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Introduction
In behavioral health systems across the nation, people with severe behavioral illnesses have a greater
propensity for repeated hospitalizations, are more likely to come into contact with the criminal justice
system and may struggle to get the treatment they need. States use involuntary civil commitment as a
safety net for when a person, due to their mental illness, exhibits a danger to self or others or is unable to
maintain basic survival skills for self-care, but is unwilling to voluntarily comply with a recommendation
for hospitalization. Even when there is a clear need for intervention, providing treatment to persons in
such situations is not an easy task and community-based services such as crisis hotlines, mobile crisis
teams, urgent care/walk-in appointment and hospitalization is often a critical first step in initiating
psychiatric care. Over the last several years, states have become more specific on defining dangerousness
in order to provide clarity for the legal process, clinicians, and first responders.
In Maryland, there is unclear language in the statutes and regulations, which has led to wide
interpretation of the law on involuntary civil commitment with those meeting commitment criteria
sometimes not being hospitalized, or not even being emergency petitioned in the community for an
evaluation in an emergency department. It’s important to note that mobile crisis teams, which are
available in 16 jurisdictions across Maryland, offer an immediate response to a person in crisis potentially
alleviating the need for an emergency petition. The dangerousness standard within Maryland’s
commitment law is brief and nonspecific, consisting of only one sentence, “The individual presents a
danger to the life or safety of the individual or of others.” In February 2021, the Behavioral Health
Administration (BHA) was charged with reviewing current civil commitment laws, and examining the
definition of dangerousness and grave disability. From March 3, 2021 to April 20, 2021, BHA led a diverse
group of stakeholders, hosting four workgroup meetings, to better define the language of civil
commitment. The purpose of the meetings was to review national best practices on civil commitment
and develop recommendations to provide greater clarity to Maryland’s civil commitment definition.

Throughout the Involuntary Commitment meetings, stakeholders had an opportunity to listen and
dialogue with various participants, including people with lived behavioral health experiences, family
members, local, state and national advocates, and the Maryland Department of Health and Department

of Disability (MDOD) staff. Participants from the Stakeholder Workgroup were invited to present to bring
diverse opinions to the meetings. Presentations were provided by representatives from the Maryland
Coalition for Families, Schizophrenia and Related Disorders Alliance of America, the Treatment Advocacy
Center, Maryland Consumer Quality Team, Maryland Peer Advisory Council/Descendant of the Cherokee
Nation Eastern Band, National Alliance on Mental Illness Maryland, Maryland Office of the Public
Defender and the Outpatient Civil Commitment Program administered by Behavioral Health Systems of
Baltimore.
Stakeholders dedicated time to actively participate in discussions, explore the many facets of this
complex issue and develop recommendations as contained in this brief report. Stakeholders proposed
three recommendations: (1) Refine the definition of the dangerousness standard in regulations; (2)
Provide comprehensive training around the dangerousness standard; (3) Gather additional data elements
about civil commitment. The implementation of these recommendations can address gaps in the Public
Behavioral Health System and improve access to outpatient mental health services while decreasing the
use of more restrictive levels of care.
The format of the report includes:
o The 2014 Involuntary Civil Commitment Historical Review
o National Best Practices and Advocacy Report Summaries
o Data from the State of Maryland Office of the Public Defender
o Clarifying the Definition of Dangerousness
o Draft Recommendations
o Stakeholder Testimony and Report Feedback

Involuntary Civil Commitment – 2014 Historical Review in Maryland
As background, in 2014, Senate Bill 882/House Bill 1267 legislative session required the Secretary of
Health and Mental Hygiene (currently known as Secretary of Health) to convene a panel workgroup to
examine the development of assisted outpatient treatment (also known as outpatient civil commitment)
programs, assertive community treatment programs, and other outpatient services in the state; develop
a proposal for a program in the State; and evaluate the dangerousness standard for involuntary
admissions and emergency evaluations. The Department of Health was required to recommend draft
legislation as necessary to implement the program included in the proposal, and required to evaluate the
dangerousness standard for involuntary admissions and emergency evaluations of individuals with
mental disorders. As part of this evaluation, the Department was required to discuss options for clarifying
the dangerousness standard in statute or regulations and initiatives to promote the appropriate and
consistent application of the standard.
In 2014, The Department of Health and Mental Hygiene (now the State of Maryland Department of
Health), Behavioral Health Administration) convened a Panel workgroup of diverse stakeholders. The
Panel reviewed the dangerousness standard, and found that in practice, there was variance in how the
dangerousness standard is interpreted across the healthcare system. Specifically, there was an
inconsistent application of the dangerousness standard in various settings, including emergency petition
evaluations. Ultimately, the Panel developed a report with recommendations to promulgate regulations
defining dangerousness to promote consistent application of the standard throughout the healthcare
system .
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Further recommendations included the development and implementation of a training program for
healthcare professionals regarding the dangerousness standard as it relates to conducting emergency
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evaluations and treatment of individuals in crisis. It was suggested that training should be extended
beyond the emergency room to Administrative Law Judges, the Office of the Public Defender, consumers
and family members to ensure consistent application of the standard statewide.
The Panel also recommended that the Department report annually on the Civil Commitment pilot
program outcomes. In 2016, The Maryland Outpatient Civil Commitment proposal was accepted by the
Substance Abuse Mental Health Services Administration (SAMHSA) and the program was launched in
2017. The program was subsequently funded by BHA when federal grant funds from SAMHSA was
discontinued.

National Best Practices and Advocacy Reports
To help understand the issues and provide a framework, the Involuntary Commitment Stakeholder
Workgroup used national best practices from the SAMHSA , and reviewed reports from the Treatment
Advocacy Center (TAC) and Mental Health America (MHA).
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According to SAMHSA, “Involuntary commitment, whether associated with hospitalization or a
community treatment program, involves a significant limitation of liberty—the kind of limitation that is
rare outside of the criminal justice system. For this reason, among others, commitment remains
controversial, especially among recovery-oriented mental health stakeholders who place a high value on
personal autonomy and self-determination (Civil Commitment and the Mental Health Care Continuum:
Historical Trends and Principles for Law and Practice).”
SAMHSA’s Practical Tools to Assist Policy Makers in Evaluating, Reforming, and Implementing Involuntary
Civil Commitment takes into account the competing interests in civil commitment, considers the inherent
ethical concerns, and provides practical tools to assist policy makers and others responsible for reforming
or implementing civil commitment laws or systems. Below is a checklist of specific model requirements
for inpatient and outpatient commitment statutes. This checklist was presented to stakeholders as a
reference and served as a guide in the suggested change in the dangerousness definition.
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SAMHSA Best Practice Elements for Civil Commitment
Checklist for Policy Makers and Practitioners
The individual is reliably diagnosed with a serious mental illness.

