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A DIALOGUE: TALKING SAMHSA WITH ADMINISTRATOR PAMELA HYDE, JD
While a busy schedule precluded a one-on-one interview, we were pleased that SAMHSA Administrator Pamela Hyde, JD, was able to respond to a series of questions about her vision for SAMHSA, its eight strategic objectives, and the future of its discretionary and block grant programs in a time of economic and health care service certainties and uncertainties. 

RM: SAMHSA has just released a draft strategic plan through 2014 containing nearly 100 pages with over 100 goals, objectives and action steps to respond to 8 specific priority areas.  NACBHDD and other stakeholder organizations value the opportunity to review and comment on this important document to guide SAMHSA’s future.  How and on what basis were these priority areas selected?  
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)PH:  	SAMHSA’s has identified eight strategic initiatives that will form the core of our activities through 2014.  These strategic initiatives are based on: 
Documented concerns of individuals, families, communities, states, territories, tribes and their service systems; 
Identified need and opportunity for federal leadership; and,
Availability of resources and specific action steps to address the need. 
The eight initiatives are also designed to bring SAMHSA’s resources to bear on Department of Health and Human Services (HHS) priorities.  For example, SAMHSA’s health care reform and health information technology initiatives will support HHS efforts to Transform Health Care in America.   In addition, SAMHSA initiatives on prevention of substance abuse and mental illness, trauma and justice, military families, and recovery support will improve the Nation’s behavioral health.  Finally, the initiatives on data, outcomes and quality, and on public awareness and support will help achieve excellence in operations at SAMHSA and in the field.  

RM: 	From a policy perspective, what interrelationships, if any, do you see across and among these strategic priorities? For example, does work in one area have a synergistic effect in other priority areas?
PH:  	SAMHSA’s Leading Change: A Plan for SAMHSA's Roles and Actions 2011 – 2014 outlines how the strategic initiatives are designed to be iterative and collaborative.  The skills, knowledge and resources developed through each of the initiatives often will be intertwined with others to help SAMHSA achieve all of its key public health goals more efficiently and effectively.   


RM:  From a program perspective, how will these eight priority areas relate to or affect: SAMHSA’s existing organizational structure? Current and planned discretionary and block grant activities, funding and priorities? Working with counties and other stakeholder organizations? Collaborations with other federal agencies and departments, as well as with state and county government?
PH: 	SAMHSA, through partnerships such as the HHS Behavioral Health Coordinating Committee, will forge a collaborative national behavioral health response to the changing healthcare landscape. While the details of what services will be available to individuals under Medicaid and private insurance are still being developed, SAMHSA is working with states and communities to help ensure more evidence-based recovery and resiliency oriented services are available through the SAMHSA block grants. SAMHSA will work closely with states, tribes, territories, counties and other stakeholders to discuss and design changes to the Block Grants in 2011 and beyond as we prepare for 32 million more Americans to be covered by health insurance in 2014. 

RM:	With the Accountable Care Act (ACA) moving forward, what role does SAMHSA plan today, and tomorrow, in achieving the ACA’s goals? 
PH:	SAMHSA is an active partner with the HHS Office of Health Reform and the Centers for Medicare and Medicaid Services to make behavioral health an essential part of heath care in the U.S.   SAMHSA is doing so through new provisions under Medicaid and Medicare, the Mental Health Parity and Addictions Equity Act and the ACA. Each of these factors will influence SAMHSA’s block and discretionary grants in ways that will foster more productive integration of primary and behavioral health care. 

RM:  What kinds of collaborations and partnerships are you undertaking with other agencies (e.g., CMS, HRSA, AHRQ, CDC) to move elements of the ACA forward in such areas as integrated care (e.g., health home), electronic health records, preventive services and early intervention, etc.?    
PH:	SAMHSA recognizes that collaboration is essential to fully implement health reform and to advance the Nation’s health.  Currently SAMHSA is collaborating with a number of federal agencies on health reform implementation.  Actions taken in collaboration with other federal partners include: 
SAMHSA and CMS are working together on health homes, accountable care organizations, and long-term care policies. 
SAMHSA, CMS, and AHRQ are working on performance measures and the National Quality Strategy. 
SAMHSA and HRSA are jointly funding a bi-directional, primary care/behavioral health care integration center which will provide training and technical assistance to community behavioral health programs, community health centers and other primary care organizations. The two agencies are also collaborating on a workforce development plan to enhance the behavioral health competence of primary care providers and to increase the specialty behavioral health workforce. 
SAMHSA and ASPE are working to identify new behavioral health care quality measures that will be used to measure the use of evidence-based practices being adopted in primary care settings. 
SAMHSA and CMS are working in collaboration with DOL to implement of key aspects of the parity law and regulations.
SAMHSA and ONC are collaborating on the development of privacy and consent standards for health information technology/electronic health records in physical and behavioral health service delivery settings.
All these activities are coordinated with the HHS Office of Health Reform and through the HHS Behavioral Health Coordinating Committee.

RM: 	Similarly, what collaborations and partnerships does SAMHSA envision establishing to move the agenda to the State and county level?  
PH:	SAMHSA collaborates with states and counties through a number of different avenues, including stakeholder meetings, webinars, and conference calls.  SAMHSA’s bi-monthly stakeholder group meeting engages national stakeholder groups who represent states, counties, providers and consumers in the behavioral health field.  Through these meetings, new information is shared and collaborations are forged. Collaborations include technical assistance to states, counties, and providers through such efforts as the SAMHSA and HRSA- funded primary care behavioral health integration efforts. 


