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BITS from DC: A Letter from Executive Director Ron Manderscheid
Dear Colleagues:


March has been a very busy month. From March 7 through 9, we hosted our annual Legislative and Policy Conference in Washington, D.C. Highlights included participation by White House disability director Jeff Crowley; health reform guru and COO of the Center for American Progress Neera Tanden; and the newly appointed director of Medicaid disability programs at the Centers for Medicare and Medicaid Services Barbara Edwards. We all particularly enjoyed our Hill reception in the Rayburn Foyer, which featured our presentation of awards to Representative Henry Waxman and Senator Tom Harkin, topped only by an impromptu speech by Representative Patrick Kennedy. You missed a good event. Make a mental note to join us next year. 


As I write this, the U.S. House of Representatives is on the cusp of a final reconciliation vote on National Health Reform. Earlier this week, I sent each of you a notice to contact your Representative, particularly the subset of whom are on the fence. I hope that you have done so and that, as a result, we will be preparing to implement the new law next month. 


Last week, the Association of County Mental Health Authorities of Illinois hosted a very effective conference in Springfield, convened in conjunction with the Illinois Public Health Association annual meeting. The meeting included a detailed examination of mental health-primary care integration and a major lobbying effort on the Illinois mental health budget with state representatives and senators. Our hats are off to Sandy Lewis, President, and Cherryl Ramirez, Executive Director, for this outstanding work.


Today, we hosted our monthly TA-lk event, with a presentation by Tonya Bower from HRSA/HHS. Tonya is the chief of planning for the Federally Qualified Health Program and for Federally Qualified Health Center Look-Alikes. I have sent each of you copies of the presentation overheads. We have already asked Tonya to do a return engagement that will be devoted entirely to this topic. We need to be at this table and to participate in the program because, as part of health reform, President Obama has promised $11 billion in new funding for this program over the next decade. 


I hope that you are enjoying the spring-like weather. May the sun always shine upon your face, and the wind always blow at your back!  

Illinois: Integrated Care Springs from the Ashes of Financial Ruin

Cherryl L. Ramirez

The March 10-11 annual conference of the Association of Community Mental Health Authorities of Illinois (ACMHAI), held in Springfield in conjunction with the Illinois Public Health Association, was truly rollercoaster ride for the emotions, and a challenge for Illinois behavioral health. Ranging from distressing lows to hopeful highs, we first heard dismal news from former State Medicaid director George Hovanec, that state funds for FY 2011 will plummet $90.7 million from FY 2010 levels, a decrease of nearly 24%.  This decrease will result in lost services for as many as 74,000 consumers when an estimated 50 provider organizations are forced to shutter their doors.  Many of these consumers will end up without care, housed in facilities like jails, homeless shelters and nursing homes, emergency rooms or on the streets with no care at all. As Kent Redfield, Professor of Political Science at UIS, then pointed out, today’s political landscape makes solutions to the budget crisis; adoption of a 6-month budget is the only likely, albeit temporary, course of action. Our sole recourse seemed to be to heighten our advocacy with our legislators to help safeguard important public health and behavioral health initiatives.   


In stark contrast, Ron Manderscheid’s keynote address on health reform was a welcome break from the previous doom and gloom. The chants “Three, five, seven nine, Health Reform: Now’s the time” and “Two, four, six, eight: Reconcilite” were resonating in  m head long afterward. Not only did Dr. Manderscheid review highlights of the House and Senate health reform bills, he also made it clear that the both economic recovery future federal solvency require national health [insurance] reform. He further suggested how we can mobilize at the county level, where the rubber meets the road, so to speak, focusing on the growing role of communities in addressing the social and physical determinants of health and wellbeing. To that end, he suggested that we advocate strongly for the Congress and Administration to move forward on reform, particularly with respect to the local role in both health promotion and disease prevention to benefit people and lower overall health care costs.


At legislative reception in the evening, we presented awards to four legislators who have authored legislation to promote community-based options and system improvements in both public health and mental health. With record participation by association members, legislators and representatives from the executive branch, the event provided an exceptional opportunity to practice our lobbying skills and to discuss our top legislative and policy initiatives.


