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EXECUTIVE SUMMARY

Mental health problems are prevalent in the United States workforce and place a
substantial cost burden on employers. The federal government estimates that one-fourth of
the nation’s workforce suffers from some sort of mental health, emotional, or substance abuse
disorder in any given year. A 1999 report of the U.S. Surgeon General estimates that the
annual social cost of mental health problems ranges up to $160 billion, in the form of
disability payments, absenteeism, and lost productivity.

The empirical research shows that mental health benefits help to prevent and mitigate
employers’ costs by providing employees access to treatment services. Numerous studies
indicate that mental health treatment can decrease disability claims, reduce
absenteeism, and improve employee performance.

The Office of Legislative Oversight reviewed the structure, cost, and use of mental health care
benefits offered to employees of the five County and bi-County agencies. OLO found that
the structure of employee mental heath care benefits is similar across the five agencies:

o All offer health plan coverage for treatment of mental health issues (including substance
abuse treatment) and prescription drugs.

o All five agencies also offer an Employee Assistance Program (EAP) that provides an array
of mental health services to employees in addition to health-insurance plans.

e The County Government also offers specialized mental health-related services for police
and fire/rescue personnel, which expand beyond the scope of its EAP.

All agency health plans comply with federal and state mental health parity requirements
as applicable to each plan. Both the federal government and the State of Maryland have
mental health parity laws requiring, to varying degrees, mental health care treatment that is
equivalent to physical health care treatment. The applicability of the requirements depends on
whether a plan qualifies as “fully-insured” or “self-insured”.

In the course of conducting this study, OLO found that agency staff do not routinely compile
data on the cost and utilization of mental health benefits. In addition, OLO found a potential
overlap in counseling/therapy services among the County Government’s EAP and the
specialized mental health-related services for police and fire/rescue personnel.

Overall, OLO recommends that the Council recognize the agencies for their work in the
important area of mental health benefits and for their attention to regulatory requirements.
OLO also recommends that the Council request:

« The agencies act to improve the collection, analysis, and reporting of data on the structure,
cost, and use of mental health benefits;

o The four agencies that currently outsource Employee Assistance Programs to examine the
feasibility and potential cost savings available from an inter-agency procurement; and

o The Chief Administrative Officer to evaluate potential service overlap between the
County Government’s EAP and specialized mental health-related programs for public
safety personnel.
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CHAPTER I: AUTHORITY, SCOPE, AND ORGANIZATION

A. Authority

Council Resolution 14-1395, FY 2003 OLO Work Program of the Office of Legislative
Oversight, adopted July 30, 2002.

B. Scope

This report examines the structure, cost, and use of mental health care benefits offered to
active (non-retired) employees of the County Government, Montgomery County Public
Schools, Montgomery College, Maryland-National Capital Park and Planning
Commission, and Washington Suburban Sanitary Commission. The scope of OLO’s
review included mental health care benefits provided to employees through health
insurance plans, employee assistance programs, and specialized mental health-related
programs.

The scope of this OLO study did not include evaluating the quality of mental health
benefits or measuring employee “satisfaction” with the benefits provided.

C. Organization of Report

Chapter II, Background, defines terms used throughout the report; briefly describes the
impacts of mental health problems within the workplace; summarizes the legislative
framework for mental health care benefits in the United States and Maryland; reviews
national and state-level cost and use trends for mental health benefits; and provides an
introduction to employee assistance programs.

Chapter II1, Agency Mental Health Care Benefits, summarizes the mental health care
benefits offered by each agency, including:

e Mental health care benefits offered through health benefit plans;

o The terms and conditions for mental health care benefits (e.g. cost sharing
arrangements, number of visits, annual and/or lifetime maximums);

e Mental health care cost and use information;

e Employee Assistance Programs; and

e Specialized mental health-related programs.

Chapters IV and V present OLO’s findings and recommendations.

Chapter VI, Agency Comments, contains the written comments received on a final draft
of the report.
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D. Methodology

Office of Legislative Oversight staff members Craig Howard and Shveta S. Geddam
conducted this study. OLO gathered information through document reviews, general
research, and interviews with staff in the County Government, Montgomery County

Public Schools, Montgomery College, Maryland-National Capital Park and Planning
Commission, and Washington Suburban Sanitary Commission.

Appendix A (©1) contains a list of the print and Internet resources that OLO used during
the study period.

E. Acknowledgements

OLO received a high level of cooperation from everyone involved in this study. OLO
appreciates the information shared and insights provided by all staff who participated.

In particular, OLO thanks Assistant Chief Administrative Officer Bill Mooney; Joe
Adler, Eric Wallmark, Dorothy Miller, and Sally Miller from the Montgomery County
Office of Human Resources; Ginger Hayes from the Montgomery County Police
Department; Rich Holzman and Mike Beasley from the Montgomery County Fire &
Rescue Service; Dudley Warner from the Montgomery County Department of Health and
Human Services; Lynda von Bargen, Karen Bass, and Scott McRae from Montgomery
College; Betsy Arons, Wes Girling, Mary Jo Campo, and Debra Tipton from
Montgomery County Public Schools; Jan Lahr-Prock from the Maryland National-
Capital Park and Planning Commission; and Karen Gerald from the Washington
Suburban Sanitary Commission.
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CHAPTER II: BACKGROUND
This background chapter includes five sections:

Section A, Definitions, defines key terms used throughout the report.

Section B, Mental Health and the Workplace, summarizes the impacts of mental
health problems for both employees and employers.

Section C, Federal and State Laws and Regulations, briefly describes the

legislative and regulatory framework for mental health care benefits in the United
States and Maryland.

Section D, Mental Health Benefit Cost and Use Trends, reviews data on national
and state-level trends for mental health benefits.

Section E, Introduction to Employee Assistance Programs (EAPs), provides an
overview of EAPs, which typically offer an array of mental health services to
employees outside of employees’ health-insurance plans.

A. DEFINITIONS

Mental health benefits refer to diagnostic and treatment services for issues of mental
illness, emotional disorders, and/or substance abuse. The term “behavioral health” is
generally synonymous with “mental health” and is often used in the research literature
and the health insurance field. For consistency, this report uses the term “mental health”
instead of “behavioral health”, unless directly quoting from an outside source.

Health Maintenance Organization (HMO) is a health insurance plan in which
individuals or their employers pay a fixed monthly fee for services, instead of a separate
charge for each visit or service. The monthly fees remain the same, regardless of types or
levels of services provided. Services are generally provided by physicians who are
employed by, or under contract with, the HMO.

Preferred Provider Organization (PPO) is a health insurance plan that contracts with
networks of providers to supply services. Providers are typically paid on a discounted
fee-for-service basis. Enrollees are offered lower cost-sharing to use providers on the
preferred list, but can use out-of-network providers at a higher out-of-pocket cost.

Point-of-Service Plan (POS) is a health insurance plan that combines features of prepaid
and fee-for-service insurance. Enrollees can choose to use a network provider at the time

of service. A higher copayment typically accompanies use of out-of-network providers.

Inpatient services generally refer to services delivered in a hospital, institution, or other
clinical setting where the patient is admitted overnight.

Outpatient services generally describe services delivered in an office, a clinic, an
emergency room, or a health facility without the patient being admitted overnight.
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In-network refers to a provider or facility that has a written agreement with the insurance
plan to cover services under the terms and conditions of the plan.

Out-of-network refers to a provider or facility that does not have a written agreement
with the insurance plan to cover services under the terms and conditions of the plan.

B. MENTAL HEALTH AND THE WORKPLACE

This section summarizes published research findings on the prevalence of mental health
problems, the costs of mental health problems, and the benefits of mental health care
coverage.

Prevalence of mental health problems. Empirical research studies consistently report
that mental health problems are common across the nation. Data compiled by the federal
Substance Abuse and Mental Health Services Administration (SAMHSA) and the
National Institute of Mental Health (NIMH) indicate that:

e Approximately one-fourth of the U.S. workforce suffers from some sort of mental
health, emotional, or substance abuse disorder in any given year.

e Clinical depression occurs in more than 17.5 million adults each year.
e Between 10-15% of the U.S. workforce abuses drugs or alcohol.

Costs of mental health problems. Estimates of the annual social cost of mental illness
range up to nearly $160 billion', according to a 1999 report of the United States Surgeon
General. In the workplace, these costs are borne as both “direct” costs and “indirect”
costs.

Direct costs are more traditionally quantifiable costs that show up as visible expenses,
such as disability payments, treatment costs, and rehabilitation costs. Indirect costs are
less-visible, difficult to quantify costs that generally relate to employee performance. The
indirect costs of mental illness in the workplace include:

e Absenteeism,;

e Lower productivity;

« Job turnover;

o Inability to make sound decisions;
o Increased substance abuse; and

o Fatigue.

In terms of disability payments, the National Institute of Mental Health reports that four
out of the five leading causes of disability worldwide are mental disorders. In terms of
employee performance and productivity, the Washington Business Group on Health

! These costs include both private (i.e. private insurance) and public (i.e. Medicare, Medicaid, public
mental health system) mental health service expenditures.
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estimates that 200 million work days are lost in the United States every year due to
depression.

Benefits of mental health care coverage. While mental health problems are costly to
employers, many of these problems are considered “treatable”. Providing mental health
care benefits that allow for the diagnosis and treatment of mental illness and substance
abuse problems can decrease potential costs.

Examples of findings cited in the published literature on mental health care benefits
include:

e 80% of depressed individuals can return to work with proper diagnosis and
treatment; and individuals treated for depression are significantly more likely to
be working after 12 months than untreated individuals. (Employee Benefits
Journal, 2002 2)

o Benefit plans with good access to outpatient mental health services have lower
psychiatric disability claims costs than more restrictive plans. (Washington
Business Group on Health, 2000)

e Absenteeism at the McDonnell Douglas Corporation dropped 44% for employees
treated for substance abuse issues. (The National Mental Health Association,
2000)

C. FEDERAL AND STATE LAWS AND REGULATIONS

A number of federal and state laws and regulations govern the provision of mental health
benefits through employer-sponsored health plans. This section summarizes the major
legal requirements and regulatory agencies that impact health benefit plans offered by
local units of government’:

e Mental Health Parity Act of 1996

o Health Insurance Portability and Accountability Act of 1996
e Maryland Mental Health Parity Law

e Maryland Insurance Administration

An important distinction that determines the applicability of federal and state regulations
on health insurance plans is whether a plan is fully-insured or self-insured.

A fully-insured health benefit plan is one in which an employer pays premiums to
purchase a health insurance contract from an insurer. The insurer pays for the claims
of the participants and assumes the risk associated with the plan.

2 Marlowe, Joseph F. 2002. “Depression’s Surprising Toll on Worker Productivity,” Employee Benefits
Journal, 27(1).

3 This list does not include all laws affecting the provision of health insurance, just those that have specific,
significant impacts on the provision of mental health benefits.
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A self-insured health benefit plan is one in which an employer pays for the health
care claims of its participants directly out of its own assets. The employer assumes
the risk in self-insured plans. Employers with self-insured plans sometimes purchase
“stop-loss insurance” to protect against catastrophic losses. A stop-loss insurance policy
does not make a plan fully-insured. Employers that self-insure often hire a Third-Party
Administrator (TPA), frequently a health insurance company, to administer the benefit
plan. TPAs do not provide the insurance nor do they assume any risk.

Note: Minimum Payment Plans are hybrid plans that combine elements of a self-insured
plan and a fully-insured plan. These plans involve the purchase of a health insurance
contract, however, and qualify as fully-insured plans under the law because the insurer
assumes risk.

Mental Health Parity Act — The federal Mental Health Parity Act of 1996 (MHPA)
provides for “parity” in the lifetime and annual dollar limits that are placed on mental
health benefits and physical health benefits. Specifically, the Mental Health Parity Act:

o Mandates that a group health plan may not have higher or lower aggregate
lifetime or annual dollar limits on mental health benefits than it has on physical
health benefits.

o Exempts group health plans covering 50 or fewer employees.
e Does not require employers to offer mental health benefits.

o Does not regulate the terms and conditions of mental health benefits (i.e. cost
sharing, limits on numbers of visits or days of coverage, etc.).

e Does not apply to substance abuse benefits.

The Mental Health Parity Act had an original sunset date of September 30, 2001, but
Congress has extended the Act for one-year periods each year since the original sunset
date. It is currently in effect through December 31, 2003.

Health Insurance Portability and Accountability Act — The federal Health Insurance
Portability and Accountability Act of 1996 (HIPPA) deals with a wide range of
healthcare reform issues, ranging from portability of health insurance and access to
security and privacy of healthcare information. Title I of HIPPA includes a provision
that allows nonfederal, self-insured, governmental group health plans to receive an
exemption from federal mental health parity requirements. To receive this exemption, a
state or local government must file a request for exemption with the federal government.

