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Jerry Wengerd, Director, Fresno County Department of Behavioral Health 
 

Proposition 63 has been supported by many people and organizations.  It was won 
for the state primarily by the Bay Area counties.  

 
Let me start off with Proposition 63.  I would venture to guess that few of you, unless you’re 
really in the mental health business, read it, but it’s really not one initiative.  When we first saw 
Proposition 63 about a year-and-a-half ago we didn’t even support it because it was so confused.  
We ended up rewriting with the authors to clarify, and it’s still not clear.  We got the best we 
could get out of a compromise.  The mental health directors in California weren’t the initiators in 
this.  The private mental health centers in California did this.  There is a lot of support from a 
wide range of organizations and people, but pretty much it was supported and won by the 
Bay Area counties.  In the Central Valley counties Fresno did the best.  Central Valley counties 
and some of the larger counties in Southern California did not win.  We only lost by a couple 
percent here in Fresno, so we really did contribute.  I’m proud of our Fresno Bee for supporting 
it.  The other Bees did not support it but our Fresno Bee did, and I’m very proud of them for 
doing that. 
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Proposition 63 has some language that has been difficult to define.  The State Department is 
working on those definitions and should have them by February. 

 
Proposition 63, I’m sure you all know now, is a millionaire’s tax.  It is 1% on incomes above one 
million dollars.  That income starts to flow next month and it’s deposited into a fund at the state 
level.  There is language in there about supplantation meaning you can’t stop doing something 
you already do and then take these funds and do something else or do the same thing.  That’s 
sounds easy, but it’s a very difficult definition.  We’ve been debating the definition at the state 
level for about a month since it passed and we still can’t get there, so the State Department has 
promised us a working definition of supplantation by February.  You’ve got to figure out what it 
means because we’re in a cutback mode in general in the state, and there are counties that are 
going to cut programs next year.  These funds won’t be really available just to use how you want 
to.  So what does that mean with supplantation when you cut something?  That’s the issue there.  
Many of you may know that in mental health there is a sliding scale fee system.  That system is 
going to stay intact.  They didn’t change that system, so there will be a minimum fee for 
receiving services unless you’re on Medi-Cal, and then it’s paid for by Medi-Cal. 
 

The two county mental health departments have a budget of $80 million, which will be 
supplemented by $17 to $20 million with this new tax 

 
I wanted to give everyone a picture of what the potential is here.  The first year is projected to be 
$254 million statewide.  What will our potential share of that be?  This is a very soft projection.  
We can’t quite figure out the formula yet that’s going to be used.  The State Department, by the 
way, is struggling to get through all this.  They don’t have much staff left.  They went through 
cuts the last two years that took most of their staff out.  We’ve been discussing it and discussing 
it for about a month and we’re still not at a hard formula, but if we did a straight-line percentage 
we should see about $6,858,000.  We will probably get more than a straight-line percentage for 
our population because our need is higher in the Central Valley.  We have more poor people.  In 
year two through year five statewide one year would be around $683 million, which would be 
about $17,500,000 for us.  I think that we probably will be higher than that by a couple million 
once the real formula gets done.  We’ll know that in a couple weeks.  The budget for our mental 
health program now throughout two departments, my department and Children and Family 
Services, is $80 million.  We’re looking at supplementing with somewhere around $17 million to 
$20 million. 
 

Five program areas will be funded.  The first is prevention and early intervention.  
  
The law is prescribed very strictly.  The prescription to start with is that it funds five components 
or program areas.  The first one is prevention and early intervention.  The funding of that 
probably will come later in the process of planning, not earlier.  This includes outreach, access, 
reduction of stigma, reduction of discrimination, an emphasis on reducing negative outcomes of 
suicide, incarcerations, school failure or dropout, unemployment, prolonged suffering, 
homelessness, and removal of children from their homes.  You can see how wide-range that is.   
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The second component is services to children.  This will include developing a system-of-care 
plan for comprehensive treatment of children. 

 
The second area is services to children.  In the second component they’re going to look for a 
system-of-care plan for children.  Many of you may know about system of care, but it’s a 
particular definition.  The state adopted system-of-care planning years ago.  In brief, the 
principles and components for a children’s system of care address all the services you need for a 
child that’s the most intensely disabled child.  We’ll talk about kids that are in placement, kids 
that are in the juvenile justice system, kids that are at risk of being placed, and kids that are 
mentally ill, so it’s the most severe kids.  Instead of simply saying we’re going to hospitalize, it’s 
building a network of care around that kid to prevent hospitalization.  That’s what system of care 
means.  There are a variety of things that happen in different counties around system of care.   
 

The third component is to develop a system of care for adults and older adults 
 
The third component is system-of-care planning for adults and older adults.  The focus here will 
be on the recovery vision.  The recovery vision is peer support, peer recovery, peer training, 
consumer-led longterm groups to help people live day-to-day life, consumer-operated services, 
ethnicity, and cultural diversity.  This category will include planning for transition-age youth and 
it will include criminal justice programs. 
 
