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HEALING THE EMOTIONAL WOUNDS OF WAR: A COMMENTARY

Stephen N. Xenakis, M.D., Brigadier General (Ret)

	Wars change people–young and old–sometimes for the better, and sometimes for the worse.  And, often, the thousands of injured men & women returning home from war impose a public health challenge to their communities.  Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF) have been no different.
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)	Since the first fighting in Afghanistan in 2001, over 2 million Americans have seen combat.  The typical warrior endures a host of stresses and threats in the combat theater, all of which impose great hardship on mind and body.  Many soldiers and marines have deployed to both Iraq and Afghanistan for multiple tours, and show the signs of much wear and tear.  For warriors, coming home—restoring soul, mind, and body—takes time and is not always smooth.
	These wars have also had an added dimension - the enemy’s use of improvised explosive devices (IEDs). It is estimated that at least half of all killed in combat have fallen to IED attacks, and several hundred thousand warriors have suffered multiple blasts. IED blasts strong enough to amputate arms and legs inflict “blows” to the head. 
	Over time, the cumulative effects of psychological stress, IED blasts, and hard living contribute to the early signs of “problems” for returning warriors.  For some, the seemingly expected challenges of finding a job, break-ups, & occasional alcohol binge are the signs of a tragic epidemic for many others - suicide, homelessness, unemployment, fractured families, problems with the law, etc.  Over a thousand veterans have committed suicide, one quarter the number that has been killed in combat.  The ratio of homeless veterans of these wars far exceeds those from Vietnam. The unemployment rate for veterans is 16%, compared with 9% across the country.  
	Since 2007, nearly $2 billion has been allocated to psychological health and blast concussion.  Much of that funding has been devoted to sophisticated research in biomarkers and neuroimaging. But few, if any, new treatments have been developed. By far, most current treatments and diagnostic tools have been known for decades.  These treatments are important, but I believe what the veterans need “to heal and restore” goes beyond getting the right diagnosis and medication for the so-called “illness.” Moreover, diagnosis and treatment are compartmentalized in medical silos, are not integrated, and provide only limited benefit.


	Many veterans measure their health in how meaningful their work is and how good their relationships are with friends and family.  They need and ask for help with jobs, training, education, and a safety net when there is trouble. Comprehensive services - set up, supported, and organized at the local level – offer the best option to support the large majority of returning warriors and veterans.  I believe that the federal government – the major agencies of Veterans Affairs and the Department of Defense – would get more payoff in supporting and supplementing programs in the local communities and counties.
 	The Chairman of the Joint Chiefs of Staff, Admiral Michael G. Mullen, has coined a program for engaging the nation to support the returning warriors – The Sea of Good Will.  He emphasizes jobs, education, family support, and basic treatment.  He has the right idea for involving all levels of government and private citizens.  An implicit element of his thinking is a shift in the medical paradigm for veterans care – from the classical focus on diagnosis, disease, and medical treatment – to understanding that the “health and fitness” of the warriors is influenced as much by social factors, like jobs and family, that give meaning to their lives and support through hard times.  Once again, the best help that we can give may be sticking to the “basics” for a productive and gratifying life “at home.” 



TROOPS AND TRAUMA: CARTER CENTER CONFERENCE ECHOES URGENCY
Reservist Vets Need Help at Home
Dr. Thom Bornemann, 
Reprinted with permission,from The Carter Center News