Maryland Mental Health Parity Law (enacted in 1994) — Maryland is among the 46
states to enact some form of mental health parity legislation. Before the passage of the
federal MHPA in 1996, Maryland was one of only five states to have passed a parity
statute.
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The Maryland parity statue (§ 15-802 and § 19-703.1 — Annotated Code of Maryland, see
Appendix B, ©4) applies to “each health insurance policy or contract that is delivered or
issued for delivery in the State.” In general, the statute requires insurers, nonprofit health
service plans, and health maintenance organizations to provide mental health benefits
under the same terms and conditions as physical health benefits. The statute does not
apply to self-insured health plans.

Specifically, the Maryland Mental Health Parity Law requires that:

A policy or contract subject to this section may not discriminate against an
individual with a mental illness, emotional disorder, drug abuse disorder, or
alcohol abuse disorder by failing to provide benefits for the diagnosis and
treatment under the same terms and conditions that apply under the policy or
contract for the diagnosis and treatment of physical illness. (§ 15-802 — Annotated
Code of Maryland)

In order to comply with the “non-discriminatory” provisions, plans must meet the
following requirements for mental health services:

o Lifetime maximums must be equivalent for physical health and mental health.

e Deductibles and coinsurance amounts must be equivalent for physical health and
mental health. The one exception is outpatient visits, where the law specifies
minimum coverage amounts for mental health services.

e Any out-of-pocket limits in a 12 month period must be equivalent for physical
health and mental health.

Maryland Insurance Administration — The Maryland Insurance Administration (MIA)
regulates insurance companies, health maintenance organizations, and nonprofit health
service plans. MIA has no regulatory authority over self-insured health benefit
plans. MIA’s responsibilities include:

o Evaluating contracts and related materials for compliance with Maryland law;

e Investigating and resolving consumer complaints; and

o Examining market practices for compliance with Maryland law.
Fully-insured health plans are under the purview of MIA and its review process to ensure
compliance with Maryland laws. According to MIA’s March 2002 Report on the
Regulation of Mental Health Benefits, “MIA has taken steps to help ensure appropriate

coverage for mental health and substance abuse for consumers whose health benefit plans
are governed by Maryland law.”
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D. MENTAL HEALTH BENEFIT COST AND USE TRENDS

This section provides information on national cost trends, cost impacts of mental health
parity, mental health benefit use, and prescription drug costs and use.

National cost trends. Based upon a cost analysis of 1997 data, the Substance Abuse and
Mental Health Services Administration estimates that mental health benefits represent
approximately 6% of the total private health care costs. (The analysis excluded
Medicare, Medicaid, and other state and local public health expenditures.)

Cost impacts of mental health parity. The general consensus in the field is that cost
impacts from mental health parity have been relatively minor, despite increased use of
mental heath services. Two factors identified in the literature as playing a large role in
this outcome are the introduction of managed care, and the increased use of prescription
drugs in mental health treatment.

Other important findings from the research literature include:

o The National Advisory Mental Health Council reported in June 2000 that
“implementing parity benefits results in minimal if any increase in total health
care costs.” The Council estimates that the maximum health insurance premium
increase resulting from mental health parity requirements was 1.4%.

o The Maryland Health Care Commission reports that managed care has reduced
overall mental health and substance abuse costs, primarily by shifting service
from inpatient settings to less costly outpatient settings.

e A 1999 report from the Surgeon General on mental health states that studies in
Texas, Maryland, and North Carolina have shown that costs declined when parity
coincided with the introduction of managed care. The number of users increased
in these states, with lower average expenditures per user.

e According to a 2002 Robert Wood Johnson Foundation report, the use of
prescription drugs in the treatment of depression leads to fewer psychotherapy
visits and lower average per-episode costs.

Mental health benefits use. Despite increased use of mental health services since the
passage of parity requirements, the percent of employees in any given plan that use
mental health benefits is relatively small, both nationally and in Maryland. Data reported
by the Maryland Health Care Commission indicate that, for employees who had mental
health care coverage:

e 5.6% of HMO/POS members in the U.S received some type of mental health
service in 2001.

e 5.9% of HMO/POS members in Maryland received some type of mental health
service in 2001.
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A significant factor that can impact mental health service use is the negative stigma
attached to mental illness that may deter employees from recognizing and acknowledging
problems. Employees express concern that seeking treatment for a mental health
problem could result in:*

o Decreased supervisory or co-worker confidence;
o Diminished evaluations of present job performance; and
e Decreased opportunities for advancement.

Prescription drugs cost and use. Prescription drugs represent approximately one-tenth
of all health care costs, although recent data suggest that percent is increasing.
Prescription drugs used for mental health play a substantial role in overall pharmaceutical
spending.

A May 2002 report from the National Institute for Health Care Management describes
prescription drug expenditures as the “fastest growing component of health care,” and
cites the following details:

e Spending on prescription drugs increased 15% or more per year in the past several
years, including a 17.1% increase from 2000 to 2001.

e Increases in prescription drug spending represented a disproportionate (27%)
share of overall health care cost increases in 2000.

o Antidepressants were the top-selling category of prescription drugs in 2001, and
represented the largest share (9.4%) of the prescription drug spending increase
from 2000 to 2001.

e The primary cause of increased prescription drug spending is increased
utilization.’

A 2002 study published in the New England Journal of Medicine exemplifies the
increased use of prescription drugs in mental health treatment by reporting that patients

treated for depression were 4.8 times more likely to receive an antidepressant in 1997
than in 1987.°

E. INTRODUCTION TO EMPLOYEE ASSISTANCE PROGRAMS (EAPS)

The Employee Assistance Program Association defines an Employee Assistance
Program, or EAP, as “a worksite-based program designed to assist in the identification
and resolution of productivity problems associated with employees impaired by personal
concerns including, but not limited to: health, marital, family, financial, alcohol, drug,

* Roberts, Gary E., 2002. “Mental Health Benefits in New Jersey State and Local Government.” Public
Personnel Management 31(2).

5 National Institute for Health Care Management, 2002. Prescription Drug Expenditures in 2001: Another
Year of Escalating Costs.

® Olfson, Mark, et. al., 2002. “National Trends in the Outpatient Treatment of Depression.” Journal of the
American Medical Association 287(2).
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legal, emotional, stress, or other personal concerns which may adversely affect employee
job performance.”

The EAP concept originated in the 1940’s at large corporations, primarily as a method to
deal with employee alcoholism. Since that time, EAPs have evolved into providing the
wide range of services listed above.

Services. EAPs generally provide free, confidential, and short-term services designed to
identify and resolve an employee’s problem or provide a referral to an outside resource
that could more appropriately assist the employee. In most cases, an employee’s family
members are also eligible for EAP services. The goal of most EAPs is to improve the
productivity and job performance of employees that are suffering from mental health
problems and/or other work/life issues.

Cost, Use and Effectiveness. EAPs exist both as in-house and outsourced programs.
The federal Substance Abuse and Mental Health Services Administration (SAMHSA)
reports median annual EAP costs per employee are $21.83 for in-house programs and
$18.09 for outsourced programs.

While there is no “industry standard” utilization rate for EAPs, available data from
government programs and private corporations fall between 5% (for Federal Government
employees and Bank One Corporation employees) and 9% (for Fannie Mae Corporation
employees).” It is unclear, however, if these rates include only employees or if they
include other eligible individuals, e.g. an employee’s family members, dependents.

EAP supporters cite the programs as cost-effective through their ability to prevent or
mitigate costs associated with mental health problems, e.g. absenteeism, lost productivity,
etc. In 1999, the Surgeon General cites EAPs as providing a link for employees to the
broader range of mental health assistance available through their health plans:

Because the stigma associated with mental disorders is still a barrier to seeking care,
the availability of services organized in ways that reduce stigma — such as employee
assistance programs — can provide important gateways to further treatment when
necessary. (Mental Health: A Report of the Surgeon General, 1999).

Many publications report favorable cost-effectiveness data for EAPs, although most do
not indicate the process for calculating cost-effectiveness data. SAMHSA summarized
various EAP cost-effectiveness data and reports savings that range from $1.50 to $15 for
every $1 invested.

7 Schott, Richard, 1999. “Managers and Mental Health: Mental Illness and the Workplace.” Public
Personnel Management 28(2); Robinson, Gail, et. al, 2001. Comprehensive Mental Health Insurance
Benefits: Case Studies. SMA-01-3481.
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CHAPTERIII: AGENCY MENTAL HEALTH CARE BENEFITS

This chapter provides an overview of the structure, cost, and use of mental health care
benefits offered to employees of Montgomery County Government, Montgomery County
Public Schools, Montgomery College, Maryland-National Capital Park and Planning
Commission, and Washington Suburban Sanitary Commission.

Each agency provides a minimum of three health insurance plans, all of which offer
mental health benefits. Employees in all agencies can also receive services through an
Employee Assistance Program (EAP). The County Government also provides several
specialized mental health-related programs outside of its EAP.

For each agency, this chapter summarizes information on:

o The current health insurance plan options available to employees;

o The structure of mental health benefits available through each health insurance
plan;

o The agency’s Employee Assistance Program; and

e Other specialized mental health-related programs (if applicable).

The table below provides page references for each agency’s summary.

Agency Begins on Page
Montgomery County Government 11
Montgomery County Public Schools 15
Montgomery College 17
Maryland-National Capital Park and Planning Commission 20
Washington Suburban Sanitary Commission 22

A. MONTGOMERY COUNTY GOVERNMENT
1. Health Care Insurance Plans

Montgomery County Government has approximately 8,950 active employees who are
eligible for health care insurance benefits.! Approximately 87% of the eligible
employees enroll in a County Government sponsored health plan. The County
Government offers three different health plans to employees, all three plans include
mental health benefits.

' The number of active employees eligible for County Government health care insurance benefits includes
employees of “participating agencies” such as the Housing Opportunities Commission and Revenue
Authority that participate in the County’s benefit system.
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The plans are listed below, along with the percentage of enrolled employees participating

in each:

Percent of Enrolled

Health Care Plan Employees in Plan
CareFirst BlueCross BlueShield POS 54%
Optimum Choice HMO 32%
Kaiser Permanente HMO 14%

The three health plans offered by MCG qualify as fully-insured plans. The CareFirst
POS has a self-insured component, known as a minimum payment arrangement, but is
still filed as a fully-insured plan with the State. Since each plan qualifies as fully-insured,
each is subject to oversight by the Maryland Insurance Administration to ensure
compliance with State regulations (including mental health parity requirements).

The table below summarizes each plan’s mental health benefits.” Prescription drug

benefits, any out-of-pocket annual maximums, and any lifetime benefit maximums under
each plan do not differentiate between mental and physical health benefits.

TABLE 1

MENTAL HEALTH BENEFITS PROVIDED BY MCG HEALTH INSURANCE PLANS:
2003 PLAN DESIGNS

Kaiser

. CareFirst BlueCross BlueShield POS

Benefits P Optimum In-network Out-of-network
Offered ermanente | (y,oice HMO
HMO In service Out-of-service In service Out-of-service
area area area area
Inpatient 100% 100% 100% 100% 80% 80%
Services coverage coverage coverage coverage coverage coverage
Individual visits: | Visits 1-5: Visits 1-5: Visits 1-5: Visits 1-5: Visits 1-5:
$20 copay per 80% coverage | 100% coverage | 100% coverage | 80% coverage | 80% coverage
Outpatient | visit Visits 6-30: Visits 6+: Visits 6-30: Visits 6-30: Visits 6-30:
Services Group visits: 65% coverage | 70% coverage | 80% coverage | 65% coverage | 65% coverage
$10 copay per Visits 31+: Visits 31+: Visits 31+: Visits 31+:
visit 50% coverage 50% coverage | 50% coverage | 50% coverage
Annual $300 individual | $250 individual
Deductible* None None None None $600 family | $500 family

*Annual deductible applies to all types of health care services (physical and mental).

Source: Office of Human Resources and OLO, 2003

2 For a detailed summary of all the physical and mental health benefits for each plan, see Appendix C (©9).
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2. Mental Health Care Costs

Cost data, at present, are only available for Montgomery County Government’s CareFirst
BlueCross BlueShield POS plan.? County Government receives quarterly cost and use
reports for this plan. As listed above, 54% of enrolled employees participate in the POS
plan.

Mental health services in the POS plan cost approximately $3.4 million in calendar
year 2002. The costs of mental health services accounted for 11% of the total POS
health care expenditures in 2002. Mental health prescription drugs accounted for 21%
of total prescription drug costs.

TABLE 2
MCG CAREFIRST POS MENTAL HEALTH CARE COSTS BY TYPE OF SERVICE
CALENDAR YEAR 2002
Mental Health Care Percent of Total
Typeg:rgzﬂgealth Expenditures Annual Health
($in 000’s) Care Expenditures

Inpatient $210 4.8%
Outpatient $1,259 13.7%
Prescription Drug* $1,922 21.4%

TOTAL $3,391 11.0%

*Estimated based on Prescription drugs identified in the top 20 drug report
Source: Office of Human Resources, 2003

3. Employee Assistance Program (EAP)

Montgomery County Government contracts with APS Healthcare to provide its
Employee Assistance Program. The EAP services include assessment, counseling, and
referral for a broad range of job-related and non-job-related work/life issues. Program

data show that:

o The County allocated $158,000 for its Employee Assistance Program (EAP) in
FY 03;

o The total FY 03 cost was based on a fee of $16.55 per eligible employee; and
e In calendar year 2002, approximately 545 individuals utilized EAP services.

