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INTRODUCTION

The State Department of Human Resources was creel®¥ 2 to “efficiently deliver
comprehensive programs and services for the pHysieatal, and social well-being of
Georgia’s citizens”These services touch the lives of all Georgianproyiding
programs that ensure their health and welfare robhinig and preventing the spread of
disease, enabling the elderly and disabled todtweome longer, prevent children from
developing lifelong disabilities, protecting chilr from abuse and neglect, providing
families with a variety of financial and non-finaalcsupports.

Over the last 35 years the state of Georgia hasatreally changed in population
demographics and human service needs. To better & evolving human services
needs of Georgia’s citizenry, the Health and HuiRasources (HHS) Task Force was
established by Executive Order of the Governor {ghé of the executive order is
provided in Appendix A). The organizational desgdrihe state’s health and human
services is being reviewed to provide better gualiate services by “examining the
missions of various divisions within the DepartmehHuman Resources, the
Department of Community Health and the State Perslohdministration.?

The nine member taskforce, is comprised of legistaand executive branch
appointments, and is charged to deliver to the Gmreand General Assembly the
following:

1. A plan to restructure the Department of Human Ressuto provide the most
efficient and effective delivery of services avhla

2. A health and human resources delivery model thathesizes the importance
of a coordinated and integrated health deliverygmedention arm.

3. An organizational structure that will provide thesbmeans to protect
Georgia’s children.

4. A determination whether to integrate divisions witht least the Department
of Community Health and State Personnel Adminigtnainto the new health
and human resources delivery model.

! State of Georgia Reorganization and Managementavement Study, November 1971, p. 111
2 Executive Order, Governor Sonny Perdue, Februa?pas




Georgia Health and Human Services Restructuring Tas  k Force

The task force is comprised of nine members amesigonsible for guiding the work of
the commission and developing recommendationse Fgmbers are appointed by the
Governor, two are appointed by the Speaker of thiasl and two are appointed by the
Lieutenant Governor. Members of the task forceaaréllows:

Name Title/Agency
1. Jim Lientz COO, Governor’s Office
2. Tommy Hills CFO, Governor’s Office
3. Hannah Heck Governor’s Policy Director
4. Josh Belinfante Governor’s Executive Counsel
5. Trey Childress Director, OPB
6. Senator Jack Hill State Senate
7. Senator Renee Untermann State Senate
8. Representative Ben Harbin House of Representatives
9. Representative Mark Butler  House of Representatives

Staff support is provided by the Office of Plannamgd Budget in cooperation with the
House Budget Office, House Research Office, SdBatlget and Evaluation Office,
Senate Research Office, the Department of HumaowRess, the Department of
Community Health and the State Personnel Admiristia

The purpose of this interim report is to provide:
1. Arecord of the task force’s work to date
2. Background about past organizational changes amogie@phics
3. A document of issues raised in task force discassimterviews, and staff
discussions
4. A proposal for a future HHS organization for purpe®f further analysis, public
comment, and preparing legislation

Guiding Principles

The task force established guiding principles ® insevaluating potential organizational
changes.

1. Scope: Provide an appropriate scale and scope for t@nizations in question
to ensure ease of management and customer sentmritwnnecessary
obstacles.

a. Each agency should be scaled to facilitate opteffadiency and
effectiveness in service delivery to clients (optimg fiscal, human and
technological resources).




b. The scope of activities within an agency shouldragmageable to the
extent that the agency leadership can be reasopapgcted to have
sufficient knowledge of and engagement in thoswities.

2. Continuity of Care:Implement a more defined system of care inteyraaid
externally across state agencies and other sgovaséders. Ideally, like-type and
connected services to the same or similar cligmsilsl be provided within the
same agency.

3. Customer ServiceMaintain, if not improve, the delivery and qugldf services
so they are faster, friendlier and easier frompiiespective of the customer.

4. Governancetmprove coordination and governance of healthtfandan services,
funding, and information systems.

Reasons to Re-organize

In addition to the purposes stated in the execwuirder, several other reasons emerged
from task force discussions and interviews as tg mlorganization of the state’s health
and human services should be considered. Theselautl

Significant state population increases and demdugeaghanges

Policy review and reform — developing an organ@athat is positioned to
make improvements needed today and into the future

Aligning service delivery organizations to meetatgic goals of the state
Focusing on clarity of mission and performance

Focusing the lens of improvement on some spedifadlenges like mental
health and public health

Georgia is one of the largest states with centdlizealth and human services
Large bureaucracies with multiple missions are éatal manage and hold
accountable

Improving fiscal accountability and executive aadislative oversight of health
and human services

Improve the visibility and awareness of health hochan services through
more focused budget and legislative hearings




BACKGROUND

The Department of Human Resources was created Guarnor Jimmy Carter as part
of a comprehensive reorganization of state govemimnel972. The November 1971
State of Georgia Reorganization and Managementdrgment Studgoted that

“...uncoordinated and unplanned growth of State Guwent had resulted in the
existence of more than 300 separate departmemsci&g, boards and other units
of the Executive Branch. Within that structure, andjinctions and programs
were fragmented. Responsibility was widely diffuseides of authority and
responsibility were frequently indefinite and iratit. Services often overlapped
or were duplicated.”