RM: 	What role(s) do you see for county behavioral health programs in ACA implementation and how might SAMHSA help support NACBHDD county leaders in stepping up in such roles?   
PH: Counties are critical; they are where people live.  Counties provide services, implement programs, collect data. Now, more than ever, it is important to foster strong federal-state-county partnerships to ensure that funding and technical assistance get to where they are needed most.  In implementing the ACA, local authorities will be critical to new enrollment and outreach processes, developing provider networks to address the number of new individuals accessing health care and monitoring the impact of health reform.  State and county behavioral health programs will serve as key educators, innovators, and collaborators:  
Educating the people they serve and other interested parties about how the Affordable Care Act can enhance their healthcare – including their behavioral healthcare. 
Innovating new approaches and programs through the Affordable Care Act to provide enhanced services to their communities.  These services include primary care and behavioral health care integration. 
Promoting collaboration among health and human service providers at the community level.  In particular ensuring that behavioral heath programs are factored into the development of essential benefit plans and enrollment outreach and processes for Medicaid and health care options. 
To support county behavioral health programs in these roles, SAMHSA has established technical assistance centers, posted resources such as tip sheets, webinars, and timelines available at www.samhsa.gov/healthreform. Additional resources are located at www.healthcare.gov, a highly interactive website that can help people find health coverage and provides in depth information about the ACA. 

RM: 	Imagine it is 2015.  Where has SAMHSA taken the behavioral health field in the area of service delivery, prevention, best practices, and integrated care?  How did you get there?
PH:	By 2015 we hope we will not just be preventing illness, but proactively promoting peoples’ physical and emotional health through an integrated service delivery system with interoperable health information technology and electronic health records.  Implementing health reform is only one part of advancing health and well being.  Advancing health entails addressing many of the key social determinants of health—including income, education, housing, and social support — while promoting a spirit of social inclusion for all our citizens.  All have a role to play - public and private sectors as well as individuals and family members as we move toward 2015 and beyond.    

RM: What would be the two most important/salient/meaningful things you would say to county behavioral health leaders about where our field stands at this moment in time and what they should be doing to most benefit the people we all serve?
PH:	America’s people are central to SAMHSA’s values and mission. While systems, services, and programs are the means, people’s lives matter most. Our goal is a high-quality, self-directed, satisfying life that includes health, a home, purpose and community connections for everyone in America.  The Mental Health Parity and Addiction Equity Act and the Affordable Care Act have given us behavioral health equality – now we must fight for equality in the delivery of services, workforce, health information technology, research, etc.  We must move towards a new day in America –when we achieve the full potential of prevention, when mental illness and substance abuse are treated with the same urgency as any other health condition, and recovery is the expectation. 

For more information on SAMHSA’s vision for tomorrow visit: samhsa blog/health reform webinar page: http://blog.samhsa.gov/2010/11/06/recap-of-samhsas-fall-webinar-series/

BITS FROM DC

Dear Colleagues:

	Although we are only half-way through January, this month already portends a lifetime of activities.
		First and foremost, we must address the issues that ensue from the Tucson tragedy. I want to extend our heart-felt condolences to the families who lost loved ones, especially the family of 9-year-old Christina Green. I also want to extend our very best recovery wishes to those who were wounded, especially Representative Gabby Giffords. In this issue of the Newsletter, I have included a detailed commentary on actions that need to be taken so a tragedy of this type does not occur again. All of us must step up to the plate and we must do so now!  
		I also want to remind you of our upcoming 2011 Legislative and Policy Conference on March 3 and 4.  We will be meeting in a great hotel on Capitol Hill, the Phoenix Park, and we will have the run of the hotel. I am working with a planning committee (Cherryl Ramirez, Jeff Brown, Mark Refowitz, and Mike Hammond) to put together a program that should be both timely and stimulating. If you have particular ideas for the program, please do let any of us know.
		On the Hill, we are again beginning to develop legislation to extend financial incentives for EHRs to behavioral healthcare organizations, and we’ll share our progress in this Newsletter. We also have also begun lobbying to prevent the repeal of the Affordable Care Act. If you have not already done so, please contact your Representative and Senators to express your displease with this proposed action. The bill to repeal the ACA is known as H.R. 2. I have already sent you a listserv notice about this; I will also send you another reminder. If the House has acted on this legislation by the time you receive this newsletter – and we expect it will have done so – be absolutely sure to contact your Senators immediately. Repeal is not in the best interests of the people we serve. [Two ACA-related fact sheets providing bullets to buttress your arguments against repeal sent out to the listserv are also available from the NACBHDD office.] 
I am very, very pleased to report that the County Alcohol & Drug Program Administrators Association of California has joined NACNBHDD this year as a state association. Please join me in warmly welcoming Tom Renfree, their executive director, and his colleagues. In a future edition of this Newsletter, we will highlight the work of CADPAAC. 
I also want to thank Gilbert Gonzales for stepping up to the plate. Gilbert volunteered to serve as our blogger with the Depression and Bipolar Support Alliance—DBSA. We all appreciate his efforts on our behalf. 
I look forward to seeing each of you in March! We need your input and energy.