Education and training is the fourth component, which will include educational stipends and 

loan forgiveness to allow new providers to go into mental health professions 
 
The fourth component is education and training.  This includes what kind of staff is needed and 
how to get the education done.  The state is really charged with this one.  It’s going to be a 
statewide five-year education and training plan.  The money will not come to the counties to do 
education and training primarily.  It may later, but it won’t in the first few years.  This will 
include things like educational stipends and forgiveness of loans to allow new providers to go 
into mental health professions. 
 

The fifth component is innovative programs.  An oversight commission will approve the 
innovative programs, prevention, and intervention.  

 
The last area, the fifth area, is innovative programs.  This also comes a little bit later in the 
sequence.  It includes any program that will increase access and better our outcomes.  This is the 
one area that I’ll talk about later with an oversight commission.  The oversight commission will 
actually approve the innovative programs and the prevention and intervention. 

 
Money should start to build in the state account in March.  That money will collect interest 

during the planning phase. 
 

The effective date for all of this is January 1, 2005.  The taxes begin getting withheld and 
collected on that date, and it takes about two months for the money to start flowing.  We expect 
to see money building in the state account starting in March.  The funds are prescripted by use 
also.  Because of the time it’s going to take us or any county to plan, much of that will be sitting 
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in this state fund, but it will be collecting interest and the interest stays in the fund.  That’s part of 
the law, also.  But it will not be a grant to the county.  It will be a proposal process.  It will be 
competitive.  The state is not going to give our share away, so to speak.  They want every county 
to up the quality of programs and transform our mental health system with this. 
 

The first step is to create a plan for implementing the larger plan.  Money will be 
coming from the state very soon to begin that process. 

 
What we’re really talking about right now that’s important now and for about the next two 
months is the five percent for local planning.  That’s going to come pretty quickly in an 
allocation.  We have some draft letters out from the state right now to talk about what they want 
to see in a planning plan, a plan that we put together to create the larger plan.  That plan is going 
to have a short turnaround.  They’re going to send us the letter right now.  They’re saying 
January 10th and they’re going to want something back within about a month.  They’ll give us an 
allocation letter that says, ”Here’s the money you can spend this year to do your planning,” so 
that allocation will run all year for the big plan.  That’s what we’re going to start doing very 
quickly.  On Tuesday the board said, “We want the CEO’s office directly involved in this,” and 
Bart got right on it and scheduled a meeting immediately.  I’m not sure what we’re going to do in 
that meeting, but it’s going to be the first stakeholder meeting. 
 

The dollars will probably be broken down in California with about 17% for older adults, 
33% for adults, and 50% for children 

 
As far as the projected statewide revenue, you can see what Fresno could look like in a 
straight-line percentage.  Again, I think probably that will be a bit higher than that because the 
Central Valley has a higher percentage of indigent people.  The prevalence rates for mental 
illness are based on two or three studies that the state is using.  This all can be found on the 
state’s Department of Mental Health website, by the way.  If we use the recent state plans from 
the last three years or so that talk about prevalence and need in California, probably these dollars 
will get broken down to about 50% kids and about 50% adults and older adults.  To break it 
down further, it looks like 17% older adults, 33% adults, and 50% children.  The use of the funds 
after July 2008 is unrestricted.  These prescriptions of percentage and the five program 
components are for this year and the next three years, and after July 2008 the prescripted use will 
not continue after that.  The planning continues so we still write plans and send them to the state, 
the state director approves, we enter into a contract as a county with the state, and then we carry 
out our plan.  That will happen continuously from then on.  

 
The law requires that stakeholders are always involved in the planning process.  Stakeholders 
will include organizations, consumers, and other groups such as the Probation Department. 

 
There are quite a few requirements in the county plans.  The big requirement is that all 
stakeholders in this process have to be involved and we need to show how stakeholders are 
involved.  We have to talk about that in our “plan to do the plan” that’s coming up right now.  
We will in our planning process continuously have stakeholders at the table.  The stakeholders 
are you.  There is a continuing stakeholder in all of the states’ planning processes, and that’s the 
consumers that receive the care and the families of consumers that receive the care.  We certainly 
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all know about the National Alliance for the Mentally Ill.  They’re one of those major 
stakeholders in the business of doing mental health.  There are quite a few other organizations 
that will be stakeholders, and then there will be stakeholders like the Probation Department, for 
instance.  So there are going to be a lot of stakeholders involved.  Your organization through 
Laurie will be one of the primary stakeholders, and there will be quite a few others that are 
interested in certain programs or certain populations that need new access or care.  At the end of 
planning the large plan there will be a 30-day period where it’s basically on notice and it’s 
public.  Then the Mental Health Board will conduct a very formal hearing.  We probably will 
have lots of informal forums all the way through this process in the next six months.  However, 
at the end the Mental Health Board will conduct a formal public hearing on the plan and then 
people will testify at that hearing and whatever testimony comes needs to be incorporated or 
addressed in that plan.  The Mental Health Board will guarantee that it is.  At that point, then, it’s 
ready to go, we sign, and we send it to Steve Mayberg at the State Department of Mental Health.   
 
