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Executive Summary
On behalf of the Prince George’s County Health Department (“Health Department”), Health

Management Associates, Inc. (HMA) conducted a County-wide behavioral health needs assessment and

gap analysis to identify and quantify the behavioral health needs in the County, as well as service and

provider gaps within the existing behavioral health system. This report presents recommendations to

help the County develop a robust, effective, and efficient behavioral health system. The

recommendations are actionable, with detailed steps to improve the quality of services, increase access

to behavioral health services, and ultimately improve the health outcomes of Prince George’s County

residents.

Major Findings

Major findings include the following:

1.

10.

The County’s behavioral health system is weak on prevention and early detection of mental
illness and substance use disorders (SUD). As a result, many adolescents and young adults live
with undiagnosed behavioral health problems, and are not treated promptly when they are
diagnosed. This can lead to a downward spiral for these individuals, with tragic results that
include failure in school, unemployment, housing problems including homelessness, and
repeated encounters with the justice system.

The County does a better job with emergency response, but frequently this leads to dropping off
youth and adults to emergency departments, crisis centers, and other venues. Care in these
settings is frequently very short, and too often ineffective, with insufficient follow up.

The County’s main emphasis in the use of data is on “counts” of people enrolled in programs,
with too little emphasis on actual service delivery, quality of services, and outcomes.

Even with the emphasis on “counts,” the number of people actually participating in many of the
County programs is quite low.

There are insufficient initiatives to link primary care and behavioral health care. For example,
more work also needs to be done to establish “warm hand-offs” between emergency
department visits and hospital discharges to behavioral health providers in the community.
Overall, the County needs a greater emphasis on bridging the gap between physical health care
and behavioral health care. Co-location of services, more standardization of patient records
across the somatic/behavioral health divide, and greater use of telemedicine can lead to a
better continuum of care.

A greater emphasis on medication management would help improve health outcomes.

The County needs to transcend the silos that separate mental illness and substance use
disorders, which are frequently co-occurring.

The County needs much stronger linkages across agencies including the Department of Health,
Department of Social Services, Department of Family Services, and housing and transportation
agencies.

The County needs much more emphasis on measuring the quality of care delivered by
behavioral health providers, and incentives to improve quality. There is a corresponding crucial
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11.

12.

13.

14.

15.

16.

17.

18.

need to adopt evidence-based practices in behavioral health care. Overall, the goal is greater
accountability and performance.

There are important opportunities to assist providers in properly billing third-party payers so
that legitimate and proper reimbursement is not “left on the table.”

A lack of transportation options to travel to appointments with community-based behavioral
health providers is a very significant barrier to care. The main focus of the problem is people in
the southern part of the County being unable to access services that are primarily located in the
northern and eastern parts of the County.

There is an overall shortage of affordable housing; this exacerbates the dangerous plight of the
homeless, who frequently have serious mental illness and/or substance use disorders in the
County.

The County has done an excellent job enrolling eligible individuals in Medicaid and the new
Affordable Care Act (ACA) health insurance Marketplace. However, more can be done to enroll
those who remain on the sidelines, many of whom are harder to convince about the value of
insurance coverage, and are in need of financial assistance to meet cost-sharing requirements in
Marketplaces.

The County has the lowest “Medicaid penetration rate” for behavioral health services. Only 7.2
percent of Medicaid enrollees used at least one behavioral health service in a year’s time, which
is the lowest penetration rate of any Maryland county.

There are racial/ethnic disparities in the use of behavioral health services. Black residents of the
County are using services roughly in proportion to their representation in the population;
however, Whites are using services proportionally more than their share of the population,
while Hispanics are using services proportionately less than their share of the population.

On the surface, it appears that the County may have an adequate number of behavioral health
providers. But digging beneath the surface, we find that given the national shortage of
psychiatrists, there will be a need to supplement their work through behavioral health nurse
practitioners, caring for behavioral health conditions in primary care, and the use of community
health workers (CHWs). Further complicating the problem is that many providers do not accept
patients who have Medicaid or are uninsured, while others accept no insurance. Some have
closed their practices to all new patients. Further, there is a mal-distribution of providers
relative to need, with a very disproportionate share of providers in the northern and eastern
parts of the County and the District of Columbia, while many patients in need do not reside in
these areas. This interacts with the transportation problems noted above.

The County has an array of behavioral health programs, yet relative to need and the size of the
population, enrollment in most of these programs is very low.

Recommendations
A behavioral health system exists within a clearly defined mission and vision. This involves creating

healthy communities sustained through strong prevention and promotion activities; early identification

of behavioral health conditions and a service continuum that embraces family-directed and community-

based services; a philosophy of recovery and resiliency; evidence-based practices; person-centered care;




and responsiveness to individuals’ and families’ social, economic, and cultural and linguistic preferences
and influences.

The County has options for improving its behavioral health system. At a high level, these include:

e Improving its Medicaid penetration rate;

e Making infrastructure enhancements (e.g., modernizing facilities);

e Creating regional partnerships with neighboring county providers to share limited resources;

e Recruiting and retaining additional behavioral health providers;

e Developing a behavioral health career pipeline at county schools and with higher education
institutions;

e Tapping into the expertise and advice of the Behavioral Health Work Group (BHWG) to build
support for behavioral health system improvements. Expanding engagement of community
stakeholders on the Work Group will further build momentum; and

e Building and strengthening collaboration between somatic and behavioral health providers, in
recognition of the relationship between physical and behavioral health, the high incidence of
chronic medical conditions in people with serious mental illness, and the importance of primary
care as the “medical home” for children, youth and families, and adults. Placing a strong focus
on primary care recruitment and integration with the behavioral health delivery system will be
especially critical to improving the County’s population health while maximizing treatment
capacity.

Short-Term Recommendations
The following are recommendations for behavioral health system improvement that Prince George’s
County can begin to implement immediately and could complete by the end of 2016.

1. Become a data-driven system supported by defined metrics to measure progress in meeting
clearly defined goals.

The success of Prince George’s County behavioral health system transformation must be measured by
looking at processes and outcomes, and cost-per-unit and cost-per-service, not just counts of services
delivered. Regular reporting of measures is foundational to transparency and accountability in
government. The County uses data, but the emphasis is mainly on “counts” of people receiving services.
This has to be extended from counts to accountability for improved access to care, quality services, and
better outcomes.

For 2016, the County should consider selecting three important behavioral health quality metrics and
establishing a task force from the BHWG to oversee the implementation of these metrics across
behavioral health providers in the County. A good place to start would be to work with the State and
ValueOptions to see what behavioral health quality measures they are using statewide. For example, in
Maryland, ValueOptions is conducting alcohol prevention and screening during pregnancy; promoting
early detection and screening of alcohol use by youth; Screening, Brief Intervention, and Referral to




Treatment (SBIRT); and suicide risk assessment and alternative care training.! The County could build on
what is already available from ValueOptions and add other metrics as needed. Another promising
approach is for the County to leverage its membership in the Association of Core Services Agencies
(CSA), which brings Prince George’s County CSA officials together regularly with their counterparts in the
other counties in Maryland. Exploring with the CSAs to determine what behavioral health quality metrics
and incentives the other Maryland counties are using would be helpful. This would allow Prince
George’s County to adopt the best methods already in use in other counties.

Although the State collects data on the highest utilizers, the information does not identify individuals
with poor outcomes and high costs generated in other County agencies such as jails or public safety. The
County should use State Medicaid data and cross-match against data from the Health Department and
other County agencies to identify individuals with the highest overall utilization patterns. The County
should also develop performance measures such as the number of regular contacts with outpatient care
(number of contacts per week or month) and condition improvement (improvement can be
demonstrated by a reduction in the use of crisis or acute care services, eventually reducing system cost).

After a small-scale start using data across systems, the County can develop County-specific indicators
and move away from measuring only what is required. New indicators could include:

e Number of individuals and families who receive services within seven days following a crisis
service by using Public Use Microdata (PUMASs) or zip codes. Breaking data into smaller
catchment areas would support identifying trends and disparities more easily.

e Percentage reduction in the number of individuals with a behavioral health diagnosis and claims
for service in the past six months or year who violate the conditions of their probation.

e Reduction in the percentage of individuals who, although they receive authorization for
behavioral health services, never see a provider, or see a provider only one time.

The County should establish a strong but realistic goal for each of these metrics. An example would be:
“in Year One, at least 50 percent of individuals who receive a crisis service have a follow-up appointment
within seven days”. The next year, the bar could be raised to 60 percent, and then 70 percent the
following year. These examples are illustrative, and other benchmarks should be established based on
expert opinions. The point is to set specific goals and indicators, and then track progress toward meeting
them.

The County should also identify and use a set of metrics that indicate a deterioration in health status for
individuals with behavioral health conditions. These metrics could include: ED visits, hospitalizations,
crisis service use, suicide attempts, overdoses, and poor self-assessments of health status. These
indicators help the County develop a risk-stratification plan that focuses resources on those with the
most serious needs.

The measures noted above are process measures, or they could be thought of as intermediate
outcomes. This is an appropriate way to start the process of establishing goals and building

1 http://www.valueoptions.com/company/Experience/ValueOptions-Existing-Integrated-Care-Programs.pdf
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accountability for quality into the delivery system. Ultimately, the challenge will be to develop outcome
measures such as improvements in health status, reductions in days absent from school or work,
reductions in ED use and inpatient admissions, and lower total health spending per patient. But for this
first phase of the reforms, process goals are completely appropriate and more readily achievable.

A system of financial rewards should be established for providers who meet quality targets. This could
start out in a modest way in the first year, and be augmented in later years. Providers who perform well
should get a bump-up in their reimbursement. After that, a bonus pool could be established, to be
distributed at year’s end for high-performing providers. These are practices widely used in the private
sector and among States, including in Maryland.

The bottom line is to use metrics already collected to set specific goals and targets, measure progress
across providers toward meeting the targets, and reward those providers who do so.

2. Leverage the Behavioral Health Work Group as a champion

The County should designate the Prince George’s County Behavioral Health Work Group (BHWG) as the
entity that will oversee, stimulate, and evaluate the behavioral health system transformation plan. The
BHWG will become the entity responsible for coordinating the planning and implementation process
across behavioral health service providers and partnering agencies, including the justice system, social
services, family services, hospitals, federally qualified health centers (FQHCs), community organizations,
and other stakeholders and providers.

The BHWG needs a growing and broadly representative group of committed partners and stakeholders
who join together, develop a common vision and mission, and pursue a detailed, feasible, and
actionable strategic plan to improve behavioral health outcomes in a cost-effective way. It is important
for the Work Group to distinguish vision from specific short-term action steps. For example, if the vision
was to end homelessness over a period of years, an action step could be to create 10 new supportive
housing units during 2016.

3. Establish “No Wrong Door” points of entry into the behavioral health system

Through its Systems of Care plan, the County is moving ahead toward multiple points of entry to the
behavioral health system. The goal is that by opening any door (e.g., the physician’s office, the ER, foster
care, housing assistance, or social services), an individual gains access to the other doors, rather than
having to start over every time. The County should develop a standardized assessment, referral for
specific services, and supporting coordination.

To support establishment of a “no wrong door” system, the County should prioritize the development of
interagency memoranda of understanding (MOU) for interagency service linkages. One interagency
agreement is in progress (DataLink for the Core Service Agency, ValueOptions, and the local detention
center to share information). Additional MOUs established in 2016 could formalize the blending and
braiding of funding and integration of services and supports, while decreasing duplication of services
and consumer burden (i.e., avoiding requiring consumers to complete intake forms at multiple




agencies). The County should also develop a common intake form for County behavioral health services
so individuals can indicate which services they need assistance to access.

The County should prioritize the BHWG discussion and exploration of the Maryland First Responders
Interoperable Radio System Team (Maryland First), an interoperable 700 MHz radio communication
system for state and local public safety agencies. This system could be expanded to provide real-time
linkages across County agencies that all touch behavioral health emergencies. This would help mobilize
and connect several County agencies trying to help an individual at the time of a behavioral health
emergency so that they could work as a team to provide immediate support.

