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Introduction

Volume II of the Mental Health Supply and Demand Study provides appendices with detailed background and support information to accompany the findings and recommendations presented in Volume I of this report.

This companion document is comprised of five appendices to Volume I as follows:

Focus Groups Summary

This section offers an overview of the demographics of focus group participants and some of the key findings gleaned from the process.

Practitioner Survey Summary

Highlights from the mental health and substance abuse practitioner survey, conducted by the University of Delaware, Center for Applied Demography and Survey Research are provided in this section.

Health Professional Shortage Designations

Excerpts from the applications submitted to the Health Services and Resources Administration for Mental Health Professional Shortage Area designation are included in this section.

Policy Analysis – Report from Delaware State University 

A historical analysis of mental health policy, nationally and locally, as provided by Delaware State University, is presented in this section of the report.

References

References cited in both Volumes I and II are reported in this section.
Appendix I. Focus Group Summary

Consumer and practitioners of mental health services were engaged to participate in focus groups across the State in order to validate current assumptions surrounding mental health care in Delaware and to obtain recommendations for improvement in the mental health care system.  The following section provides a detailed report of the process and findings associated with the focus groups.
Consumer Focus Groups

The consumer focus groups afforded the opportunity to learn from consumers their experiences, perceptions, and their ideas for better meeting the needs of all consumers of mental health services.

The consumer’s anonymous role in the focus group was to engage in open conversation about experiences they had in getting mental health care in Delaware.  They provided feedback on:

· The quality of services they have received
· How they went about accessing care for the first time; including barriers, how they were treated, and how long it took to get an appointment
· The obstacles they faced in getting the care they needed
To that end, 5 questions were asked of each focus group: 

· What annoys you about the mental health care system?

· What is working well? 

· What services would you like to be receiving or think you need but cannot get?

· What are the barriers to getting these services?

· What recommendations do you have to improve the system?

The only requirements for participants were to show up on time, sign a consent form, participate fully and cooperatively, and stay for the full one-hour discussion.  Those who fulfilled the requirements were given gift certificates to their choice of selected convenience store, pharmacy, or discount department store.

The goal was to conduct three focus groups, one in each county, for each of the ten defined categories for a total of 30 focus groups throughout the State of Delaware.  Half of the categories identified centered on families as follows: families with children with mental illness needs having insurance; families with children with chemical dependency treatment needs having insurance; families with children with mental illness needs having no insurance; families with children with chemical dependency treatment needs having no insurance; and families with children with developmental disabilities.
As participants were recruited and focus groups were conducted, it became clear that the individual categories of families with children were not receiving enough interest and participation.  As a result, they were combined in order to conduct effective focus groups.  Because of this combination, two focus groups in each county were conducted for the family category.  It was also found that participants with developmental disabilities were represented in many of the groups.  Because of these adjustments, five major categories were defined as follows:  
Group 1: 
Consumers of private sector services for mental illness with insurance 

Group 2: 
Consumers of private sector chemical dependency treatment services with insurance (includes dual diagnosis).

Group 3: 
Families with children with mental illness and/or chemical dependency treatment needs, including those with developmental disabilities
Group 4: 
Consumers of outpatient community-based state mental health services 

Group 5: 
Consumers of inpatient state mental health services

A total of 16 focus groups were conducted engaging a total of 95 participants.  The demographics of the focus group participants were as follows:

   Gender





    Race & Ethnicity
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 Female 
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The following provides an overview of the number of focus groups conducted and the total number of participants for each category of focus group.
	Consumer Group
	Number of Focus Groups
	Number of Participants

	
	Kent
	New Castle
	Sussex
	Total

Groups
	

	1. MI w/Insurance
	1
	1
	1
	3
	21

	2. SA w/Insurance
	0
	1
	1
	2
	 9

	3. Families/Children
	2
	2
	2
	6
	32

	4. State Svcs -Outpatient
	1
	1
	1
	3
	28

	5. State Svcs -Inpatient 
	0
	1
	0
	1
	5

	Total
	4
	6
	5
	15
	95


Consumer Focus Group Findings

In each of the group sessions, the participants cited a number of common responses to each question, which are provided below.
Question:  What annoys you about the mental health care system?

· Lack of available psychiatrists and therapists
· Waiting list to see psychiatrist

· System is not very responsive until there is a crisis
· High rate of turnover among mental health professionals 
· Lack of communication between primary care physicians, psychiatrists, counselors and inpatient caregivers
· Medications are changed with every psychiatrist appointment, even if they are working
Question:  What is working well with the mental health care system?

The two most common factors mentioned that are working well in the mental health care system were how supportive and helpful many of the service providers are and how beneficial support groups are to mental health consumers.  Consumers were more likely to be happy with non-physician practitioners and support services because they gave them more individual attention and treated them with compassion and respect.  

Typical comments by these participants included:

“[Community Mental Health] have some great, dedicated counselors.” (Sussex)

“Service at the Community Mental Health Center has been a savior. They really care at this site.” (New Castle)

“Federation of Families has some very good, caring individuals acting as advocates for families.” (Kent)

“Children, Youth and Family Services does a great job.” (New Castle)

“Support groups are very beneficial, Doctors should promote them more.” (Sussex)

Question:  What service gaps do you perceive?

· Lack of inpatient facilities and services in southern Delaware

· Extended care for pregnant or nursing women who can no longer take their medication.

· Not a good transition when children receiving mental health services become adults, go off parent’s insurance or age out of foster care

· No support groups for families and caregivers of children with mental health issues

· Lack of housing, group homes, transitional low income housing, and group and low income housing for those with a criminal background.

· No long-term inpatient facilities in Delaware.

Question:  What barriers have you had to getting services?

· Stigma and lack of sensitivity towards mental health consumers

· The lack of information on where and how to access services

· Money 

· Transportation

· Too long to get initial appointments

· Need referral to get services

· Can get needed services only after an attempted suicide or homicide, or a hospitalization or arrest.
· Medications are unaffordable

Question:  What recommendations do you have?
· More Advocates

· Resource directory and more advertisement and marketing about where and how to access services

· Look to other states for programs and practices that are working well

· Better care coordination and communication between physicians and all other service providers

· Point of contact for information and care coordination for all services

· Relieve stigma through education of general public.  
· Bring mental wellness into schools along with physical health classes

· Marketing campaign, advertisements and testimonials to give hope to those with mental illness and to help them realize they are not alone

· Education about mental illness and sensitivity training for those who deal with mental health consumers (police officers, nurses, teachers, guidance counselors…)

· Mental health treatment within the schools – should be offered just as occupational, physical and speech therapy are available in every school.
· Preventative & proactive mental healthcare – crisis prevention
· More support groups and more referrals to groups

· Services available in Sussex County should be equal to those offered in Kent & New Castle counties

· Need incentive for those people on public assistance who want to get a job; provide transitional support

· Incentives for psychiatrists, counselors and caseworkers to work in Delaware

· More group homes and supervised housing for mental health consumers with a criminal background

· Better coordination and more consistency in vocational rehabilitation
· Better training and a higher rate of placement into suitable jobs is needed
· More emphasis should be placed on prevention rather than on crisis management

Practitioner Focus Groups 
While the practitioner capacity survey conducted by the University of Delaware provided an understanding of practice patterns, time spent in direct patient care, service site locations and trends in attrition of practitioners; the focus groups supplemented these findings by understanding the issues and challenges that affect them.  In addition, and similarly to the consumer focus groups, practitioners were asked what they believed to be working well in the system and what recommendations they had for improving the mental health system.

Originally, a combined total of 13 practitioner focus groups were planned to take place across the State with practitioners in each of the following categories:

Group 1:  Non-physician mental health practitioners (psychologists, social workers & 


counselors)
Group 2:  Psychiatrists

Group 3:  Primary care practitioners 

Group 4:  Emergency department practitioners

Group 5:  Case managers (state agencies, community-based organizations & insurers)
Over a seven-month period, after many failed attempts to bring together an adequate number of practitioners meeting these criteria, nine focus groups were completed.  A total of 50 mental health and substance abuse practitioners and case managers participated in focus groups.  The following charts provide an overview of the demographics of these participants. 
       Profession
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Practitioners participating in the focus groups were asked four questions during the one-hour focus group:

· What are the challenges you face in your practice?