Appendix D (©15) contains a detailed description of the County Government EAP,
including information on eligibility, services provided, funding, and use.

3 Staff report that, after working with the other health insurance providers on the type and format of
information desired, they will likely be able to receive cost and use data on a regular basis in the future.
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4. Specialized Mental Health-Related Programs

County Government has two separate in-house, specialized programs for public safety
personnel; one for Police Department (MCPD) employees and one for Fire and Rescue
Services (MCFRS) employees. Both of these programs focus on the unique needs of
public safety personnel, and provide services beyond the scope of the County’s Employee
Assistance Program.

County Government also offers specialized critical incident stress management services
to employees through the Crisis Center in the Department of Health and Human Services.

Police Department. The Police Department provides specialized assistance services to
employees through its Stress Management Division. Services provided include
counseling/therapy for a broad range of job-related and non-job-related work/life issues, a
traumatic incident program, a peer support team, a disciplinary diversion program, an
injured/ill employees’ network, and education/training on prevention and early
recognition of mental health problems.

e In FY 03, the County allocated $458,000 for the Police Department’s Stress
Management Division

o For calendar year 2002, the Stress Management Division reports providing
services to more than 250 individuals, with more than 900 different contacts.

Montgomery County Fire and Rescue Services (MCFRS). MCFRS provides
specialized services to employees and volunteer firefighters through its Wellness/Fitness
Initiative. Mental health services provided include counseling/therapy for job-related
issues, a critical incident stress management program, a family support program, and
education/training on stress management and general mental heath issues.

e In FY 03, the County allocated $100,000 for MCFRS mental health services.

o Between December 2002 and May 2003, the MCFRS staff psychologist provided
over 1,300 hours of clinical therapy to uniformed fire/rescue personnel.

o Since 2001, the Critical Incident Stress Management Team has averaged 87
formal activations per year, as well as numerous informal contacts

Appendix D (©15) contains more details on the Police Department’s and MCFRS’

specialized services, including information on eligibility, services provided, funding, and
use.
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Crisis Center. The Department of Health and Human Services’ Crisis Center provides
Critical Incident Stress Management Services to groups and individuals in Montgomery
County following traumatic incidents. These services are available to all Montgomery
County employees. Crisis Center staff estimate that the Critical Incident Stress

Management Team responds to between six and ten incidents each year for County
employees.

This program played a substantial role in assisting County employees during the sniper
incident in the fall of 2002. Team members performed group and individual
interventions for employees on-scene and at each bus depot following the death of the
Ride-On bus driver. The specific costs for providing this service to employees cannot be
easily distinguished from the overall costs of the program.

B. MONTGOMERY COUNTY PUBLIC SCHOOLS

1. Health Care Insurance Plans

Montgomery County Public Schools (MCPS) has approximately 19,000 employees
eligible for health care insurance benefits. Approximately 92% of eligible employees
enroll in an MCPS-sponsored health plan. MCPS offers five different health plans to its
employees; all five plans include mental health benefits. The plans are listed below, along

with the percentage of enrolled employees participating in each:

Percent of Enrolled

Health Care Plan Employees in Plan
Optimum Choice HMO 41%
Kaiser Permanente HMO 23%
CareFirst BlueCross BlueShield Standard POS 22%
CareFirst BlueCross BlueShield High Option POS 11%
CareFirst BlueChoice HMO 3%

The three HMO plans qualify as fully insured plans. The Optimum Choice HMO has a
self-insured component, known as a minimum payment arrangement, but is still filed as a
fully-insured plan with the State. Each fully-insured plan is subject to oversight by the
Maryland Insurance Administration to ensure compliance with State regulations
(including mental health parity requirements).

The two CareFirst POS plans are self-insured. The POS plans must therefore comply
with the federal Mental Health Parity Act mandates but are not required to comply with
the State mental health parity mandates. Although MCPS self-insures the two POS plans,
both plans follow the State mental health parity guidelines. The lower coverage levels,
service maximums, and deductibles in the “out-of-network™ benefits also apply to
physical health benefits.
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The table below summarizes each plan’s mental health benefits.* The out-of-pocket
annual maximums and lifetime benefit maximums under each plan do not differentiate
between mental and physical health benefits. Prescriptions drug benefits are offered
through a separate “carve-out” plan. Prescriptions for mental health needs are not subject
to any different or additional restrictions than those for physical health needs.

TABLE 3
MENTAL HEALTH BENEFITS PROVIDED BY MCPS HEALTH INSURANCE PLANS:
2003 PLAN DESIGNS
CareFirst BlueCross
. . . . . . CareFirst BlueCross
Benefits Kaiser Optm}um CareFlr§t BlueShlel‘;Hggh Optlon BlueShield Standard POS
Offered Permanente Choice BlueChoice O
HMO HMO HMO In- Out-of- In- Out-of-
network network network network
e 90%
Inpatient 100% 100% 100% 100% coverage 100% 80%
Services coverage coverage coverage coverage | o 180 day coverage coverage
maximum
Visits 1-5: Visits 1-5: Visits 1-5: Visits 1-5: | Visits 1-30: Visits 1-5: | Visits 1-5:
100% coverage | 80% 80% 100% 80% coverage | 100% 80% coverage
Visits 6-10: coverage coverage coverage | Visits 31+ coverage | Visits 6-30:
- $10 copay Visits 6-30: | Visits 6-30: | Visits 6+: | 50% coverage | Visits 6+: | 65% coverage
, for individual | 659, 65% 80% 80% Visits 31+:
Outpatient | - $5 copay for | coverage coverage coverage coverage | 50% coverage
Services | group Visits 31+: | Visits 31+
Visits 11+: 50% 50%
%c;s;‘i(r)lgi(ifpi?l?lal coverage coverage
- $10 copay
for group
Annual $200 individual $300 individual
Deductible* None None None None 1 ¢400 family None | ¢600 family

* Annual deductible applies to all types of health care services (physical and mental).
Source: MCPS and OLO, 2003.

2. Mental Health Care Costs

MCPS is unable to obtain mental health care cost data from its health insurance providers
at this time.

3. Employee Assistance Program
MCPS operates an in-house Employee Assistance Program (EAP) through its Employee

Assistance Unit, located within the Office of the Associate Superintendent for Human
Resources. The EAP services include assessment, counseling, referral, critical incident

* For a detailed summary of all the physical and mental health benefits for each plan, see Appendix E (©24).
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response, employee workshops, and supervisory training. One full-time and two part-
time employees (for a total of 2.1 positions) staff the Employee Assistance Unit. Each
employee is a licensed, clinical social worker. Program data for FY 03 show that:

e MCPS allocated $200,000 for its Employee Assistance Program (EAP);

o The cost per eligible employee was $10.53; and

e Approximately 615 clients utilized EAP services.
Appendix F (©26) contains a detailed description of the MCPS EAP, including
information on eligibility, services provided, funding, and use.
C. MONTGOMERY COLLEGE
1. Health Care Insurance Plans
Montgomery College has approximately 1,500 employees who are eligible for health care
insurance benefits. Approximately 76% of eligible employees enroll in a Montgomery
College-sponsored health plan. Montgomery College offers four different health plans to

its employees; all four plans include mental health benefits. The plans are listed below,
along with the percentage of enrolled employees participating in each:

Percent of Enrolled

Health Care Plan Employees in Plan
Kaiser Permanente HMO 31%
CIGNA HealthCare POS 30%
CIGNA PPO 24%
Optimum Choice HMO’ 15%

The two HMO plans are fully-insured. Each fully-insured plan is subject to review by the
Maryland Insurance Administration to ensure compliance with state regulations
(including mental health parity requirements). The two CIGNA plans are self-insured.
The CIGNA plans must therefore comply with the federal Mental Health Parity Act
mandates but are not required to comply with the State mental health parity mandates.

Although Montgomery College self-insures the CIGNA POS plan, it follows State mental
health parity guidelines. The CIGNA PPO does have higher cost sharing, weekly visit
limitations, and annual visit limitations for mental health care than for physical health
care. According to Montgomery College staff, the CIGNA plans were self-insured as a
response to increasing costs in the mid-1990’s. At the time, the College’s Benefits

> This plan is only available to employees hired before 9/1/1988.
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Review Committee examined maintaining higher levels of mental health coverage
through a managed care “carve-out” program. The Committee reported that employees
indicated a preference for lower levels of coverage vs. changing to a managed care

system.

The following table summarizes each plan’s mental health benefits.® The prescription
drug benefits and any lifetime benefit maximums under each plan do not differentiate
between mental health and physical health benefits. The CIGNA PPO plan has an annual
maximum out-of-pocket expense limit of $2,000 per person for outpatient physical health
expenses that does not apply to mental health care expenses.

TABLE 4

MENTAL HEALTH BENEFITS PROVIDED BY MONTGOMERY COLLEGE HEALTH
INSURANCE PLANS: 2003 PLAN DESIGNS

Benefits CIGNA Kaiser Permanente | Optimum Choice
Offered CIGNAPPO | HealthCare POS HMO HMO
» 80% coverage, o
Inpatient R&C* charges ) ig(\)nﬁa €
A e Maximum of 30 & 100% coverage 100% coverage
Services e $250 copay
days per calendar L.
per admission
year
s 50% ioverage, Visits 1-5: Individual visits: Visits 1-5:
. R&C charges $20 copay $20 copay per visit | 80% coverage
Outpatient | « Maximum of 20 | yigits 6-30: Group visits: Visits 6-30:
Services visits per calendar | §30 copay $10 copay per visit 65% coverage
year Visits 31+: Visits 31+:
* Dvisit per week $50 copay 50% coverage
Annual $250 inpatient
Deductible** | $200 outpatient None None None

*R&C= Reasonable and Customary charges, as determined by CIGNA.

** Annual deductible applies to all types of health care services (physical and mental).

Source: Montgomery College and OLO, 2003.

2. Mental Health Care Costs

Staff report that, at present, cost data are only available for Montgomery College’s
CIGNA PPO and POS plans (covering 54% of enrolled employees).

Mental health services in these two plans cost $114,497 in calendar year 2002.

% For a detailed summary of all the physical and mental health benefits for each plan, see Appendix G (©28).
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TABLE 5
MONTGOMERY COLLEGE MENTAL HEALTH CARE COSTS BY PLAN AND SERVICE

CALENDAR YEAR 2002
Health Type of Mental Health Mental Health Care
Insurance Plan Care Service Expenditures (in 000’s)
Inpatient $41
Outpatient
CIGNA PPO e 58
Prescription Drugs $15
Subtotal $64
Inpatient $21
Outpatient $12
CIGNA POS
Prescription Drugs $17
Subtotal $50
TOTAL $114

Source: Montgomery College and OLO, 2003

3. Employee Assistance Program
Montgomery College contracts with Business Resource Management to provide its
Employee Assistance Program, entitled the Faculty/Staff Assistance Program (FSAP).
The FSAP services include assessment, counseling, referral, and employee workshops for
a broad range of job-related and non-job-related work/life issues. Program data for FY
03 show that:

e Montgomery College allocated $18,625 for its Employee Assistance Program;

e The cost per eligible employee was $12.72; and

e Approximately 56 employees utilized the program and 229 employees received
training through workshops conducted by the FSAP provider.

Appendix H (©31) contains a detailed description of Montgomery College’s EAP,
including information on eligibility, services provided, funding, and use.
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D. MARYLAND-NATIONAL CAPITAL PARK AND PLANNING COMMISSION

The information for the Maryland-National Capital Park and Planning Commission
mental health care benefits applies to both Montgomery County and Prince George’s
County employees.

1. Health Care Insurance Plans

The Maryland-National Capital Park and Planning Commission (M-NCPPC) has 1,948
employees eligible for health care insurance benefits. Approximately 86% of eligible
employees enroll in an M-NCPPC-sponsored health plan. M-NCPPC offers four
different health plans to its employees, all four plans include mental health benefits. The
plans are listed below, along with the percentage of enrolled employees participating in
each:

Percent of Enrolled

Health Care Plan Employees in Plan
CareFirst BlueCross BlueShield POS 41%
Optimum Choice HMO 31%
Aetna U.S. Healthcare HMO 17%
CareFirst BlueChoice HMO 11%

The three HMO plans are fully-insured. Each fully-insured plan is subject to oversight
by the Maryland Insurance Administration to ensure compliance with State regulations
(including mental health parity requirements). The CareFirst POS plan is self-insured.
The POS plan must therefore comply with the federal Mental Health Parity Act mandates
but is not required to comply with the State mental health parity mandates.

Although M-NCPPC self-insures the POS plan, it follows State mental health parity
guidelines. The lower coverage levels and the deductibles in the “out-of-network™
benefits also apply to physical health benefits.

The table below summarizes each plan’s mental health benefits.” The out-of-pocket
annual maximums and lifetime benefit maximums under each plan do not differentiate
between mental and physical health benefits. Prescriptions drug benefits are offered
through a separate “carve-out” plan. Prescriptions for mental health needs are not subject
to any different or additional restrictions than those for physical health needs.