●

Treatment for the individual’s mental illness is available.

●

The treatment that is available is likely to be effective.

●

A reasonable effort has been made to help the individual understand the nature of his or her
mental illness and the treatment proposed, including the potential risks and benefits of such
treatment and the expectable consequences if he or she is or is not committed.

Outpatient Commitments:
● Without the treatment and other supports that would be available as a consequence of an
outpatient commitment order, it is reasonably predictable, given the individual’s psychiatric
history, that the individual, as a result of the serious mental illness diagnosed, will experience
further deterioration to a degree that, in the foreseeable future, the individual will meet the
requirements for inpatient commitment.
●

The respondent is capable of surviving safely in the community with available supervision from
family, friends, or others.

●

The individual’s understanding of the nature of his or her mental illness and the treatment
proposed, including the potential risks and benefits of such treatment and the expectable
consequences if he or she is or is not committed, is impeded to a significant degree by the
symptoms of a serious mental illness or their mental disability, limiting or neglecting the
individual’s ability to make an informed decision whether to accept or comply with
recommended treatment.

From different perspectives, TAC and MHA produce reports that rank mandatory treatment laws and
behavioral health systems of care in the nation. The TAC report examines and compares laws from across
the country on involuntary treatment. Ten states received an “A” and eight states received an “F.”
Maryland was one of the states to receive an “F” for its civil commitment laws. Maryland does not have
outpatient civil commitment laws which contributed to the low grade.
MHA is an organization that advocates for policy, programming, and analysis. MHA’s national report card
examines 15 indicators for youth and adults to assess the comprehensiveness of a behavioral health
treatment system. In the MHA national report card, Maryland received an A for the behavioral health
system. This ranking was based on 7 factors which include the number of adults: With any mental

illness, substance use disorder in the past year, serious thoughts of suicide, number of
uninsured, number of people with any mental illness that did not receive treatment, reporting
unmet needs and who could not see a doctor due to cost.
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Summary of Stakeholder Meetings

BHA hosted four stakeholder workgroup meetings to discuss Civil Commitment in Maryland. Below is a
summary of the four meetings with the full minutes included in the appendix .
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● March 3, 2021: The Involuntary Commitment Workgroup was introduced to the work of two national
advocacy organizations that highlight diverse viewpoints on behavioral health treatment and laws:
Treatment Advocacy Center (TAC) and the Mental Health America (MHA). In the kickoff meeting, the
workgroup began to review the current Maryland statute, regulations and definitions for civil
commitment, and explored similarities/differences of the definition of dangerousness from Minnesota,
and Michigan. It was noted that Maryland has a comprehensive, well developed behavioral health system
in Maryland.
● March 17, 2021: A brief presentation was provided regarding the population and race by state. The
workgroup discussed how to avoid racial bias and health disparities and promote parity/access across the
state between urban and rural jurisdictions. Leadership from the Consumer Quality Team provided an
overview of people with lived experiences regarding participation in the Outpatient Civil Commitment
Program. This project is piloted in Baltimore City, administered by Behavioral Health Systems of
Baltimore and includes both voluntary and involuntary participants. An overview of the Civil Commitment
and Mental Health Continuum of Care: Historical Trends and Principles for Law and Practice by Substance
Abuse Mental Health Services Administration was provided. As a comparison, the definition of
dangerousness from West Virginia was discussed.
● April 7, 2021: This meeting included presentations from community members including the Maryland
Peer Advisory Council-Cherokee Nation Eastern Band, Maryland Coalition for Families, and Maryland
Chapter of Schizophrenia and Related Disorder Alliance of America . Workgroup members continued to
discuss proposed changes to Maryland’s definition of dangerousness and the need for more data as well
as training. It was suggested that workgroup members should also read the report by Dr. Paul
Appelbaum, Almost a Revolution: An International Perspective on the Law of Involuntary Commitment.
(Appelbaum, 1997)6.
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●April 20, 2021: This meeting began by reviewing Senate Bill 882/House Bill 1267 (2014) 7. The 2014 Bill
requires the Workgroup to determine how the standard should be clarified in regulations and statute and
the Department supports further clarification of the current standard. The Chief Attorney from the
Maryland Office of the Public Defender provided a review of data regarding mental health hearings.
Stakeholders discussed and reviewed the data providing comments and insights reflecting that additional
data is needed. A presentation from the National Alliance on Mental Illness Maryland from people with
lived experiences and family members was provided. The Outpatient Civil Commitment Program,
operated In Baltimore City through Behavioral Health Systems Baltimore, also provided an overview of
the service delivery model and lessons learned from the project. The goals of OCC are to reduce inpatient
hospitalizations, increase connections to outpatient behavioral health services, realize cost savings to the
public behavioral health system and improve program participants’ health outcomes and quality of life.
Finally, workgroup members continued to discuss the revised definition of dangerousness and identify
draft recommendations.
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Presentation of Data

The State Maryland Office of the Public Defender, Mental Health Division provided an overview on Civil
Commitment Data.

6

Special Emergency Petitions by Race
Asian
3%
Black
51%
Hispanic/Latino
3%
American Indian
.1%
White
35%
Other or unknown
8%

It was reported that of the clients who are self-represented during the Administrative Hearing for
Involuntary Commitment, the vast majority come into the hospitals on emergency petitions. It was
reported there have been situations where people have had difficulty getting an emergency petition for a
family member but this is understood to be the minority of cases. The Office of Public Defenders had
over 9,000 people come through the Office in 2020 and 219 were released by an Administrative Law
Judge. According to The Office of Public Defenders, attorneys have begun to monitor emergency
petitions by race. The data indicates that Black individuals are the largest racial group to experience an
emergency petition (51% of the cases).
Statistics of individuals retained by race:
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Statistics show that Black persons make up 51% of all emergency petitions in a recent six-month period,
with the next largest group being White persons at 35%. Without county-specific population and
emergency petition data, it is not possible to assess whether persons of any given racial identity are
regularly emergency petitioned at a greater rate than persons of another racial identity or how these
rates may vary across jurisdictional or periods of time. However, based on data provided for the total
number of EPs per racial identity group and total number of persons ultimately retained (5.76% at a
higher percentage than White persons (5.04%) during the time frame of data collection. Without data
regarding the racial identity of persons who were discharged, chose voluntary admission, etc., it is not
possible to calculate whether this differential persists, decreases or increases. The Office of Public
Defenders is beginning to keep additional data such as the number of hours spent in the emergency
room. While the data presented is important, additional data elements are needed to have a fuller
understanding of the civil commitment process in Maryland.
In July, 2021, the Journal of Psychiatric Services published a study demonstrating that Black persons of
Caribbean or African descent with first episode psychosis (FEP) were significantly more likely to be
coercively treated than were non-Black individuals with FEP. The research found that age and
violent/threatening behavior were predictors of coercive referral and intervention. The article identifies
that more research is needed to explore the role of ethno-racial status, how it may influence hospital
admissions, and how to reveal the role of racial prejudices in the assessment of danger (Knight, Sommer,
2021)8.

