al, 2021).

35

Suicide, Suicidal Ideation, and Intentional Self-Harm

Figure 32. Completed Suicides Mid-Shore /Maryland Comparison

Source: Maryland Office of the Chief Medical Examiner (OCME)
The age adjusted suicide rate in Maryland is 9.22 per 100,000 individuals, which is higher than
the national average. Suicide is the 11th leading cause of death in Maryland. Maryland ranks
46th among U.S. states and the District of Columbia.
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Figure 33. Suicide Rates, State vs. Local Comparison

Source: OCME
The suicide rate in the five counties of the mid-shore region is 1.75 times that of the rate of
suicide in for the rest of Maryland. Total mid-shore 24 versus total statewide 504 - compared to
total population, 14% of the mid-shore region’s total population took their own life as compared
to 8% average in the State.
When it comes to suicide and suicide attempts there are rate differences depending on
demographic characteristics such as age, gender, ethnicity, and race. Nonetheless, suicide occurs
in all demographic groups.
Researchers who study the racial trends said increases in suicide among people of color were
consistent across the cities and regions that they examined — and more striking because suicide
rates among Black and Hispanic Americans had always been comparatively low, about one-third
the rate among white Americans. (New York times April 15, 2021)
While the number of suicides may have declined overall, preliminary studies of local communities
in states like Illinois, Maryland and Connecticut found a rise in suicides among Black Americans
and other people of color when compared with previous years. People of color have also been
pummeled financially, particularly low-wage earners who have lost their jobs and had few
resources on which to fall back. (New York times April 15, 2021)
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Figure 34. ED Visits for Suicide & Intentional Self-Harm

Source: Chesapeake Regional Information System for Patients (CRISP)
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Figure 35. Suicide & Intentional Self-Harm ED Visits by Gender

Source: Chesapeake Regional Information System for Patients (CRISP)
The age adjusted suicide rate in Maryland is 9.22 per 100,000 individuals, which is higher than
the national average.
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Figure 36. Suicide & Intentional Self-Harm by Age
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Source: Chesapeake Regional Information System for Patients (CRISP)
One significant difference between suicide and self-harm is intent. Simply put, a suicidal person
sees no other way out and wants to end his or her life. People who are contemplating suicide are
experiencing life stressors and possibly depression in which they don't have an escape. Suicide is
their attempt to escape pain and suffering, and not burdening loved ones any longer. Suicidal
acts usually come from a place of hopelessness, depression, and worthlessness. The underlying
mindset between someone who is suicidal and someone who self-harms is very different.
The above reference mid-shore ED and Maryland data by race reflects a decrease in visits for
both African American and White.
When comparing the mid-shore to the state of Maryland by gender there is a noted decline in
the percentage for males and an increase for females.
In review of the data by age range the highest percentage is among those between the ages of
18-24. (OCME)
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Special Areas of Analysis
Generally speaking, rural areas in Maryland have unique challenges and circumstances as
compared to urban areas of the state. The section below provides a snapshot of percentages of
people living in poverty and experiencing unemployment as compared to county to county in the
mid-shore and mid-shore compared to Maryland.
I. Health and Behavioral Health Disparities Response:
Figure 37. 2019 Total Population in Poverty Breakdown Between Adults & Children

Source: USDA Economic Research Service
According to this data source, the rate of poverty in the mid-shore compared to the statewide
rate is almost the same. Clear disparities are illuminated with the county specific data. Dorchester
County with 16% rate of poverty is ten percentage points higher than Queen Anne’s with only six
percent of the population living in poverty. The percentage of children ages zero-17, and adults
aged 18 and over, reflect percentages within the Total Population percentages. The difference in
age percentages in poverty can be accounted for by the different age demographic makeup of
each county. As an example, total children in Kent County is 16%, while the total percentage of
children in Caroline County is higher, 23%.
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Figure 38. Child Population in Poverty

Source: US Department of Agriculture, Economic Research Service Population
Estimates in Poverty 2019
Figure 4 represents the percentage of the child population in poverty. The Mid-Shore region is
3% higher than the state level. The lowest rate (7%) is Queen Anne’s while Dorchester has a rate
three times higher at 24% which is also double the state rate. Based on this data one in four
children in Dorchester County are living in poverty.
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Table 2. Annual Unemployment Rates

Annual Unemployment Rates – Mid Shore Region by County
2019

2020

DEC 2021

MARYLAND

3.5%

6.8%

4.0%

CAROLINE COUNTY

3.5%

5.5%

3.4%

DORCHESTER COUNTY

8.4%

6.7%

4.4%

KENT COUNTY

6.4%

6.6%

3.9%

QUEEN ANNE’S COUNTY

5.1%

5.5%

3.1%

TALBOT COUNTY

5.5%

6.0%

3.8%

Source: Maryland Department of Labor www.dllr.state.md.us
In 2020, Maryland’s unemployment rate almost doubled due to the effects of COVID-19, but the
above graph shows mid-shore counties had slight increases in all counties except Dorchester.
Dorchester actually had a significant decrease from 2019 to 2020. In 2021, we see where the midshore rates are now below pre-pandemic norms. Except for Dorchester, all mid-shore counties
are below the state average. Although the difference between Maryland’s state average and
Dorchester County’s is only 0.04%, Dorchester has notably higher rates than other mid-shore
counties across 2019, 2020, and 2021. We know this to be a highly populated and underserved
county, which likely contributes greatly to these statistics.
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Figure 39. Statewide Maryland Continuum of Care Data

Source – MD Data Warehouse – Team HMIS
MSBH serves as the lead agency for the local Continuum of Care (CoC), also known as the Mid
Shore Roundtable on Homelessness. The Mid Shore Roundtable on Homelessness leads the
region in an annual Point in Time count of the homeless population. The purpose of this is to
gather data to show the number of people experiencing homelessness, both in emergency
shelter and places not meant for human habitation, throughout the state. This is an annual
nationwide survey conducted by local CoCs on the last Wednesday in January, in efforts to gain
an accurate count of individuals and families experiencing homelessness.
The geographical size and overall rural nature of the mid-shore region poses a challenge in
locating people who are experiencing homelessness, especially those experiencing street
homelessness or living in another place not meant for human habitation. It is important to note
that unsheltered counts are only required every other year. In 2017, 2019, and 2021, CoCs
conducted unsheltered counts. As shown in the above graph, there is an overall decrease in the
number of counted homeless individuals in 2021. However, the effects of COVID-19 made it
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significantly harder to count homeless individuals and families in 2021, in addition to emergency
shelters being at a smaller capacity to aid in preventing the spread of the virus. MSPC believes
this is why there is a seen decrease in numbers, rather than the reason being there are overall
less people experiencing homelessness.
Figure 40. Statewide Homelessness and Unaccompanied Homeless Youth