” For a detailed summary of all the physical and mental health benefits for each plan, see Appendix I (©32).
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TABLE 6
MENTAL HEALTH BENEFITS PROVIDED BY M-NCPPC HEALTH INSURANCE PLANS:

2003 PLAN DESIGNS
CareFirst Blue Cross/Blue Shield :
Benefits POS CareFlr.st Optimum AETNA US
BlueChoice . Healthcare
Offered HMO Choice HMO HMO
In-network Out-of-network
o 80% coverage
Inpatient 100% o Separate $100 100% 100% 100%
Services coverage inpatient coverage coverage coverage
deductible
Visits 1-5: Visits 1-5: Visits 1-5: Visits 1-5: Visits 1-5:
$10 copay 80% coverage 80% coverage | 80% coverage | $15 copay
Outpatient Visits 6-30: Visits 6-30: Visits 6-30: Visits 6-30: Visits 6-30:
Services $25 copay 65% coverage 65% coverage | 65% coverage | $25 copay
Visits 31+: Visits 31+: Visits 31+: Visits 31+: Visits 31+:
$35 copay 50% coverage 50% coverage | 50% coverage | $35 copay
Annual $200 individual
Deductible* None $600 family None None None

*Annual deductible applies to all types of health care services (physical and mental).
Source: M-NCPPC and OLO, 2003.

2. Mental Health Care Costs

M-NCPPC is unable to obtain mental health care cost data from its health insurance
providers at this time. Staff reported that they are interested in receiving mental health
care cost information on a regular basis in the future.

3. Employee Assistance Program

M-NCPPC contracts with MenningerCare to provide its Employee Assistance Program
(EAP). The EAP services include assessment, counseling, referral, and legal services for
a broad range of job-related and non-job-related work/life issues. Program data show

that:

e  M-NCPPC allocated $50,000 for its Employee Assistance Program in FY 03;
e The FY 03 per eligible employee cost was $25.67; and
e In calendar year 2002, approximately 170 employees utilized EAP services.

Appendix J (©37) contains a detailed description of M-NCPPC’s EAP, including
information on eligibility, services provided, funding, and use.
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E. WASHINGTON SUBURBAN SANITARY COMMISSION

The information for the Washington Suburban Sanitary Commission mental health care
benefits applies to both Montgomery County and Prince George’s County employees.

1. Health Care Insurance Plans

WSSC has approximately 1,485 employees eligible for health care insurance benefits.
Approximately 91% of eligible employees enroll in a WSSC-sponsored health plan.
WSSC offers four different health plans to its employees, all four plans include mental
health benefits. The plans are listed below, along with the percentage of employees
participating in each:

Percent of Enrolled

Health Care Plan Employees in Plan
Optimum Choice HMO 35%
CareFirst BlueChoice HMO 23%
Aetna US Healthcare POS 23%
Kaiser Permanente HMO 19%

The CareFirst BlueChoice and Kaiser Permanente HMO plans offered by WSSC qualify
as fully-insured. Each fully-insured plan is subject to oversight by the Maryland
Insurance Administration to ensure compliance with State regulations (including mental
health parity requirements). The Aetna POS and Optimum Choice HMO plans are self-
insured. The self-insured plans must comply with the federal Mental Health Parity Act
mandates but are not required to comply with the State mental health parity mandates.

Although WSSC self-insures the Aetna POS plan, it follows State mental health parity
guidelines. The lower coverage levels and the deductibles in the “out-of-network™ and
“out-of-area” benefits also apply to physical health benefits.

The table below summarizes each plan’s mental health benefits.® Prescriptions drug
benefits, out-of-pocket annual maximums, and lifetime benefit maximums under each
plan do not differentiate between mental and physical health benefits.

8 For a detailed summary of all the physical and mental health benefits for each plan, see Appendix K (©38).
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TABLE 7

MENTAL HEALTH BENEFITS PROVIDED BY WSSC HEALTH INSURANCE PLANS:

2003 PLAN DESIGNS
Benefits Aetna US Healthcare POS CareFirst Kaiser Optimum
BlueChoice Permanente
Offered . Out-of- of- Choice HMO
In-network network Out-of-area HMO HMO
Inpatient 100% 70% 80% 100% 100% 100%
Services coverage coverage coverage coverage coverage coverage
Visits 1-5: Visits 1-5: Visits 1-5: Individual Visits 1-5:
80% coverage | 80% coverage | 80% coverage ;swlts—)l— 80% coverage
Outpatient 100% Visits 6-30: Visits 6-30: Visits 6-30: Tsza‘ Visits 6-30:
Services coverage 65% coverage | 65% coverage | 65% coverage Grosogfeilzi s: 65% coverage
Visits 31+: Visits 31+: Visits 31+: m%a—' Visits 31+:
50% coverage | 50% coverage | 50% coverage pay 50% coverage
Annual None $250 individual | $200 individual None None None
Deductible* $500 family $400 family

* Annual deductible applies to all types of health care services (physical and mental).
Source: WSSC and OLO, 2003.

2. Mental Health Care Costs

Staff report that, at present, cost data are only available for WSSC’s CareFirst
BlueChoice and Optimum Choice HMO plans (covering 58% of enrolled employees).

Mental health services in these two plans cost $211,000 in calendar year 2002. This
represented about 4% of total health care expenditures for these two plans.

TABLE 8
WSSC MENTAL HEALTH CARE COSTS BY PLAN AND TYPE OF SERVICE
CALENDAR YEAR 2002
Health Type of Mental Health Mental Health Care
Insurance Plan Care Service Expenditures (in 000’s)
CareFirst Inpatient -
BlueChoice Outpatient --
HMO Subtotal $94°
‘ Inpatient $90
81?221:31\4 0 Outpatient $27
Subtotal $117
TOTAL $211

Source: WSSC and OLO, 2003

? Data for the CareFirst BlueChoice HMO was provided for a 16-month period (1/1/02 — 4/30/03). OLO
calculated the 2002 value by dividing the total amount by 16 to obtain a monthly average and multiplying
the monthly average by 12.
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3. Employee Assistance Program
WSSC contracts with Optum to provide its Employee Assistance Program (EAP). The
EAP services include assessment, counseling, and referral for a broad range of job-related
and non-job-related work/life issues. Program data for FY 03 show that:

e WSSC allocated $44,000 for its Employee Assistance Program;

e The cost per eligible employee was $29.63; and

o In the first quarter of calendar year 2003, 21 employees utilized EAP services;
Optum reports that this equates to an annualized estimate of 84 participants.

Appendix L (©40) contains a detailed description of WSSC’s EAP, including
information on eligibility, services provided, funding, and use.
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CHAPTER IV: FINDINGS

Based upon a review of the structure, cost, and use of agency mental health care benefits
offered to employees of the five County and bi-County agencies, this chapter presents the
Office of Legislative Oversight’s summary findings on:

The structure of mental health care benefits across the agencies;

Agency compliance with federal and state laws;

Agency cost and use of mental health care insurance benefits;

Agency cost for Employee Assistance Programs and the services provided; and
Potential service overlaps.

Finding #1: Mental health problems are prevalent in the workforce and costly to
employers. Mental health benefits help prevent and mitigate
employers’ costs by providing employees access to treatment.

According to national research on mental health issues, approximately one-fourth of the
nation’s workforce suffers from some sort of mental health, emotional, or substance
abuse disorder in any given year. Estimates of the annual social cost of mental health
problems range up to nearly $160 billion, according to a 1999 report of the United States
Surgeon General. These costs are often borne by employers in the form of disability
payments, absenteeism, and lost productivity.

Mental health benefits help prevent and mitigate employers’ costs by providing
employees access to treatment services. Research studies indicate that various types of
mental health care can decrease disability claims, reduce absenteeism, and improve
employee performance.

Finding #2: In FY 03, 89% of the 32,741 employees who are eligible for health
care benefits participate in an agency-sponsored health plan.

As summarized below, data for FY 03 show that the percent of employees that participate
in agency-sponsored health plans ranges from 76% to 92%, with an overall participation
rate of 89%.

Number Enrolled in

Agency Number of Agency-Sponsored Percent

Employees Health Plan Enrolled
County Government 8,950 7,746 87%
MCPS 19,000 17,480 92%
Montgomery College 1,500 1,140 76%
M-NCPPC 1,948 1,675 86%
WSSC 1,485 1,351 91%
TOTAL 32,883 29,392 89%
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Finding #3: The structure of employee mental health care benefits is similar
across the five agencies.

Although there is some variation, the structure of mental health care benefits offered to
employees is similar across the five County and bi-County agencies. In sum:

o All five agencies offer coverage for inpatient and outpatient mental health
services (including substance abuse treatment) and prescription drugs.

o All agency-sponsored health care plans have some type of “gatekeeper”
mechanism to ensure that mental health services are clinically necessary. These
mechanisms include, for example, needing a referral from a primary care
physician and limiting care to specific practitioners or clinics.

o All five agencies have cost-sharing formulas in place for mental health benefits.
Depending upon the type of service and the type or number of visits, the cost
sharing ranges from 50% to 100% coverage.

o In addition to health plans that include mental health benefits, all five agencies
offer an Employee Assistance Program (EAP). An EAP is designed to help
employees cope with a variety of career and personal problems through short-
term counseling, assessment, and referral services.

Finding #4: The federal Mental Health Parity Act and the State of Maryland
Mental Health Parity Law mandate certain criteria for mental health
benefits offered through employer-sponsored health plans.

Mental health “parity” refers to health insurance coverage for mental health treatment
that is equivalent (i.e. subject to the same benefits and restrictions) to coverage for other
health services.

The federal Mental Health Parity Act requires “parity” in the lifetime and annual
dollar limits placed on mental health benefits and physical health benefits. For
example, if a plan has a $5,000 lifetime maximum for inpatient mental health treatment it
must also have a $5,000 lifetime maximum for inpatient physical health treatment. This
mandate applies to all employer-sponsored health plans, including those of local units of
government.

The State of Maryland Mental Health Parity Law is more stringent. It requires
“parity” in lifetime maximums; terms and conditions of benefits; and out-of-pocket

limits. Specifically, it requires that:

o Lifetime maximums must be equivalent for physical health and mental health.
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e Deductibles and coinsurance amounts must be equivalent for physical health and
mental health. The one exception is outpatient visits, where the law specifies
allowable lower coverage amounts for mental health services.

e Any out-of-pocket limits in a 12 month period must be equivalent for physical
health and mental health.

The State mandates apply to all fully-insured, employer-sponsored health plans. A
fully-insured health plan is one in which an employer pays premiums to purchase a health
insurance contract from an insurer. The insurer pays for the claims of the participants
and assumes the risk associated with the plan.

The State mandates do not apply to self-insured, employer-sponsored health plans.
A self-insured health plan is one in which an employer pays for the health care claims of
its participants directly out of its own assets. The employer assumes the risk in self-
insured plans.

Finding #5: As the law requires, the agencies’ fully-insured health plans comply
with the mental health parity guidelines established by the federal
Mental Health Parity Act and state Mental Health Parity Law.

The agencies’ health care plans are a mix of fully-insured and self-insured plans. Across
the agencies, there are 13 fully-insured plans (representing 73% of enrolled employees)
and 7 self-insured plans (representing 27% of enrolled employees).

All five agencies offer at least one fully-insured health plan. As required by federal and
state law, the mental health benefits offered under these fully-insured plans comply with
established mental health parity guidelines.

This means that annual and lifetime maximum dollar limits; deductibles and coinsurance

amounts (except as allowed under State law); and out-of-pocket dollar limits are
equivalent for mental health and physical health benefits.
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Finding #6: As the law requires, the agencies’ self-insured health plans comply
with the federal Mental Health Parity Act. Although not required by
law, six of the self-insured plans follow the mental health parity
guidelines established by State law.

Four agencies offer one or more self-insured health plans. As required by law, the mental
health benefits offered under these self-insured plans comply with the federal Mental
Health Parity Act.

Despite the lack of State regulation requiring parity in self-insured plans, six of the self-
insured plans voluntarily follow state guidelines. Any deductibles, lower coverage levels,
or limits for mental health care that exist in these plans also apply to physical health
benefits.

One of Montgomery College’s self-insured plans (CIGNA PPO) does not follow state
mental health parity guidelines. This plan has higher cost sharing, weekly visit
limitations, and annual visit limitations for mental health care than for physical health
care.

According to Montgomery College staff, the CIGNA plan was self-insured as a response
to increasing costs in the mid-1990’s. At the time, the College’s Benefits Review
Committee examined maintaining higher levels of mental health coverage through a
managed care “carve-out” program. The Committee reported that the employees
indicated that they preferred lower levels of coverage to a managed care system.

Finding #7: Data on the cost and use of mental health benefits are not routinely
compiled by the agencies for most health plans.

According to agency staff, data on the cost and use of mental health benefits are not
routinely compiled and reported for most health plans. In addition, data are not always
readily available from health insurance providers. During the course of conducting this
study (April-June 2003), OLO was only able to obtain cost and use data for five of the 20
health benefit plans offered by the five agencies.