Clarifying the Maryland Definition of Dangerousness
The Stakeholder workgroup reviewed, compared/contrasted the definition of dangerousness from
Minnesota, Michigan and West Virginia Statutes.
Some stakeholders indicated that the dangerousness standard within the current statute, “danger to the
life or safety of the individual or of others,” did not need to be further defined. More specifically,
stakeholders contended that BHA should implement training around the current standard to address its
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inconsistent application. The standard could then be further defined if training did not promote
consistent application of the standard. Other stakeholders felt the standard was too vague and so
inconsistently applied, and there was the issue of how to train with specific examples based on a brief
dangerousness standard that was not specific.
The current statute for commitment states:
Health General 10-616 outlines the requirements for involuntary admission to a psychiatric or
Veterans facility, which includes the requirements for what a certifying mental health professional
puts on the form.
“The rules and regulations shall require the form to include:
(i) A diagnosis of a mental disorder of the individual;
(ii) An opinion that the individual needs inpatient care or treatment; and
(iii) An opinion that admission to a facility or Veterans' Administration hospital is needed for the
protection of the individual or another.”

Health Gen. 10-617 states:
(a) A facility or Veterans' Administration hospital may not admit the individual under this part
unless:
(1) The individual has a mental disorder;
(2) The individual needs inpatient care or treatment;
(3) The individual presents a danger to the life or safety of the individual or of others;
(4) The individual is unable or unwilling to be admitted voluntarily; and
(5) There is no available, less restrictive form of intervention that is consistent with the welfare
and safety of the individual.
The Involuntary Commitment Workgroup proposes the following revision to (3) The individual presents a
danger to the life or safety of the individual or of others; the dangerousness standard, to become the
following:
(3) The individual presents a danger to the life or safety of the individual or of others, which
includes but is not limited to the circumstances below, which must be recent and relevant to the
danger which the individual may currently present, and arise as a result of the presence of a
mental disorder:
(i) The individual has threatened or attempted suicide, or has behaved in a manner that indicates
an intent to harm self, or has inflicted or attempted to inflict bodily harm on self or another; or
(ii) The individual, by threat or action, has placed others in reasonable fear of physical
harm; or
(iii) The individual has behaved in a manner that indicates he or she is unable, without supervision
and the assistance of others, to meet his or her need for nourishment, medical care, shelter or
self-protection and safety such as to create a substantial risk for bodily harm, serious illness, or
death.
Some workgroup members saw a brief and nonspecific dangerousness standard as a strength, and
expressed concerns that adding specifics could limit appropriate involuntary commitments. Specifics are
nonetheless recommended because the standard is not just for involuntary commitment hearings, which
involves experienced participants well versed in the process, but also informs the emergency petition
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process out in the community, where those involved may be inexperienced with emergency petitions.
Without more specific guidance first responders, and sometimes even clinicians, do not always
appropriately pursue emergency petitions, even when the dangerousness standard has been met.
The expanded language of “has behaved in a manner that indicates an intent to harm self,” for the
danger to self in (3) (i) adds additional criteria beyond only explicit statements of suicidal intent or a
suicidal act. The expanded language on danger to others in (3) (ii) adds the reasonable perspective of the
fear of a potential victim and includes the word action so the danger is not limited to only verbalized
threats about harming someone. In (3) (iii) language was added about grave disability, the danger created
because an individual cannot take care of their basic needs. Somatic medical care was specifically spelled
out, because even though the refusal of somatic care can create a danger to self, it can still be overlooked
because danger to self is usually narrowly viewed only in the context of suicide.
There were strong views, but no consensus, for including criteria for commitment that did not require an
element of danger based on psychosis and psychiatric deterioration, such as the below (iv).
It was discussed whether psychiatric deterioration without a current element of danger should be
included, more specifically when psychosis is present, because it has been found that chronic psychosis is
detrimental to the brain and worsens an individual’s prognosis. In a 2014 article in the Canadian Journal
of Psychiatry, cites that “from cancer to coronaries, early detection in the disease course offers better
prognosis. The longer a pathological process is left unchecked the more damage is done; illnesses
become more complex and thus they become more difficult to treat” (K. McKenzie, 2014)9.
Additional articles were offered by the Treatment Advocacy Center to explore the deterioration of the
brain. One article reported that first-episode psychosis (FEP) can result in a loss of up to 1% of total brain
volume and up to 3% of cortical gray matter. The article highlights that repeated episodes of untreated
psychosis could result in progressively lower levels of baseline functioning, and patients may require
longer hospitalizations to achieve stabilization and higher doses of medications to achieve remission
(Martone, 2020) 10.
It is clear that earlier treatment for many chronic illnesses, both medical and psychiatric, including those
leading to psychosis, has in general a significant likelihood of preventing future harm or treatment
resistance. The issue of whether the criteria for involuntary commitment have been met, in order to
detain someone against their will, should be based on current and acute issues present for a specific
individual, not because of the possibility that the lack of immediate treatment may lead to future harm or
treatment resistance. Another potential problem with not including a current element of danger is
whether it is constitutional, since the Supreme Court in its Olmstead ruling indicated there is a right to
living in the least restrictive setting that is appropriate. In the O’Connor vs Donaldson case, it indicated
that a state should not be able to confine a non-dangerous individual who is capable of surviving safely in
freedom. Other concerns raised include that involuntary commitment may not be the most effective
method to work with this population, and that involuntary admission of non-dangerous individuals would
put significant strain on the psychiatric hospital system.
As such, psychiatric deterioration language such as these two options are not recommended for inclusion
in the revision of the dangerousness standard.
1. The individual has psychosis due to a mental disorder, and the psychosis and the deterioration
it has caused severely impair an individual’s judgment, reasoning, or ability to control behavior, to
where this creates a substantial risk for the emergence in the near future of a danger to the life or
safety of the individual or of others.
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2. Danger to self includes a substantial risk that as a result of the mental illness the individual will
suffer substantial deterioration of the individual’s judgement, reasoning or ability to control
behavior, if unable to make a rational and informed decision as to whether to submit to
treatment
Based on the SAMHSA Best Practice Elements for Civil Commitment, Maryland’s proposed definition on
civil commitment, is well aligned with SAMHSA recommendations.