A commission will be appointed by the Governor and the Director of the State Department of 

Mental Health to review all county plans.  This commission will have approval 
authority over some components of the plans. 

 
The commission is another component that none of us had heard of until it was in this initiative.  
They established a commission with very specific membership.  It’s a 16-member commission 
appointed by the Governor and the Director of the State Department of Mental health, who is a 
Governor appointee.  The commission will review all the county plans and then they will have 
approval authority with some components like prevention and the innovation portions of the 
plans.  I have the list of what kinds of members will be on that commission.  Many of them are 
consumers.  There are a lot of people from business, and then there are other members like the 
Attorney General or other appointees, Superintendent of Public Instruction, Chair of the Senate 
Health and Human Services Committee, and Chair of the Assembly Health Committee among 
others.  Our chair of our Mental Health Board is very active in trying to get appointed to that. 
 

The planning process needs to be well publicized to ensure that all who want to 
participate will be included 

 
The state process is to review the plan and approve the funding.  They do a contract with the 
counties and then they use the plans to put together their own staffing needs and training plan.  
We’ve started to list the stakeholders we know, and there are going to be many more 
stakeholders.  There are many other individuals and groups who are going to want to participate 
in this, so we’re going to have to figure out how to make sure we announce and are publishing 
the meetings we have.  Right now in this few weeks we’re doing a process with the CEO’s office 
to put this plan together, the plan to do the plan, the initial part.  The easy part is writing about 
what we plan to do to prepare this plan. 
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The State Department wants to see what kinds of programming we want for kids, adults, and 
older adults before they approve any spending dollars  

 
This is so new for the state that it is evolving in sort of a debate process that’s been going on for 
a couple of months.  They are continuing to say that they’re going to phase this in by requiring 
the system-of-care planning.  They want to see what kinds of programs we want for kids, adults, 
and older adults before they approve any dollars in spending for facilities and technological 
support and logistics.  It’s going to be kept in the state coffer, so to speak, until they see an 
approved plan for services, and then we will match and they will approve or disapprove the kind 
of facilities we need to do the services that we have in our plan. 
 
Vera Kennedy, CEO, Central California Children’s Mental Health Foundation  
 
The mission of Central California Children’s Mental Health Foundation is to improve access, 
availability, and utilization of mental health services for underserved youth and their families 

 
Good morning.  I’m here to tell you a little bit about the Children’s Mental Health Foundation 
and the National Mental Health Association of Greater Fresno and some of the activities that we 
are doing in the community.  Our foundation serves the six counties in the Central Valley from 
Merced north to Tulare County south, and that includes Mariposa.  Our mission is to improve 
access, availability, and utilization of mental health services for underserved youth and their 
families, and we do that through the acquisition and coordination of resources in response to the 
mental health needs of the region.  We are not a direct service provider.  Our role in the 
community is to help build capacity within the mental health arena.  We do that through several 
strategies. 
 

The foundation has several strategies to achieve their goals 
 
The first strategy is leadership, and by leadership we mean leadership within our board and on 
our staff to go out and identify resources that can help improve the mental health system.  
Eventually, as we garner those resources, we would like to start a re-granting process and be a 
true community foundation.  A second strategy is to strengthen relationships among the major 
community stakeholders.  We have found that there are some major gaps in the dialogue between 
consumer and families, providers, and the public mental health system.  We want to help 
strengthen those relationships so we can have clear dialogues on how we can actually improve 
services that consumers and families feel are truly part of what can make them stay together and 
avoid any kind of institutionalization.  Our third strategy is public education and community 
outreach.  Our focus is to do an outreach approach that is multicultural so that we make sure that 
we target all those that are underserved and under-treated in the county.  In this county alone we 
have 75 different ethnic groups that speak 105 different languages, so it is very crucial that we 
reach out to all those who can use these valuable services.  Currently only one in three are 
accessing the mental health services they need.  Our fourth strategy is information and research.  
We hope to develop policy-oriented information directed more towards the support and 
implementation of family and evidence-based practices, which we have found to be lacking not 
only in this local community but throughout the region.  Our last strategy is public policy.  How 
can we as a foundation garner the information that we develop and speak on behalf of the region 
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to improve the allocations that are made to this area but also garner support to initiate some of 
these innovative strategies that we come up with? 
 

One project that was just funded is a joint powers planning project, which includes the six 
counties in the region.  The goal is to come up with a process of how these 

counties can work together in the future.  
 
We are working on a couple of projects right now including one that we just found out got 
funded last Friday, which is a joint powers authority planning project.  This includes all six 
counties in the region.  It is a representative county board of supervisors and their mental health 
director at this time that have initially come together to develop this proposal that was funded by 
the California Wellness Foundation.  Basically, the project is to bring each of these county 
representatives together and come up with a process of how they can work together in the future, 
and that includes planning around mental health needs and service delivery, but also sharing 
resources, which is a big issue because some of the smaller counties can share and benefit from 
the larger county services but they don’t know how to do it yet.  This is an opportunity for us to 
sit down and figure out how we can improve services and also come up with some continuity, 
because some of the participants and clients tend to move from county to county, especially the 
migrant population.  Our other upcoming project is that we’re actually holding a community 
convening in February.  The topic is system of care for children and youth.  The three things that 
we’re going to focus on are basic rights, cultural proficiency, and access to early identification 
and intervention. 
 