Building the prompt response to behavioral health emergencies into the County’s new Request for
Application (RFA) would help integrate this emergency treatment into the overall system of first
responders, including the Policy Department, the Sheriff's Department, and the Fire Department. The
ultimate goal is achieving a level of interoperability among first responders and linking them to
hospitals, crisis centers, and other behavioral health providers so that a person who enters the
emergency response system, from any point, is steered toward crisis treatment in the least restrictive
environment consistent with public safety, and receives appropriate follow-up care. This approach holds
the promise of influencing the reduction of the incidence of jail confinements for people who are not a
threat to public safety.

4. Build provider capacity

Critical to a high-quality, responsive, and flexible behavioral health system is a continuum of services
provided by accessible, well-qualified, culturally sensitive and linguistically competent providers who are
available to provide the right service in the right place at the right time. As a first priority, the County
needs to improve its overall supply of community-based and outpatient/ ambulatory providers;
strengthen the partnership between mental health and addiction services; and expand the cultural and
linguistic competency of organizations.

Through the System of Care Implementation grant, the County has identified the strategic plan and
vision for wrapping community-based services around children, youth, and their families with severe
emotional disturbance. The vision is an effective organizing philosophy and structure, and it supports
giving voice to the child, youth and family, and partnering with families to facilitate family-driven
treatment planning. By wrapping services and supports around the child, youth, and family, the
resources leverage the resiliency of all of them to remain together in their communities.

The County will need to establish a process for determining implementation of Evidence-Based Practices
(EBPs) within its behavioral health system. Integral to inclusion of EBPs within the behavioral health
system is the provider community’s ability to invest in the EBPs, support associated costs of training
staff in EBPs, including mentoring and coaching, and the evaluation of fidelity to the model and
retraining. The County will need to determine how it can support EBPs, including enhanced
reimbursement through Medicaid. Investment in EBPs is more than a one-time cost; it requires an
ongoing stream of funding.




Hospital services, including intensive outpatient and partial hospitalization programs, are part of an
effective behavioral health system. Since the County is one of the sponsors of the Regional Academic
Medical Center development, in partnership with University of Maryland and Dimensions Health
System, it is critical that the County assert its position that planning for psychiatric and substance use
disorder hospital-based services be made a priority in the new academic medical center. The
construction of this new delivery system is a huge commitment of County and State resources. There is a
critically important opportunity here to ensure that the new delivery system includes satellite,
community-based behavioral health services. This would help improve health outcomes for individuals
with behavioral health problems. At the same time, it would be consistent with, and foster the goals of
the All-Payer Model in Maryland to avert ambulatory-sensitive admissions and readmissions by moving
upstream in the delivery system from care in the highest-cost settings to preventive and community-
based care in lower-cost settings, including services that fall outside of the medical model.

5. Ensure proper Medicaid billing

Prince George’s County frequently spends grant funds for services that could be reimbursed under
Medicaid. Further, behavioral health care providers can enhance their reimbursement under Medicaid
by improving their ability to bill for the full range of services that they provide during an office, clinic, or
facility visit.

The County should conduct a careful review with high-volume behavioral health providers who see
many Medicaid patients to ensure they are billing Medicaid properly and not leaving legitimate
reimbursement on the table. For example, fees for Evaluation and Management (E&M) in non-facility
settings range from $26.01 to $165.21, depending on the complexity of the case. Too frequently, the
billing is at the lowest level, even though the patient is actually experiencing a more complex situation
than the referring physician indicated. Further, the actual visit in the clinic or physician’s office
frequently includes not just the E&M, but also medications, lab work, or a medical test that is done on-
site.

The County should also encourage and educate providers to examine their case mix and determine
whether their billing reflects the actual case mix of their patient population. How many are going to the
ED repeatedly? Does their coding match the severity of illness of their patients?

Of course, it is absolutely necessary to avoid “up-coding,” which is illegal and unconscionable. But there
is reason to believe that there is “accidental down-coding” in behavioral health care, as well as the
missed opportunity to bill for the range of services provided in one visit. Therefore, we urge the Health
Department and the BHWG to develop an outreach plan to providers to help them bill to the fullest
allowable extent and consistent with services provided.

The County has a year to develop the Medicaid billing and payment system, including a determination of
indirect costs of care for Medicaid reimbursement of substance use disorder services. It is critical that
the County make this planning and transition a priority, as it establishes the needed infrastructure to
participate fully in the state’s reform efforts and the future health care landscape under the Affordable
Care Act.




6. Increase enrollment in Medicaid and Maryland Health Connection

Individuals who are uninsured and seeking behavioral health services can be directed to specific
locations where they can determine if they are eligible for Medicaid and other means-tested programs
(e.g., SNAP, formerly known as Food Stamps). Although some providers do this now, our experience
indicates that it is not enough to say, “You may be eligible for Medicaid and here is a number to call, or
here is an address.” Providers need to inform patients about the precise location of the government
office that is nearest to the patient’s home or place of work; the telephone number; the hours of
operation of that office; and the exact documentation that they will need to enroll in Medicaid or other
programs.

The County could target parents for enrollment in Medicaid and use back-to-school immunization clinics
to reach out to unenrolled but eligible parents. The County could also prioritize enrollees with frequent
cycling on and off Medicaid (churning). County residents who enroll, dis-enroll (or are dis-enrolled by
staff even though they remain eligible for lack of data supplied by enrollees), and re-enroll cause the
government to incur avoidable administrative costs and frequently lose coverage.

A study by the Hilltop Institute identified the magnitude of the churning problem. This study found that
69 percent of Medicaid enrollees in Maryland were continuously enrolled throughout the year. Some
18.0 percent gained eligibility during the year while 11.6 percent lost eligibility. Only 1.4 percent both
gained and lost eligibility during the year.

Of particular interest to this project, the Hilltop Institute report found that 13.5 percent of those losing
Medicaid eligibility had a mental health condition and 4.3 percent had a substance use disorder.
According to the Hilltop analysis, adding continuity of care protections would add only $0.07 per
member per month for commercial carriers and $0.05 per month for Medicaid MCOs.?

County residents who lose publicly sponsored coverage, even though they are still eligible for it,
frequently forgo needed preventive care and other critically important health services. The County could
use state data to determine which consumers sought care but were not in the eligibility verification
system (EVS) on a given date of service. This could reveal demographic patterns of churn that may be
overcome via conducting outreach and education.

In addition, the County should review the Medicaid application processes, media messaging,
outreach/out-stationing processes, and eligibility determinations and re-determinations to make the
best effort possible to enroll and retain those who are eligible for the major health programs. Much
work has already been done in the County to increase enrollment. Those still on the sidelines, however,
are likely the hardest to convince, as people eager to have health coverage have already enrolled.
People need timely information, particularly at tax filing season, about the advantages of Marketplace
coverage, juxtaposed with the penalties they are liable for if they do not enroll. This will help the “hold-
outs” see that the “marginal cost” of enrolling is actually relatively small, particularly as ACA penalties
for remaining uninsured are increasing. Another step is to inform County residents that they can enroll

2 http://www.hilltopinstitute.org/publications/ContinuityofCareBetweenMedicaidAndExchanges-June2014.pdf
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throughout the year, not just in the open enrollment period, if they have life-changing circumstances
such as job loss, marriage and divorce, or the birth of a child.

7. Improve transportation to improve access to behavioral health services

The Health Department should partner with the County’s Department of Transportation and also with
the State Medicaid program (Maryland’s Department of Health and Mental Hygiene) to establish a
comprehensive and joint plan to improve travel within the County to support the behavioral health
system redesign. While the transportation challenge cannot be fully solved in 2016, a good place to start
would be to conduct an immediate outreach campaign to educate all of the players in the behavioral
health system about the coverage provided by Medicaid for non-emergency transportation.

The County can work with the Medicaid Transportation Director at DHMH to begin the process of
improving non-emergency transportation, which is a Medicaid-covered service. The County can also
work with Procare Ambulance of Maryland, Inc., which provides mobile integrated transportation
throughout Maryland. Other potential partners include hospitals in the County who could utilize some
funds under their community benefit requirement. Under the All-Payer Model, Maryland hospitals now
have an incentive to reduce avoidable admissions and readmissions, and improving transportation to
community-based primary care and behavioral health care is in their best financial interest.

In 2016, the County should aim to develop one to two routes for a shuttle service that connects people
in the southern part of the County with providers who are mainly located in the northern and eastern
parts of the County.

8. Expand the ACT team

The County should provide more resources and support for People Encouraging People (PEP), which
offers Assertive Community Treatment (ACT), featuring evidence-based practices, for adults, children,
and youth. Mobile treatment services under ACT are community-based, intensive, outpatient services
providing assertive outreach, treatment and support to individuals with mental illness who may be
homeless, or for whom more traditional forms of outpatient treatment have been ineffective. Mobile
service is provided by a multidisciplinary team in the individual’s setting, such the home, street, or
shelter. Services include psychiatric evaluation and treatment, clinical assessment, medication
management and monitoring, interactive therapies, support with daily living skills, assistance with
locating housing, and case management.? Ultimately, an additional ACT team may be needed to meet
demand. But in 2016, the County’s investment in increasing the capacity of the existing program would
most likely yield a positive return on investment because it would enable the team to serve more
people, thereby reducing ED visits and inpatient hospital admissions. For example, funding could help
support some new staff positions to augment capacity.

3 http://maryland.valueoptions.com/provider/handbook/MTS Assertive Community Treatment.pdf
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9. Provide follow-up support to the project bringing behavioral health providers into schools
in TNI neighborhoods

The current initiative that brings behavioral health providers into about 30 schools in the Transforming
Neighborhoods Initiative (TNI) neighborhoods is very promising. A short-term step that can begin quickly
is to provide “warm hand-offs” to providers in the community who can provide ongoing care. Although
assessments in the school settings are useful, they are not sufficient. Students evaluated as requiring
regular care will need an ongoing relationship with a provider outside the school system, not only during
the school year, but also in the summer when school is out of session. The County should aim to launch
such an effort in 2016.

Long-Term Recommendations

1. Direct more resources to prevention and community-based treatment

The County should evaluate current activities and initiatives, and direct resources into prevention,
promotion, and community-based interventions supporting greater emotional wellbeing and resiliency.
The County should leverage public health county-wide initiatives and establish strong sister agency
collaboration to develop a single and unified plan that joins all the elements and plans together, and
enhances the overall health and wellbeing of the residents of the county. The role of primary care in
screening, identification, treatment, and referral as needed to behavioral health is critical in a
continuum of prevention and community-based treatment.

2. Strengthen the partnership between mental health and substance use disorder services and
expand the cultural and linguistic competency of organizations

The County should change purchasing to move toward integrated care between mental health and
addiction services. It should become a more discriminating purchaser of services by evaluating and
utilizing vendors who can deliver high-quality integrated services based on community need and
performance.

The County should review the level of cultural and linguistic competency within the health department
to address the gaps in personnel and their ability to offer the linguistic and culturally competent
behavioral health services in the County. The County has made a good start by hiring a part-time
employee to work on cultural and linguistic competency as a part of the system of care initiative.

The County can partner with the Human Resources Department to review the positions and job
descriptions within the Health Department and the adequacy of types of behavioral health positions
available. Undergoing a major system transformation will require strong leadership and a sophisticated
and receptive team of individuals within the Core Services Agency and addiction services.

3. Achieve greater coordination across service areas and agencies




The County’s System of Care activities include an effort to build stronger linkages with the Department
of Social Services, the Department of Family Services, the Sheriff's Department and Police Department,
the Mental Health Court and regular juvenile and adult justice systems, the correctional system, and the
Department of Housing. Based on our interviews, further work is needed in this critically important
endeavor. Many people are touching multiple programs and need an array of health, behavioral health
and social services; development of closer linkages, sharing resources, and joint planning among sister
agencies is foundational to system transformation.