· How do those challenges affect the way you practice?

· What is working well? 

· What recommendations do you have to improve the system?

Practitioner Focus Group Findings

The following provides and overview of the most common practitioner focus group participants’ responses.
Question:  What are the challenges you face in your practice?

· Dealing with insurance companies is very difficult. 

· Too much paperwork

· They “play games” like routinely denying claims the first time submitted.  It is a lot of work and many people will not take the time and expense to resubmit or battle  with an insurance company

· Reimbursement is too low and very slow – extremely underpaid 
· Many mental health problems are not covered

· Billing codes for work with children are minimal.  For example, there is no coding for an hour of treatment planning with parents.  Some companies do not pay for these essential treatments.  

· The correct diagnosis often is not covered, so practitioners make up something that is covered 

· There are not enough Mental Health Practitioners in Delaware

· There is a significant shortage of child psychiatrists

· Caseloads are too large to the point of being unmanageable

· Long waiting periods to get an appointment makes referring patients to another practitioner or service very difficult, especially to psychiatrists.
· Hard to recruit out-of-state mental health professionals
· Delays in licensing deter new providers from coming to Delaware.
· Clients trying to get support do not know where to go and how to access services
· The lack or resources puts a strain on the whole system—for example, inpatient hospital beds are being used for psychiatric care, when they are needed and should be used for medical care. 
· Hospitals no longer take or treat for inpatient mental health

· Non-existent or ineffective discharge plans when leaving the hospital, prison, and other inpatient facilities.

· An attempt at suicide, homicide, hospitalization or arrest is the quickest way for patients to get services.

· Not enough communication and networking among providers and between providers and agencies/facilities

· Housing

· Not enough safe housing, more apartments and complexes are needed

· Long waiting period

· If history of violence then no housing options

· Hard to get housing because of stigma associated with mental illness

· Not enough options for job training and little support where it is available

· Transportation 

· Lack of options 

· Have to give two days notice of transportation needs.

· Involuntary commitment in order to get transportation, which requires police involvement 
· There are safety issues for family and staff when a patient is violent, but it is difficult to get authorization from state agencies to obtain transportation to inpatient treatment due to a set of criteria that must be met by someone who is not in front of the patient. 
· Gap in services for children and teens

· Very few places exist to refer a child that needs a high level of care or hospitalization

· Many teens end up in adult programs

· Transition from day treatment back to school is tough

· Child to adult transition is not smooth if it happens at all
· There are limited resources for adolescents (inpatient and outpatient)
· Continuous Treatment Teams [i.e., CCCP] are not working well.  Hard to get clients into the program and some psychiatrists do not want to do the paperwork
· There is no opportunity to problem solve and provide feedback to those making policy decisions.

· Hospital emergency rooms are being used for medical clearance, this is costly and inefficient, but often the referrals are coming from the primary doctor and psychiatrist.

· Physicians/residents at some inpatient facilities often give emergency physicians the “run-around” when trying to get an admission for inpatient mental health approved.  There is the perception that they drag out the process until a shift change so they do not have to manage the admittance.

· If outpatient services were working better and were more coordinated, there would be fewer inpatient stays.

· All of the resources are in New Castle County.

· There is a push for state government to take away a doctor’s ability to say what should happen with a patient.  This certainly compromises a patient’s safety.  This is cutting a cost without fixing the problem.
Question:  What is working well with the mental health care system?

· CAPES serves as a safe harbor and is a locked unit.  The commitment rate at Wilmington Hospital has dropped by 40% since CAPES.

· Communication with PCP offices is improving.  They see LCSWs are a good resource

· A good model is P2R – Pathways to Recovery.  This program is funded by a Robert Wood Johnson grant.  This committee meets once a week and comes up with good recommendations for clients. The committee changes every 6 weeks and it involves all staff: the receptionist, therapists, etc., and everyone is equal.  

· There are dedicated people in this field who do a good job

· The Mental Health Association does a good job advocating for people in Delaware

· Crisis beds and mental health respite should be available everywhere for all ages

· The Act Now Program works with the child and family throughout the process to ensure services are received. Act Now serves as a gateway into the hospital for children with no insurance

· Summer Institute at the University of Delaware

· Full Parity – New Hampshire

· Rockford Center has added more beds 
Question:  What recommendations do you have?
· There should be a directory with all mental health providers/practitioners in the State of Delaware.  It should be updated often and also available on the internet

· There is a need for more support groups and information on how to find them

· There is a need for a forum for Mental Health Practitioners to share information

· There is a need for more preventative programs

· There should be a more holistic approach to treatment that includes all family members and offers stress management, nutrition, parenting and grand-parenting classes.
· Expand CAPES to all hospitals in the State

· Provide more opportunities for feedback and information sharing to improve the system

· Need to be asking why patients repeatedly use the system
· Need to look at opportunities for providing more adolescent services.  

· Explore a CAPES program for adolescents

· Need more drug and alcohol treatment services

· Need to have better coordination of services.  The State has an opportunity to bring the care together.  Look at other states that are providing care well.
· Need to review how resources are allocated.
Appendix II. Practitioner Survey Summary 
This Appendix is derived from excerpts of the Mental Health Professionals in Delaware 2005 report provided by the Center for Applied Demography and Survey Research, College of Human Services, Education and Public Policy, University of Delaware.
Overview

In 2005, a survey of all licensed mental health practitioners was conducted.  These practitioners included 1050 psychiatrists, psychologists, social workers, and professional counselors of mental health and chemical dependency. Several key findings can be drawn from the survey of mental health practitioners in Delaware as follows:

· Based on the survey results, adjusted for non-respondents, the number of mental health professionals with an active practice in Delaware is 763.

· About 17% of all mental health professionals are psychiatrists, while 83% are mental health care specialists (psychologists, social workers, professional counselors of mental health, and chemical dependency care specialists).

· Sussex County has the least favorable ratio of 22,983 persons served by one full-time equivalent psychiatrist compared to 5,146 in Kent County and 6,253 in New Castle County.

· Mental care specialists are more likely to be female in all counties. While psychiatrists are more likely to be female only in Kent County.

· About 27% of all psychiatrists in Delaware are Asian, compared to 1% of mental health care specialists indicating Asian as their race.

· The highest proportion (36%) of psychiatrists with Hispanic origin can be found in Sussex County.

· Sussex County, the fastest growing county with the oldest residents on average, has the highest proportion of mental health care specialists 60 years and above.

· Almost 10% of psychiatrists in New Castle County indicated that they do not expect to be active five years from now. The highest level (16%) of uncertainty can be observed in Sussex County among mental health care specialists.

· Majority (68%) of Delaware’s mental health professionals grew up in the region, 29% of them in Delaware. One-third of mental health care specialists are from Delaware, while only 7.5% of psychiatrists are from the First State.

· Mental health professionals who grew up in Maryland are more likely to locate in Sussex County. While those who grew up in New Jersey, New York and Pennsylvania tend to locate in New Castle County.

Practitioner Supply and Location

The chart below summarizes the estimates of mental health professionals in Delaware during 2005 by county of practice. Estimates are provided separately for two groups, psychiatrists and mental health care specialists. Psychiatrists include all who indicated their mental health profession as psychiatrists. Mental health care specialists include those who indicated their profession as psychologists, social workers, and professional counselors of mental health and chemical dependency.
The proportion of psychiatrists to all mental health professionals is similar in Kent and New Castle counties, 23% and 18% respectively while significantly lower (10%) in Sussex County. The overall proportion of psychiatrists to all mental health care specialists the State of Delaware is 17%.


Mental Health Professionals by County

[image: image8.png]
Source: Center for Applied Demography & Survey Research, University of Delaware

Given Delaware’s 2005 population of 840,782, there are about 7,075 persons served by each full-time equivalent psychiatrist. The estimates are 5,146 for Kent County, and 6,253 for New Castle County. Sussex County has the least favorable ratio of 22,983 persons served by one full time equivalent psychiatrist. Kent has 2,409 persons for each mental health care specialist, Sussex County has 2,802, and New Castle County has the most favorable ratio with 1,786 persons. Delaware has roughly one mental health care specialist for every two thousand residents.  