For the five plans where data were available, mental health care costs totaled $3.7 million
in calendar year 2002 but varied as a percentage of total agency health care expenditures.
For example, the mental health care costs from one County Government plan represented
11% of that plan’s total health care expenditures, while the mental health care costs for
two WSSC plans represented 4% of those plan’s total expenditures.
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Finding #8: In addition to mental health benefits available through agency-
sponsored health plans, all five agencies operate Employee Assistance
Programs. Collectively, the agencies spent $470K on EAPs in FY 03;
the per eligible employee cost ranged from $11 to $30.

An Employee Assistance Program (EAP) is designed to help employees cope with a
variety of career and personal problems through short-term counseling, assessment, and
referral services. EAPs exist as both in-house and outsourced programs. An employee’s
family members are also generally eligible for EAP services.

All five agencies administer an Employee Assistance Program that is open to agency
employees and their family members. As summarized in the table below, MCPS’ EAP is
staffed by MCPS employees; the other four EAPs are outsourced to a contractor. The
total FY 03 cost for the five programs was $470K.

Per employee cost is an appropriate method for comparing EAP costs because contractors
typically charge on a per employee basis; and it accounts for the size (in terms of number
of employees) of each agency. The lowest is the MCPS program ($10.53 per employee)

and the most expensive is the WSSC program ($29.63 per employee).'

EAP Visits
In-house/ FY 03 FY 03 Cost per Allowed

Agency Outsourced Cost Eligible Employee (per Problem)
Monigomery County Public In-house  $200,000 $10.53 Unlimited
Schools
County Government Outsourced  $158,000 $16.55 6
Montgomery College Outsourced $18,625 $12.72 4
Maryland-National Capital Park ¢\ reed  $50,000 $25.67 8
and Planning Commission
Washington Suburban Sanitary Outsourced  $44,000 $29.63 4
Sewer Commission

TOTAL $470,625 - --

! The per employee cost calculation does not include family members that are also potentially eligible for
these programs. The number of allowable visits and projected utilization rates also impact rates charged by

providers.
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Finding #9: Employees in the Police Department and employees and volunteer
firefighters in the Montgomery County Fire and Rescue Service are
eligible to receive services from specialized mental health-related
programs as well as from the County Government’s EAP. This dual
eligibility creates a potential overlap of some counseling/therapy
services.

In addition to the EAP, County Government has two separate in-house, specialized
mental health-related programs for public safety personnel; one for Police Department
(MCPD) employees and one for Fire and Rescue Service (MCFRS) employees and
volunteers. Both of these programs focus on the unique needs of public safety personnel,
and provide services beyond the scope of an EAP.

All MCPD and MCFRS employees (including volunteer firefighters) are eligible for both
their in-house assistance programs and the County Government’s EAP. The Fraternal
Order of Police (Article 58, see Appendix M, ©41) and International Association of Fire
Fighters (Article 47, see Appendix N, ©50) union contracts with the County mandate this
dual eligibility for represented employees.

As summarized in the table below, there is some overlap among the counseling/therapy
services of each program, especially among the County Government’s EAP and the
MCPD’s Stress Management Division.

County MCPD Stress MCFRS
Type of Services Provided Government Management Wellness/Fitness
EAP Division Initiative
Counseling/Therapy:
Specialized Job-Related Stress/Trauma A A
General Job-Related Stress v Yo
Other Stress/Anxiety Y AN
Marriage/Fapily v o v o
Depression v v
AleoholDrugs A
Grief A A
Finances Y Y
" Anger v v
Peer Support Program v v
Family Support Program in development v
Critical/Traumatic Incident Program v v
Disciplinary Diversion Program v
Education/Training v v

The County Government EAP cost ($158K in FY03) is based on a per employee fee of
$16.55. The eligible employee calculation includes approximately 1,600 MCPD and
2,000 MCFRS employees.
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CHAPTER V: RECOMMENDATIONS

The five County and bi-County agencies offer employee mental health care benefits that
are comparable in structure. In addition, all plans comply with the applicable federal and
state mental health parity requirements. OLO recommends that the Council recognize the
agencies for their work in this important area and for their attention to regulatory
requirements.

OLO’s review supports three recommendations for Council action. In sum, OLO
recommends that the Council request:

o The agencies to include summary data on the structure, cost, and use of
employees’ mental health benefits in their annual report to the Council on group
insurance costs;

e The four agencies that currently outsource Employee Assistance Programs to
examine and report back on the feasibility and potential cost savings available
from an inter-agency procurement; and

o The Chief Administrative Officer to evaluate potential service overlap between
the County Government’s EAP and specialized mental health-related programs
for police and fire/rescue personnel.

Recommendation #1:  The Council’s annual review of agency group insurance
costs should include examination of summary data on the
structure, cost, and use of employees’ mental health
benefits.

As part of their annual report to the Council on group insurance costs, the agencies
should be asked to:

e Report any significant changes in the structure of mental health care benefits
offered to agency employees;

o Update the Council on any changes in federal and state mental health parity
requirements, and affirm agency compliance with these requirements; and

e Provide summary data on mental health care costs and use.
Over time, separately tracking and understanding the costs and use of mental health

benefits should help to identify trends and allow for more fact-based decision making
about future mental health care benefits for agency employees.
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Recommendation #2:  The Council should ask the four agencies that currently
outsource Employee Assistance Programs to examine and
report back on the feasibility and potential cost savings
available from an inter-agency procurement.

The County Government, Montgomery College, M-NCPPC, and WSSC all outsource
their Employee Assistance Programs (EAPs). The total FY 03 cost for all four
outsourced programs is $270,000.

There is a wide range of per employee costs among the outsourced EAPs, from a low of
$12.72 to a high of $29.63. The federal Substance Abuse and Mental Health Services
Administration reports the average per employee EAP cost for outsourced programs is
$18. Per employee cost is an appropriate method of comparing costs because it accounts
for the size of each agency. Each of the four programs contracts with a separate provider,
but the scope and level of EAP services provided by each are similar.

Due to the fact that all four programs currently offer a similar package of services at
notably different per employee costs, OLO recommends that the Council ask the four
agencies to examine the feasibility and potential cost savings available from an inter-
agency EAP procurement.

Recommendation #3:  The Council should ask the Chief Administrative Officer to
evaluate potential service overlap between the County
Government’s EAP and specialized mental health-related
programs for police and fire/rescue personnel.

Montgomery County Police Department (MCPD) employees are eligible for both the
County Government EAP and the specialized MCPD Stress Management Division
services. Montgomery County Fire and Rescue Service (MCFRS) employees and
volunteer firefighters are eligible for both the County Government EAP and the
specialized MCFRS Wellness/Fitness Initiative services.

The MCFRS program has minimal overlap with the County EAP for counseling/therapy
services. For employees with non-job-related counseling/therapy needs, MCFRS refers
those individuals to the County’s EAP. The MCPD Stress Management Division
counseling/therapy services overlap with the County EAP more significantly; both
programs provide counseling/therapy for non-job-related issues, e.g., general
stress/anxiety, family/marriage, finances.

OLO recommends that this issue of potential service overlap receive further evaluation
from the Chief Administrative Office, with the goal to eliminate the County’s paying for
any duplicative services. OLO recognizes that changes in this area for FOP and IAFF
members are subject to collective bargaining.
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CHAPTER IX: AGENCY COMMENTS ON FINAL DRAFT

The Office of Legislative Oversight circulated a final draft of this report in June 2003 to
the five County and bi-County agencies. The final report includes all of the technical
corrections provided by the agencies.

The written comments received on the final draft report are included in their entirety,
beginning on the following page.

OLO greatly appreciates the time taken by staff to review and comment on the draft
report and looks forward to discussing the issues raised in this study.
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OFFICES OF THE COUNTY EXECUTIVE

Douglas M. Duncan Bruce Romer
County Executive MEMORANDUM ChiefAdministrative Officer

June 26, 2003

TO: Karen Orlansky, Director
Office of Legislative Oversight

FROM: Bruce Romer, Chief Ad ‘{\ tyvw€ Officer

SUBJECT: DRAFT Office of Legislative Oversight Report 2003-5: The Structure,
Cost, and Use of Agency Mental Health Care Benefits

Thank you for providing the draft report on The Structure, Cost, and Use
of Agency Mental Health Care Benefits. It is our goal to provide County employees and
retirees with a competitive, cost effective benefits package designed to meet their diverse
needs, while minimizing the burden on our taxpayers. An important component of the
County’s health plan offerings is mental health care. As your report indicates, all of our
health plan offerings comply with the requirements of federal and State mental health
parity rules. In addition, the County offers an Employee Assistance Program (EAP) to
employees and their families.

Comments regarding the report findings and associated back-up material,
as they apply to the County Government, will be forwarded to you through Eric
Wallmark. T understand that he has already provided initial comments to you in this area.
I have reviewed the recommendations set forth in the report. Below are my comments on
each recommendation.

Recommendation #1: The Council’s annual review of agency group insurance
costs should include examination of summary data on the
structure, costs, and use of employees’ mental health
benefits.

Comment: I would suggest that a common reporting structure be
developed for agencies to report summary data on mental
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Karen Orlansky, Director
June 26, 2003
Page Two

Recommendation #2:

Comment:

Recommendation #3:

Comment:

health care costs and use. This will allow for better
comparability among agencies and will help ensure that
each agency’s health plans are capable of providing the
information required.

The Council should ask the four agencies that currently
outsource Employee Assistance Programs to examine and
report back on the feasibility and potential cost savings
available from an inter-agency procurement.

Interagency joint procurement is supported by both the
Executive and the Council, especially when cost savings
can be realized. There is currently an interagency benefits
working group which meets regularly throughout the year
and has sponsored several such joint procurements. This
group would be the logical forum to review potential cost
savings resulting from economies of scale, while taking
into considerations varying features between programs.

The Council should ask the Chief Administrative Officer to
evaluate potential service overlaps between the County
Government’s EAP and specialized mental health-related
programs for public safety personnel.

As you recognize in your report, EAP related benefits are
part of the County’s collective bargaining agreements with
the FOP Lodge 35 and IAFF Local 1664. Any program
changes would have to be negotiated. While there may
always be some degree of overlap in the programs available
to Police and Fire personnel, we are willing to work with
both unions in addressing the impact of duplicative services
on costs.

I understand that the Office of Human Resources has communicated
technical and editorial changes directly to you. Thank you again for your invitation to

comment on the draft report.

BR:ew
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WASHINGTON SUBURBAN
SANITARY COMMISSION

¢

14501 Sweitzer Lane ¢  Laurel, Maryland 20707-5902

June 18, 2003

Craig Howard

Legislative Analyst

Office of Legislative Oversight
Montgomery County Government
100 Maryland Avenue

Rockville, MD 20850

Dear Mr. Howard:

COMMISSIONERS

Manuel R. Geraldo, Chair

W. Gregory Wims, Vice Chair
Artis G. Hampshire-Cowan
Kevin P. Maloney

Gregory K. Wells

Jinhee Kim Wilde

GENERAL MANAGER
John R. Griffin

DEPUTY GENERAL MANAGER
P. Michael Errico

Thank you for sending me a copy of the report from the Office of Legislative Oversight
concerning the mental health care benefits provided by WSSC and the other four county and bi-county
agencies. This comprehensive report will be beneficial to us in our internal assessment of services
provided to our employees by our insurance plans and our Employee Assistance Program.

Karen Gerald, our Unit Coordinator for Benefits, was pleased to have had the opportunity of
working with you on this project. Ms. Gerald will represent WSSC when the report is presented at the

work session of the Management and Fiscal Policy Committee July 7, 2003.

Sincerely,

,}ohn R. Gr(g{;

@ - General Manager

cc: Organization Development Manager (MG)
Benefits Coordinator (KG)

(301)206-8000 +  1(800)828-6439 « TTY: (301)206-8345 « wWww.wsscwater.com
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850 Hungerford Drive » Rockville, Maryland « 20850147
: Telephone @l 979 3381 '

June 25, 2003

Mr. Craig Howard, Legislative Analyst
Office of Legislative Oversight

100 Maryland Avenue

Rockville, Maryland 20850

Dear Mr, Howard:

I have reviewed the drafi report describing mental health benefits offered to Montgomery
County Public Schools (MCPS) employees. The report fairly reflects the input from MCPS. As
reflected in the report, the MCPS Employee Assistance Program provides a wide array of
services at the lowest per employee cost ($10.50) in the county. In addition, in FY 2003, our in-
house Employee Assistance Program offered, at no additional cost, the following services not
included in the report:

Response to 28 critical incidents
Education and training to over 300 employees through workshops
Training, as required by the U. S. Department of Transportation, for 150 supervisors on
the drug and alcohol testing program

e Employee Assistance Program orientation to over 2,500 employees in 30 separate
§¢s810n8

MCPS will work with its health plan providers to determine if mental health data can be tracked.

If you need additional information regarding the MCPS Employee Assistance Program, please
contact Dr. Elizabeth Arons, associate superintendent, Office of Human Resources, at
301-279-3270 or Ms. Susanne DeGraba, chief financial officer, Department of Financial
Services, at 301-517-8100.