The wars in Iraq and Afghanistan have posed a unique set of psychological challenges to troops due to multiple tours of duty and a significantly greater prevalence of brain injury, among other factors.  As a result, members of the military deployed in these wars have the highest rates of post-traumatic stress disorder on record, and one in seven veterans from Iraq and Afghanistan suffers from major depression. 
In fact, in 2009, mental illnesses were responsible for more hospitalizations among service members than any other illness, costing the Pentagon 488 years in lost duty.  According to national reports, 18 veterans complete suicide every day, and they comprise 20 percent of all suicides in the United States.  We know there re many more soldiers in crisis who could use our help.  The Veterans Affairs’’ suicide hotlines receive about 10,000 calls per month from current or former service members, and there are untold numbers of veterans suffering too much to reach out.
This issue is personally meaningful to me, as I started my career counseling veterans at Fort McPherson, Georgia while in the Army during the Vietnam War.
The 2010 Rosalynn Carter Symposium on Mental Health Policy, held Nov. 3 and 4, was devoted to the mental health needs of members of the National Guard and military reserve.  These veterans, along with their families, do not have the same access to health care services as active duty personnel and instead must rely more on providers in the communities in which they live.  The symposium focused on enhancing community-based mental health delivery systems for these returning service members and their families.
	Attendees at the November symposium heard firsthand from veterans and those providing them with treatment services.  Participants left the Center with practical strategies for helping veterans in their own communities.
If families and loved ones learn about and discuss the mental health risks facing soldiers, it reduces stigma and helps ensure that veterans will seek professional treatment if they need it.
Our heroes deserve greater access to the resources, support, and health services they need for a healthy journey home.  


The live webcast of the symposium proceedings are available on The Carter Center web site at:  www.cartercenter.org
BITS FROM DC

Dear Colleagues:

	Our March 3-4 Legislative and Policy Conference was both busy and energetic. We learned the latest about national health reform, and we learned about the important work of our own counties around child and adolescent services. Major presentations have been uploaded to our website at www.nacbhdd.org. 
	The Conference also enabled us to welcome a number of new members, like Tom Renfree of CADPAAC, and partners, like Rick Peterson of NARMH and Laura Galbraith of NCCBH. Finally, we had the opportunity to publicly recognize a number of key national leaders:  Senators Durbin (IL) and Stabenow (MI), Representatives Napolitano (CA), Murphy (PA), and Stark (CA), and federal leaders Pam Hyde and Charles Curie, the current and previous Administrators of SAMHSA.
	Speaking for all in attendance, everyone had an enjoyable experience and returned home with renewed energy and commitment.
Another important meeting was also held during March. On March 16-18, ACMHA: The College for Behavioral Health Leadership held its Annual Summit in New Orleans. This year’s Summit focused on “Harnessing Disruptive Innovations to Thrive in the Age of Health Reform”.  Summit results hold considerable promise for engaging the behavioral health fields in the broader dialogue on National Health Reform now underway at the national and state levels. The principal disruptive innovation to emerge from the Summit is a peer led community that promotes health and wellness. This model generated considerable enthusiasm among all participants. We will discuss this innovation at an upcoming NACBHDD TA-lk Webinar.
	I am also very pleased to report that Neche Nelson has joined NACBHDD as our Senior Executive Administrative Assistant. Please join me in extending a very warm welcome to Neche.
	Enjoy the smiling spring sun.

	Ron Manderscheid, PhD
	Executive Director



ONE-YEAR ANNIVERSARY OF THE AFFORDABLE CARE ACT ON MARCH 23
	The one year anniversary of the passage of the Affordable Care Act is on March 23, 2011.  With full implementation not slated until 2014, this first year, nonetheless, has been marked by significant progress.  Preventive services have become more accessible and more central to heath care services.  Young adults can remain on their parents’ insurance up to age 26 (important for young people with behavioral health issues or developmental disabilities). And coverage can no longer be denied due to a preexisting condition.  Progress toward state health exchanges has been moving forward with increasing vigor in many states, despite legal challenges to the law itself .(See the stories below on the latest status of the ACA legal battles in courts and legislatures around the country.)  
Yet, with all this progress, people seem to remain both confused and wary about health reform.  In a simple question asked by the Kaiser Family Foundation of over 1,200 people in February 2011, only 52% of Americans accurately said that the ACA remains intact and that implementation is ongoing.  Nearly one-quarter (22%) thought that the ACA has already been repealed—one in three of them, Republicans.
	Should the ACA be kept, expanded, replaced or repealed?  No consensus exists: 48% oppose the law; 43% support it. Yet, nearly 2/3 don’t want Congress to defund the ACA as a means of blocking it, a strategy supported by a number of Republican lawmakers.  
	Perhaps the most significant question is whether the public has tired of the issue of health reform or if larger concerns – economics, jobs, and now Mother Nature and nuclear power – have supplanted health care as a central issue.  Only time will tell.  In the meantime, happy birthday, ACA.  May your developmental trajectory be a healthy and long one. 
2011 NACBHDD LEGISLATIVE PRIORITIES 

At the 2011 Annual Meeting, the NABHDD adopted the following legislative priorities for the first session of the 112th Congress.  Many of the priorities are consonant with those of the National Association of Counties.