Source - 2021 Annual Homeless Assessment Report (AHAR)
to Congress Part 1 Point in Time Estimates of Sheltered Homelessness
Each year, the Department of Housing and Urban Development (HUD) sends homelessness data
to the U.S. Congress to illustrate the nation’s need for homeless services. While Maryland is a
state that saw overall decreases in homelessness, it is important to note the decreased numbers
are likely primarily related to the reduced occupancy of emergency shelters. Many shelters
reduced their bed capacity to avoid furthering the spread of the coronavirus.
Although the state saw this decrease, Maryland saw one of the largest increases in the number
of unaccompanied homeless youth in shelter. An unaccompanied homeless youth is defined as
an individual who is 24 years or younger, not in the physical custody or care of a parent or legal
guardian, and lacks a fixed, regular, or adequate nighttime residence. Every other year, our region
participates in Youth REACH, which is a homeless count specific to unaccompanied homeless
youth. Through this count, our CoC partners with schools, local shelters, and local DSS offices to
capture an accurate picture of youth homelessness in our region. This population is typically
harder to locate due to the differences in homeless definitions.
Our region’s CoC has received $84,000 of dedicated funding to serve unaccompanied homeless
youth each year since FY2020 from the Department of Housing and Community Development
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(DHCD). This funding has allowed for youth-specific services including emergency shelter, rapid
rehousing, and homelessness prevention services. While this funding has been a significant help
for our communities, a large gap in homeless services for youth still exists as the population
continues to grow. There are many added barriers that make it difficult to house youth such as
lack of credit and rental history, lack of affordable or subsidized housing, and lack of
transportation to aid in consistent employment and education. Similarly, these are many of the
same barriers that affect mid-shore communities and prevent so many from obtaining housing
stability.
Figure 41. Rising Housing Costs and Burdened Households in MD

Source – NLIHC tabulations of 2019 ACS
One of the many effects of COVID-19 was the current housing crisis across the nation. Specifically,
in Maryland, there is a shortage of affordable housing for households living at or below the
poverty line. Majority of low income and extremely low-income households are spending more
than 50% of their income on housing. These households are much more likely to experience
housing instability and/or eviction. The rising cost of housing causes individuals and families to
neglect other needs such as healthcare, which has its own damaging effects in the long-term and
negatively impacts their overall wellbeing.
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II. Overdose Events, Deaths, and Prevention Initiatives
The mid shore counties have been working diligently to combat the devastating consequences of
the opioid epidemic including increases in opioid misuse and related overdoses. Additionally, the
establishment of Opioid Operational Command Centers (OOCC), Opioid Intervention Teams (OIT)
and grant-funded projects increased coordination among local public health officials, emergency
management, hospitals, human services, public safety entities, and prevention. During April
2018, state legislation signed the Overdose Data Reporting Act allowing EMS and law
enforcement agencies to input and share data about suspected overdoses with local Health
Departments. As a result, this has allowed the state of Maryland and our jurisdictions to track
trends and allocate public health resources including Overdose Data to Action (OD2A)
cooperative agreements. Enhanced county level data has also been made available through ED
visits for unintentional heroin/opiate poisonings by the University of Maryland Shore Regional
Health. EMS and Health Departments are able to share pre-hospital overdose responses
confidentially, including names of overdose survivors and locations that EMS responds to. Local
Health Departments in the mid shore utilize prevention staff and peer support specialists to
enhance training for Narcan administration and distribution, provide information to decrease
use/misuse of non-prescribed opioid, guide and support access to treatment, and provide
overdose survivors’ outreach. Peer support specialists are vetted with the local hospital to
receive information pertaining to non-fatal overdose responses as well as those experiencing
adverse effects of opioid use. Outreach to overdose survivors and other high-risk individuals in
need of treatment and recovery support services are provided by the Peer Recovery Support
Specialist in the community and through MOU and referral processes established with EMS, local
law enforcement, the local hospital, and other agencies and initiatives. The aggregated data
below is provided and collected from these multiple data sources and activities as they inform
and help evaluate local impacts of the opioid epidemic, increase surveillance and prevention
strategies, and encapsulate partnerships with public safety groups and first responders
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Figure 42. Unintentional Drug & Alcohol Deaths Mid-Shore – Maryland Comparison

Source: OOCC, OCME, BHA, and MDH Unintentional Drug- and Alcohol-Related
Intoxication Deaths* in Maryland and aggregated, February 2022
https://health.maryland.gov/vsa/Pages/overdose.aspx
Figure 42 includes deaths confirmed or suspected to be related to recent ingestion of the
substance and only includes deaths in which the manner of death was classified as accidental or
undetermined. Sums of substance-related deaths do not total the number of deaths due to more
than one substance being involved. All data presented are preliminary and subject to change.
The Office of the Chief Medical Examiner (OCME) investigate all drug deaths occurring in the
State as required by law. Based on the available data, major trends noted include heroin in
intoxication deaths have continued to decrease and has reached the lowest rate of death in
Maryland since 2014. Prescription opioids in unintentional intoxication deaths in Maryland have
been declining from 2016-2019 also but reached a record high in CY2020. All opioids account for
more than 90% of unintentional intoxication deaths in Maryland in 2020 (2,518 of total 2,799),
with fentanyl continuing to drive these high numbers and increasing by 20.7% in 2020 from the
prior year. Cocaine, Alcohol, and Other Drugs involved continue to trend upward and are
indicated in combination with opioids more than three-quarters of the time in Maryland.
Preliminary data also indicates reductions between 2020 and 2021 occurred for Talbot, Queen
Anne’s, and Caroline counties with Caroline County experiencing the greatest decrease. All
Intoxication Deaths decreased except for prescription opioids, which were indicated in more
unintentional overdose deaths in 2021 compared to 2020 for the mid-shore region.
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Figure #43. State Opioid-Related Deaths: Age, Gender, Race

*Retrieved from MDH Data-Informed Overdose Risk Mitigation (DORM) 2020 Annual Report
and MDH Opioid Operational Command Center 2019 Annual Report, retrieved on February
2022
From 2019 to 2020, opioid-related overdose fatalities increased across all age groups. The highest
number of opioid-related fatalities were among individuals 55 and over. Individuals under the
age of 25 had the lowest number of opioid-related overdose fatalities, compared to the other
age groups. The increase in overdose fatalities from 2019 to 2020 could have been impacted by
the covid restrictions which required public services and behavioral health treatment programs
to shut down as well as travel restrictions and increased teleworking in most industries. This
created a situation where individuals became isolated from family members and support
systems, which exacerbates substance use disorders and mental health disorders.
Males continue to outnumber females by approximately 3 to 1 in opioid-related overdose
fatalities in Maryland. In 2020, males made up 72.5% of opioid-related overdose fatalities while
females made up 27.5%. There are no significant changes in these gender trends from previous
years.
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Figure 44. Percent Change in Opioid-Related Intoxication Deaths by Region 2019 vs. 2020

Source: Opioid Operational Command Center 2020 Annual Report
Table 3. Opioid-Related Overdose Fatalities by Race in Maryland

Source: MH Data-Informed Overdose Risk Mitigation (DORM) 2020 Annual Report and MDH
Based on the data, non-Hispanic Whites account for the majority of opioid-related overdose
fatalities. From 2019-2020, the percentage of opioid-related overdose fatalities decreased in all
categories except non-Hispanic Blacks, where the percentage remained the same. Although the
percentages decreased, the actual number of opioid-related overdose fatalities increased in all
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categories. The number of actual opioid-related overdose fatalities from 2012-2020 have steadily
increased among non-Hispanic Blacks. While the number of opioid-related overdose fatalities
among non-Hispanic Whites have increased with slight fluctuations.