The County should anchor sister agency collaboration in a process of assessment, identifying common
areas of interest within the behavioral health system, and potential synergies achieved through braiding
funding from different sources. This process does not change a sister agency’s authority and
responsibility. Rather, it is a joint exploration of shared services to meet the complex needs of each
agency’s population, and together identify the services provided, contracted, or directly delivered by the
County, financing for the services, population need, and the potential for joint purchase and/or
provision by the County employees. We recommend the establishment of an interagency work group
that meets monthly to build these linkages.

4. Optimize health system performance

The County should leverage the Prince George’s County Primary Healthcare Strategic Plan (2014) to
increase primary care for its residents and support service provision to move toward greater integration,
not just within the behavioral health system, but across the full continuum of care in a way that links
behavioral and physical health care. Primary care can be a major provider of behavioral health services
for children, youth, and adults with mild to moderate behavioral health conditions.

In conjunction with the primary care strategic plan, the County should explore how it will engage
primary care practices, physicians in hospital and ambulatory sites, and other physicians to help them
provide a robust array of services for individuals with opioid addiction, including Medication Assisted
Treatment (MAT) in conjunction with Opioid Treatment Programs/Substance Use Disorder (OTP/SUD)
programs. Such inclusion is significant to the County’s efforts to expand its SUD services, leverage
available funding, and meet the needs of its population.

Patient registries can be a useful method of improving outcomes for individuals with serious mental
illness and/or those with substance use disorder. Patient registries consist of a collection of standardized
information about a group of patients who share a health condition or experience. These registries can
help County officials learn about population behavior patterns and how they affect disease development
and to learn about best practices in care delivery.

5. Increase housing placements and subsidies for individuals with behavioral health needs

The County should increase the availability of short-term and long-term affordable housing options and
improve access through increased funding for housing subsidies for individuals with behavioral health
needs. Such housing should be flexible to include residents in recovery, who are not yet fully clean and




sober (expanding the successful Housing First program), and should provide onsite support services or
linkages to community-based services.

As part of the sister agency collaboration, strengthening the relationship with the Department of
Housing holds promise in identifying additional funding and expansion opportunities, not only for
Section 8 programs, but also for innovative models to support individuals and families in obtaining and
maintaining stable housing.

6. Assess and adjust funding strategies in the context of Maryland finance reform and the
County’s transition to Medicaid payment

The County should conduct a comprehensive review of all of its funding streams for behavioral health
services and assess the service areas in which it leverages current Medicaid reimbursement as well as
potential (SUD) reimbursement; receives grant support and for what services; and receives County
funded support (type of services, how many, contracted or County staff delivered). The County should
also identify opportunities for more extensive collaboration with sister agencies, to more effectively
leverage County, Medicaid and other State and Federal funds.

Finally, the County should consider the implementation of pay-for-performance programs to help align
provider incentives to deliver care to individuals at their own, customized level of need, rather than
fitting individuals into slots of programs, with little motivation to customize services to be more
responsive to the person’s unique needs.
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Introduction and Objectives

The Prince George’s County Health Department engaged Health Management Associates to conduct a
behavioral health needs assessment and gap analysis highlighting disparities between community needs
and available resources, and to develop an action plan to bridge these gaps.

This report presents:

e A data-driven Behavioral Health Needs Assessment and Gap Analysis (Section 1), which draws
upon quantitative data as well as findings from interviews and focus groups to identify the
behavioral health needs of Prince George’s County residents and examine the service/provider
gaps in the current system.

e An Assessment of the Current Behavioral Health Service Infrastructure, Policies, and
Monitoring (Section 2) that shape the County’s behavioral health system today.

e Adescription of how to Improve Access to Behavioral Health Services and Best Practices
(Section 3), which summarizes the key elements in providing timely access to behavioral health
services and best practices in treating people with mental illness and substance use disorders.

e Finally, we offer Recommendations and an Action Plan (Section 4) aimed at improving,
integrating, and increasing access to behavioral health services in the County.

Section 1: Behavioral Health Needs Assessment and Gap Analysis

1.1 Background

This section describes the role of the County in overseeing the delivery of behavioral health services,
including the current state of the County behavioral health system, its organizational structure, and a
brief overview of funding issues. It also includes a logic model that provides a framework for our
approach to the needs assessment. Our approach was also informed by national efforts to modernize
behavioral health systems, including the Substance Abuse and Mental Health Service’s Administration
(SAMHSA)’s Description of a Good and Modern Addiction and Mental Health Service System: *

“[A] modern mental health and addiction service system provides a continuum of effective
treatment and support services that span healthcare, employment, housing and educational
sectors. Integration of primary care and behavioral health are essential. As a core component of
public health service provision, a modern addictions and mental health service system is
accountable, organized, controls costs and improves quality, is accessible, equitable, and effective.
It is a public health asset that improves the lives of Americans and lengthens their lifespan....The
vision for a good and modern mental health and addiction system is grounded in a public health
model that addresses the determinants of health, system and service coordination, health
promotion, prevention, screening and early intervention, treatment, resilience and recovery
support to promote social integration and optimal health and productivity....”

4 https://www.dshs.wa.gov/sites/default/files/BHSIA/dbh/documents/good and modern 12 20 2010 508.pdf
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1.1.1 Core Service Agencies

The Core Service Agency (CSA) is the local mental health authority responsible for planning, managing,
and monitoring the public behavioral health system at the local level. Each of the 24 counties in
Maryland is represented by a CSA. Although the CSAs have the same general legal mandate,® each
operates differently based on community needs and resource availability. Maryland CSAs provide
oversight and monitoring of all Behavioral Health Administration grant-funded programs for individuals
with mental illness. In FY 2014, the CSAs received $5.147 million in grant funds and provided oversight
to 30 programs. According to its FY 2014 budget for state general funds, the Prince George’s County CSA
received $790,064 for program administration (10 staff) and $1.477 million in total funds from the state
Department of Health and Mental Hygiene (DHMH). In FY 2016, it received almost $1.749 million in total
DHMH funds.

The Maryland Association of Core Service Agencies describes the CSA duties as including, but not limited
to:

“authorization of services; coordination of care; management of high cost users and diversion to
lower levels of care; quality assurance; residential [rehabilitation] program [housing unit]
inspections; review appeals; investigation and resolution of complaints; audit of programs for
regulatory compliance; identification of potential fraud, waste and abuse; and response to
public calls for assistance, information and referral. Planning and budgeting responsibilities
include development and annual update of a local mental health plan based on needs
assessments; development of annual budgets; execution of local vendor contracts; monitoring
PMHS [Public Mental Health System] spending; contract monitoring and auditing; development
and release of Requests for Proposals (RFPs); and development of comprehensive continuum of
community based services. CSA network development addresses coordination of care and
linkage including integration of services and benefits by collaboration with other public and
private agencies/organizations, including the justice, education and social services systems;
public education and provider training; evaluation of services; and review of new provider
applications.” 7

1.1.2 Organizational Structure

In 2005, the Prince George’s County Individuals with Disabilities Office merged with the Mental Health
Authority Division to form the Mental Health and Disabilities Administration within the Department of
Family Services. In response to the state-level merger of the Mental Hygiene and Alcohol and Drug
Abuse Administrations into the Behavioral Health Administration, many CSAs have moved to integrate
mental health and substance use services into a single behavioral health entity. Prince George’s County
moved to integrate its behavioral health services by relocating the CSA from the Department of Family
Services to the Health Department, under the Behavioral Health Services Division. In 2012, as part of its
Health Enterprise Zone grant application, the County wrote that “the division will facilitate linkages

5 The legal mandate for the CSA is set forth in Md. Code Ann §§ 10-1201 et seq.

6 Fiscal Year 2014 Annual Report & Fiscal Year 2016 Annual Plan. (2015). Prince George’s County Health Department, Behavioral
Health Services, Core Service Agency.

7 Integrated Care for Individuals with Behavioral Health Disorders. (2011). | Maryland Association of Core Services.
http://www.marylandbehavioralhealth.org/ literature 103022/MASCA White Paper on Behavioral Health
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between other providers that expand into the zone and behavioral health providers who have already
expressed an interest in working in the Zone.”®

Fiscal Organization

Prince George’s County Health Department provides some limited direct-care services, with funding
primarily through grant awards. When the State’s 1115 HealthChoice waiver was implemented in 1997,
most mental health services were carved out from managed somatic® health care. Over time, the
majority of mental health services became Medicaid-reimbursable. Consequently, state-only grant funds
to support the delivery of public mental health services have greatly diminished, with the exception of
those available for crisis services. In response to the reduction in grant funds, some local jurisdictions
developed their own outpatient mental health center (OMHC) and began to bill for services (i.e.,
Allegany, Anne Arundel, Caroline, Frederick, Garrett, Kent, Montgomery, Wicomico). Others have
developed capacity to bill for services provided by licensed mental health professionals employed by the
local health department, who are compensated using the appropriate fee schedule.

In 2016, as the State transitions funding for the delivery of substance use services from grant dollars to
Medicaid-reimbursed services managed by the Administrative Services Organization, local health
departments that provide substance use services will be required to enroll in the Medicaid program
provider type 50, certified program and/or provider type 32, opioid treatment program. Counties,
including Prince George’s, must ready themselves for a significant cultural shift as the State further
reduces and eventually largely eliminates grant funding for the delivery of substance use services. Over
S8 million in State general funds was withdrawn from the FY15 Behavioral Health Administration in
recognition that many behavioral health services will be reimbursed by Medicaid.°

While it is permissible for States to charge premiums and establish out-of-pocket spending requirements
for some Medicaid beneficiaries, Maryland prohibits cost-sharing except for families enrolled in the
Maryland Children’s Health Program (MCHP) Premium. MCHP Premium charges $50 per month per
family for those with income between 200 and 250 percent of federal poverty (540,180-550,225 for a
family of three in 2015) and $63 per month per family for those with income between 250 and 300
percent of federal poverty ($50,225-560,270 for a family of three in 2015).

Also of concern are lagging rate increases or rate cuts to public system providers. Community providers
have received few inflationary adjustments over the past two decades, despite rising operational costs.
In January 2015, the Board of Public Works reduced psychiatrist evaluation and management
reimbursement rates from 100 percent to 87 percent of Medicare, effective April 2015. It also reduced
the mental health provider rate increase from 4 percent to 2 percent, effective immediately.'! Although

8 Prince George’s County Health Enterprise Zone: Primary Care — Public Health Integrated Service Model. (2012). Prince
George’s County Health Department.
http://dhmh.maryland.gov/healthenterprisezones/Documents/Prince%20Georges%20County%20HEZ%20Application%20-
%20Redacted%20Version.pdf

9 Somatic: of or relating to the body, especially as distinct from the mind.

10 Operating Budget Data. (2014). Behavioral Health Administration, Department of Health and Mental Hygiene.
http://mgaleg.maryland.gov/pubs/budgetfiscal/2015fy-budget-docs-operating-MOOL-DHMH-Behavioral-Health-

Administration.pdf
11 Supplement B: Action Agenda. (2015). Department of Budget and Management.
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the General Assembly passed legislation in 20102 that was intended to require annual inflationary rate
adjustments for community providers, no regular adjustments have been forthcoming.

1.1.3 Overall Approach of the Study

The methodology was designed to perform a comprehensive assessment of the behavioral health
system in Prince George’s County that would provide a better understanding of existing behavioral
health services and resources, while identifying gaps and needs in the County. Therefore, the
methodology included the collection and analysis of a wide range of both quantitative and qualitative
data. In addition, relevant reports and other documents were obtained from County, State, and other
sources. The findings from analyzing all the data and documentation formed the basis of the assessment
of the current behavioral health system, as well as the evaluation of a host of critical activities required
to support the system, such as monitoring, tracking, and reporting behavioral health services utilization
in the County and others. In addition, a logic model was developed to provide key questions and a
framework to guide the assessment and gap analysis, which can be found on the next page.