The meeting’s second day served as a behavioral health summit to address the integration of mental health and primary care. Dr. Manderscheid highlighted the need for integrated programs, noting that approximately 1/3 of adults and 2/3 of children with serious mental illnesses or serious emotional disturbances receive no physical or behavioral health services at all and that He also reminded everyone that public mental health clients die about 25 years earlier than other Americans, most often (60-80%) due to treatable chronic physical illnesses resulting from the absence of primary care, the metabolic effects of psychotropic medications, lifestyle factors and lost hope.   Two key requisites for integrated care became clear: 

· Medicaid reforms that permit a consumer to have both mental health and primary care encounters on the same day.  

· Evolution of the medical home to include three different models:  behavioral health medical home, primary care medical home and coordinated care at different sites.


Wonderful program models of integrated care were presented during the balance of the day. 

· Thresholds, a community behavioral health center offering primary care services, presented a multi-level integrated care program that ranges from assessing physical health status and exercising care in prescribing second-generation antipsychotic medications to promoting positive health and prevention through wellness regimens. Thresholds presented wonderful examples of activities (e.g., group exercise programs and community cooking classes) that not only promote healthy lifestyles but also build community and create peer-counseling opportunities among consumers. 

· The Rush University BRIGHTEN program, with a focus on older adults, is based on the recognition that most older adults get mental health services in primary care or religious settings, and that 50-75% of all health care visits focus on mental health concerns. Including wraparound services, evidence-based treatments, virtual staffing, and electronic assessments, the program has demonstrated the ability to reduce symptoms of depression and anxiety and increasee social connectedness and daily functioning.

· A therapist, working with pediatricians at the Southern Illinois Healthcare Foundation, an FQHC, to reach children and adolescents with behavioral health needs, provided practical insights into the benefit of integrated mental health and primary care.  For example, follow-up family engagement with the therapist increased from 20% to 95% when the therapist initially accompanied the pediatrician to meet with the child and family. 


The positive of this meeting, ultimately, far outweighed the discouraging elements. As a result, with hope from these positive models of care and chants for reconciliation still resounding in our ears, the meeting closed with a rededication of purpose and a commitment to ongoing advocacy for our consumers and our programs in counties across the State. 

Writing the Story of Child Mental Health for the Public: A Research Project
Dr. Nathaniel Kendall-Taylor, Senior Researcher

FrameWorks Institute, Washington, DC


Sadly, the issue of child mental health offers a prime example of how ineffective translation of scientific knowledge results in limited public support for policy. While there has been undeniable progress in the public’s awareness of some mental health problems—adult depression comes to mind—public misunderstandings about other important areas of mental health abound. There is, moreover, a particularly dramatic gap between how experts and the public understand child mental health. Without a clear understanding of how the public approaches the notion of child mental health—what connections and assumptions people make automatically, and what may impede their understanding of effective solutions—science and policy experts will continue to fight an uphill battle in making the case for solutions. 

Over the last year the FrameWorks Institute, a nonprofit nonpartisan think tank, conducted research to identify: 1) the foundational messages of the science of child mental health; 2) the implicit assumptions and understandings, or cultural models, that average Americans employ in understanding issues of child mental health; and 3) how communications can more strategically and effectively create policy productive public thinking and conversations around this issue. The work is funded by the Endowment for Health (NH) and the Harvard Center on the Developing Child.


Using a multi- method, iterative approach, FrameWorks has worked to synthesize and distill the expert “core story” of child mental health, defined as the key components of the science of child mental health that experts agree must be communicated to the public. Key components of this core story include: 

· Very young children can experience both good and bad mental health. 

· There is considerable variability in the types, duration and severity of mental health problems in children. 

· Mental health and mental health problems in children are the result of a complex interaction between genes and environments. 

· Early identification and promotion policies are key. 

· There are many effective evidence-based programs but their availability remains limited. 

· Treatment of child mental health issues is different from adult treatment. 

· The desirability of an ecological approach that sees children and families as embedded in communities shaped by still larger contexts and highlights the importance of policies, programs and resources in addressing issues of child mental health. 


In addition to this research with experts, FrameWorks has conducted descriptive research to better understand the cultural assumptions and understandings that average Americans rely on in understanding issues of child mental health. Employing interview methods from psychological anthropology, this research has shown that Americans see a strict division between the concept of mental health and that of mental illness. The former is believed to be exclusively about emotions. In the words of one of our informants, “Poor mental health is when you have emotional ups and downs.” Therefore, participants reasoned, treatment for something believed to be a mental health issue consists of individuals controlling their negative emotions and deliberately shoring up more positive feelings. In addition, emotions were seen to lie exclusively in the domain of individual responsibility, meaning that treatment for mental health issues was assumed to be the responsibility of the individual affected. This assumption limited participants’ ability to think about public or social responsibilities in issues of mental health. 


