Proposed Resolution on Restoring the Ability to Use Federal Matching Dollars for 

Child Support Enforcement

Issue:  Restoration of the ability to draw federal match dollars on the reinvestment of child support incentive payments for performance.

Proposed policy:  NACo urges Congress to permanently restore the ability to draw federal match dollars from the reinvestment of child support incentive payments.

Background:  The Child Support Performance Incentive Act of 1998 established an incentive program for good performance.  Funds earned are required to be re-invested towards improving the program.  Additionally the law was crafted to allow states and counties to use the incentive payments toward leveraging additional federal investments in the program.  This system has allowed the program to double collection rates over recent years.   

The Deficit Reduction Act of 2005 reduced the funding for the Child Support Enforcement program in three ways; most concerning was that the authority to use performance incentives as a match for federal dollars was repealed.

In 2009 the US Department of Health and Human Services announced the availability of Recovery Act funds for child support enforcement programs.  States are required to use incentive payments to strengthen child support programs.  Under a new provision of the Recovery Act these incentive payments will once again be matched by the federal government.  "Every child deserves the support of both parents," said HHS Spokeswoman Jenny Backus.  "The Recovery Act will increase resources for child support enforcement and will help parents make ends meet and children receive the money they are due."  The Recovery Act temporarily reverses a provision of the Deficit Reduction Act of 2005.  The new Recovery Act provision is effective October 1, 2008 through September 30, 2010.  

The child support enforcement program, health and human services programs and millions of children and families need this new provision of the Recovery Act, or the temporary reversal of the DRA to become permanent.

The U.S. Office of Management and Budget has rated the Child Support Enforcement program among the most effective federally-funded programs.  In 2004 the program  received the highest effectiveness rating among federal social services programs formula and block grant programs assessed by the Program Assessment Rating Tool (PART).  More recently a report from the Congressional Research Service entitled, "Children in Poverty: Profile, Trends and Issues," (January 2007) indicated that the child support enforcement program is second only to the Earned Income Tax Credit in effectively combating child poverty.  In 2006 the child support enforcement program collected $24 billion from non-custodial parents.  Further research has shown that for every $1 dollar spent on child support enforcement, over $4 in needed child support is collected. 

A cornerstone of the welfare reform movement has been the assumption that child support will play an increasingly important role in helping those who leave TANF attain self-sufficiency.  County child support agencies establish paternity (legal father child relationship) and orders for financial and medical support.  When children are deprived of the right of two parents the door to a legal support obligation, Social Security survivor benefits, pension/retirement benefits and health insurance, extended family ties, child welfare placement options, and access to critical medical history and genetic information is closed to them.  

Child Support collections produce both increased family self-sufficiency and significant cost avoidance for TANF, Food stamps, and Medicaid.    Child Support is the only program systematically establishing and enforcing orders for the provision of health insurance, reducing or avoiding the cost of medical assistance programs.

Fiscal/Urban/Rural Impact: The Congressional Budget Office estimates that child support collections will decrease $11 billion dollars over the next ten years as a result of this and other DRA cuts.  A lot of families who have become self-sufficient will return to the TANF program, and a lot of families will need to receive other assistance such as food stamps, housing and medical assistance.

Sponsored by:  Colorado Counties, Inc.
Proposed Resolution on the Temporary Assistance to Needy Families (TANF) 
Emergency Contingency Fund
Issue:  Support for Extending the TANF Emergency Contingency Fund.

Proposed  Policy:  The National Association of Counties urges Congress to extend the current TANF Emergency Contingency Fund  past September 30, 2010 and provide additional funding through all of FY 2011 to assist counties in providing subsidized employment, cash assistance and short-term supports to needy families.

Background: The American Recovery and Reinvestment Act (ARRA) created a new Emergency Contingency Fund under the Temporary Assistance to Needy Families (TANF) program to enable states and counties to respond to increased demands for assistance.  The $5 billion allocated over two years may be drawn down by states for cash assistance; non-recurrent assistance such paying for a utility bill; and/or subsidized employment. 

In most states, the program was not implemented until late last fall, due to federal delays in crafting guidance for the new program and subsequent clarifications to states and counties requesting further information on activities eligible for the 80 percent federal funding and what sources of local, in-kind matches could be used under the program.

Without further congressional action, TANF-ECF will expire on September 30, 2010.  Subsidized jobs supported by TANF-ECF and facilitated by counties in the public, non-profit and private sector will be terminated.  Planning for additional slots will be phased out before that time, since such job slots are supported for a number of months. ECF earnings reduce greatly or eliminate the family’s TANF cash grant.  Work skills and relationships developed by individuals in ECF jobs help build the foundation for permanent employment. In California counties alone, nearly 15,000 jobs have been created and supported by TANF-ECF.  Federal support for cash assistance grants and short-term assistance needs would also end. 

Given the need to get families back to work, state budget timelines and historic county and state fiscal stress, it is critical that the federal government act to extend the TANF-ECF program to ensure that these supports may continue after September 30, 2010.  A one-year extension has been included in the American Jobs and Closing Tax Loopholes bill (H.R. 4213) that has passed the House and is pending in the Senate.
Fiscal/Urban/Rural Impact:  The bill would provide additional federal resources to assist counties in serving low-income individuals and families.

Sponsored by: National Association of County Human Services Administrators
Proposed Resolution on TANF and Child Care Reauthorization
Issue:  The Temporary Assistance for Needy Families Block Grant and the Child Care and Development Block Grant programs expire September 30, 2010.

