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The following agencies were represented at this session: 

Maryland Coalition of Families; Anne Arundel County Mental Health; Baltimore Crisis Response, Inc.; 
Behavioral Health Administration; Heroin Action Coalition/F.A.C.E. Addiction MD; Maryland Heroin 
Awareness Advocates; NCADD Maryland; Life Crisis, Inc.; Wicomico County Health Department; 
Department of Disabilities; American Academy of Pediatrics; Affiliated Sante; and NAMI.  
  

BHA Comments- 

 Notice of listening session was posted on the BHA website, under latest information.  

 Draft recommendations from the MCH workgroup, which has been meeting over the past four 

months, were made available prior to the meeting by request or on the BHA website under 

Latest Information.  

 The workgroup considered current conditions (requirements), best practice standards (if 

available) and new requirements from the HOPE act, and developed these recommendations 

from those discussions. 

Questions for attendees: 

1. Are there any questions about the content/meaning of any of the recommendations? 

o Are Conditions of Award (COA) and accreditation standards available? Yes, can make 

available 

o Request for clarification of mobile crisis team recommendation?  Does this affect all 

mobile teams?  Not all hotlines are connected to an organization with MCT; for those 

that do, important that they be accredited. 

 

2. Are there suggestions for significant modifications to the recommendations for the 

workgroup's consideration? 

 

 Regarding recommendation that callers be provided information about what to expect 

within current treatment system based on time and location of caller, and MCH 

provider’s knowledge of current resources; request to amend to not just include “based 

on location of caller” but for call specialists to be familiar with services that are available 

statewide, such as withdrawal management (“detoxification”). Call specialist need to be 

trained on statewide resources, not just local resources.  

Comments re above-  



 This recommendation was intended to help people understand what to expect, what can be 

offered, could include statewide, but can also address what will happen when reach 

treatment. 

 Affiliated Asante commented on what services they provide;, services are not just specific to 

one county. 

 Explaining the process is important. 

3. Are there any additional recommendations for the workgroup's consideration? 

Q. Do the recommendations need to specify including information for children and adolescents 

(C&A)? Or is it implied? There are different screening tools, trainings, etc. for children and 

adolescents. Do we need to take them in to account? Recommend review two bullets, one on 

EBP for screening, and the one for training plans (top bullet on 2nd page). 

Comment re above-  

 Screening instruments were reviewed in a sub-committee, looked at C&A tools in that 

process. 

Questions- 

Q. Did workgroup make any recommendations regarding looking at centralized service?  A. No, 

calls are centralized already with one statewide number, decentralized with services (call 

centers). There were no specific recommendations regarding this. 

Q. Will there be recommendations re centralization? ?  (Note: will address within workgroup 

6/27) 

Q. Is there a workgroup for the training requirements? Call takers don’t seem to understand the 

resources that the SUD caller may be looking for. A. Yes, incorporated in bullet, can consider 

adding addressing the difference between ASAM levels of care.  (5th bullet).  

Q. Do these recommendations apply to all hotlines? No, only for the MCH 

Comments – 

 Call specialists were provided a protocol to send callers to an appropriate site for 

assessment, not to send people to a specific program.  

 

 Regarding not sending callers to a specific level of care- chronic users need to be gotten 

to a specific placement where they can go immediately. Need to be seen as an 

emergency, like a suicide. Treatment facility should do the assessment, get emergencies 

into someplace to stabilize and then learn about what other paths to recovery are 

available. Lives are in danger, assessment lengthens process, puts lives in danger. 

 



 System is changing; now there is a responsibility for receiving program to do assessment 

and determine level of care, part of utilization review process. Now there is a 

disincentive to admit people unless they meet LOC.  Call specialists will be able to refer 

more quickly. With HOPE bill we will stand up a walk-in crisis center, center will be able 

to help with assessments.   

 

 Certain things can be determined up front, for chronic street users, so most appropriate 

services are provided.  

 

 Most significant morbidity issue is combination of benzodiazepines, opioids and alcohol. 

Getting people to services that can address this is important.  

 

 Provider can refer to more appropriate LOC if person does not meet criteria. 

 

 Incentives to do so are important 

 

 It’s important to know the difference between screening and assessment; screening is 

to determine emergency imminent danger from psychiatric, substance use, or medical 

crisis.  

 

 Appreciate utilization review, will resolve problems in system & speed access to care.   

 

4. Are there any post Hotline recommendations re system of care?  

None noted. 

5. Thank you for your time and attention to this process, please submit any requests for significant 

modifications, or additional recommendation to Laura Burns-Heffner by June 22nd, in order to 

be considered by the workgroup on June 27th. 

 