Respectfully,

Jerry D. Weast, Ed.D.
Superintendent of Schools

JDW:vnb

Copy to:
Mr. Bowers
Dr, Arons
Ms. DeGraba
Mr., Girling
Dr. Spatz
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Mental Health/Substance Abuse Law Applicable to Insurers and Nonprofit
Health Service Plans (other than small employer plans)

§ 15-802.
(a) (1) In this section the following words have the meanings indicated.

) "Alcohol abuse" has the meaning stated in § 8-101 of the Health - General
Atrticle.

3) "Drug abuse" has the meaning stated in § 8-101 of the Health - General
Article.

“4) "Managed care system" means a system of cost containment methods that
a carrier uses to review and preauthorize a treatment plan developed by a health care
provider for a covered individual in order to control utilization, quality, and claims.

%) "Partial hospitalization" means the provision of medically directed
intensive or intermediate short-term treatment:

(1) to an insured, subscriber, or member;
(i1) in a licensed or certified facility or program;

(i111)  for mental illness, emotional disOrders, drug abuse, or alcohol
abuse; and

(iv)  for a period of less than 24 hours but more than 4 hours in a day.

(b) This section applies to each health insurance policy or contract that is delivered or
issued for delivery in the State to an employer or individual on a group or individual basis and
that provides coverage on an expense-incurred basis.

©) A policy or contract subject to this section may not discriminate against an
individual with a mental illness, emotional disorder, drug abuse disorder, or alcohol abuse
disorder by failing to provide benefits for the diagnosis and treatment of these illnesses under the
same terms and conditions that apply under the policy or contract for the diagnosis and treatment
of physical illnesses.

(d) It is not discriminatory under subsection (c¢) of this section if at least the following
benefits are provided:

) with respect to inpatient benefits for services provided in a licensed or
certified facility, including hospital inpatient benefits, the total number of days for which
benefits are payable and the terms and conditions that apply to those benefits are at least
equal to those that apply to the benefits available under the policy or contract for physical
illnesses;
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Appendix B

2) subject to subsection (g) of this section, with respect to benefits for partial
hospitalization, at least 60 days of partial hospitalization are covered under the same
terms and conditions that apply to the benefits available under the policy or contract for
physical illnesses; and

3) with respect to outpatient coverage, other than for inpatient or partial
hospitalization services, benefits for covered expenses arising from services provided to
treat mental illnesses, emotional disOrders, drug abuse, or alcohol abuse are at a rate that,
after the applicable deductible, is not less than:

(1) 80% for the first five visits in a calendar year or benefit period of
not more than 12 months;

(1)  65% for the 6th through 30th visit in a calendar year or benefit
period of not more than 12 months; and

(1))  50% for the 31st visit and any subsequent visit in a calendar year
or benefit period of not more than 12 months.

(e) (D The benefits under this section are required only for expenses arising from
the treatment of mental illnesses, emotional disOrders, drug abuse, or alcohol abuse if, in the
professional judgment of health care providers:

1) the mental illness, emotional disorder, drug abuse, or alcohol abuse
is treatable; and

(i)  the treatment is medically necessary.
2) The benefits required under this section:

1) shall be provided as one set of benefits covering mental illnesses,
emotional disOrders, drug abuse, and alcohol abuse;

(i) shall have the same terms and conditions as the benefits for
physical illnesses covered under the policy or contract subject to this section,
except as specifically provided in this section; and

(i)  may be delivered under a managed care system.

3) Except for the coinsurance requirements under subsection (d)(3) of this
section, a policy or contract subject to this section may not have:

1) separate lifetime maximums for physical illnesses and illnesses
covered under this section;

(1) separate deductibles and coinsurance amounts for physical
illnesses and illnesses covered under this section; or

(iii)  separate out-of-pocket limits in a benefit period of not more than
12 months for physical illnesses and illnesses covered under this section.
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4) Any copayments required under a policy or contract subject to this section for
benefits for illnesses covered under this section shall be:

(1) actuarially equivalent to any coinsurance requirements under this
section; or

(i1) if there are no coinsurance requirements, not greater than any
copayment required under the policy or contract for a benefit for a physical
illness.

® An office visit to a physician or other health care provider for medication
management:

(H) may not be counted against the number of visits required to be covered as
a part of the benefits required under subsection (d)(3) of this section; and

2) shall be reimbursed under the same terms and conditions as an office visit
for a physical illness covered under the policy or contract subject to this section.

(2) This section does not prohibit exceeding the minimum benefits required under
subsection (d)(2) of this section for any partial hospitalization day that is medically necessary
and would serve to prevent inpatient hospitalization.

Mental Health/Substance Abuse Law Applicable to HMOs (other than small employer
plans)

§ 19-703.1.
(a) (1)  Inthis section the following terms have the meanings indicated.
(2)  "Alcohol abuse" has the meaning stated in § 8-101 of this article.
3) "Drug abuse" has the meaning stated in § 8-101 of this article.

4) "Managed care system" means a method that a carrier uses to review and
preauthorize a treatment plan that a health care practitioner develops for a covered person
using a variety of cost containment methods to control utilization, quality, and claims.

5) "Partial hospitalization" means the provision of medically directed
intensive or intermediate short-term treatment for mental illness, emotional disOrders,
drug abuse or alcohol abuse for a period of less than 24 hours but more than 4 hours in a
day for a member or subscriber in a licensed or certified facility or program.

(b) )] Subject to the provisions of this section, each contract or certificate issued
to a member or subscriber by a health maintenance organization that provides health benefits and
services for diseases may not discriminate against any person with a mental illness, emotional
disorder or a drug abuse or alcohol abuse disorder by failing to provide benefits for treatment and
diagnosis of these illnesses under the same terms and conditions as provided for covered benefits
offered under the contract or certificate for the treatment of physical illness.

12
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) It shall not be considered to be discriminatory under paragraph (1) of this
subsection if at least the following benefits are provided:

(1) With respect to inpatient benefits provided in a licensed or certified
facility, which shall include hospital inpatient benefits, the total number of days
for which benefits are payable shall be:

1. Except as provided in subsection (d) of this section, from
July 1, 1994 through June 30, 1995, at least 60 days in any calendar year
or benefit period of not more than 12 months under the same terms and
conditions that apply to benefits available under the contract or certificate
for physical illness; and

2. On or after July 1, 1995, at least equal to the same terms
and conditions that apply to the benefits available under the contract or
certificate for physical illness;

(i1) Subject to subsection (f) of this section, with respect to benefits for
partial hospitalization, at least 60 days of partial hospitalization shall be covered
under the same terms and conditions that apply to the benefit available under the
contract or certificate for physical illness; and

(1i1)  With respect to outpatient coverage, other than for inpatient or
partial hospitalization services, benefits for covered expenses arising from
services which are rendered to treat mental illness, emotional disOrders, drug
abuse and alcohol abuse shall be at a rate which is, after the applicable deductible,
not less than:

1. 80 percent for the first 5 visits in any calendar year or
benefit period of not more than 12 months;

2. 65 percent for the 6th through 30th visit in any calendar
year or benefit period of not more than 12 months; and

3. 50 percent for the 31st visit and any visit after the 31st visit
in any calendar year or benefit period of not more than 12 months.

(©) ey The benefits under this section shall be required only for expenses arising
for treatment of mental illnesses, emotional disOrders, drug abuse and alcohol abuse which in the
professional judgment of practitioners is medically necessary and treatable.

2) The benefits required under this section shall be provided as one set of
benefits covering mental illnesses, emotional disOrders, drug abuse and alcohol abuse.

3) The benefits required under this section may be delivered under a
managed care system.

4 Except as specifically provided in this section, benefits for illnesses
covered by this section and the benefits for physical illnesses covered under a contract or
certificate shall have the same terms and conditions.
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) Except for the coinsurance provisions in subsection (b)(2)(iii) of this
section, a contract or certificate that is subject to this section may not have:

(1) Separate lifetime maximums for physical illnesses and illnesses
covered under this section;

(i)  Separate deductibles and coinsurance amounts for physical
illnesses and illnesses covered under this section; or

(iif)  Separate out-of-pocket limits in a benefit period of not more than
12 months for physical illnesses and illnesses covered under this section.

(6) Any copayments required under a contract or certificate for benefits for
illnesses covered under this section shall be:

(1) Actuarially equivalent to any coinsurance requirements under this
section; or

(i)  Where there are no coinsurance requirements, not greater than a
copayment required for a benefit under the contract or a certificate for a physical
illness.

(d) Notwithstanding the provisions of subsection (b)(2)(i)1 of this section, until July
1, 1995, a contract or certificate that is subject to this section that offers less than 60 days
coverage for inpatient care for health care for physical illness must only include coverage for
mental illness, emotional disOrders, drug abuse and alcohol abuse that is at least equal to the
benefit offered for those other types of health care. On and after July 1, 1995, the provisions of
subsection (b)(2)(i)2 of this section shall apply.

(e) An office visit to a physican or other health care provider for the purpose of
medication management may not be counted against the number of visits required to be covered
as a part of the benefits required under subsection (b)(2)(iii) of this section and shall be
reimbursed under the same terms and conditions as an office visit for physical illnesses covered
under the contract or certificate.

H Nothing in this section shall be construed to prohibit exceeding the minimum
benefits required under subsection (b)(2)(ii) of this section for any partial hospitalization day that
is medically necessary and would serve to prevent inpatient hospitalization.
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2003 MEDICAL PLAN COMPARISON

Health Plan Kaiser - Optimam ‘Carefirst Blue Cross Blue Shield -
 (Assumes Permanente Choice _  POS ,
Primary 1 e Co ‘
Coverage) | , e __InService Area ___ Qutof Service Area
Hospital Covered in full. Covered in full. In network: covered in full; In network: covered in full;
Out-of-network: 80% after Out-of-network: 80% after
deductible. deductible.
Surgery Covered in full. Inpatient: covered in In network: covered in full, In network: covered in full;
full; Out-of-network: 80% after Out-of-network: 80% after
Outpatient: $25 copay. | deductible. deductible.

Maternity Covered in full once $10 copay; maximum In network: first visit 100% | In network: covered in full;
pregnancy is $100 per pregnancy. after $10 copay; other visits Out-of-network: 80% after
diagnosed. 100%; deductible.

Out-of-network: 80% after
deductible.
Skilled Nursing | Covered in full; Covered in full 60 days | In network: covered in full In network: covered in full ( 60
Facility 100 days maximum. maximum. (100 days max/calendar year); | days
Out-of-network: 80% after Max/calendar year);
deductible (100 days Out-of-network: 80% after
max/calendar year). deductible. (60 days max/calendar
year),
Hospice Covered in full. Covered in full. In network: covered in full; In network: covered in full;

Out-of-network: 80% after
deductible.

Out-of-network: 80% after
deductible.
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Appendix C

Health Plan Kaiser Optimum Carefirst Blue Cross Blue Shield
(Assumes . Permanente Choice ‘ POS
Primary | ,
Coverage) | - In Service Area Out of Service Area
Substance Inpatient: Covered in Inpatient: Covered in In network: Inpatient- In network: Inpatient — covered in
Abuse/Mental | full; full; covered in full; Outpatient- full; Outpatient- visits 1-5 100%;
Health Outpatient/individual Outpatient visits: visits 1-5 100%; 70% visits 6-30 80%; 31+ 50%;
visits: $20 copay per 1-5 20% copay; thereafter; Out-of-network: Inpatient- 80%
visit; 6-30 35% copay; Out-of-network: Inpatient- after deductible;
group visits: $10 31+ 50% copay. 80% after deductible; Outpatient- visits 1-5 80%; visits 6-
copay per Visit. Outpatient- 80% first 5 visits; | 30 65%; visits 31+ 50% (all
65% next 25 visits; 50% each | outpatient visits subject to
thereafter (all outpatient visits | deductible).
subject to deductible).
Home Care Covered in full if Covered in full if In network: covered in full In network: covered in full (40
Services medically necessary. medically necessary; $5 | (90 days max/calendar year); days per calendar year);
copay/PCP visits; $10 Out-of-network: 80% after Out-of-network: 80% after
specialist/visit. deductible (90 days deductible (40 days per calendar
max/calendar year). year).
Emergency $35 copay — waived if | $25 copay (plan In network: $25 copay In network: $50 copay, waived if
Room admitted to hospital. definition of emergency | waived if admitted to hospital, | admitted;
must be met) — waived | Out-of-network: 80% after Out-of-network: 80% after
if admitted to hospital; deductible. deductible.
$15 copay for Urgent
Care Centers.
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2003 MEDICAL PLAN COMPARISON

Health Plan
{Assumes
Primary

Coverage)

 Kaiser m

Permanente

~Gptimen
Choice

Carefirst Blue Cross Blue Shield _

| InService Area

oS

Out of Service Area

Diagnostic/Lab/
X-Ray

Covered in full.

anzom_u_o copay
applies.

In network: covered in full;
Out-of-network: 80% after
deductible.

In network: covered in full;
Out-of-network: 80% after
deductible.