The quantitative data collected and analyzed were obtained from established, credible sources such as
the Behavioral Health Risk Factor Surveillance Survey (BRFSS), Healthcare Cost and Utilization (HCUP),
regular Census data, SAMHSA, and the Census Bureau’s American Community Survey. HMA estimated
prevalence of diseases, analyzed utilization trends, and determined gaps in behavioral health service
delivery in Prince George’s County. The qualitative data approach was designed to capture the lived
experience of key informants who are most directly involved and impacted by the County’s behavioral
health system. This data were collected through more than 40 interviews with a broad range of key
informants, such as those from the County health department, multiple sister County agencies, and
State-level behavioral health staff, community organizations and associations, faith-based organizations,
behavioral health providers and hospitals in the County, and vendors contracted with the County to
provide services. In addition, two focus groups were convened: one with behavioral health services
recipients and another with families of behavioral health service recipients. More information and detail
about the data collection and analysis process is in Section 1.2.

http://www.dbm.maryland.gov/budget/Documents/operbudget/2015/010715-BPW-item.pdf
12 5.B. 633, Chapter 497. (2010). http://mgaleg.maryland.gov/2010rs/chapters noln/Ch 497 sb0633E.pdf
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1.1.4 Logic Model

The following logic model illustrates the questions driving this needs assessment and gap analysis. It also proposes a continuous feedback loop in
which the health department collects data from its activities, outputs, and outcomes on an ongoing basis and uses the data to inform its
strategies and activities.

Health Department

Program Assessment & Evaluation (Proposed)
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1.2 Methodology

A combination of secondary quantitative data, structured interview, and focus group data inform the
Prince George’s County behavioral health assessment. The quantitative and qualitative methods used
were thorough, allowing for a comprehensive picture of Prince George’s County to be obtained, by
reviewing:

e Population estimates of behavioral health and analysis of need from BRFSS, HCUP, DHMH, and
the State Health Improvement Process;

e Federal data from the Health Resources and Services Administration (HRSA) and SAMHSA;

e Service utilization and claims from the Behavioral Health Administration,
ValueOptions/Medicaid, the Chesapeake Regional Information System for our Patients (CRISP)
and the Core Service Agency (CSA);

e Provider capacity analysis;

e County agencies, including the Department of Social Services (foster care) and Department of
Public Safety (corrections and police);

o Key informant interviews with key leadership and behavioral health staff of the Health
Department, other County agencies, and the state, providers, vendors, and more.

0 Over 40 interviews were conducted

e Consumer focus groups
0 Two were conducted: one with behavioral health service recipients and another with

their families

In addition, we carefully reviewed State and County documents, including the CSA annual and fiscal
reports, the Project LAUNCH environmental scan, Health Enterprise Zone materials, and the Prince
George’s County Healthcare Action Coalition report. This assessment reflects a community- and
consumer-oriented approach that considers both quantitative and qualitative data in developing an
understanding of the current behavioral health delivery system. The focus groups and key informant
interviews provided perspective and context for evaluating the quantitative data.

1.2.1 Data Sources

For this project, we collected data from several different sources. We used data supplied by Prince
George’s County, collected data from various sources online (including nationally representative,
government administered surveys), and applied for and purchased relevant data sets. Information
provided by the County included data on the schooling, safety, and stability for children from the Needs
Assessment and Strategic Plan developed by the Local Management Boards (LMB); a needs assessment
and gap analysis on the availability and coordination of care for children from the Maryland LAUNCH
Environmental Scan Report; and data on various aspects of the foster care system for children in Prince
George’s County and Maryland. Data from numerous online sources were collected as well.
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Table 1: Online Data Sources Used in this Assessment
2010 U.S. Census e Demographics

Prince George’s County Health Enterprise Zone (HEZ) e  Qutcomes

e  Socioeconomic Issues
e  Environmental Factors
e Food Security

e Crime Rates

Health Services Cost Review Commission (HSCRC) e Chronic Conditions
Regional Partnerships e High Utilizers

e Payers
Federal Bureau of Investigation e Violent Crime

e Rape

e  Murder

In addition to this background and contextual data, we also downloaded the County-level data from the
Behavioral Risk Factor Surveillance Survey (BRFSS, 2012), which we were able to use to compare Prince
George’s County to Maryland and the United States on several behavioral health factors. These data
include demographics and socioeconomic status variables as well, so we were able to provide
demographic breakdowns of each variable of interest. The limitations of BRFSS include that it is only
representative of a sample of the population, it only covers adults, and it is self-reported, the latter of
which is true for the above-mentioned data sources, excluding the HSCRC data.

In order to get data representative of the entire population in Prince George’s County and Maryland, we
applied for and purchased data from the Health Costs and Utilization Project (HCUP) on inpatient and
emergency department discharges for the state of Maryland for 2012. These data include up to 16
International Statistical Classifications of Diseases and Related Health Problems (ICD-9) codes for each
discharge, allowing our team to calculate frequencies and percentages for different diseases of interest,
both behavioral and physical, as well as distinguish between primary and secondary diagnoses for our
diseases of interest. These data also include demographic and a few socioeconomic variables, which
allowed stratification of our variables of interest.

For our mapping and geographic information systems (GIS) analyses, we downloaded Topographically
Indexed Geocoding, Encoding and Referencing (TIGER) line files from the United States Census for state,
county, and zip code boundaries, as well as roads for Prince George’s County, which were used to create
a map layer of the Transforming Neighborhoods Initiative (TNI) neighborhoods of need. Demographic
data for the Census was joined onto the TIGERIine files in order to display each district (state, county, or
zip code), characterized by its demographic variables. Data from Substance Abuse and Mental Health
Services Administration (SAMHSA) on provider locations and classifications were geocoded and added to
the map as a layer as well. This allowed us to evaluate where providers are located in relation to areas of
need. All GIS analyses were conducted using ESRI’s ArcMAP version 10.2, and all data cleaning and
analyses were conducted using Stata version 13.
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1.2.2 Focus Groups

Focus group recruitment was performed with the helpful assistance from the National Alliance on
Mental lliness (NAMI), a consumer advocacy organization for individuals and families affected by
behavioral health issues. A convenience sample of four behavioral health consumers participated in one
consumer focus group, and a convenience sample of eight family members participated in one family
member focus group. Each focus group participant completed a participant information sheet to provide
some basic, self-reported background information (Appendix C: Focus Group Participant Information
Sheet). Descriptive information for focus group participants is provided in Table 2 below.

Interview and focus group participants were sampled using non-probability methods, namely a
combination of purposive, snowball, and convenience sampling techniques.

Focus groups with consumers and family members were co-facilitated by several project staff and
moderated using a semi-structured, focus group guide (Appendix E: Semi-Structured Focus Group
Guide). Due to the personal and sensitive nature of the information shared, all focus group participants
completed a consent form to acknowledge privacy and confidentiality protections, as well as other
terms of focus group participation. Each focus group was conducted for approximately one hour. During
each focus group, project staff captured information shared by consumers and family members using
summary field notes.

1.2.3 Key Informant Interviews

Key informants were selected purposively due to their specific knowledge, experience, and/or role in
the behavioral health system, or related systems, in Prince George’s County. At the conclusion of each
interview, key informants were given the opportunity to refer HMA project staff to other potential
interviewees with relevant information to share for the project. A total of 33 interviewees were selected
through an initial purposive sample followed by referrals. Interviewees were classified in one of four
categories for the purposes of the qualitative analysis and reporting. These categories included officials
working in the Prince George’s County Health Department, provider organizations (e.g., hospitals and
health systems, Federally Qualified Health Centers, crisis intervention services), sister agencies (e.g.,
criminal justice and corrections, family services and social services, as well as state interviewees), and
other organizations (e.g., public schools, consumer advocacy, faith-based organizations).

All interviews were conducted by one or more project staff using a semi-structured interview guide
including questions and probes designed to gather rich descriptions and explanatory information about
Prince George’s County behavioral health system. Interview guides were tailored to address the specific
role and area of expertise of each interviewee (Appendix D: Sample Semi-Structured Interview Guide).
On average, interviews were conducted for approximately 45 minutes. During each interview, project
staff captured information shared by key informants using summary field notes. Following each
interview, notes were cleaned and prepared for analysis.
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1.3 Findings from Behavioral Health Needs Assessment and Gap Analysis

1.3.1 Quantitative Data Findings

Demographic Characteristics

Prince George’s County has many challenges and opportunities in ensuring the health of its residents.
Apart from statewide fiscal constraints, the County is facing challenges with the restructuring of Laurel
Regional Hospital into an outpatient-only facility, concerns over provider adequacy, debate over the
most effective way to revamp Prince George’s Hospital Center into a modern teaching facility, and an
increasingly socioeconomically diverse population, with significant growth of Hispanic residents. At the
same time, the County has pursued opportunities to positively affect the health of its residents, by
securing grants and implementing key initiatives including a Health Enterprise Zone in Capitol Heights, a
Transforming Neighborhood Initiative (TNI) “focus[ed] on uplifting six neighborhoods in the County that

713

face significant economic, health, public safety and educational challenges,”° and a large Economic

Development Fund designed to create jobs and increased tax revenue.*

Access to health care services is dependent upon many demographic characteristics, including age,
gender, race/ethnicity, income, language, and geography (urban, suburban, rural). Examining a few key
characteristics of Prince George’s County provides context for the behavioral-health specific
information.

The median household income in Prince George’s County is $73,623, on par with the state median
income of $73,538, but higher than the national median income of $53,046 (Census Bureau, 2009-
2013).%> Although Prince George’s County’s median household income is well above the U.S. median
overall, there is a wide range from area to area. The American Community Survey divides Prince
George’s County into 21 districts. In 2013, the median household income ranged from $53,956 in District
17, Chillum, to $111,687 in District 11, Brandywine.'® Despite the relative affluence of the county, 8.3
percent of households have an annual income below $25,000. Generally, County residents living within
the Washington Beltway (a selection of Census-designated areas is below) have higher rates of poverty
and lower levels of educational attainment than those in the southern part of the County. The districts
in the table below were chosen because they have relatively high rates of poverty.*’

13 Transforming Neighborhoods Initiative (TNI). Prince George’s County Maryland County Executive.
http://www.princegeorgescountymd.gov/sites/ExecutiveBranch/CommunityEngagement/TransformingNeighborhoods/Pages/
default.aspx

14 Roberts, D. (2011). Prince George’s County Executive Addresses Small and Minority Businesses on Economic Development
Incentive Fund. Prince George’s County Maryland Supplier Development and Diversity.
http://www.princegeorgescountymd.gov/sites/SupplierDevelopment/News/Pages/Prince-Georges-County-Executive-
Addresses-Small-and-Minority-Businesses-on-Economic-Development-Incentive-Fund-.aspx

15 State & County Quick Facts: Prince George’s County, Maryland. (2015). United States Census Bureau.
http://quickfacts.census.gov/qfd/states/24/24033.html

16 American Community Survey (ACS). (2013). United States Census Bureau. https://www.census.gov/programs-surveys/acs/
17 Ibid. See also http://statisticalatlas.com/county-subdivision/Maryland/Prince-Georges-County/District-6:-
Spauldings/Overview
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Table 2: Percent of Households in Prince George’s County with Annual Family Income Falling into
Different Income Brackets

District 6, District 17, District 18, Seat District 19,

Spauldings Chillum Pleasant Riverdale
Less than $10,000 | 5.1% 5.3% 4.8% 4.9%
$10,001-514,999 | 1.5% 2.6% 2.6% 1.9%
$15,000-$24,999 @ 4.9% 10.3% 6.9% 11.4%

Source: American Community Survey, Annual Family Income, 2013; District 19 encompasses District Heights

When reviewing income, one must also consider housing costs. The median monthly housing cost for
County residents is $1,504.%8 In renter-occupied housing units, low-income households are spending
significantly more on housing; “housing expenditures that exceed 30 percent of household income have
historically been viewed as an indicator of a housing affordability problem.”*® In Prince George’s County,
93 percent of those with incomes below $20,000 and 98 percent of those with income between $20,001
and $34,999 are spending in excess of 30 percent of their income on housing; nationally, the figures are
89 percent for those with incomes below $20,000 and 75 percent for those with income between
$20,001 and $34,999, respectively. By contrast, only six percent of those with incomes in excess of
$75,000 spent more than 30 percent of their income on housing both in the County and nationally.?

