The Maryland Department of Health’s
Responses to the DLS FY 2020 Administration Budget Analysis
January 23, 2019 (House) and January 24, 2019 (Senate)
Policy Questions
MDH should comment on the status of the [direct care workforce retention study] report, the
recommendations contained therein, and when the budget committees can anticipate the
report being completed. (pg. 16)
The Department submitted the direct care workforce retention study report on January 21, 2019
to DLS. A copy of the requested report is attached to this response. Please see the report for the
recommendations on the subject and topics requested by the Joint Chairs.
Budget Questions
DLS concurs with the Governor’s Allowance. (pg. 2, 17)
The Department concurs and appreciates the General Assembly’s support.

OLA Report on MDH Office of the Secretary
Status Report as of January 23, 2019
Please see the attached for the Department’s response on the repeat audit finding review. The
response was submitted to the Joint Audit Committee on Thursday, January 17, 2019 as
requested by the Committee. The Joint Audit Committee, at its hearing on January 22, 2019, did
not have any questions for the Department.
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January 21, 2019
The Honorable Nancy J. King
Chair
Senate Budget and Taxation Committee
3 West Miller Senate Office Bldg.
Annapolis, MD 21401-1991
RE:

The Honorable Maggie McIntosh
Chair
House Appropriations Committee
121 House Office Bldg.
Annapolis, MD 21401-1991

2018 Joint Chairmen’s Report (Pages 74-75) - Maryland Department of Health Direct Care Recruitment and Retention Study

Dear Chairs King and McIntosh:
In keeping with the requirements of the 2018 Joint Chairmen’s Report (Pages 74-75), the Maryland
Department of Health (“the Department” or “MDH”) Office of Human Resources (“OHR”)
respectfully submits the following report on its study of “Direct Care Recruitment and Retention”.
This report will first examine the premise that “vacancy rates of direct care staff, including nurses,
physicians, and direct care aides, continues to climb across MDH…”. The second premise this
report will examine is that “one of the main reasons for the high vacancy rate is a lack of
appropriate compensation…”. Finally, this report will examine 1) whether an increase in
compensation is likely to improve the recruitment and retention of staff, and 2) if so, what degree
of compensation increase is likely to achieve this goal.
TERMINOLOGY AND METHODOLOGY
“Direct Care” Defined
The first hurdle in performing this study was establishing parameters on the job classifications that
reasonably should be defined as “direct care staff”. In attempting to set these parameters, the
Department settled on a definition of “positions within the Department’s hospitals and treatment
facilities performing job functions primarily relating to the direct provision of professional medical
care or therapeutic treatment (or direct support thereof).”
In examining whether a classification performs job functions in “direct support” of medical or
therapeutic treatment, the Department considered positions 1) that are active and consistent
participants in the patient’s continuum of care, 2) that may report, recommend, administer, or
implement medical or therapeutic techniques, interventions, medications, or treatments at the
direction of - or in conjunction with - professional medical staff, or 3) that provide supervision,
training, direction, and programmatic support to those tasked with direct patient care.

In applying those definitions, OHR settled upon 119 distinct job classifications1. These were the
classifications contemplated in this study and to which the foregoing statistics and conclusions
apply.
“Vacancy Rate” Defined
For the purposes of this study, “vacancy rate” is defined as the number of unfilled (open) PINs
allocated to direct care at the 12 facilities, divided by the total number of PINs allocated to direct
care:
Vacancy Rate =

