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A DIALOGUE: TALKING HRSA WITH ADMINISTRATOR DR. MARY WAKEFIELD

On November 15, Ron Manderscheid interviewed Dr. Mary Wakefield, Administrator of the Health Resources and Services Administration (HRSA). The Agency is one of the operating divisions of the US Department of Health and Human Services, and a sister agency to SAMHSA. HRSA operates several key programs directed toward the health needs of the very poor and those who are medically underserved among Federally Qualified Health Centers, the National Health Service Corps, and the Maternal and Child Health block grant, among others.  From the first handshake and introductions, one is immediately struck by Dr. Wakefield’s high levels of energy, enthusiasm, and Midwestern determination. One also experiences her intense concern for the poor and the medically disenfranchised, and her full commitment to national health reform through the Affordable Care Act.

RM: 	Dr. Wakefield, we greatly appreciate your willingness to spend this time with me today. In the short time we have, I hope that you can describe HRSA’s role in moving national health reform forward as well as the agency’s plans to work with counties and behavioral health care in the future.
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)Dr. W: 	I will be glad to. HRSA is fully engaged in the Affordable Care Act. We are responsible for implementing 50 provisions in the Act; we act as co-lead for 16 more. This work will have both a program focus and a population focus—primarily on meeting the health needs of the underserved.
RM: 	What are some of your key programs?
Dr. W: I hesitate to select a just a few key areas, but will do so for you. We are making an $11 billion investment in Federally Qualified Health Centers (FQHCs) to renovate, add services and establish new centers. The FQHCs are very important sites for the delivery of behavioral health care, particularly since care-seeking for depression and other behavioral problems has increased as a result of the recession. We’re also expanding the National Health Service Corps by about $1.5 billion. This long-standing program will continue to help us train and deploy providers—including key behavioral health providers like psychiatrists and psychologists—to underserved and rural areas. And to meet yet another need, working through our Maternal and Child Health Program, HRSA is collaborating with the Administration on Children and Families to develop a home visitation program to provide social and health care services through our Maternal and Child Health Program. I am also able to report that we are doing important additional work to identify health professional shortage areas. A task force, established under the Affordable Care Act, is giving HRSA advice on both areas and populations that are experiencing health disparities. All of this work is very important.
RM: 	How about future work with counties and behavioral health care?
Dr. W: 	The first and foremost thing I would say is that dialogue is very welcome. We welcome input and critique of what we are doing at HRSA. A major part of national health reform is creating new partnerships so that we can achieve the goals of the Affordable Care Act, such as the creation of effective medical homes. This can only be accomplished through frequent and frank dialogue.
RM: 	Do you have some examples to share?
Dr. W:	Yes, I do. I hope that counties will partner with local HRSA grantees. This will require us to provide briefings to your members so they know who these grantees are, where they are located, and what they are trying to accomplish. I hope that we can start this over the next 3 to 6 months. Perhaps, we can do two webinars for you during this period. 
RM: 	I also hope that we will be able to come to brief you and other HRSA staff on the exciting things that county behavioral health and developmental disability program are doing.
Dr. W: 	I would really welcome such a briefing. We already are reaching out to the behavioral health care field. For example, we are partnering with SAMHSA on workforce and primary care to help primary care providers acquire appropriate skills and tools to work with behavioral health care providers and people with mental illnesses. Some of the key tools, such as SBIRT, have proven to be very useful. And we plan to do much more.
RM: 	Our scheduled time is already over. I want to thank you ever so much for spending this time with me. We look forward to working closely with you and HRSA in the future.
DrW: 	Wonderful.



HOLIDAY BITS FROM DC

Dear Colleagues:
	
As 2010 wanes into history and 2011 looms ever closer, we must pause to reflect and renew our essential commitments.

We affirm the need for social justice for all. We value all people equally, and we seek to support all persons with disabilities so they can move from despair to hope, from loneliness to full engagement, from dependence to independence.  We promote this equity by removing disparities in health and wellbeing where ever they exist.