	Ron Manderscheid, PhD
	Executive Director




OBAMA HEALTH CARE OFFICIALS SWITCH JOBS, REORGANIZE
It is traditional for White House and appointed Department staff to change over the course of an Administration, such as the departure of chief-of-staff Rahm Emmanuel (to run for Chicago mayor), press secretary Robert Gibbs (for a rest), and FDA Principal Deputy Commissioner Josh Sharfstein, MD (to head the Maryland health department).  However, as the 112th Congress begins and efforts to repeal the ACA are stepped up by the new Republican House leadership, President Obama’s health care team has changed staff roles and reorganized to better respond to the challenge.  Part of the reorganization moves a key ACA-related and ACA-created office—the Office of Consumer Information and Insurance Oversight—into the Centers for Medicare and Medicaid under the leadership of its deputy administrator, Marilyn Tavenner.  Further, Michael Hash, a long-time health policy expert, will move from the White House to HHS to lead its Office of Health Reform, following the departure of Jeanne Lambrew.  Stay tuned; more changes are likely afoot at CMS and HHS as ACA implementation efforts continue.

HOLD THE DATE     HOLD THE DATE    HOLD THE DATE   
The 2011 NACBHDD Legislative and Policy Conference is slated for Thursday and Friday, March 3 and 4. 

New hotel:	Phoenix Park Hotel, Capitol Hill, and at a lower rate than last year. http://www.phoenixparkhotel.com
New agenda: 	The Legislative and Policy Conference will be held all day Thursday, March 3 and half the day on Friday, March 4. Our spring Board meeting will be held on the afternoon of Friday, March 4. This will enable Board members and others to attend NACo Committee Meetings on Saturday, March 5.
New friends:   We will use the occasion to welcome new members from Texas, New Jersey, Ohio, and Washington.

A registration form for the Legislative and Policy Conference can be fount at the back of this newsletter. The form also provides information on how you to register for a room at the Phoenix Park Hotel. The PayPal registration option is not yet live; I will inform you as soon as this option becomes available.
Be Aware of Deadlines:
February 7, 2011: Final date to receive the conference hotel rate (Rate is $1 less than in 2010!)
February 18, 2011: Final date for the “Early Bird” conference registration rate.  (Rate is the same as in 2010!)
E-mail your completed conference registration form to rmanderscheid@nacbhd.org or snail mail to NACBHDD, Conference Registration, Suite 500, 25 Massachusetts Avenue, NW, Washington, DC 20001.


 SAMHSA RESPONDS TO NACBHDD ON AGENCY’S STRATEGIC INITIATIVES

As readers may recall, some months ago, we sent a letter to SAMHSA recommending that with coverage benefits in the ACA for people with mental and substance abuse disorders, that the Agency shift the use of block grant funds to supplement, not supplant, ACA benefits and to provide critically needed supportive care and other wrap-around services to improve community-based behavioral care. SAMHSA Administrator Hyde has responded that an internal work group is revising the block grant plan and report for FY 2012 in ways that address our concerns, that States “be even more strategic in their efforts to plan and purchase services; to think more broadly than traditional populations served….to form strategic partnerships…and to be more accountable for improving the experience of care and the health of the population.”  The content of her letter, however, does specify that each of these issues in fact will be included in the final 2012 block grant plan and report. While SAMHSA has already shared an early draft of the document with NASMHPD and NASADAD for their comment, other stakeholders, including NACBHDD, will have the opportunity to provide comment when the plan and report are published in the Federal Register.  We will be able to assess our impact at that time. Stay tuned.


ANTICIPATED ISSUES FOR THE NEW CONGRESS
Growing Concern Mental Health Issues: In the wake of the Tucson shootings, Congresswoman Grace Napolitano (D-CA), co-chair of the 78+ member Congressional Mental Health Caucus, called for a briefing for members of Congress and staff about the types of behaviors and threats that should signal the need for a second look when it comes to mental health and issues of illness and safety. She noted “mental health is not something that is very popular – you don’t want to see it; you don’t want to hear it; and you don’t want to talk about it. We need to start addressing the stigma.”  She promised to reintroduce her Mental Health in Schools Act that would make on-site therapists available in public schools.
Continuing Resolution: On December 21, President Obama signed a continuing resolution (CR) to fund the federal government, including federal health programs, at FY 2010 level, but only through March 4, 2011.  Attempts by Democratic to enact a year-long CR or a more robust “omnibus” spending bill for fiscal year 2011 were unsuccessful during the lame duck session. A further CR, perhaps coupled with a “rescission” is the likely scenario for funding the balance of FY 2011. 
Did It Before; Will They Do it Again?:  A number of measures were introduced late in the last Congress that NACBHDD hopes to see introduced and enacted in this 112th Congress, among them: 
Designation of behavioral health organizations as Community Behavioral Health Centers, entitling them to higher Medicaid reimbursements and funding for capital improvements, telemedicine, and the adoption of health information technology. [Senators Jack Reed (D-RI) and Debbie Stabenow (D-MI)] 
Inmates with Mental Illness Treatment and Public Safety Act to provide appropriate care to persons with mental illness in our jails and prisons. [Representative James McDermott (D-WA)] 
Amending the electronic health record law to include behavioral healthcare providers, the Health Information Technology Extension for Behavioral Health Act (a revision of HR 5040, authored by Representative Patrick Kennedy (D-RI) in the 111th Congress). NACBHDD is working with Representative Tim Murphy (D-PA) to secure its reintroduction in the 112th Congress. 