We strongly oppose cuts to the FY 2011 and FY 2012 federal budgets that will adversely impact on persons with mental illnesses, substance use conditions or intellectual disabilities. Social justice demands that we do better for each of these groups.
We strongly support implementation of the Affordable Care Act. This Act is needed to extend care to many adults and children who currently have behavioral health or intellectual disability conditions, but lack personal health insurance. 
We strongly support the funding of essential wrap-around services, like housing and job supports, that make it possible for persons with disabilities to lead effective lives in their communities. 
We strongly support extension of Medicaid benefits to persons with behavioral health or intellectual disability conditions who are incarcerated in county jails.  In many instances, these populations either do not receive needed services or receive inappropriate services while they are incarcerated, particularly because of lack on needed continuity of care. 



PROGRESS AND PROMISE IN HEALTH INFORMATION TECHNOLOGY

David Blumenthal, M.D.
National Coordinator For Health Information Technology
U.S. Department of Health and Human Services


The technologies collectively known as health information technology (health IT) share a common attribute: they enable the secure collection and exchange of vast amounts of health data about individuals. The collection and movement of this data will power the health care of the future. In a health care system that values quality, efficiency, and coordinated care, behavioral health patients will be able to move seamlessly between providers throughout the entire health care system. With the help of health IT, their providers will have more accurate and complete information about them; their care will be better coordinated; and they (and their families) will be able to more fully take part in decisions about their health care.
	Historically, health IT– including electronic health records (EHRs), personal health records, telehealth devices, remote monitoring technologies, and mobile health applications – went remarkably under-utilized, and our health care system suffered as a result. But the American Recovery and Reinvestment Act of 2009 (ARRA) has given the health care community the collective opportunity to address this market breakdown. Congress included provisions in ARRA targeting each of the well-defined barriers that stymied adoption in years past. We are already beginning to see results: today, 41% of physicians and 81% of hospitals are planning to apply for the “meaningful use” incentive program and adopt EHRs.[footnoteRef:1]  [1:  National Center for Health Statistics, National Ambulatory Medical Center Survey, 2008-2010; American Hospital Association Annual Survey, IT Supplement fielded in 2010] 

	While ARRA focuses primarily on EHR adoption, the increased use of EHRs by providers and hospitals is 
likely to support the use of a broader array of health IT tools and services. For example, smart phones are increasingly being used in behavioral health to track moods and provide therapeutic interventions with personalized messages, exercises or coaching.  Text messages help doctors and patients regulate medications and change behaviors.  Technologies such as “smart caps” remind patients to take their medications. Each of these opportunities will be propelled by a health care system “wired” with electronic health records, which create the foundation for safe and secure exchange of electronic health information. 
	In the past two years, the country has made significant progress toward realizing the widespread adoption of EHRs. Much work remains to be done, including the development of standards and other guidelines that specifically reflect the needs of behavioral health and other disciplines.  In response to this need, the White House Office of National Drug Control Policy is establishing a special sub-committee on health information technology, substance abuse, and related behavioral health issues. Over the next couple years, we expect to see today’s initial gains in EHR adoption expand into the ability to exchange health information so that it is available at the right time, across health care settings, for patients and providers to make choices that lead directly to the improved health of the Nation.   