Rehabilitation
Services

Inpatient: Covered in
full (up to 60 days per
condition per contract
year); physical
therapy will be
provided for up to 20
visits per injury,
incident or condition
per contract year;
Outpatient: $5 copay;
outpatient services for
physical therapy are
limited to up to 30
visits; occupational
and speech therapy
per injury, incident or
condition are covered
for a period not to
exceed 90 days.

$10 copay/visit;

60 visits per condition
(short-term non-chronic
conditions only).

In network: 100%;
Out-of-network: 80% after
deductible.

In network: covered in full;
Out-of-network: 80% after
deductible.

Dr. Office Visits

$5 copay.

$5 copay.

In network: $10 copay;
Out-of-network: 80% after
deductible.

In network: $10 copay;
Out-of-network: 80% after
deductible.
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2003 MEDICAL PLAN COMPARISON

Out-of-network: 80% after
deductible.

Health Plan | Kaiser “Optimum ~ Carefirst Blue Cross Blue Shield
(Assumes |  Permanente Choice . - POs
L Bty L . - g ,
Coverage) - . , In Service Area Out of Service Area
Specialists $5 copay. $10 copay. Direct In network: $10 copay; . )
access to OB/GYN Out-of-network: 80% after In network: $10 copay;
. . Out-of-network: 80% after
without a referral for deductible. .
. deductible.
medically necessary
OB/GYN care.
Physical $5 copay. $5 copay Primary Care | In network: $10 copay; . i
Physician; $10 copay Out-of-network: 80% after In network: $10 copay;
. . .. Out-of-network: 80% after
Specialist. deductible (limit 1/calendar .
deductible.
year).
Well Child Care | Well baby/well child $5 copay Primary Care | In network: $10 copay; . )
covered in full up to Physician; $10 copay Out-of-network: 80% not In network: $10 copay;
. . . ; Out-of-network: 80% after
age 5. Specialist. subject to deductible (up to .
deductible.
age 18).
Immunizations | $5 copay. Included in | $5 copay Primary Care | In network: covered in full; In network: covered in full when
well child care visits Physician; $10 copay Out-of-network: 80% not billed with office visit;
up to age 3 at no Specialist. subject to deductible (up to Out-of-network: 80% not subject
charge. age 18). to deductible.
Allergy Testing | $5 copay. $10 copay. In network: covered in full; In network: covered in full;

Out-of-network: 80% after
deductible.
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2003 MEDICAL PLAN COMPARISON

| $5 copay Primary Care

~ Carefirst Blue Cross Blue Shield

} F network: &E&an wwmusm

Haznnmmﬁ&&bng

In network: childhood Wom:bm

mas..gm uu o%@ mon on.Em
Screening exam (hearing aids are | Physician; $10 copay screening — covered in full; screening covered in full;
excluded). Specialist. Out-of-network: childhood Out-of-network: childhood
hearing screening — 80% not hearing screening, 80% not subject
subject to deductible. to deductible.
Preventive Schedule consistent Age 40+: Age 35-39: Covered in full.
Screening with the current One mammogram per One baseline mammogram,;
Schedule for recommendations of calendar year. Age 40-49: One mammogram | Frequency schedule same as POS —
Mammography | the American College every two calendar years; In Service Area benefit.
of Physicians. Age 50+: One mammogram
per calendar year.
Routine $5 copay for exams; $25 copay/exam; 15%- | In network: refraction not In network: refraction not covered
Vision 25% discount on 20% discount through covered (pediatric visual screening —
lenses/frames at Kaiser | participating optical (pediatric visual screening - covered in full under well child
centers; 15% discount | centers. covered in full under well child | care);
off the cost of contact care); Out-of-network: refraction not
lenses. Out-of-network: refraction covered (pediatric visual screening
not covered (pediatric visual — 80% not subject to deductible
screening - 80% not subject to | under well childcare).
deductible under well child
care).
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2003 MEDICAL PLAN COMPARISON

“Health Plan | Kaiser ~ Optimum Carefirst Blue Cross Blue Shield
(Assumes ~ Permanente ~ Choice . - POS .
Primary - . , , ,, / L
Coverage) | . o . _In Service Area _Out of Service Area ;
Prescriptions | $5 at on-site $5 generic; $10 brand In network: participating In network: participating retail
pharmacies and for at participating retail pharmacies - $4 generic; | pharmacies - $4 generic; $8 brand,
mail order; $15 at pharmacies; mandatory | $8 brand; (mail order option (mail order option also available),
participating generic, unless not also available); Out-of-network: 80% after
community available. Out-of-network: 80% after deductible.
pharmacies. deductible.
Deductible Copay where Copay where In network: none; In network: none;
applicable. applicable. Out-of-network: $300 Out-of-network: $250 individual;
individual; $600 family. $500 family.
Out-of-Pocket | N/A Two Tier Rates Individual: $1,000 plus the Individual: $2,000 plus the annual
Annual (Choice) annual deductible; deductible;
Maximum Individual: $1,100; Individual plus one or Family: | Individual plus one or Family:
Family: $3,200. $2,000 plus the annual $4,000 plus the annual deductible.
deductible.
Three Tier Rates
(Select)
Individual: $1,100;
Individual plus one:
$2,200;
Family: $3,600
o ys Unlimited Maximum. | Unlimited Maximum. Unlimited Maximum. Individual: $2,000,000.
Lifetime Benefit
Maximum

Note: This comparison is to be used as a guide only. Please consult the individual plan booklets for complete information.
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MONTGOMERY COUNTY GOVERNMENT EMPLOYEE ASSISTANCE PROGRAM AND
SPECIALIZED PROGRAMS FOR POLICE AND FIRE AND RESCUE EMPLOYEES

Montgomery County Government operates four programs providing mental health
services to employees. The first is an Employee Assistance Program (EAP) that covers
all County Government employees; the second is a specific program for Police
Department (MCPD) employees; the third is a specific program for Fire and Rescue
Service (MCFRS) employees; and the fourth is the Crisis Center’s Critical Incident Stress
Management program available to all employees. This appendix provides a detailed
description of the EAP, MCPD, and MCFRS programs, including information on
eligibility, services provided, funding, and use.

A. Employee Assistance Program (EAP)

The County Government contracts with APS Healthcare to deliver its EAP. The Office
of Human Resources, Occupational Medical Services Division, administers the contract.
APS Healthcare has been the County’s EAP provider since 1995.

According to the Office of Human Resources: “Through the Employee Assistance
Program (EAP), Montgomery County employees are offered an opportunity to seek
professional counseling on a variety of personal issues including family, work, legal, and
alcohol/substance abuse problems that have the potential to interfere with attendance and
work performance. A physically and emotionally healthy workforce will reduce on-the-
job injuries and potentially reduce health insurance premiums, the use of sick leave, and
applications for disability retirement. In addition, an EAP can promote employee morale
with increasing physical and emotional well-being.” (Montgomery Measures Up!, April
2003)

Eligibility
Individuals eligible for EAP services are:

e Montgomery County Government Employees — all full-time and part-time merit
employees.

e Volunteer Firefighters — all volunteer firefighters of the local Fire/Rescue
departments in Montgomery County.

o Housing Opportunities Commission Employees — all full-time and part-time
career and term employees.

o Immediate Family — the eligible employee’s or volunteer firefighter’s parent,
stepparent, grandparent, legal guardian, spouse, brother, sister, child, stepchild,
grandchild, spouse’s parent, spouse’s grandparent, or any other relative living
with the eligible individual.

o Significant Other — individuals not related by blood who share a close personal
association that is equivalent of a family relationship.
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Services Provided

The services provided by the EAP include assessment, short-term problem solving, and
referral. Services are provided free-of-charge; and are voluntary. Services cover a wide
range of job-related and non-job-related issues, including:

e Stress/Anxiety e Child/Elder Care
e Parenting e Workplace
e Aging e Abuse
e QGrief e Alcohol/Drugs
e Stress resulting from e Marriage
financial concerns o Stress resulting from
e Depression legal concerns
o Relationships e Family

Each eligible individual can use a maximum of six visits per presenting problem. There
are no limits to the number of presenting problems for which an individual can receive
services. Additionally, all discussions between the EAP professionals and eligible clients
are confidential. In accordance with state laws and regulations, information regarding an
individual’s contact with the EAP cannot be released without the individual’s written
consent, except due to court order; imminent threat of harm to self or others; or in
situations of child abuse.

According to information provided by APS Healthcare, all EAP professional staff hold a
master or doctoral degree in counseling or a related field and are certified or licensed by
the appropriate state agency.

APS Healthcare is also required to designate a particular counselor or counselors to work
primarily with firefighters. The contract states that “the designated counselor(s) will be
experienced with this employee group and will participate in worksite outreach activities
such as ride alongs. A peer counseling model or other appropriate strategies will be used
to maximize program utilization.”

Funding and Use

The County allocated $158,000 for its EAP in FY 03. The total FY 03 cost was based on
a fee of $16.55 per eligible employee. The per employee fee does not vary depending on
the number of eligible household members of an employee. Costs for the EAP service
are paid on a quarterly basis, and the billable amount is adjustable each quarter according
to updated counts of eligible employees.

The table below details FY 00 through FY 02 EAP use and costs.
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TABLE 9
COUNTY GOVERNMENT EAP USE AND COSTS
FY 00-FY 02
FY 00 FY 01 FY 02
Number of EAP users” 548 484 545
Annual Cost $139,000 | $158,000 | $156,000
Average cost per EAP user $253 $326 $286

*Each user is a unique recipient of services who has had a case established.
It includes employees and other eligible participant (dependents, household
members). A case is opened when at least 30 minutes of EAP services are
delivered, either by phone or in person.

(Source: Montgomery Measures Up! April 2003)

The Office of Human Resources is working with APS Healthcare to improve the
collection of utilization data beginning with FY 03. APS Healthcare has begun providing
separate use data for: 1) County Government employees other than firefighters;

2) Housing Opportunities Commission employees; 3) firefighters (career and volunteer);
and 4) dependents/household members of eligible employees.

B. Montgomery County Police Department, Stress Management Division

The Police Department’s Stress Management Division (SMD), located under the Office
of the Chief, is an in-house psychological services program. The Division has existed, in
various forms, since 1981. According to staff, the Stress Management Division provides
comprehensive psychological services and emphasizes prevention through education and
early intervention. MCPD Function Code 223 (Appendix O, ©53) states that the primary
mission of the Stress Management Division “is to promote the emotional, mental, and
physical well-being of Montgomery County Department of Police employees and their
family members through counseling, training, and consultation services.”

The Stress Management Division employs one part-time and two full-time Ph.D.-level
psychologists, each of whom has a license to practice in the State of Maryland.
Additionally, according to MCPD, all of the Division’s psychologists receive training in
police psychology. The Division also employs one Corporal, one Principal
Administrative Aide, and actively uses volunteers (including a full-time volunteer who
serves as program coordinator).

Eligibility

Eligibility for services is limited to MCPD employees and their families, unless otherwise
noted in the specific programs described in the next section.

G
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Services Provided

The Stress Management Division provides services through many different programs,
including the Stress Intervention Program, the Traumatic Incident Program, the Diversion
Program, the Peer Support Team, and the Injured/Ill Police Employee Network.

Stress Intervention Program. The Stress Intervention Program provides mental health
support to police department employees and their immediate families for personal and
work-related problems. The services provided are consultation, education,
counseling/psychotherapy, and referral. Services cover a wide-range of issues, including:

e Grief

e Stress management

e Marriage

e Family issues

o Workplace difficulties
e Anger

e Depression

e Alcohol/drug use

All services are voluntary, confidential and free-of-charge. In accordance with state laws
and regulations, information regarding an individual’s contact with the program cannot
be released without the individual’s written consent, except due to court order; imminent
threat of harm to self or others; or in situations of child abuse. There is not a specified
limit to the number of sessions offered to clients. While psychologists in SMD utilize a
short-term treatment model, an assessment is made with each client to determine whether
to provide services at SMD or to refer the client to an outside provider.

Traumatic Incident Program. The Traumatic Incident Program provides support,
information, and opportunity for discussion of family and/or personal issues following a
distressing event. A traumatic incident is defined by MCPD policy (Function Code 223,
see Appendix O, ©53) as “one in which a person has experienced an event that is outside
the range of usual human experience and that would be markedly distressing to anyone.”

According to the policy, participation in the Traumatic Incident Program is mandatory
when:

o The actions of a departmental employee, whether accidental or deliberate, result
in the death or serious injury of a person;

o Employees are present at the death or serious injury of a department employee.
This includes ECC personnel directly responsible for radio or phone service
during the incident; or

o Negotiating team members directly responsible for management of negotiations
are involved in an incident terminating in serious injury or death.

After a qualifying incident, an employee appears for one mandated interview with a SMD
psychologist before returning to active duty. Follow-up sessions are not required and are
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at the discretion of the employee and psychologist. In addition to the mandatory
participation, any employee can request a traumatic incident interview under this
program. Employees may also request extension of services to family members.