Open Direct Care PINs
_______________________
Total Direct Care PINs

Multiplying the rate by 100, the net result is the percentage of direct care positions that remain
unfilled at the date of examination.
Time Considerations
The vacancy rate is a constantly-shifting figure, as any separations from employment on a given
day will skew the total number of open positions (the numerator in the equation). In order to
normalize vacancy trends and account for unnatural, acute spikes in vacancy, OHR determined that
best course of action was to examine the rates at pre-determined intervals at every 6 months on the
dates ending a calendar year or a fiscal year: June 30 and December 31. This was done to account
for employees’ tendencies to resign or retire effective at the close of business on these dates, so as
to begin their separation or retirement period effective either January 1 or July 1. Had OHR
examined the beginnings of calendar years and fiscal years, the vacancy rate would have appeared
artificially inflated, even where planful recruitment and back-filling efforts were already underway.
In determining a meaningful time span upon which to establish a trend, OHR concluded that the
most reliable data could be pulled from the State’s new Workday personnel system, which went
live in October 2014. Therefore, the first data point used in this study was December 31, 2014,
continuing every 6 months through June 30, 2018 for a total of 8 data points.
VACANCY RATE - TRENDS AND CONCLUSIONS
The vacancy rate trend for direct care positions is depicted in the graphs below:
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See Appendix A - Direct Care Classifications Contemplated in OHR Study
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From these graphs, we can conclude that although total allocated direct care PINs have modestly
increased from December 2014 to June 2018, the number of filled direct care PINs has failed to
keep pace. Accordingly, the vacancy rate amongst these positions has risen from 7.25% to 13.84%.
COMPENSATION
State Employee Compensation Generally
At least some of the lag in hiring for direct care classifications in recent years can be attributed to

stagnant wages caused by the lack of across-the-board increment raises (“step increases”) and costof-living adjustments (COLAs) for all State employees. Increment raises instill a sense of natural
progression through one’s career, rewarding seniority, experience, and loyalty to one’s unit and
mission. COLAs serve a different but important function, adjusting salaries to keep up with
inflation so that State employees may maintain a consistent standard of living for performing the
same work.
The last across-the-board increment raise for State employees was in FY2017, paid on July 1, 2016
or January 1, 2017, depending on the individual employee’s entry-on-duty (EOD) date. There were
no increment raises in FY2018, and most employees are aware that none are forthcoming in
FY2019. Before the increments in FY2017, the last ones were in FY2015.
The last cost-of-living adjustment for State employees was on January 1, 2015. Most employees
are aware that there is another 2% COLA set to hit January 1, 2019, with an additional 0.5% COLA
and a one-time $500 bonus to follow on April 1, 2019. The April enhancements were triggered by
the State’s achievement of a particular level of budget surplus for the upcoming year.
Existing Enhancements to Salary Aimed at Recruitment and Retention
In spite of these across-the-board enhancements, salaries for many of the direct care professions
have failed to keep pace with those of competing employers in the area. MDH is in direct
competition with the likes of the University of Maryland system, the Johns Hopkins system,
MedStar Health, LifeBridge Health, Sheppard Pratt Health System, and several faith-based hospital
systems in recruiting for skilled and unskilled medical services professionals. Absent the ability to
match base salaries for these competing employers, MDH has partnered with the Department of
Budget and Management (DBM) to institute several ancillary benefits of employment that can
supplement the salaries of those who qualify.
Members of Collective Bargaining Units E (Health Care Professionals) and G (Engineering,
Scientific, and Administrative Professionals) are eligible for up to $500 of reimbursement for
tuition or training costs in furtherance of an education credential that is reasonably related to the
employee’s current work or intended career path. To date, 30 employees have taken advantage of
the program.
Moreover, members of Bargaining Unit E who perform clinical or administrative functions directly
related to the practice of nursing are eligible for a pair of bonus programs. The Registered Nurse
Hiring Bonus Program provides for a $1,000 bonus to nurses who begin work in an eligible nursing
classification, complete six months of satisfactory employment (i.e. pass their initial probationary
period), and receive no disciplinary action beyond a written reprimand. Nurses in the same
classifications also may qualify for the Registered Nurse Retention and Attendance Bonus
Program, which provides for a $750 quarterly bonus (up to $3,000 annually) for meeting easilyattained performance and attendance criteria. For example, in Q2 2018, over 92% of eligible
nurses within MDH qualified for this bonus.
Forthcoming Solutions to Attract and Retain Direct Care Talent
MDH worked with DBM throughout late-2018 to finalize a list of select direct care classifications
in which there are consistently elevated rates of vacancy, short tenure, demonstrable difficulties in
soliciting applications, and low rates of acceptance of job offers. As part of this analysis, the
parties examined the degree to which MDH direct care work is comparable in scope, clientele, and
working conditions to those of competing hospital systems. The parties also examined the total