Relative to the creation of the Department of HurRasources (DHR), the 1971
reorganization report explained that the visiondonsolidation of agencies into a single
Department of Human Resources was to:

“Efficiently deliver comprehensive programs andveegs for the physical, mental
and social well-being of Georgia’s citizens.”

Eliminate duplication and fragmentation of services

Allow one agency to “...act on the broadest rangeurhan needs to raise the
standard of living for those who depend on it.”

“Improve services at the local level through thiéa#tion of a common case
history information and follow-up capability forl ainits serving the clients.”

The 1971 reorganization report also noted thatgf€lare many situations where
members of the same family might be served by abeurof different agencies at the
same time. Now one agency will handle these nardsunder this structure the basic
needs of the family will be responded to by a @difdelivery system.”

The Georgia Department of Human Resources wasecrégtthe General Assembly in
the Governmental Reorganization Act of 1972. Thedsnsolidated into one agency the:

Department of Public Health, including mental healbhd hospitals

Department of Family and Children Services

State Board for Children and Youth, including juleiustice services

State Commission on Aging

Division of Vocational Rehabilitation from the Depaent of Education, and
included the Georgia Factory for the Blind and Rawva$t Warm Springs Institute




Since 1972, the state has made the following orgdional changes to DHR:

1976

1992

1999

2001

2004

2008

TheMedicaid program became the Department of Medicsligtance
(merged into DCH in 1999)

The Division of Children and Youth became the &&pent of Juvenile
Justice

The Georgia Department of Community Health (DCH}weeated in
1999 to serve as lead agency for health care pigrand purchasing. The
General Assembly created DCH by consolidating &mencies involved

in purchasing, planning and regulating health caf@H is also designated
as the single state agency for Medicaid.

TheDivision of Rehabilitation Services moved to thep@gment of
Labor by the Georgia State Legislature (8 34-15FRg Division of
Rehabilitation Services within DHR transferredhie Department of
Labor, including the disability adjudication sectiand the Roosevelt
Warm Springs Institute for Rehabilitation.

The Child Care Licensing Section of the Office @gRlatory Services
within DHR moved to the Department of Early Card &earning.

Certificate of Need was reformed and related reéguygunctions moved
from DHR to the Department of Community Health efiee July 1, 2009

Demographics of the State in 1970, Today, and the F  uture

The demographics of the state have changed coabigiesince the 1970s. Not only has
the state’s population grown from 4.5 million in709(14" in the nation) to 9.5 million
today (9" in the nation), but the makeup of the family supstructure has changed. In
1970, 13.5% of children 18 years old and youngediin single parent homes. Today
that percentage has grown to more than 25%. Uhwar of children in two parent
homes has decreased from 76% in 1970 to less 2tarnt@day.

Household Type: Where children live 1970 2000
Married Couple 76.1% 62.0%
Single Parent 13.5% 25.5%
Other Relative 8.7% 10.1%
Non-relative 0.6% 1.8%
Other (group quarters) 0.6% 0.4%
Source: US Census Bureau, US Department of Comm@tatstical Abstract of
the United States




Research shows that the more stable a familyasless reliant the family is on
government services. A U.S. Census report issudbly 2008 reports:

“Compared with those living with their spouse, titels that mothers living alone
with children would receive government assistaneeavive times as high. The
odds that mothers with an unmarried partner woedgtive aid were two times
that of those with a spous@.”

In considering how to best organize the state’stheamd human service functions it is
important to look ahead at the state’s future dawmgalgics. The U.S. Census Bureau
estimates indicate that Georgians age 65 and upe oqadbout ten percent of the state
population in 2000. The
census bureau projects that

Percent of Georgia Population under 18 and over 65  years of

by 2030 seniors will age: 2000 to 2030
comprise 15 percent of 30.0% |
Georgia’s population. More 25.0%

importantly, the population .
pyramids show that there will

be fewer working age adults B / e
in 2030 compared to year 10.0% 1

2000. The dependency ratio 5.0% |
(the ratio of children under 0.0% ‘ : :
20 and elderly 65 and older 2000 2010 2020 2030
compared to the population e

age 21 to 64) will increase from 64.2 in 2000 ta38h 2030. Demographic changes
have a myriad of public policy implications for tbelivery of health and human
services. Effective planning can mitigate the intmdc¢hese changes on the delivery of
services to our changing population.