In the section that follows, the basic demographics of the mental health professional population are discussed. Of particular interest is the age structure and diversity of these practitioners.
Practitioner Demographics
Gender
The psychiatrist community in Delaware is about 70% male. There is however some variation between the counties. New Castle (76%) and Sussex (64%) counties both have significantly more male psychiatrists than does Kent County (40%). A very different pattern appears among mental health care specialists in Delaware where only 28% is male. The variation of males among mental health care specialists across counties is less pronounced and it ranges between 26% in Kent County to 30% in New Castle County.
Race/Ethnicity
Probably the most interesting aspect of the racial distribution of mental health professionals is the lack of African American psychiatrists in New Castle (0%) and Sussex (0%) counties, and the scarcity of African American mental health care specialists in Sussex County (3%).  In addition, there is a preponderance of Asian psychiatrists in Kent (30%) and New Castle (29%) counties. 
Hispanic origin has taken on a particular interest in Delaware with the rapid growth of the population in the 1990s, particularly in Sussex County. Today, Delaware’s population is nearly 5% Hispanic, and the overall population of mental health professionals essentially mirrors that. However, significant differences exist between psychiatrists and mental health care specialists, and across counties. The highest proportion of Hispanic psychiatrists is found in Sussex County (36%), where nearly 7% of the population is now Hispanic. The smallest proportion of psychiatrists is found in New Castle County (7%) where the proportion is about half of that for the State. Currently there are no Hispanic mental health care specialists reported in Kent County.
For many Hispanic residents of Delaware, English is a second language or is not spoken at all. This presents a challenge for the mental health community in trying to provide service to this population. Respondents were asked if languages other than English were spoken at their practice site. Across the State, 64% of psychiatrists and about 44% of mental health care specialists have the capability of communicating in a language other than English. Sussex County has the largest need, but Sussex County’s psychiatrists and mental health care specialists are least likely to have the capability to communicate in a language other than English. For all respondents, Spanish was by far the most frequently mentioned language. Thirty nine percent of Delaware’s mental health professionals indicated Spanish as the language other than English spoken at their practice site.

Age
The age of mental health professionals is ultimately a factor in their availability. There are several points of interest regarding the age distribution of mental health practitioners. First, the smallest proportion of psychiatrists under 50 is found in New Castle County (29%). In Delaware, about 45% of psychiatrists are under the age of 50. Second, the highest proportion of psychiatrists aged 60 and above is again in New Castle County (35%), while no psychiatrists are reported for this age group in Kent and Sussex counties. Third, Sussex County, the fastest growing county with the oldest residents on average, has the highest proportion (30%) of mental health care specialists 60 years and older. Overall, in Delaware, about 20% of mental health care specialists are 60 years and older.
Mental health professionals were asked if they planned to be active in their chosen profession five years from now. In general, 82% of mental health professionals expect to be active in five years. The lowest proportion is found in New Castle County (75%) among psychiatrists. The 40-49 year old age group has the highest proportion (95%) of mental health professionals indicating that they will be active in the next 5 years. That proportion drops to 87% for the next age group (50-59), 67% for those between the age of 60-64, and 44% for those already of age 65 and over.

Practice Type

When mental health professionals were asked about their primary employment, one quarter of mental health professionals indicated that they were both salaried and self-employed. Presumably, this suggests that they are salaried but are engaged in consulting activities outside of their primary employment. Psychiatrists are more likely (49%) to indicate that their primary form of employment is self-employed compared to mental health care specialists of whom 39% indicates self- employment.  In addition, psychiatrists are more oriented toward a solo practice (63%) than mental health care specialists (43%).  Most mental health care specialists (57%) and psychiatrists (68%) indicated that the clinical setting of their primary employment is a practitioner’s office. Psychiatrists (33%) are more likely to work in a hospital than mental health care specialists (9.5%). About 13% of psychiatrists work in freestanding clinics, while about 10% of mental health care specialists indicated this setting for their primary employment.
Accessibility

Patient encounters

Respondents to the survey were asked to indicate the number of patient encounters they have in a week. Looking at the State of Delaware and all mental health professionals, one would conclude that about 50% of respondents see 10 to 29 patients a week. However, there are significant differences between psychiatrists and other mental health specialists. About 60% of mental health care specialists see 10 to 29 patients per week, but only 21% of psychiatrists see this number of patients a week. Forty percent of psychiatrists see 70 and more patients, while only 1% of all mental health care specialists see this many patients in a week. 

In order to understand the availability of mental health services to pediatric patients, the respondents were asked to indicate if they see patients under age 21. Kent County has the highest proportion of both mental health care specialists (88%) and psychiatrists (100%) indicating that they see pediatric patients. A significantly lower percentage of psychiatrists in New Castle (66%) and Sussex County (64%) see patients less than 21 years of age.
Almost all mental health care specialists (around 90%) accept new patients. The percentage of psychiatrists accepting new patients is a bit lower (around 80%).  Even though the majority of mental health care professionals across Delaware accept new patients, there are some who do not see new patients or cannot make emergency appointments. To learn what happens to these patients, respondents were asked to identify the types of referrals they provide. Around 90% of mental health professionals who do not see new patients or cannot accommodate an emergency appointment indicated that they provide referrals. Mental care specialists are most likely (42%) to refer a patient to a private practice, while psychiatrists are most likely (52%) to refer a patient they cannot see to a hospital emergency room.

Flexible Hours
Respondents were asked if they provided either Saturday or evening office hours. Mental health care specialists are more likely to offer flexible office hours than psychiatrists. Offering evening hours is roughly twice as popular as providing Saturday hours. Mental health care specialists in Kent and Sussex counties are more likely to offer evening and Saturday hours than mental health care specialists in New Castle County. Psychiatrists in New Castle County are more likely to offer Saturday hours, but are less likely to offer evening hours, than their colleagues in Kent and Sussex counties.

Insurance

Accessibility to mental health care services can also be affected by the acceptance of insurance plans. Respondents were asked if they participated in such plans. Overall, around 20% of psychiatrists and little more than 12% of mental health care specialists do not participate in insurance plans. There are differences between the counties. Kent County psychiatrists and mental health care specialists are more likely to accept insurance plans than their counterparts located in New Castle County or Sussex County. Both psychiatrists and mental health care specialists in Sussex County are the least likely to participate in insurance plans by a small margin.  Looking at the State of Delaware and those who participate in insurance plans, the most commonly accepted insurance plans are traditional plans with balance billing.  Only 10% of all practitioners accepted capitated or managed care insurance plans. Reduced fee for service is accepted by 46% of mental health care specialists compared to 28% of Psychiatrists. Medicaid is accepted by 78% of mental health care specialists and by 75% of psychiatrists.
It is important to note that the survey did not assess to what extent the practice’s volume is comprised of each of the payment options described above.

Appendix III.  Health Professional Shortage Designations

Mental Health Professional Shortage Areas (MHPSA) designation criteria is complex and is based on many factors.  The simplest designation is based on mental health practitioner to population ratios.  The criterion distinguishes between “core” mental health practitioners (counselors, licensed clinical social workers and psychologists) and psychiatrists.
The minimum practitioner to population ratios are as follows:

a) Population to core mental health professional of at least 6,000:1 and a population to psychiatrist ratio of at least 20,000:1; or

b) Population to core professional ratio of greater than or equal to 9,000:1; or

c) Population to psychiatrist ratio of greater than or equal to 30,000:1.

For areas of unusually high need, the minimum ratios are reduced to:

d) Population to core mental health professional of at least 4,500:1 and a population to psychiatrist ratio of at least 15,000:1; or

e) Population to core professional ratio of greater than or equal to 6,000:1; or

f) Population to psychiatrist ratio of greater than or equal to 20,000:1.