RAISING A VOICE:  OHIO’S MENTAL HEALTH ADVOCACY COALITION
Joan M. Englund
Executive Director
Mental Health Advocacy Coalition


The Mental Health Advocacy Coalition (MHAC), officially launched in Cleveland, Ohio, in 2003, arose from the collective belief of a core group of providers that the voice of mental health care needed to be louder, more diverse, and 
unified.  Today, with over 80 member organizations, the MHAC  links mental health agencies serving children and adults, advocacy organizations health and human services agencies,  the faith-based community, educators and educational institutions, government, major medical organizations, and the corporate sector. Among its member organizations is the Alcohol, Drug Addiction and Mental Health Services Board of Cuyahoga County (ADAMHS Board).  William Deninan, that organization’s CEO served as the MHAC co-chair from 2003-2005.
In Ohio, as elsewhere, the economic situation in has significantly affected communities and their mental health systems.  In Ohio, while growing numbers of individuals rely on the public sector to receive vital services such as mental health care, the past and continuing lack of support, has brought the mental health system to the brink of destruction.  Recent cost cuts to the mental health system have severely limited the ability of Cuyahoga County and the State itself to provide vital community-based, mental health services 





and supports to individuals in need.  These challenges confirm the need for a collective voice for mental health—the MHAC—to speak and advocate both locally and at the state level.
The MHAC’s mission is to foster education and awareness of mental health issues, while advocating for public policies and strategies that provide an effective, 
well-funded mental health system that serves those in need.  It provides a unique forum for member organizations to share experiences, needs and expectations of the mental health system; to set priorities and an agenda for change; and to speak with one voice on public policies and funding issues that affect mental health care.  
This diverse, unified voice affirms the message that mental illness affects all people, in all places.  Through MHAC, its members convey to community and public opinion leaders around the State the impact of untreated mental illness on their constituents.  The power of the collaboration enables them to speak about people with mental illnesses in courtrooms, emergency rooms, classrooms, and other places beyond the walls of behavioral health agencies.
Over the last seven years, the MHAC has worked with partners in Cuyahoga County and across Ohio to increase knowledge about mental health and the impact of untreated mental illness. Community education efforts have included: 	



Billboard campaigns; 
Information distribution to all Cleveland and Cuyahoga County employees; 
Partnerships with institutions of higher education, gyms, local races, libraries, bookstores and grocery stores to display and distribute information;
Television programming on suicide and college students with Cuyahoga Community College; 
An annual public officials breakfast reception; 
[bookmark: _GoBack]Collaboration with the Cleveland Metropolitan Bar Association’s Lawyers Mental Health Task Force; and 
Providing mayors with a detailed and thorough resource book, among many other activities.
	As part of its work to increase access to services, the MHAC is heavily invested in assuring that systems and services are efficient, effective and adequately supported.  Work on Medicaid buy-in for workers with disabilities, integration of physical and behavioral health care services, Medicaid access, issues facing transitional youth and youth involved with the Department of Youth Services, Health Care Reform planning and implementation and other efforts are examples of critical components of the MHAC’s work.  
	The MHAC engages in activities at the local and state level with both entities. In undertaking its work, the MHAC frequently collaborates with its member organizations and local and statewide entities.   These partnerships enable the organization to leverage its resources to greatest effect. Two of the MHAC’s frequent partners are the local ADAMHS Board and the Ohio Association of County Behavioral Health Authorities.   
	The MHAC’s successes with its members in northeast Ohio and partners around the State has sparked conversations abut expanding the model to other areas of the state.  The MHAC routinely receives calls from individuals around the country inquiring about the existence of a MHAC in the caller’s area.   If your city, county, region or state is interested in forming a unified voice on mental health issues, please feel free to contact us to discuss the MHAC and its model further.   We welcome the opportunity to talk with you.




30 MILLION DROVE “UNDER THE INFLUENCE” LAST YEAR
The White House Office of National Drug Control Policy and SAMHSA have made the prevention of impaired driving a national health and safety priority in the wake of new findings that 30 million people drove “under the influence” in 2010.  The  report, State Estimates of Drunk and Drugged Driving, developed by SAMHSA’s Center for Behavioral Health Statistics and Quality,  indicates that 13.2% of people age 16 and over (30.6 million individuals) drove under the influence of alcohol; about 4.3% (10.1 million) drive under the influence of illicit drug.  The report’s state-by-state data from 2006-2009 disclosed that rate of drunk driving were among the highest in Wisconsin and North Dakota (at 23.7% and 22.4%, respectively). Rats of drugged driving were among the highest in Rhode Island (7.8%) and Vermont (6.6%). The good news is that 12 states saw reductions in drunk driving rates; 7 saw reductions in rates of drugged driving.  For a copy of the report, go to: http://oas.samhsa.gov/2k10/205/DruggedDriving.htm

					AROUND THE STATES: AN UPDATE

Health reform action around the states: The good, the bad and the ugly
Iowa: The Iowa Health Care Coverage Commission has approved development of a state health insurance exchange, one of the key provisions of the ACA that is required to be in place and operating by 2014. While initially including only basic insurance policy information, the exchange will be expanded over time to provide both coverage details and information about subsidy eligibility. 
Wyoming: State legislators have introduced a measure (HB 35) that would make it a felony for government officials to enforce any part of the ACA in the State. Fortunately, the effort is symbolic, at best, since Federal law supplants State law 
Oklahoma: Oklahoma is the latest state to announce it plans to challenge the key provision of the Affordable Care Act that requires people to purchase health insurance coverage. The decision of a Reagan-appointed judge in Florida on the same topic is pending. In the meantime, Georgia, Kansas, Ohio and Wisconsin have asked to join in the Florida suit. Ultimately, the Supreme Court will be the final destination for these challenges. Meanwhile, many of the law’s consumer protections will take effect on January 1, 2011.