SAMHSA Best Practice Elements for Civil Commitment
Checklist for Policy Makers and Practitioners

Proposed
Maryland
Definition

●

The individual is reliably diagnosed with a serious mental illness.

Meets

●

Treatment for the individual’s mental illness is available.

Meets

●

The treatment that is available is likely to be effective.

Meets

●

A reasonable effort has been made to help the individual understand the nature of his or her
mental illness and the treatment proposed, including the potential risks and benefits of such
treatment and the expectable consequences if he or she is or is not committed.

Meets

Outpatient Commitments:

●

●
●

Without the treatment and other supports that would be available as a consequence of an
outpatient commitment order, it is reasonably predictable, given the individual’s psychiatric
history, that the individual, as a result of the serious mental illness diagnosed, will
experience further deterioration to a degree that, in the foreseeable future, the individual
will meet the requirements for inpatient commitment.
The respondent is capable of surviving safely in the community with available supervision
from family, friends, or others.
The individual’s understanding of the nature of his or her mental illness and the treatment
proposed, including the potential risks and benefits of such treatment and the expectable
consequences if he or she is or is not committed, is impeded to a significant degree by the
symptoms of a serious mental illness or their mental disability, limiting or neglecting the
individual’s ability to make an informed decision whether to acce pt or comply with
recommended treatment.
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Meets

Meets

Meets

Stakeholder Discussions
Stakeholders had robust, varied, and thoughtful discussions about the issues surrounding the revision of
the dangerousness definition. The meeting minutes, which are included in the appendix, contain the
complete account of comments and electronic chats. Below is a snapshot of the broad opinions
expressed and topics discussed.
“Minnesota’s population is different from Maryland and some of the language may target people we
don’t need to target and looking at past incarceration can target vulnerable populations and people of
color.”
“The imminent danger part of the Maryland statute that was removed is still a barrier for families to
get treatment for their loved ones. Unless the person is totally debilitated for several days the mobile
crisis teams won’t even come out. It’s important to clarify that danger doesn’t need to be imminent.”
“The current dangerousness standard could be a driver to placing people into situations of
homelessness and incarceration.”
“We need to be careful that stigma, discrimination, ignorance and racism can come into play when it
comes to one person making a snap assessment especially for young men with black or brown skin.
There needs to be education and training to teach decision making.”
‘Choices should be included into our system.”
“The clinical review process is cumbersome; we may have to look at that process as well. When
someone is in a facility and refuses medication the appeal process can take 15-21 days. That is a barrier
for getting people the help they need. It is a civil rights and due process issue.”
“Most states have a definition of dangerousness that includes some form of neglect. The major concern
is regarding population and bias. How much does racial bias and other biases impact involuntary
commitment? There is some merit to having a timeline in the definition of danger to self and others.
Prior violence for a person with mental health issues is the highest predictor for future violence.”
“The dangerousness standard is for involuntary commitment and emergency petitions which means
police and lay persons will have to interpret it. If clinicians struggle, law enforcement will not be able to
determine based on psychiatric deterioration if someone is going to be a danger in the foreseeable
future.”
“The current standard results in a very narrow interpretation of imminent danger of suicidal or
homicidal because they are not familiar with court precedent. The law needs to reflect the broader
standard. Only those who meet the narrow standard even get to the commitment hearing. ER doctors
interpret danger as imminent according to Delegate Morhaim, an ER doctor. Very serious consequences
to denial of treatment: suicide, incarceration, homelessness, violence.”
“I have concerns from a patient’s right perspective. The language is entirely retrospective. There’s
nothing that says that we are trying to identify the danger that the person is likely to present in the
foreseeable future. It’s a terrible missed opportunity to not include language like psychiatric
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deterioration as a basis for involuntary commitment. The likelihood that someone could cause harm to
their mind is a danger in itself.”
“The predictions on future danger are notoriously unreliable even for trained professionals. We have
seen studies that show they are slightly more reliable than chance. This is not going to be interpreted
by just mental health professionals. It will be interpreted by police officers and lay people. If mental
health professionals struggle with determining dangerousness, I think it’s reasonable to assume that
people who aren’t trained in mental health will struggle. Roman Numeral III doesn’t do a good enough
job tying the inability to care for oneself to mental illness regardless of the qualifier at the end. We
strongly object to the inclusion of psychiatric deterioration consideration. Just because someone is at
risk for worsening symptoms doesn’t mean they will become a danger to themselves or to others.
Including psychiatric deterioration could create a vastly over broad group of people that will be
subjected to involuntary commitment.”
“NAMI supports clear language to define danger appropriately and I think that the proposed expanded
definition is a strong start.”
“I participated in the meetings in 2013 and 2014 and there wasn’t a unanimous agreement on what
was reached for psychiatric deterioration in that proposal. In terms of predicting dangerousness, those
studies primarily occur when referring to violent dangerousness and that may be difficult to predict but
if someone stops eating, they will have serious repercussions. Future risk is something that doctors can
assess.”
“In this definition, where would Indigenous/Native People be included?
Response: Data for the Indigenous/Native population regarding involuntary commitment is not
collected. “
“Maryland does not have a definition of danger. The term is left undefined. The law talks about danger
to self or others but it is not defined. Maryland is one of four states that doesn’t provide a definition at
all. So, while that is true that it leaves it open to compassionate progressive definition that
encompasses all the areas it also leaves it open to a very narrow restrictive definition. It’s the
inconsistency and the lack of predictability across the state that leads to the need for us to have a
definition. As useful as the data is, we must keep in mind that it does not tell the entire story as to the
need for a definition of danger. When we are looking at the cases that make it to court that’s
downstream in the process. Most of us believe the problem is more upstream because law enforcement
is making the determination that a person is not a danger to themselves or others. For determinations
that are made in the emergency room, this indicates a case should not come to court because a person
doesn’t meet the definition as it is understood. You are not getting the total picture from the data that
the Office of Public Defender presented as to why many of us believe there is a need for change.”