For the purpose of the Delaware MHPSA applications, data from the Mental Health Professionals in Delaware 2005 survey was coupled with 2000 census data, which had been updated using 2005 population estimates, to gain practitioner to population ratios for each of Delaware’s 27 census county divisions.   Two rational service areas were identified through this process:  Southern New Castle and Northern Kent Counties, and Western and Southern Sussex County.  The following sections provide an overview of the areas submitted for Federal MHPSA designation.
Area:  Southern New Castle County and Northern Kent County

Rational Service Area: The following map illustrates the census county divisions (CCD) for the Northern portion of Kent County and all of New Castle County, Delaware. The application for Mental Health Professional Shortage Designation (MHPSA) for this rational service area includes: Red Lion, Central Pencader Middletown-Odessa, Smyrna, and Kenton [bordering Smyrna to the south-west and not shown on the map below].
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Unusually High Need for Mental Health Services

New Castle County has a significantly higher rate of illicit drug use and alcohol consumption than that of the rest of the nation and the State.  According to the Substance Abuse and Mental Health Services Administration (SAMHSA), Office of Applied Studies’ National Survey on Drug Use and Health, Delaware ranks among the highest in the nation for the percentage of the population using drugs and alcohol in the past year (as reported in 2001). The table below provides an overview of the Nation, State and New Castle County with respect to drug and alcohol use.

Demonstration of Unusually High Need based on Substance Abuse Rates

	
	Any Illicit Drug Use
	Marijuana Use
	Alcohol Use

	New Caste County
	8.90
	7.54
	56.11

	Nation
	8.25
	6.18
	50.05

	State of Delaware 
	8.02
	6.54
	52.72


Provider to Population Ratio:  For the proposed MHPSA, the ratios of core mental health professionals to population are described in the table below.  

· The psychiatrist to population ratio in this area is one psychiatrist for every 59,728 persons. 

· In four of the five CCDs there are no psychiatrists.

Population to Provider Ratio

	CCD
	Core* FTE
	Psychiatrist

FTE
	Total FTE's
	Population
	Total Provider/ Population
Ratio
	Core/
Population
Ratio
	Psychiatrist/ Population
Ratio

	Red Lion
	1.00
	0.00
	1.00
	            6,999 
	              6,999 
	            6,999 
	                 6,999 

	Central Pencader
	8.48
	0.00
	8.48
	           36,562 
	              4,312 
	            4,312 
	               36,562 

	Middletown-Odessa
	8.23
	1.78
	10.01
	           41,243 
	              4,120 
	            5,011 
	               23,170 

	Smyrna
	1.39
	0.00
	1.39
	           14,874 
	            10,701 
	          10,701 
	               14,874 

	Kenton
	0.00
	0.00
	0.00
	6,009
	6,009
	6,009
	6,009

	Total
	19.10
	1.78
	20.88
	           106,316 
	              5,092 : 1  
	            5,566 : 1
	               59,728 : 1  


*Represents non-physician mental health practitioners
Area:  Portions of Sussex County Delaware (Western and Southern)

Rational Service Area: The following map illustrates the census county divisions (CCD) for Sussex County, Delaware.  The application for Mental Health Shortage Designation (MHPSA) for this rational service area includes: Bridgeville-Greenwood, Seaford, Laurel-Delmar, Selbyville-Frankford, Georgetown, and Millsboro.
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Unusually High Need for Mental Health Services

With regard to age, the area has an elderly ratio of 29 percent, which meets the criteria for being an area of unusually high need (i.e., 25 percent).  

Provider to Population Ratio:  For the proposed MHPSA, the ratios of core mental health professionals to population are described in the table below.  

· The psychiatrist to population ratio in this area is one psychiatrist for every 108,938 persons. 

· In five of the six CCDs there are no psychiatrists.

· In four of the CCDs the ratio of core mental health practitioners to population is greater than one to 4,500.
· In three of the CCDs the ratio of core mental health practitioners to population is greater than one to 4,500, and the population to psychiatrist ratio is greater than 15,000 to one.

Population to Provider Ratio

	CCD
	Core* FTE
	Psychiatrist

FTE
	Total FTE's
	Population
	Total Provider/ Population
Ratio
	Core/
Population
Ratio
	Psychiatrist/ Population
Ratio

	Bridgeville-Greenwood
	1.8
	0.0
	1.8
	10,470
	         5,784
	       5,785 
	           10,470 

	Georgetown
	12.6
	0.0
	12.6
	14,594
	         1,160
	       1,160 
	           14,594 

	Laurel-Delmar
	0.0
	0.0
	0.0
	21,690
	       21,690
	      21,690 
	           21,690 

	Millsboro
	4.8
	0.0
	4.8
	22,330
	         4,614 
	       4,614 
	           22,330 

	Seaford
	10.3
	1.1
	11.4
	23,745
	         2,088 
	       2,312 
	           21,586 

	Selbyville-Frankford
	2.8
	0.0
	2.8
	27,003
	         9,679 
	       9,679 
	           27,003 

	Total
	32.3
	1.1
	33.4
	119,832
	3,589 : 1 
	3,711 : 1
	108,938 : 1


*Represents non-physician mental health practitioners

Appendix IV. Policy Analysis 
Report from Delaware State University
Many of those who form a majority on one question, may become the minority on a second, and an association dissimilar to either may constitute the majority on a third. Hence the necessity of molding and arranging all the particulars which are to compose the whole, in such a manner as to satisfy all the parties to the compact; and hence, also, an immense multiplication of difficulties and casualties in obtaining the collective assent to a final act. The degree of that multiplication must evidently be in a ratio to the number of particulars and the number of parties.  Federalist Papers – Hamilton

Historical Roots

The most recent federal mental health legislation that guides national policy originates in the basic beliefs of the union.  The legal genesis for U.S. social policy and its subset, mental health policy, can be found in several historic documents and in the civil rights movement.  The most significant documents are the Federalist Papers and the U.S. Constitution, especially the Fourteenth Amendment.   Federalism posits that authority is divided between the federal and state governments (http://plato.stanford.edu/entries/.)  The Fourteenth Amendment states:  

No State shall make or enforce any law which shall abridge the privileges or immunities of citizens of the United States; nor shall any State deprive any person of life, liberty, or property, without due process of law; nor deny to any person within its jurisdiction the equal protection of the laws.  

The Supreme Court has affirmed the role of the U.S. Constitution in issues surrounding mental health in a number of recent cases (see Figure 1.)  These cases emphasize the importance of considering mental health issues to insure due process and equal protection, and establish mental health as a “public good of transcendent importance.” 

More recently, the civil rights movement has influenced US policy and perspective on mental illness.  According to Levin, Petrila and Hennessy (2004), “Mental health law emerged from the civil rights movement and, as a result, concerned itself initially with questions of liberty and civil rights” (p. 66).  Mental health policy, therefore rests on assumptions of shared federal and state authority that must address the equality and liberty of its people.  While such historical issues have continuing importance, today mental health law and policy embrace many additional topics.
Federal Legislation

Federal mental health legislation provides a framework for the development of state and local mental health policy.  The federal legislative branch plays a significant role in the actions related to setting the parameters for mental health policy, intervention and prevention.  According to Levin, Petrila and Hennessy (2004), “Mental health law traditionally has been discussed and studied as judge-made law.  However, statutory and regulatory laws, both federal and state, also play a key role in defining mental health policy and establishing a framework for the organization, financing, and creating of priorities for various services” (p. 50).  Federal legislation reflects the law-makers’ interpretation of where the nation needs to go.  It sets guidelines for state and local laws.  The following federal mental health legislation is under consideration by the U.S. Congress.  The trends are reflect a concern with; quality of life, national/homeland defense; veteran’s affairs; children; parity; criminal justice, and financing mental health prevention and treatment. Pending federal legislation (http://thomas.loc.gov/cgi-bin/thomas), reveals the national policy intent (see Figure 2.)  
Figure 1.  Supreme Court Precedents

	Case Name
	Date Decided
	Findings

	Sawyer v. Whitley
	June 22, 1992
	POSIT:  Failure of trial counsel to introduce mental health records as mitigating evidence in trial sentencing phase constituted ineffective assistance.  FINDING:  Psychological evidence kept from the jury does not relate to guilt or innocence or to the aggravating factors found by the jury.


	Bell, Warden v. Thompson
	June 27, 2005
	POSIT: Counsel had been ineffective for failing to adequately investigate his mental health.  Habeas counsel failed to include deposition that contended that client suffered from serious mental illness at time of offense. The Sixth Circuit supplemented record on appeal with deposition and explained that its authority to issue an amended opinion 5 months after denying rehearing was based on its inherent power to reconsider. FINDING: Reversed.  The Sixth Circuit’s decision was an abuse of discretion.