Figure 45. OOCC Report of Percent Change in Opioid-Related Intoxication Deaths by Region

Source: CRISP Reporting Tool: OD Hospital Events, 2020. Note: All data presented is considered
preliminary. Data updated through 12/31/2020
The highest percentage of opioid-related intoxication deaths were in the Western Region with a
45.9% increase and the Eastern Region with 38.1%. Overall, the most actual opioid-related
intoxication deaths were in the Central region with 1,699 deaths.
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Figure 46. Maryland Overdose Deaths: Youth & Young Adults

Source: Maryland Department of Health Overdose Hospital Events and Fatalities Among Youth and
Young Adults 24 years or younger

Source: Maryland Department of Health Overdose Hospital Events and Fatalities Among Youth and
Young Adults 24 years or younger
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Table 4. Opioid Related Hospital Visits, Mid-Shore Region

Source: University of Maryland Shore Regional Health
From 1/1/2018 through 6/30/2020, the four (4) Emergency Departments (EDs) in the mid-shore
region admitted and treated a total of 4,179 for heroin/opiate poisoning, with most patients
being served in the Talbot and Dorchester Emergency Departments. All four EDs experienced
increases in patients for heroin/opiate poisoning between 2014-2017. A steady decline
thereafter through the end of the report period is noted. According to University of Maryland
Shore Regional Health, the CY2020 preliminary total for the four EDs in the mid-shore for
heroin/opiate poisoning is 242, which remains consistent with the declining visit trend.
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Table 5. Mid-Shore Residents with Opiate Visits to Shore Regional Health’s Emergency
Departments, 2018-2020 thru 6/30/2020

Source: University of Maryland Shore Regional Health
From 1/1/2013 through 6/30/2020, the four (4) Emergency Departments (EDs) in the mid-shore
region admitted and treated a total of 1,280 mid-shore residents for heroin/opiate poisoning.
The highest amounts of residents being treated in 2018 were from Dorchester and Talbot
counties but were surpassed by Kent County in 2019. Dorchester, Kent, and Queen Anne’s
County residents had the highest rates of admission and treatment to the four mid-shore EDs for
heroin/opiate poisoning during the first half of CY2020.
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Emergency Room Visits for Heroin/Opioid Poisoning
Table 6. ED Visits for Heroin/Opiates Poisoning By County/City
01/1/2013 thru 06/30/2020
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Source: University of Maryland Shore Regional Health
Cumulative totals to SRH EDs from incorporated towns indicate the greatest amount of
heroin/opiate poisoning visits from Cambridge residents (655; Dorchester County), Easton
residents (592; Talbot County), and then Chestertown residents (357; combination of Kent and
Queen Anne’s Counties). Several visits unlisted but indicated in the reports were made by
residents of Anne Arundel (94) and Baltimore City (78), Wicomico (68), Baltimore County (52) and
Cecil County (51). Approximately 120 visits were from out of state residents mostly from
Delaware townships.
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Major industry sectors defined by the 2012 North American Industry Classification System
(NAICS). Data may be preliminary and are subject to change.

Figure 47. Opioid Overdose Decedents in Maryland by Industry
Comparison by Gender, Ethnicity, Race
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Source: MDH State Unintentional Drug Overdose Reporting System (SUDORS),
Industry and Occupation in Opioid Overdose Deaths in Maryland 2018
Construction and extraction were the most common occupation among Hispanic descendants
(29.6%), with little variation or supporting data for other professions or non-skilled services.
-Construction was the most common occupation across all jurisdictions (16.4-29.5%)
-Food preparation and serving-related occupations were second most common in Anne Arundel
(10%), the Eastern Shore (8.6%), and Western MD (10.3%)
-Transportation and material moving occupations were the second most common in Baltimore
City (12.1%), Harford County (16.9%), and out-of-state residents (10.1%)
-Not in workforce was second most common classification in Baltimore County (11.7%), the
Capitol Region (10.3%), and in West-Central MD (10.9%)
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Figure 48. Occupation of Opioid Overdose Decedents in Maryland by Sex,
Race & Ethnicity, and Jurisdiction of Residence

Construction and extraction were the most common occupation among Hispanic decedents
(29.6%), with little variation or supporting data for other professions or non-skilled services.
-Construction was the most common occupation across all jurisdictions (16.4-29.5%)
-Food preparation and serving-related occupations were second most common in Anne Arundel
(10%), the Eastern Shore (8.6%), and Western MD (10.3%)
-Transportation and material moving occupations were the second most common in Baltimore
City (12.1%), Harford County (16.9%), and out-of-state residents (10.1%)
-Not in workforce was second most common classification in Baltimore County (11.7%), the
Capitol Region (10.3%), and in West-Central MD (10.9%)
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Naloxone Distribution
Figure 49. Individuals Receiving Naloxone Administration and Incident Time Period in
Maryland 2019-2020

*MDH Opioid Operational Command Center Annual Report 2020, Retrieved on March 2022
Statewide data on naloxone administration is reported through eMEDS, the statewide electronic
patient care reporting software. MIEMSS collects data on the number of individuals who receive
naloxone, number of individuals who received transport for further treatment, and number of
individuals who did not receive transport including refusals. The data includes individuals who
may not reside in Maryland but received EMS naloxone administration in Maryland.
Naloxone administrations were higher in the first five months of 2019 than in 2020. However,
from June to December, naloxone administrations were higher in 2020 than in 2019. The highest
amount of naloxone administrations occurred in July of 2020. In addition, naloxone
administrations slowly decreased from July to December in both 2019 and 2020. Limitations of
this information are based on the need for improved naloxone distribution reporting across the
state from all sources.
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Table 7. Mid Shore Naloxone Saturation Tables, Calendar Year 2019

Source: MDH Center for Harm Reduction Services, Overdose Response Program,
Calendar Year 2020, Retrieved on March 2022
Please note on the right columns: # is Differential Target vs. % Actual. In 2019, the three
counties that achieved naloxone saturation were Dorchester, Kent, and Talbot. Caroline and
Queen Anne’s County did not reach naloxone saturation. Kent County exceeded their
distribution target by 874%. Overall, the mid-shore surpassed their distribution target of 1,100
naloxone kits by 1,617 kits.
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Table 8. Mid-Shore Naloxone Saturation Tables, Calendar Year 2020