Proposed Policy:  NACo urges the Administration to revise the current Temporary Assistance for Needy Families Block Grant (TANF) regulations and expand state and county flexibility in program design.  NACo further urges Congress to reauthorize all programs within TANF.  NACo supports allowing more state flexibility in TANF program design such as allowing higher education to count as work; elimination of time limits on education; and allowing states to use TANF funds to support post secondary educational expenses.

NACo supports reauthorization of the Child Care and Development Block Grant (CCDBG) programs with additional funding.  Finally, NACo urges Congress and the Administration to ensure that CCDBG funds are not diverted to other programs.

Background:  The Temporary Assistance for Needy Families Block Grant (TANF), the TANF Contingency Fund, TANF Supplemental Grants and the Child Care and Development Block Grant entitlement and discretionary programs expire at the end of the year.  The Contingency Fund also needs to be replenished, since states have drawn down most of the available funds as a result of the recession.

It is likely that TANF reauthorization will only be for one year.  In the absence of long-term reauthorization, NACo urges the Department of Health and Human Services to review the current TANF regulations to determine which changes could be made administratively.

The federal TANF regulations limit counting education as work.  After the first 12 months, the participant must do some other type of work for 20 hours, then pursue higher education while caring for minor children in the home.  Removal of these restrictions would enable states to make choices about what will best benefit their citizens.

Many TANF families struggle with multiple barriers to self-sufficiency such as disabilities, mental health issues, domestic violence and substance abuse.  As a result they may not always be able to meet the full participation requirements.  States and counties should be given the flexibility to provide partial credit to these families with special needs.

A number of states have chosen to give a reduced grant to children whose parents reach their time limits on aid but still meet income criteria.  The current HHS regulations include these parents in the state’s work participation rate.  Given the current economic situation, this rule puts states and counties in the untenable position of having to decide whether to eliminate assistance for these vulnerable children.

Counties support the Administration’s proposal to increase CCDBG.  Additionally, counties are concerned that some states are diverting child care funds to other programs due to budgetary constraints.

Fiscal/Urban/Rural Impacts:  Long term impacts on intergenerational poverty and child well being.

Sponsored by:  National Association of County Human Services Administrators
Proposed Resolution on Immigration Reform
Issue:  Congressional action needed to fix our broken immigration system.

Proposed Policy:  The National Association of Counties urges Congress and the President to enact comprehensive immigration reform this year that:

· Provides for uniform enforcement of all existing laws;

· Secures our borders;

· Includes a national strategy for coordination among federal, state, local and tribal authorities;

· Establishes a sensible and orderly guest worker program for legal immigrants;

· Imposes no unfunded mandates on state and local governments;

· Includes no mandates on counties to enforce immigration laws; and

· Provides a sustainable funding stream to counties for immigrant health care funded by fees levied on legalized immigrants.
Background:  Comprehensive immigration reform failed in the last two Congresses, and as a result we continue to have an immigration system that discourages legal immigration and creates a loss of respect for the rule of law.  

On January 13, NACo released an immigration focus questionnaire of county officials from across the nation.  When asked what the most pressing issues are regarding immigration reform, the overwhelming responses were eliminating the piecemeal approach to immigration and clear federal laws and enforcement policies.  

County officials were also asked what is needed in immigration reform.  The four responses receiving the highest number of votes were border enforcement, a path to citizenship, a temporary worker program and funding for local governments for health and education programs.

NACo envisions an earned legalization process that could include, but would not be limited to, registering, demonstrating employment, learning English, criminal background checks, paying fees and returning to the country of origin.

Fiscal/Urban/Rural Impact:  Would provide additional funding for county health and education.

Sponsored by:
Hon. Walter Tejada

Chair, NACo Immigration Reform Task Force
Supervisor, Arlington County, Va.
Proposed Resolution on the Development, Relief, and Education for Alien Minors Act
Issue:  Support for the Development, Relief, and Education for Alien Minors Act.

Proposed Policy:  The National Association of Counties calls upon Congress and the President to promptly enact the Development, Relief, and Education for Alien Minors (DREAM) Act.

Background:  Under the 1982 Supreme Court decision Plyler v. Doe, state and local education districts are required to provide resident immigrants, regardless of legal status, with a free primary and secondary education.  NACo believes that is in the best interest of counties to ensure that all children maximize their potential, which would include higher education opportunities.
The  1996 Illegal Immigration Reform and Immigrant Responsibility Act (P.L. 104-208) preempts state laws regarding postsecondary education benefits (“in-state tuition”) for immigrant students, even when the child has successfully graduated from the state’s K-12 system and has lived in the country since before his or her 16th birthday.  The federal law prohibits states from providing in-state tuition benefits to those not lawfully present unless all students, regardless of state residence, are eligible for such benefit.  NACo believes that this prohibition is a preemption of states’ ability to determine who is and who is not eligible for in-state tuition and it should be repealed.

The DREAM Act would restore the flexibility that states had prior to 1996 to determine who should receive in-state tuition.  The bill would apply to students who have been in the country prior to their 16th year of age, have been in the country for at least five consecutive years, have graduated from high school or have high school equivalent diploma, have been accepted to an institution of higher education, are not subject to an order of deportation, and are of good moral character.
Fiscal/Urban/Rural Impact:  None
Sponsored by:

Hon. Walter Tejada

Chair, NACo Immigration Reform Task Force

Supervisor, Arlington County, Va.

Proposed Resolution on the Elder Justice Act
Issue: Fiscal Year 2011 funding for the Elder Justice Act

Proposed Policy: NACo urges Congress to appropriate $195 million in fiscal year 2011 for the Elder Justice Act.