	Jaffee, Special Administrator for Allen, Deceased v. Redmond et al
	June 13, 1996
	POSIT: Court ordered notes made by a licensed clinical social worker, during counseling session, rejecting argument that a psychotherapist patient privilege protected the contents.  At trial jury awarded damages after being instructed that the refusal to turn over the notes was legally unjustified.  Court of Appeals reversed and remanded.  The court concluded that notes should have been protected.  FINDING: Affirmed.  The federal privilege extends to confidential communication made to licensed social workers. Conversation between client and therapist and the notes taken during session are protected from compelled disclosure.  “Effective psychotherapy depends upon an atmosphere of confidence and trust and therefore the mere possibility of disclosure of confidential communications may impede development of the relationship necessary for successful treatment.  The privilege also serves the public interest, since the mental health of the Nation’s citizenry, no less than its physical” health, is a public good of transcendent important.”


	Olmstead, Commissioner, Georgia Department of Human Resources, et al v. L.C., by Zimring, guardian ad litem and next friend, et al.
	June 22, 1999
	POSIT: Respondents were mentally retarded and diagnosed with schizophrenia and a personality disorder.   Alleged that the State violated Title II in failing to place respondents in a community based program.  The District Court granted partial summary judgment for the respondents ordering their placement in an appropriate community based program.  The Eleventh Circuit affirmed the District Court’s judgment and instructed the District Court to consider whether additional cost would be unreasonable.  FINDING:  Judgment is affirmed in part and vacated in part and the case is remanded.  States are required to place persons with disabilities in community settings rather than in institutions when the State’s treatment professionals have determined that community placement is appropriate and it is not opposed by the affected individual. Also the placement can be reasonably accommodated, considering resources available to the State and the needs of others with mental disabilities.

	Heller, Secretary, Kentucky Cabinet for Human Resources v. Doe, by his mother and next friend, Doe, et al.
	June 24, 1993
	POSIT: Statutory procedures for the commitment of mentally retarded or mentally ill differ in the commitment procedures.  Respondent claimed the distinction are irrational and violate the 14th Amendment (Equal Protection and Due Process Clauses).  The District Court granted summary judgment and Court of Appeals affirmed.  FINDING:  Reversed.  The distinctions between the two proceedings are consistent with the Equal Protection Clause. The only individual interest protected by the Due Process clause is in an accurate decision, not a favorable one.

	Kansas v. Hendricks
	June 23, 1997
	POSIT:  Pedophilia qualified as a mental abnormality under the Kansas Sexually violent Predator Act, the court order the defendant committed.  The State Supreme Court invalidated the Act on the grounds that the pre-commitment condition of  abnormality did not satisfy substantive due process requirement.  Commitment must be predicated on a mental illness finding. FINDING: Reversed.  Act’s definition of mental abnormality satisfies substantive due process requirements.  The legislature is not required to use the specific term mental illness and is free to adopt any similar term.

	Rompilla v. Beard, Secretary, Pennsylvania Department of Corrections
	June 20, 2005
	POSIT;  The District Court found that the State Supreme Court had unreasonably concluded that trial counsel had not investigated obvious signs that defendant had a troubled childhood and suffered from mental illness and alcoholism.  The Third Circuit found the investigation had gone far enough to give them reason to think that further efforts would not be a wise use of their limited resources.  FINDING:  Reversed.  Defendant’s lawyer is bound to make reasonable efforts to obtain and review material that counsel knows the prosecution will probably rely on as evidence.  Counsel’s lapse was prejudicial.  Test results would have pointed the defense’s mental health experts to schizophrenia and other disorders.


Figure 2.  Mental Health Bills in the 109th Congress

	Title
	Number
	Major Issue Addressed

	Positive Aging Act of 2005
	S.1116.IS
	A bill to amend the Older Americans Act of 1965 to provide for mental health screening and treatment services, to amend the Public Health Service Act to provide for integration of mental health services and mental health treatment outreach teams, and for other purposes.

	Veterans Mental Health Care Capacity Enhancement Act of 2005
	S.1177.IS
	A bill to improve mental health services at all facilities of the Department of Veterans Affairs

	Child Health Care Crisis Relief Act of 2005 

	H.R.1106.IH
	To increase the number of well-trained mental health service professionals (including those based in schools) providing clinical mental health care to children and adolescents, and for other purposes

	Military Health Services Improvement Act of 2005 
	H.R.1639.IH
	To require pre- and post-deployment mental health screenings for members of the Armed Forces, and for other purposes

	Seniors Mental Health Access Improvement Act of 2005 
	S.784.IS
	To amend title XVIII of the Social Security Act to provide for the coverage of marriage and family therapist services and mental health counselor services under part B of the Medicare program, and for other purposes.

	Paul Wellstone Mental Health Equitable Treatment Act of 2005
	H.R.1402.IH
	To provide for equal coverage of mental health benefits with respect to health insurance coverage unless comparable limitations are imposed on medical and surgical benefits.

	Parental Consent Act of 2005 


	H.R.181.IH
	No Federal funds may be used to establish or implement any universal or mandatory mental health screening program.

	Medicare Mental Health Modernization Act of 2005 
	H.R.1946.IH

	 A bill to amend title XVIII of the Social Security Act to expand and improve coverage of mental health services under the Medicare program.

	TRICARE Mental Health Services Enhancement Act  
	H.R.1358.IH]
	To amend title 10, United States Code, relating to payment of mental health counselors under TRICARE.


Many policies are analyzed utilizing the one stage approach.  This approach is chosen because it provides the most useful way to prepare for the future.  It provides a model for evaluating the current state of mental health policy with its concomitant implications for the future.  It is a constantly evolving model.  An additional strength is that it gives a snap shot in time – what is the current state of mental health policy.  Its limitation is that mental health policy is constantly in a state of change and therefore the documents that are produced may not seem to be comprehensive, as time is a constant that cannot be controlled. Using the one stage approach the impact of major legislation on mental health can be seen (see Figure 3.)
Figure 3. Legislative Reports that Shape Mental Health in US, 1963-Present

	Date
	Policy
	Objective/Goal

	1963
	Mental Retardation Facilities and Community Mental Health Center Construction Act
	Established funding to build and staff Community Mental Health Centers (CMHCs)

	1965
	Social Security Amendments of 1965
	Schools provide mental health services to children with SED as part of their IEP


	1975
	Community Mental Health Center Amendment Act
	Required that CMHCs provide mental health services to children and adolescents


	1981
	The Omnibus Budget Reconciliation Act (OBRA)
	Funding for social service programs converted to block grant to states.  Required that 10% of block grant funds are to be spent on children and adolescents.

	1984
	Alcohol, drug, and mental health administration  appropriations act
	NIMH provided incentive grants to states to develop state and local child mental health structures to coordinate care to children with SED and their families.

	1992
	Children’s and Community MH Services Improvement Act
	Created the Comprehensive Community Mental Health Services for Children and Their Families Program

	2000/2003
	Surgeon General’s Report and New Freedom Commission Report on Mental Health
	Increased research on and use of evidence based mental health practices


Federal Policy Recommendations

The Surgeon General’s Report


The Surgeon General’s Report on Mental Health summarizes findings indicating that “the single, explicit recommendation of the report is to seek help if you have a mental problem or think you have symptoms of a mental disorder” (p. 453).  Because the majority of persons in need of mental health services do not seek them, the report suggests policies that seek to eliminate the stigma associated with mental illness and barriers to treatment.  Toward that end, the report recommends: 

· Continuing to Build on the Science Base - Strengthen partnerships with both biotechnical and pharmaceutical industries to gain knowledge about the biological basis for mental illness and effective medications as interventions.  Continue to promote general mental health and illness prevention;

· Overcoming Stigma - Dispel myths about mental illness and provide accurate knowledge to ensure consumers are more involved both about illness and treatment options;

· Improving Public Awareness of Effective Treatment- Encourage individuals to seek the type of treatment that they feel is most appropriate for them in a setting that is most comfortable; this would include determination of the type and intensity of treatment as well as the type of provider.  Also included in this recommendation is better informed human service professionals; to recognize mental illness, refer to appropriate services, and publish clear information about benefits.