Percent of Population

Population Pyramids of Georgia
Percent of Total Population

85+
Female 80-84 Male Female
75-79

Source: US Census

? Participation of Mothers in Government AssistaRcegrams: 2004, US Census Bureau, May 2008, p.14
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Health Status of Georgians

Not only do demographics influence the volume arape of health and human services
demanded in the state, but also the health statlibehaviors of Georgians. Georgia’s
recent rankings on specific predictors of healttl health outcomes have been
historically low compared to the other states. Tetest rankings are as follofvs

e A41stin premature death

* 43rd in infant mortality

* 41stin cardiovascular deaths

* 46th in infectious disease

» 38th in obesity rates

e 28thin per capita public health spending
* 48th in on-time graduation

Improving the health outcomes in Georgia and impr@wur rankings among states is a
strategic goal of the state. The focus on imprgytire health status of Georgians greatly
influenced the proposal developed by the Task Force

The state’s demographics and health status create anique challenges in terms of
delivering health and human services and the scalescope of services that are
provided. Compared to other states, Georgia hae pepple who are less healthy. The
state's health status and demographics create woioee challenges in terms of
delivering health and human services at the scadesaope required. Compared to other
states, Georgia has more people who are less hie@ihce 1970, family structures and
have changed often diminishing support networldatsg individuals and families, and
making them more vulnerable to negative healthamuts. These changing family
dynamics may result in more people turning to tagesas a safety net for their care.

To better meet the needs of Georgia, the Statemhservice organizations must
respond quickly and be flexible to the changing diveérse needs. Coordination among
the various agencies serving citizen's health amotienal needs is more critical than
ever before. Coordination of funding, case managgnprogram services, and
information technology will be necessary in ordenteet the complex and changing
needs going forward.

* America’s Health Rankings 2007, United Health Fatimh: www.unitedhealthfoundation.orgpmpiled
by the Georgia Health Policy Center shows: (1sestjb0th = worst).




BEST PRACTICES AND OTHER STATES

As part of the work of the task force, staff analyzhe organizational structure of health
and human services in all fifty states. Acrossabentry the health and human functions
are organized in a wide variety of ways. Someestate
organized with a centralized structure like therent
Georgia DHR. Others organize their health and huma
service functions in multiple agencies that repinectly
to the Governor. Others utilize a cabinet approalcare
the various agency heads report to the Governothiey
also coordinate their functions through a HHS Cabiiihe cabinet approach also
includes certain centralized support and admirtisgdunctions to all the agencies. No
one organizational arrangement of health and hwsearices is common among the fifty
states.

To provide a perspective on how other states hasgded their health and human
services and some lessons learned, the staff gegame information for the task
force® The information provided was based on a conststavirk in other states and
information gathered from national reports inclgdthe National Conference of State
Legislatures (NCLS) report, “State Human Servicegaization: Strategies for
Improving Results,” by Susan Robison published jmilA22006.

Since 2002, at least 50% of states have consideogdanization of their health and
human services systems with the following goals:

Streamlining bureaucracy

Improving customer focus, accountability and perfance (results/outcomes)
Consolidation of administrative functions towardrrageability and efficiency
Reducing state expenditures

Moving beyond restructuring -- implementing reform

States that have undertaken recent reorganizatitatives include:
More Populated States:
Texas
California
Massachusetts
Florida

Less Populated States
Oregon
Vermont
Kentucky

® Content provided by the Bronner Group May 20, 20R@&tional Conference of State Legislatures report
can be found dtttp://www.ncsl.org/programs/cyf/hspubintro.htm
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Organizational change can not solve systemic prnobler inefficient processes. As
Susan Robinson, author of the NCLS report notédstimony addressing California’s
reorganization effort,

“In the past few years, the trend has been to dimlade agencies or offices.
However, after many attempts to find the idealdtrte, a growing number of
state policymakers believe that more fundament=l
reform is necessary. The deep-seated problemg
state human services systems and the long-terr
consequences to vulnerable citizens and taxpay
cannot be solved by rearranging organizational
structures alone.

Reorganization requires careful consideration efdbmplex dynamics and
factors at work in local and state human servigetesns. They also require the
sustained leadership of policymakers and adming@savorking with many
others to develop the unique set of solutionswhitvork in each state®

Optimal solutions must be balanced against resagostraints, level of sustained
commitment to the change, and the risk and potetigeuption of services brought on
with any change.

Organizational Models

State agency restructuring has a long historyctifig experimentation with a continuum
of organizational models, cycles,

and specific differences from

state to state. States across the

nation have gone through cycles

from consolidating to separating M, AE———

e g
i

agencies. Across the country
health and human service
organizations can be categorized
generally in one of three ways.
As discussed in the NCLS report,
services are generally organized
in multiple agencies, multi-agency umbrellas, tighly consolidated single entity.

