CBH Comments for State Healthcare Coordinating Council  Workforce Workgroup, 10/19/10
On behalf of the 50 member agencies of CBH and the 117,000 children and adults who use the Public Mental Health System (PMHS), I'd like to offer written comments to the draft white paper on the health care workforce. First, thank you for inviting a representative from the behavioral health and disability community to be be on a panel at the September 27 meeting. Thanks as well to Sen. Middleton and to Wendy Kronmiller for allowing us to provide oral comments at all Workgroup meetings, the overarching one being: whatever steps you and the Coordinating Council recommend to address the workforce crisis in primary care should also be recommended to address an equally critical workforce crisis in behavioral health care.

More specifically, we recommend that Maryland's health care reform process obtain whatever data is currently available on the number of behavioral health clinicians by geographic region (in the mental health arena, this would include psychiatrists, psychologists, psychiatric nurse practitioners, psychiatric nurses, clinical social workers and licensed clinical professional counselors); the extent to which those numbers constitute a shortage; and the extent to which new reform-induced demand for behavioral health services will exacerbate clinician shortages. We further recommend that it collaborate with behavioral health stakeholders on action steps such as those described below to mitigate such shortages, with particular emphasis on access to the high-intensity care needed by children and adults who use public behavioral health services. This should include a focus not only on clinicians who provide treatment and medications but on paraprofessionals who deliver direct care and supports in rehabilitation and residential settings.
Because of low reimbursement and related issues (such as paperwork burden), public sector workforce challenges are unlikely to be fully reflected in profession-wide data. Indeed, community mental health in Maryland has been in the throes of a workforce crisis for years. Direct care worker and clinician salaries are 8-18% below those of state employees in comparable jobs, turnover is high (in recent years as high as 34% for rehabilitation staff), and vacancy rates have been as high as 15-20%. Outpatient programs have experienced unprecedented difficulties in recruiting and retaining clinical staff of all types, primarily because of workload demands in the face of uncompetitive compensation. A critical shortage of psychiatrists, particularly child psychiatrists, is increasing the time from referral to first appointment and reducing overall access to essential medications and treatment. The poor economy has moderated our crisis over the past two years because staff have been less able to find better paying positions elsewhere, but that will change. Legislation passed during the 2010 General Assembly session (SB633/HB1034) to require annual inflationary adjustments in our reimbursement rates will also provide some much needed help as of FY12, but increases will be tied to those provided to state agencies; in the short term at least, increases will be modest at best. 

Given the much greater service demand both health care reform and behavioral health insurance parity will bring, we must begin to resolve the behavioral health workforce crisis now. Enrollment in the PMHS has already been spiking because of the economy -- about 20% in the last two years alone. More than 80% of PMHS users are eligible for Medicaid or MCHP. When Medicaid eligibility expands to 133% of poverty in 2014, the behavioral health workforce must be able to handle a significant and inevitable influx of new service users. Since our state’s HealthChoice managed Medicaid system took effect in the mid-90s, the PMHS has seen a steady Medicaid penetration rate of 12-13% per year. 

To the extent that action steps for primary care include reimbursement enhancements, tuition/loan repayment assistance, more flexible licensing requirements and related measures, you should know that organizations such as ours have been working for many years on initiatives in these areas to ameliorate our workforce problems. First has been the never-ending budget and legislative battles for adequate reimbursment culminating in SB633/HB1034. This legislation was a breakthrough for us but the ultimate goal, per the last section of the bill, is reimbursement parity, in which rate setting and adjustment methodologies used in Maryland for community hospitals, nursing homes and MCOs are applied to behavioral health services; this would include not only annual inflationary adjustments but overall cost-based reimbursement that builds in such essentials as technology and long-term capital needs. 
With respect to educational support, in 1999 a bill sponsored by Sen. Paula Hollinger created the Developmental Disabilities and Mental Health Workforce Tuition Assistance program to help pay for college degrees for staff who commit to designated periods of employment in our service networks. Over the years child welfare workers, addiction staff and others were added to this program, and several years ago it was merged into the Workforce Shortage Student Assistance Grant Program. State appropriations never covered demand and recent cuts have further reduced access to assistance. In fact, the MHEC website for this program states that no new applications are being accepted for the 2010-2011 academic year. 
With the help of the Mental Hygiene Administration's mental health transformation grant and consultants from the Johns Hopkins Sar Levitan Center, CBH has been working to increase collaboration with community colleges, with funding support from local Workforce Investment Boards, in providing training for current and prospective direct care staff in our community rehabilitation programs. Two classes with a total of 30 students are underway. However, the transformation grant is in its final year so it is questionable whether there will be resources available to sustain and expand this effort. 
We've also been working with the state health care licensing boards to make it easier for community providers to bring experienced licensed clinicians to Maryland from other states. HB927, passed this past General Assembly session, will help us in hiring Licensed Clinical Social Workers (LCSW-Cs), and recent regulations by the Board of Professional Counselors will provide some relief for licensed counselors. But licensing barriers, while important, are not as important as the salaries providers are able, or unable, to pay. Because of salary disparities, CBH members lose clinicians not only to the private sector but to public sector entities such as school systems, local departments of social services and the VA, among others. 

A final recommendation would be the responsibility of DHMH in collaboration with professional schools and community providers: new ways must be employed to recruit clinical staff for community behavioral health programs along the lines of the Mental Hygiene Administration's "Maryland Plan" that has successfully recruited psychiatrists to work in state psychiatric hospitals. We are not sure to what extent the Maryland Plan is still operating; if it isn't it functioning, it should be revived and expanded to include community programs. 

CBH and its members stand ready to assist the Workgroup, the Coordinating Council and all other stakeholders in taking whatever steps are necessary to building and sustaining a high quality health care and behavioral health care workforce that meets the needs of all Marylanders. Thank you for considering our views.
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