NACBHDD HONORS LEADERS IN ADVANCING BEHAVIORAL HEALTH

The NACBHDD leadership had the pleasure of honored a special group of individuals at the March 2011 Annual Legislative and Policy Conference.  Their efforts, whether at the national, state or local level, are changing the quality of life for the better for people with mental and substance abuse disorders and those with developmental disabilities.   
Among those awarded were:
Representatives Grace Napolitano (D-CA) and Tim Murphy (R-PA), for their outstanding leadership and service to the nation through the Congressional Mental Health Caucus which they chair.
Senator Richard Durbin (D-IL) for his leadership and service to the nation in promoting excellent health and health care through the Patient Protection and Affordable Care Act.
Senator Debbie Stabenow (D-MI) (seen at right with NACBHDD member and constituent Jeffrey L. Brown Executive Director Oakland County Community Mental Health Authority) in grateful recognition of her outstanding leadership and service to the nation in promoting excellent mental health, substance use and developmental disability care.
Representative Pete Stark (D-CA) for his outstanding leadership and service to the nation through his work in promoting parity in Medicare benefits for persons with mental illness.
Pamela Hyde and Charles Curie, in grateful recognition of their outstanding leadership and service to the nation.
The Robert Egnew Award was presented to Mary Ann Bergeron, NACBHDD member and CEO of the Virginia Association of Community Service Boards.

HHS NEWS AND NOTES

National Strategy for Quality Improvement in Health Care Released: On March 21, HHS released the ACA-mandated National Quality Strategy for Improvement in Health Care,  designed to create  national aims and priorities to guide local, state, and national efforts to improve the quality of health care in the U.S.  It emphasizes three specific goals:
Better Care: Improve the overall quality, by making health care more patient-centered, reliable, accessible, and safe.
Healthy People and Communities: Improve the health of the U.S. population by supporting proven interventions to address behavioral, social, and environmental determinants of health in addition to delivering higher-quality care.
Affordable Care: Reduce the cost of quality health care for individuals, families, employers, and government.
Designed to as an evolving guide for the nation to focus quality health care on the needs of patients, families, and communities, it also will move the system to work better for doctors and other health care providers – reducing their administrative burdens and helping them collaborate to improve care. Among its 6 priorities, deigned to help focus both public and private partners, are several designed to ensure that services are consumer-focused ensuring that care engages the person and family as partners and ensuring that care is affordable for all.
Read the report at www.HealthCare.gov/center/reports. For more information about the National Quality Strategy, visit www.ahrq.gov/workingforquality/.

Accountable Care Organization Regulations Stalled: Regulations governing the role of Accountable Care Organizations in coordinating care under the ACA apparently are stalled at the Office of Management and Budget. ACOs are intended to coordinate between doctors and hospitals and to hold providers accountable for quality, effective care. The regulations  explain how ACOs can qualify with the Centers for Medicare and Medicaid Services for the shared savings program that should begin in 2012.  The hope is that the regulations will move forward soon after a conference call works through apparent differences of opinion. If this gives the process pause, the next step is even more complicated:  the job of defining what is meant by “essential benefits” that any and all health plans must cover under the ACA.   


IOM HIGHLIGHTS KEY HEALTH INDICATORS FOR FEDERAL ATTENTION

Healthy People 2020 is the HHS’s decade-long master plan for improving the heath of the nation. On March 15, the Institute of Medicine released its report, Leading Health Indicators for Healthy People 2020, teasing out the most important and immediate of the 42 topics and nearly 600 objectives and distilling them to 12 topics, 13 indicators and 24 objectives that warrant priority attention in the plan’s implementation.  The 12 recommended indicators include measures of access to and quality of health care services, healthy behaviors, injury, physical and social environments, mental health, chronic disease, substance abuse, responsible sexual behavior, tobacco use and healthy births (emphasis added).   Among the 24 priority objectives are a number with particular relevance to behavioral health and developmental disabilities: 
Increase the proportion of children who are ready for school in all five domains of healthy development: physical development, social-emotional development, language, cognitive development, and approaches to learning.
Reduce the proportion of people who experience major depressive episodes.
Reduce the proportion of people engaging in binge drinking of alcoholic beverages.
Reduce past-month use of illicit substances.
Reduce tobacco use by adults. 
Reduce the initiation of tobacco use among children, adolescents, and young adults 

To see the full report, go to: http://www.nap.edu/catalog.php?record_id=13088 - toc


ON THE LEGAL FRONT

The saga of the ACA continues in courts across the U.S.  Last month, a third federal judge upheld the constitutionality of the Administration’s Affordable Care Act, reinforcing the existing divide in the lower courts as the cases move toward the appellate level.  