Some 15.4 percent of Prince George’s County residents were uninsured in 2013, about the national
average, representing more than 132,000 County residents. By contrast, the neighboring counties had
lower rates of uninsured residents, ranging from a high of 11.5 percent uninsured in Montgomery
County to a low of 6.9 percent in Calvert County. As described in detail in Section 3, the County also had
the lowest behavioral health Medicaid penetration rate in the state; just 7.2 percent of eligible
beneficiaries used the public behavioral system in state fiscal year 2014.%

The low Medicaid penetration rate may be explained by several factors: mixed status families (where
one or more members are undocumented) may be reluctant to enroll eligible family members since
doing so includes interaction with government offices; when faced with a long wait to access care,
beneficiaries may simply opt not to receive care or to use crisis or hospital systems; transportation to
and from appointments is difficult for those in the rural southern County; and stigma remains a barrier
to accessing behavioral health care. Apart from those factors, Medicaid beneficiaries may have difficulty
in accessing respectful, culturally, and linguistically competent care.

Cultural and linguistic competency is more than having a racially and ethnically diverse array of
providers. While some studies have found that people of color reported same-race physician

18 American Community Survey (ACS). (2013). United State Census Bureau.
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_14_1YR_B25105&prodType=table

19 http://www.census.gov/housing/census/publications/who-can-afford.pdf

20 American Community Survey (ACS). (2013). United States Census Bureau.

21 Behavioral Health System Baltimore Behavioral Health Plan: FY 14 Report of Activities and Accomplishments FY 16 Strategic
Goals and Objectives.
http://bha.dhmh.maryland.gov/Documents/Baltimore%20FY%2015%20annual%20plan%20and%20report%20combined%20-
%20FINAL%207-31-15.pdf
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preferences and higher rates of satisfaction when seeing a same-race provider,?? lack of respectful care
was an oft-cited reason for refusing care. A composite example: a young mother endures a four-week
wait to see a therapist at a community mental health center. She works in the service industry with a
variable schedule; two days before the appointment she is scheduled to work. She calls the clinic and
learns she can reschedule, but will face a long wait to be seen. Rather than reschedule, she calls in sick
to work; she has no paid leave and will lose her wages for the day. She relies on public transportation
and arrives to the appointment 15 minutes late. The receptionist tells her she has missed her
appointment time and must wait. She is warned that if she is late again, the practice won’t continue to
see her. She waits, and is seen for intake. The appointment takes only 15 minutes. She wonders if it is
worth her time to come again.

Behavioral Health

Although statewide behavioral health indicators such as depression prevalence,? rate of binge
drinking,?* and the age-adjusted suicide mortality rate?> exceed those of Prince George’s County for
adults, data show significant numbers of adult residents with a behavioral health diagnosis seeking
inpatient and/or emergency treatment. In 2012, as shown in the table below, 3,877 inpatient discharges
in Prince George’s County (PGC) had a primary behavioral health diagnosis. Of those discharges, 29.5
percent had a diagnosis of schizophrenia, 20.1 percent major depression, and 12.2 percent bi-polar
disorder. Additionally, of those with a primary diagnosis outside of behavioral health, 16,322 (23.4
percent) had at least one secondary behavioral health diagnosis; 1,180 had a secondary diagnosis of bi-
polar disorder. Of the 260,312 emergency department (ED) visits across that same period, 2.6 percent
had a primary behavioral health diagnosis and 9.4 percent had a secondary behavioral health
diagnosis.?®

These findings make it clear that a large number of Prince George’s County residents have a behavioral
health diagnosis. Indeed, about 20,000 people discharged from the hospital in 2012 had a behavioral
health diagnosis, either a primary or secondary. Approximately another 31,000 people who went to the
ED during the year had a behavioral health diagnosis. (Of course, some individuals likely had both one or
more ED visits and one or more inpatient stay so these figures are not additive). While some of the
individuals who were hospitalized and had a behavioral health problem as a secondary diagnosis may
not have serious behavioral health problems, these large numbers suggest that a larger number of
County residents do have such problems, particularly those with behavioral health problems as a
primary diagnosis. Further, there are likely numerous individuals in the County with serious behavioral
health problems who did not have either an ED visit or an inpatient stay. Thus, it seems likely that well

22 Malat J & van Ryn M. (2005). African-American preference for same-race healthcare providers: the role of healthcare
discrimination. Ethnic Disparities 15(4):740-7; Chen et al. (2005). Patients’ Beliefs About Racism, Preferences for Physician Race,
and Satisfaction With Care. Ann Fam Med. 2005 Mar; 3(2): 138-143.

23 |n PGC, 10.4 percent of adults reported depression in 2013, lower than statewide of 15.4 percent and significantly lower than
the US prevalence rate of 38.5 percent (BRFSS 2013)

24 In PGC, 10.4 percent of adults surveyed said they binge drink compared to 14.2 percent statewide (BRFSS 2013)

25 The age-adjusted death rate due to suicide was 5.8 per 100,000 in PGC compared to 9.0 per 100,000 statewide (Maryland
Department of Health and Mental Hygiene 2011-2013)

26 Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for Healthcare
Research and Quality.




over 30,000 people in the County had serious behavioral health problems, as measured in 2012. It is

useful to keep these numbers in mind when we present program enrollment information in Section 5.

Table 3: Behavioral Health ED Discharge Data

Prince George’s County

Inpatient Discharges

Emergency Department Visits

Behavioral Health Diagnosis: Primary Secondary Primary Secondary
Total Number 3,877 16,322 6,642 24,354
BH Diagnoses as a percent of 5.5% 23.4 % 2.6 % 9.4 %
Total

Diagnosis of Schizophrenia 1,145 742 336 662
Diagnosis of Bipolar Disorder 476 1,180 308 1,177
Diagnosis of Major Depression 782 598 231 93

Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.

Behavioral health data for adults collected through the Behavioral Risk Factor Surveillance Survey
(BRFSS) relies on self-reported data, and may capture additional undiagnosed behavioral health
conditions. In the 2013 BRFSS, in Prince George’s County, 83.6 percent responded that they experienced
good mental health compared to 85.0 percent statewide. Additionally, the average number of reported
poor mental health days in the last 30 days in the County was 10.3 days. Of those who reported that
they experienced any poor mental health days in the last 30 days, a large portion (18.3 percent)
reported poor mental health for 21-30 out of those 30 days. This illustrates the persistent nature of the
mental health issues that County residents face.

Racial and Ethnic Disparities

Disparities in behavioral health prevalence and treatment exist across the County. The figure below
shows the racial and ethnic breakdown of the 3,877 inpatient discharges with a primary behavioral
health diagnosis?’ compared to that of the general population.?

27 Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for Healthcare
Research and Quality.
28 American Community Survey (ACS). (2013). United States Census Bureau. https://www.census.gov/programs-surveys/acs/
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Figure 1: Prince George’s County Inpatient Discharges with Primary Behavioral Health Diagnosis, by
Race and Ethnicity
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Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.

In reviewing the 16,322 inpatient discharges with a non-primary behavioral health diagnosis, racial
disparities become more pronounced: In particular, blacks have the highest utilization of hospital
services but also a comparably high proportion of the County population. Whites are using hospital

services at a rate that is much higher than their proportion of the County population, while Hispanics are

using hospital services at a rate that is much lower than their share of the County population.

Figure 2: Prince George’s County Population, by Race
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Source: American Community Survey (ACS). (2013). United States Census Bureau. https://www.census.gov/programs-

surveys/acs/
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Figure 3: Non-Primary Behavioral Health Inpatient Discharge, By Race and Ethnicity
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Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.

Emergency Department Use

A key indicator of accessibility of behavioral health services is emergency department (ED) utilization.
Although ED usage is sometimes necessary, many ED visits include care for medication management or
non-critical services that could have been accessed in a community, outpatient setting. Other ED visits
result from illnesses that progressed from not accessing care in an outpatient setting. Other reasons for
ED utilization for behavioral health conditions include: no regular source of behavioral health care; un-
or underinsurance; transportation issues (the ED being closer or more easily accessible than an
outpatient provider); a lack of community practices with extended or weekend office hours;
undocumented citizenship status; and lack of urgent or crisis care beds. The figure below illustrates the
racial and ethnic breakdown of ED visits in the County with a primary behavioral health diagnosis by race
and ethnicity, and shows that substance use condition as a primary diagnosis is a much greater
proportion of total behavioral health diagnoses in the Black population (i.e. well more than half).
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Figure 4: ED Visits with Primary Behavioral Health Diagnosis, By Race and Ethnicity
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Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.

Age

Although 17.0 percent of inpatient discharges for a primary behavioral health condition in Prince
George’s County were for those ages 18-24 compared to 12.5 percent statewide, only 1.1 percent
(N=38) were under 18 compared to 4.3 percent (N=2062) statewide. The rate of those 65+ matched
statewide rates at 7.5 percent, but 9.6 percent of the total of those with a mental health primary
diagnosis were 65+ compared to 6.8 percent statewide. Of those with a non-primary behavioral health
diagnosis, 40.1 percent were 65+, and of those with a non-primary mental health diagnosis 62.4 percent
were 65+.

The figures below show the breakdown across ages of inpatient discharges and emergency department
visits for behavioral health primary diagnoses as compared to the age breakdown of the general
population. Behavioral health conditions are spread across the age groups, but for many senior citizens,
their behavioral health conditions may be caused by or related to chronic medical conditions.
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Figure 5: Prince George’s County Population, by Age Group
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Source: People QuickFacts: Prince George’s County. (2013). United States Census Bureau.

Figure 6: Prince George’s County Inpatient Discharges with BH Diagnosis, by Age Group
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Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.
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Figure 7: Prince George’s County ED Visits, by Age Group
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Source: Healthcare Cost and Utilization Project (HCUP). (2012). U.S. Department of Health & Human Services, Agency for
Healthcare Research and Quality.

Gender

Behavioral health primary diagnoses accounted for 7.3 percent of the total male inpatient discharges in
the County, compared to 4.4 percent of the female inpatient discharges. Of the total 3,877 discharges
with a primary behavioral health diagnosis, 52 percent were male and 48 percent female, matching the
breakdown of the general population; however, of the 16,322 inpatient discharges with a non-primary
behavioral health diagnosis, 55 percent were female. Similarly, 47 percent of emergency department
visits with a primary behavioral health diagnosis were female, and 52 percent with a non-primary
behavioral health diagnosis were female.

In the 2013 BRFSS, women accounted for 75 percent of those reporting depression in Prince George’s
County. Women also reported 0.8 more days of poor mental health in the past 30 days, and one fewer
day of binge drinking than males. Additionally, 60 percent of those who smoke every day and 57 percent
of those who smoke occasionally were female. Of those who reported smoking every day, 63.5 percent
were black and 31.8 percent white, while those who reported smoking occasionally were 76.1 percent
black and 15.2 percent white.

1.3.2 Qualitative Data Findings

Summary field notes for key informant interviews were analyzed following a grounded theory approach
to identify emergent themes regarding various aspects of the behavioral health system in Prince
George’s County. Primary codes were developed a priori based on the key focus areas of the project.
Secondary codes were developed based on emergent categories that surfaced during the analysis. All
codes were combined into a comprehensive coding framework (Appendix F: Coding Framework).
MAXQDA version 11, a qualitative data and analysis management software, was used to apply codes to
the summary field notes and add analytic memos. Consensus discussions were conducted by members
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of the project team to verify the appropriateness of codes and their definitions. During the coding
process, codes commonly applied together were merged for parsimony of the coding framework. After
completing the coding process, initial themes were identified based on the frequency that common
ideas were shared across interviewees and the salience of those ideas. A series of consensus discussions
were held among the full project team to select final themes.

