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Presentation Notes
 Here you have the title of the project as it was originally proposed, and then what it turned out to be in the end.

 Internship framed around working on health policy issues concerning local health departments and local public health in Maryland.

 Originally, the internship was designed as a more general support role.

 Monitor and track relevant bills, review and summarize bills of interest to MACHO, prepare position papers and other materials, participate in legislative review discussions, and attend bill hearings. 

 Worked on fact sheets on the Cigarette Restitution Fund and budget cuts to local health departments. Compiled information on how budget cuts were impacting jobs and service delivery in local health departments. Attended budget hearings Discussions about how cuts to core funding impact public health and local health services.

 Complex topic, difficulty marshalling support.

 Decided to focus on developing a document that illustrated the importance of core funding for local health departments.

 Wanted to develop a document for two purposes: strengthening institutional memory and creating a document that MACHO could pull from for its advocacy efforts.



Local Health Department Funding Breakdown
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Local Health Departments (LHDs) in Maryland receive both core funding and categorical grants through a mix of federal, state, and local dollars. 

Categorical funds are issued by Congress for specific purposes and passed through the state to LHDs. These grant-based funds are dedicated for specific purposes and generally have many restrictions on how they may be spent. 

 Though core funds make up a relatively small proportion of local health department budgets, they fund the most essential services essential services. 

 In addition, they give Health Officers much needed flexibility to fund crucial infrastructure that may not be covered by categorical grants and to adjust their budgets for changing needs. 




Core Funding



 

Core funding is directed to the following Core service areas: 
1) Communicable disease 
2) Environmental health 
3) Family planning 
4) Maternal and child health 
5) Wellness promotion 
6) Adult health and geriatric health 
7) Administration and communication services 
associated with the provision of these essential core 
services



 

Distribution of Core funds to individual LHDs is based on 
community need.
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Presentation Notes
Community need is determined by each county’s percent share of 1) state population and 2) the state average of potential lives lost (the difference in years between individual’s age at death and 75) for the 10 years for which data is most recently available. 

The formula also provides for annual adjustments for certain personnel-related adjustments and for local funding effort- the percentage of matching and overmatching contributions from individual LHDs.





Core Funding Levels
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Presentation Notes
The reductions in Core funding are starkly apparent here, but this graph doesn’t tell the whole story.

Prior to SB 141 of this year’s legislative session, Core funding was legislatively mandated at a base level of $41 million. 

SB 141 set base funding at $37 million for FY 2011 to 2013 and continuing indefinitely. 

The $37 million nominally differs by $4 million from the 1997 base year level of $41 million, but after adjusting for inflation, comparing those 1997 levels to current funding levels actually results in a real decrease of about $18 million beyond the nominal cuts made between FY 2008 and FY 2011. 

In addition, reductions to core funds also impact local contributions to local health departments.

Core funds from the state leverage matching and “overmatching” (discretionary) funds from local governments. 

Matching funds from county governments are leveraged on an annual basis as a condition of receipt of state core funds.

Overmatching occurs when a county provides extra funds for the local health department through revenues from the local tax base above and beyond the matching amount required to receive state funds. 

As a result, every dollar cut from Core funds has the potential for provoking a reduction of a dollar or more from a local government; in other words, a dollar cut from Core funding could have a net effect of two dollars cut from local health department budgets overall. 




Positions Reduced Due to Core Funding Cuts
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416 Jobs cut due to Core funding reductions between Fiscal Years 2009 and 2010. This figure reflects cuts between July 1, 2008 and December 1, 2009 and does not include more recent cuts. 

Jobs lost due to cuts in core funding are actually underestimated here.

The cuts reported between FY 2009 and FY 2010 do not include positions left vacant due resignations or retirement because of hiring freezes in some counties. 

Furthermore, the full impact of cuts to core funding on LHDs have been masked to some extent by one-time grant money from the federal government for activities related to H1N1 response. 

For example, Frederick County lost 13 employees between July 2009 and February 2010, but the Health Officer (Dr. Brookmyer) was able to delay the lay-offs of 6 additional personnel due to the availability of CDC Public Health Emergency (PHER) funds.




Number of LHDs making cuts to Core services, 
FY 09-FY 10
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To put this in some perspective, 11.7 positions lost in Anne Arundel County led to a decrease of 24,324 service delivery hours or 1013.5 days of service.

Another thing to keep in mind is that adjustments to core funding levels do not affect all LHDs equally. 

Individual jurisdictions depend on Core funds to different degrees.

So when reductions to Core funding occur, some jurisdictions may be able to cover much of the shortfall through grants or local funds while others suffer significant job losses and reduced service hours



Impact of Core funding reductions on LHD 
services



 

Other specific cuts include reductions in 
health education services, tobacco cessation 
programs, family planning appointments, 
clinic times, increased case management 
loads for nurses, and decreases in translation 
services. 



 

LHDs have had to reduce service hours and 
service locations, resulting in longer waiting 
times for the public and less accessibility to 
services. 



 

Many local health departments are unable to 
meet mandated timelines for critical functions 
such as food service facility inspections.
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Example: Frederick county no longer has enough nurses to staff more than one vaccination clinic. So if there was need for mass vaccination for something like H1N1, there would  not be enough staff to do it.