Mental illness was conceptualized by employing different but similarly narrow assumptions. According to informants, mental illnesses lie narrowly in the realm of genes and the chemicals they encode. In the words of one informant, “Mental illness is something that is based purely on chemicals. It’s something that runs in your family…” This perception limited participants’ ability to think about any solutions other than drugs that “rebalance chemicals,” and, because genes were largely seen as being “set in stone,” issues classified as mental illness were believed to be without solution. 


Research suggested that public thinking about mental health and illness in children is structured by two dominant but conflicting cultural assumptions about children; that they are “little adults” and simultaneously that they lack the emotional capability to experience mental health or mental health problems. The first assumption led participants to reason, that “if adults can have those problems, children must as well” and that, by extension, approaches to promotion, prevention and treatment of child mental health issues should also be identical to adult approaches—only “smaller.” Importantly, this assumption is inherently anti-developmental and can lead to support for a “one size fits all” approach to prevention and treatment. The second assumption structured the understanding and pushback that young children simply are not capable of experiencing good or bad mental health. This pattern of reasoning is highly problematic in communicating about child mental health policies as it results in the conclusion that policies that focus on child mental health are wasteful and unnecessary. 


These two streams of data were compared to reveal a set of gaps in understanding between experts and the general public. These gaps become targets for strategic communications to fill and in so doing can allow the public to access, understand and employ the expert understanding in thinking and reasoning about issues of child mental health. Comparative analysis revealed major gaps in understanding in the following areas: concepts of causation; perceived effective treatments; the reality of the issue of child mental health; differences between child and adult mental health; the contexts that influence mental states; and the role of genes in shaping mental states. 


At the time of this newsletter, FrameWorks has begun conducting prescriptive research on how to fill these gaps and address other unproductive features of the cultural assumptions that Americans implicitly bring to bear in thinking about child mental health. FrameWorks publishes its research and recommendations at http://www.frameworksinstitute.org/cmh.html. 

A Shout-Out about the Legislative Conference: Highlights and Headlines


Maybe because, as Mental Health Committee chair Jim Behrends observed, “The timing was absolutely on target,” perhaps it was the speakers or even the new Executive Director, but the 2010 annual legislative and policy conference had an energy, sense of purpose and vitality unmatched in many years. 


The excitement was palpable, in part thanks to the promise of health reform, rising like the phoenix from its own ashes. That made visits to their legislators all the more important for NACBHDD members who made the trek to Washington. A reception to honor Representative Henry Waxman and Senator Tom Harkin became even more special thanks to retiring Representative and long-time behavioral health advocate and spokesperson, Patrick Kennedy. And conference presentations and participation by senior-level White House and key Federal agency representatives resonated with an understanding of NACBHDD issues and a willingness to work together to solve problems. But, for many who have been long-time participants in these meetings, other factors trumped even these exciting features of the meeting.  


Warming to Washington: Long-time NACBHDD leaders like Behrends, Pat Ryan, Leon Evans and David Wiebe credit Ron Manderscheid, with helping to dispel the cynicism so many have felt about Washington and to open doors to important collaborations, starting with SAMHSA and CMS, both key players in the past, present and future of behavioral health. Board member, Ryan observed, “Everyone who needed to know who we are now knows and, thanks to Ron, was at the conference talking with us.” Acording to David Weibe,  “ Ron brings the values and vision for the organization about where it should be, how we should be caring for people, and what our obligations to the people we serve are. He helps keep us on message and on track in our policy directions.” All agreed that coming to Washington for policy-focused work is more purposeful and positive as a result of the new staff leadership.


Clarifying the Agenda: Those attending the meeting  ratified a brief, targeted  set of principles and goals on which NACBHDD members can take action as individuals and as an organization.  “With this document, we all know what we need to do and how to do it,” Behrends observes. “With these specific policy priorities, as an organization, we can finally move from dealing with management to acting as the advocates and policy leaders we are.” 