Participant question:   Is it your hope that should the JPA go forward this would be applicable 
not only to consolidating larger services like inpatient services but also relate to integration of 
other kinds of service regionally? 
 
Vera Kennedy:  Yes.  When we met initially the group was singularly focused on inpatient, but 
as they sat at the table they realized that there were bigger issues that were associated with those 
services, some quality assurance issues as well as wraparound and integration, things of that 
nature, so they basically went after an aim to address multiple issues rather than the single issue. 
 
Mark Fratzke, RN, MHA Administrator of Kaweah Delta Hospital’s Feasibility Study for 
Providing Child/Adolescent Inpatient Psychiatric Services 
 
I’d first like to talk a little bit about our scope of mental health services that we have right now.  I 
don’t know if all of you are aware that Kaweah Delta for the past four to five years has had 
inpatient adult psychiatric beds.  About three or four years ago we purchased a 63-bed inpatient 
psychiatric hospital that was built in the mid 80s by a for-profit mental health chain, so it’s a real 
state-of-the-art and ready-to-go facility.  It meets all of the current earthquake standards and 
building codes for almost any type of inpatient psychiatric care.  We’ve been providing adult 
services in that facility now for approximately four years.  We’ve got young adults and older 
adults.  We accept many psychiatric patients with medical complications, and we also do 
inpatient detoxification.  Dr. Richard Guzzetta from Fresno is working with us down there and 
Dr. Withrow as well.  We have gotten feedback from our pediatricians, the community at large, 
and private providers in the community as well that we need to do something about inpatient 
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child and adolescent psychiatric care.  That spurred us on with board approval to bring in our 
first child/adolescent psychiatrist, who is Dr. Edgar Castillo.  He is working with us now in 
Visalia, and believe it or not, he’s booked until almost the end of January.  That tells you 
something about the need. 
  

A taskforce was created to study the feasibility of having inpatient psychiatric beds for 
children and adolescents.  Some direction is expected to come by 

January or February of 2005.   
 
We began receiving information probably about a year ago that kids in our community are going 
all over the state to receive inpatient child/adolescent services.  In our Central Valley we really 
have a shortage of beds for inpatient psychiatric kids’ services, so our board, who has a very 
keen interest in psychiatric services and is very supportive of what we’ve been doing and will 
continue to do into the future, said, “Let’s get a community forum of stakeholders together.”  So 
we did so.  That was probably late last summer or early fall.  In that group, which was from the 
entire Central Valley including the six counties that Vera Kennedy discussed briefly, there was a 
real keen interest and need for inpatient beds, but there was also a need, as Vera expressed, for 
other kinds of kids’ services including outpatient services.  So having an inpatient facility, the 
group felt it best that we start focusing on the possibility of providing inpatient child/adolescent 
psychiatric beds.  With that feedback and from that forum we developed a taskforce that then 
met once and again gave us direction on how we may want to proceed with studying the 
feasibility of inpatient psychiatric beds.  We had one or two board members on these forums and 
taskforces, and from that our board of directors supported us proceeding with the feasibility 
study.  We’ve engaged Mr. Gallagher and Associates to assist us with the feasibility study, which 
is coming along very nicely, and we should have some kind of direction toward mid January or 
the end of February. 
 
 

The feasibility study is looking at how much community support there is to create and 
maintain a high-quality program, how great the need is, financial considerations, and 

building requirements 
 
In this feasibility study we’re studying four broad categories.  Number one, we want to make 
sure that we’re doing interviews with many of the counties and many private providers to make 
sure we’ve got support to move ahead with this.  Our board of directors and our CEO have been 
very clear that if we proceed we want to have a very high-quality program for the kids in our 
region and we want it to sustain itself financially over time.  We don’t want a healthcare system 
that is fly by night and will be gone in three years.  We want support now and over time if we’re 
going to proceed with this.  The feasibility study will also study volume.  Do we have enough 
need and potential need in this region to financially support a program like this?  From the 
volume, then, we’ll calculate a financial proforma and we’ll also be looking at our building to 
see if there are any building changes that need to occur related to an inpatient unit.  We don’t 
suspect there are going to be a lot of facility changes required.  It’s basically a brand new 
building.  It’s really undecided yet what direction we’re going to take until the study comes back, 
but I’m fairly optimistic about what we’re doing now and we’ll just see where we go into the 
very near future. 



 9 

Participant question:   I know that your hospital board is very much in support of this new 
venture on your part.  Coming from the Fresno Metro Ministry perspective, we’ve been trying to 
develop this joint-county approach using county boards of supervisors to support mental health 
programs and inpatient for children and adolescents, and we’ve sensed a certain reluctance on 
the part of the Tulare County board to be an active part in that.  I’m wondering if that is an 
important factor in your feasibility study or whether you view that as unimportant or something 
that you’ll be able to overcome. 
 