For the mandatory component of the program, documentation indicating attendance of
the one mandated interview is provided to the employee’s supervisor and maintained in
the employee’s file. Records of any further services, even if stemming from the one
mandated interview, are confidential.

Psychologists are also available to respond on-scene following a traumatic incident to
meet with involved personnel and lead Critical Incident Stress Debriefings for various

groups.

Also included within the Traumatic Incident Program are roll call and site visits where
psychologists and Peer Support Team members meet with groups of employees at their
workplace to discuss concerns or distressing events. Supervisors, employees, Peer
Support Team members or SMD personnel may initiate these meetings. The Peer
Support Team is described beginning on ©20.

Diversion Program. The Diversion Program is an alternative to the disciplinary process
that substitutes an intervention expected to correct work problems and restore the
employee to effective work functioning.

Only the Chief of Police may refer an employee to the program. If a supervisor feels that
an employee should participate in the program, he/she may recommend consideration of
a referral to the Chief. Participation in the program is voluntary, and an employee
referred to the program has the option of accepting the referral or facing disciplinary
action.

The intervention plan developed by the Stress Management Division for an employee
must by approved by the Chief or his/her designee. According to program policy
(Function Code 223, see Appendix O, ©53 ), an employee is only eligible for the
Diversion Program under the following circumstances:

o The employee has completed entry-level probation;

o The consequences of the misconduct are minimal to moderate;

o There is clear evidence of a stress component to the behavior and there are
existing services which address the employee’s needs; and

o The person has not been referred to the Diversion Program under similar
circumstances within a reasonable period of time.

Due to the nature of the program, the confidentiality policies differ from the other
programs. The program is required to report back to the Chief regarding the nature of the
employee’s needs, the components of the intervention, and the success of the
intervention. The Chief of Police and/or designee (rank of major or above) may examine
the program contract, all Interim Progress Reports, and the final report.
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Peer Support Team. The Peer Support Team is a group consisting of sworn and civilian
MCPD employees trained in crisis intervention. The Team provides initial crisis
intervention services to all Police Department employees and their family members who
seek or request assistance in the aftermath of a critical incident. MCPD Function Code
222 (Appendix P, ©56) codifies the policies and procedures of the Team. The Corporal
assigned to SMD coordinates the Team under the direction of the Stress Management
Division’s psychologists. The coordinator and SMD psychologists direct the activities of
30 volunteer officers and civilian members of the department.

The goal of the Team is to “proactively lessen potentially negative reactions to adverse or
stressful incidents occurring on the job or in the employee’s personal life.” Participation
in the program is voluntary and confidential.

SMD psychologists work in conjunction with Peer Support Team members to identify
stressful events and situations and to generate early intervention responses that will
reduce employee stress. These early intervention responses include site visits, creation of
informational handouts and outreach to affected employees.

Injured/Ill Police Employees’ Network. The Stress Management Division facilitates an
Injured/Ill Police Employees’ Network outreach program created to help meet the needs
of all department employees who are injured, or ill, whether job-related or not. The
outreach program is fully-staffed by a volunteer, retired police officer. The Network:

e Provides support throughout the recovery period,

e Shares information about the process and personal experiences;
e Assists with special needs; and

e Answers any questions that may arise.

Funding and Use

In FY 03, the County allocated $458,000 for the Stress Management Division.! Calendar
year 2000 through 2002 use data for the Stress Intervention and Traumatic Incident
Programs is detailed below.

TABLE 10
MCPD STRESS MANAGEMENT DIVISION USE
CY 00-CY 02
CY 00 CY 01 CY 02
Stress Intervention Program 169 179 130
Traumatic Incident Program 20 2 8

Source: MCPD, 2003

! This value only includes personnel costs. SMD operating expenses are shared with other divisions and
cannot be easily distinguished.
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Additionally in calendar year 2002:

o 2 clients participated in the Diversion Program;
o Psychologists provided 6 critical incident group debriefings, made 12 site visits,
and responded on-scene 9 times;
e The Peer Support Team responded to 40 call-outs, and had a total of 908 contacts; and
e The Injured/Ill Police Employee Network served 124 individuals.

C. Montgomery County Fire and Rescue Service, Wellness/Fitness Initiative

The Montgomery County Fire and Rescue Service Wellness/Fitness Initiative includes a
substantial mental health component. The primary purpose of the MCFRS program is to

provide direct services for the behavioral health and mental well-being of fire and rescue
personnel and their families.

One full-time, Ph.D.-level, clinical psychologist is responsible for the management,
supervision, planning, and direction of MCFRS’ behavioral health programs. The
MCFRS began offering mental health services in 1995 with the launch of the Employee
Support Program that was staffed by a master’s degree-level social worker. The Fire and
Rescue Directive that established the Employee Support Program (95-09, see Appendix
Q, ©59) stated the need for an internal program: “Because the needs of our personnel are
unique in many ways, we believe that they will be best served by having an internal peer
coordinator as an option to assist our personnel.”

MCEFRS staff further state that fire and rescue personnel “share a personal and cultural
distinctiveness that requires particular psychological considerations different from other
population groups in the County. Experience over many years has led to a field of
psychological service and research to address the specificity of this population’s needs.”

Eligibility

All career and volunteer uniform and administrative personnel are eligible for services.
Certain services are also available to employee’s families, as described in the following
section.

Services Provided

The Staff Psychologist is responsible for providing or coordinating services through three
program areas: Clinical Therapy/Counseling, the Critical Incident Stress Management
Team, and Wellness/Fitness.

Clinical Therapy/Counseling. According to the Fire and Rescue Staff Psychologist
position description (Appendix R, ©65), services provided include psychotherapy,
counseling, assessment, treatment and referral to resolve issues associated with critical
incident stress, accumulated critical incident stress or traumatic incident stress or other
factors affecting the performance and attention of fire and rescue personnel.

€D
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All therapy/counseling services are cost-free and confidential. In accordance with state
laws and regulations, information regarding an individual’s contact with the program
cannot be released without the individual’s written consent, except due to court order;
imminent threat of harm to self or others; or in situations of child abuse. The MCFRS
staff psychologist does not provide services for non-job related issues such as family,
marriage, or finances except for special circumstances. Employees that need services for
non-job related issues receive referrals to the County Government EAP or to their health
insurance plans.

Critical Incident Stress Management (CISM) Team. The CISM team is a peer-support
team that provides support and consultation to MCFRS personnel in the event of an
incident that could potentially cause psychological or personal crisis. The MCFRS staff
psychologist is responsible for overseeing the training, support, and operation of the
CISM team.

CISM team activation is mandatory when MCFRS personnel are involved in any of the
following:

Serious injury or death of a MCFRS member at, or enroute to, an incident scene.
Mass casualty incidents.

Suicide of an MCFRS member.

Serious injury or death of a civilian resulting from MCFRS operations.

Death of and/or violence to a child.

Loss of life following extraordinary and prolonged expenditures of physical and
emotional energy during rescue efforts.

e Any unusual incident that is likely to trigger a profound emotional reaction.

The CISM team can also be voluntarily activated by any MCFRS employee, or family
member/significant other of an employee, if warranted. The staff psychologist can be
called at any time to respond in the field to critical incidents for groups and/or
individuals.

The Family Support Network (FSN) is a component of the CISM program. The
original focus of the FSN was to offer information, support and resources to help families
of the Urban Search and Rescue Task Force be prepared for team deployments. MCFRS
is currently working to expand this program to the entire department. Family members of
MCEFRS personnel, who have been trained to deal with persons experiencing an
emotional response to an incident, will work to ensure that family members of affected
MCFRS personnel will have their emotional and informational needs met.

Wellness/Fitness. The MCFRS staff psychologist is responsible for the mental health
components of wellness/fitness programs. Specifically, this involves developing
educational and training programs on stress management and general mental heath issues

for MCFRS personnel.

€
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Funding and Use

In FY 03, the County allocated $100,000 for MCFRS mental health services.’

Between December 2002 and May 2003, the MCFRS staff psychologist provided over
1,300 hours of clinical therapy to uniformed fire/rescue personnel. Approximately 15%
of the clients were volunteer personnel.

Since 2001, the Critical Incident Stress Management Team has averaged 87 formal
activations per year, as well as numerous informal contacts.

2 FY 03 cost calculated as the total salary and benefits cost for the staff psychologist position.



MONTGOMERY COUNTY PUBLIC SCHOOLS
Calendar Year 2002 Comparison of Health Plans
MCPS HEALTH MAINTENANCE ORGANIZATIONS (HMOs)

Appendix E

http://www.kp.org/ http://www.mamsi.com/ http://www.carefirst.com/
800-777-7902 1-800-331-2102 1-800-296-5555
No Charge $5 Co-Pay $5 Co-Pay
Specialist Office Visit Services No Charge $5 Co-Pay $10 Co-Pay
Minor Surgery No Charge $5 Co-Pay $5 Co-Pay in Doctor's Office
Lab Work & X-rays No Charge No Charge/$5 if X-Rays No Charge
Read by Radiologist I
Home Health Care
Physician Care No Charge No Charge No Charge
Skilled Nursing Care No Charge/100 days No Charge/60 days No Charge
Maternity Care $10 Co-Pay/Visit
Prenatal & Postnatal Care No Charge $50 Max per Pregnancy $100 Max per Pregnancy
Physician No Charge No Charge No Charge
Hospital No Charge No Charge No Charge
Hospital Services T :
# of days in Semi-Private Room Unlimited Unlimited Unlimited
Professional Services No Charge No Charge No Charge
Surgical Procedures No Charge No Charge No Charge
Specialty Care & Consultation
Anesthesia in O.R. No Charge No Charge No Charge
Radiology & Drugs No Charge No Charge No Charge
Intensive & Coronary Care No Charge No Charge ] No Charge
Outpatient/per Surgery/Treatment| No Charge $25.00 No Charge
Other Office Visit Services
Well Baby/Child Care No Charge $5 Co-Pay $5 PCP/$10 Specialist
Childhood Immunizations No Charge $5 Co-Pay $5 Co-Pay
Allergy Shots No Charge $5 Co-Pay LI $5 PCP/$10 Specialist
[Wental Health i T T
Outpatient Visits #1 -5 Visits No Charge Unlimited Unlimited
#6-10 Visits $10 Ind/$5 Group #1-5 Visits 20% #1-5 Visits 20%
#11+ Visits $30 Ind/$10 Group #6-30 Visits 35% #6-30 Visits 35%
#31+Visits 50% #31+Visits 50%
Inpatient Days No Charge No Charge No Charge
Substance Abuse H
Detoxification Unlimited Unlimited Unlimited
Inpatient Alcohol Combined w/ Inpatient Combined w/ Inpatient Combined w/ inpatient
Mental Health Mental Health Mental Health
Outpatient Alcohot Combined w/ Outpatient Combined w/ Outpatient Combined w/ Outpatient
Mental Health Mental Health Mental Health
Other Services T
Hospice No Charge See Booklet Covered in Full
Durable Medical Equipment No Charge if Medicare Approved 50% Co-Pay 25% Co-Pay
Catastrophic lliness No Charge No Charge No Charge
Out-of-Area Benefits
When medically necessary
Emergency Room $35 Waived if Admitted $25 Waived if Admitted $25 Waived if Admitted
Physician Services No Charge $5 Per visit if Authorized 1 Covered in Full
Ambulance No Charge if authorized No Charge Covered in Full
Please Note:

The above description of benefits and services is intended to provide a summary. For detailed information, please refer to
the Individual medical plans. You can also obtain provider information on the medical plan Web site.
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MONTGOMERY COUNTY PUBLIC SCHOOLS

Calendar Year 2002 Comparison of Health Plans

POINT-OF-SERVICE PLANS
Carefirst BlueCross BlueShield High Option | Carefirst BlueCross BlueShield Standard POS
Benefits Summary In-Network Out-of-Network |  In-Network ~ Out-of-Network
, 1-888-417-8385 weww carefirst.com 1-888-417-8385 www._carefirst.co
. $200 Individual $300 Individual
Annual Deductible None $400 Family None $600 Family
Office Visit Services $5 — Each visit 80% After Deductible $10 - Each visit 80% After Deductible
Minor Surgery $5 — Each visit 90% After Deductible $10 ~ Each visit 80% After Deductible
Lab Work & X-Rays 100% Diagnostic — 90% 100% Diagnostic - 80%
Routine — Not Covered Routine — Not Covered
Home Health Care
Skilled Nursing Care 100% 90% - 40 Visits per Year 100% 80% 60 Visits per Year

combined in & out-of-network

Maternity Care
Prenatal & Postnatal $5 — 1° Visit/100% After 90% After Deductible $10 — 1™ Visit/100% After 80% After Deductible
Physician $5 — 1% Visit/100% After 90% After Deductible 100% 80% After Deductible
Hospital 100% 90% After Deductible 100% 80% After Deductible
Hospital Services
Semi-Private Room 100% 90% After Deduct./180 days 100% 80% After Deduct./180 days
Professional Services 100% 90% After Deductibie 100% 80% After Deductible
Surgical Procedures 100% 90% After Deductible 100% 80% After Deductible
Specialty Care & 100% 90% After Deductible 100% 80%<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>