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I’d like to follow up on Linda Raines’ presentation with issues and recommendations from the perspective of front-line safety net providers of community-based mental health services. CBH is the professional association for Maryland’s network of primarily nonprofit programs that serve the 110,000 children and adults who use Maryland’s public mental health system (PMHS) today. These agencies operate outpatient centers, rehabilitation programs, and a variety of housing, vocational, crisis, and related support services that help people stay out of costlier inpatient settings and participate in community life as independently and productively as possible.
First, three over-arching issues:

· As behavioral health stakeholders have said in every available forum, behavioral health must be a consideration of the Coordinating Council, every one of its workgroups, and every upcoming policy decision and action. Attached to this presentation is a fact sheet excerpted from a recent presentation by this Workgroup’s co-chair, Deputy Secretary Renata Henry, that describes in concrete ways how integral behavioral health is to overall health –  a principle not always accepted and acted upon by policy-makers. In one example among many, the federal HITECH Act made behavioral health facilities and organizations ineligible for Medicare and Medicaid incentive payments that will be available this coming January to health care entities that implement electronic health record systems; legislation has been introduced in Congress to remedy this. This type of exclusion is all too common. 
· Maryland’s PMHS is considered one of the best in the country. In a recent rating of states, the National Alliance on Mental Illness gave Maryland its highest grade, a B. Only six states earned a B; there were no As. As we implement the provisions of health care reform, it will be important to identify, preserve and build on the strengths of our current system: its accessiblity (only 40,000 used the old pre-HealthChoice grant-based system), its relatively easy entry (e.g. 1-800 numbers via the system’s Administrative Services Organization), its growing comprehensiveness, and its increasing use of evidence-based practices (for example, Maryland has won recognition by SAMHSA and others for its national leadership in expanding use of the Supported Employment EBP). 

· More than 80% of PMHS users are eligible for Medicaid or MCHP. When Medicaid eligibility expands in 2014, we must budget and plan for a significant and inevitable influx of new users of PMHS services (note, for example, page 8 of John O’Brien’s presentation). Since our state’s HealthChoice managed Medicaid system took effect in the mid-90s, the mental health system has seen a steady Medicaid penetration rate of 12-13% per year. If you build it, they will come. 
Next, some specific points and recommendations for various workgroups: 
· Health care reform brings a timely and rightful emphasis on whole-person care integration, and this Workgroup along with the Health Care Delivery System Workgroup and others will be looking at how new system design mechanisms can improve integration. You may, for example, be called upon to examine the current public mental health carve-out. When HealthChoice was established, policy-makers here in Maryland did not want to turn community mental health services and financial risk over to managed care entities with little experience or expertise in delivering the specialized services and supports needed by most PMHS users. We believe the carve-out has served Maryland citizens well and must be preserved, because the number of Marylanders with ever more complex behavioral health conditions and specialized needs continues to grow. 
· Integrating dollars is not the same thing as integrating care, but a clear goal of health care reform is to bend the cost curve through the efficiencies of entities such as medical homes and accountable care organizations. We recommend that this Workgroup, the Health Care Delivery System Workgroup and others as appropriate support the specialty mental health system in becoming medical home for the specialized populations we serve, as supported by federal health reform. We refer you to the recent Milbank Foundation report on Evolving Models of Behavioral Health Integration in Primary Care and its model 5, “reverse co-location,” which describes embedding somatic care clinicians within behavioral health settings. CBH members are already doing this with the help of grant funds from sources such as the Maryland Community Health Resources Commission. Since community mental health programs generally have long-standing relationships with the people they serve, they often become effective medical homes anyway but as of now lack the resources to fully meet individual somatic needs.  
· We will be recommending to the Health Care Workforce Workgroup that it 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 will further recommend that it collaborate with mental health stakeholders on action steps 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 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, but that will change. Legislation passed during the 2010 General Assembly session 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. Given the much greater service demand both health care reform and insurance parity will bring, we must begin to resolve the workforce crisis now. 
CBH will surely have more thoughts and suggestions in the weeks and months ahead. We will make every effort to do so as concretely and specifically as possible. In the meantime, I hope you find today’s recommendations useful. 