Cuts to Local Health Departments Across the 
Country

• A National Association of City and County Health Officials 
(NACCHO)  2009 Economic Survey of LHDs across the country 
found that Maryland LHDs experienced cuts to overall budgets of 
88% in 2009 and anticipated a continued reduction of 88% in 2010.

• LHDs in the rest of the country, by contrast, experienced an average 
of 45% budget reductions overall in 2009, with a 50% reduction 
anticipated in 2010. 

% of LHDs that Lost Jobs Due to 
Layoffs or Attrition (July– 
December 2009) 

0–25%
26–50%
51–75%
76–100%
Insufficient 
Data
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These cuts reflect total budget cuts rather than core funding alone, but are indicative of the overall financial difficulties that Local health departments are currently experiencing. 

The economic recession has unfortunately resulted in budget cuts in many Local health departments in states across the country, but Maryland has suffered percentages in cuts well beyond the average.



The Importance of Supporting Preventive 
Services



 

A 2009 publication by the Robert Wood 
Johnson Foundation indicates that evidence- 
based disease prevention programs at the 
community level can result in improved 
nutrition, physical activity, and tobacco use 
prevention. 



 

Such improvements are associated with 
reduced rates of heart disease, kidney 
disease, high blood pressure, stroke, and 
type 2 diabetes.



 

The report suggests that investing just $10 
per person in these types of programs would 
yield a national level return on investment of 
$5.6 to 1 within 5 years.
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Local health departments provide a number of preventive services.

The projections about cost savings are at the national level, but the implications for state cost savings are significant. 

*From Trust for America’s Health “Prevention for a Healthier America.”



Impact of Core Funding Cuts on Preventive 
Services in Local Health Departments



 
Maryland local health departments 
provide critical chronic disease 
prevention services such as health 
education activities, vaccinations, 
tobacco cessation programs, cancer 
screenings, and blood pressure checks.



 
Many of these programs have been 
severely cut or eliminated by budget 
reductions. 

Presenter
Presentation Notes
For example, over the course of the past few years, Prince George’s County has discontinue disease efforts including blood pressure screenings, diabetes control efforts, and education efforts related nutrition and physical activity because of cuts to its Core budget.

Health education programs have been eliminated in many jurisdictions– education is less likely to be its own division. These staff have been reduced or absorbed into other departments. 






Examples of Other Funding Formulas 



 
Case formula


 

Used to determine state contributions to LHDs in Maryland 
between 1956 and 1993.


 

Distribution of state funds based on counties’ ability to pay.



 
Maryland education funding formula


 

Bridge to Excellence Program and foundation formula.


 

Based on relative wealth of local community.



 
Funding for local health departments in other states


 

Funding formulas vary greatly across states.


 

The share of federal, state, and local contributions often reflect 
differing administrative structures (centralized, local, or hybrid 
organizational structures).
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During the course of this project, I ended up looking at several other examples of funding formulas. 

I looked at the Case formula (named for Richard Case, who chaired the committee that developed the formula). The Case formula was the formula used to determine state contributions to local health departments in Maryland between 1956 and 1993.
 Based on principle that personnel needs drive funding needs.
 State provided 50% of funding for counties overall, all counties together provided 50%.
 State/local share for specific counties varied from 80% state/20% local to 20% state/80% local, depending on property tax base of locality.
 Formula based on counties’ ability to pay, measured by equalized assessed value of real personal property subject to local taxation.

 Case formula is more predictable and transparent than Core funding. Why? Because: basically, there are some elements in regulation and in statute that are vague, and have resulted in some parts of the distribution of funds being based on established practice rather than explicit direction from statute.
Core funding is not really a formula as is the Case formula with its predictable outcomes, but rather a patchwork of diverse principles and unrelated methods derived from 1) Maryland statute 2) Maryland regulations and 3) established practice.

There are significant variations in state funds in combination with local matching funds due to: 
 Method for calculating local matching percentage, a method not specified in statute or regulation, except for guidance to follow Case formula principles. Changing this method could be more equitable for all jurisdictions, but would eliminate a problem for some counties re: fulfilling local matching requirement.
 Method of adding funds for the purpose of reimbursing health departments for rising cost of salary plan adjustments and cost-of-living increases (ASR/COLA). ASR/COLA add-ons not governed by statute or regulation.