Multiple agencies
Services provided and/or supervised across seageaicies (function- or
program-based)

® Susan Robison, Testimony on State Health and HiBeavices Reorganization to the Little Hoover
Commission of the State of California, 2004
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Multi-agency umbrellas
Single executive entity (e.g. cabinet level) segv@ts an umbrella for
managing, overseeing and coordinatmgltiple health and human
services agencies (more on oversight and coordimgati

Agencies within umbrella retain their respectivastory mandates and
budgets

Highly consolidated departments/umbrellas
Single executive entity thabnsolidatesall health and human services and
serves all populations

The spectrum of models, including hybrid formsgoéfpotential benefits and challenges,
each of which must carefully considered and/orgated.

Model ’

Multiple
Agencies

Multi-Agency
Umbrellas /

Consolidated
Departments

Potential Benefits

Scale manageability

More expansive range of
services across more
agencies

Specialization

Focused accountability on
outcomes

Variety of approaches
Maximization of federal
stream

Shared overall vision and
policy direction

Potential improved
coordination

Single agency for
accountability and public
visibility
Comprehensiveness of
service delivery framework
for constituents with multiple
and common problems
Decreased duplication of
administrative functions and
systems red tape

Potential Challenges

Fragmentation; non-integration of
services

Duplication of administrative and
support functions

Monitoring outcomes across various
agencies

Resource competition among
agencies

Funding streams impeding
coordination and integration
Creating and providing
comprehensive service strategies
Manageability of agency scope and
scale

Defined accountability among
agencies or departments

Clarity of program effectiveness and
system for monitoring outcomes
Lack of coordination among
departments and programs
Resource pressure due to broad
and/or multiple mandates

Resource competition among
departments and multiple
constituencies

Difficulty developing and maintaining
clear accountability

Inflexible funding streams

" Table adapted from information provided in thearep“State Human Services Organization: Strategies
for Improving Results,” National Conference of 8takgislatures, Susan Robison, April 2006, Tablepl0
125 and Table 12, p. 131
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Examples of how certain states have organized li@gilth and human services include:
Multiple agencies
Florida Department of Children and Families/Deparirof Public Health
lllinois Department of Public Health/Departmentrafbic
Health/Department of Public Aid
Utah Department of Health/Department of Human Sesvi

Multi-agency umbrellas
Massachusetts Executive Office of Health and HuBenvices
California Health and Human Services Agency
Texas Health and Human Services Commission

Highly consolidated departments
Georgia Department of Human Resources
North Carolina Department of Health and Human ®exwi
Wisconsin Department of Health and Family Services

The restructuring process and outcome is uniqeath state. To illustrate this
uniqueness, highlights are provided from effort$@xas, Massachusetts, and Arkansas.
Texas
2003 legislation reorganized the Texas Health anch&h Services
Commission (HHSC). It is expected to take 5 to &rgdo
complete.
To date, HHSC has consolidated 12 health and hs®ices
agencies into four service administering departsheuith
oversight by the HHSC.
Greater authority and responsibility has shiftetheoHHSC.
Massachusetts
In 2003, the umbrella Executive Office of Healtiddtuman
Services was reorganized, from the 16 health antbhuservices
agencies into fewer service groups.
Instead of additional executive positions, eaclsteluheaded by
secretary or assistant secretary doubling as cosmonier of one of
the member departments.
Arkansas
In 2007, Division of Health was separated from Brepartment of
Health and Human Services, and become a stand-ag@rey in
order to restore the “significance” of divisioncatbinet-level and
leverage gained performance improvements.
Reversed 2005 merger of the two agencies. Thenatigurpose of
the merger was to save in costs of accounting, @dtration,
computer systems and contracting; legislation redttheir
structures to what they were before the 2005 merger
Prior to the 2005 merger with Human Services, tealth
Department had gone through an extended periaastdbility.

13



Lessons Learned From Other States Efforts

Some lessons learned from other states as predan@anner Group to the Task Force
include:

1.

2.

o gk

The continuum of organizational structures acrtstes reflects varying state
needs, available funding, political, and managgmiaferences.
Ensuring clarity and consensus on guiding prinsipled performance goals from
the start of the reorganization process is esdeatgiccess.
Restructuring will not always result in improvedfpemance, outcomes and
accountability.
It is important to involve stakeholders in proposednges.
One must mitigate risks to disruptions of serviebwery.
Ensuring commitment to longer-term gains but atsm$ing on quick-hits is
important.
The implementation timeline must be realistic amblve multiple adjustments
and reviews to realize overall goals
States need to address all potential and associastst
o Planning
Staffing
Disruption of operations and mission critical patge
Technology
Impact on federal revenue streams
Mitigating anticipated costs:
Investing in capacity building
Consolidation of administrative functions (careduhluation and
selection of which functions, when and how)
Standardization of operational procedures and ggaEse
Leveraging technology and developing front-end rimfation
management processes (enabling workers to manéaéroia
multiple systems)
Institute culture change across all staff levels

o 0O O0OO0Oo

Considerations in Reorganization

In restructuring the state’s health and human sesvilessons from other states also
indicate the need to be mindful of things such as:

Distributing Medicaid across too many agencies

Creating contracting burdens on private providgrgdwveloping a system that
would require providers to have contracts with ipldtagencies for similar
facilities/residential programs beyond that requiiog federal law

Creating facilities/residential program licensingdens on private providers by
developing a system that would require providensedicensed by multiple
agencies for similar facilities/residential progsabeyond that required under
federal law

One agency having a volume and scope of servicelstge to manage

14



When possible, other issues to consider in reorgéion include:

1.
2.
3.