Given there were two targeted focus groups, field note taking and consensus discussions were used to
analyze focus group data for emergent themes. Consistent with later stages of the approach for
analyzing key informant interviews, initial focus group themes were identified based on the frequency of
common ideas that were shared across focus group participants, as well as the salience of those ideas. A
series of consensus discussions were held among the full project team to select final themes for the
service recipient and family member focus groups.

This section provides key themes from key informant interviews, organized into sections for
gaps/barriers, facilitators, and solutions/recommendations related to the performance of the Prince
George’s County’s behavioral health system. Within each section, themes are sorted into one of three
levels of a socioecological framework, including individual and community level factors, organizational
and provider level factors, and behavioral health systems level factors. Key themes from the consumer
and family member focus groups are provided separately. Table 4 provides a summary of key themes
across key informant interviews and focus groups. Further explanation of these themes is given in the
sections that follow.
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Table 4: Key Themes Summary Table

Individual and
Community Level

Organizational and

Behavioral Health

Provider Level

Systems Level

Gaps/Barriers

Lack of access to care due to uninsured and
undocumented status

Loss of benefit/coverage after aging out of
programs for children/youth and not enrolling in
programs for adults

Overuse of hospital and emergency services for
non-emergency care

Recidivism among individuals with behavioral
health needs

Facilitators

Solutions/Recommendations

Difficulty with discharge planning for transition
from hospital to community

Lack of fully integrated physical and behavioral
health services as well as fully integrated mental
health and substance use disorder services

Low cultural competency

Loss of flexible health department block grant
funding and low revenues for behavioral health
services

Intensive outpatient
programs/partial hospitalization
services

Legal authority for court-directed
behavioral health care with warm
hand-offs

e Develop hospital discharge and transition support
services for behavioral health patients

e Expand behavioral health services and recruit
additional provider staff

Shortage of behavioral health services and
providers

Lack of transportation to care delivery sites
Lack of housing for individuals with behavioral
health needs

Lack of behavioral health performance
measures, quality assurance measures, and
accountability mechanisms

Lack of a continuum of behavioral health
services, including inadequate coordination of
care and provider communications

Insurance coverage expansion
under ACA

Maryland healthcare spending
targets, finance reform, and
penalties for underperformance
on quality measures

Special projects and
initiatives(e.g., SOC, TNI, HEZ,
Project LAUNCH, 4E Waiver)
Generous Medicaid eligibility
thresholds and robust coverage
of behavioral health services
Directives for integration of
substance abuse and mental
health systems/services

e “No wrong door” point of entry into the
behavioral health system

e Create incentives to attract clinics and providers
to the County

e Improve training for professionals that engage
with individuals who have behavioral health
needs (e.g., school teachers and administrators,
police officers; identify two people to become
train the trainers in Mental Health First Aid)

e Increase housing placements and subsidies for
individuals with behavioral health needs

e Develop monitoring, outcome measurement,
quality assurance, and data-sharing strategies
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Findings: Key Informant Interviews

Gaps and Barriers
Gaps and barriers present in the County behavioral health system were perhaps the most commonly

discussed ideas during key informant interviews. Key themes related to “Barriers” include those most

commonly referenced and salient descriptions of “factors that diminish the effectiveness of Prince

George’s County’s behavioral health system”. Similarly, key themes related to “Gaps” include the most

commonly referenced and salient descriptions of “important features of a behavioral health system that

do not currently exist in Prince George’s County.”

The qualitative analysis revealed that these two concepts were highly correlated. Text segments coded

with the “Barriers” code were almost always double-coded with the “Gaps” code, and vice versa. As per

the approach used for the qualitative analysis, the two codes were merged due to their high degree of

overlap. Accordingly, themes for “Gaps” and “Barriers” are presented as a single category below.

Individual and Community Level Gaps and Barriers

Lack of access to care due to uninsured and undocumented status. Being uninsured and having
undocumented status were named as individual-level barriers to an effective behavioral health
system. For example, it was noted that undocumented individuals frequently do not seek health
services due to fear of being reported to authorities. Lack of access to medical, dental, and
behavioral health care was partially attributed to a lack of available providers and organizations
in Prince George’s County that serve uninsured and undocumented individuals.

Loss of benefits/coverage after aging out of programs for children/youth and not enrolling in
programs for adults. Failing to transition from public programs for children/youth to programs
for adults was also noted as an individual-level barrier. For example, aging out of foster care can
result in loss of certain types of support for housing. Also, aging out of children/youth programs
means becoming eligible for adult behavioral health services covered under Medicaid. However,
many individuals fall through the cracks and do not enroll. The County intends to create this
bridge through the implementation of its System of Care plan.

Overuse of hospital and emergency services for non-emergency care. Repeat hospitalization
and the use of the emergency room for non-emergency care/usual source of care were listed as
individual-level barriers to an effective behavioral health system. Although the Affordable Care
Act has increased Medicaid and private insurance coverage in Prince George’s County, a
substantial proportion of newly enrolled are not connected to a medical home and continue to
rely on emergency services. This was noted as being especially true for specific populations like
the homeless and Medicaid beneficiaries. Notably, the lack of behavioral health services was
indicated as an important contributor to this problem, as individuals tend to resort to the
emergency room when alternative sources of care are limited or unavailable.

Recidivism among individuals with behavioral health needs. Recidivism was also listed as an
individual-level barrier in the behavioral health system. This might involve repeat calls to police
and crisis services from the same businesses, families, and individuals requesting intervention




for someone with behavioral health issues. Similarly, repeat petitions from family members for
court-ordered care was cited as a problem. Also indicated was frequent arrest and diversion or
incarceration of the same individuals, typically for short periods of time and for simple offenses.
It was noted that such short time periods are usually inadequate to properly evaluate, stabilize,
and determine the appropriate medication and dosage for an individual. The County has robust
Mobile Crisis Response capacity and is evaluating how this service could be used to reduce
recidivism.

Organization and Provider Level Gaps and Barriers

Difficulty in discharge planning for transition from hospital to community. Interviewees
explained difficulties with discharge planning, especially among hospitals, for transitions of
behavioral health patients from hospital to community-based care. Such difficulty was
attributed in part to a lack of available affordable housing options in the County, a lack of
behavioral health providers and services in the County, as well as an absence of family members
to provide informal support and transition assistance.

Early stage development and implementation of integrated physical and behavioral health
services as well as integrated mental health and substance use disorder services. Integrated
care and co-occurring programs referenced during interviews were described as new and
developing in the County. For example, the health department was noted as providing trainings,
engaging in organizational restructuring, and taking other steps to fulfill a mandate for
integrated mental health and substance use treatment. However, interviewees explained that,
in practice, it is still a prevailing problem for individuals with behavioral health issues in the
County to visit separate providers for mental health and substance use treatment. Additionally,
although a Federally Qualified Health Center reported offering a newly developed, integrated
primary care and behavioral health care program, it reportedly does not serve many patients,
program services are offered only once a week, and the behavioral health acuity of patients is
relatively low.

Low cultural and linguistic competency. A low level of cultural competency among hospital and
health department staff in the County was identified as an organizational barrier. There was a
noted gap in County staff assigned to address the linguistic and cultural competency needs of
behavioral health services in the County. Other gaps in personnel include a lack of racially and
ethnically diverse staff members, a lack of linguistic capacity among staff members to
communicate with non-English speaking patients, and a lack of understanding of cultural
practices and attitudes of diverse patients in the County.

Loss of flexible health department block grant funding and low revenues for behavioral health
services. The forthcoming shift from block grant to a fee-for-service payment system for
addiction services was listed as a barrier, especially due to a loss of flexibility in block grant
funding including covering indirect costs of care. However, the one-year delay in transitioning
the payment system was noted as helping to reduce this barrier. Other noted barriers included
the health department’s inability to bill Medicare and the use of a sliding scale, which generated
little revenue due to most patients qualifying for care at the lowest payment bracket.




Behavioral Health Systems Level Gaps and Barriers

Shortage of behavioral health services and providers. A lack of behavioral health services and
providers by type of service, type of patient, and geographic location was commonly listed as a
systems-level barrier. Interviewees noted a lack of residential, inpatient, outpatient, co-
occurring, and therapy services. They mentioned a lack of psychiatrists and psychologists as well
as difficulty retaining psychiatrists and social workers. Additionally, interviewees mentioned a
specific lack of services for children, adolescents, Medicaid beneficiaries, uninsured, and
undocumented individuals. Combined with the overall shortage of behavioral health providers,
the mal-distribution of behavioral providers was noted as compounding the barrier to accessing
care. Shortages were described as most pronounced in the eastern and southern region of the
County; the majority of providers are located in the northern and western parts of the County.
Lack of transportation to care delivery sites. Interviewees highlighted the lack of transportation
as a key systems-level barrier for patients accessing behavioral health care. Health and
behavioral health organizations may not provide transportation assistance for individuals to
travel from their home to the location of services. This lack of transportation services was noted
as especially problematic for elementary/high school students who have working parents and
individuals living in the southern region of the County, where there are substantial provider
shortages and no public rail or bus service.

Lack of housing for individuals with behavioral health needs. Interviewees also identified
several factors contributing to an overall lack of sufficient housing stock and support services for
individuals with behavioral health issues. For example, interviewees mentioned insufficient
funding for temporary and long-term housing assistance. A County decision to forgo federal
matching funds for participation in a housing assistance program was noted as a key contributor
to the lack of affordable housing in the County. Furthermore, landlords show a pattern of
resisting renting to individuals with behavioral health issues due to fear of incidents taking place
in the building, home, apartment, increased probability of eviction, and other challenges.

The scarcity of housing resources leads to favoring transitions of individuals with behavioral
health issues from state facilities, which further restricts housing options for non-
institutionalized individuals with behavioral health issues, including the homeless. The
interviewees who stressed the importance of this problem noted that it posed a real dilemma.
On one hand, interviewees noted that those in institutions greatly benefit from returning to the
community. On the other hand, giving them top priority over those who are homeless denies
the latter group a chance to move from the street to safe housing. Our respondents stressed the
importance of increasing total resources so that these difficult tradeoffs could be avoided.

Lack of behavioral health performance measures, quality assurance measures, and
accountability mechanisms. A lack of performance measures, quality assurance measures, and
accountability mechanisms were listed as adversely affecting the performance of the behavioral
health system. Interviewees noted that this barrier contributes to a lack of focus/emphasis on




quality of services, lack of assurance that vendors are appropriately delivering care that they are
paid to provide, and lack of tracking patient follow-up care and outcomes.

Lack of a continuum of behavioral health services, including inadequate coordination of care
and provider communications. The County’s behavioral health service system was described as
disconnected and fragmented, with duplication and overlap of services. This disjointedness was
noted as contributing to issues with accountability among providers. A lack of coordinated
funding streams, especially for public health and social service agencies, was listed as a possible
contributor to duplication and overlap of services. Several examples of this barrier were given by
interviewees, such as when students who have behavioral health crises in schools receive
emergency services, but little information is shared back with their schools about follow-up
treatment. Lack of coordination of outreach to homeless individuals with behavioral health
issues results in duplicative contacts with and services by multiple agencies provided to the
same homeless individuals. Individuals in the corrections system often have an option for
release on bond, if it is set at relatively low levels. However, these individuals frequently choose
to remain in the corrections system, often on the encouragement from their family members, in
order to receive more comprehensive and coordinated care than available in the community.

Facilitators
Key themes related to “Facilitators” include those most commonly referenced and salient descriptions

of “factors that improve the effectiveness of Prince George’s County’s behavioral health system”.

Organizational and Provider Level Facilitators

Intensive outpatient programs/partial hospitalization services. Intensive outpatient and partial
hospitalization programs were described as key services in the behavioral health system. Partial
hospitalization services follow a step-down approach to community transitions from inpatient
care, which helps stabilize the patient and avoid readmissions. Intensive outpatient programs
were described as being effective at addressing unmet social needs, such as stable housing, and
unmet health needs to prevent inpatient admission.