	We express our love to our families, our friends, and our communities. With their continuing support and commitment, we can pursue social justice for all. Our concept of social justice is deeply rooted in our closest relationships with them.

	We anticipate 2011 with great enthusiasm. New challenges and new opportunities will unfold for each of us. We will approach each of them energetically and wisely. 

	Very best wishes to you, your family, and your friends for the holidays and the New Year!  

Ron Manderscheid
Executive Director



LATE REPORT:  LEGISLATIVE AND LEGAL NEWS 

Health Reform Legal Challenges: On December 13, the Federal District Court for the Eastern District of Virginia struck down a key provision of the ACA that requires people to get health coverage. While the President G. W. Bush-appointed judge held the insurance mandate to be unconstitutional, his legal judgment doesn’t prohibit or slow the law’s implementation. The U.S. Department of Justice has announced it will appeal the ruling.
Not all rulings on the ACA have been adverse. A US District Court in New Jersey dismissed a similar lawsuit challenging the insurance mandate and that further challenged the law on the grounds that the law will prevent physicians from accepting direct payment from patients. Some challenges have been dismissed. Others are pending, including a key Florida test that will be heard shortly by a Reagan-appointed judge.
 	The Supreme Court is the likely final destination for these challenges. Meanwhile, many of the law’s consumer protections will take effect on January 1, 2011.

Continuing Resolution to Carry through FY 2011: As this newsletter goes to press, with a deadline looming, the US Senate has yet to approve a continuing resolution to fund the federal government and its programs for more than a few more days.  The House has approved a CR through the balance of FY 2011. Whether the Senate follows suit or enacts a shorter CR remains to be seen. Under any circumstance, funding likely will be at no higher a level than was available in FY 2010.
	


PRE-EXISTING CONDITION BRIDGE INSURANCE

	Last month, NACBHDD members participated in an ACMHA webinar on insurance market reforms resulting from the Affordable Care Act of 2010 (ACA). The speaker, Richard Popper, is Director of Insurance Programs, Office of Consumer Information and Insurance Oversight, U.S. Department of Health and Human Services.
	The Pre-existing Condition Insurance Program (PCIP) was created under the ACA as “bridge insurance” for adults with pre-existing conditions who have difficulty obtaining other health insurance. It acts as this bridge until January 1, 2014, the date on which no Americans can be denied private health insurance due to a pre-existing condition. States were given the option of either operating their own PCIP or participating in the HHS-operated program. The PCIP does not extend to children since the ACA mandates that, as of September 23, 2010, no person age 19 or lower can be excluded from health insurance due to of a pre-existing condition.  
	More information on PCIP is available online at either http://www.pcip.gov, and http://www.healthcare.gov, or by toll-free phone, at 1-866-717-5826. Mr. Popper’s complete presentation is available on the NACBHDD website at www.nacbhdd.org. 



NEW CENTER FOR MEDICARE/MEDICAID INNOVATION ESTABLISHED; INITIATIVES FUNDED


	The Centers for Medicare and Medicaid Services (CMS) has established a new Center for Medicare and Medicaid Innovation to examine new ways to deliver health care and pay health care providers that can both improve the quality of care patients receive and lower overall costs to Medicare and Medicaid. The Agency also has launched new demonstration projects to support efforts to better coordinate care and improve health outcomes for patients. Congress charged the Center with identifying, testing and disseminating