Common Aims; Changing Policies:  The uphill battle to recognize behavioral health as a key ingredient in overall health may be winding down. Both visits to legislative offices and presentations by SAMHSA leaders, the White House disability director, and CMS Medicaid experts, showed clearly that mental health services increasingly are being recognized as important elements of both acute and chronic health care systems instead of unnecessary, perhaps even unneeded services.  


For example, a senior CMS representative expressed support for rehabilitation option services as crucial to community-based mental health programs, concurring that without the supportive system of care inherent in those services, people with the most serious mental illnesses would face increased physical, economic and emotional jeopardy. . Recognizing the value of these services, CMS has withdrawn a change proposed in the previous administration that would have made it more difficult to best serve people with serious mental illnesses.  


Similarly, CMS recognizes that the health reform proposal to expand Medicaid eligibility to individuals living at 133% of the poverty level, rather than today’s 30-50% level, could make services more accessible to many adults with serious mental illnesses – a positive result. However, because it also recognizes the out-year potential cost to States, it is working to help insure that States don’t drop rehabilitation option and other optional services– to make ends meet. Leon Evans points out that if his reading of words and actions are accurate, the Executive and legislative branches, together, are “moving the focus back to people instead of dollars in Medicaid.” 


Ryan observes that perhaps “for the first time, everyone recognized the real need to promote recovery-based, community mental health services. It’s clear that things have changed in Washington. Counties and the services we provide are seen as important and of consequence, particularly with the promise of health care reform.” And in the subsequent days and weeks, the words “mental health care” and “behavioral health” resonated time and time again as part of needed reforms during the last days of health reform debate.  

Sharing the Knowledge: Moreover, participants agreed that one of the most significant opportunities is the ability to spend time with peers who are facing many of the same challenges and opportunities, to share pitfalls and solutions, and to simply stay connected with colleagues inside the county behavioral health systems across the country. As David Wiebe notes, “the intimacy of the meeting is conducive to connectedness. With only 50-60 people we can explore a wealth of ideas and plumb deep and varied experiences and understanding of both issues and possible solutions.” Participants agree that the opportunities for collaboration and exchange are an added value of the conference that can pay dividends back home in program, budget and infrastructure improvements.


The Meaning of the Meeting: If you missed the meeting, Jim Behrends want you to know that you missed learning how things have changed and you missed participating in activities that will set the stage for NACBHDD work over the next twelve months. If you missed the meeting, Pat Ryan wants you to know that you missed the opportunity to interact with people at the federal level who can influence the policies you care about. “Even though Washington seems far away and making change seems do difficult,the reality is that you can make a difference through NACBHDD.  It has the key to unlock and change federal policy.” And, if you missed the meeting, Leon Evans points out that you were “still at home and depressed because you’re trying to do the job with fewer people and resources.  This meeting helped dispel the cynicism so many of us feel about Washington. It showed us to our seats at the policy table, and renewed our sense of purpose and hope.”


So mark your calendar for next year!

Unexplored Opportunities in Reform (A Reprint from Behavioral Healthcare)
Providers Should Prepare To Make Qualitative Changes Post Reform

Ronald W. Manderscheid, PhD


In their analyses of national healthcare reform, pundits typically look only at potential winners and losers, gains or losses. In doing so, they assume that those involved with healthcare will simply do more or less of the same things, post reform, that they did before.


But such analysis misses the mark. With or without passage of the national healthcare legislation currently under consideration on Capitol Hill, we must recognize that healthcare reform is inevitable and that, when it comes, our activities and functions will qualitatively change. Here are just a few examples of those changes.


Outreach to the newly insured. We already know that one-third of uninsured adults have mental or substance use conditions. As current or future reform efforts offer these persons access to personal health insurance, we face the question: Who will provide outreach to them? How will they access and receive behavioral healthcare? Clearly, local behavioral healthcare entities will have a significant role in this outreach process.


New individual and population interventions. Any meaningful health reform will emphasize more disease prevention and health promotion activities. The essence of prevention and promotion is behavioral change-the appropriate purview of mental health and substance use providers. This clearly implies that mental health and substance use providers should play a major role. At the level of the person, this might mean that local behavioral healthcare providers offer health promotion interventions similar to those currently being developed by businesses. However, at the population level, such intervention could lead to a yet-to-be-developed field of behavioral health. We can lead the way in developing behavioral change interventions for entire populations by evolving the role of population health coaches to apply these interventions. Of course, consumer and family input will be essential to this pursuit.