Legal authority for court-directed behavioral health care with warm hand-offs. Several
interviewees affiliated with the corrections and criminal justice system referenced legal
mandates and authority to place individuals in behavioral health care as important elements
within an effective behavioral health system. One such example is the authority of a mental
health judge to place an individual in court-ordered treatment. Having a warm hand-off to
behavioral health providers (e.g., sheriff’s deputy transports court-ordered individual to the
emergency room) was listed as an especially effective, albeit resource-intensive, method of
placing individuals with behavioral health needs into care.

Behavioral Health Systems Level Facilitators

Insurance coverage expansion under the Affordable Care Act (ACA). Several providers reported
substantial reductions in uninsured as a proportion of their post-ACA payer mix. As explained in
greater detail in Section 5, greater public and private insurance coverage among County
residents improves the ability of patients to access and pay for behavioral health care provided
within the system.




Maryland healthcare spending targets, finance reform, and penalties for underperformance
on quality measures. Several policies related to behavioral health finance were identified as
facilitating an effective behavioral health system. Policies that penalize hospitals for high
readmission rates and repeated emergency department visits, as well as financial targets to
reduce Medicare spending, encourage hospitals to effectively address behavioral health issues.
For example, global budgets for hospitals under the All-Payer Model, implemented in January
2014, provide hospitals with an incentive to avoid costly patterns of hospital services use.
Working with partners in the community to better treat patients with mental illness and
substance use disorder is now in the direct financial interest of hospitals, as it may reduce
admissions and readmissions, as well as ED use. Financial incentives through value-based
payments and patient-centered medical home participation have the potential to lead to better,
more efficient care, mainly through enhanced payments for performance and the ability to bill
for multiple health and behavioral health services delivered in the same day. However,
providers characterize these financial incentives as small, useful for special projects or upgrades,
and not a substantial funding source for their organizations. Global budgeting and readmissions
penalties are facilitating coordination of care for patients with behavioral health issues. The
payment policies have helped providers identify unmet social needs, such as unsafe housing or
none at all, that are key contributors to readmissions. Additionally, an interviewee reported that
the transition from a block grant to a fee-for-service payment system for certain addiction
services will create incentives to private providers to offer care in the County, thereby creating
greater access to care for residents.

Special projects and initiatives (e.g., SOC, TNI, HEZ, Project LAUNCH, 4E waiver). Funding and
efforts to improve behavioral health under special projects in Prince George’s County were
listed as key facilitators of an effective behavioral health system. For example, the Transforming
Neighborhoods Initiative (TNI) was described as a source of funding/resources and a broad
context where behavioral health fits in as a component of reducing crime and unemployment,
and improving educational achievement and other outcomes in the County. As another
example, the health department collaborates with roughly 10 organizations in the County as
well as with Montgomery County to coordinate with ACA navigators to help enroll eligible
individuals in Medicaid and qualified health plans. Such efforts improve access to behavioral
health care through higher coverage rates among County residents. Other initiatives that
facilitate effectiveness of the behavioral health system include the Systems of Care (SOC) and
Health Enterprise Zone (HEZ). See Box 1 — Prince George’s County Special Projects and
Initiatives.

Generous Medicaid eligibility thresholds and robust coverage of behavioral health services.
Medicaid coverage of behavioral health services was reported as being robust and
comprehensive. Additionally, Maryland income eligibility levels for adults and children in
Medicaid and CHIP were described as relatively high/generous, as compared to other states. As
a related facilitating factor, the payment portal for Medicaid providers was described as
streamlined so that authorized providers can be reimbursed for services within seven days.




These factors facilitate the effectiveness of the Medicaid program as part of the behavioral
health system in the County.

e Directives for integration of substance use disorder and mental health systems/services.
Interviewees reported that recent directives for the health department to integrate mental
health and substance use services foster an effective behavioral health system. The health
department is increasing its capacity to provide substance use and mental health (i.e., co-
occurring) services through staff training, integration of treatment services, and plans to further
develop co-occurring programming. Additionally, the Administrative Services Organization in the
County is now responsible for both mental health and substance use disorders, whereas the two
were previously divided.

Box 1: Prince George’s County Special Projects and Initiatives

e The Systems of Care Expansion Implementation Grant, which was awarded to Prince
George’s County Health Department in August 2015, is $4 million over four years to help
to expand and improve access to community-based services for youth and children with
serious behavioral health challenges. Specifically, Prince George’s County will utilize the
funding to help county youth, children, and families with serious behavioral health
challenges to function better at home, in school, and within the community.?

e The Prince George’s County Health Enterprise Zone (HEZ) strives to bring quality and
affordable healthcare to residents within the 20743 zip code of Prince George’s County.
Currently, individuals within the 20743 area have limited access to medical providers, but
through the collaboration of the Maryland Community Health Resources Commission
(MCHRC), the Maryland Department of Health and Mental Hygiene, and the Prince
George’s County Health Department, the HEZ is expanding and bringing more practices to
the area. By 2016, HEZ is attempting to institute five new practices that will serve over
10,000 individuals in the 20743 zip code.*°

e The Transforming Neighborhoods Initiative (TNI) within Prince George’s County is working
towards lifting up six neighborhoods (East Riverdale/Bladensburg, Hillcrest
Heights/Marlow Heights, Glassmanor/Oxon Hill, Kentland/Palmer Park, Langley Park, and
Suitland/Coral Hills) that face significant challenges in the public safety, health, economic,
and education settings.3!

29 Prince George’s County Health Department Awarded Grant to Expand Behavioral health Services for Children and Families.
(2015). Prince George’s County Health Department.
http://www.princegeorgescountymd.gov/sites/Health/News/Pages/County-Health-Department-Awarded-Grant-to-Expand-
Behavioral-Health-Services-for-Children-and-Families.aspx

30 About the Health Enterprise Zone. Prince George’s County Health Department.
http://mypgchealthyrevolution.org/HEZ/Health-Enterprise-Zone.asp

31 Transforming Neighborhoods Initiative (TNI). Prince George’s County Maryland, County Executive.
http://www.princegeorgescountymd.gov/sites/ExecutiveBranch/CommunityEngagement/TransformingNeighborhoods/Pages/
default.aspx
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Key Informant Recommendations

Organizational and Provider Level Recommendations

Expand and integrate behavioral health services, recruit additional provider staff. Perhaps the
most common recommendation among interviewees was to expand behavioral health services
and provider availability in the County. Examples of suggested direct program services included
Thinking for Change, Men's Trauma Recovery and Empowerment Model, Targeted Case
Management under Medicaid for homeless people with behavioral health needs, long-term
treatment programs, outpatient mental health with daycare, enhanced crisis programs,
inpatient beds, tele-psychiatry and telemedicine, mobile services, and treatment for co-
occurring disorders. Examples of service providers to target for recruitment included licensed
support staff members/case managers to identify and coordinate services to patients and
families, including in-home delivered services, housing, access to primary care, and enrollment
in benefits programs. Several interviewees specifically suggested further developing behavioral
health care in school settings. This would integrate behavioral health therapy and referrals to
treatment of mental health and substance use disorders with traditional school-based health
services (e.g., immunization, medication management). One example involves wellness and
education services delivered by a social worker or trained teachers, counselors, and coaches in
schools to address behavioral and physical health issues together. Interviewees stressed the
importance of developing evidence-based practices and focusing on quality of care in order to
help alleviate school system concerns about liability, which is a potential barrier to expanding
services to students.

Develop hospital discharge and transition support services for behavioral health patients.
Interviewees explained that referral services should ensure that a patient is connected to care.
Given high rates of hospital and emergency room utilization, it was recommended that hospitals
improve discharge and transition support services for behavioral health patients and families.
However, interviewees did acknowledge that behavioral health provider and service shortages
in the County create difficulties for hospitals in identifying appropriate places to refer patients.

Behavioral Health Systems Level Recommendations

“No wrong door” point of entry into the behavioral health system. Interviewees recommended
structural changes so that any point of entry into the behavioral health system would lead to
effective assessment, referral, and care coordination. A key feature of this system would be
using a warm hand-off referral method, especially between primary care, hospital and
emergency room care, and behavioral health care providers. The concept of “no wrong door”
was consistent with suggestions by interviewees regarding inter-organizational care
management and coordination models. For example, detailed descriptions of such approaches
were given for homeless individuals who have behavioral health needs. An interviewee
recommended developing a care management and coordination system in which a collaboration
of agencies serving homeless individuals would alert a case manager when a homeless individual
with behavioral health needs has an encounter with law enforcement, a homeless shelter, an
emergency room, the child welfare system, or a foster care office. In this model, the case




manager could collaborate and confer with various individuals across agencies to devise an
appropriate plan of care to be stored and shared electronically. This would serve as a kind of
integrated health and social services medical home.

Create incentives to attract clinics and providers to the County. Interviewees commonly
recommended that Prince George’s County develop incentives to attract behavioral health
providers and services to the County, especially those serving Medicaid and the uninsured. For
example, interviewees called for actions leading to higher participation rates in Medicaid
behavioral health services, particularly given increased enrollment under Medicaid expansion in
Maryland and the transition from block grant funding to fee-for-service payments for addiction
services.

Improve training and capacity to engage with individuals who have behavioral health needs.
Increased training was recommended for people frequently engaging with individuals who have
behavioral health issues, including teachers, school administrators, and professionals in the
justice system. It was suggested that training focus on properly identifying behavioral health
problems and connecting individuals and families to care. Notably, a model was described for
improved capacity to address behavioral health within the police department, such as the Crisis
Intervention Treatment (CIT) model. Key features included additional training, additional staff
dedicated to behavioral health issues, and additional funding to pursue a shift from reacting to
emergency calls to front-end prevention strategies. These strategies would draw on community
policing techniques and include locating sources of repeat calls related to individuals with
behavioral health issues, regular visits to high-risk locations to help reduce behavioral health-
related incidents, and coordination with the health department, social services, and other
providers.

Increase housing placements and subsidies for individuals with behavioral health needs.
Increasing the availability of short-term and long-term affordable housing options and improving
access through greater funding for housing subsidies for individuals with behavioral health
needs were listed as key recommendations. Such housing should be flexible to include residents
in recovery, who are not yet fully clean and sober, and should provide onsite support services or
linkages to community-based services. Additionally, effective housing programs should be linked
and coordinated with landlords to ensure that tenant rules are followed, and that interventions
occur immediately to prevent or respond to incidents among individuals with behavioral health
needs.

Develop monitoring, outcome measurement, quality assurance, and data sharing strategies.
Various interviewees recommended that the County adopt monitoring, outcome measurement,
quality assurance, and data-sharing approaches to be incorporated into the behavioral health
system. Specific suggestions included strategies that capture fidelity to evidence-based
programs, patient outcomes following hospital discharge, outcomes for patients that
discontinue participation in behavioral health services prior to completion, as well as metrics
and measures of access and service use. An interviewee suggested modifying contractual
language with providers and vendors with explicit and improved requirements for monitoring
and reporting. Other suggestions focused on fully developing information-sharing capabilities




within the County by leveraging health information technology infrastructure, such as the
Health Department’s electronic health record system and the Chesapeake Regional Information
System for our Patients (CRISP). Given proper functionality and interoperability, the Health
Department and other providers could more easily document and share patient information,
which could improve care coordination.

Findings: Consumer Focus Group

Four key themes emerged during the consumer focus group. These themes touched on quality and
accessibility of behavioral health care, satisfaction with care, and consumer support and advocacy
services. Each theme is discussed in detail below.

Provider shortages in certain regions of the County and the use of behavioral health and other
services outside of the County. Through both our extensive interviews and our focus groups, we learned
that consumers residing in the southern region of the County emphasized a lack of behavioral health
and other services, in their community. Available services listed in the region include hospital care,
through MedStar Southern Maryland Hospital Center, and medical care, through Greater Baden Medical
Services, a group of seven clinical sites and three Women, Infant, and Children (WIC) locations in Prince
George’s County, Charles County, and St. Mary’s County.