4.

Linking functions that have common best practices

Linking functions that have common funding streams

Linking functions together that have common proxsdéat deliver similar
services

Linking functions together that currently share@kiorce or share a similar
workforce

Linking functions that serve a similar population

15



FUNCTIONAL VIEW OF HEALTH AND HUMAN SERVICES

Staff prepared the following worksheet to provideoaerview of the functions of Georgia’s health &han services for the
task force. The following functional view organizesample of services and programs into functibnakets without regard
to its current agency home. This worksheet wagfhiein developing alternate groupings of serviaad programs.

Health and Human Services - Functional Buckets and

Family Support Services
Child Support
Adoptions

Rehab Services
Voc Rehab (DOL)
Deaf
Blind
Disability Determination

Professional Licensing (SOS)

Services

Protective Services (Short Term Care)
Foster Care

Long Term Care - Aging
Nursing Homes
Child and Adult Protective Services Aging Services
Child Abuse SOURCE
Family Violence CCSP
Non-Medicaid home and community
based services (HCBS)

Long-Term Care - Developmental Disablities

Disease Prevention, Health Promotion

DD Hospitals and Facilities
MRWP

Children's Home Care
ICWP

Baby's can't wait (0-3)

Coordination of Services
Family connection

Temporary Economic Assistance
Food Stamps
Refugee Assistance
Employment Assistance
Energy Assistance
TANF
Child Care
TEFAP
Brain and Spinal Injury Trust Fund

Case Management

Safety Net for Addictive Disease (Treatment) Safety Net for Mental Health (Treatment)

Professional Licensing (SOS)
Composite Medical Board

Treatment services/ tests and labs
Rehab services

Crisis, Detox centers

Multiple Offender Program

Community Providers (CSBs, private etc)
State Hospitals (DD and MH in same facility)
Children programs

Adult Programs

Forensic Programs

[Population served is the

Indigent, Senior, blind, disabled

and clients in DFACs]

Epidemiology

Nutrition

Health Promotion

Health Statistics/ Vital Records
Health Labs

Chronic Disease

Immunizations

Communicable Disease

New Born Screening

Tobacco Prevention
Environmental Safety

Injury Prevention

Cancer Screening and Prevention
Sexually Transmitted Diseases (prevention)
Minority, Women's, Men's Health
Substance Abuse Prevention
State Medical Officer

wiIC

Infant and Child Oral Health

Health Care Financing (Health Plans)

Children's Health Insurance (Peachcare)

Interagency planning and collaboration (Healthy Georgia) Medicaid

SHBP
Regents Health Plan

Safety Net for Physical Health (Treatment)

DRAFT v 7-29-08

Pregaredness Emergency RESQOHE
First Responders
Trauma
Disaster Response
Bioterrorism

Regulation, Enforcement, Quality As
Licensing
Regulatory Services
Fraud / Investigations
Inspections

Policy and Standards

Targeted Population Treatment
Infant Health
Perinatal Health (Mothers and Children)
Sexually Transmitted Diseases (treatment)

Primary Care
- FQHC - Federal Clinics
- Dental
- Some County Health Clinics

Health Professions (Phy Workforce)
Rural Health

Health provider standards

Planning

Certificate of Need (Infrastructure)

SUPPORT SERVICES: Transportation, IT, Facilities, P

harmacy
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CURRENT AND PROPOSED ORGANIZATION

As part of the initial work of the Task Force, tnembers and their staff discussed many
different organizational options. The Task Forcd ataff examined at the advantages
and risks of each idea. The following is a higheleversion of the current and proposed
health and human service organization in Geordia. durrent organizational chart below
is color coded to show the organizational entitieg would be grouped in the proposed
organization. For purposes of further analysis lipgdbmment, and preparing legislation,
the Task Force proposes the following organizaforithe management, delivery and
coordination of health and human services in Georgi

CURRENT ORGANIZATION

Department of

Department of :
Community Health

Human Resources

I |
Child Health Care || Medicaid/
[ e ][SUpport] E-\ccesleON PeachCare Sl
I |

Investigative Public
[ Services J [ ORs ] [Health]

PROPOSED ORGANIZATION

o patasioral Health Governor i
ehavioral Health . .- AN
1 Coordinating Council ~ HHS Agency Head 3

(DBH, DHS, DOH, DOE, K —" Alliance )
DOC,DJJ,DCA) ..~ e icimeT -

Department of
Human Services
[ I T 1 [ I ]
. Child Public Planning and Health Care
bb Aging DFCS Support Health Regulation Finance & Mgt

Department of

Behavioral
Health
(MH/AD)

Department of
Health

17



The proposed HHS organization creates a new Depattaf Behavioral Health and
combines the programs of the Department of Commuthgialth with the public health
and regulatory programs from the Department of HuRasources to form the
Department of Health. The existing health poliyster is reconstituted as the HHS
Agency Head Alliance. A coordinating council oftstagencies is also proposed for
behavioral health. The two coordinating bodiestaraddress the need for better
coordination of policy, funding, resources, andtooser management across the
spectrum of human services. The following secpimvides a brief description of each
entity of the proposed organization.