CY 2020

# Kits ODs

Distribution
Target

#

%

(20x #deaths)

Caroline

181

11

220

-39

-18%

Dorchester

586

10

200

386

193%

Kent

232

10

200

32

16%

Queen
Anne’s

224

11

220

4

2%

Talbot

94

13

260

-166 -94%

Total

1,317 55

1,080

217

99%

Source: MDH Center for Harm Reduction Services, Overdose Response Program,
Calendar Year 2020, Retrieved on March 2022
Please note on the right columns: # is Differential Target vs. % Actual. In 2020, three of the five
counties that achieved naloxone saturation were Dorchester, Kent, and Queen Anne’s. Caroline
and Talbot Counties did not reach naloxone saturation. Responding to the Covid-19 Pandemic in
March 2020, each county had to take precautions as a result of the pandemic restrictions. In
many cases, individuals were unwilling to come out or interact with healthcare workers in the
community. These covid concerns clearly had an impact on jurisdictions ability to distribute
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naloxone. In addition, many of the staff members in the local health departments were
reassigned to assist in covid testing and distributing personal protective equipment. Health
Departments had to develop and implement strategies to address the restrictions. Observation
indicated 3 of the 5 jurisdictions were able to exceed their saturation rates, while 2 were not.
Dorchester County exceeded their distribution target by 193%. Overall, the mid-shore surpassed
their distribution target of 1,080 naloxone kits by 217 kits.
Dorchester, Kent, Queen Anne’s and Talbot Counties have an Opioid Response Program (ORP).
These programs are designed to respond to opioid overdoses in the respective communities and
to provide naloxone, recovery support/resources, and referral to treatment. ORPs utilize certified
peer recovery specialists to respond to overdose calls from the emergency management system
staff when an individual has overdosed and is transported to the hospital. When the peer arrives
at the hospital, they provide an essential intervention to the individual who has overdosed, with
the goal of providing hope, support and comfort at a critical time. The desired outcome in
assisting the individual, is to support them in making the life-changing decision to seek recovery.
In Dorchester County, peers responded to 20 opioid and 19 non-opioid overdoses in FY21.
Dorchester County continued to provide their services through the Cov id Pandemic. In Kent
County, 14 individuals were served, and peers handed out 32 boxes of Narcan which totaled to
64 doses. Peers in Kent County responded to 61 overdoses in FY21. Out of the 61 overdoses, 20
individuals accepted a referral to treatment. Peers in Queen Anne’s County received 23 overdose
calls and made various referrals to support these individuals. Talbot County responded to 47 nonfatal overdoses in FY21; primarily telephonic and some in-person follow up with safe distancing
due to covid-19 restrictions. https://health.maryland.gov/pha/NALOXONE/Pages/Home.aspx

Figure 48. Naloxone Doses Dispensed through ORPs Statewide, 2018-2020
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Source: MDH Data-Informed Overdose Risk Mitigation (DORM) 2020 Annual Report,
Revised Version September 15, 2021, Retrieved on March 2022
Naloxone distribution aims to provide doses of naloxone to individuals most likely to witness
and/or experience an overdose. Naloxone can be obtained at pharmacies or ORPs in Maryland.
The original study from the Scotland Education and Prevention Policy found that achieving
saturation leads to a 20-30% reduction in overdose related deaths (i.e., meeting quarterly targets
and seeing reduction in 1-3 overdoses for that quarter compared to previous year’s total).
The overall goal of the naloxone saturation formula was to ensure that each jurisdiction would
achieve adequate naloxone saturation for individuals most likely to witness or experience an
overdose. People experiencing incarceration within four weeks of prison release or
hospital/inpatient discharge are at highest risk of opioid overdose. From 2018 to 2020, there was
an increase in naloxone distribution by 51,922 doses. This may have been a result of the increase
in overdose visits to local emergency departments and the prevalence of fentanyl in the
community.
Jurisdictional Benzodiazepine & Opioid Dispensing Rates Across Provider Categories in Maryland,
2018-2019

The following PDMP data provides general information on prescribing trends and is a way for
jurisdictions to identify prescribing and geographic patterns in our area to inform and to direct
resources for targeted education and risk reduction activities.
Table 49. Opioid Dispensing Rates

Opioid Dispensing Rate per 1,000 Individuals in
Maryland and Mid Shore Comparison, 20182019
1000
800
600
400
200
0
Maryland

Caroline

Dorchester
2018

Kent

Queen Anne's

Talbot

2019

Source: University of Maryland School of Pharmacy; Maryland Prescription Drug Monitoring
Program: Benzodiazepine and Opioid Dispensing Rates and Patterns, 2018-2019
For both years, Talbot County exceeds the state and other mid-shore opioid dispensing rates per
1,000 individuals. Talbot County remained 2nd highest in the state for opioid dispensing rate in
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2018 and 2019 next to Baltimore City. Queen Anne’s County and Kent County also surpassed the
state rate both years, with the opioid dispensing rates decreasing from 2018 to 2019 for the state
and all the mid-shore counties except for Caroline County. Additional PDMP data indicates Kent
County and Caroline County had the highest average amount of opioid dispensed per day in 2018
and 2019 ranging from 72-81 Morphine milligram equivalents (MME). The highest number of
prescribers statewide were from Chronic Pain Non-Cancer and Primary Care categories, with the
highest average amount of opioid dispensed per day in both years was written by providers in
the Cancer specialty category and the lowest amount of opioid dispensed per day for dental
patients.
Table 50: Benzodiazepine Dispensing Rates

Benzodiazepine Dispensing Rate per 1,000
Individuals in Maryland and Mid Shore
Comparison, 2018-2019
700
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300
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100
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Queen Anne's

