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CBH is the professional association for Maryland’s network of community programs serving the 120,000 children and adults who use the public mental health system. Our member agencies operate outpatient clinics, rehabilitation programs, and a variety of housing, vocational, crisis, and related support services that help people stay out of hospitals and participate in community life as independently and productively as possible.
Lori and I would like to give you the community provider perspective on the Baltimore Sun articles in November about Baltimore Behavioral Health and last week about Warwick Manor. Neither agency is a member of CBH.
First, Del. Morhaim made the important point in the Warwick Manor story that funding for mental health and addiction services is never sufficient to meet the need, and every dollar must be spent wisely. In our view, news stories such as these and hearings such as today’s will help accomplish that.
Second, you and Maryland taxpayers should know that the executive salaries and Board practices of the agencies cited in the Sun articles are far from the norm. The vast majority of community-based mental health and addiction services in this state are delivered by mission-driven nonprofits that have independent unpaid volunteer Boards of Directors. They are led by modestly paid managers who are committed to evidence-based treatment and rehabilitation programs appropriate to individual need. 

Indeed, it was the community providers of CBH that initiated legislation two years ago, HB 411/SB492, to require community mental health providers to submit salary data and audits to the state every year to help identify outliers. With the help of sponsor Del. Jim Hubbard and this Committee, the bill passed and the Mental Hygiene Administration (MHA) is now collecting this information. In light of the Warwick Manor article and its mention of salary data reported on IRS Form 990s, CBH certainly wouldn’t have any problem with adding 990s to current data submission requirements.  
Third, state oversight of community programs needs to do a better job of targeting the bad actors without further burdening ethical providers. The following are recommendations developed by the Mental Health Coalition, which is made up of many stakeholders in our field:

· Require that MHA and its Administrative Service Organization make better use of existing data to identify agencies who may be billing or service frequency outliers. Ensure corrective actions are targeted to outlier agencies rather than penalizing the entire service provider network. Too often right now, the ethical many pay for the sins of the unethical few.
· Provide DHMH with the resources necessary to properly carry out data review functions, including the imposition of sanctions on providers who fail to comply. Right now, for example, MHA does not have the staff to do a thorough job of analyzing annual salary and audit data much less taking action against those who submit nothing. Early on it had the assistance of the Community Services Reimbursement Rate Commission, but the Commission is poorly funded, is currently unstaffed and hasn’t met in nearly a year. 
· Conduct a thorough review and audit of all government administered quality oversight functions, including those of the Office of Health Care Quality and the Office of the Inspector General, to eliminate duplication, inefficient and ineffective programs, and identify the most cost-effective mechanisms to ensure that oversight functions are truly relevant to quality and regulatory compliance and are proactive rather than reactive. Right now, CBH members divert far too many resources away from services to negotiate and complete plans of corrections for deficiences alleged by multiple players – MHA, OHCQ, and Core Service Agencies among others – that have nothing to do with quality (such as no milk in the refrigerator), while other agencies operate for years in gross and blatant violation of regulations.
Finally, there’s the critical need to integrate mental health and substance abuse services that now have separate administrations, budgets and regulatory structures. While not the primary cause of the alleged practices described in the Sun articles, the fact is that the agencies in question are meeting if not exploiting a demand for addiction treatment that far exceeds available supply. Individuals who want substance abuse services know that coming through the more open mental health door may get them that care more quickly. Given the great prevalence of co-occurring mental illness and addictive disorders – as high as 50% in our network – the bifurcated system certainly makes it easier for certain providers to push boundaries. 
As for what an integrated system should look like, we’d say what it shouldn’t look like is a Medicaid MCO. Instead, the incentives should be set up to promote not deny care in such a way that any savings from better, more cohesive care are reallocated within the system to serve more people. As we’ve stated in previous briefings on this subject, a good model is the mental health carve-out with the public sector retaining risk, aided by an ASO to carry our specified functions. 
As always, thank you for considering our views.
