
Mental Health In Iowa: Part 2 
 

Last week in Part 1 we looked at the history and background of mental 
health services in the state of Iowa. This week Part 2 will feature where we 
are at today and what is being done for mental health services in our state. 
 
Since we became a state, the issues of what services are to be provided, who 
is eligible to receive them, and the responsibility for payment were county 
issues.  The state had 100 systems - 99 county systems and a separate 
system for those who did not have legal settlement in any county.  This 
approach lasted until the mid-1990’s, when the Legislature froze mental 
health property tax rates, provided annual mental health funding, and set 
basic requirements for services.  Still, there were wide variations in what 
services were available in each county. 
 
In 2011 and 2012, the Legislature undertook a massive effort to redesign 
the delivery of services.  Central to this effort was the belief that no matter 
what part of Iowa you lived in, there should be a core set of services that 
would be offered everywhere in the state.  In order to make this possible, 
the system was designed to have counties band together and form mental 
health regions.  
 
When the Legislature passed the mental health redesign bill in 2012, the 
new system brought multiple counties together to manage care and provide 
additional services in all parts of Iowa.  Instead of each county developing 
its own set of services which it would provide, multiple counties came 
together to pool their resources and provide expanded services.  There are 
15 mental health regions operating now in the state. 
 
Black Hawk County belongs to the region called “County Social Services”, 
which consists of a number of north central and northeastern counties. 
Bremer County belongs to the region called “East Central Region”, which 
consists of east central counties to include the cities of Cedar Rapids, Iowa 
City, and Dubuque. 
 
One of the big issues Iowa’s mental health system faced was the lack of a 
step-down or sub-acute level of care below the MHI.  In the redesign bill, 
the Legislature started the process of setting up a sub-acute level of care.  
This would be a level below psychiatric hospitalization, and would allow for 



Iowans to spend less time on the hospital and receive the appropriate level 
of care closer to their home.  Getting sub-acute care up and going has been 
slow, but it will play a big role in improving our mental health system. 
 
DHS has developed Integrated Health Homes (IHH), which is a team of 
professionals working together to provide whole-person, patient-centered, 
coordinated care for adults with a serious mental illness and children with a 
serious emotional disturbance to provide care coordination for Medicaid-
eligible individuals. The IHH are available statewide and help link 
individuals with needed services and supports in their homes and 
communities.  
 
DHS is also working with the mental health regions to develop an array of 
crisis and community-based services that will help individuals avoid 
unnecessary inpatient hospitalizations as well as support them upon return 
to their homes and communities when hospitalization is necessary. Several 
regions have already implemented mobile crisis, crisis stabilization, and 
other supportive services that reduce the need for inpatient hospitalization 
In addition 2 regions are developing new Assertive Community Treatment 
programs that will serve individuals with serious mental illness.  
 
Another challenge we face is the changing mental health workforce.  When 
the state built our four MHI’s in the late 1800’s and early 1900’s, it was 
much easier to get the few people trained in psychiatry to go to these towns 
and practice medicine in these facilities.  That is not the case today.  DHS 
has had increasing troubles getting psychiatrists to even consider working 
at one of the MHI’s.  Before Mount Pleasant closed, DHS was trying to find 
a psychiatrist that would serve as the MHI’s medical director on a 
permanent basis.  They were employing a Missouri psychiatrist on a part-
time basis, limiting their ability to provide services. 
 
Expanding the mental health workforce is an issue that we have been 
focused on during the past few years.  The state has increased its funding 
for psychiatrist residencies at the University of Iowa Hospitals and Clinics.  
This step will hopefully bring more practicing psychiatrists to the state.  We 
are seeing an uptick in the number of residents who choose to stay and 
practice in Iowa.  But, most of these new doctors are deciding to practice in 
two areas - the Des Moines metro or the Iowa City-Cedar Rapids corridor. 
 



Recognizing that it may be very difficult to get psychiatrists to consider 
coming to rural Iowa, we provided additional funds to the UIHC this year to 
encourage family practice residents to serve one year of their hospital 
residency in mental health.  This would provide these doctors with hands-
on experience in the mental health field and allow them to provide some 
level of mental health care in the communities they choose to practice in.  I 
hope that we can build on this in future years. 
 
Mental health services are not just provided by psychiatrists.  The state has 
made significant commitments to workforce programs to provide nurse 
practitioners and physician assistants with opportunities to obtain mental 
health training by serving at the Cherokee MHI and UIHC.  We have also 
provided funding to train psychologists and encourage them to practice 
here in the state.  And this year the Legislature passed into law the ability 
for psychologists to have certain prescribing privileges. 
 
There has been a lot of work going on with regard to children’s mental 
health.  Since 2011, there has been a concerted effort by the Legislature to 
develop a plan for a coordinated system of children’s mental health 
services. Being successful will require a greater level of coordination than in 
the past.  Currently, responsibility for child mental health services falls 
under three different state agencies - DHS, Dept. of Public Health, and the 
Dept. of Ed.  We’ve made progress, but there is still a lot of work to do.  It 
will require a willingness to work together and be willing to adapt and 
adjust to a new method of delivery.  
 
Finally, another challenge we face is the funding of our mental health 
services. This is quite complicated so I will try to keep it simple. (I can 
provide more detailed material to anyone interested or in need of sleep 
aids.) Historically, the mental health system has been funded with property 
taxes and state as well as federal monies. In the early 90’s mental health 
and disability costs began to skyrocket and so in 1995 the state passed 
legislation to create a statewide dollar cap on the amount of funding paid by 
property taxes with the state funding the new growth in the system. That 
has worked as intended: controlling the amount of mental health costs 
covered by property taxes. In 2012 the legislature capped the amount each 
county could levy on a per capita basis. This has resulted in some counties 
having to levy more per capita as well as per $1000 valuation than other 
counties, thus creating inequities in the system. This is an area I have been 
working on and hope to get addressed next session.  



 
Feel free to contact me with ideas, thoughts, and concerns. My phone is 
319-987-3021 or you can email me at sandy.salmon@legis.iowa.gov . I want 
to hear what you are thinking and will listen to your input. Together we will 
work to make a difference for the future of Iowa. Thank you very much for 
the honor of representing you!  
 
Sincerely,  
 

Sandy 
 