Talbot

2019

Source: University of Maryland School of Pharmacy; Maryland Prescription Drug Monitoring
Program: Benzodiazepine and Opioid Dispensing Rates and Patterns, 2018-2019
2018 and 2019 PDMP data indicates that in regard to benzodiazepine dispensing rate per 1,000
individuals, Queen Anne’s County rates exponentially exceed the state and all of the other
jurisdictions in Maryland including the mid-shore counties. Talbot County and Dorchester County
also rank within the top 5 highest counties in dispensing benzodiazepines per 1,000 individuals
in Maryland.
Benzodiazepine “downers” amongst young adults (e.g. Xanax, the most frequently prescribed
for generalized anxiety or panic disorder. A psychotropic drug used to control anxiety;
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Benzodiazepines can be highly addictive when abused. The state dispensing average of these
drugs increases significantly with age, young adults 12-17 (0.0374); 18-24 (0.1194); 25-29
(0.154493).
Notable Data Trends:
·
12-17 Years: Talbot is proportionately low for Benzodiazepine fills, but Kent County ranks
#1. Other mid-shore counties are relatively low.
·
18-24 year olds: Not significant for any mid-shore County, although at this age group Kent
County remains higher than the state it has no specific rank.
·
25–29-year-olds: Talbot rank is 3rd highest proportionately. All other mid-shore counties
are lower than the state average.
Opioid fills dispensed: Opioids on the medical side, are widely known for pain relief such as
OxyContin, Vicodin (prescribed widely by dentists), Codeine, Morphine, and others. On the illicit
side- heroin, synthetic opioids, and fentanyl. Highly addictive as evidenced by the Opioid
epidemic, widely recognized, and monitored. There are wide increases in the State prescribing
patterns by age group. Relatively small for age 12-17 (0.0904), 18-24 (0.3337), and a significant
jump for 24–29-year-olds, (0.45485).
·
12-17: Opioids dispensed amongst this age group, no high ranking for Mid-Shore/Eastern
Shore counties proportionately
·
18-24: Not proportionately high for mid-shore Counties but high for lower shore countiesSomerset and Worcester.
·
25-29: Not proportionately high for mid-shore or lower shore counties
Stimulants, “Uppers” (Adderall, Ritalin), psychotropics used to treat Attention Deficit
Hyperactivity Disorder, and many young people have this diagnosis, so it is commonly prescribed
in school aged children. They are also called “Study drugs as they are sometimes abused by youth
and young adults (accessed without prescription) who “Cram study” before exams since it
promotes focus. These drugs can be habit forming and teens and young adults are at greater risk
of dependency. On the illicit side they equate to cocaine, crack, amphetamine, and Meth. In
contrast to all other groups analyzed (Benzodiazepine, Opioids, Other), prescriptions the state
average and across states decreases with age. 12-17 (0.843), 18-24 (0.4984), and 25-29 (0.3365).
The incidence in Talbot County and the mid-shores warrants further exploration, both the
dispensing patterns, addictiveness and risk of abuse, and predisposition to illegal drug abuse.
·
12-17: Proportion of stimulants is high for Talbot County, raking 6th, and for Dorchester
County ranking 3. Also, Somerset County, 2.
·
18-24: Higher than the state average for all mid-shore counties – Queen Anne’s ranks
number 1 and Talbot County, 3.
·
25-29: Again, all mid-shore counties are proportionately higher than State average. Talbot
ranks 5 and Queen Anne’s 3.
Other- Sedatives, muscle relaxants, etc. All state and county averages move higher with age 1217 (0.0271), 18-24 (0.048) and 25-29 (0.05)
·
12-17: Not much in the mid-shore
·
18-24: High rates for Caroline, 5th and Dorchester, 1st.
·
25-29: High rates for Dorchester, 2, and two other Eastern Shore counties Somerset, 1 and
Wicomico, 3.
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III. Crisis Response
MSPC is proud to have the opportunity to highlight the robust crisis response system located
here in the mid-shore region. MSBH has collected data on our crisis response operations for
years. The analysis presented is a review of the last three years of data collected. This review
focuses on just three aspects of the crisis operations system:
•
•
•

Eastern Shore Operations Center (ESOC)
Urgent Care Clinics (UCC)
Mobile Crisis Teams (MCT)

Important clarification on data being reviewed – Although some of these crisis operations cover
all nine Eastern Shore counties, the data presented in this plan only represents the five counties
represented within the MSPC.
Eastern Shore Operations Center
The review will start with ESOC, the hub of the crisis response system serving the behavioral
health emergent, urgent needs of the Eastern Shore.
ESOC is available 24 hours a day, 7 days a week, 365 days a year to assess and respond to calls
from MH and SUD consumers, family members, community members, businesses, human
services agencies, and law enforcement agencies. The ESOC staff is trained to triage each call and
provide linkages to community resources through referral to all appropriate and existing
behavioral health and human services – Urgent Care Clinics, Mobile Crisis Services, State Opioid
Response (SOR) operations (crisis beds, safe stations, recovery houses), Mobile Crisis Stabilization
Services (MCSS) and other resources.
ESOC services for consumers include:
* Crisis Intervention, Assessments & Referrals
* Emergency Petitions
* Anyone in Crisis, i.e., Situational Crises
* Individuals with Suicidal Thoughts and/or Plan
* Individuals with Psychosis and/or Delusions
* Family and Marital Conflicts
* Child/Teen/Elder Issues
* Domestic Violence
* Substance Abuse
* Developmental Disabilities
* Links to Mental Health and Substance Abuse Services
* Family Education
One important program to mention is the Crisis Intervention Training (CIT) program in the midshore. This program works to educate our law enforcement personnel and helps to train officers
in diverting individuals who need MH or SUD treatment away from the criminal justice system
and into appropriate health services. Law Enforcement is a large utilizer of this crisis system.
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Figure 51. Eastern Shore Crisis Response Model
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Figure 52. ESOC Caller Primary Issue

Source: Data collected from Affiliated Sante Group, Eastern Shore Operations Center
In FY21, total calls increased by 40% from the prior year. One of the most frequent caller issues
each year is anxiety and depression. In FY21 there was a 20% increase from FY20. This appears
to be attributed to COVID 19 with its impact on individuals’ levels of anxiety and depression.
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Figure 53. ESOC Ratio Between New and Follow-Up Calls

This chart depicts total calls made to ESOC in FY21. Total calls for FY21 increased by 40% from
FY20. New intakes increased by 70% from FY20. The impact and stress of COVID-19 has been
great on the mid-shore population.
Figure 54. MCT Dispatches by Gender

The ESOC calls for gender have remained consistent over the past three years. Females are
reaching out for assistance more than males. This could be for various reasons such as the stigma
surrounding males who reach out for help.
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Figure 55. Mobile Crisis Team Population and Dispatches by Race

In FY21, although total dispatches decreased, there was an increase in new dispatches, vs follow
up dispatches. Although this chart shows a large difference in Black/AA and White/Caucasian,
when comparing to the state population, Black and AA are accessing the service at a higher rate.
Females continue to seek services more often than males.
Figure 56. Mid-Shore Urgent Care Appointments

Source: Data obtained from MSBH monthly reports provided by mid-shore Urgent Care
providers (Community Behavioral Health, Corsica River Mental Health Services, and For All
Seasons)
MSPC identifies in analysis that ESOC triaged calls to mid-shore urgent care appointments. These
appointments had been dropping over the past two years with a greater reduction from FY19 to
FY20. Urgent care appointments on the rise again. The drop may be reflective of COVID-19 and
now with telehealth in place and the comfort level of consumers, the numbers are increasing.
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IV. COVID-19