Background: The Elder Justice Act (EJA) was enacted as part of the Patient Protection and Affordable  Care Act.  EJA is the first federal program designed to combat elder abuse, neglect and exploitation of elder adults.  The program was authorized at $777 million over four years.  

Funding for EJA would have a direct impact on state and local Adult Protective Services (APS)at this time of severe budget constraints.  According to the Leadership Council of Aging Organizations, a recent survey of Adult Protective Services (APS) agencies in 30 states, 60 percent reported average budget cuts of 14 percent. At the same time two-thirds reported an increase of 24 percent in reports of abuse. EJA specifically authorizes $100 million for APS in FY 2011, which is often a county responsibility.

Fiscal/Urban/Rural Impact:  Would provide new federal funds to counties.

Sponsored by:  

National Association of County Human Services Administrators

National Association of County Aging Programs

Proposed Resolution on Reauthorization and Funding of the Older Americans Act


Issue:  The Older Americans Act is up for reauthorization in 2011.


Proposed Policy: NACo urges Congress to reauthorize the Older Americans Act (OAA), expand program flexibility to distribute funds between nutrition programs, and increase authorization and appropriations levels.


Background: Nearly 39 million Americans, or 13 percent of the population, are over the age of 65, and this number continues to grow.  As the population ages, the need to provide home-delivered meals increases and sometimes overshadows the need that younger, more mobile seniors have for congregate meals.  Under current law, states and area agencies on aging are not allowed to transfer funds between these two programs (Titles III C1 and C2).  NACo supports merging these two programs into one category and allowing local area agencies the flexibility to distribute between the two.  
According to the National Council on Aging (NCOA) , nearly 80 percent of states report waiting lists for home-delivered means and over 50 percent report waiting lists for personal care, homemaker services and respite care.  Additionally, 96 percent of state units on aging report that their budgets have been reduced.  At the same time that the elderly population continues to increase, funding for OAA programs has not kept pace with inflation or increased demand. NACo supports increasing the authorization and appropriations for all OAA programs.
Fiscal/Urban/Rural Impact:  Would provide new federal funds to county area agencies on aging

Sponsored by:  

National Association of County Aging Programs

Proposed Health Policy resolutions
Proposed Resolution on Essential Support Services for Persons with Behavioral Health and Developmental Disabilities

Issue: Close coordination across health and social service programs is essential to assure the effectiveness of care and supports for persons with disabilities.  County behavioral health and developmental disability authorities are concerned that federal care and support programs should be available to persons with disabilities, including the newly insured, in the post National Health Reform environment, and that care coordination should be available to make them operate efficiently.

Proposed Policy:  Care coordination across Federal programs that serve persons with disabilities should be fully maintained for current beneficiaries and expanded appropriately to serve the disability  population newly insured through National Health Reform;  social service programs, particularly affordable housing and job training, should be expanded so that persons with disabilities can become and remain fully independent in their home communities.

Background: Health services are less effective and more costly when needed social services are either not available or are not coordinated well. This resolution is an effort to address this problem directly, both for the currently insured and the new populations to be insured through National Health Reform.

These tools are also very important so that persons with disabilities can live independent lives in their own communities.

Fiscal/ Urban/Rural Impact: In the short term, these policies will require additional federal resources. However, over the longer run, this investment will pay off in a greater contribution of persons with disabilities to the economic recovery and productivity of the United States.  Although the impact of these policies will be great in urban areas, we expect them to be even greater in rural areas, where such services are currently very sparse.

Sponsor:  National Association of County Behavioral Health and Developmental Disability Directors (NACBHDD)

Proposed Resolution in Support of Reducing the 24-Month Waiting Period for Participants in Social Security Disability Insurance

Issue:  Coverage of the current 24-month gap in health coverage for disabled individuals receiving SSDI.

Proposed Policy:  NACo supports and urges passage of legislation to eliminate the 24-month waiting period for health care coverage, for those individuals who have worked and paid in to the system and then become disabled, seeking assistance through SSDI.

Background:  A disabled, formerly working individual can apply for disability coverage through Social Security, and may receive Supplemental Security Income (SSI), or Social Security Disability Income (SSDI).  Social Security often does both applications at once depending upon the individual’s wage or work history.  

There is a five-month wait for SSDI for a disabled individual; however SSI is available immediately. If the disabled individual first receives SSI, they automatically qualify for Medicaid.  If the individual has worked enough quarters to qualify, they will then become eligible for SSDI at the end of the five-month wait period.  (Often SSDI is a higher benefit amount than SSI; SSDI is dependent upon the person’s economic work history.)  However, once a disabled individual is switched from SSI to SSDI, the individual loses the Medicaid benefit. The client must wait for up to two years before becoming eligible for Medicare, thereby effectively becoming uninsured when this is perhaps the most important benefit to both the individual and society as a whole, to contain costs.

The federal Medicare program provides health insurance coverage for more than 40 million Americans.  Although most of those enrolled in Medicare are senior citizens, approximately six million enrollees under the age of 65 have qualified because of permanent and severe disability, such as spinal cord injuries, multiple sclerosis, cardiovascular disease, cancer, and other illnesses and disorders. 

Social Security Disability Insurance (SSDI) is designed for individuals with a work history who paid into the social security system before the onset of their disability.  Despite this, federal law mandates a 24-month waiting period from the time a disabled individual first receives Social Security Disability Insurance benefits to the time that Medicare health coverage begins. 