Mark Fratzke:  We believe that it is very important to have not only the Tulare County Board 
of Supervisors’ approval, but also approval at the administrative level.  We feel we have fairly 
good approval at the Board of Supervisors level.  It’s mainly the administrative level where we 
don’t have much support.  We’re in the process of open dialogue with our county to try to 
understand what their reservations are.  We know that Tulare County really wants to focus on 
outpatient care because they believe that utilization within Tulare County is quite low.  That’s 
one area that is a concern.  Also, when you start a child/adolescent unit up in your county the 
host county in which the program exists is encumbered with some out-of-county costs to do legal 
hearings and everything else within the facility, and when money is tight counties get concerned 
about added expense, so that’s another issue with them.  We’re in open dialogue with them and 
we’re working through the issues and so we’ll just see where that goes, but it’s very important to 
us that we try to gain as much support from them as we can. 
 
Participant question:  You said your feasibility study is addressing the adolescent.  I was 
wondering what your definition of adolescent is.  Also, how would an adolescent who is 
becoming an adult be merged into the adult services? 
 
Mark Fratzke:  We define adolescence as ages 13 to 17, and we know there is a much higher 
need in our region for adolescent services than for children below that age.  Once they turn 18 
they could transition to adult services for continuum of inpatient care.  We’re also considering 
within our own facility that there is this age from about 18 to 21 or 22 when even though they’re 
adults they’re young adults and they really do have different life issues and needs than adults that 
are 22 and above, so we’re also looking at that age group to see how we can do some distinctly 
different programming for them than we do our older adults. 
 
Participant question:   I’ve been wondering why Tulare was having a problem because you’re 
in Tulare County.  Wouldn’t the joint powers agreement split those responsibilities among all the 
counties? 
 
Mark Fratzke:  Kaweah Delta has been actively engaging with the joint powers agreement.  We 
see the joint powers agreement as a vehicle to help us with some of these costs and some of these 
planning issues.  I think we’ll see the joint powers agreement step to the plate and assist us with 
some of that.  There are also other means and ways to pay for things outside of even the joint 
powers agreement that we’ve been discussing as well, but I’m really happy the joint powers 
agreement is starting to gain some momentum here. 
 
Participant question:   I’m a member of our Fresno Unified Mental Health Board.  For a long 
time we’ve been talking about the need for prevention and early interventions that would prevent 
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hospitalization.  The fact is, I think most of the hospitalizations may occur with children who are 
in the public care, the care of the county, foster care, or whatever, or they are somehow or other 
sent to hospitals throughout the state through our public means.  With the emphasis that 
Proposition 63 has on prevention and developing an effective system of care it’s going to reduce 
hospitalizations.  In your feasibility study can you build in the flexibility?  We’re obviously not 
going to be there for a number of years.  I think we’re way behind in terms of being able to do 
that, but for your own planning and the feasibility piece is there flexibility that you can adapt as 
the climate changes and the systems of care are developed? 
 
Mark Fratzke:  Something we are studying in our feasibility study is what will the impact of 
Proposition 63 be and what will the impact of preventive programs be over time.  Certainly, we 
don’t want to go out and start a 50-bed inpatient unit.  If we start this we’re going to start at a 
scope that we feel is manageable with maybe 15 or 16 beds and just see what that does.  Even in 
environments throughout the nation where there is a lot of prevention and a lot of low utilization 
of inpatient beds, inpatient beds are still needed.  It’s just at what number do we need them, and 
that’s what we’re studying with the factors you described being part of that study.  We don’t 
want to over-build or overdo it given the situation the way it is now and where we’re going into 
the future. 
 
Participant question:  When the Child/Adolescent Psychiatric Taskforce toured the inpatient 
facility we were very, very impressed with Kaweah Delta.  Kaweah Delta is the only hospital 
that I’ve seen that really engages from the CEO level, the board level, in direct dialogue with the 
community, and regardless of what the outcome is I really think that Fresno has a lot to learn 
from you.  We have four hospitals that engaged at lower levels of leadership in terms of 
identifying the fact that couldn’t afford to do this, and we understand that, but I really want to 
commend Kaweah Delta for Lindsay Mann’s leadership, the CEO coming out in the community.  
It’s really heartwarming.  I still believe that’s the role of hospitals and I just want to commend 
you. 
 
Rev. Walt Parry:  We know that for inpatient services to work there has to be a good linkage 
with outpatient services and many different services are needed.  As you develop the concept of 
an inpatient facility how can an inpatient facility and services be part of a total picture of services 
in communities? 
 
Mark Fratzke:  Providers in the outpatient setting, hospital emergency rooms, etc., have to have 
a very clear understanding of how to get people into an inpatient setting.  We will build linkages 
with emergency rooms, private providers, and maybe even send our own crisis team to certain 
geographical areas to help with access into the program.  As far as discharging from an inpatient 
program, I think regional counties including Tulare County will quickly start to understand what 
kinds of outpatient programs they need to have in place to help support kids when they leave an 
inpatient setting.  I think just having an inpatient unit in the area will spur some creativity in 
access into the program and outpatient development. 
 