Figure 57. Public Behavioral Health System COVID-19 Vaccination Rates

Vaccination rate data above indicates that counties of the mid-shore region, with exception of
Talbot County, have lower rates of vaccination than the State average for individuals served in
the Public Behavioral Health System. MSBH has been awarded a Mental Health Block Grant to
support a Regional COVID 19 Ambassador position, an outreach and education role tasked with
coordinating with the mid-shore health departments and regional providers to address the
barriers consumers have to being vaccinated and to serve as the mid-shore provider contact for
vaccine adherence.
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Dorchester County Health Department
“Working for Healthier People”
3 Cedar Street
Cambridge MD 21613

www.dorchesterhealth.org

410-228-3223
FAX: 410-228-9319

Roger L. Harrell, M.H.A.
Health Officer

March 21, 2022
Aliyah Jones, M.D., MBA
Deputy Secretary, Behavioral Health Administration
Maryland Department of Health
Spring Grove Hospital Center
Dix Building, 55 Wade Avenue
Catonsville, MD 21228
RE: Community Behavioral Health Plan FY2023
Dear Dr. Jones:
At a March 21, 2022, meeting, the Mid Shore Planning Collaborative (comprised of the Caroline,
Dorchester, Queen Anne, Kent and Talbot Local Addiction Authorities and of the local mental
health authority, Mid Shore Behavioral Health Inc.) presented and requested approval of the
FY23 Community Behavioral Health Plan. Present were the Mid Shore Behavioral Health Inc.,
Board of Directors (with the required quorum), the MSBH Regional Behavioral Health Advisory
Committee and leadership from the five Local Drug and Alcohol Abuse Council (LDAACs). The plan
was reviewed, and all representation and governing bodies expressed their support for the
Community Behavioral Health Plan FY2023.
Thank you for your attention to this matter.
Sincerely,

Roger L. Harrell, M.H.A.,
Dorchester County Criminal Justice Partnership and Health Department

March 21, 2022
Aliyah Jones, M.D., MBA
Deputy Secretary, Behavioral Health Administration
Maryland Department of Health
Spring Grove Hospital Center
Dix Building, 55 Wade Avenue
Catonsville, MD 21228
RE: Community Behavioral Health Plan FY2023
Dear Dr. Jones:
At a March 21, 2022, meeting, the Mid Shore Planning Collaborative (comprised of the Caroline,
Dorchester, Queen Anne, Kent and Talbot Local Addiction Authorities and of the local mental
health authority, Mid Shore Behavioral Health Inc.) presented and requested approval of the
FY23 Community Behavioral Health Plan. Present were the Mid Shore Behavioral Health Inc.,
Board of Directors (with the required quorum), the MSBH Regional Behavioral Health Advisory
Committee and leadership from the five Local Drug and Alcohol Abuse Council (LDAACs). The plan
was reviewed, and all representation and governing bodies expressed their support for the
Community Behavioral Health Plan FY2023.
Thank you for your attention to this matter.
Sincerely,

Scott Haas/Holly Ireland
Queen Anne’s County LDAAC
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FY23 Community Behavioral Health Plan
March 21, 2022
(4:00 p.m. – 6:00 p.m. Virtual Meeting)
By Mid Shore Planning Collaborative
In Attendance: (Attendance sheets on file by governing body and County.)
Kristin Dietz, Robin Cahall, Donald Hall, Melanie Sheehan, Brenna Fox, Maggie Thomas, Joseph
Ciotola, Sarah Cloxton, Maria Maguire, Joan Brooks, Andrew Pons, Archie Cawley, Doncella
Wilson, Donielle Davis, Eboni Taylor, Herb Dennis, Judith Hegarty, Kathleen McGrath, Robert
Roca, Roger Harrell, Shanez Jenkins, Stirling Ward, Susan Johnson, Valerie Davis, Katie Dilley,
Kelley Moran, Tim Wright, Maria Daniels, Alisha Saulsbury, Brigitte Kealy, Jazzmine Davis,
Deborah Becker, Trish Todd, Bernie Vervin, Sarah Baynard, Audra Cherbonnier, Yvette Hynson,
Ann Simpers, Ashley Strazza, Akima Copper, Julie Slivka, Kristine Liwanag, Shannon Joyce, Carole
Wills, Alice Barkley, Ashley Eason, Bobbi Graef, Diane Lane, Donald Hall, Brandy James, Cara
Calloway, Lindy Lewis, Maggie Thomas, Megan Pinder, Omeaka Jackson, Rachel Sadorf, Rochelle
Ringgold, Sharon Dundon, Tim Haynes, Wilbur Levengood, Jr., Caroline Znaniec, Pat Thompson
Brooks Robinson, Melanie Sheehan, Bill Webb
Meeting start: officially started at 4:08 p.m. after attendance.
Introduction, Housekeeping and Acknowledgements:
Katie Dilley welcomed everyone to the presentation and reminded everyone to type their names
and association with RBHAC, MSBH BOD, or any of the five mid shore county LDAAC including
multiple seats represented, in the chat box for attendance purposes. Katie welcomed everyone
on behalf of the Mid Shore Planning Collaborative, advised that the PowerPoint presentation can
be shared if interested, asked that attendees stay to the end for voting to endorse the plan, and
announced that the meeting would be recorded.
Katie reviewed the Agenda.
Donald Hall, MHS, LCDAC (Dorchester County) introduced himself and the rest of the Mid-Shore
Local Authority Directors: Kristin Dietz, MS (Acting, Caroline County); Brenna Fox, RPS, CRPS (Kent
County); Katie Dilley, LCSW-C (MSBH); Maggie Thomas, MS (Queen Anne’s County); Sarah
Cloxton, LGPC, LCADC (Talbot County).
Maggie Thomas further acknowledged and thanked everyone in attendance.
Mid Shore Planning Collaborative (MSPC)
Katie Dilley provided an overview of the history of MSPC starting with its inception in FY20. There
is value in the collaborative approach to developing an annual plan that spans five counties as
well as in supporting integration efforts. Discussed the role of the pandemic in strengthening
partnerships and continued work together on grant opportunities, funding needs, and
responding to crises. The FY23 CBHP is an abridged plan per BHA’s guidelines to reduce the size

to twenty-five pages. The data portion does not have a page limit. This presentation of the CBHP
is a review of the draft for endorsement. Next year’s plan will span three to five years.
MSPC Mission & Vision
Maria Daniels read the Mission & Vision Statement for MSPC as is found below.
Mission: The Mid Shore Planning Collaborative is a partnership of six local behavioral health
leadership organizations, representing all community members of Caroline, Dorchester, Kent,
Queen Anne’s, and Talbot counties. Our overall goal is to enhance and strengthen behavioral
health programs and provide services to diverse populations throughout the region.
Vision: A mid-shore community where individuals and families are resilient, empowered, and free
from health disparities, with equitable access to quality behavioral health care and resources.
New Developments & Challenges:
• House Bill 116 (Opioid Use Disorder Examination and Treatment Act) – Sarah Cloxton,
Talbot County LAA Director, provided an overview of challenges to the Bill including
stigma, streamlining of programs involving multiple authorities, staffing shortages,
required coordination, uncertainty regarding regulations on controlled substance
prescriptions, and the unpredictable nature of length of stays.
• Master Facility Plan - Brenna Fox, Kent County LAA Director, reviewed the three phases
of the Plan, developed by MDH for the purpose of remodeling system-wide healthcare
delivery and enhancing the quality of health while minimizing cost.
• Children, Adolescents, and Young Adult Services - Audra Cherbonnier, Behavioral Health
Coordinator, discussed new developments, referencing specifically Dorchester County,
where a new grassroots workgroup has formed to develop a plan to meet the needs and
concerns of the community and engage all residents. The shortage of social workers and
therapists is a challenge, while the numbers of people experiencing anxiety and
depression since the onset of COVID 19 continues to grow. Many providers have waitlists
from one to six months.
• Emergency Shelters- Jazzmine Davis, Continuum of Care Housing Manager, discussed the
impact of a lack of affordable housing in the mid-shore region, the increase in displaced
large families (seven – nine member households), and lack of shelter capacity to meet the
need. There are only three year-round family shelters with others seasonal. The pandemic
reduced capacity of existing shelters to almost 50%, doubling numbers of large families in
need of shelter. There is a lack of funding available for additional shelters.
• Optum & Workforce Impact – Katie Dilley, Executive Director, provided an overview of
Optum’s tenure since January 2020 as the Administrative Service Organization (ASO) and
the impact on provider payments for services. Optum, for the first eight months of 2020,
estimated payments for services leading to a reconciliation process based on an
inaccurate claims history. This has resulted in a large exposure of revenue expected to be
paid back, for several providers in the mid-shore region. The financial stress combined