Some stakeholders noted that dangerousness should be defined in regulation as opposed to statute.
Proceeding through regulations, as opposed to legislation, is recommended because if concerns are
identified in the implementation of this definition of “dangerousness,” then the regulations can be
amended without requiring the passage of new legislation. The Schizophrenia and Related Disorders
Alliance of America provided a written response to the suggested changes in the definition. SARDAA
specifically proposed language around imminence, psychiatric deterioration, and the consideration of
potential for violence. There was no agreement on the inclusion of psychiatric deterioration standard 11.
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Draft Recommendations
To strengthen the civil commitment process in Maryland, the Involuntary Commitment Stakeholder
Workgroup proposed three recommendations: (1) Refine the definition of dangerousness in regulations;
(2) Provide comprehensive training around the dangerousness standard; (3) Gather additional data
elements about civil commitment. BHA believes that implementing these recommendations will safely
support individuals in psychiatric crises while keeping a balanced, ethical approach for prescribing
treatment against the person’s will.
Proposed Revision of the Dangerousness Standard
It was recommended to promulgate regulations, rather than propose a statutory amendment, to define
“danger” for purposes of emergency psychiatric evaluation and involuntary admission to a facility. As
expected, there were areas where there was no consensus among stakeholders. This is particularly
applicable to the revision of the dangerousness standard. The proposed definition is:
(3) The individual presents a danger to the life or safety of the individual or of others, which
includes but is not limited to the circumstances below, which must be recent and relevant to the
danger which the individual may currently present, and arise as a result of the presence of a
mental disorder:
(i) The individual has threatened or attempted suicide, or has behaved in a manner that indicates
an intent to harm self, or has inflicted or attempted to inflict bodily harm on self or another; or
(ii) The individual, by threat or action, has placed others in reasonable fear of physical
harm; or
(iii) The individual has behaved in a manner that indicates he or she is unable, without supervision
and the assistance of others, to meet his or her need for nourishment, medical care, shelter or
self-protection and safety such as to create a substantial risk for bodily harm, serious illness, or
death.

Data Collection and Monitoring
The collection of data (including demographics) and monitoring of data is key to understanding the full
extent of the civil commitment process. The collection of racial and ethnic identity data is important to
evaluate the potential issues of bias, disparity and discrimination. Stakeholders recommended collecting
the following:
● Number of emergency petitions filed through the court system
● Number of emergency petitions granted and not granted through the court system
● Number of people who come to an emergency department via an emergency petition and the
disposition (treated/released, admitted); number of emergency petitions differentiated by who
completed/signed the emergency petition (clinician, law enforcement or court issued)
● Number of people certified for hospitalization
● Number of people who were certified who agreed to voluntary treatment
● Number of people who were certified and released by an Administrative Law Judge
Key stakeholders such as the Maryland Judiciary, Maryland Hospital Association, and CRISP are critical
partners in implementing this recommendation.
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Training
The Involuntary Commitment Stakeholder Workgroup recommends the development of a training
initiative to promote the appropriate and consistent application of the dangerousness standard. The
2014 Report of the Outpatient Services Programs Stakeholder Workgroup identified training as a key
recommendation. As such, it is advised that those recommendations, which have not yet been
implemented, be carried forward. Once a new regulation standard is adopted, training curriculums
should be developed and designed for specific audiences. The following audiences would benefit f rom
training around the dangerousness standard:
● First responders,
● Emergency department staff and inpatient psychiatric clinicians,
● Judges, Administrative Law Judges, and
● Public defenders
Implementation of the new training program will require assistance from numerous stakeholders
including: EMS and law enforcement agencies, the Maryland Hospital Association, the Office of
Administrative Hearings, The Office of the Public Defender, the statewide academic health centers, and
professional organizations, such as the Maryland Psychiatric Society. Training will be developed to target
the needs of specific audiences. For example, the needs of clinicians working in emergency or crisis
settings are quite different from the needs of Administrative Law Judges tasked with making decisions
using civil commitment law — which includes a finding as to dangerousness.
First responders and emergency clinicians must make rapid decisions based on limited information, so
their training will focus on how best to make good decisions in the context of their work. In contrast,
inpatient mental health staff have time to gather information, talk with the patient and his/her significant
others, and gather prior records, and can make a more considered decision regarding the need for
continued acute involuntary treatment. It is recommended that statewide guidelines be developed to
delineate the expectations of law enforcement in emergency departments. There is variability in this area
across the state.
Administrative Law Judges and defense counsel are in a place to more strictly consider the legal standard
as applied to the facts presented in evidence, and their role is to ensure that there is a proper balance
between the patient’s rights and public safety considerations. Through partnerships with the various
stakeholders, training will be designed to meet each group’s specific needs and ensure a full but targeted
understanding of the standard as it is to be considered and/or applied by that group.
To ensure that the training has the widest possible distribution, they will be adapted as webinars suitable
for distance learning. Webinars will be recorded to allow for later viewing by participants unable to join
live training exercises. This will be especially important for workers on off shifts, as is commonly the case
for first responders and emergency clinicians. The content of the training will include, as relevant to the
specific audience, education regarding the dangerousness standard as it is to be applied during the
“emergency petition” phase of a particular case and during the various civil commitment procedures and
proceedings.
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Stakeholder Testimony and Draft Report Feedback
In January 2019, Lt. Governor Rutherford announced Executive Order 01.01.2019.0612, signed by
Governor Hogan, establishing the Commission to Study Mental and Behavioral Health in Maryland. The
commission, which will be chaired by Lt. Governor Rutherford, has been tasked with studying mental
health in Maryland, including access to mental health services and the link between mental health issues
and substance use disorders. The commission includes representatives from each branch of state
government, representatives from the state departments of Health, Public Safety and Correctional
Services, and Human Services, as well as the Maryland State Police, the Maryland Insurance
Administration, the Opioid Operational Command Center, and six members of the public with experience
related to mental health. Several Stakeholders took the opportunity to provide verbal and written
testimony at the May 10, 2021 and July 12,2021 Lt. Governor’s Commission to Study Mental and
Behavioral Health. Recordings of the meeting can be found at:
https://governor.maryland.gov/ltgovernor/mbhcommission/commission-to-study-mental-andbehavioral-health-in-maryland.
In addition to providing testimony, several organizations and one individual submitted written feedback
regarding the draft Involuntary Commitment Report. Below is a synopsis of the information presented in
the written feedback. It is important to read the letters included in the appendix to obtain the full scope
of the comments received13.
●

Behavioral Health System Baltimore (BHSB): BHSB would like to offer the following feedback.
o Clarifying the Dangerousness Standard: BHSB supports the recommendations to
promulgate regulations, rather than propose statutory change, to define “danger” for
purposes of detention for psychiatric evaluation and involuntary admission to a
psychiatric facility. We also support the decision to exclude “psychiatric deterioration”
in the proposed definition.
o Training: BHSB supports the recommendation to develop a training to promote
appropriate and consistent application of the dangerousness standard. A widespread
training for multiple stakeholders may help to minimize inconsistencies.
o Data Collection: BHSB supports the recommendation to gather additional data about
civil commitment. BHSB believes it is important that the collection and analysis of this
data happen prior to any substantive policy change.