Maryland to begin pilot medical homes program.  Next year, Maryland will implement a pilot program to develop patient-centered medical homes to increase physicians’ focus on prevention and disease-management.  Under the program, providers will form groups deliver patient care, and provide online and telephone communication as well as extended appointment hours. Providers will get incentives for treating individuals with chronic illnesses in low-cost, effective ways that avoid trips to the ER. Over 180 practices have already applied for the pilot’s 50 openings. 
Illinois legislators enacting Medicaid overhaul.  To help ease its budget crisis and, perhaps, to ease the pain of a likely state tax hike, the Illinois State Senate has enacted legislation to change how the State manages its role in the Federal-State Medicaid program. If enacted by the House and signed by the Governor, the bill would require that by 2015, at least half of Medicaid clients are cared for through HMO-style managed care plans. It also would simplify the transfer of funds to help move disabled people from institutions into residential care. Other changes would help ensure that only eligible people enroll in Medicaid. Clients would have to provide additional evidence that they meet income requirements, live in Illinois and, for continuing clients, that they're still eligible. The measure, which Senators admit saves relatively little, awaits action in the Illinois House. 


BLAZE A TRAIL IN MICHIGAN AT ITS 2011 WINTER CONFERENCE
	The Michigan Association of Community Mental Health Boards invites you to its annual winter conference, Blazing the Trail in 2011, to be held February 16-17, 2011, Lansing Center/Radisson Hotel, Lansing Michigan. Events kick off with an afternoon of pre-conference institutes (1:00-4:00 p.m.) will be held at the same venue on February 15. Sessions include: Understanding CMH Financial Statements; Companion Guide to Behavior Plan Development and Review (a panel discussion); Successful Organizational Change:  Improving Employee Readiness and Commitment to Change; and a Board Chairperson Roundtable & Networking.
Then on the 16th and 17th,  in addition to a host of informative workshops spanning such topics as advocacy, model projects, engaging the faith community, stigma busting, e-prescribing, home-based care, and mental health promotion, among others, the conference will feature a number of plenary sessions:
What is Trauma and Why Must We Address It?, Joan Gillece, Ph.D., NASMHPD
Inspiration and Facilitating Recovery by the Individual and the System, Daniel Fisher, M.D., Ph.D., Executive Director, National Empowerment Center
Drawing Strength:  Using Creativity and Art as Coping Mechanisms, Scott Nychay, award-winning editorial cartoonist and author
Update from Michigan Department of Community Health
To register, go to: http://www.macmhb.org/Winter_Conference/Winter_Conference_Page.html
Watch www.macmhb.org for more details conference descriptions next week



CMS BEGINS EHR INCENTIVE PAYMENTS
With registration opening on January 3, 2011, the Centers for Medicare & Medicaid Services (CMS) already has begun paying incentives to providers and facilities under the Medicaid and Medicare electronic health record (EHR) incentive payment program. The American Recovery and Reinvestment Act’s (ARRA) Health Information Technology for Economical and Clinical Health (HITECH) Act offers states an 85% federal financial participation (FFP) match for administrative expenses related to EHR incentive programs, a 90% FFP match for planning and administration expenses, and a 100% FFP match for state spending on incentive payments. To be eligible for the incentives, hospitals and providers must demonstrate “meaningful use” of EHRs within the Medicaid and Medicare programs, as defined by the U.S. Department of Health and Human Services. For more information, go to: https://www.cms.gov/EHRIncentivePrograms/  