Department of Behavioral Health

The proposed organization would move the mentdtinead addictive disease related
programs and services out of the current Departimieidiman Resources (DHR).

Mission
Provide a safety net of treatment and support sesvio people with mental
illnesses and addictive diseases
Coordinate behavioral health services across aggacies and an integrated
network of care across the state

Benefits
Focuses problem solving on mental health
Raises the profile of mental health as a direabmejp the Governor
Consistent with the Olmstead settlement implememntat DD is coming out of
the hospitals already
Creates an opportunity to re-engineer the hospatadislook at possibly
privatizing part of the system
Enables a focused attention on building capacithencommunity
Improves fiscal transparency of mental health fogdi

Additional recommendations on the improvement efdtate’s behavioral health system
and services will be provided by the Governor’s kéhlealth Commission.

Department of Health

The proposed organization would combine certaiganms from the Department of
Human Resources (DHR) and Department of CommuregitH (DCH).

Mission
Promote and protect the health of Georgians
Plan and regulate health care infrastructure
Facilitate and finance health care access and ageer

18



Benefits
Establishes a lead agency that is focused on inmmydkie health status of
Georgians and guiding health policy for the state
Capitalizes on the connection between financingmridic health programs and
facilitates having health policy guide Medicaid sgeg
Raises the profile of improving Georgians healtiprgrity of the Governor and
General Assembly
Streamlines public health related activities cutgeim DHR and DCH
Creates one agency focused on workable solutioaddeess issues related to the
uninsured and access to health care through thblissted safety nets

Approach

Local: Solicit and utilize local input and flexiiby to help address health
disparities, health care access, and the uninsured.

Targeted: Strategically invest health resourcesifiyove health outcomes in both

the community and across the state of Georgia.

Collaborative: Utilize partnerships between pubkalth experts, clinicians, and
providers of care and health plan programs to neieeghe "real world"
needs, local differences, and opportunities inlocal communities.

Quality: Ensure current and future health caralaege met by improving the
management of the state’s health care resources.

Under the proposed structure, the State Healthfi@étian would remain a program in
the Health Care Finance and Management functidine@ribepartment of Health.

Department of Human Services

To more accurately reflect the purpose of its $&wj the task force recommends using
the name “Department of Human Services” rather tharfDepartment of Human
Resources”. This agency will include the programg services related to aging,
developmental disabilities, protection servicemifg services, temporary economic
assistance, and child support. The focus of teatment of Human Services will be to
protect, care and support some of Georgia’'s mdsevable citizens.

Agency Coordination

Communication and coordination is critical to imyirg health and human services.
Two new coordination entities are recommended ¢iit@e improved service delivery,
resource allocation, and public policy. These dowtion entities will be critical in
mitigating risks related to the reorganization legking communication open and
facilitating decisions at the highest levels of tilnganizations.
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Health and Human Services Agency Head Alliance

This group will serve as the coordinating bodyHealth and human services policy and
cross-agency service delivery in Georgia. Agengasicipating in the alliance will be
responsible for sharing input in crafting rules aedulations, legislative and budget
proposals and shifting budget priorities with exigtfunds to help support and meet the
goals of the alliance. Any budget proposal thasses multiple areas or that effects a
common-customer will be addressed through thenaidido ensure the most effective use
of resources and most efficient mode of reachiegstated goals of the alliance. The
alliance will be comprised of the agency headsaesible for health and human services.

In summary, the Health and Human Services Agen@dHdliance is responsible for:

Ensuring “no wrong door” entry mechanisms for theseking health and human
services

Maximizing resources by aligning budget proposalsrisure clients are being
appropriately served across agencies and budgets

Coordination of service delivery to reduce ineffiacies by eliminating
duplicative or unnecessary services

Utilizing performance measures to monitor clieentts and effectiveness of
service delivery

Sharing data across agencies to improve serviaksteategically target
interventions

Coordinating efforts to improve performance on Healseorgia statewide
indicators

Behavioral Health Coordinating Council

Governor Perdue created the Governor's Mental H&ttmmission in August 2007 to
study the conditions, needs and issues relategstera and services of mental health
care. The Governor’'s Mental Health Commission gaeed the need to improve
coordination and communication among agencies gnoyimental health services and
recommended a coordinating body. The HHS Taskd=ectioes the thinking of the
mental health commission and recommends formingtaaéioral Health Coordinating
Council. The Council would be comprised of stagereties, such as DBH, DOH, DHS,
DOE, DCA, DJJ, and DOC, which serve customers migémtal health or substance
abuse needs.