The SSDI program itself – a prerequisite to Medicare – delays benefits for five months while a person’s disability is determined, effectively creating up to a 29-month waiting period for Medicare. As of January 2002, approximately 1.2 million disabled individuals who qualified for SSDI and were awaiting Medicare coverage – many of them unemployed due to their disability – and were being forced into poverty due to lack of insurance.  By the time Medicare coverage had begun, an estimated 45 percent of those individuals had incomes below the federal poverty level, 32 percent were close to the federal poverty level, and their disabling conditions were worsened due to the lack of access to health care. 

Many of these individuals face significant medical expenses with often devastating consequences over this two year period while awaiting Medicare coverage.  The American Medical Association has documented that death rates among SSDI recipients are highest in the first 24 months of enrollment.  

Fiscal/Urban/Rural Impact: Reducing the 24-month waiting period not only would prevent worsening illness and disability for SSDI beneficiaries, but would also reduce more costly future medical needs and potential long-term reliance on other public assistance programs.

Sponsor:  Colorado Counties, Inc.

Proposed Resolution of Support for Requiring Manufacturer Responsibility for the Return of Prescription Drugs and Pharmaceuticals 


Issue: Ineffective system for the safe disposal of prescription drugs


Proposed Policy: NACo supports and urges passage of legislation to require the manufacturers of prescription drugs and pharmaceuticals to accept unused and/or expired prescriptions and dispose of them safely and securely. 


Background:  The proliferation and awareness surrounding dangerous pharmaceuticals and drugs has increased greatly in the last few decades, and is the fastest growing drug of choice for young people in the United States. 

Police Departments, Sheriff’s Offices, and Health Authorities across the nation are finding the need to hold prescription drug turn-in events increasing dramatically.

Currently, the most common method for drug disposal is through residential sewage systems.  As a result, recent studies have shown increased contamination of our nations’ drinking water, in cities from San Diego, California to Newark, New Jersey, and all regions in between. 

The greatest problem surrounding these issues is the lack of education and understanding on how and where to properly dispose of prescription drugs and pharmaceuticals. 

Beginning with the Resource Conservation and Recovery Act in 1976, the Federal Government has continued to regulate the creation and destruction of many potentially hazardous material and waste, including oil, pesticides, mercury, and batteries.  


Many states have adopted requirements that compel businesses that sell motor oil and other similar potentially hazardous products to accept and safely dispose of those products after they have been used.


Sponsors:  Linda Modrell, Commissioner, Benton County, Oregon and Diane McKeel, Commissioner, Multnomah County, Oregon

Proposed Resolution on Adapting to Aging Populations


Issue: The increased demand and burden on local health authorities as the American populace ages and faces great health demands.


Proposed Policy: NACo supports legislation to allow for and encourage adaptation of local government health services to an older and larger client base.


Background: As the “Baby Boomer” generation ages and enters retirement, the demand for health services and the pressure on local governments to provide those services will increase greatly. 


It is imperative that our health systems begin now to adapt to the different demands, needs, and methods of communication that these new populations will require.  If our local governments are to successfully provide the basic services demanded of them, it is essential that they are prepared to best reach and accommodate those that will need their services.


Sponsors: Linda Modrell, Commissioner, Benton County, Oregon and Diane McKeel, Commissioner, Multnomah County, Oregon

Proposed Resolution on Changing Nursing Home Oversight to Support and Promote Culture Change

Issue:  Regulatory barriers to improving nursing home culture.

Proposed policy:  The National Association of Counties urges the Centers for Medicare and Medicaid Services (CMS) to remove barriers and regulations that hinder providers from making transformative environmental, administrative and care practice changes that promote positive outcomes to resident and family satisfaction and improved quality of care and quality of life.

Background:  The current survey and certification system for nursing homes support but do not widely promote transformative change in how services are provided. The philosophy that drives operational decisions away from institutional practices and toward practices that both improve quality of care and quality of life is dampened by the current survey, certification and life safety code processes. 

In 1991, Dr. Bill Thomas, a Harvard-educated physician founded the Eden Alternative. The Eden Alternative along with many other organizations and models now work to assist providers to remake the aging experience in thousands of nursing homes across the country. Over 16 years later, in a 2007 report, The Commonwealth Fund conducted a national study of nursing homes and found that 56 percent of nursing homes surveyed still viewed regulation as a major or minor barrier to change. 

Fiscal/Urban/Rural Impact:  Changing Nursing Home culture engages all facility staff in a total transformation of thinking and practice. The systematic rebuilding of resident-directed approaches to care, responsive to residents' individual life experiences and needs, leads to many improved outcomes. Facilities that incorporate some aspects of culture change noted their initiatives yielded benefits such as improved staff retention, higher occupancy rates, better competitive position, and improved operational costs. Moreover, the most important positive outcome may be improved resident and family satisfaction. 


Sponsor:  Chester Pintarelli, Administrator, Iron County, Michigan

Proposed Resolution on County Organized Health Systems

Issue:  Local Administration of the Medicaid and Expanded Public Programs via "County Organized Health Systems".

Proposed policy:  The National Association of Counties (NACo) urges Congress and the Administration to remove current statutory prohibitions that prevent the establishment of additional County Organized Health Systems (federally defined as "Health Insuring Organizations").  NACo also urges the Centers for Medicare and Medicaid Services (CMS) to adopt a policy of encouraging the formation of County Organized Health Systems as a means to more effectively deliver Medicaid benefits at the local level and also to serve as a regional "public option" under national health reform.

Background: County Organized Health Systems (COHS) are locally established independent publicly-run health plans that administer the Medicaid program, as well as other publicly-funded health care programs for low income populations, in either a county or group of counties. COHS plans have existed in California since 1983 and there are currently five plans serving nine California counties and over 600,000 Medicaid beneficiaries.