●

Ms. Evelyn Burton, Personal Opinion (7/16/21 )
o Psychiatric Deterioration standard. Statutes from West Virginia, Illinois, Minnesota, and
Michigan as well as the SAMHSA Inpatient Commitments Checklist include psychiatric
deterioration standards, however the workgroup never discussed whether the specific
language in each was acceptable or not.
o None of the 5 sources included language for a psychiatric deterioration standard.
o The report should accurately reflect that there was no agreement on the inclusion of a
psychiatric deterioration standard. Also, psych deterioration "without an element of
danger" is inaccurate since the proponents consider psych deterioration to be a danger in
itself.
o Imminent Danger: All of the 4 states reviewed and the SAMHA guidelines include
language to assure that "imminent" danger is not required.
o Regulation vs Statute: Since Regulation was a recommendation, it should be so stated
and a more thorough explanation of the pros and cons that were considered by the
Department, especially given that the Commission recommended Statute in its 2020
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●

Report. ("The commission recommends legislation that provides a clearer statutory
definition of danger of harm to self or others.").
Some groups supported the inclusion of the psychiatric deterioration standard as well as
language to clarify that the danger need not be imminent.

Ms. Evelyn Burton, Personal Opinion (7/19/21)
o In order to facilitate those with psychosis will not be denied hospital treatment is to add
the word "mental" between "bodily" and "harm" in section (iii) of the proposed
definition. This links psychiatric deterioration to the concept of harm.
o As noted in Michigan, "An individual who has mental illness, whose judgment is so
impaired by that mental illness that he or she is unable to understand his or her need for
treatment and whose impaired judgment, on the basis of competent clinical opinion
presents a substantial risk of significant physical or mental harm to the individual in the
near future or presents a substantial risk of physical harm to others in the near future.
o Thank you again for considering the treatment needs of those with anosognosia who are
suffering from psychosis.

●

Maryland Coalition for Families (MCF): We support the recommendations of the Workgroup
Report and believe that the process that informed the Report was inclusive, thorough, wellinformed and balanced.
o Psychiatric Deterioration should not be included in the definition of dangerousness.
o Comprehensive training around the dangerousness standard should be provided to a
wide variety of professionals who might touch an emergency petition (this also was
recommended in the Report of the 2014 Workgroup).
o Data should be collected and continually analyzed, to get a clear idea about the ongoing
practice of civil commitment in Maryland, and especially how it may be
disproportionately impacting Black Marylanders.
o Dangerousness should be defined in regulation as opposed to statute.
o MCF’s substance use staff vehemently oppose such a change.

●

Maryland Psychiatric Society:
o The Maryland Psychiatric Society supports the recommendation to provide more
information and training around the current dangerousness standard, which readily
accommodates a range of gray area situations involving serious risk to the individuals or
others.
o We also support the recommendation to gather more data about how the current
system is working.
o We disagree with the recommendation to refine the dangerousness standard in
regulations. This gives the appearance of addressing the conflict between civil liberty and
public safety but would not provide a comprehensive solution in our view.
o This report does not address another serious concern, which is inadequate resources for
people suffering acute mental health crises. Maryland needs more inpatient beds at both
private and state hospitals.

●

Mental Health Association of Maryland (MHAMD):
o We support the recommendation to promulgate regulations, rather than propose
statutory amendments, to define “danger” for purposes of detention for psychiatric
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evaluation and involuntary admission to a psychiatric facility. We also support the
decision to exclude “psychiatric deterioration” in the proposed definition.
Training: Regardless of the actual statutory or regulatory language, there will always be
inconsistencies in how “dangerousness” is interpreted and applied in practice across
multiple systems and actors. MHAMD supports the recommendation for widespread
training on the dangerousness standard for a variety of audiences.
MHAMD supports the recommendation to gather additional data elements about civil
commitment. We encourage the collection and analysis of this data prior to any
substantive policy change.

●

National Alliance on Mental Illness (NAMI) Maryland
o NAMI Maryland strongly supports clear language to define danger appropriately…Overall
the proposed definition is an improvement and brings a measure of flexibility needed to
ensure individuals with severe mental illness are not prevented from accessing
treatment.
o We applaud BHA’s commitment to widespread training to ensure proper implementation
of the danger standard.
o The recent data efforts are also critically important.
o NAMI proposed the inclusion to the definition;
(iv) The individual has psychosis due to a mental disorder, and the psychosis and the
deterioration it has caused severely impair an individuals’ judgement, reasoning or ability
to control behavior, to where this creates a substantial risk for the emergence in the near
future of a danger to the life or safety of the individual or of others.
o Psychiatric Deterioration: NAMI Maryland believes that the sooner an individual has
access to medical care, the better off their outcomes are. Specifically including language
about psychosis and psychiatric deterioration is important.
o Physical harm should not be the exclusive standard for danger- new language gets this
right.
o Reasonable fear of physical harm to self or others. When it comes to violence associated
with psychosis, the signs of an individual in crisis are unmistakable. Physical harm should
be a consideration but not the basis for the definition of danger.
o Racial Injustice in health care: NAMI Maryland supports the additional training proposed
by BHA to ensure that changes to the danger standard are fairly applied. All changes
regarding involuntary commitment need to be systematically implemented and
resourced.

●

National Council on Alcoholism & Drug Dependence (NCAAD)- Maryland Chapter
o Proposed Revision of the Dangerousness Standard: We support the recommendation
clarified through regulation, rather than statute, the definition of “danger” for purposes
of detention for psychiatric evaluation and involuntary admission to a psychiatric facility.
We also support the decision to exclude “psychiatric deterioration” in the proposed
definition.
o Training: NCADD-Maryland supports the report’s recommendations for training that
were made years ago in a similar workgroup’s report in 2014, but not yet implemented.
o Data Collection and Monitoring: NCADD-Maryland also supports the recommendation to
gather additional data elements about civil commitment. We encourage the collection
and analysis of this data prior to any substantive policy change.
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●

●

On Our Own Maryland: We strongly support the following recommendations made in the
report.
o Restrict Involuntary Treatment to Recent, Relevant and Reasonable Threats to Safety:
The goal of emergency behavioral health crisis response services should be to support
the safety, autonomy, well-being and recovery of the individual in crisis. We urge BHA to
uphold the report’s recommendation to exclude the nebulous “psychiatric deterioration”
clause from the involuntary treatment standards.
o Without Statewide Training Requirements, Nothing will Change: The decision to use an
involuntary intervention should only come after extensive consideration of all other
voluntary options and the potential consequences for the person in crisis. We applaud
the Report’s echoing of the recommendations for training that were provided seven
years ago in a similar workgroup in 2014, but not yet carried through to implementation.
o Without Data Analysis, Equity Cannot be Evaluated: Given the theme of your most recent
Annual Conference, Health Disparities, Racial Equity and Stigma in Behavioral Healthcare,
we are optimistic that BHA will embrace the recommendations to collect and analyze
statewide data on the utilization and outcomes of the involuntary commitment process…
o Regulation Invites Expertise and Efficiency: The process of eliminating unnecessary use of
involuntary treatment and improving efficiency and outcomes in cases where such
extreme measures are deemed necessary, will be an iterative one. We therefore agree
that the most appropriate and practical venue for any further delineation of
“dangerousness standard” is through regulations and not the legislative process.