new ways of delivering care and new ways of paying for care.
	The Innovation Center will work with patient advocates, hospitals, doctors, consumers, employers, states, and other federal agencies to get the best ideas and put them to work. That collaboration will focus on three key areas:
Better Care for People: Improve care for people in hospitals, nursing homes and doctors' offices; develop ways to make care safer, more patient-centered, more efficient, more effective, more timely and more equitable.
Coordinating Care to Improve Patient Health Outcomes: Develop new models that foster collaborations among doctors, nurses and others involved in patient care.
Community Care Models: Explore steps to improve public health and make communities healthier and stronger.
	CMS also established a new Website to enable individuals to join in the endeavor; share knowledge; and work with interdisciplinary teams from all sectors and all backgrounds. The site is seen as a first step toward building a platform for collaboration and information-sharing of new care and payment models. 
	A number of new activities will help strengthen primary care, reduce fragmentation and better coordinate care for patients. The activities focus on testing the “health home” and “medical home” concepts
Eight states (ME, VT, RI, NY, PA, NC, MI, and MN) will participate in multi-payer, primary care demonstration project designed to stimulate medical home models that, when fully will include up to 1,200 medical homes serving some 1 million Medicare beneficiaries.   
The Federally Qualified Health Center (FQHC) Advanced Primary Care Practice Demonstration will test advanced primary care models at up to 500 FQHCs, providing patient-centered, coordinated care to as many as 196,000 Medicare recipients. 
A new Medicaid state plan option under which people with at least two chronic conditions can designate a provider as a “health home” to help coordinate patient treatment.  States implementing this option will receive enhanced federal financial resources to support “health homes” in their Medicaid programs.
	For more, go to http://www.innovations.cms.go

 
AROUND THE STATES: AN UPDATE

A First for California. In September, a new State health reform law made California the first state to ACA-mandated establish health insurance exchanges. Led by a 5-member board, the California Health Benefit Exchange, a new independent agency, will provide a place for people without insurance and small businesses to buy health insurance at lower rates. 
Plus for Pennsylvania: A new insurance plan in Pennsylvania for people with pre-existing disorders is showing early signs of success. Thus far, over 1,650 people have enrolled in the PA Fair Care program. To be eligible, individuals must have at least a 6-month gap in health insurance coverage and be unable to obtain coverage for their medical conditions. According to the State, the program will be able to cover up to 3,500 enrollees. 
North Carolina Under Fire: The U.S. Justice Department has begun an investigation into the North Carolina mental health system. A formal complaint by an advocacy group charged the State violates the ADA by failing to provide proper housing for persons with mental illnesses. The State reports it is working to provide the Justice Department information and materials in response to the complaint. The inquiry comes just after settlement of a similar case in Georgia in which the State was ordered to spend significant funds to improve community-based services for persons with mental illnesses and developmental disabilities.
[bookmark: _GoBack] San Bernadino County’s New Approach to Service Delivery: Thanks to Prop 63 funds, California’s San Bernadino County Department of Behavioral Health is going high tech to improve client outcomes. Using a data warehouse to standardize, consolidate and access existing data, and a statistical package with predictive models, the Department hopes to better direct its funds and resources to advance the most effective, beneficial and cost-efficient programs. According to Keith Harris, Ph.D., who manages the Department's Research and Evaluation division. "We will be able to identify which services work best for which clients and more effectively address the mental health service needs of our residents while at the same time attending to our fiscal responsibilities as a public agency." 


LATEST SAMHSA SURVEY: OVER 45 MILLION ADULTS HAD MENTAL ILLNESS IN PAST YEAR

	Up to 19.9 percent of US adults (45.1 million) had a mental illness in the past year; 11 million of them experienced serious mental illnesses, according to SAMHSA’s latest National Survey on Drug Use and Health (NSDUH). Many people with mental disorders also are dependent on alcohol or an illicit drug. Rates of substance use disorder among those with serious mental illnesses (25.7%) in the past year were four times those of people without a mental disorder. 
	NSDUH also found many Americans with mental illnesses don’t get treatment. Fewer than 4 in 10 adults (37.9%) with mental illness in the past year got mental health services.  While use was higher for adults with serious mental illnesses (60.2 %), 4.4 million adults with serious mental illnesses in the past year did not get care.  
	The survey also provides insight into the scope of mental illnesses. Marked differences were found in the percentages of mental illnesses between women and men: 23.8% of women experience some form of mental illness, compared with 15.6% of men.  Young adults had the highest levels of metal illnesses (30%); those over age 50, the lowest (13.7%).  Moreover, mental illness was found to be more likely among those who are unemployed than among adults who are employed fulltime (27.7 percent versus 17.1%)