Rev. Walt Parry:  It appears that none of the hospitals in Fresno were able to make children and 
adolescent services pay or it didn’t bring in additional revenue and may or may not have lost 
money.  How do you think this can be financially feasible?  It was already mentioned that one 
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thing Proposition 63 will do is to provide more money for prevention, so that might reduce the 
need for inpatient services.  Is any of that Proposition 63 money available to you and is that 
money likely to be available to Fresno County now that they might want to say, “We want to do 
our own”? 
 
Mark Fratzke:  First of all, we don’t know if it’s going to be financially feasible.  We’re close 
to knowing that, but we don’t know yet.  Certainly if we find it not to be financially feasible and 
we can’t support it internally within Kaweah Delta then maybe we will look externally for other 
sources of funding, but that has to occur over time and be sustainable.  I believe that some of the 
inpatient units for kids that have been started in the past may not always have closed purely 
because of financial reasons.  That may have been part of it, but there may have also been other 
variables that led to the demise of some of those units.  As far as Proposition 63 funds, we are 
going to be at the table with planning in our county.  I’d like to be involved somewhat in this 
county too because when I see that Proposition 63 will fund facilities and capital it is possible  
that any county in our valley could ask for funds to build a little hospital for kids or a wing onto 
a hospital.  I’m hopeful that with the JPA coming together that will openly be discussed.  It is 
possible that Proposition 63 funds could be used for facilities.  It doesn’t sound like they will be, 
though, for a while.  It may be down the line, but it is part of our thinking. 
 
Dr. Karen Kraus, UCSF, Pediatric Psychiatry Fellowship 
 
I really appreciate the opportunity to be able to come and address this group again.  I’ve been 
asked to update a presentation that I gave over a year ago now on child and adolescent 
psychiatry.  I thought I’d begin today by reviewing the current status of the child and adolescent 
psychiatry workforce in our region, but I’ll spend the bulk of my time talking about the UCSF 
Fresno Psychiatry Residency Program and in particular our activities in expanding child and 
adolescent psychiatry training and developing basically a subspecialty certification training 
program in child psychiatry, which is called the Fellowship Program. 
 

The number of child psychiatrists in Fresno County is far below the recommended ratio.  
Unfortunately, other counties in the Central Valley have even lower ratios.  

 
For a psychiatrist to be board eligible is to have completed subspecialty training in Child and 
Adolescent Psychiatry.  To be board certified requires passing a series of written and oral exams 
to demonstrate a level of competence.  We talk about board eligible and board certified 
psychiatrists as people who have subspecialty training.  When you’re talking about the workforce 
in this area there are two terms that come to mind.  One is transience and the other is net loss.  
Last time I was here talking to this group the community of Fresno had just lost two 
psychiatrists, one to retirement and one who left the region.  Subsequently, there was sort of an 
influx of a number of child psychiatrists related to very aggressive recruitment by the Fresno 
County Department of Child and Family Services.  However, within the past six months there 
has been a loss of five child psychiatrists from Fresno County either to retirement or to leaving 
the area.  One of those is Dr. Castillo, who has now moved Tulare County up to two child 
psychiatrists.  When we talk about workforce issues the standard convention is to talk about the 
number of physicians providing services per 100,000 youth.  There are some conventions that 
national studies use based on ascertaining individuals through their licenses.  Researchers access 
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medical boards, obtain information about these people licensed to practice in certain ways, and 
use those as calculations.  The problem is that doesn’t take into account what physicians actually 
do.  There are no good assumptions about how physicians, particularly child psychiatrists, spend 
their time.  There is a broad recognition that child psychiatrists in general do child psychiatry 
only a portion of the time.  Most child psychiatrists see children but also see adults or do 
teaching or other administrative activities.  It doesn’t take into account physicians who work part 
time.  The recommended workforce ratio is 14.8 child psychiatrists per 100,000 youth.  Fresno 
County has been taking the lead in that regard in the Central Valley but is substantially under the 
number recommended.  When you actually look at the particular practices of physicians in this 
area the actual number is about 11.  In Fresno County this number, 11 psychiatrists, actually 
translates into about 7.5 full time psychiatrists.  So even these numbers, which are strikingly 
poor, are actually worse in reality. 
 

There are many gaps beginning to develop that will further hinder access to mental health 
care for adolescents and children  

 
There are several things that indicate trends of great concern.  Right now there are more than 
200,000 youth 0 to 18 in Fresno County.  In six years that’s projected to increase almost by 
50,000 children with no particular prospect that we’re going to be able to meet those needs.  I’m 
concerned that a series of very concerning gaps is emerging.  The most obvious is the gap 
between the numbers of children who need care and the availability of services, but there are 
other kinds of gaps as well.  There is a gap between the quality and appropriateness of care 
available within our region and research-supported best practices.  I think this is particularly 
significant because there has been a flurry of very important studies in child and adolescent 
psychiatry that support a central role for the use of medications in the management of the most 
common psychiatric diagnoses of children, but particularly adolescents.  The other interesting 
issue about that is the gap that’s emerging between what we know about what works and what 
people are actually willing to do.  I’m sure people have heard about recent concerns about safety, 
particularly of selective serotonin reuptake inhibitors, which are antidepressants, and their safety 
in youth populations.  One of the unfortunate events that came from that was that non-psychiatric 
physicians in communities, family practitioners, pediatricians, and internal medicine physicians, 
who in reality provide the huge bulk of psychiatric services in general and particularly to this 
region, have become increasingly unwilling to prescribe.  There has been an amazing effort on 
the part of the medical community to compensate for the lack of access, and what concerns me at 
this point is the fact that there are many physicians who are now saying, “I’m not doing this.  
This is beyond the scope of my practice.”  These trends don’t bode well for us. 
 