Meanwhile, Judge Vinson of the Federal District Court in Pensacola Florida – the very judge who held that the ACA’s individual insurance mandate is unconstitutional and that, as a result, the entire ACA is invalid,  noting specifically that his ruling should be considered the “functional equivalent” of an injunction –essentially reversed himself about that second part of his holding.  Just days before the Obama Administration filed its intent to appeal the ruling (March 10), the Judge said that, notwithstanding his ruling, implementation of the ACA may proceed in the 26 state affected by the decision.  In the words of Saturday Night Live’s Emily Littella (Gilda Radner), “Oh, NEVER MIND!”



HILL HAPPENINGS: DOLLARS AND SENSE – REDUX

It’s Déjà Vu All Over Again: On March 15, despite opposition from the so-called Tea Party conservatives who called for deeper cuts and social policy prohibitions, the House approved a spending resolution for the current fiscal year. The Senate followed suit two days later. That work was followed two days later by a Seante vote.  Yet for all the hue and cry, this sixth continuing will again expire on April 8,  long before the end of FY 2011.  The House leadership said the three-week spending resolution should give the Senate plenty of time to figure out what can pass in that legislative body.
House Puts ACA Waivers under Microscope:  The House Oversignt and government reform committee has joined the House Energy and Commerce Committee in investigating how HHS has made decisions to grant or deny one-year waivers for the annual minimum coverage requirements. With over 1,000 exemptions granted to date, the contention by Republican leaders is that they either represent political “gifts” or signify flaws in the ACA. Secretary Sebelius has repeatedly rejected both claims. The battle rages.
The Next Battle: FY 2012 Appropriations: Despite serious constraints on domestic discretionary spending in the President’s FY 2012 budget, the proposal does include some modest, but important, increases in mental health research, services and supportive housing programs.  Funding for veterans health care would receive a substantial increase reflecting the growing demand on the health care and other needs of wounded warriors and other veterans of the current and past conflicts.  Surprisingly, the President’s budget requests a $14 million increase for the Mental Health Block Grant – boosting funding to $435 million in the first proposed Block Grant increase since 2000.  The President’s budget also would increase for Substance Abuse Prevention and Treatment (SAPT) Block Grant  by $40 million.  However, the additions pale in comparison to the $2.2 billion states have had to cut from mental health budgets of the last 3 fiscal years alone – around 20% to as much as 40%  of their total spending – reported at a recent congressional briefing. 
Mental Health in Schools Act Reintroduced: Representative Grace Napolitano (D-Ca) has again introduced the Mental Health in Schools Act, with the endorsement and involvement of LA Laker,Ron Artest who recently spoke out about his own battles with depression. The measure would provide $200 million for schools to hire mental health professionals to diagnose and treat youth with emotional disturbances.
HIT for Behavioral Health Providers and Facilities: Senator Sheldon Whitehouse (D-RI) has reintroduced the Behavioral Health Information Technology Act (now known as S. 539). The measure would expand federal incentive payments for the adoption of health information to behavioral and mental health professionals, psychiatric hospitals, mental health treatment facilities, and substance abuse treatment facilities. 
Ending Medicare MH Lifetime Limit:  Sens. John Kerry (D-MA) and Olympia Snowe (R-ME) introduced S. 374 to eliminate Medicare’s current 190-day lifetime limit on inpatient psychiatric hospital care. If approved, the bill would take effect January 1, 2012. 
AND A HEARTY WELCOME TO TWO… 
Please join in extending a very warm welcome to Dr. Jim Gardner and the Council on Quality and Leadership, our newest Silver Corporate Partner. We look forward to working with Jim and his colleagues at CQL over the coming year.
And be sure when you call NACBHDD, to greet our new senior executive administrative assistant, Neche Nelson, who joined the organization on March 14. A native Washingtonian with over 17 years of association work experience, Neche comes to us from the National Association of State Directors of Special Education.  We’re grateful and lucky to have her aboard.