with COVID 19, along with workforce shortages, has been an overwhelming crisis for the
provider network leading to some opting out of the public behavioral health system.
Updated on advocacy efforts involving the Eastern Shore Behavioral Health Coalition, the
Behavioral Health Coalition, and the Community Behavioral Health Coalition to support a
fair process for claims, repayment, and debt forgiveness.
FY23 Mid Shore Planning Collaborative Goals and Objectives– The three CBHP goals and
corresponding objectives were reviewed by members of the MSPC.
Data Collection Process – New for FY23 – Sarah Cloxton provided an overview of the plan’s data
sources and the data covered in the analysis from FY19-FY21, and target areas (Health disparities,
overdose events, and crisis response). This year data has been gathered from sources including
the Maryland Department of Health, the Office of the Chief Medical Examiner, Vital Statistics
Administration, Opioid Operational Command Center, Maryland Health Information Exchange
(CRISP- MD PDMP, US Census Data, Hospital Data, Crisis Service Data, Public Health Services, and
the Overdose Data to Action Toolkit). Traditionally the ASO and BHA provide data informing the
CBHP but some of that historical data has been unavailable.
Challenges to gathering data: FY20 claims collection information was limited and MDH’s network
incident impacted getting data workbooks.
Members of MSPC reviewed highlights from the data collected for the CBHP that included mental
health and substance use utilization rates, MA eligibility, suicide, opioid/substance use and
overdoses, unemployment, poverty, homelessness, Naloxone, crisis response, and public
behavioral health vaccination rates. Reviewed demographic population data including race,
ethnicity, age, and gender illuminating disparities and differences between the five counties in
the mid-shore and between the mid-shore and Maryland.
Reviewed the FY23 Cultural & Linguistic Strategic Plan including impact of the pandemic,
telehealth, and internet and technology access/availability as well as the need to reduce barriers
for a growing Haitian and Spanish-speaking population in the mid-shore. Briefed attendees on
the Diversity and Inclusion Workgroup, the MSPC CLAS Assessment, and the National CLAS
Standards included in the CLC Strategic Plan.
Reviewed Highlights and Achievements:
•

•

August 2020, the Bay Bridge Partnership was formed in response to incidents on the Bay
Bridge. The collaboration between Queen Anne’s and Anne Arundel Counties has resulted
in a more enhanced crisis response and has grown into analyzing crisis hot spots in the
state. The Partnership will present at the BHA Annual Conference this year.
The Sequential Intercept Mapping (SIM) Conference of FY21 focused on working with
veterans – discussed the Forensic Mental Health Program’s cross-system approach
helping to identify resources as well as gaps, while helping develop strategic action.
Shared a consumer success story.

•

•

•

•

•

Adolescent Clubhouse funding supported the creation of the Minary’s Dream Alliance
(MDA), designed for youth ages 12 – 17 at risk for substance use or who live in a high-risk
home. One MDA signature project is the HipHop Time Capsule, in partnership with
Washington College and the Chesapeake Heartland Project, providing opportunity for
youth explore Kent County’s African American History and to make and record music.
MDA partners with the health department to provide life skill training and substance use
prevention initiatives for participating youth.
Peer Support - Queen Anne’s County – Maggie Thomas presented data revealing a 61%
reduction in non-fatal overdoses in 2021 (from 122 to 47) with fatal overdoses a 31%
reduction (16 in 2018 to 11 in 2021). Briefed on the value of peer support and strong
relationships with partner agencies (Drug free Coalition, LDAAC, and more).
Behavioral Health Assisted Living Pilot Program – Provides assisted living placement for
four-six individuals with behavioral health conditions and assistance with ADLs / IDALs.
Currently there are four individuals successfully placed.
Caroline County Safe Station – The safe station is a collaborative effort among the State’s
Attorney in Caroline County, the Caroline County Sheriff’s Department, Affiliated Sante
and the MSBH, launched in 2021 and funded through the State Opioid Response Grant
and the OOCC Grant. Ten consumers have been served to date.
Going Purple Together – The five counties of the MSPC planned and launched the first
MSPC Going Purple Together event on a virtual platform.

Questions and Answers
After the formal presentation of the FY23 CBHP, President of the MSBH Board, Susan Johnson,
expressed her congratulations to everyone on the great job putting the Plan together. There were
no questions.
Vote to approve CBHP and the approval process:
Katie Dilley expressed gratitude for the support, advising, and leadership extended to the MSPC,
and thanked the MSPC for all the hard work and collaboration and the work illuminated through
the CBHP, and opened the floor for voting virtually, with a consensus reached by raising hands,
to approve the FY23 CBHP.
Katie reviewed next steps, for those with a leadership role to expect a letter to sign and return
to be included in the submission of the Plan and complete the Plan Approval Process. Expect the
PowerPoint presentation and the final draft of the document either by the end of the week or
early next week.
Meeting ended: 6:17 p.m.
Respectfully submitted,
Kristine Liwanag & Kelley Moran
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MSPC
Mission
& Vision

Mission
The Mid Shore Planning Collaborative is a partnership of six
local behavioral health leadership organizations, representing
all community members of Caroline, Dorchester, Kent, Queen
Anne’s, and Talbot counties. Our overall goal is to enhance and
strengthen behavioral health programs and provide services to
diverse populations throughout the region.