UCSF Fresno’s goal is to improve the health of residents of this region.  That goal will be 
reached through a variety of specific tasks. 

 
I’m going to talk a little bit about the UCSF Fresno Medical Education Program to give you a 
better sense of who we are and where we are.  People tend to think of UC programs as being 
ivory tower academic centers, people who are sitting around thinking the smart thoughts but not 
doing the hard work.  That is not what UCSF Fresno is about.  Again, the over-arching goal is to 
improve the health of the residents of this region in the broadest sense, and that comes through a 
variety of specific tasks in their mission.  One is to provide academic stimulus to the healthcare 
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community.  It’s to provide an intellectual nidus to maintain an overall quality of care within the 
region.  It’s to provide medical care both at the level of acute tertiary care as well as primary 
care.  It’s to train physicians, both medical students and residents, and it’s to provide in a way 
that’s very unique to UCSF Fresno a very intimate connection between the training of residents, 
the provision of clinical services, and the integration into community systems.  A lot of this, as 
these wonderful family practice people are amply demonstrating today, involves a lot of 
activities that are community based as opposed to medical-center based kinds of activities, and it 
has to do with attempting to address the unique characteristics of our region and its cultural and 
linguistic diversity, its geographic dispersion, it’s relative paucity of resources, and it has to do 
with understanding that.  Similarly, this mission relates the overall goal of growing valley 
doctors.  Regional medical education was established as the most viable model for populating 
underserved areas with physicians.  The idea is that if you take people who may already have a 
connection to an area and you train them in a very intimate way in an area, the chances of them 
returning are much more likely.  In psychiatry we’ve actually been really successful in doing 
that.  Accomplishing this mission has to do with not just clinical training that’s relevant to the 
area but fostering institutional relationships that further these goals, maintaining this regional 
perspective, and being out front, not just in back, so to speak.  There is a metaphor in medicine 
that talks about a portion of medicine being akin to pulling drowning people out of a river and 
resuscitating them, but then there is also a role for preventing them from falling in, and UCSF 
Fresno clearly sees that as part of their purview. 
 

Some changes have taken place at UCSF including a shift from hospital-based services to 
outpatient and community-based services.  The university also has a clinic now that provides 

direct patient care for children, adolescents, and young adults.  
 
There are some important things that have change in the residency program in the past couple of 
years.  One is that there has been a substantial shift from hospital-based services to outpatient 
and community-based services.  There has been an increased level of research activities, and 
what might be of interest to folks in the community is that our residency program’s general focus 
in terms of research is the relationship between culture and spirituality and psychiatric illness.  
One of the really important things that’s happened is that our department has actually gotten into 
the business of direct provision of care through the University Psychiatry Clinic, which is a 
continuity clinic with a sliding scale fee based at University Medical Center that provides 
comprehensive services to children and families as young as 4 to people who are old enough to 
get there.  Again, the training venues for our program are based at other institutions.  There is no 
medical center, per se.  The other thing that has happened is that the kind of medical trainees and 
the number of medical trainees that we work with has really expanded dramatically.  I mentioned 
the number of medical students working with us, but that has also expanded to include pediatric 
and internal medicine residents.  I know family practitioners are periodically there.  Relating to 
the mission and goals of UCSF Fresno, there was a recognition that we had some responsibility 
to address the workforce issues in child and adolescent psychiatry.  That’s been coming for a 
long time, and it evolved out of a confluence of events and has extended through many different 
people to bring us to the point we are now. 
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The Psychiatry Residency Program has a goal to train physicians uniquely qualified to work 
with the diverse population that we have right here in our valley 

 
I want to talk a little bit about what existing programs there are in child/adolescent psychiatry 
based in the Psychiatry Residency Program.  Our central function is the core rotation in child and 
adolescent psychiatry.  For the training a person first completes college, then four years of 
medical school, and then they enter some kind of specialized clinical training.  In our case it’s 
psychiatry.  A general psychiatric resident spends a year as an intern doing general medicine and 
then spends another three years working in a variety of clinical settings ranging from outpatient 
psychotherapy to inpatient crisis intervention, but as part of that in their senior year they spend 
the equivalent of a day a week seeing children and adolescents.  That program, which is a 
requirement of all training programs, has really expanded within our residency in terms of our 
expectations in line with the idea that we need to train physicians uniquely qualified to work 
here.  We’ve established an expectation that the psychiatrists who graduate from our program 
have to be competent and confident in managing the high frequency, low to mid-acuity 
diagnoses of children and adolescents, and we’ve been really successful in that.  About 50% of 
our graduates over recent years have either gone into child psychiatry or moved into general 
practice where up to 50% of their practice is children and adolescents.  In any one class about 
half the residents elect to continue their child training through the latter part of their senior year, 
which is just an amplification of their expertise. 
 