CALIFORNIA BUDGET PROBLEMS LEAD TO ANOTHER PROPOSED STATE/COUNTY REALIGNMENT

Patricia Ryan, Executive Director
California Mental Health Directors Association
	
[image: Macintosh HD:Applications:Microsoft Office 2011:Office:Media:Clipart:Photos.localized:j0309604.jpg]THAT WAS THEN.  
In 1991, California experienced an enormous budget deficit.  At the time, public mental health programs were entirely funded through the state general fund and surely would have taken huge reductions had not creative minds found an alternative way to pay for and administer the programs. Under that solution, the Bronzan-McCorquodale Act, (now referred to as the “realignment”), instead of community mental health being funded by the State General Fund (subject to the annual state budget process), “realigned” revenues flowed directly to counties. Both financial and program responsibility for most mental health programs (and some social services and health programs) were transferred from the state to local government; in exchange, counties had a new, dedicated revenue source to pay for these program. Mental health-specific programs included general community mental health services, state hospital civil commitments and Institutions for Mental Disease (IMDs).  These services were to be provided “to the extent resources are available.”  Two tax increase were enacted to fund the realignment; revenues were deposited into a dedicated state Local Revenue Fund. 
	The core principle of the realignment was to expand discretion and flexibility to counties to expend state funding.  By most accounts, mental health realignment has been considered a success.  The emphasis on a clear mission, defined target populations and a reliable funding source from year to year enabled counties to develop comprehensive, community-based systems of care for individuals with severe mental illness and serious emotional disorders.  Increased county flexibility has enabled counties to focus on recovery people with the most serious mental disorders and to use funds to reduce high-cost, restrictive placements.  Unfortunately, over time, projected revenue has not kept pace with increased costs incurred by counties to meet the needs of the populations to be served.

THIS IS NOW.  
Fast forward to 2011—20 years since the first realignment.  California is facing another massive budget deficit.  As part of his plan to address that deficit, Governor Jerry Brown has proposed another realignment of numerous ”public safety” functions, including all remaining state-funded community mental health and substance treatment programs, child welfare, foster care, adult protective services, and probation services for certain low-level parolees, on the grounds that that “decisions are best made closer to the people, not in Sacramento.”  
	In phase one, the Governor proposes to cede responsibility to counties to administer and fund the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program and Medi-Cal mental health managed care.  California’s 58 counties already contract with the State to manage the latter program; they provide certified expenditures under a Medicaid 1915(b) “freedom of choice” waiver.  County mental health plans (MHPs) receive state general fund allocations to pay for both Medi-Cal managed care and EPSDT.  	However, under the proposed realignment, a new dedicated revenue source would replace the state general fund allocation; counties would be at full financial risk for managing these two entitlement programs.  While county responsibility for programs under the first realignment would continue, funding to support them would now compete with the newly realigned mental health entitlement programs as well as with the other public safety programs newly realigned to counties. 
[image: MC900065156]	Phase two of realignment is linked to California’s implementation of the ACA. As more low-income individuals now served by county indigent health systems become Medi-Cal eligible, a “natural shift of costs from counties to the state” will ensue. As that occurs, the Governor states, it will be necessary to examine which level is most appropriate to provide the health care services and, therefore, use the funds held in the Local Revenue Fund Indigent Health Care Account created by the 1991 realignment.
	The Governor’s new realignment proposal will rely on voters to approve 5-year extensions of both vehicle license fee rates and sales taxes to pay for this transfer of “public safety” programs, including the 2 Medi-Cal mental health entitlement programs, to the counties.  
	The governor assumes the legislature will adopt the realignment and its underlying funding structure this month, followed by both a special election and legislative adoption of the statutory changes by June. 
	Unfortunately, the major source of phase 1 mental health program funding for FY 2011-12 is a 1-time diversion of $861 million in Mental Health Services Act (MHSA) funds (Proposition 63 funds) as a replacement for State general funds for the Medi-Cal managed care and EPSDT programs as well as for special education-related, mental health services. As a reminder, the voter-adopted Proposition 63 mental health funding was intended to expand mental health services, not to supplant existing general fund obligations.  To solve the problem, the Administration proposes to alter the MHSA’s maintenance-of-effort and non-supplantation requirements in ways “consistent with and further(ing) the intent of the Initiative.” At this writing, while the realignment proposal remains up in the air, the Legislature already has approved the one-time HSA funding diversion. Thus, the budget will include this proposal with or without realignment and whether or not the new revenue source is approved by the voters.
	County mental health directors have many legitimate issues with the realignment proposal. In particular, they question the legality of diverting $861 million in MHSA funding from counties to the state. If the diversion occurs without concurrent realignment, it likely will be be challenged in court. Given the State’s dire fiscal situation, if realignment and accompanying funding do not materialize, counties could face even tougher cuts to close a $26 billion deficit.  
	The end result poses a Sophie’s choice. Either way, California’s counties will be faced by difficult changes and challenges in the years to comes.  On the positive side, the Governor has pledged state-level organizational streamlining at the state level and reduction or elimination of state functions made redundant or unnecessary by realignment. Counties already have been informed that MHSA regulatory requirements will be markedly revised and streamlined, and that Medi-Cal requirements will be cut to those required under federal law.  Stay tuned…