· Ensure the Supply of Mental Health Services and Providers- Ensure that effective service delivery is available (i.e., integrated community-based services, continuity of providers and treatment, family support services, supportive housing and employment, and culturally sensitive services.), especially target services identified as consistently in short supply (e.g., wraparound services for SED children, multi-systemic treatment for children, assertive, intensive community treatment, combined services for persons with co-occurring SED and substance abuse disorders, a range of prevention and early intervention programs, and disease management programs for conditions such as late-life depression in primary care settings;)

· Ensuring Delivery of State-of-the-Art Treatments- Utilize programs proven to be effective in serving specialized populations; 

· Tailoring Treatment to Age, Gender, Race, and Culture – Ensure that services incorporate understanding of racial and ethnic groups, their histories, traditions, beliefs, value systems and treatment preferences;

· Facilitating Entry Into Treatment- Have first-line contacts in the community (e.g., criminal justice agencies, schools, medical health offices) recognize mental illness and mental health problems, know what resources exist in their community, and address issues and/or make proper referrals for services and treatment;

· Reduce Financial Barriers to Treatment - Individuals should not be deterred from seeking treatment due to cost, either actual or perceived.

New Freedom Commission on Mental Health


Subsequent to the Surgeon General’s Report on Mental Health, President Bush established a New Freedom Commission on Mental Health with the mandate to “ensure that people with disabilities, including those with mental disorders, have the opportunity to learn and develop skills, engage in productive work, choose where to live and participate in community life”.  The Commission concluded that effective, cost-effective treatments existed, and that early intervention could prevent negative consequences associated with unmet mental health needs.  However, the Commission also found that the mental health service system was “fragmented and in disarray, leading to unnecessary and costly disability, homelessness, school failure and incarceration” (Campaign for Mental Health Reform, July 2005 Roadmap for Federal Action on America’s Mental Health Crisis).  In response to the Commission’s report, the Campaign for Mental Health Reform developed their Seven Steps to Successful Mental Health Reform, which are designed to aid in implementation of recommendations of the President’s New Freedom Commission.  

· Maximize the effectiveness of scarce resources by coordinating programs and making systems “seamless” to consumers;

· Stop making criminals of those whose mental illness results in inappropriate behavior;

· Make Medicaid accountable for the effectiveness of the mental health services it pays for;

· Prevent the negative consequences of mental disorders by getting the right services to the right people at the right time;

· Invest in children and support and value their families’ role in making treatment decisions;

· Promote independence by increasing employment, eliminating disincentives for economic self-sufficiency and ending homelessness; and

· Address the mental health needs of returning veterans and their families.

The State’s Role

    
Mental health policy, properly understood, is the responsibility of both a centralized and decentralized government. From a policy perspective, Federalism presumes that the State is where responsibility for service provision lies.  The state as the loci for the responsibility is exemplified in its snapshot of the Delaware system (see Figure 4), in particular as a ranking of states.  
Figure 4. Snapshot of the Mental Health System in Delaware

	State MH Expenditures

in 2001 Dollars
	State MH Agency

Expenditures 

Per Capita
	% Reporting 

Poor MH

Past 30 days (2003)
	% Reporting Poor MH Past 30 Days by Gender (2003)

	Rank
	Millions
	Rank
	Amount
	Rank
	Percent
	Male
	Female

	44
	$73.5
	14
	$93
	15
	35.2%
	29.9%
	39.9%


In order to understand the role the State plays in defining mental health policy, a cursory review of the current (2005-2006) legislation is in order.  In the State of Delaware the following bills are under consideration by its legislature.  It should be noted that these bills are a picture in time.  They reflect the culmination of the understanding of the needs of the population and the outcome of activism.  These bills are the operationalization of the State of Delaware’s mental health policy (see Figure 5.)  
Figure 5. Current 143rd General Assembly Delaware Legislation 

	Action
	Purpose

	House Bill 

No. 43
	Sexually violent person will receive treatment and therapy necessary to rehabilitate them.  Establishes a procedure permitting involuntary civil commitment.

	House Resolution 

No. 42
	A task force is created to study the use of Ritalin by school age children

	House Bill 

No. 84
	Allows for compensation for mental health services incurred related to criminal proceedings and expenses related to essential personal safety.  Victims eligible to apply for compensation in the event of a retrial or upon execution of the offender.

	Senate Bill 

No. 67
	Amends Delaware code relating to parental notice of abortion act.  Mandate that notification be made only to the parent or guardian of minor and notification requirement expanded to cover all unemancipated minors under the age of 18. (removes notification requirement of licensed mental health professional)

	House Resolution 

No. 36
	Creates a task force to examine the need for a mentoring program specifically for adolescents enrolled in special education programs between the 7th and 12th grades

	House Bill 

No. 258
	Removes the involuntary commitment process from law.  Amends the current sterilization standards – clarifying scope of persons presumed incapable of giving consent.  Clearly defines informed consent.


	House Bill 

No. 25
	Strikes phrase:  second, $100,000 or 1% whichever is greater, of the proceeds distributed to the Division of Substance Abuse and Mental Health and substitute second, 1% of the proceeds distributed  to the Council on Gambling. In effect reducing resources for SAMH

	House Bill 

No. 215
	Establishes a Board of Professional Counselors of Mental Health, Chemical Dependency Professionals and Marriage and Family Therapist to license and regulate therapists, counselors, and similar practitioners.


Macro-Level Factors

The mental health of populations and societies is influenced by many macro social and macro economic factors that lie outside the narrowly-defined, traditional, health-sector.  These include poverty, urbanization, homelessness, unemployment, education and criminal justice – just to name a few. According to Levin et al (2004), “These and other non-treatment components of community services were designed and are administered to meet the needs of very different target populations – people who are indigent, widowed mothers, and people with physical disabilities, for example”  (p. 81).  Thus it is important not only to look at specific mental health policies but the surrounding milieu as well.  In this way peripheral policy helps to develop an organized whole (Mental Health Policy Project). Delaware 2010 uses the holistic approach and connects factors outside of the traditional health sector to health and mental health policy (see Figure 6.)

Figure 6. Delaware 2010: Strategies to Prevent and Reduce Disease and Disorders 

	Stakeholder
	Policy Strategies



	Business
	· Increase employee awareness of Employee Assistance Programs (EAPs), MH benefits in employer provided health insurance plans, and policies for use of “sick leave.”

· Request Delaware Chamber of Commerce to assist in establishing EAPs, particularly for small businesses.

· Increase employer awareness of possible mental health issues affecting the health of organizations.

	Community
	· Educate the public to reduce the stigma of mental disorders through community education programs and local media campaigns.

· Promote use of available community mental health resources

· Advocate for physically and emotionally healthy, drug-free work environments that provide health insurance including parity for mental health and substance abuse treatment services.

	Health Care
	· Educate & implement policies encouraging primary care providers to screen for behavioral health problems, 

· Provide mental health education to families & citizens of all ages 

· Provide appropriate referrals to mental health services.

	Education
	· Develop life skills training programs to promote healthy lifestyles

· Enhance individuals’ mental health by increasing social, coping, stress management, and conflict resolution skills.

	Government
	· Ensure behavioral heath is given parity with physical health in policies and insurance coverage

· Create strategic plans for a continuum of community mental health services.


The preceding strategies are so many dots that address mental health.  In order to understand social policy as it relates to mental health-mental illness there must be a concerted effort to connect these dots. One of the most useful methods to connect the dots is the logic model.  The logic model assists practitioners to connect policy to outcomes.  According to Lightburn and Sessions (2006), “A beneficial approach to this disconnect between policy and practice involves working with clinicians to review their logic models to identify the theory of change that informs their practice…” (p. 160).  The strength of the logic model is that it focuses on outcomes.

Advocates’ Role 

“Policy” is the political outcome of the decisions made to determine who gets what when.  When resources are scarce, this process becomes more significant to the consumers as well as the distributors.  During the period of scarce resources, the role of the advocate takes center stage.  The advocates must position themselves to protect the best interest of their clients, especially in the area of financing.

There are two ways to develop mental health policy; top down (e.g., legislative) and bottom up (e.g., consumers.) The two approaches to policy development result in different outcomes.  


Social welfare policy requires that advocates acquire knowledge and skills to understand major mental health policies and analyze organizational, local, state, national, and international issues in policy and social service delivery.  Advocates are required to analyze and apply the results of research relevant to mental health; understand and demonstrate skills related to systems and use them to influence, and advocate consistent with the delivery of mental health services (CSWE, 2003).  