Identifying social and physical determinants of health. New work suggests that developing local community collaboratives can be an effective means of promoting better social and physical determinants of health. Widespread development and utilization of such collaboratives can assure identification and adoption of better social and physical determinants of health, resulting in large-scale trends toward better health and less disease. The work already undertaken to create community collaboratives in Texas, New Mexico and elsewhere represents a platform from which additional collaboratives can be created. These community collaboratives need to address issues and problems that are identified by persons who live in the community, such as childhood obesity, adult depression, etc. Appropriate performance measures will be needed to assess progress.


Creating behavioral health homes. A new opportunity exists to develop and implement “behavioral health homes,” similar in concept to “medical homes,” but suited to a different population. For about five percent of adults and ten percent of children, such behavioral health homes, led by specialists, could offer much more effective support for recovery and resiliency than medical homes led by primary care physicians. A behavioral health home could foster consumer empowerment, recovery, good peer support, and needed primary care services by linking specially-trained primary care providers with behavioral healthcare programs.


Currently, federally qualified health centers, or FQHCs, provide a model of what a behavioral health FQHC “look alike” could be. Current FQHC applications, available from the HHS Health Resources and Services Administration (HRSA), are built on specific criteria including population composition, percentage in poverty, distribution of minorities, geography, service needs, and availability. Behavioral healthcare providers need to explore and apply to become FQHC “look-alikes.” Once qualified, reimbursement rates under Medicaid for the FQHC “look alike” would rise to the level of those provided to an FQHC. This means that a behavioral healthcare provider could make more income.


These ideas represent just a few of the many “outside the box” opportunities that invite consideration as we await the arrival of nationwide healthcare reform. As others continue to speculate about who is winning in our reforming healthcare environment, those who imagine and seize opportunities like these to transform behavioral healthcare will already know. Go for it!

The Administration on Parity: A Fact Sheet



The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA)
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Background. 


The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) requires group health plans and health insurance issuers to ensure that financial requirements (such as co-pays, deductibles) and treatment limitations (such as visit limits) applicable to mental health or substance use disorder (MH/SUD) benefits are no more restrictive than the predominant requirements or limitations applied to substantially all medical/surgical benefits. MHPAEA, which amended the Public Health Service Act, the Employee Retirement Income Security Act (ERISA) and the Internal Revenue Code, generally is effective for plan years beginning on or after October 3, 2009. For calendar year plans, the effective date is January 1, 2010. The Departments of Health and Human Services (HHS), Labor (DOL), and the Treasury will publish in the Federal Register an interim final rule implementing the provisions of MHPAEA on February 2, 2010. The regulation is effective on April 5, 2010, and applicable to plan years beginning on or after July 1, 2010. 


MHPAEA applies to plans sponsored by private and public sector employers with more than 50 employees, including self-insured as well as fully insured arrangements. MHPAEA also applies to health insurance issuers who sell coverage to employers with more than 50 employees. The DOL and the IRS generally have enforcement authority over private sector employment-based plans that are subject to ERISA. HHS has direct enforcement authority with respect to self-funded non-Federal governmental plans. While State insurance commissioners have primary authority over issuers in the large group market, HHS has secondary enforcement authority.  


MHPAEA supplements prior provisions under the Mental Health Parity Act of 1996 (MHPA), which required parity with respect to aggregate lifetime and annual dollar limits for mental health benefits. HHS, DOL and Treasury issued regulations under MHPA in 1997. The MHPAEA interim final rule amends and modifies certain provisions in the MHPA regulations. 


Although MHPAEA provides significant new protections to participants in group health plans, it is important to note that MHPAEA does not mandate that a plan provide MH/SUD benefits.  Rather, if a plan provides medical/surgical and MH/SUD benefits, it must comply with the MHPAEA’s parity provisions. Also, MHPAEA does not apply to issuers who sell health insurance policies to employers with 50 or fewer employees or who sell health insurance policies to individuals. 

MHPAEA Continues and Expands MHPA.  As noted above, MHPA required parity with respect to aggregate lifetime and annual dollar limits. However, MHPA did not apply to substance use disorder benefits. MHPAEA continued the MHPA parity rules as to limits for mental health benefits, and amended them to extend to substance use disorder benefits. Therefore, plans and issuers that offer substance use disorder benefits subject to aggregate lifetime and annual dollar limits must comply with the MHPAEA’s parity provisions. The regulations demonstrate how the expanded rules apply, and update certain defined terms and examples as necessary.