[image: ]THE AFFORDABLE CARE ACT: IF NOT THIS, THEN WHAT?
IN WHATEVER FORM IT TAKES, REFORM IS NO LONGER AN OPTIONAL ACTIVITY—IT’S MANDATORY

Ron Manderscheid, PhD, Executive Director NACBHDD
(Reprinted from Behavioral Healthcare; Online Exclusive)


	As I sit by my fireplace on a cold winter night and feel a warmth like the coming spring, I ask myself, “If not this, then what?” Of course, I am not referring to spring, but rather to the Affordable Care Act.
 	The House vote to repeal the ACA was overturned by the Senate, yet more than a score of state lawsuits are currently pending. The cases are likely to be argued before the U.S. Supreme Court. We need to take stock of this situation, and begin to plot our own course into the future.
 	Intuitively, most of us know already that reform of the healthcare system is not just a frivolous idea; it is essential, both for the economic wellbeing of the United States and for the personal wellbeing of each of us. Let me explore these notions a little further. 
	As we are reminded almost daily, the Great Recession of 2008 has necessitated a surge in federal spending that has forced our annual national deficit to record levels—probably in excess of $1.5 trillion for the current year.  What may be less obvious to us is that:
[image: ]At the current level of spending, Medicare will move from a positive to a negative cash flow by 2017,  just 6 years from now.  
The elderly population will double from 36 million to 72 million by 2030, making it likely that Medicare expenditures also will double in the same period.  
The Medicaid system, with 44 million already enrolled and massive, growing state budget deficits, is strained everywhere and, in many states, already is stretched beyond its limits.
	Yet, even with these very large expenditures today, we still are left with nearly 50 million uninsured people (including about 8 million children) whose only care is provided through extremely expensive emergency rooms. And, we haven’t even talked about the more than 10% rise in private health insurance premiums for 2011 or the financial strains being experienced by the military health system, the VA health system, or by Social Security. Not a rosy financial picture at all!
	Now let me turn briefly to the personal level. We know today that:
Half the U.S. population, more than 155 million of us, already have at least one, and likely more than one, chronic condition.  
This half of our population consumes more than three-fourths of the $2.7 trillion we spend each year on health care.  
We have an exploding obesity problem that will only increase the number of people with chronic conditions in the future. (In many of our poorest urban communities, one simply cannot purchase healthy foods!)   
Nationwide, virtually no providers offer health promotion services. 
	I could go on ... but you get the point. It’s not a healthy picture of our personal wellbeing! We know the behavioral health realities as well:
Persons with mental illness and substance use conditions are at epidemic levels in our communities.  
An estimated 10.5 million adults and nearly 2 million children—all without health insurance—already have these conditions and do not receive appropriate care. 
The fields of behavioral healthcare and addiction medicine are literally riddled with health and care disparities.
	Again, not an optimistic picture at all! So, what are the consequences—what is the bottom line? Without a decisive change in direction, it's very difficult to see how any of the following can occur:
The U.S. remaining economically viable. The financial load simply will be too great. To stay afloat, we will be very, very tempted simply to jettison the most vulnerable among us.  
The U.S. remaining economically competitive in the world. Being competitive really requires a healthy population.  
[image: ]We, as individuals, having a good sense of our personal wellbeing when we are confronted with all of these dilemmas.
	Hence, I return to my original question, “If not the Affordable Care Act, then what?” The Affordable Care Act is intended and is designed to address the issues I have described here. Many, including me, have written and spoken frequently about the features of the Act. If all or part of this Act is set aside, we will just need to reinvent it again in a new form. Health reform, in whatever form it ultimately takes, just is no longer an optional activity for us. It is mandatory!  
	Intuitively, I believe that most of us understand the scenario I have offered here, and most of us know that quick action is vital. Thus, I am very confident that we will eventually do what needs to be done, after we try various other avenues. This reality, like the warmth of the coming spring, is cause for much optimism.
 