REDEEMING THE TRAGEDY IN TUCSON

Ron Manderscheid, PhD
Executive Director, NACBHDD

	Last weekend, a tragedy of national proportions occurred in Tucson, Arizona. Twenty-two-year-old Jared Lee Loughner repeatedly fired a pistol into a group at a Saturday political rally organized by Representative Gabrielle Giffords of the 8th district of Arizona. Six people were killed outright, including a 9-year-old girl; 12 more were wounded, six seriously, including Gabby Giffords, who was shot through the head. We need to understand and take action in the wake of this very sad event so a similar event does not occur in another setting with other participants.
	Based on CNN and other media reports, a picture emerges of Jared Loughner as a bright, talented teen who developed a serious mental illness over a protracted period of time, dating from his later high school years. Allegedly, he had numerous run-ins with high school, community college and legal officials, as well as with classmates. Over time, he also withdrew from family and friends, sometimes precipitously; he spent progressively longer periods of time in delusional thinking.  
	A central, critical question asks why he never was identified as in need, referred to, or received appropriate mental health care. Clearly, as we seek answers, it serves no purpose to point fingers, whether at public officials, at fellow students, at friends, or at his family. We cannot know their level of knowledge, their personal motivations or why they did not or could not intervene. Rather, let’s look at what might have happened, but didn’t.
[image: ]	We must examine two issues: knowledge and availability.  
How can we give people the knowledge and the skills to take action when they encounter a family member, friend, or acquaintance who is experiencing a mental illness? 
How can we assure that appropriate and effective mental health services are actually available in the community? 
Developing Knowledge and Skills
Before someone—friends, family, classmates, teachers, coaches or other community members—can feel sufficiently secure and confident to intervene, he or she must— 
Have an appropriate understanding of the signs and symptoms of mental disorders; 
Know how to respond; and 
Be knowledgeable of the resources are available to assist. 
	Unfortunately, most people have no training in any of these areas; in fact, most people are unaware of existing mental health treatment resources available right in their own communities. And that is where we can and must do something.
As part of high school health education, every student should be informed about the signs and symptoms of mental illness and the types of helping responses that are appropriate. Clearly, appropriate responses will vary depending on whether a person is suicidal, depressed, violent, incoherent, etc. As a major part of this training, when in any doubt, students should be taught to reach out for help to other authority figures—teachers, school counselors, school principals, other adults, etc.  Such training will do much to combat the culture of silence and inaction that frequently surrounds such encounters.
[image: DSCN0773]
As part of undergraduate college education, and when entering a new job, including teaching or the police force, adults should be exposed to the principles and concepts of Mental Health First Aid. In addition, they should be informed about the mental health resources available in their own communities and how to find these resources in the future through use of the Web and other tools available locally.
Assuring Appropriate and Effective Community Mental Health Services
	In his remarks at the memorial service held in Tucson yesterday evening, President Obama made reference to some key questions that this tragedy should engender in our national dialogue. Among them was his question: “Are our mental health services adequate?” We must help the President to answer this question, and we must do it in a helpful, operational way. It is a stark fact that current mental health services are inadequate in most US communities. 
	When we address this question, we must not only examine actual primary service availability, but also whether appropriate inter-organizational links exist. For example, is there a good working relationship between county mental health services and local or community colleges?   
	A related point also needs to be made. This sad event documents the crystal clear need for implementing the Affordable Care Act.  Under this Act, Jared Loughner could be covered under his family’s health insurance policy to pay for mental health care. Or, if the family does not have insurance, he could be covered under Medicaid or the Medicaid expansion. Further, disease prevention and health promotion provisions of the Act could have led to early detection of his illness and early treatment before the disease became severe.  
Going Forward 
[image: Bandaid(4x1)]	Jared Loughner literally fell through the cracks. Many people encountered him; virtually no one reached out or sought the mental health care that he desperately needed. In that sense, he was invisible; no one really saw him. Appropriate knowledge and intervention strategies could have changed all of this. We need people who are trained to intervene appropriately, and who have the courage to reject the culture of silence and inaction.
	When courageous people do intervene, they must feel confident in what they’re doing and that appropriate and effective mental health services are actually available in their own communities. Such services must be consumer friendly and easy to access. 
The Affordable Care Act can help us address both of these needs.
Finally, this is an urgent call to action for every one of us. Each of us must become engaged with our local communities, our schools and our police, and our neighbors. Our message must be very clear: 
Training in Mental Health First Aid is every bit as important and lifesaving to our fellow citizens as the CPR and first aid training that many of us already know.  
Such training is urgently needed to identify and respond to the ordinary mental health challenges that our friends, neighbors, and children face every day and is essential to the continued healthy growth of people and communities.
All citizens ought to have knowledge about the mental health resources available in their communities.
And, community leaders must ensure that effective care is easy to access.   
Because preventing and treating mental health problems is so important to our country’s public health, we ourselves must model and lead the effort to combat the stigma of silence and inaction. 


THROUGH PARTNERSHIPS, NJAMHAA HELPS STRENGTHEN BEHAVIORAL HEALTH COMMUNITY
Shauna Moses
Associate Executive Director
New Jersey Association of Mental Health and Addiction Agencies, Inc.