 Example: Variation due to method for determination of matching percentage
Regulation only gives brief, non-specific guidance for this, so precise method for determining local matching percentage is established by practice.
Practice is to apply most recent property tax base information to EMB as structured in FY 97.
For a number of counties, the result of this practice is at variance with the Case formula principle that a county’s contribution should correspond to its tax-raising capacity.�
 Example: Funding based on local effort: ‘incentive funding.’ Regulations require that distribution of these funds be determined on annual basis by Secretary after consultation with local health officers, but these annual consultations have not occurred, and should be instituted.�
Contrary to regulations, incentive funds are not determined on an annual basis by Secretary after consultation with health officers. To satisfy statutory language that refers to “local funding effort,” incentive funds based on amount of over-matching dollars (including all county dollars received by a health department regardless of type of program) contributed by each county in last fiscal year for which amount of overmatch has been determined with certainty.
 Regulations dictate procedures not implicit in statutory language. “Regulations shall give consideration to appropriate measures of community health need, local funding effort, and other relevant factors.”
Statute:
Fails to provide adequately for increases in personnel costs.
Statutory cap on local matching percentage at FY 1996 level leads to disadvantage for affected health departments by limiting local match from local governments at levels below capacity of those governments to raise tax dollars. 
Concerns raised by health officers that method for calculating distribution of funds to LHDs for core programs not working properly-- has become less transparent and thus harder to judge re: adequacy and fairness.
Some counties (i.e., Worcester and Calvert) experiencing difficulty in meeting requirement for local match, which is v. large for these counties.
General approach to make comparisons between jurisdictions using dollars of funding per capita, based on theory that cost of providing core programs related to population.
Two caveats:
 1) Per capita core funding in counties with small populations (under 50,000) will tend to increase as population decreases due to minimum in base funding previously under Case formula.
 2) Core funding (as required by statute and unlike Case formula) takes into account need factors unique to a county; also allocates additional state funds according to extent to which county may provide more funds than required by local matching percentage.


Other states: States have very different legal and administrative organizations of their public health systems, and approaches to funding these systems vary widely. In thirteen states and the District of Columbia, states provide local health services directly and accordingly fund these services mainly with state and federal dollars. In nineteen states, independent LHDs provide these services, though they may still receive state funding. The remaining eighteen states have hybrid systems with mixed administration and authority for state and local agencies for public health. Maryland local health departments are an example of a hybrid system. (Health Officers act both as state and local agents).

It’s hard to compare which of these formulas is “better” than the other because standardized data that is easily compared across jurisdiction is not routinely collected, but after reviewing literature that compares different LHD organizational structures, one theme that emerges is that stable and flexible funding are associated with stronger health department performance.

Education formula- distribution of state and local funds based on ‘local wealth.’  
Somewhat similar to Case formula in terms of basing distributions on ability to pay. In the Case formula, ‘ability to pay’ was based on the equalized assessed value of real personal property subject to local taxation. In the education formula, local wealth is determined by net taxable income, assessed value of real property of public utilities, 40% of assessed value of all other real property, and 50% of assessed value of personal property.

Extra notes re:different states: In Missouri, for example, local governments have been granted the authority to enact a property tax to provide revenue for public health, but receive some state funds. 

Washington used to have dedicated funding, but it has been cut in recent years. Prior to its repeal in 1976, a provision of Washington state law provided specified funding for local health services through a portion of local property taxes dedicated to health. 

Washington, cont’d: In 1996, part of a motor vehicle excise tax was dedicated to public health, but that too was repealed in 2000.

Washington, cont’d: Currently, state funding for local health services is appropriated from the General Fund every two years by the Legislature, but there is no dedicated source of funding. The lack of a clear and consistent funding mechanism has resulted in wide variations in spending between jurisdictions and a lag between population growth and state spending levels. The authors of this analysis note that fluctuations in funding pose a challenge to LHDs in meeting service needs and sustaining a properly trained workforce.





Key Findings



 
Strong local health department performance is 
associated with stable and flexible funding sources.



 
Incorporating some elements of other funding 
formulas into Core funding could make state funding 
for local health services more predictable, equitable, 
and transparent.



 
Developing a more active advocacy role for LHDs 
and related stakeholders could be a useful strategy 
for defending funding sources from future cuts.

Presenter
Presentation Notes
Importance of a joint state and local partnership in funding and implementing programs and policies. State and local entities have a shared responsibility to finance, plan, and implement programs and policies to facilitate the effective delivery of public services.

Specific elements of other funding formulas:

 From Case:  Method for calculating local matching percentage, a method not specified in statute or regulation, except for guidance to follow Case formula principles. Changing this method could be more equitable for all jurisdictions, but would eliminate a problem for some counties re: fulfilling local matching requirement.
 Method of adding funds for the purpose of reimbursing health departments for rising cost of salary plan adjustments and cost-of-living increases (ASR/COLA). ASR/COLA add-ons not governed by statute or regulation.
 Funding based on local effort: ‘incentive funding.’ Regulations require that distribution of these funds be determined on annual basis by Secretary after consultation with local health officers, but these annual consultations have not occurred, and should be instituted.
 Regulations dictate procedures not implicit in statutory language. “Regulations shall give consideration to appropriate measures of community health need, local funding effort, and other relevant factors.”

 From Education: 
 Flexibility for local jurisdictions.
 Emphasis on evidence-based practices to improve performance.
 Linking assessments to performance measures.
 The adoption of Bridge to Excellence has also marked a shift away from more fragmented categorical grants to a more integrated approach to funding public services. Before Bridge to Excellence there were 50 different school funding programs; the Thornton law streamlined these into 8 funding programs which goes back to giving local jurisdictions more flexibility in how funds are used.

Re: Advocacy role: Education funding was fairly protected during the most recent legislative session, and part of the reason for this was an organized, effective coordination of interested stakeholders building community support.
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