When quality political advocacy is the vision, there must be an expectation of success implemented at the right time based on a shared commitment utilizing a strategic plan.   Underlying this approach is a quality management paradigm.  It moves members of an organization from an individualistic approach to a collective approach where the members perceive themselves as significant components within the community that enjoins and supports the holistic approach to transformative political advocacy. Transformation to political advocacy from the quality management perspective requires a matrix comprised of  (1) A Vision; (2) Expectations of Success; (3) Timing; (4) Shared Commitment, and (5) A Strategic Plan. (Mickel, 1993 & 1994) This matrix for transformation can be observed in mental health’s action agenda.

  
This includes connecting the dots of advocacy and quality management to form a new paradigm.  This paradigm posits that in order for a political system to gain or maintain control over its environment, it must have the means (e.g., resources, conditions and choices) to cause the current conditions to change in one or more ways.  The foundation of “delivery of services” is the advocate’s frame of reference.  Political advocacy is the proffered frame of reference that is required in order for mental health advocates to help people to responsibly meet their needs. 


The advocate works to transform the community, or organization within the parameters of the political advocacy process.  These parameters are expanded by the philosophy and principles of quality management.  They posit that before one group or organization can work to influence others, a transformation must take place.  These principles are expressed in social service as well as political advocacy.  Success is measured in terms of the advocate's worldview.  As previously delimited the NAMI-DE research is influenced by its worldview.  That worldview can be driven via customer/citizen satisfaction or conformance to requirements as the advocate acts as the change agent influencing the community/organization's current and future state.  In order for this system to work, it is important, for those who advocate, to understand the concepts of quality management as it relates to political advocacy.  In the State of Delaware, twenty-nine mental health/substance abuse service organizations also engage in advocacy.

The most effective advocate is one who

· Builds shared commitment with those who can influence change

· Involves stakeholders and enactors in communication 

· Maximizes state resources through cooperation between organizations

· Works to remove barriers between groups and promote teamwork

· Is in tune with the political environment in order to intervene at the appropriate time.

· De-emphasizes individualism, and promotes collective self-determination as an 
expectation of quality.

· Engages in strategic planning that is well developed and defined

·  Provides clear vision

Current Issues

Homeland Security

The current focus of policy and advocacy is driven or at the very least influenced by the nation’s commitment to homeland security.  This commitment has reflected a significant redistribution of resources. State and local policy needs to reflect this commitment.  Terrorism is a significant mental health issue (Mickel, 2005).  According to Mental Health Response to Mass Violence and Terrorism (2004), “The events of September 11, 2001, the Oklahoma City bombing, and other events both in the United States and abroad, have served as dramatic examples of the need for mental health services in the wake of terrorism and mass violence” (p. vii). “Operating through an interagency agreement with the Federal Emergency Management Agency (FEMA), the Center for Mental Health Services (CMHS) has supported and overseen nearly 200 post-disaster mental health recovery programs.  The majority of these programs known as “Crisis Counseling Programs (CCPs)”, have served communities following an array of natural disasters, including floods, tornadoes, hurricanes, earthquakes, and wildfires” (p. 4). 

Aging

With advances in medicine and technology, and the aging of the baby boomers, the intersection of aging and mental illness is an issue that must be considered.  According to community integration for older adults with mental illnesses:  Overcoming barriers and seizing opportunities (2005), “Older adults are doubly stigmatized by their mental illness and by their age, and they fall victim to a general lack of long-term care opportunities for older Americans” (p.v). The report further states, “Older adults with serious mental illnesses receive lower quality of care and have higher mortality rates than older adults without a mental illness” (p. v).  In addition, the report states, “Community services for people with serious mental illnesses failed to materialize, and financial incentives, rather than individual needs or desires, drove placement decisions” (p. v).

Cost benefits of mental health policy is reflected in what society spends its money on which in turn reflects what society values. Society provides money for those members and organizations it deems of worth.  The history of the U.S. has reflected a low value for some of its members, including seniors and the seriously mentally ill.  It also reflects a tendency toward institutionalization as a policy.  According to Community integration for older adults with mental illnesses (2005), “Current reimbursement and fiscal policies tend to favor inpatient versus outpatient care; medical versus psychological care; acute versus chronic care; and more restrictive versus less restrictive care” (p. v).  It has taken continuing litigation to overturn this policy.  According to this document,  “The vision of the Substance Abuse and Mental Health Services Administration, which oversees Olmstead planning for people with serious mental illnesses, is “a life in the community for everyone” (p. v).  


Financial Issues


The level to which programs receive funding results from financial policy.  Financing translates plans and policies into reality. The base for the operation and delivery of services, the development and deployment of a trained workforce and infrastructure and technology is created, based on a vision, through financing.  Adequate financing is required to achieve objectives. 



The federal government’s role in funding mental health and substance abuse services has varied over the past 50 years.   The ‘50’s saw systematic interest in the human and economic conditions surrounding mental illness.  The Mental Health Study Act of 1955 called for an unbiased, national, and thorough evaluation of personal and financial problems associated with mental health and in 1956 Congress appropriated $12 million for research into psychotropic medications.   A push to deinstitutionalize people with mental illness began in the ‘60’s concomitant with the legislation and grants funding community mental health centers for mental illness, substance abuse, and children’s mental health services.  In ’72 these services were expanded to include services for the elderly, screening, follow-up care, and transitional services. The federal Social Services Block Grant (SSBG) was created in 1975 and provided assistance to states that enabled them to furnish services directed at self-sufficiency, abuse prevention, abuse remediation, delivery of community based care, and securing institutional based care when it was deemed appropriate. The SSBG was accompanied by federal mandates for private health plans to cover outpatient mental health services, and for community mental health centers to expand services and to deliver these services regardless of ability to pay. In 1980, The Mental Health Systems Act, (P.L. 96-398), as a final result of a series of recommendations made by President Jimmy Carter’s Mental Health Commission, provided for the following services at community health centers:

· An expansion grant for a wide range of services for the severely mentally ill (SMI) 

· Grants for the severely emotionally disturbed (SED) population

· Non-revenue producing services were also funded via a grant aimed at expanding 
education and consulting needs

· Consideration of consumer input and involvement in service and treatment


Despite these advances, in the ‘80’s block grants for substance abuse and mental health decreased by 30% and the federal share of funding (through block grants) decrease to 11% while State funding grew substantially to 42% and local government sources increased to 13%.  Medicaid decreased slightly to 16%, Medicare remained at 2%, and patient fees grew to 8% (NCCMHC Profile Data).   However, during this decade Medicaid also expands to cover (1) case management, (2) rehabilitative services, (3) outpatient mental health benefits (with large co-payments and cost sharing) and (3) expanded clinical services to the homeless. The ‘80’s also ushered in managed care systems intended to reduce costs through service efficiency, service authorization, quality management, a provider network, interagency coordination and technology.


In the ’90 Medicare expanded to authorize partial hospitalization services through Community Mental Health Centers but removed Supplemental Security Income (SSI) and Social Security Disability Income (SSDI) for persons listed as having a substance abuse disorder that is primary to their finding of disability.  By the end of the ’90 there are substantial reductions in federal spending by decreasing funds allotted to both Medicaid and Medicare through a five year restructuring to save $130 billion over five years. 


The federal government expanded health coverage through the State Children’s Health Insurance Program (SCHIP), which seeks to provide healthcare for uninsured minors. SCHIP marked the first time that mental health services were mandated by a federal entity and administered by the states. At the end of the ’90 Medicaid is providing 80% of the revenue stream for behavioral health services up from 16% just 20 years prior. 


Financial change continues to take place in the new millennium. Social Service Block Grants were scaled back from over $2 billion to $1.7 billion in fiscal year 2002 and Medicaid cut thirteen billion dollars from behavioral health services.  Ten billion of this was cut from Medicaid adjustments given to hospitals to account for the greater costs of serving low-income patients (Medicaid Disproportionate Share; MDS).   States increasingly have utilized managed care systems aided by the Health Care Financing Administration’s 1915(b) waiver program that allows states to constrict client choice in the utilization of Medicaid funded behavioral health services.  States are allowed to keep any savings and provide additional Medicaid based services.  Furthermore Health Insurance Flexibility and Accountability (HIFA) waivers are established to increase the flexibility of the use of funds.  States are allowed to apply for waivers that shift unspent SCHIP funds to other programs.  Delaware currently has two HIFA waivers that impact behavioral health services; the Diamond State Health plan which expands Medicaid coverage (including mental health services) to more people; and Individuals with AIDS and other HIV-Related Diseases (4159390.R2) which provides mental health (and other) services to adults and children living with HIV/AIDS.