Additional MHPAEA Protections Relating to Financial Requirements.  Under MHPAEA, if a plan or issuer that offers medical/surgical and MH/SUD benefits imposes “financial requirements” (such as deductibles, copayments, coinsurance and out of pocket limitations), the financial requirements applicable to MH/SUD benefits can be no more restrictive than the “predominant” financial requirements applied to “substantially all” medical/surgical benefits. The regulations provide that the “predominant/substantially all” test applies to six classifications of benefits on a classification-by-classification basis. The regulation also includes other rules and definitions that are necessary in order for plans, issuers and their advisers to apply this general parity test.      
Additional MHPAEA Protections Relating to Treatment Limitations.  MHPAEA also provides similar protections for treatment limitations. “Treatment limitations” mean limits on the frequency of treatment, number of visits, days of coverage, or other similar limits on the scope or duration of treatment. The regulation clarifies that there may be both quantitative and nonquantitative treatment limitations, and provides rules for each. Since they are similar to financial requirements, quantitative treatment limitations are subject to the same general test as the financial requirements discussed above. Because nonquantitative treatment limitations (such as medical management standards, formulary design, and determination of usual/customary/reasonable amounts) apply differently, the regulation includes a separate parity requirement for them.     

Parity with Respect to Out of Network Benefits.  If a plan or issuer that offers medical/surgical benefits on an out-of-network basis also offers MH/SUD benefits, it must offer the MH/SUD benefits on an out-of-network basis as well. 

MHPAEA Availability of Plan Information Requirements. MHPAEA requires that plans make certain information available with respect to MH/SUD benefits. First, the criteria for medical necessity determinations with respect to MH/SUD benefits must be made available to any current or potential participant, beneficiary, or contracting provider upon request. MHPAEA also provides that the reason for any denial of reimbursement or payment for services with respect to MH/SUD benefits must be made available, upon request or as otherwise required, to the participant or beneficiary. The regulation clarifies that, for non-Federal governmental plans (which are not subject to ERISA), and health insurance coverage offered in connection with such plans, compliance with the form and manner of the ERISA claims procedure regulations for group health plans satisfies this disclosure requirement.  

Exemptions from MHPAEA. MHPAEA retains the exemption for small employers contained in MHPA.  MHPAEA modified the exemption contained in MHPA based on increased cost in several respects, which are explained in the statute. The MHPAEA regulation updates the small employer exemption, withdraws the MHPA regulations concerning the increased cost exemption, and reserves paragraph (g) for additional future guidance.    

Additional Issues. The MHPAEA interim final rule is intended to address the most pressing issues that affect the ability of plans and issuers to comply in the near term. The Departments noted several issues in the preamble, and specifically requested comments on:

· Whether additional examples would be helpful to illustrate the application of the nonquantitative treatment limitation rule to other features of medical management or general plan design;
· Whether and to what extent MHPAEA addresses the “scope of services” or “continuum of care” provided by a group health plan or health insurance coverage;
· What additional clarifications might be helpful to facilitate compliance with the disclosure requirement for medical necessity criteria or denials of MH/SUD benefits; and 
· Implementing the new statutory requirements for the increased cost exemption under MHPAEA, as well as information on how many plans expect to use the exemption.

###
BREAKING NEWS:





	As this newsletter goes to press, the U.S. House of Representatives has adopted the Senate-passed version of HR 3590, the Patient Protection and Affordable Care Act by a vote of 219-212. Not one of the House’s 178 Republicans voted for the measure, nor did 34 Democrats. 	Following that historic vote, the House then adopted H.R. 4872, the Health Care and Education Affordability Reconciliation Act of 2010 that amends the first bill with provisions already agreed to by House and Senate health leaders. That bill, which passed by a slightly wider margin, was just adopted by the U.S. Senate. The next stop is the President’s desk. 


	President Obama signed the first bill into law on the South Lawn of the White House on March 23 and observed: This struggle became a test of whether the American people could still rally together when the cause was right -- and actually create the change we believe in. Tonight, thanks to your mighty efforts, the answer is indisputable: Yes we can.


	Details, including the timeline for implementation, will be forthcoming in next month’s newsletter.