The purpose of the council is to:

Implement and maintain the continuity of care asragencies

Coordinate services and resources

Identify opportunities for improvement in the delry and treatment of mental
and addictive disease
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PHASED IMPLEMENTATION APPROACH

This interim report is the first step in the praxes$ reorganizing the state’s health and
human services agencies. In the coming weeks amths the Task Force will collect
additional input and comment on the proposed omgaioin. Using the proposed
organization as a guide, the Task Force and itbwghcontinue analysis of the risks,
benefits, costs, impact on federal funding, andriy@act on customers and employees.

The table below shows suggested tentative effedtites related to the major
organizational changes proposed. Transition ptanwill better inform these dates over
the coming months. The division of MHDDAD is pragaal to be split up. Mental
Health (MH) and Addictive Diseases (AD) will becothe new Department of
Behavioral Health (DBH). More analysis is needednderstand the impact and
determine the best way to separate the Developi@is@bilities (DD) function out of
the current MHDDAD division at DHR.

Organizational Change Target Effective | Fiscal Year
Start Date
Form HHS Alliance August 2008 FY 2009
Form Behavioral Health TBD FY 2009
Coordinating Council
Create Department of Health and July 1, 2009 FY 2010

move DCH, and Public Health and
Regulatory Services

Move Mental Health and Addictive July 1, 2009 FY 2010
Disease to new agency of
Behavioral Health

Though the proposed effective dates coincide wighfiscal year, the timing of any
internal transitions and any reorganization ofgpecific functions or programs impacted
would be determined by the respective agency heads.

Cost of Implementation

The restructuring of the state’s health and huneavices is occurring during a period of
declining revenues. The constraint of availabledfimay extend the transition period.
Therefore the task force has directed that theemphtation:
Work within existing budgets to administer and detihealth and human service
programs
Build administrative support structures for therages from a zero-based
budgeting (ZBB) perspective
Find efficiencies by aligning functions and sergieerving the same purpose and
clients
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Sequence of Legislation and the Budget

The sequence of the budget and the legislatiothferestructuring is proposed as

follows:
1. | Legislation Pass the legislation to restructurettbalth and
human services agencies
2.| FY 2010 Budget Pass the FY 2010 budget using thesimx
organization and program budgets.
3. | Executive Order After the legislation is signed émel FY 2010
appropriations bill is signed, the Governor wikug
an executive order to align the budget and transfer
programs to that appropriate agency per the agg@ass
HHS legislation. OPB will process AOB Amendment
#1 to reflect the executive order.
4.| Amend FY 2010 Budget| The amended FY 2010 budgértatify the budget
structure and amounts per the HHS legislation.
Next Steps

Release interim report

Conduct public hearings on the proposed organizatio
Continue analysis of costs, risks, and other ingpatthe organizational change
Draft a transition timeline, project plan, and coomtation plan
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APPENDIX A: Health and Human Services Task Force
Press Release and Executive Order

| "HHS
$% $ & "I ) !
* + &
#$ * 4+
& & "ol #
12 * 3
- " * " " & 4
& "I #1$% 5*1 )
+ - + &
) ! #4
$ * # |
* *
6 ! 6-/ ( (1#
& ( 5) 7 *
" % & * + !
& #& ( I# 0
% 6 & ( * # %
7
$!- 6 8 &
$16 , ( 9
-+ ( | &
0 9 1) 6 &
1 ] + & 5
! "l -
6 9 - #
$ & 1o+ !
& <
*1, 6 9 -"#2 + A S
( " #;
12 + * * o+ !
+ "4 0+ 6
6 # 1% 5 * o+ 1 *5




%

%

%

%

%

%

%

%

=72 @

7 .=l

YN &

R >

=>7 "

IB# "

#$

24



#$ 6

@ .c/

.D/*

#9$ 6

HHH

25



THE STATE OF GEORGIA

EXECUTIVE ORDER

BY THE GOVERNOR:

WHEREAS:

WHEREAS:

ORDERED;

On February 4, 2008, an Executive Order was issued which
created the Health and Human Resources Commission; and

The term “task force” more accurately describes the purpose
and function of this working group.

NOW, THEREFORE, PURSUANT TO THE AUTHORITY VESTED
IN ME AS GOVERNOR OF THE STATE OF GEORGIA, IT IS
HEREBY

That the official name of the “Health and Human Resources
Commission” be changed to “Health and Human Resources
Task Force;” all other aspects of the February 4 Executive
Order shall remain in full effect.

ND
This 2.2-"""day of February, 2008.