	“The power of partnership should never be underestimated; possibilities should always be explored. Collaboration is critical for success, especially in these challenging times,” according to Debra L. Wentz, Ph.D., CEO of the New Jersey Association of Mental Health and Addiction Agencies, Inc. (NJAMHAA).  Dr. Wentz lives by her philosophy, working with members to advance effective advocacy, strengthen relationships with government leaders, and collaborate with NACBHDD and other organizations to amplify its effectiveness.	
	NJAMHAA represents 170 hospital-based and freestanding organizations serving children and adults with mental illnesses, addictions, developmental disabilities or co-occurring disorders. The association pursues its mission to strengthen members’ capacity to provide clinical and support services to those in need through advocacy, training, information technology (IT) and other services. 
Advocacy
	“We do everything we can to maximize our members’ viability and consumers’ access to the vital services they provide,” Dr. Wentz said. “We work closely with our members to achieve the greatest possible impact of our advocacy, as they know first-hand how budget cuts, legislation and regulations impact their ability to serve people in need. Additionally, consumers’ success stories resonate with legislators and policymakers.”
	NJAMHAA illustrates how services improve quality of life, how providers contribute to the economy and the necessity of government support. “Especially in these difficult times, it is critical for our collective voice to be heard as often as possible,” Dr. Wentz said. 
Other Training and Services
	In addition to advocacy and related training, NJAMHAA offers learning opportunities on healthcare reform, billing and compliance, preventing fraud, Medicaid issues, and clinical issues and other topics. It informs its members about legislation, budgets and other issues that affect them, and provides opportunities for them to promote their programs during events and in publications.
	Through its IT project, NJAMHAA offers software training and other services, such as server installation and maintenance; consultation on IT systems needs; and benchmarking initiatives for performance improvement. For more than 25 years, the IT project has been working with providers and state government, helping both move from the paper-and-pencil era to the computer age. 
	In 2000, NJAMHAA established the New Jersey Mental Health Institute, Inc. (NJMHI) to further support its members and consumers by promoting policy and best practice development, training, research and anti-stigma campaigns. 
 NJMHI resources also help to enhance minority communities’ access to services through such efforts as cultural competence training, promotion of bilingual/bicultural clinicians, and development of educational materials about mental illnesses and available services. In addition, in 2006, NJMHI launched the National Resource Center for Hispanic Mental Health (NRCHMH) to help the nationwide Hispanic population understand mental illness and access services. NRCHMH plans to expand its focus to support a broader range of underserved populations. Other statewide efforts include a collaboration to provide training to all partners in the state’s children’s system of care. NJAMHAA and NJMHI continue to identify opportunities to strengthen New Jersey’s behavioral health system.
	NJMHI’s efforts also reach beyond state borders. Trilingual educational brochures about recognizing the signs of mental illness and seeking help when needed were recently distributed in Sri Lanka, a follow-up to training that NJMHI-recruited volunteers provided in that nation shortly after the December 2004 tsunami. These materials have been found equally valuable in New Jersey, which has a significant Sri Lankan population.
CEO Inspired Progress for 15+ Years
	Dr. Wentz, NJAMHAA’s CEO, has transformed the organization from a small association with limited access and influence into an advocacy powerhouse. State legislators and administrators seek her input when contemplating new policies, to answer questions and to access services for loved ones. 
	Always seeking new ways to support member organizations, Dr. Wentz has established partnerships with various businesses that serve the behavioral healthcare field. For example, to help members establish cost-saving collaboratives with electronic health record software vendors, the NJAMHAA established an IT Council that includes software and telecommunications services vendors. Similarly, its Integrated Healthcare Council includes insurance, managed care, staffing and other companies. Through  its Educational Council, NJAMHAA works with colleges and universities to review behavioral health curricula to close the gap between theory and practice, attract students to the field and promote workforce development. The Pharmaceutical Advisory Council, which consists of representatives from pharmaceutical companies and state government, focuses on educating all constituencies about the importance of access to the most appropriate medications and treatments.  
	Dr. Wentz has taken many leadership roles at the state level, serving on the current and past Governors’ Transition Teams, including chairing the subcommittee on addictions and mental health for Gov. Chris Christie. At the national level, Dr. Wentz recently joined NACBHD and has long been involved with the National Council for Community Behavioral Healthcare, National Association of Psychiatric Health Systems, NAMI National, Mental Health America and other organizations.
	Through its diverse partnerships, NJAMHAA has become a recognized leader for New Jersey’s community behavioral health system. Over the years, tens of millions of dollars were added to the state budget; proposed budget cuts were eliminated or mitigated; Medicaid reimbursements were obtained or increased for various services; and several key state government decisions were modified or rescinded in response to advocacy from NJAMHAA and its partner associations.


MANDERSCHEID BRIEFS ANNAPOLIS AREA PROVIDER COMMUNITIES ON ACA
Frank Sullivan
Executive Director, Anne Arundel County Mental Health Agency, Inc.

	Participants from the behavioral health provider communities in Anne Arundel and surrounding Maryland counties met in Annapolis on January 5 where NACBHDD Executive Director Ron Manderscheid made a presentation on the Affordable Care Act (ACA) to an audience that also included hospital, advocates and local government representatives.  In an understandable way, he emphasized the opportunities and pitfalls across the five major components of the ACA: health insurance reform, coverage reform, quality reform, payment reform, and health technology.  He also covered how Medicare parity and behavioral health parity laws interact with the ACA to “give us everything we had hoped for”.  As one participant put it, the one thing taken from the presentation is “Change is coming, and someone will either do it for us or to us, unless we are an active participant”.
	Issues at the local level include the large number of new customers that can be expected as the result of the ACA, either through new enrollees in medical assistance or through health insurance exchanges. Some estimate that as many as 10 million new individuals will seek behavioral health services when impediments to care are removed.  Manderscheid posited two strategic questions regarding behavioral healthcare: (1) Can we work with the newly insured to understand insurance and care negotiation? And (2) How can we use this opportunity to improve quality and do outreach?
	He posed a number of conceptual questions for those in attendance to consider, such as:
How will  behavioral health providers integrate care with the medical providers?
What is our role in health improvement and promotion?
How do locals become engaged and “get to the table”?
How do we move into Electronic Health Records and sophisticated IT environments?
Finally, using workgroups, Manderscheid helped participants engage in a planning exercise that is helpful for moving an organization from passive reaction to proactive preparation. 
   

OHIO ASKS YOU TO VOTE EARLY, VOTE OFTEN 

The Promote Wellness 4 Behavioral Health campaign of the Ohio Association of County Behavioral Health Authorities has been accepted as a contender for a $50,000 grant through the Pepsi Refresh Project. They needs your help to earn these funds for use in statewide education and advocacy for persons with mental and substance abuse disorders.  To that end, they urge you to take the following action EVERY DAY IN JANUARY:  Go to http://pep.si/h33dp3, register in the lower left corner and register vote by clicking the “vote for this idea” icon.  Each morning thereafter, sign in and vote for the Promote Wellness 4 Behavioral Health Campaign.   The more votes, the better the chance that the effort will succeed.

2011 APHA CALL FOR ABSTRACTS NOW OPEN
The American Public Health Association is calling for abstracts for its 139th annual meeting, Healthy Communities Promote Healthy Minds and Bodies, slated for October 29-November 2, 2011, in Washington, DC.  Abstracts in all areas of public health, not just those focused on the meeting theme, are encouraged. The deadline for abstract submissions range from February 7-11, 2011, depending on the Section, SPIG, Caucus or Form to which the abstract is to be submitted. All abstracts must be submitted online. An easy-to-use, online form will walk you through the process. Be sure to read abstract requirements carefully and heed deadlines. More information on abstract content and the on-line abstract are at: http://www.apha.org/meetings or http://apha.confex.com/apha/139am/oasys.epl


A NEW APPROACH TO BEHAVIORAL HEALTH LEADERSHIP

Mark your calendars for Behavioral Health Leadership and Disruptive Innovation in Health Reform, the ACMHA’s upcoming 2011 Summit, March 16-18, 2011, New Orleans, LA. 