UCSF Fresno Psychiatry Residency Program is an inpatient unit 
away from having a fellowship program 

 
So what’s the vision?  What is the goal of child psychiatry training?  In alliance with these larger 
missions and goals we envision training child psychiatrists who are critical thinkers, who are 
flexible and adaptive problem solvers, and who are skilled clinicians that are fluent in best 
practices.  They are fluent in the cultures and the values and the lives of the diverse people in our 
region and our community.  They are fluent in working with many different disciplines and many 
different treatment settings.  We think about a training program that works to reduce disparities 
and increase access to care.  We think about a training program that serves to provide a level of 
education and support to assist many other medical providers in providing child psychiatry.  
We’ve gotten very far along the way.  Technically, we’re an inpatient unit away from having a 
fellowship program in this community.  A fellowship program is a two-year program, so 
residents will enter it either at the end of their third year of general psychiatry training or after 
their fourth year.  You have to have an intact and healthy adult general program to have the 
fellowship.  There are multiple requirements.  During the first year much time is spent with very 
sick children.  The term that people use is acute intensive services, which generally refers to 
either inpatient care or emergency care, but it speaks to acute illness, severe illness treated in the 
context of a multidisciplinary team or milieu.  We’ve done a lot of investigations talking to our 
accrediting agencies and found that basically we must have some sort of inpatient training.  
Many programs have substituted high-level residential care, but we don’t have a high-level 
residential unit either, and so this remains a substantial hurdle.  Throughout the training there is 
continuity of experience in child and adolescent outpatient psychiatry with the idea being that it’s 
good to see a number of children but it’s also good to follow some children for longer periods of 
time.  You get an idea of the breadth of exposure and training that child psychiatrists are exposed 
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to, including developmental disorders, child development, infant mental health, pediatric 
neurology, genetics, and neuropsychology.  There are many folks who have committed to 
participating in the training.  As child fellows advance in their level of training they move into 
increasingly complicated treatment settings with increasingly complicated kids.  These are 
referred to as the consultative or liaison experiences, and these involve substantial practice in 
what are essentially system-of-care settings.  One very exciting aspect of this in terms of juvenile 
justice is that we’re talking about having UCSF contract with them to hire a faculty person to 
operate within the broad juvenile justice system within our county, and we’re talking about using 
this person and resident manpower to open a mental health court and to establish an outpatient 
treatment program for children diverted from incarceration through mental health court.  This is 
one of the ways that we have applied the resources of the training program to address the needs 
of the severely underserved population, kids with extraordinary needs who really struggle with a 
lack of services. 
 
Participant comment:  I just want to alert folks to an exploratory program that Kingsview is 
providing.  We provide services in a lot of the very small Northern California counties.  There 
are many counties that have no child psychiatrists at all, and we may have contributed to Fresno 
County’s decrease in child psychiatrists because we’re exploring and have established an 
innovative program that we call telepsychiatry.  In these counties that have no psychiatrists at all 
we offer telepsychiatry for them both for children, youth, and adults where it’s all conducted 
over television monitors.  We currently have seven psychiatrists here in Fresno including three 
certified child psychiatrists that are available to those remote areas and to other places where 
they figure that this kind of an approach is worth testing and worth looking at.  It’s a new 
approach that we’re trying to use, and it has been a valuable resource for some of these counties. 
 
Karen Kraus:  The telepsychiatry model at Kingsview is phenomenal because it is a realistic 
and responsive approach to the needs of these communities.  Telepsychiatry is at play in this 
region, but it doesn’t work because it assumes linkages that aren’t present.  Because of its 
network of individuals spread out, Kingsview is able to have people at the other end such that the 
physicians who are providing telepsychiatry are actually prescribing and managing kids on a 
regular basis.  You should invite people to come and see it because it really is phenomenal. 
 
Participant question:  With this group that’s here I think the overall concern is the health status 
of our community and what has happened in the years since there has been no inpatient care.  
You made a remarkable comment in that physicians are now unwilling to prescribe various 
psychotropic drugs that have been interventions to hospitalization because they’re afraid of 
lawsuits or there is not going to be anyone to manage them, so I think the message for this group 
that is the most startling, in addition to all the wonderful things that you’ve shared with us, is that 
there is an ongoing deterioration of physician-based clinical diagnosis, treatment, and 
prescription.  Out in the counties where there are no psychiatrists and no physician-level 
supervision over mental health programs at all levels, it appears that if this is in fact a trend of 
further degradation of the system, that is a multiplier on top of the fact.  It’s not just a matter that 
a kid’s facility closed, it’s all these other things we’re imploding on ourselves, and I think that is 
a very dramatic statement coming from you. 