Jdmyf,mdéu/
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APPENDIX B: Governor’'s Mental Health Commission

Executive Order

THE STATE OF GEORGIA

EXECUTIVE ORDER

BY THE GOVERNOR:

WHEREAS:

WHEREAS:

WHEREAS:

‘WHEREAS:

‘WHEREAS:

WHEREAS:

WHEREAS:

The State of Georgia has historically been committed to the safety and
care of its citizens who live with mental illnesses, and substance abuse;
and

Georgia’s commitment has been exercised through various executive
agencies, including the Department of Community Affairs, the
Department of Community Health, the Department of Corrections, the
Department of Human Resources, and the Department of Juvenile
Justice; and

Concerns have long been expressed about perceived or actual lack of
sufficient funding, inadequate staffing and service delivery systems,
overcrowding, treatment practices that unnecessarily separate consumers
from their families, and the need for ongoing and effective advocacy on
behalf of those children and aduits living and receiving behavioral health
services; and

Georgia has articulated and sought a policy of supporting a community
based service delivery system that holds promise for better allocation of
resources and more sensitive services for its citizens and their families
who endure mental illness, and substance abuse; and

Forging and coordinating improvements in behavioral health delivery
requires leadership and a multi-focused, multi-agency plan for the new
century; and

I generally agree with the intent expressed by the General Assembly in
Senate Resolution 363, which called for a Mental Health Service Delivery
Commission to explore opportunities for improvement, and I vetoed that
resolution only to allow members of the Executive Branch of our
government to have input and dialogue in the proposed commission,
thereby creating a more inclusive and effective review; and

1 also agree with the General Assembly that the review of mental health
service delivery should include consideration of:
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ORDERED:

ORDERED:

(1) The needs of our citizens, both children and adults, for
improved behavioral health services and resources wherever
they reside;

(2) Whether Georgia’s state hospitals are adequate in size, staff
and security, taking into account which consumers can be
appropriately housed in community settings;

(3) Means to best use of public and private resources to relieve
overcrcwding in state facilities and to further consider
methods to develop a full continuum of services and effective
supports so that Georgia's citizens who live with mental illness
and substance abuse may live and work when possible close to
their families;

(4) The provision of adequate forensic and related treatment
services In our institutions and communities when
appropriate;

(5) The role of health insurance benefits coverage for those with
mental illness and substance abuse; and

(6) Creating efficiencies within Georgia’s executive agencies
involved in providing services to those with mental illness and
substarce abuse.

Now, THEREFORE, PURSUANT TO THE AUTHORITY VESTED IN ME AS
GOVERNOR OF THE STATE OF GEORGIA, IT IS HEREBY

That a Mental Health Service Delivery Commission be created to
undertake a study of the conditions, needs, and issues addressed in this
Executive Order or related thereto. The Commission shall conduct
meetings at such places and at such times as it may deem necessary or
convenient to enable it to exercise fully and effectively its powers, perform
its duties, and accomplish the objectives and purposes of this Executive
Order. The Commission is further authorized to retain the services of
individuals or firms as determined appropriate by the Commission, as
well as to call any party to testify and to require the attendance of
witnesses and the production of non-confidential books, records and
papers. The Georgia Department of Human Resources shall serve in an
administrative capacity to assist the Commission.

IT IS FURTHER

That the Commission be composed of 15 members: two members of the
Senate appointed by the President of the Senate; two members of the
House of Representatives, appointed by the Speaker of the House of
Representatives; a superior court judge experienced in dealing with
mental illness and substance abuse appointed by the Council of Superior
Court Judges; one citizen, appointed by the Governor, from within the law
enforcement community; three citizens, appointed by the Governor, with
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ORDERED:

ATTEST:

Executive Secretary

experience in mental health service delivery issues; two citizens appointed
by the President of the Senate to represent consumers served by the
systems described in this resolution, the advocacy groups for mental
health or substance abuse, or members of the law enforcement
community and two citizens appointed by the Speaker of the House of
Representatives tc represent consumers served by the systems described
in this resolution, advocacy groups for mental health or substance abuse
or members of the law enforcement community. The Governor shall
appoint a parent of a child with a sericus mental illness or history of
substance abuse, and a legally competent adult with a serious mental
illness or history of substance abuse. The chair of the Commission shall
be appointed by the Governor. It is further

That the Commission make recommendations to the General Assembly
and the Office of Governor as it deems necessary or appropriate. The
Commission shall mzke a report to the General Assembly and the Office
of Governor on or before June 2, 2008, as to the progress of the
Commission in identifying the challenges in the State’s deliverance of
mental health services; developing an organizational plan for
coordinating the State’s various systems and the financial and staffing
needs of these systems to assure a safe and secure system of services; and
anticipated and proposed implementation of action. The Commission
shall stand abolished on December 3, 2008.

This 8"”’ day of August, 2007.

VERNOR
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