compensation package offered by each system and evaluate the extent to which State benefits and
leave packages meet or exceed those offered by the competing systems. The MDH Office of
Human Resources also spoke with executive staff and hiring managers at each of its hospitals in
order to get a pulse on the compensation and benefits features most coveted by prospective
employees.
Overwhelmingly, prospective employees tended to place the highest value on raw total
compensation coupled with salary enhancements they viewed as easily attainable. In other words,
prospective employees calculated the total compensation package: the sum of raw salary, bonuses,
tuition reimbursements, and other enhancements. They then compared that figure to a similar
figure for competing employers. As a result, they did not view a bonus program as a means to
retain their employment. Rather, they viewed it as a surefire component of their total
compensation - one whose absence would quickly find them applying for work at a competing
employer.
OHR examined this feedback in conjunction with its data from the Nurse Retention and Attendance
Bonus program. It concluded that consistently 90-to-95% of its nurses met the easily-attainable
criteria to qualify for the quarterly bonus, and close to 90% received all four quarterly bonuses for a
total salary enhancement of $3,000. Noting that the overwhelming majority of its nursing
workforce qualified, MDH approached DBM with this data. Together, MDH and DBM entered
into “economic reopener” negotiations with AFT Healthcare on the premise that an across-theboard salary enhancement might be more appropriate and less administratively taxing.
Following negotiations to this effect, AFT Healthcare and the State of Maryland entered into a
supplemental economic agreement in late December 2018. In addition to a 3% COLA effective
July 1, 2019, the other major feature of this agreement was to substitute the two nursing bonuses
(so-called “Hiring” and “Retention”) and replace them with an Annual Salary Review constituting
a one-grade increase in salary for nursing classifications (and a few select others). In essence, the
nursing staff are trading easily-attained bonuses for a similarly-valued enhancement to raw salary.
MDH is confident that this will pay dividends for recruitment despite being relatively budgetneutral. For one, MDH can advertise positions on job boards featuring a higher raw salary range.
This should entice more “clicks” and, correspondingly, more applications, as the applicants will not
have to piece together the features of the bonus programs to understand the total compensation
being offered. This will also reward existing employees who no longer have to place restrictions
on their leave usage in order to achieve a bonus simply to enhance their raw salary.
Another result of economic reopener negotiations with AFT Healthcare is the creation of a
framework for a student loan repayment program for those in qualifying healthcare classifications.
Qualifying employees may be eligible for a maximum of $20,000 in student loan repayment
assistance over a 10-year period.
In summary, the combination of the COLA and the ASR should bring the Department closer in line
with the raw salary figures offered by competing nursing employers, while the student loan
repayment program should mimic certain fringe benefits offered by those same employers. The
sum-total compensation package for nurses will be greatly enhanced as of July 1, 2019, and should
help reduce some of the current nursing recruitment and retention difficulties the Department is
currently experiencing.
Please note that as of the date of this letter, negotiations with AFSCME Maryland - Council 3 are
incomplete. Though MDH anticipates that certain salary enhancements for non-professional direct

care classifications may result from those negotiations, we cannot comment on the final extent of
those enhancements at this time.
CONCLUSION
MDH thanks the Committees for raising the issue of compensation amongst direct care
classifications. We look forward to working with the Legislature and our colleagues at DBM to
ensure that compensation in these areas of critical need remain competitive in the years to come.
For further information, please contact Webster Ye, Deputy Chief of Staff, at (410) 767-6480 or at
webster.ye@maryland.gov.
Sincerely,