So what are disruptive interventions? How do we create them or harness them to the benefit of behavioral health and the people we serve in this era of high-stakes health reform? Can harnessing the power of the disruptive intervention framework help us make behavioral health care more accessible, affordable and acceptable to the public, the policymaker, and the community at large?  COME TO NEW ORLEANS AND FIND OUT!

For more conference information and registration packet, go to:  http://www.acmha.org/summit_agenda.shtml


ON THE BOOKSHELF: RECENT POLICY PUBLICATIONS OF NOTE

Institute of Medicine: For the Public’s Health: The role of Measurement in Action and Accountability provides a framework for the collection, analysis and dissemination of epidemiological health data to help improve clinical effectiveness and enhance government accountability by assessing the financial, environmental and psychosocial factors that affect individual and public health. Go to: http://www.nap.edu/catalog.php?record_id=13005 - toc
California HealthCare Foundation: California’s Insurance Exchange: Experts Tackle the Big Questions outlines the State’s legislation to create insurance exchanges under the ACA and summarizes the policy and financing issues that shaped it. Go to: http://www.chcf.org/publications/2010/12/californias-insurance-exchange-experts
California HealthCare Foundation: Helping Patients Help Themselves: How to Implement Self-Management Support provides case studies of early adopters as well as telephone, behavioral and health coach self-management support models for people with chronic illnesses, touching on challenges related to payment and staff training.  
Go to: http://www.chcf.org/publications/2010/12/helping-patients-help-themselves
Urban Institute: Moving Payment from Volume to Value: What Role for Performance Measurement explores the role of performance measurement in health care quality improvement and payment reform, comparing options that focus on measuring value or altering provider incentives.  Go to: http://www.rwjf.org/files/research/71568full.pdf






ACMHA: The College of Behavioral Health Administration continues its 12-month critical issue webinar series on the new health reform legislation and what it means for behavioral health. 
February 9, 2011 — Behavioral Health Medical Homes and Primary Care Medical Homes,  Melissa Harris and Nancy Kirchner, Centers for Mental Health Services
March 9, 2011 – Accountable Care Organizations, Dale Jarvis, BA, CPA, MCPP Consulting
For upcoming events, check at www.acmha.org/current_events_critical_issues.shtml.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.


WEBINARS ON ASSESSING PATIENTS IN ERS AND ACUTE CARE SETTINGS

	Emergency departments are the “canaries in the mines” of our strained health care system; persons suffering behavioral illness, can stress even well-planned approaches to care and services.  That is why, on January 12, 2011, the Institute for Behavioral Health Care (IBHI) launched a free Webinar series on care of behavioral healthcare clients in hospital emergency departments on and acute care settings. 
	The series continues January 23 and February 9, 2011.
January 26, 2011, 3:00, p.m., Reducing Suicide Rates to Zero by Practicing Perfection: Exploring the Perfect Depression Care program. M. Justin Coffey, MD, Behavioral Health Services, Henry Ford Health System
February 9, 2011, 3:00 p.m., Lessening Agitation and Confrontation in the ED and Acute Care: Practicing Fundamentals of non-Coercion. Jon Berlin MD, Assistant Clinical Professor, Psychiatry, Medical College of Wisconsin.
For more information about this and the next series of Webinars and directions on how to register to participate, go to, http://www.ibhi.net/ibhi-announces-two-webinar-series-january-march-2011/


MEMBERS INVITED TO SUBMIT “FROM THE FIELD” PIECES

[image: ]	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.

###



2011 Annual Legislative and Policy Conference
March 3rd and 4th, 2011
The Phoenix Park Hotel
520 North Capitol Street, NW
Washington, DC 20001

CONFERENCE REGISTRATION FORM

NAME:_________________________________________________________________

TITLE: _________________________________________________________________

ORGANIZATION:________________________________________________________

PHONE: ______________________		EMAIL:_____________________________

ADDRESS:______________________________________________________________

CITY:______________________________	 STATE:__________	   ZIP:____________

Early bird registration:  by  February  18, 2011						
$375 – members					member _______
	$450 – non-members				     non-member _______

Regular Registration:  after February 18, 2011
	$425 – members					member _______
	$500 - non-members				     non-member _______

Payment options:
You may pay your registration fee on-line or by mailing a check made out to NACBHDD.  Please indicate your preferred method:

____  I will send a check to:  NACHBDD Legislative Conference, 25 Massachusetts Avenue, NW,
           Suite 500, Washington, DC  20001
____  I will pay on-line using PayPal (Go to www.nacbhdd.org and click on “Conferences, then Upcoming Conference Info .”)

Hotel Accommodations:  The Phoenix Park  Hotel conference room rate is $225.00.  
To receive this rate, reservations must be made by February 7, 2011.   Please call 1-800-824-5419 to make your hotel reservations (use NACBHDD as your group identifier) or register on-line at: https://gc.synxis.com/rez.aspx?Hotel=17379&Chain=5388&arrive=3/2/2011&depart=3/4/2011&adult=1&child=0&group=15301  and  use 15301 as your group identifier.

 (
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