●

Dr. Erik Roskes, General and Forensic Psychiatrist, Personal Opinion
o I write in partial support and partial opposition to the draft of the Involuntary
Commitment Stakeholders’ Workgroup Report.
o I fully support the goals of the workgroup, which is to ensure that people with serious
and acute mental health problems have ready and quick access to acute care when
needed. However, there is insufficient evidence that our current statute fails to fulfil this
goal.
o The first recommendation should be the development and implementation of a data
collection process whereby MDH and stakeholders can learn about how this system
works statewide. Only if the results of this data analysis indicate that there is a systemic
problem resulting in an unacceptable number of false negatives (people who should have
been involuntarily treated by those who were not) can we know what fixes might be
needed.
o If MDH does develop a data collection process, as it should, this will need to include data
regarding all the steps in the involuntary process including: emergency petitions,
certification process and civil commitment hearing process.
Treatment Advocacy Center
o The draft report mischaracterizes the views of the workgroup members (such as myself)
who called for psychiatric deterioration to be included within the definition of
dangerousness. Repeatedly, the report asserts that some members proposed a
commitment criterion which “would not include an element of danger.” Since “danger to
life or safety of the individual” is the term to be defined here, it would be absurd to allow
a meaning that could apply to individuals who pose no such danger. But in fact the
workgroup members urging inclusion of psychiatric deterioration did not suggest this.
Instead we argued explicitly that an individual at risk of psychiatric deterioration in the
absence of timely treatment represents a danger to their own life or safety.
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Since no member of the workgroup has called for the civil commitment of non-dangerous
individuals, I am hesitant to draw too much attention to the draft report’s erroneous
claim that the Supreme Court in O’Connor v Donaldson held civil commitment of nondangerous individuals to be unconstitutional. This misstatement matters only to the
extent that DOH refuses to accept that individuals at risk of serious psychiatric
deterioration are “dangerous” to themselves; if DOH were to accept the broader
conception of “danger” outlined in the prior bullet point, a mistaken view that O’Connor
prohibits civil commitment of non-dangerous individuals would be immaterial. But in
light of DOH’s apparently narrower view of what it means to be “dangerous,” it seems
important to set the record on O’Connor straight.
The SAMHSA “Checklist for Policymakers and Practitioners” included in the report is not
relevant to the question at hand, which is how Maryland should define dangerousness.
The checklist lists several elements that the author considers important to include in a
balanced civil commitment law. While all of these listed elements are indeed important,
none of them have anything to do with how a state defines dangerousness.
The draft report mischaracterizes the Treatment Advocacy Center’s Grading the States
report, and misleadingly explains away Maryland’s “F” grade. It is not true that Grading
the States “examin[es] the number of public psychiatric beds, number of people
incarcerated with mental health issues and opportunities for diversion” in each state. In
fact, Grading the States is narrowly focused solely on the quality of each state’s
involuntary treatment laws. It does not claim to grade the states on anything else. And it
is misleading for the report to assert that Maryland’s “F” grade is attributable to the
state’s lack of an outpatient commitment law.
The draft report gives short shrift to the important question of whether dangerousness
should be defined in statute or regulation. It does not engage at all with the arguments
put forth by workgroup members as to why a legislative remedy is necessary to change
practices on the ground.

Conclusion
The Involuntary Commitment Workgroup explored many facets of the complex issues related to
involuntary commitment. Stakeholders were not able to reach consensus on modifying the definition, or
including psychiatric deterioration without an element of danger to the dangerousness definition. The
Stakeholders propose the following three recommendations:
(1) Refine the definition of the dangerousness standard in regulations;
(2) Provide comprehensive training around the dangerousness standard; and
(3) Gather additional data elements about civil commitment.
The draft Involuntary Commitment report was disseminated to Stakeholders for their feedback and
comments which has been incorporated into the Report. The report is currently being disseminated to
solicit public input. The final report will be submitted to the Lt. Governor’s Commission to Study Mental
and Behavioral Health by September 30, 2021 for further direction.
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Appendices & Links

1. Report of the Outpatient Services Programs Stakeholder Workgroup Maryland Department of
Health and Mental Hygiene December 10, 2014 Senate Bill 882, Chapter 352 and House Bill 1267,
Chapter 353 of the Acts of 2014. Report available on BHA website.
2. Substance Abuse Mental Health Services Administration (SAMHSA), Civil Commitment and the
Mental Health Care Continuum: Historical Trends and Principles for Law and Practice.
https://www.samhsa.gov/sites/default/files/civil-commitment-continuum-ofcare_041919_508.pdf
3. Treatment Advocacy Center. Grading the States. An Analysis of Involuntary Psychiatric Treatment
Laws- September 2020. https://www.treatmentadvocacycenter.org/grading-the-statesMental
Health America. Ranking the States, 2020. https://www.mhanational.org/issues/ranking-states
4. Involuntary Commitment Meeting Minutes: March 3, 2021, March 17, 2021, April 7, 2021, and
April 20, 2021.
5. Schizophrenia and Related Disorders Alliance of America. Personal statements (See April 7
minutes).
6. Appelbaum, Paul. (1997). Almost a Revolution: An International Perspective on the Law of
Involuntary Commitment. http://jaapl.org/content/jaapl/25/2/135.full.pdf
7. Senate Bill 882/House Bill 1267 (2014) Summary. https://legiscan.com/MD/text/HB1267/2014
8. Sommer Knight, M.Sc., G. Eric Jarvis, M.D., M.Sc., Andrew G. Ryder, Ph.D., Myrna Lashley, Ph.D.,
Cecile Rousseau, M.D., M.Sc. (2021). Ethnoracial Differences in Coercive Referral and Intervention
Among Patients With First Episode Psychosis. Retrieved July 21, 2021.
https://doi.org/10.1176/appi.ps.202000715
9. Mckenzie K. J. (2014). How does untreated psychosis lead to neurological damage? Canadian
journal of psychiatry. Revue canadienne de psychiatrie, 59(10), 511–512.
https://doi.org/10.1177/070674371405901002.
10. Martone, Gerald. April 2020. Is Psychosis Toxic to the Brain? Current Psychiatry.
https://cdn.mdedge.com/files/s3fs-public/CP01904012.PDF. Retrieved July 21.2021.
11. Schizophrenia and Related Disorders Alliance of America. Comments on Proposed New Danger
Standard Definition, April 16, 2021.
12. Executive Order 01.01.2019.06 . (2019). Establishment of the Commission to Study Mental and
Behavioral Health in Maryland. https://governor.maryland.gov/wpcontent/uploads/2019/05/EO01.01.2019.06-Commission-to-Study-Mental-and-Behavorial-Health-in-Maryland.pdf
13. Written Feedback to the July 2021 Draft Involuntary Commitment Report.
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Involuntary Commitment Stakeholder Meeting Minutes
March 3, 2021; March 17, 2021; April 7, 2021; April 20, 2021
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Involuntary Commitment Stakeholders