Robert R. Neall
Secretary
cc:

Sarah Albert, Department of Legislative Services

APPENDIX A
“Direct Care” Classifications Contemplated in OHR Study
Activity Therapy Associate I
Activity Therapy Associate II
Activity Therapy Associate III
Activity Therapy Manager

Art Therapist I
Art Therapist II
Art Therapist Supervisor
Asst Dir Of Nursing Med
Asst Dir Of Nursing Perkins
Asst Dir Of Nursing Psych
CAMH Associate I
CAMH Associate II
CAMH Associate III
CAMH Associate Lead
CAMH Associate Supv
CAMH Specialist I
CAMH Specialist II
Clinical Nurse Specialist Med
Clinical Nurse Specialist Psych
Dance Therapist II
Dental Hygienist III
Dentist III Residential
Dentist III, Residential
Developmental Disabil Assoc
Developmental Disabil Assoc Super
Dir Nursing Med
Dir Nursing Psych
Direct Care Asst I
Direct Care Asst II
Direct Care Trainee
Licensed Clinical A/D Counselor
Licensed Practical Nurse I
Licensed Practical Nurse II
Licensed Practical Nurse III Adv
Licensed Practical Nurse III Ld
Mental Health Assoc III
MH Graduate Professional Counselor
MH Professional Counselor
MH Professional Counselor Adv
Music Therapist I
Music Therapist II
Music Therapist Supervisor
Nursing Education Supervisor
Nursing Education Supervisor Perkins
Nursing Instructor
Nursing Instructor Perkins
Occupational Therapist II
Occupational Therapist III Adv
Occupational Therapist III Lead
Occupational Therapist Institutional
Occupational Therapist Supervisor
Occupational Therapy Asst I
Occupational Therapy Asst II
Physical Therapist II
Physical Therapist III Lead

Physical Therapist Supervisor
Physical Therapy Assistant II
Physician Assistant II
Physician Clinical Specialist
Physician Clinical Staff
Physician Program Manager I
Physician Program Manager II
Physician Program Manager III
Physician Program Manager IV
Physician Supervisor
Psychiatrist Clinical Administrator, MDH Central
Psychiatrist Clinical Graduate, MDH Central
Psychiatrist Clinical Graduate, MDH Rural
Psychiatrist Clinical Manager, MDH Rural
Psychiatrist Clinical, MDH Central
Psychiatrist Clinical, MDH Rural
Psychologist I
Psychologist I Perkins
Psychologist II
Psychologist II Perkins
Psychologist Intern
Psychology Associate Doctorate
Psychology Associate Doctorate Perkins
Psychology Associate I Masters
Psychology Associate III Masters
Psychology Services Chief
Registered Nurse
Registered Nurse Charge Med
Registered Nurse Charge Perkins
Registered Nurse Charge Psych
Registered Nurse Manager Med
Registered Nurse Manager Perkins
Registered Nurse Manager Psych
Registered Nurse Perkins
Registered Nurse Quality Imp Med
Registered Nurse Quality Imp Psych
Registered Nurse Supv Med
Registered Nurse Supv Perkins
Registered Nurse Supv Psych
Resident Associate I Sett
Resident Associate II Sett
Resident Associate Lead Sett
Resident Associate Supervisor Sett
Security Attend I
Security Attend II
Security Attend II Hosp Police
Security Attend III
Security Attend LPN
Security Attend Manager I
Security Attend Manager II
Security Attend Supv

Security Attendant Nursing I,Perkins
Security Attendant Nursing II,Perkins
Social Work Manager, Health Svcs
Social Work Prgm Admin, Health Svcs
Social Work Supv Health Svcs
Social Worker Adv Health Svcs
Social Worker I, Health Svcs
Social Worker II, Health Svcs
Speech Pathologist Audiologist III
Speech Pathologist Audiologist IV
Therapeutic Recreator I
Therapeutic Recreator II
Therapeutic Recreator Supervisor
Therapy Services Mgr I