COHS plans are governed by boards or commissions appointed by County Supervisors, and each plan develops its program to best suit the needs of the local community.

During the last 25 years, COHS plans have proven successful in terms of both cost-effectiveness (saving approximately 20 percent over fee-for-service Medicaid) as well as improved service delivery to Medicaid beneficiaries (e.g. increased access to care, disease management programs, and high immunization rates). COHS plans cover all Medicaid eligible beneficiaries in their services areas and provide the entire spectrum of care - from prenatal care to hospice.  The expansion of the five COHS plans into four additional counties has shown that the county based model can be effectively replicated in both suburban and rural environments.  Similar models also exist in 28 rural Minnesota counties.

Fiscal/Urban/Rural Impact:  Short term costs associated with development and implementation of a COHS plan. Long term savings associated with more efficient design, control and delivery of the Medicaid program in participating counties.

Sponsor:  Susan Adams, Supervisor, Marin County, California

Resolution on Creation of a New Oversight System for Nursing Homes

Issue:  Ineffective nursing home survey and certification system.

Proposed Policy:  The National Association of Counties urges the Centers for Medicare and Medicaid Services (CMS) to convene a national commission, with members drawn from a broad base of stakeholders and experts, including county health facility administrators, to reexamine the current survey and certification system and to issue recommendations for a new oversight model for long term care facilities to ensure sustained compliance with regulation and the highest quality of care and quality of life possible for residents. 

Background:    The current survey and certification system for nursing homes does not meet industry or consumer needs to ensure sustained compliance with regulation or foster a high quality of care and quality of life for residents who live in nursing homes. 

The American Association of Homes and Services for the Aging commissioned a 20-member task force in 2006. In 2008 they issued a report, Broken and Beyond Repair:  Recommendations to Reform the Survey and Certification System.  They quickly came to the realization that the current system had some major flaws. Three such flaws that stand out are: (1) Punishment does not equal improvement (2) Complexity breeds inconsistency and (3) Inconsistency signals deeper flaws. 

Fiscal/Urban/Rural Impact:  An improved and efficient survey and certification process would be a cost savings to the federal Government, state Governments and the private pay consumer. CMS and states would be able to spend their limited survey resources more efficiently by concentrating oversight efforts on poor-performing facilities and placing more responsibility for self-monitoring on facilities that consistently perform well.  Additionally, a fair and consistent survey process would free more provider time, talent and resources towards worthwhile projects that lead to increased resident satisfaction, quality of life and positive clinical outcomes. 


Sponsor:  Chester Pintarelli, Administrator, Iron County, Michigan

Proposed Resolution on Health System Reform

Issue:  Health system reform.

Proposed policy:  NACo supports implementing – and improving – the Patient Protection and Affordable Care Act and the Health Care and Education Affordability Reconciliation Act through regulation and additional legislation in such a way as to restore the partnership between the federal government and counties as outlined in the health chapter of NACo's American County Platform and resolutions and as summarized in the white paper, "Restoring the Partnership for American Health: Counties in a 21st Century Health System".

Background:  NACo's Health System Reform Working Group, appointed by then President Don Stapley in July 2008 and chaired by then President-Elect Valerie Brown, reviewed and refined NACo's health reform policies and priorities.  The working group held three regional hearings: in Maricopa County, Arizona, in December 2008; in Wake County, North Carolina, in February 2009 and in Sacramento County, California in April 2009.  It summarized its findings to date in the white paper.  NACo will continue to engage the Administration and the Congress to achieve these goals and priorities:

Restoring the Partnership for American Health: Counties in a 21st Century Health System Full Partners:  County governments are integral to America's current health system and will be crucial partners in achieving successful reform.  At the most basic level, county officials are elected to protect the health and welfare of their constituents.  County governments set the local ordinances and policies which govern the built environment, establishing the physical context for healthy, sustainable communities.  County public health officials work to promote healthy lifestyles and to prevent injuries and diseases. Counties provide the local health care safety net infrastructure, financing and operating hospitals, clinics and health centers.  County governments also often serve as the payer of last resort for the medically indigent.  County jails must offer their inmates health care as required by the U.S. Supreme Court. Counties operate nursing homes and provide services for seniors. County behavioral health authorities help people with serious mental health, developmental disability and substance abuse problems who would have nowhere else to turn.  And as employers, county governments provide health benefits to the nearly three million county workers and their retirees nationwide.  Clearly, county tax payers contribute billions of dollars to the American health care system every year and their elected representatives must be at the table as full partners in order to achieve the goal of one hundred percent access and zero disparities.

Local Delivery Systems - Access for All:  NACo believes that reform must focus on access and delivery of quality health services.  Coverage is not enough.  County officials, particularly in remote rural or large urban areas know that even those with insurance may have difficulty gaining access to the services of a health care provider, which can be exacerbated by the severity of their illness.  Insurance carriers participating in public programs should be required to extend coverage into rural areas and to contract with local providers.  Local delivery systems should coordinate services to ensure efficient and cost-effective access to care, particularly primary and preventive care, for underserved populations.  County governments are uniquely qualified to convene the appropriate public and private partners to build these local delivery systems in a way that will respect the unique needs of individuals and their communities. A restored federal commitment to such partnerships is necessary for equity's sake.  