Involuntary Commitment Workgroup
Stakeholders – 3.22.21
Organizational Representation

Stakeholders
Andrea Brown, CEO
Black Mental Health Alliance
abrown@blackmentalhealth.com

Advocacy- Adults, Children & Families
Heidi Bunes Executive Director
Maryland Psychiatric Society
heidi@mdpsych.org
Evelyn Burton, Family Advocate
Maryland Chapter, Schizophrenia and Related Disorders Alliance of
America (SARDAA)
burtonev@comcast.net
Ann Geddes, Policy Director
Maryland Coalition for Families
ageddes@mdcoalition.org
Kate Farinholt, Executive Director
National Alliance on Mental Illness Maryland
Kfarinholt@namimd.org
Moira Cyphers, NAMI Representative
MCyphers@compassadvocacy.com
Caren Howard, Director of Policy
Mental Health America
choward@mhanational.org
Kevin Keegan, Director Family Services
Catholic Charities of Baltimore
kkeegan@catholiccharities-md.org
Dan Martin, Senior Director
Mental Health Association of Maryland
dmartin@mhamd.org
Robin Murphy, Executive Director
Disability Rights Maryland
RobinM@disabilityrightsmd.org
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Organizational Representation
Advocacy – Adults, Children & Families (con’t)

Stakeholders
Katie Rouse, Executive Director
On Our Own Maryland
Katier@onourownmd.org
Brian Stettin, Policy Director
Treatment Advocacy Center
stettinb@treatmentadvocacycenter.org

Crisis Provider, Community Behavioral Health

Jennifer Redding, Executive Director Behavioral Health
University of Maryland Upper Chesapeake Health
Jennifer.Redding@umm.edu
Dr. Erik Roskes, Community Forensic Psychiatrist
Erikroskesmd@gmail.com

Hospital Administration/Oversight

Erin M. Dorrien, Director, Government Affairs and Policy
Maryland Hospital Association
edorrien@mhaonline.org

Local Behavioral Health Authority

Katie Dilley, Executive Director
Mid Shore Core Service Agency
kdilley@midshorebehavioralhealth.org
Tammy Loewe, Executive Director
St. Mary’s County Local Behavioral Health Authority
Tammym.loewe@maryland.gov
Steve Johnson, Vice President of Programs
Behavioral Health Systems Baltimore
Steve.Johnson@bhsbaltimore.org
Regina Morales, Manager
Montgomery County Department of Health and Human
Services
Regina.Morales@montgomerycountymd.gov
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Organizational Representation
Persons with Lived Experience/Consumer
Quality Team

Stakeholders
Kate Wyer, Senior Director Consumer Quality Team
Mental Health Association of Maryland
Kwyer@cqtmd.org
Erin Knight, Assistant Director Consumer Quality Team- SUD
Initiative
Mental Health Association of Maryland
eknight@cqtmd.org
Brande Ward (Yahtiley Phoenix)-PRS
MPAC-Maryland Peer Advisory Council
Cherokee Nation Eastern Band (Descendant)
sacredcircleseven@gmail.com
Julvette Price, Inclusion Care Coordinator
Behavioral Health Services Baltimore
Julvette.Price@bhsbaltimore.org

State of Maryland
Department of Disabilities

Christian Miele, Deputy Secretary
Maryland Department of Disabilities
Christian.Miele@maryland.gov
Kirsten Robb-McGrath, Director of Health and Behavioral
Health Policy
Maryland Department of Disabilities
Kirsten.Robb-McGrath@maryland.gov

State of Maryland
Department of Health

Phyllis McCann, Administrative Director of Forensics
Phyllis.mccann@maryland.gov

State of Maryland,
Office of the Attorney General

Morgan Clipp, Assistant Attorney General
Office of the Attorney General
Morgan.clipp@maryland.gov
Eleanor Dayhoff, Assistant Attorney General
Office of the Attorney General
Eleanor.Dayhoff@maryland.gov
Dawn Luedtke, Counsel
Office of the Attorney General
Dawn.luedtke@maryland.gov

State of Maryland,
Office of Public Defender

Carroll McCabe, Chief Attorney
Carroll.McCabe1@maryland.gov
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Organizational Representation

State of Maryland, Dept. of Health
Behavioral Health Administration

Stakeholders
Marian Bland, Director Division of Clinical Services, Adults and
Older Adults
Marian.Bland@maryland.gov
Malika Curry, Senior Clinical Manager
Division of Clinical Services, Adults and Older Adults
Malika.Curry@maryland.gov
Risa Davis, Regional Services Manager
Office of Treatment Services, Clinical Services
Risa.Davis@maryland.gov
Mona Figueroa Director,
Evidence-based Practices, Housing & Recovery Supports
Clinical Services Division (Adults and Older Adults)
Mona.Figueroa@maryland.gov
Michele Fleming, Director Court Ordered Evaluations and
Placements
Michele.Fleming@maryland.gov
Sharon Lipford, Program Administrator
Crisis and Emergency Management Services
Sharon.Lipford@maryland.gov
Darren McGregor, Director
Office of Crisis and Criminal Justice Services
Darren.McGregor@maryland.gov
Dr. Scott Moran, Forensic Psychiatrist
Clifton T. Perkins Hospital
Scott.moran@maryland.gov
Dr. Angela Onime, Acting Director Office of Government
Affairs and Communications
Health Policy Analyst Advanced
Angela.Onime1@maryland.gov
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Organizational Representation

State of Maryland, Dept. of Health
Behavioral Health Administration

Stakeholders
Steve Reeder, Assistant Director
Division of Clinical Services, Adults and Older Adults
Steven.Reeder@maryland.gov
Dr. Maria Rodowski-Stanco, Director
Child and Transitional Youth Services
Maria.Rodowski-Stanco@maryland.gov
Stephanie Slowly, Acting Chief of Staff &
Director, Division of Systems Management
Stephanie.Slowly1@maryland.gov
Susan Steinberg, Program Manager
Managed Care and Quality Improvement
Susan.Steinberg@maryland.gov
Dr. Steven Whitefield, Medical Director
Steven.Whitefield@maryland.gov
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