Financial considerations have become increasingly important for mental health services.  The fiscal year 2007 Federal budget has made deep cuts and eliminated many discretionary programs, while showering increases on defense and homeland security. The following is a summary of the relevant proposed changes as outlined by the Brazelon Center for Mental Health Law (2006):
· The Department of Health and Human Services (HHS) would receive $3.8 billion less than last fiscal year. 

· Within HHS, the Substance Abuse and Mental Health Services Administration (SAMHSA) would lose $67 million, of which $35 million would be subtracted from programs administered by the Center for Mental Health Services (CMHS). 

· Medicaid and Medicare cuts of roughly $39 billion over five years; $43 billion over 10 years

· Medicaid and Medicare policy changes that will have consequences for people with mental disabilities including (1) third party liability; (2) limitation of reimbursed case management services, especially for children in the foster care system; (3) increased cost-sharing; (4) possible alteration of  benefit plans for certain populations; (5) limitation of services that can be claimed as Medicaid rehabilitation services; including medication management and skill training for people with SMI/SMPI; and (6) no federal Medicaid reimbursement for school-based administration or transportation costs with respect to the Individuals with Disabilities Education Act (IDEA).

· Reformation of the mental health block grant administered by SAMHSA so that $153 million of its funding ($428 million with no increase over FY ’06) is directed to mental health system transformation consistent with the findings of the President’s New Freedom Commission on Mental Health.  States would be required to use grant funds above their minimum allotment for activities aimed at (1) helping Americans understand that mental health is essential to overall health; (2) making mental health care consumer- and family-driven; (3) eliminating disparities in mental health services; (4) making early mental health screening, assessment and referral to services common practices; (5) delivering excellent mental health care and accelerating research; and (6) enabling the use of technology to access mental health care and information. 

· $6 million reduction in State Incentive Grants for Transformation (SIGS; support the development of comprehensive plans to address fragmentation in a state’s public mental health system)

· $35 million reduction in funds for innovative and demonstration programs at CMHS, under the Programs of Regional and National Significance (PRNS)

· Funding would be frozen for (1) jail diversion ($6.9 million); (2) seniors mental health ($4.9 million); (3) post-traumatic stress disorders ($29.5 million); (4) consumer technical assistance support programs ($2 million); (5) children’s mental health program ($104 million); (6) PATH program ($54 million); and  (7) protection and advocacy program ($34 million) 

· $17.6 million cut to the school violence program


An additional funding source with implications for policy is the National Institute of Mental Health (NIMH).  NIMH is the primary Federal agency funding research on mental and behavioral disorders.   NIMH also provides information for strategic planning and priority-setting  in the areas of mental and behavioral disorders by getting input from patients, advocates, scientists, Congress, the public, and the National Advisory Mental Health Council.   NIMH has outlined initiatives for funding in mental and behavioral health research that reflect the current federal policy climate. 

· Identify biologically based markers of disease that could transform diagnosis, risk assessment, and treatment for disabling mental disorders, as well as provide information on timing of disease onset, severity or progress.

· Identify biological and behavioral markers of mental disorders in order to more precisely pinpoint targets for prevention and treatment.

· Produce new diagnostic tools and interventions as well as reveal the biomedical impact of existing treatment.

· Develop new treatments that will target the cognitive, social, and affective deficits seen in schizophrenia and schizophrenia spectrum disorders in childhood.

· Delineate the neural circuits that contribute to one or more subtypes of schizophrenia.

· Develop and test new treatments for infants and children with autism spectrum disorders.

· Develop and test the safety/efficacy of new psychosocial interventions for children with autism spectrum disorders.

· Develop sensitive outcome measures and pilot testing of promising interventions.

· Develop tools to understand the impact of hormonal changes during life transitions on mood and cognitive function.

· Study the role of transitional periods as triggers for the onset of emotional and cognitive disorders in susceptible individuals.

· Develop novel approaches to assess, visualize, and manipulate dynamic neuroendocrine signaling that contributes to alterations in emotional and cognitive function during hormonal transition periods.

· Reduce rates of adolescent depression and suicide.

· Expand an initiative to increase understanding of the clinical epidemiology of suicidal behavior and thinking in children and adolescents, with an emphasis on those who have received or are currently on selective serotonin reuptake inhibitors.

· Decrease the time to recovery from depressive episodes, reduce the rate of recurrence of depressive episodes, and decrease the rate of suicidal attempts.

· Increase the effective dissemination and implementation of treatment and services.

· Increase the uptake of scientifically based treatments and services for mental disorders across diverse community settings in critical need of this information and to decrease the time required for uptake. 


Despite investment from the State through the grant-in-aid process, the Mental Health Association of Delaware (MHA-DE) facilitated a meeting of stakeholders (e.g., the commissioners of mental health, children’s mental health, Medicaid and insurance, a legislator, NMHA representative, MHA-DE representative, agency personnel) to establish consensus for mental health budget advocacy.   They report “…having sustained mental health department cuts in FY 2002 that have yet to be fully restored and with a projected $300 million shortfall to make up for fiscal year 2004 (more than 10% of the proposed budget) combined with rapidly increasing Medicaid and health care costs, MHA-DE felt a strong need to reinvigorate coordinated budget advocacy efforts to prevent additional cuts to mental heath budgets and services.”  There was a desire to identify funding department priorities, and obtain honest information about slow reimbursement for mental health services.    The following suggestions came from their activities:

· Adapt to states’ and the nation’s shifting priorities, including the diversion of funds to new programs to combat terrorism and for homeland security.  

· Tap into funds from other agencies (e.g., CDC, Homeland Security, etc.), in addition to the traditional funding from mental health and the funding from Medicaid.  

· Maximize the state/federal match for Medicaid.  

· Identify and support friends and potential friends in the General Assembly   

· Work to get the Medicaid Buy-In
· Advocate to increase share of the tobacco funds
· Break down communication barriers between corrections and mental health
· Advocate children’s mental health services
· Identify strategies to combat stigma
· Identify and include other providers and areas where mental health services are being funded (e.g., prisons, community mental health centers, disaster planning, EAPs and faith-based groups)  
Summary

Mental health policy is constantly undergoing drastic revisions.  On the federal level a number of bills are currently under consideration.  In order to conduct strategic planning current information is necessary.  It is through a cursory review of some current federal legislation in the area of mental health that the proffered bills reflect national policy. Among them are the following:  American Health Benefits Program Act of 2005; Positive Aging Act of 2005; Veterans Mental Health Care Capacity Enhancement Act of 2005; Child Health Care Crisis relief Act of 2005;  Military Health Services Improvement Act of 2005; Seniors Mental Health Access Improvement Act of 2005; Paul Wellstone Mental Health Equitable Treatment Act of 2005; TRICARE Mental Health Services Enhancement Act; Medicare Mental Health Modernization Act of 2005.  These bills promote the following policy issues:  Moving the mental health system toward transformation using the state of success based on the five principles:

· Focus on the outcomes of mental health care, including employment, self-care, interpersonal relationships, and community participation; 

· Focus on community-level models of care that coordinate multiple mental health and human service providers and private and public payers; 

· Maximize existing resources by increasing cost effectiveness and reducing unnecessary and burdensome regulatory barriers; 

· Use mental health research findings to influence the delivery of services, and  

· Ensure innovation, flexibility, and accountability at all levels of government and respect the constitutional role of the State and Indian tribes.  

What is the state of mental health in the U.S.? The state or shape of state mental health is determined in part by the foci of the nation movement.  This movement is guided by policies from the Administration as well as the congress and the courts.  This may be, as one looks at the history of mental health policy, a unique opportunity in that all branches of government are, at the same time concerned about the state of mental health in the U.S.  In the final analysis there is a shared commitment and a vision, which guides the strategic planning, based on an expectation of success and now is the appropriate time to act to transform mental health policy.
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