Public Health and Wellness:  NACo believes that a greater focus on disease and injury prevention and health promotion is a way to improve the health of our communities and to reduce health care costs.  Disease and injury prevention and health promotion services can be delivered by a health care professional one patient at a time. Local health departments, in partnership with community based organizations and traditional health care providers, deliver community-based prevention services targeted at an entire population. Population-based prevention services can save money by keeping people healthy and reducing the costs of treating unchecked chronic disease. These critical services include assessment of the health status of communities to identify the unique and most pressing health problems of each community and health education to provide individuals with the knowledge and skills to maintain and improve their own health.  The public health response to emergencies should be fully integrated into each county's emergency management plan. Local public health considerations likewise should be systematically integrated into land use planning and community design processes to help prevent injuries and chronic disease. Policies are also needed to address health inequity, the systemic, avoidable, unfair and unjust differences in health status and mortality rates, as well as the distribution of disease and illness across population groups.  Investing in wellness and prevention across all communities will result in better health outcomes, increased productivity and reduce costs associated with chronic diseases.

Expanding Coverage:  NACo supports universal health insurance coverage.  Existing public health insurance systems should be strengthened and expanded, including Medicare, Medicaid and the State Children's Health Insurance Program (SCHIP).  As states and counties attempt to shoulder their legislatively mandated responsibilities to provide care for the indigent and uninsured, federal regulatory barriers should be removed to allow flexibility and innovation at the local level.  Restrictions on the expansion of County Organized Health Systems should be lifted and they should be authorized to serve as a public plan option in their service areas.  Furthermore, in the effort to expand coverage, reformers should not forget that the coverage must be meaningful, without imposing additional mandates on county governments.  The benefit package must be defined so as to provide the full range of services people need, including prevention services, pharmaceuticals, dental, full parity for behavioral health, substance abuse and developmental disability services.  Barriers to cost-effective treatments, like living organ donation, should be removed.

Maintaining a Safety Net:  NACo believes that the intergovernmental partnership envisioned in the Medicaid statute should be restored and strengthened.  Medicaid reimbursement rates should be enhanced and increases to the Medicaid federal medical assistance percentage (FMAP) should be passed through to counties contributing to the non-federal share.  Local safety nets, supported by Medicaid and disproportionate share hospital (DSH) payments, should not be dismantled to "pay for" universal coverage.  We must not allow the safety net infrastructure to be undermined.  County hospitals and health systems provide surge capacity, emergency and trauma services and other critical high cost services like neo-natal, HIV/AIDS and burn care.  Safety net hospitals will continue to need extra support to carry out their missions, including addressing health disparities. Health care is not just coverage it is also access and it is the safety net hospitals where translation services for hundreds of languages can be found.  

DSH payments address two otherwise unreimbursed costs: (1) services provided to the uninsured and underinsured; and (2) Medicaid reimbursement rates that pay less than the cost of providing health services.   It is too early to predict the net effect of Medicaid expansion and reimbursement reform.  In addition, unfortunately, there will always be some individuals who will remain uninsured.  These and other at-risk populations financed by DSH are unlikely to be among the groups to be covered in the initial stages of reform.   All individuals, including the uninsured, should receive treatment and DSH supports that care.   Therefore DSH payments should not be phased out or down until health care reform is fully implemented and its effects on DSH payments can be accurately assessed.  Assumptions should not be made that DSH can be cut by any arbitrary amount on some arbitrary timeline during the implementation of heath care reform. 

Health Workforce:  NACo believes that the health professional and paraprofessional workforce must be supported and enhanced.  It is important that we sustain training programs and sites of service that enable us to develop a complement of health professionals that can address the needs of a changing, growing and aging population. 

Public hospitals have often been teaching hospitals. The sites of service include hospitals, outpatient clinics, and community health centers.  These settings provide access for patients seeking care, and a diverse set of patient conditions and cultures that make for a comprehensive learning experience.  Reasonable medical education funding is an integral part of the business model of these institutions.

Every effort should be made to recruit, train, license and retain health professionals, and allied professionals and paraprofessionals, on an expedited basis.  A large body of evidence supports the contribution of direct care staff, nurses and nursing assistants, to quality outcomes.  Funding for existing education and training programs - in secondary, post-secondary and vocational educational settings - should be increased and targeted towards initiatives to expand and diversify the health workforce.  Partnerships between local economic developers and workforce development professionals should be encouraged to meet growing health care sector demand.  Targeted incentives including scholarships, loan forgiveness and low-interest loan repayment programs should be developed to encourage more providers to enter and remain in primary care and public health careers.  Primary care providers should be empowered to - and compensated for - case management services.

Health IT:  The federal government should support the integration of health information technologies into the local health care delivery system.  NACo supports the President's goal of implementing a nation-wide system of electronic health records in five years.  NACo supports efforts to promote the use of a range of information technologies to facilitate appropriate access to health records and improve the standard of care available to patients, while protecting privacy. This includes deployment of broadband technologies to the widest possible geographic footprint. Other tools facilitate evidence-based decision making and e-prescribing.  Using broadband technologies, telemedicine applications enable real-time clinical care for geographically distant patients and providers. Remote monitoring can also facilitate post-operative care and chronic disease management without hospitalization or institutionalization. 

Long Term Care:  Federal policies should encourage the elderly and disabled to receive the services they need in the least restrictive environment.  Since counties provide and otherwise support long term care and other community based services for the elderly and disabled, state and federal regulations and funding programs should give them the flexibility to support the full continuum of home, community-based or institutional care for persons needing assistance with activities of daily living. Nursing home regulatory oversight should be reformed in order to foster more person-centered care environments.