For more information, go to: http://oas.samhsa.gov/NSDUH/2k0NSDUH/MH/29MHResults.pdf 




HEALTH REFORM PLANNING FOR IOWA’S COUNTIES

	From November 17-19, NACBHDD Executive Director Ron Manderscheid made 4 separate presentations in Iowa to help county mental health and developmental disability systems prepare to implement the Affordable Care Act (ACA).  Because Iowa counties are responsible for inpatient, outpatient, and medication costs for low-income persons with mental illness who lack insurance, and since counties pay the full non-federal share of most Medicaid services for persons with mental illness or mental retardation, health reform has many implications for county behavioral health efforts.  The ACA implementation timeline is fortuitous, since, under State law, by April 2012, each Iowa county must adopt a new 3-year strategic plan from July 2013 through June 2015.
	On November 17, Manderscheid presented an overview of the ACA to the Board of Directors of Polk County Health Services, Inc. (PCHS), the local mental health authority in Iowa’s largest county. PCHS Board Vice President Paul Gillispie stated, “Implementation of health reform will present us with many opportunities for improving our own local system.  Dr. Manderscheid clearly identified what those opportunities are and what we need to be doing to take advantage of them.”  Board members also engaged Dr. Manderscheid in discussion of the extent to which evidence-based practices might infringe on the clinical judgment of the physician.
	The next day, Manderscheid led a half-day workshop for Polk County stakeholders that included participation by a state legislator, the State Department of Human Services director, representatives of the State Medicaid agency, the director of the state Division of Mental Health and Disability Services, local provider agencies, and several consumers and family members.  Participants broke into small groups to work on a number of issues, such as: ways to identify those people who will be eligible for expanded Medicaid coverage in 2014; means of better integrating mental health and primary care; and steps to enhance collaborations between the mental health and substance abuse service systems.  Participants were particularly excited about the expansion of Medicaid to serve those with incomes lower than 133% of poverty.  “As a person who used to be a part of that system, I appreciate the fact that people on disability won’t necessarily lose their Medicaid if they get a job without benefits,” said PCHS Office Assistant Tom Jones.
	Health Services Executive Director Lynn Ferrell observed that ACA provisions with respect to Medicaid’s section 1915(i) services were very promising.  Iowa was the first state to adopt a 1915(i) plan amendment when it repealed its rehabilitation option.  Since counties pay the entire non-federal share of those services for most individuals, they have identified areas in which current 1915(i) provisions are as flexible and consumer-friendly as they might be, all of which may be changed under the 1915(i)-related ACA provisions.  Ferrell hoped the State would work with counties to improve the current 1915(i) program. 
[image: ]	The same afternoon, at the fall conference of the Iowa State Association of Counties, Manderscheid made a presentation before a joint session of the County Supervisors and community services affiliates; he then joined the community services affiliates to discuss health reform in more detail.  Approximately 140 County Supervisors and 60 community services directors participated in the discussion.  Community services affiliate president and NACBHDD board member Lori Elam, director of the Scott County community services department, said, “Ron is so very knowledgeable on health care reform.  He explained the various facets of the reform, what to watch for at the state level, and the importance of counties to become involved in the state’s implementation activities.”
	Manderscheid concluded his tour of Iowa with a morning-long planning session with around 50 community stakeholders in Linn County, the state’s second largest county. Participants observed:  “It was really obvious he knew what he was talking about.”  “He made us aware of the urgency to engage in planning;” “Because of his background he was able to point us to other national players who could help us further on specific topics.”  
	With his visit, Ron helped us realize how much work lies ahead of Iowa’s counties.  Already, some legislators and key DHS officials are using the ACA as justification to take responsibility for administering mental health services away from the counties.  Counties continue to believe, however, that the most effective administration of community-based services is at the community level, not within the state bureaucracy.  State-county discussions over the next few years will be interesting indeed.
	Whenever someone from Washington shows up for whistle-stop appearances around the state, especially right after an election cycle ends, we Iowans ask ourselves if this is a first step in the next round of Presidential caucuses.  While Dr. Manderscheid downplayed any talk that he was exploring a 2012 candidacy, we will just wait and see!

