[image: image1.png]



SMALL COUNTY POLICY PAPER

The Legislature and the Governor have identified mental health as a priority area for additional funding for the next fiscal year.  While the actual amounts of new revenue have not been determined, small counties -- generally counties with a population of 200,000 or less -- would respectfully request that new mental health programs, or new funding opportunities, be evaluated in the context of how new funds can maximize the benefit to small county mental health programs.
The following bullets and accompanying descriptions represent some of the unique qualities and characteristics of a small county public mental health system.  It would be helpful for decision-makers to keep these facts in-mind as enhancements to the mental health system are considered. 
Policy Issues:

· Funding Issues – Due to “economies of scale” many of the state’s service and program funding models do not work for small counties, and in fact, penalize them.  The size of available funds allocated to small counties to implement categorical programs is often so small that the administrative cost of applying, tracking and justifying the use of the funds is greater than the allocation itself.  Consequently, small counties leave money “on-the-table.”  That money is then collected by larger counties that can afford to run the program. The result is a widening of the gap between resources and program availability between small and large counties. 
When small counties do accept small allocations of money, the expectations are often unreasonable.  For example, one small county indicated that it received $2,000 from the State to hire and administer a public health nursing position for foster homes. That amount would barely cover the recruitment costs.  The other costs, like salary, administrative and program costs are not accounted for, hence, no program.  It should be clearly noted, however, that small counties are not against categorical programs, so long as they are attached to appropriate and reasonable funding.
· Capacity – Small counties find it difficult to secure funding for basic capital and infrastructure requirements to administer a 21st century public mental health system. Often, small counties cannot afford the investment required to purchase modern computer equipment and software -- a serious problem as state and federal billing procedures are becoming more automated.  Additionally, funds are not available to secure modern medical technology for uses such as “telemedicine” and automated patient tracking, or for the maintenance and renovation of existing facilities to meet evolving program needs.   
Another capacity problem unique to small counties is that the county mental health department is often the sole provider of services within the county.  Consequently, when a small county does compete for categorical funding opportunities, it must do so using its own limited resources to complete the initial application, write the grant, and follow it through the process. Generally, larger counties have the resources to hire grant-writers and other professionals familiar with the application process.  Additionally, larger counties have private or non-profit organizations willing to   undertake the effort required to secure additional funding opportunities. The net result is a widening of the gap between services and resources available to citizens who live in large counties versus smaller counties.

· Staffing Shortfalls – Recruitment, hiring and retention of qualified and culturally competent staff in small counties is the single largest problem for small county mental health directors. Often, small counties cannot compete with the pay, benefits, professional growth opportunities and working conditions of larger counties. Staff turnover is high because individuals who accept positions in small counties are generally young and looking for experience. Once they are with a small county mental health department for a year, they often accept a position in a larger county or in the private sector.  The result is a significantly larger percentage of unfilled or vacant positions. 
For example, two small counties recently reported having one-third of its staff positions vacant.  Often, small counties have a difficult time recruiting licensed clinicians and trained psychiatrists to perform required services mandated by the State.  As mentioned, small counties also have an extremely difficult time recruiting and retaining culturally competent individuals.
· Qualified Staff – Small counties do not have the human resources necessary to have individuals perform single program functions as is typically done in large counties. Small counties have fewer staff to perform the required scope of work with the same proficiency and expectations as program experts in larger counties.  An individual in a small county may be responsible for program development, grant writing, compliance, budgeting, training, staff supervision and case management.  As a result, existing staff is generally overloaded with responsibilities, which makes it difficult, if not impossible, for small counties to compete for, or take-on, additional program responsibilities. Additionally, small county mental health directors often work with limited, or no, administrative support.

· Geography – The superior/northern California region has vast areas that are sparsely populated, making access to services extremely difficult.  Rural counties must contend with distances and terrain generally not experienced in suburban or urban counties.  For example, in Del Norte County, the last seven inpatient admissions required an average of 317 miles of travel – seven to eight hours of road time – to secure hospitalization for its WIC 5150 patients.  

These conditions are made even worse during times of inclement weather such as snow, fog or rain; which is common in northern California. Butte County has had to develop a “mobile outreach program” using a four-wheel drive vehicle to reach remote, climatically harsh service areas. Geography adds costs not generally paid by suburban and urban counties to provide the same level of services.

· Transportation – Small counties have a proportionately more difficult time with

transportation issues than larger counties.  While geography and distance are one issue, small counties generally lack the infrastructure to provide residents efficient transportation alternatives for those without a car.  Often, small county clients who are poor cannot afford to get to the mental health office or to a location offering specialized services. Small counties report that public transportation is often limited and the hours are restrictive. This creates severe limitations for citizens who are trying to access county public mental health services.  
Transportation issues are an even bigger issue for clients that require specialized services such as inpatient services. Often, a client will have to be transported a great distance to a facility with the appropriate range of services. This causes a dangerous situation –for both the client and staff-- when a patient requiring acute care must be transported a long distance.  Consequently, small counties tend to absorb higher costs for transportation (employee time and vehicle mileage and depreciation) and incur significantly more risk. 
Additionally, when a small county must utilize a police or ambulance vehicle to transport a WIC 5150 individual, public safety for the entire county is generally put at risk because several small counties have only one such vehicle available to serve the entire county.  
· Caseload - Several state actions during the past decade have contributed to an increase in caseload and services that must be accommodated by public mental health departments.  Those programs include Managed Care, EPSDT, Consolidation and CalWORKs.  While state general fund dollars followed the new caseload responsibility, few dollars were allocated for additional start-up and/or administrative costs associated with providing new or expanded services.  

Unlike large counties that have outside providers to shoulder additional responsibilities, small counties are forced to absorb the entire administrative and start-up cost of new programs.  Consequently, the per-client cost to provide services in small counties is generally greater than for larger counties.


Policy Recommendations: 

1. Limit or eliminate requirements for programs when client population served does not constitute a statistically significant sample.
2. No categorical mandates that are not funded with at least ½ FTE position and 25% administrative cost attached. 
3. Make one-time funds available to small counties for equipment, capital projects and information management systems.
4. Eliminate evaluation criteria that reach beyond the scope of work needed for public mental health clients found in the county.
5. Structure new funding to allow small counties to use the money to fill service delivery gaps found it that county.
6. Recognize that small counties need flexible outreach funding in order to reach the elderly and those living in remote areas.
7. Small counties need additional funding to help offset the cost of prescriptions not covered by Medi-Cal.
8. Keep the following in mind when considering categorical programs in small counties:
a) A higher percentage of administrative costs

b) Base allocations must cover additional personnel costs, i.e., ½ FTE professional and ¼ FTE administration

c) Additional money for transportation costs not found in large counties

d) Funds to improve salaries to attract qualified, culturally competent individuals to the smaller counties

e) Recognition that small county mental health departments are often the only provider of mental health services in the county and must serve the needs of all residents of the county

f) If the amount of the categorical is to small, permit a county to use funds as a “block grant” based on a locally developed and approved plan.

9. Decategorize any categorical allocation that does not meet the test of providing sufficient funding to buy a ½ time clinician, rather than saying no allocation to a categorical program wherein this standard cannot be met.
10. State funding for training stipends for small county clinicians.
11. Small counties should be relieved from the requirement of providers having to be “organizational providers.”
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