Jail Health:  Reforming America's health care system must include reforms to its jail system.  Counties are responsible for providing health care for incarcerated individuals as required by the U.S. Supreme Court in Estelle v. Gamble, 429 U.S. 97 (1976).  This unfunded mandate constitutes a major portion of local jail operating costs and a huge burden on local property tax payers.  The federal government should lift the unfunded mandate by restoring its obligation for health care coverage for eligible inmates, pre-conviction.  Furthermore, a true national partnership is needed to divert the non-violent mentally ill from jail and into appropriate evidence-based treatment in community settings, if possible.  Finally, resources should be made available to counties to implement timely, comprehensive reentry programs so that former inmates have access to all the health and social services, including behavioral health and substance abuse treatment, to avoid recidivism and become fully integrated into the community.

Fiscal/Urban/Rural Impact:  Large investments will be required from the federal government in order to achieve a more equitable health system, but benefits could also be very large.


Sponsor:  Roy C. Brooks, Commissioner, Tarrant County, Texas and Liz Kniss, Supervisor, Santa Clara County, California

Proposed Resolution on Persistent Health Disparities

Issue:  Persistent health disparities.

Proposed policy:  NACo supports legislation to reduce health disparities and address the social determinants of health, increase the diversity and cultural and linguistic competencies of the health workforce, and improve environmental justice.  This must include significant direct federal funding for counties to implement programs designed to reduce disparities, by direct service delivery and in partnership with providers.  

Background:  Disparities in health outcomes for vulnerable populations as defined by race/ethnicity, socio-economic status, geography, gender, age, disability status, risk status related to sex and gender have been well documented and are well understood by county officials.  These vulnerable populations disproportionately experience worse health and safety outcomes across a broad spectrum of illnesses, injuries, and treatments.  These disparities are likely to be exacerbated during a prolonged recession. 

Fiscal/Urban/Rural Impact:  Large federal investments will be required to eliminate health disparities in urban and rural communities where they tend to be the most acute.

Sponsor:  Carol Moerhle, Nez Perce County, Idaho


Proposed Resolution on V.A. Health Benefits for Veterans in Custody Pending Disposition of Charges

Issue: U.S. Department of Veterans Affairs (V.A.) medical benefits for veterans detained in county facilities prior to conviction and sentencing to secure detention.

Proposed policy: The National Association of Counties supports changing federal policy such that veterans in custody pending disposition of charges remain eligible for V.A. health benefits.

Background: V.A. regulations provide that veterans held in federal, state, county or local prisons or jails are not eligible to receive in- or out-patient services or medications from the V.A. until after their release from custody 38 CFR 17.38 (c)(5); M-1, Pt. 1, Para. 4.23. Since they are also ineligible for federal Medicaid funding, states terminate or suspend their Medicaid eligibility. All costs of medical care for veterans in county detention are therefore borne solely by counties, since the Supreme Court has ruled that all incarcerated persons are entitled to medical care. Many of the jailed veterans rendered ineligible for federal health benefits are not residents of the counties where they are incarcerated, having traveled there to receive V.A. treatment for post-traumatic stress disorder or other serious medical conditions. These veterans have served their nation abroad and at home and have earned the medical benefits the V.A. is denying to them and the V.A. is unduly placing this medical care burden on the local governments who can least afford this cost rather than continuing to provide care for these veterans in one of the largest and best medical care systems in the world. This policy also violates the principle of presumption of innocence.

Fiscal/Urban/Rural Impacts: This immediate cessation of benefits prior to the final disposition of charges, causes major financial hardships for counties, and indirectly causes higher costs to the federal government due to the exacerbation of medical conditions from discontinuities of care.

Sponsor: Michael Ortner, Commissioner, Fall River County, South Dakota

Proposed Resolution Supporting County Preparedness for Pandemic Influenza

Issue:  The ability of counties to engage in effective planning for pandemic influenza.

Proposed policy:  The National Association of Counties (NACo) urges the Administration and Congress to recognize that pandemic influenza response is primarily local in nature, and to provide adequate funding, sound guidance, and support that will enable counties to prepare effectively for pandemic influenza in a manner that is consistent with local emergency management plans and that permits optimally efficient use of local resources.  Eighty percent of federal funds granted to states for pandemic influenza preparedness should be designated for use at the local level.   

Background:  Public health experts predict the occurrence of an influenza pandemic.  This may arise if the current avian influenza virus acquires an ability to be transmitted from human to human, or it may arise from another new virus.  It cannot be predicted when such an event will occur, but it is important that counties anticipate and prepare for the enormous demands that a pandemic will place on both public and private sectors to respond.  Such planning is already underway and Congress appropriated $350 million in FY2007 to support both state and local pandemic influenza preparedness. 

Success in responding to an influenza pandemic will depend on engaging all the resources of every community, including hospitals, physicians and nurses, police, ambulance services, social services, schools, businesses, and volunteers.  The communication and organization necessary to manage those resources will all occur locally. 

The number of activities necessary to fashion a viable local plan for response to an influenza pandemic is enormous.  They all require substantial resources, as well as regular training and exercising.  Some of these are:

•
Tracking cases of influenza or illness that could be influenza as they occur, by collecting information from hospitals, physician offices, laboratories, and pharmacies. This enables the earliest possible identification of an outbreak.

•
Planning in advance what to tell the public if an influenza outbreak occurs, with messages ready for use by the mass media in multiple languages, to avoid public panic and help people understand how to protect themselves.  

•
Identifying locations, trained health personnel, and equipment for isolating and taking care of sick people, both in hospitals and in alternate locations.

•
Planning how to keep people out of crowded places where infectious disease can easily be spread, by closing down schools and other public places and public transportation, at the same time maintaining social order.