[image: ]

BRINGING LIGHT TO OUR DARKNESS
Ron Manderscheid, PhD
Executive Director


As our nights lengthen into winter, darkness also has descended upon our country’s dialogue on national health reform.  Positions have hardened, and the gulf has widened among our points of view. In this period of uncertainty, it is useful to revisit the underlying values that originally led us to undertake the long health reform journey, and to explore their implications.  Our values are guideposts to action; they can also serve as points of reference to generate dialogue and consensus-building.   
These values derive from several important sources. Specifically, they can be identified from our Constitution and its Amendments, from statements made by previous Presidents of the U.S. from texts that describe the history of our country, and from our sense of fair play taught to every child in our schools. Hence, these values are pervasive in our culture, and they are very important in how we address our societal problems.
Applied to health reform, these values can be stated as follows:
	✔Health is a human right. This is the primary foundational value that led us to undertake national health reform. It means that everyone ought to have a right to seek and to achieve the highest level of health possible for them. In that sense, it is like the right to pursue happiness. Happiness means different things to different people. So does good health. Our democratic government has an obligation to assure and to defend our basic human rights, including our right to good health.
✔People are valued equally.  This is a foundational value closely related to the first one. American society, itself, is based on this value. From this, we derive the principle of equal protection under the law, which is enshrined in the Constitution and its Amendments. Health disparities among groups due to different degrees of access to good quality care represent departures from this value, in which one group is valued more highly than another. These disparities can be based upon race, gender, income, religion, diagnosis, or any other social or health factor.
	✔Social justice is necessary.  This third foundational value is essential for maintenance of an egalitarian society. It is this value that led us to eliminate state religion and slavery from American society, since they represent gross departures from social justice. It is the value that prompts us to insist on national health reform.  
[image: ]	Together, these values lead to the imperative that equitable access to good health care should be available to all Americans.  In other words, if good health is a human right, and all people are valued equally, then social justice demands that, as a Nation, we pursue health reform.   
	Now, let’s take this framework and apply it to some of the arguments one is likely to encounter out in the street. Several come immediately to mind.
	✔Insurance should not be mandated.  This issue can be argued in the abstract, i.e. federal vs. states’ rights. At that level, the federal government clearly has the right over States to mandate participation in the military; similarly, under the equal protection clause of our Constitution, it has an obligation to assure equal access to good health.
	But more important for our purpose, this question should also be considered at the human level. For those Americans to whom the mandate applies, I believe virtually all would agree with the three values delineated above: Who amongst them would not want to enjoy the right to good health? Rather, the real question for them is: How can I afford to pay for needed health insurance?  There is an answer:  National health reform includes a broad range of subsidies, including total subsidies through Medicaid for those Americans at 133% of poverty or below. It also includes partial subsidies through state health insurance exchanges for those up to 400% of the federal poverty level.
	Also hidden under this issue is another view, much less frequently stated. This logic is as follows: I am young (and healthy) and don’t need insurance this year, and I resent paying for health insurance that will benefit others. Another variant of this argument is: I (and my family) have good health insurance; I don’t want to pay more taxes (or higher insurance premiums) to subsidize the newly insured. Clearly, both of these positions run counter to the American values enunciated above.  They also ignore the economic logic of good care: With adequate health insurance and good care, those who are currently uninsured will cost less, not more, over time. Hence, an investment for others is also an investment in our own future well-being.
	✔Reform will unduly burden American businesses.  This argument is a variant of the first one. Hence the dialogue should be similar. There is an answer: Small businesses that lack resources for employee health insurance will be subsidized through tax credits already initiated in 2010. Further, improving the quality of care to currently uninsured Americans will reduce taxes (and insurance premiums) paid for the costs of health care over the longer term.
	A related logic can be added here as well: A healthy workforce is necessary for a productive America, and a healthy workforce will be beneficial to businesses. Some large businesses already recognize this, and they have begun health promotion programs for their employees and their families. They understand both the productivity gains that can be made and the insurance cost savings that can accrue through fostering a healthier workforce. As noted earlier, this very same logic applies to the currently uninsured.
	✔The United States cannot afford health reform. The immediate response is that the US cannot afford not to undertake national health reform. Clearly, the current national financial trajectory of health care is unsustainable, as is the trajectory of the federal financial contribution to it. In that sense, national health reform is not optional, but rather, mandatory.  Recognition of this simple fact is growing with each passing day.
	This economic argument is critical, but it is not the only one.  In today’s complex world of wars and terrorism, the US also cannot afford not to be a paragon of social justice, in which all people are equally valued, and human rights are protected. 
	I predict that our concern for others will prevail over selfishness,  our concern for global competitiveness will prevail over short-term gain, and  our concern over the future well-being of the US will prevail over an unsustainable financial and value trajectory. Together, these do reflect our long-held values, and they can serve as a very solid basis for our future. They can bring light and warmth to the national darkness we are currently experiencing. 
    