Consumers reported clear gaps in residential and outpatient behavioral health services. Additionally, a
lack of peer support services was noted as a key gap to social support and connectedness. Compounding
this issue is the lack of transportation services necessary to travel to care locations outside the southern
region of the County. Consumers reported a lack of public train and bus services, and the need to travel
long distances using personal vehicles to access services in the northern region of the County,
particularly Bowie and Largo, as well as to services outside of the County, particularly Baltimore County,
Charles County, Washington DC, and Northern Virginia. Numerous consumers do not have a car of their
own, or their car is in need of serious repairs that they cannot afford. These individuals depend on
family or friends to drive them to appointments, and report that this can be very challenging.

Consumers also reported a lack of psychiatric services in the County that meet their individual needs.
One consumer has a preference to receive care from an African-American psychiatrist, but could only
identify one practicing in Silver Spring. Another consumer discussed the importance of the patient-
provider relationship, and explained that it was necessary to switch insurance to access a larger pool of
providers. After trying several providers, this consumer selected a psychiatrist practicing in Washington,
DC. As a result, the consumer has to overcome the ongoing challenge of getting to appointments with
the psychiatrist, due to the lack of transportation in the southern region of the County, where the
consumer resides.

Poor quality hospital services for behavioral health patients. Consumers consistently reported low-
quality hospital services for behavioral health care in the County. Consumers admitted to County
hospitals with behavioral health conditions described common experiences of feeling “warehoused”
with minimal consultations from psychiatrists, social workers, or other care providers. Consumers also
reported being “overmedicated,” and given games such as word puzzles to be kept occupied for




extended durations of time. Furthermore, consumers indicated the lack of adequate transition planning
and continuity with community-based care, and linkage to needed community resources following
discharge.

Mixed feedback on the quality of behavioral health and related services provided by community-
based organizations and public agencies. Both parents and consumers in our focus groups shared both
favorable and unfavorable opinions of the quality of behavioral health care and related services in the
County. Of course, it is worth reiterating that our focus groups were small, and caution to not to draw
definitive conclusions from them. They provided a window into the thinking of County residents with
experience in the Prince George’s County behavioral health system, but we do not claim that the
opinions and suggestions that were shared in these focus groups reflect the views of large numbers of
patients and parents. That said, many of the unfavorable opinions were shared with regard to vocational
services delivered through the state. Consumers seeking assistance through vocational services noted
significant difficulty finding jobs, in some cases after several years of receiving services. Explanations for
this pattern included high demand for vocational services, low attention to their needs from staff
members, and inappropriate job placements and trainings. Notably, based on their experiences and
interaction with staff, some consumers suggested that services are prioritized for individuals with
physical disabilities, and individuals with behavioral health conditions are perceived as less in need of
support, and their cases are given less attention.

Additionally, consumers remarked about the lack of sensitivity and understanding among police to
properly identify behavioral health issues and to refer/transport an individual with behavioral health
needs to the appropriate care site. They acknowledged that police are trained to arrest and detain,
while the more appropriate course of action is often diversion to inpatient or outpatient treatment in
behavioral health cases. Consumers shared favorable opinions/experiences related to several
community-based care providers. One consumer indicated greater ease accessing services because of
transportation assistance. One consumer described the improvement in their health after their referral
to behavioral health care followed proper assessment and treatment from a primary care clinic. One
consumer noted satisfaction with an organization providing transportation support, in-home delivery of
certain behavioral health services, and responsiveness of medical staff to adjust medication dosages.

Importance of consumer advocacy services for providing resources, supports, and connections for
consumers affected by behavioral health issues. Consumers frequently remarked about the benefits of
consumer advocacy services, especially regarding peer-to-peer support services, family support services,
and advocacy services. Consumers report that certain organizations do well in connecting and
advocating on behalf of consumers and families affected by behavioral health issues. The organization
acts as a forum for sharing experiences, issues, and concerns and a mechanism for pursuing multi-level
solutions on behalf of consumers and families, such as the National Alliance on Mental lliness in Prince
George’s County.




Findings: Family Member Focus Group

Five key themes emerged during the family member focus group. These themes touched on behavioral
health barriers and facilitating factors related to insurance, quality and accessibility of care, satisfaction
with care, and family support services. Each theme is discussed in detail below.

Difficulty accessing behavioral healthcare services due to lack of providers, few linkages to care, and
insurance coverage limitations. Family members emphasized the lack of behavioral healthcare services
and effective linkages to care, especially from hospital to community. Additionally, provider
participation in insurance was cited as a pivotal factor for accessing behavioral health care. Family
members described several situations in which the type of insurance dictated their child’s access to care
and the amount of services received. In some cases, families reported that Medicaid-only provider
organizations denied services to their privately insured children. Certain behavioral health support
professionals, recognizing this restriction, encouraged family members to help their adult children drop
private coverage and enroll in Medicaid in order to access services. This was most commonly reported
for community-based behavioral health services, particularly inpatient residential treatment.
Conversely, family members with private insurance coverage reported greater access and lengths of stay
for inpatient hospital services. While the typical length of stay reported for mental health-related
admissions was a few days, those with private insurance reported extended stays upwards of 18 days.

Poor quality hospital services for behavioral health patients. Perhaps the greatest consensus among
family members was the poor quality of hospital-delivered care within the County. Several family
members reported long wait times for emergency department assessment and intake services. One
family member reported a lack of training and awareness of mental health issues among hospital
security, resulting in a violent assault to restrain the family member’s child, which continued even after
their child was restrained (witnessed by the family member). Family members strongly agreed that their
children were “overmedicated during their hospital stay.” Short hospital stays were cited as a key
contributor to overmedication, meaning that hospital providers were not able to determine appropriate
medication dosages over an admission period of about two days. Some family members also indicated a
lack of hospital discharge/transition services for coordination of care with community-based behavioral
health providers. Family members noted that, as informal caregivers, they are essentially the key
individuals who identify and coordinate behavioral health, physical health, social, vocational, and other
services on behalf of their children.

Behavioral health services utilization outside of the County. Several families reported formal referrals
and self-directed seeking of behavioral health services, particularly for inpatient and intensive
outpatient care, from providers and organizations located outside of the County. Families cited several
locations for these services including Montgomery County, Baltimore County, Frederick, and
Washington DC. For example, success stories were shared by families whose children received co-
occurring treatment in Rockville. Families also noted the disadvantages of behavioral health services
utilization outside of the County. For example, one family member shared a story of a child who
relinquished Maryland residence and became homeless in order to receive shelter services in
Washington DC.




Mixed feedback on the quality of behavioral health and related services provided by community-
based organizations and public agencies. Family members reported both positive and negative
experiences with various community-based behavioral health service providers. Overall, the most
commonly noted negative aspect of working with certain organizations was the lack of responsiveness
to family member communications/concerns and, in some cases, resistance by organizations to fully
involve family members in their child’s treatment and recovery. These issues were widely reported
despite family members acting in a formal role on behalf of their children, for example, serving as
“power of attorney” and/or “payee representative” for Medicaid services. Providers’ (including
hospitals’) failure to recognize families’ formal role was consistently noted. Family members listed
various challenges working with certain organizations, such as inaccessible/unresponsive staff members,
including leadership, inadequate amount of counseling services, lack of coordination with other service
providers, and lack of long-term planning.

There was a general sentiment that there are not sufficient accountability mechanisms in place to
ensure organizations deliver a certain level and quality of care. Specifically, several noted the lack of
appropriate medication monitoring. As a result, family members reported they must periodically take
their child to other providers in order to monitor and adjust their medication, as needed. Similar
challenges were expressed among family members working with vocational services provided by the
state. Family members expressed difficulties being included in vocational services delivered to their
children as well as improper assessment and job placements. Conversely, family members expressed
positive experiences with certain other organizations including an appropriate amount of therapist,
physician, and case worker services as well as being included in the treatment and recovery process.

Importance of consumer advocacy organizations’ initiatives in providing resources, supports, and
connections for families affected by behavioral health issues. Family members praised the work of
these organizations, including NAMI in Prince George’s County. They consider them to be a critical
resource for informal caregivers of individuals with behavioral health needs. Family members cited
classes connecting families affected by behavioral health issues for information sharing and social
support as a key facilitator. Family members also cited the advocacy role of these organizations to
address inadequacies among care providers in the County.

1.3.3 Provider Inventory and Workforce Capacity

At the state level, the Office of Workforce Development and Training leads the effort to build provider
capacity and improve the quality of care delivery. The Office is tasked with designing and delivering
training and education to meet the varied needs of substance use and mental health professionals
across Maryland and to provide high quality continuing education. The State is assisted by the University
of Maryland Training Center (formerly the Mental Health Services Training Collaborative) and the
Institute for Innovation and Implementation, which provides training and technical assistance in
implementing effective systems and practices to meet the needs of children with complex behavioral
health conditions. At the County level, each Core Service Agency is tasked with promoting professional
development of behavioral health providers based on the unique needs of their respective population.




Access to mental health and substance use services is inextricably linked to provider availability. The
adequacy of behavioral health provider availability must be considered in light of demand; as the
number of Medicaid enrollees has increased due to Medicaid expansion,®? so too has the demand for
somatic and behavioral health services.? This section will discuss behavioral health provider workforce
issues in the County, including provider distribution, capacity, and state-level actions that may impact
the future supply of high-quality behavioral health providers.

Methodology

The purpose of the provider inventory is to capture behavioral health, mental health, and substance
abuse and addiction treatment providers and key community resources in Prince George’s County and
surrounding areas.

The base of the inventory list is the SAMHSA Behavioral Health Treatment Services Locator, from which
we pulled data in May 2015. We used a 25-mile radius around Upper Marlboro, MD, which is the seat of
the County and approximately the center of the County. Twenty-five miles grabs the entire County, as
well as every other adjoining County, including the District of Columbia and Montgomery. Facilities
listed include eligible mental health treatment facilities, eligible substance use and addiction treatment
facilities, and “health care centers”.

We then added providers and organizations from other sources, including:

e Behavioral health provider listings from a Prince George’s County Government website;

e FY 2015 Prince George’s County CSA Funded Programs List;

e FY 2015 Program Monitor List;

e List of TNI schools with behavioral health counselors provided by Stephen Liggett-Creel, Chief of
Staff, Prince George’s County Department of Social Services;

e Interviews conducted by HMA; and

e Alimited number of providers were also listed in the Maryland Psychological Association
Membership Directory, Psychology Today Therapy Directory of Psychiatrists, and the Maryland
BHA RecoveryNet Directory.

Determining provider capacity is challenging. Although there are state and federal data on the number
of psychiatric beds, number of licensed or certified behavioral health practitioners, number of
outpatient mental health centers, and FQHCs, the data do not provide a complete picture of service
availability. Medicaid rate reductions may reduce the number of providers; some providers who are
licensed to practice independently are instead working in related social service fields and not part of the
public delivery system.

Although provider capacity largely relies on proxy measures such as total number of Medicaid-enrolled
behavioral health providers, even then we do not know if such providers are accepting new patients. For

32 Milligan, C. FY 2015 Medicaid Budget. Maryland Department of Health and Mental Hygiene, Office of Health Care Financing.
https://mmcp.dhmh.maryland.gov/Documents/MMAC%20Budget%20Handout%20Pt%201%20Feb%2014.pdf

33 Dickson, V. (2014). Reform Update: Flood of New Patients Worries Mental Health Workers. Modern Healthcare.
http://www.modernhealthcare.com/article/20140812/NEWS/308129964
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example, a 2014 report from the Mental Health Association of Maryland (MHAMD) assessed the
accuracy and adequacy of psychiatric providers for Qualified Health Plans sold through the Maryland
Health Connection. MHAMD found that “only 14 percent of the 1,154 psychiatrists listed were accepting
new patients and available for an appointment within 45 days. Researchers spent six months calling
multiple numbers for the listed providers to find that 57 percent of the 1,154 psychiatrists were
unreachable — many because of nonworking numbers or because the doctor