•
Planning how to meet the needs of people who must quarantine themselves in their homes, particularly the elderly and the disabled.

•
Devising methods to acquire distribute and administer vaccines and antiviral medications in mass quantities, if effective vaccines and medications become available in sufficient quantity. 

The federal funds now available are insufficient to enable counties to complete all the necessary tasks of preparedness.  Moreover, the Department of Health and Human Services and the Department of Homeland Security have not coordinated their pandemic influenza response activities in a way that reflects and supports the strong coordination among first responders, including public health departments, that already occurs at the county level.  

Federal direction now includes redundancy and contradictions in requirements for planning, exercising of plans, and reporting, and does not uniformly recognize that pandemic influenza response is an element of overall local emergency management planning and cannot occur in isolation from other county emergency and public health preparedness work.    

Fiscal/Urban/Rural Impact:  Pandemic influenza will require a response in all jurisdictions, whether they are urban or rural.  The resolution asks increased federal funding for county pandemic influenza preparedness.

Sponsor:  Carol Moerhle, Nez Perce County, Idaho


Proposed Resolution Supporting Efforts in the Prevention and Treatment of Obesity and Overweight

Issue:  Reduce obesity and overweight and improve wellness.  

Proposed policy:  The National Association of Counties recognizes obesity and overweight as conditions that can persist from childhood to adulthood, that are associated with chronic disease, and that cause preventable and premature deaths in adults, adolescents and children. NACo supports local public health department leadership in obesity and overweight prevention. 

Background:  According to the National Center for Health Statistics, 66 percent of adults 20 years of age and older are overweight and 32 percent are obese.   In addition, almost five percent of adults are extremely obese.  From 1980 to 2004, the prevalence of obesity among adults increased from 15 percent to almost 33 percent.  Being either obese or overweight increases an individual's risk for developing medical conditions including, but not limited to, hypertension, Type 2 diabetes, coronary heart disease, stroke and some cancers. Approximately 17 percent of children and adolescents (ages 2 to 19) are overweight.  Furthermore, the percentage of overweight children two to five years of age increased from seven percent to almost 14 percent and the percentage of overweight children six to 11 years of age increased from 11 percent to 19 percent between 1994 and 2004.   Also during this period, there was an increase in the percentage of overweight adolescents aged 12 to 19 years of age from 11 percent to 17 percent.  Overweight children and adolescents are at an increased risk for developing risk factors associated with cardiovascular disease, such as high cholesterol, high blood pressure, asthma, and Type 2 diabetes.  In addition, these children and adolescents are at an increased risk for psychosocial problems, such as low self-esteem, due to social discrimination.  Obesity and overweight in children and adolescents are strongly correlated with obesity and overweight in adulthood.  One study found that approximately 80 percent of children who were overweight at ages 10-15 years old were obese adults at age 25.3   In 2003 approximately $75 billion in medical expenditures were attributed to obesity, half of which were financed by Medicare and Medicaid.   Certain races and ethnicities are at an increased risk for obesity and overweight.  Among adults, approximately 45 percent of non-Hispanic blacks and 37 percent of Mexican-Americans were obese, as compared to 30 percent of non-Hispanic white adults.  Furthermore, in industrialized countries an individual from a low-socioeconomic status (SES) group is more likely to be obese than someone from a high-SES group.

Fiscal/Urban/Rural Impact:  Significant long term benefits for quality of life and reduced chronic disease costs in rural and urban communities.

Sponsor:  Carol Moerhle, Nez Perce County, Idaho
JUSTICE AND PUBLIC SAFETY STEERING COMMITTEE

Proposed Resolution in Support of Legislation to Establish a Nationwide 2-1-1 Dialing System

Issue:  Support H.R. 211 and S. 211 (Calling for 2-1-1 Act), legislation that provides federal funds to states starting or seeking to enhance their 2-1-1 systems.

Proposed Policy:  NACo urges Congress and the Administration to support The Calling for 2-1-1 Act.  Originally introduced as S. 211 and H.R. 211 by then Senator Hillary Clinton and Congresswoman Elizabeth Dole, the Act will provide the needed funding to states that are seeking to establish a 2-1-1 calling system or enhance an existing one.

Background:  In times of disaster, community demand for the most up-to-the-minute information on road closures, evacuations, shelters, and recovery resources increases dramatically.  This creates an additional burden on emergency response personnel and 9-1-1 telephone systems. In many counties, people can call 2-1-1 for the critical non-emergency information that they need, thus greatly reducing the burden on 9-1-1.

In addition to information during a disaster, 2-1-1 is the number for people to call for information and access to all health and social services in their respective communities.  With the litany of programs and services throughout the country, many Americans do not know where to turn for help.  2-1-1 helps people navigate the system free of charge to anyone that calls.

As of November 2009, 2-1-1 systems throughout the country served over 241 million Americans (more than 80 percent of the entire population) covering all or part of 47 states (including 34 states with 90 percent+ coverage) plus Washington, D.C. and Puerto Rico. 

In California alone, people in over 85 percent of the state can call 2-1-1 to get connected to important human and community services, including rent assistance, food banks, affordable housing, health resources, child and elderly care, financial literacy and job training programs.  Information is available 24 hours a day, seven days a week, in over 100 languages.

Currently, 2-1-1 is funded differently in almost every county and state.  A dedicated federal funding source is needed to enhance the capabilities and secure the viability of this dedicated community service for non-emergency disaster information, as well as assistance in accessing critical health and social services.

Fiscal/Urban/Rural Impact:  TBD
Sponsor:  David Hudson, County Judge, Sebastian County, Arkansas
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