HEALTHY PEOPLE 2020  LAUNCHED WITH NEW FEATURES

On December 2, HHS unveiled Healthy People 2020, the Nation’s 10-year health promotion/disease prevention goals and objectives. The initiative is grounded in the principle that setting national objectives can motivate action; in just the last decade, analyses suggest that the nation has progress toward or met nearly ¾ of its Healthy People targets. Input from federal, state and local government officials and over 2,000 organizations, and more than 8,000 pubic comments, led to the inclusion of new topic areas: 

Adolescent health
Social determinants of health
Dementias, including Alzheimer’s disease
Blood disorders/blood safety

Early and middle childhood
Genomics
Global health
LGBT health
Healthcare related infections

Sleep health
Health-related quality of life
Older adults
Preparedness

The initiative is accompanied by a redesigned Healthy People Website at:  www.healthypeople.gov.  


A LOOK INSIDE: OAK PARK, IL, MENTAL HEALTH BOARD
Lisa DeNunzio-DeVivo
Executive Director, Community Mental Health Board of Oak Park Township, IL

Established by referendum in 1973, the Community Mental Health Board (CMHB) of Oak Park Township, IL, is a local taxing body, created to enhance the mental health and developmental potential of Oak Park residents by developing a cost-effective, flexible network of easily accessible services and supports for the treatment and prevention of mental illnesses. In the pursuit of its mission to provide the leadership to develop a comprehensive array of community based services which are cost effective, systematically evaluated and responsive to evolving community needs, the CMHB has embraced a number of core values: 
Accessible, community-focused network of care
Development of a continuum of care, responsive to community and the evolving needs of clients
Client-centered approach to the provision of care provided in a coordinated fashion responsive client needs
Providing choice within an array of community-based alternatives
Services must build on client strengths as well as respond to their disabilities
Improve the quality of life for Oak Park Township residents with disabilities
	In April 2009, the Community Mental Health Board collaborated with River Forest Township to conduct a comprehensive needs assessment in the areas of mental health, substance abuse, and developmental disabilities. The assessment included household surveys, key informant interviews, population-specific focus groups, and a community analysis. Key findings of the household surveys showed that:
Those most likely to have experienced a negative reaction due to mental health were respondents ages 45 to 64.
Those living in the community for 21 to 35 years were more likely to have experienced stigma due to developmentally disabilities. 
ADD and anger management difficulties were most prevalent among persons 12-17; anxiety was most prevalent among those between 18-24; sleep disruption and marital problems were most prevalent in the 45-64 year old population; and impaired sexual function was most common among those ages 65 and up.  
Non-white households felt a significant need for stress management, self-help or support groups at a higher rate than found in other groups.
Households with children were most likely to consider professional help for mental health issues.
Non-white respondents were least likely feel better after treatment.

	Assessment of the findings resulted in the identification of specific needs and action steps to take in response to those needs: 

	NEED
	ACTION STEP

	Knowledge about where to seek information about mental health issues, resources and services
	Create an effective information and referral system

	Reduce/eliminate the stigma surrounding mental disorders and developmental disabilities
	Educate the community on mental illnesses and developmental disabilities to reduce the stigma associated with them

	Community-based service needs are not being met by existing support groups 
	Strengthen existing support groups and establish new groups to fill gaps in community-identified needs

	Quality and outcome measures are not in place to ensure best services and use of resources
	Develop/implement a service- and system-focused outcome measures to guide effective, efficient service delivery 

	Rates of youth alcohol and substance use continue to be unacceptable (2010 youth survey)
	Employ evidence-based strategies to reduce youth alcohol and substance abuse

	Insufficient transition and supportive services for residents who age out of school-based services
	Expand supportive, social/recreational services for persons with developmental disabilities over age 22.

	Unacceptable disparities in service outcomes for racial/ethnic minority populations
	Enhance service effectiveness and positive outcomes for minority populations with mental illnesses and developmental disabilities.



	Following extensive community input and deliberation, CMHB crafted a specific strategic plan to guide funding policy and program development over the next 3 years.  At the same time, the CMHB will continue to monitor the severe budget crisis for social services in the State of Illinois, continue support for the current array of needed services, and adjust to changes as they arise. 
Goal 1. Achieve an effective information and referral system. 
Update information on the Network of Care (NOC)
Develop/link blogs and information for consumers/families to share
Market NOC to provider networks and residents
Goal 2. Educate the community on mental illnesses/developmental disabilities and stigma. 
Facilitate and support known-effective best practices in education and anti-stigma initiatives. 
Goal 3.  Establish needed support groups and strengthen current ones.
Add current support groups to NOC and identify other needed help 
Facilitate and support needed support groups
Goal 4.  Develop and implement quality system- and service-focused outcome measurements.
Facilitate/support local efforts to increase agency linkages, improve care coordination
Develop quality-based outcome measures
Advocate for well-funded, rational continuum of care for people of all ages with behavioral disorders 
Align with national outcome measures across all applicable mental health, developmental disabilities and substance abuse services.
Goal 5.  Reduce youth alcohol and substance abuse through evidence based strategies. 
Identify, implement  and support one or more evidence-based prevention/intervention initiatives 

Goal 6.  Expand supportive/ social/recreational services for persons with developmental disabilities over age 22.
Identify affordable, effective services and opportunities and leverage state/federal dollars to implement them. 
Develop RFPs for services and opportunities as prioritized by focus group 
Goal 7.  Enhance effective services/outcomes for minority populations. 
Disseminate to providers statistically significant findings on services for minority populations
Support increased cultural competency among providers and/or the number of minority direct service staff.
In the coming months, we hope to report on future developments. 


MEMBERS INVITED TO SUBMIT “FROM THE FIELD” PIECES

	We invite NACBHDD members to submit articles for publication in a new “From the Field” section of this newsletter.  Essentially, we’re institutionalizing the good work we’ve already received and published from a number of county behavioral health programs around the country.
	From the Field articles should be 650- to 700-word essays about an issue of importance in your county organization, an issue of concern to the field, a model that you have found to work, a suggested solution to a problem encountered by your organization that may be of help to others, a call to action or even a call to the field for input on a conundrum being faced. 
	The hope is to run these articles in this newsletter and begin a dialogue across the field using the newsletter as a podium.  
	Do you have some thoughts you’d like to share with the field?  Individuals interested in submitting an article should contact Ron Manderscheid.