Vision
A mid-shore community where individuals and families are
resilient, empowered, and free from health disparities, with
equitable access to quality behavioral health care and
resources.
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New Developments
& Challenges
1. House Bill 116
2. Master Facilities Plan
3. Child, Adolescent, & Young
Adult Services
4. Emergency Shelters
5. Optum & Workforce Impact
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FY23 Mid Shore Planning Collaborative Goals
Goal 1: Implement an integrated behavioral health systems
management structure.
Goal 2: Enhance the health and wellness of our mid-shore
community by strategically addressing the impact of social
determinants.
Goal 3: Build and support a regional behavioral health system of
care and a dynamic rural workforce.
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Goal 1 Objectives
►

Objective 1: Mid-shore counties local behavioral
health systems managers will work collaboratively
towards achieving regional behavioral health
systems integration.

►

Objective 2: MSPC will work with system partners
to develop an integrated leadership and
governance model in the mid-shore.

►

Objective 3: MSPC will assess, develop, and plan
for an integrated fiscal and operational structure.

►

Objective 4: MSPC will practice coordinated quality
management of our regional behavioral health
system.

Goal 1:
Implement an
integrated
behavioral
health systems
management
structure.
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Goal 2 Objectives
►
►
►

Objective 1: In partnership with consumers, their natural support systems, and the
community at large, promote awareness and understanding of behavioral health.
Objective 2: Identify and address the culture and stigma associated with
behavioral health in the mid-shore.
Objective 3: Actively involve members of the mid-shore community in behavioral
health systems management.

►

Objective 4: Recognize the role of systemic social injustice and racial inequity and
how it inhibits wellness in the mid-shore community.

►
►

Objective 5: Address the issue of homelessness in the mid-shore.
Objective 6: Address the needs of individuals who are impacted by the criminal
justice system.
Objective 7: Work collaboratively with the mid-shore community to promote a
Trauma-Informed system of care.
Objective 8: MSPC will work collaboratively with local partners to improve the
provision of transportation resources.
Objective 9: Partner in the development of opportunities to support gainful
employment of community members in the mid-shore.
Objective 10: MSPC will enhance our relationship with private and public-school
systems to increase resource dissemination to improve the therapeutic program
within the school systems

►
►
►
►

Goal 2
Enhance the health
and wellness of our
mid-shore
community by
strategically
addressing the
impact of social
determinants.
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Goal 3 Objectives
►

Objective 1: MSPC will promote a “No wrong door”
culture across multiple community access points to
reduce and remove barriers for utilization of behavioral
health services

►

Objective 2: MSPC will promote and monitor the
development, access, and sustainability for the provision
of services for all children, adolescents, and transition

►

Objective 3: MSPC will support workforce expansion in
our rural region to increase behavioral health provider
options.

►

Objective 4: Enhance, sustain, support our current
community workforce age youth for mid-shore
residents.

Goal 3
Build and support
a regional
behavioral health
system of care and
a dynamic rural
workforce.
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Data Analysis
Data Collection Process- New for FY23

FY19-FY21 Data Analysis

Target Areas
• Health and Behavioral Health Disparities
• Overdose Events
• Crisis Response
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MID SHORE BEHAVIORAL HEALTH, INC.
SUB-VENDOR SITE REVIEW REPORT

Sub-Vendor (provider):

MSBH Contract Monitor:

Program:

Date of Review:

Contract Award Amount:

Site Reviewed:

Type of Site Visit (Onsite or Virtual):

Sub-Vendor Staff present:

Fiscal Year:
Scope of Work:
•

List out each deliverable in the scope of work (found in award contract file). Describe in detail
how they are addressing each item.

General Requirements:
•

Does the sub-vendor maintain a record of the contracted services being provided via an Electronic
Medical Record/Electronic Health Record (EMR/EHR)?
Yes _____ No _____N/A_____ If paper files are maintained, are they held in a secure and
confidential location?
Yes _____ No _____N/A_____

Technical Compliance:
•

Please provide copies of relevant licenses, certifications, and/or accreditation status? (Please
explain, verify and copy documentation)

•

Is there a process in place for consumers to submit grievances or complaints related to their
provider? (Please explain the process) Yes _____ No _____N/A_____
Did you receive any complaints or grievances of the past year Yes _____ No _____N/A_____
If so, how was it resolved?

Personnel:
• Are the positions that are grant funded included in the Condition of Award (COA)?

Yes _____ No _____N/A_____ (Please review the budget for confirmation. If no, please explain,
e.g. if the position is vacant, etc.)

•

Does the program have personnel who are licensed, appropriately supervised, and legally
authorized to practice under Maryland Practice Boards in their designated profession if the
services being provided require such licensing or certification? (e.g., (a) Social Work; (b)
Professional Counseling; (c) Psychology; (d) Nursing; (e) Occupational Therapy; or (f) Medicine or
governing body. Yes _____ No _____N/A_____
Describe supervision

____Verified valid state licensure
____Received/documentation by provider
•

Are the positions that are grant funded clearly and accurately differentiated between time spent
on grant activities and time spent on other services not related to grant funded activities? If
effort is funded across grants, indicate the % effort that is spent for each grant.
Yes _____ No _____N/A_____
Grant

Position(s) Funded

% Effort

Grant Activities

•

Does the sub-vendor maintain and update a complete equipment inventory list of items
purchased utilizing grant funds? (Please review and explain documentation)
Yes _____ No _____N/A_____

•

Does the sub-vendor have a policy or procedure regarding the disposition of equipment? (If yes,
please explain. If no, Grantee should provide a plan for upgrades, disposal, and transfer of use)
Yes _____ No _____N/A_____

Travel and Training:
• Does the sub-vendor maintain all supporting documentation for travel related expenditures
incurred using grant funds? (Explain and verify documentation)
Yes _____ No _____N/A_____
•

Does the sub-vendor maintain all supporting documentation for training related expenditures
incurred using grant funds? (Explain and verify documentation)
Yes _____ No _____N/A_____

Contract Compliance:
• Does the sub-vendor submit expenditures and outcome reports in a timely manner? Reports to
include total funds spent, number of individuals served, targets met. (Please explain/verify
documentation if applicable)
Yes _____ No _____Needs Improvement_____

(Insert BHC monthly monitoring tool)
If no or needs improvement, note item(s) and explain: (Note specific items from contract
deliverables and how those items are deficient.
•

Were there any budget modifications submitted to the Local Authority during the current FY?
(Please explain if applicable)
Yes _____ No _____N/A_____

Scope of Work:
• Are the program activities on-target to meet program outcomes outlined in the Condition of
Award/Statement of Work (COA/SOW)? (How is this measured)?
Yes _____ No _____Needs Improvement____

If no or needs improvement, note item(s) and explain: (Note specific items from scope of work
and how those items are deficient.)

Summary of site visit:
• Summary should include who, what, where, when of site visit. Also include brief program
description, strengths, and improvements from previous year’s site visit if applicable.

•

Include number of charts reviewed and organization of charts.

Follow-Up Needed:
•

Is technical assistance, follow-up activities, or training needed? (Please explain, verify and copy
documentation) Yes _____ No _____

•

Is a Corrective Action Plan (CAP) recommended? Yes _____ No _____

*Failure to respond to requested follow-up may result in a Corrective Action Plan*

Report submitted by:

Date:

