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BITS from DC: A letter from Executive Director Ron Manderscheid

As I write today, Snowpocalypse 1: The Prelude has passed Washington, D.C., and Snowpocalypse 2: The Encore is about to begin. In all, we expect a total of about 48 inches of snow in the Nation’s capital. The beauty and the charm are lovely, but they wear off very quickly. I am sure that you will be watching us on CNN tonight!


February has already been a very busy month for us. The Federal government released “Interim Final Regulations” governing parity for mental and addictive disorders, a direct result of enactment of the Wellstone-Domenici Mental Health Parity and Addiction Equity Act of 2008. These draft regulations, submitted for final public comment, cover only annual private health insurance plans with 50 or more enrollees that commence after July 1, 2010. Comments on the drat regulations must be received by May 5 and can be downloaded at the following website: www.regulations.gov/search/Regs/home.html#documentDetail?R=0900006480a8babe . I will be discussing NACBHDD comments on the regulations with our Mental Health and Substance Use committees. My Behavioral Healthcare commentary on these regulations is reprinted in this newsletter. 

Of special note, regulations on privately managed Medicaid plans will be released later by the Department of Health and Human Services. Self-insured county employee health insurance plans are not covered by the law. We plan to conduct a future TA-lk event on the regulations.


On the subject of health reform, our hats are off to Pat Ryan, Executive Director of the California Mental Health Directors Association, and Sandra Naylor Goodwin, President and CEO of the California Institute of Mental Health, who co-hosted a major statewide event on February 11 and 12. More than 250 persons participated in a stimulating and frank discussion about the implications of national health reform for county mental health authorities and local providers. Pam Hyde, the newly appointed 

Administrator of SAMHSA, presented the keynote for this important event. Linda Rosenberg, President and CEO of the National Council of Community Behavioral Healthcare, and I led the discussion on national health reform.


In a few short days, I hope to welcome many of you to our 2010 Legislative and Policy Conference on March 7-9 at the Capitol Hyatt in Washington. Highlights include a presentation by Barbara Edwards, the newly appointed Disability Director for Medicaid program at the CMS; a panel of SAMHSA’s Center Directors—Kathryn Power (CMHS), Westley Clark (CSAT), and Frances Harding (CSAP); an opportunity to interact with the new Director of the Office of National Drug Control Policy, Gil Kerlikowske; and a Capitol Hill reception, hosted by Congressman Henry Waxman of California. Please join us. I know that we will be able to do good things together.

Ron Manderscheid

Executive Director

RWJ National Report on County Health Rankings Released


Where you live, not just how you live, plays a role in your health according to the first-of-its kind report, County Health Rankings, released this month by the University of Wisconsin Population Foundation and the Robert Wood Johnson Foundation (RWJ) as part of their Mobilizing Action Toward Community Health (MATCH) project. The report, a collection of 50 separate reports—one for each State—that ranks the health of counties within states and across the nation, is the first to explore multiple factors affecting health in every county in each of the 50 states.


Using an analytic model in use for the past six years in Wisconsin and working with the most recently available data (from 2000 through 2008), the provide a “snapshot in time” of overall health on a county-by-county basis. Health outcomes were evaluated by assessing five measures: rates of death of those under 75 years of age, percentage of people reporting fair or poor health, the number of days people reported being in poor physical health and another parallel measure for poor mental health, and the rate of low-birth weight infants. 


Adding to the picture are measures on key risk and protective factors for illness and health, such as access to primary care providers, obesity, smoking, binge drinking, liquor store density, violent crime rates, levels of air pollution, employment rates, education levels, and children living in poverty.  


Not surprisingly, people living in the healthiest counties were found to be better educated, employed, and have more ready access to primary care providers, recreational facilities and healthy foods than do people living in counties found to be less healthy. In contrast, counties low in the rankings were found to have multiple problems, including substantially higher death rates, predominantly due to preventable conditions. High rates of smoking and obesity, poverty and unemployment, and too many fast food restaurants and liquor stores also contribute to the poor health in low-ranking counties. 


However, every county, wherever it is ranked, was found to have both strengths and weaknesses in its health outcomes. Thus, even the county ranking highest in overall health (Woods County, Oklahoma) ranked in the middle when it comes to access to high-quality healthcare. Moreover, adjacent counties varied widely in their rankings, showing that even in contiguous areas health disparities are the rule rather than the exception. 


The authors describe the report as a “call to action for state and local health departments to develop broad-based solutions...so all residents can be healthy.” From a county perspective, the data are a roadmap that can help pinpoint geographic areas in which increasingly limited dollars might be put to best use. By identifying the areas in which even high-ranking counties have deficits, the report can also can suggest the specific kinds of efforts that can boost health countywide, whether public health efforts to improve nutrition, reduce smoking and alcohol use, debunk the myths and stereotypes regarding depression, or promote preventive care; job creation and retraining for unemployed workers; or zoning to reduce the footprint of liquor stores and increase that of groceries and farmers markets.


Copies of the report are available at www.countyhealthrankings.org

Implementing the Wellstone/Domenici Parity Law (Reprinted from Behavioral Health Online)
One parity goal reached, yet others remain
Four more doors must be opened in order to ensure fair, effective care for behavioral health


On Tuesday, Feb. 2, the U.S. Departments of HHS, Labor, and Treasury published the long-awaited “Interim Final Regulations” for parity of mental health and substance use insurance and care benefits. These regulations were triggered by the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008. The regulations become effective on April 5 for annual health plans that commence on July 1, 2010, and later. Comments are due no later than May 3.They may be downloaded at: www.regulations.gov/search/Regs/home.html#documentDetail?R=0900006480a8babe .

These regulations represent an essential plateau for the mental health and substance use care fields. Together, the Wellstone-Domenici Act and the associated regulations are intended to make it precisely clear that these fields are to be treated no differently than medical/surgical care. For both quantitative factors, e.g., number of visits, and qualitative factors, e.g., management of benefits, health plans are required to offer benefits for these fields that are no different than those offered for medical/surgical care. Clearly, this represents a monumental step forward, for which we all are grateful.


We owe a tremendous debt to Rep. Patrick Kennedy of Rhode Island and former Rep. Jim Ramstad of Minnesota, who authored the legislation, and 274 of their House colleagues who cosponsored this legislation. The quest toward parity legislation has extended more than a decade and has involved many legislators and field advocates. The rapid growth of state parity laws also heralded the federal effort. 


The new law and regulations apply to private employment-based group health plans that offer mental health and substance use care benefits and that cover 50 or more persons. By extension, they also apply to state Medicaid programs that are managed by private sector organizations (regulations governing the latter will be released later.). The regulations specify that, when requested, health plans are required to disclose their medical necessity criteria, and they are required to disclose the reasons for care denial. The law and the regulations do not require that plans offer mental health and substance use care benefits, nor do they apply to public insurance plans, such as Medicare, or self-insurance plans operated by state, county, and local governments. Neither do they apply to individual or small-group plans that cover fewer than 50 persons. Covered entities can opt out for one year if added costs in the first plan year are at least two percent higher than those in the year preceding implementation.


Beyond this essential plateau, I want to assert that we still have many miles to climb up the parity mountain. To help understand this, I have conceptualized parity in terms of a series of doors (or plateaus) one must reach to receive care that is effective. These doors are:


Door 1, Insurance Benefits: The parity legislation and regulations do address equality of insurance benefits for private sector group health plans that cover 50 or more persons. However, they do not address public health insurance plans, private individual or small group health plans that cover less than 50 persons, or health insurance coverage for the 46 million Americans who are uninsured. These remain gaping holes in the social safety net.


Door 2, Care Access: Because they address qualitative factors such as management of benefits, the law and regulations are designed to improve equality of access between medical/surgical care and mental health or substance use care. However, since they do not specify common standards of medical necessity, the degree of access is very likely to continue to vary dramatically across health insurance plans. This means that two people in two different health plans with the same problem and same severity will very likely not have the same degree of access to care.


Door 3, Care Quality: The regulations do not address scope or quality of services. Clearly, scope of services is important, since failure to receive a needed service can result in a less desirable outcome. Similarly, receiving a needed service in a low quality manner can also lead to a less desirable outcome. As we continue to move ahead, it will be extremely important to address both of these factors. It is not unreasonable to ask that scope and quality of care be at parity with medical/surgical services.


Door 4, Care Outcome: The penultimate goal is to receive effective care that makes a difference in one’s life. Hence, why should we be willing to accept any lesser outcomes for behavioral healthcare than for primary care? Future work on parity must address this very important issue.


Good, effective care requires that we successfully negotiate all four of these doors. You and I both know that this frequently does not happen in behavioral healthcare.


The Wellstone-Domenici legislation and regulations have allowed us to climb to a very important plateau on the parity mountain. This new vantage point allows us to see that there are still essential, higher plateaus to be scaled in the quest for equity and quality of mental health and substance use care. 

Ronald W. Manderscheid, PhD, Executive Director, NACBHDD

Administration Unveils New Health Reform Compromise


In an effort to break the gridlock that has stalled progress toward adoption of health reform legislation, President Obama offered up a four-part White House heath insurance reform proposal on February 22, three days before his Blair House “summit” with House and Senate leaders of both parties. 
The White House document melds principles from the House-passed bill with the President’s priorities and proposes a targeted set of changes to the Senate-adopted bill. Positioned as bridge between the House and Senate bills, the proposal seeks to address four key issues:

· Affordability
· Accountability  

· Equity in Availability

· Fiscal Responsibility 


To improve Affordability for consumers, it increase the tax credits for health insurance included in the House and Senate bills and ups cost-sharing assistance for families with incomes under $55,000. Because Community Health Centers play a large role in primary and preventive care, particularly in underserved areas, the President’s proposal comes close to the House bill by proposing to invest $11 billion in these critical centers over the next 5 years.  And by setting up a new competitive health insurance market, it proposes to make available to uninsured and underinsured individuals the same insurance choices available to members of Congress.


Affordability is matched by requirements for Accountability on the part of consumers, insurers and employers.  A new Health Insurance Rate Authority will provide oversight to ensure that insurance rate increases are not unreasonable and to help curb other unfair insurance plan practices.  Employers too, are expected to share in supporting health care coverage for their employees.  While not mandating employers to provide or offer health insurance, the proposal does require them to defray the cost  of government-subsidized insurance for individuals who can’t afford the plans offered by the employer. Individuals don’t get off without taking some responsibility for their insurance decisions either. People who can afford insurance but simply choose not to purchase it would  be required to pay to help offset the cost of future care they inevitably would need.   


When it comes to Equity in Availability, the President’s proposal ends discrimination against individuals with pre-existing conditions.  While including the Senate bill’s provisions to enable people to keep their current coverage (the “grandfather” provision), it also extends consumer protections  against such practices  as s lifetime and annual limits by these plans (such as those imposed more often than not on mental an substance abuse disorders). Plans no longer will be able to “cherry pick” who they will cover or not.  Consumers will be protected further by a stronger appeals process to help protect against inappropriate insurance company denials of care.


Fiscal Responsibility is highlighted through efforts to cut government overspending and reducing waste fraud and abuse.  Many of these proposals are in either the House or Senate-adopted versions of health insurance reform legislation. Among those issues are checks on abuses in both Medicare and Medicaid and an end to the pharmaceutical company practice of  “pay for delay” that keeps generic versions of brand-name drugs from the market, a practice that the FTC estimates may cost consumers (and insurers) as much as $35 billion over 10 years. 



The President's proposal also responds to a number of other issues, such as closing the Medicare prescription drug coverage gap, known as the “donut hole,” and improving the fairness of federal funding for State programs such as CHIP and Medicaid by replacing variable support in the Senate-passed bill with uniform federal support for newly eligible individuals through 2017.  Finally, Finally, the President’s proposal extends to all states the Senate-adopted provision that gave additional funding to Nebraska to help the state expand Medicaid coverage. For more details on this proposal, go to www.whitehouse.gov/health-care-meeting .
Jail Diversion Cost Simulation Model May Help Predict Costs, Benefits


David Hughes, Human Services Research Institute, Cambridge, MA


For a jail diversion program for persons with mental illness, success can be measured in terms of public health and public safety outcomes, consumer satisfaction, and fiscal impact.  A program is accountable to its stakeholders and community for each of these outcomes, not the least of which is the expectation that scare resources devoted to the program will be applied as effectively as possible to achieve the most desirable results. The Jail Diversion Cost Simulation Model is an adaptation of a computerized model developed by Human Services Research Institute
 (HSRI) for estimating the fiscal impact of different mental health service packages. It is a planning tool to assess the extent to which proposed jail diversion programs will result in cost savings, to provide a tool to system administrators and planners to support resource planning and allocation decision-making, and to determine system capacity requirements.


The Jail Diversion Cost Simulation Model produces a projection of a diversion program’s effectiveness, costs and potential cost savings using the community’s criminal justice, mental health, homelessness, emergency room and psychiatric hospitalization data. A community’s real costs are entered into the model. Simulations based on local data and local costs provide policymakers and public officials with options relating to service packages, resource allocation and fiscal impact.  


The model relies on five inputs: number of divertible cases per month by mental health status and criminal justice charges, mental health and substance abuse services that the diverted group should receive in the community, the cost of services in the mental health system, criminal justice costs associated with each offense, and the estimated outcomes of service packages. For each simulation, the model will produce estimates of consumer benefits, community outcomes and mental health and criminal justice system costs that reveal the fiscal implications of implementing that particular strategy.

The Travis County (Austin), TX Case Study


The Technical Assistance and Policy Analysis Center for Jail Diversion (TAPA Center) solicited communities planning a post-booking jail diversion program to take part in a second test of the model (the first being Chester County, PA). The TAPA Center and HSRI worked with the Sheriff’s Office, the Criminal Justice Planning Department, the Community Supervision and Corrections Department, the Criminal Court Administration, the Indigent Care Commission, and the Planning and Budget Office to collect cost, jail admission, criminal charges, criminal history, and service utilization data. This resulted in a final report that compared three potential diversion models on costs, service utilization and outcomes.

Case Study Results and Implications for Counties


While jail diversion programs can reduce the number of days an individual spends in jail, other outcomes are dependent on the availability of services. In particular, a basic cornerstone of services are needed to achieve the other outcomes described above: housing, case management, (including Assertive Community Treatment) and integrated substance abuse services.


In the simulations that produced a net savings to the county, the cost burden was shifted from the criminal justice system to the community-based service system (see Figure 1, below), which is already strained for resources; however, it is important to note that the cost of community treatment can be shared with federal government via Medicaid reimbursements. It is likely, then, that this cost shifting will present less of a burden to the community-based treatment system and may represent more dramatic savings overall to county taxpayers.

Figure 1:  Resource Distribution Under Different Scenarios

[image: image2.emf]Not Diverted Group

Mental 

Health - Jail

4%

Criminal 

Justice

77%

Mental 

Health - 

Community

19%

[image: image3.emf]Diverted Group

Mental 

Health - 

Community

73%

Criminal 

Justice

26%

Mental 

Health - Jail

1%



The model is designed to help end users be fully prepared to advocate for the use of jail diversion programs by providing detailed cost, service utilization and anticipated services outcomes. The information collected for the model provides valuable insight into the ways the system works with mental health consumers that are justice involved. Even if the actual simulations were not run, this exercise alone has shown to be an effective planning strategy for communities anticipating the implementation of a jail diversion program. In addition, the results from the simulation allow users to justify the expense to funders and provide standards for assessing program performance to administrators and providers responsible for the implementation of the program.


Future Directions


In the future, we would like to validate the model in communities that used the planning model to test assumptions and refine inputs for future use. We would track model predictions versus actual results along a number of variables including service utilization, mental health outcome improvement and recidivism rates. As part of the service utilization assessment we would also want to do an assessment of fidelity to any of the evidence-based practices (EBPs) that were included in the service packages.


For more information contact David Hughes at 617-844-2527 or dhughes@hsri.org.

###






� 	Leff, H. S., D. R. Hughes, et al. (2009). A Mental Health Allocation and Planning Simulation Model: A Mental Health   Planner’s Perspective. Handbook of Healthcare Delivery Systems. Y. Yih (Ed.) Taylor & Francis, (in press).