HHS FRAMEWORK FOR MULTIPLE CHRONIC CONDITIONS
	The health care system is largely designed to treat one disease or condition at a time. Unfortunately 1 in 4 of all Americans, and 2 of 3 older Americans, often have multiple chronic conditions. The management of multiple chronic conditions has major cost implications for both the country and individuals. That is why on December 14, the U.S. Department of Health and Human Services issued its Strategic Framework on Multiple Chronic Conditions ― a private-public sector collaboration to foster change in the healthcare system, provide information and tools to help professionals and patients better coordinate and manage care, and facilitate research to improve oversight and care.
Among the activities underway across HHS to meet the needs of people with multiple chronic conditions are:
Administration on Aging (AoA)/ Centers for Medicare and Medicaid Administrator (CMS): $67 million in grants to support outreach activities that encourage prevention and wellness, options counseling and assistance programs, and care transition programs to improve health outcomes in older Americans. 
Centers for Disease Control and Prevention (CDC):  a new project ― Living Well with Chronic Disease: Public Health Action to Reduce Disability and Improve Functioning and Quality of Life ― in which the Institute of Medicine will convene a committee of independent experts to examine the burden of multiple chronic conditions and the implications for population-based public health action. 
Centers for Medicare and Medicaid Services (CMS) has provided recent guidance to State Medicaid directors on a new optional benefit available Jan. 1, 2011, through the Affordable Care Act, to provide health homes for enrollees with at least two chronic conditions, or for those with one chronic condition who are at risk for another.
Substance Abuse and Mental Health Services Administration (SAMHSA) awarded $34 million in new funding to support the Primary and Behavioral Health Care Integration Program, which seeks to promote the integration of care with people with co-occurring conditions. 
	For more information, go to: http://www.hhs.gov/ash/initiatives/mcc/
ON THE BOOKSHELF: RECENT POLICY PUBLICATIONS OF NOTE
[image: ]
Robert Wood Johnson Foundation: Health Insurance Exchanges: How Economic and Financial Modeling can Support State Implementation, outlines considerations when projecting the impact of state health insurance exchanges on states. (November 2010). Go to: http://www.rwjf.org/coverage/product.jsp?id=71470
Rockefeller Foundation: Catalyzing Change: The System Reform Costs of Universal Health Coverage, provides case studies on the effects of shifting health care coverage from fee-for-service to universal coverage, assessing feasibility and impact and providing lessons for implementation. Go to: http://www.rockefellerfoundation.org/news/publications/catalyzing-change-system-reform-costs
National Conference of State Legislatures (NCSL): A December 7 report, State Budget Update: November 2010, examining states’ fiscal conditions, found that 18 states’ health care programs are over budget; at least 31 states and Puerto Rico face deficits totaling $82.1 billion for the coming fiscal year. For more, go to: http://www.ncsl.org/LinkClick.aspx?fileticket=AqSBWjZkwK8=&tabid=21829



UPCOMING ACMHA ACTIVITIES

	ACMHA: The College of Behavioral Health Administration continues its12-month critical issue webinar series, hosted by President-Elect Dr. Ron Manderscheid, on the new health reform legislation and what it means for behavioral health. Offered at no charge and open to all, the webinars focus on the five broad areas covered in the legislation – insurance, coverage, quality, payments, and health information technology – are being addressed. 
Next Health Reform Webinar Session: Behavioral Health Medical Homes and Primary Care Medical Homes is slated for January 12, 2011, 3:00 p.m. EDT/12:00 p.m. PDT. 
Register at http://www.surveymonkey.com/s/HCR_011211.  
For upcoming events, check at www.acmha.org/current_events_critical_issues.shtml.
Past Session Materials Online: Past webinar presentations and copies of the slides are found on the ACMHA web site and are available for download and viewing at www.acmha.org/current_events_critical_issues.shtml.
2011 ACMHA SUMMIT: Mark your calendar now for the 2011 ACMHA Summit—Behavioral Health Leadership and Disruptive Innovation in Health Reform—in New Orleans, March 16 – 18, 2011.


TO ALL OUR READERS,
WARM HOLIDAY GREETINGS AND WISHES!
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