AROUND THE STATES

 	Arizona:  The State Senate’s Appropriations Committee voted to eliminate the Arizona Health Care Cost Containment System, the State Medicaid agency, foregoing $7.5 billion in federal Medicaid funds.  The bill must move through other committees and both House and Senate before becoming law. 
 	Vermont: Governor Shumlin (D) has proposed covering residents of the State under a publicly funded, single-payer health insurance plan, opting out of ACA mandates by providing the same or better coverage.  The plan, still in draft form, would provide state-funded coverage to all residents, without regard to employment status or income.
	Pennsylvania: Pennsylvania has decided to cancel its state-funded health insurance plan—the adultBasic program—that assists as many as 42,000 low-income adults who don’t qualify for Medicaid. With mandated health insurance pools not available until 2014 and alternative Blue Cross coverage beyond their means, many will go without coverage with the termination of the program.
	Colorado: While proposing a higher budget for the coming year, Colorado’s governor will cut the Department of Health Care Policy and Financing by $57.3 million. He proposes saving $1.5 million by closing a substance abuse treatment program at the Pueblo Mental Health Institute, and $700,000 by closing the therapeutic residential youth care facility at Fort Logan Mental Health Institute. The budget now goes before the legislature.
   Illinois:  In a penny-wise, pound-foolish maneuver, the governor’s budget would eliminate all state funding for substance abuse prevention and treatment, relying only on federal Medicaid funding for those services. In addition, the budget would reduce Medicaid provider reimbursement rates by 6 percent and save approximately $130 million by ending two state programs offering prescription drug purchasing assistance.
 North Carolina: The House voted to ban the ACA’s individual health insurance mandate. It also requires the state attorney general to challenge the ACA in court. Previously approved by the State Senate, the bill would be symbolic because federal law will supersede it. 
   Idaho: The Idaho House voted to nullify the national health care reform law in Idaho, making it illegal for State officials to enact any part of the law. While the bill now goes to the State Senate, it represents the first bill passed by any of the 11 States now considering such a measure. 
 Montana: The state Senate voted to bar the government from establishing a health exchange as mandated under the ACA.  In fact, the state would send back federal funds awarded for that purpose.  At the same time, however, the state House is considering a measure to create the framework for an exchange.  
[image: ] Virginia approved adding $30 million to its new budget for services and programs for people with behavioral health disorders and developmental disabilities, $5 million for crisis intervention services for individuals with co-occurring developmental disabilities and behavioral health disorders, $4 million to expand crisis stabilization services, and $2.4 million to increase community-based behavioral health services in the area around the Tidewater/Eastern State Hospital region.  It is now up to the Governor to sign or veto.


ATTEND FIRST-EVER APHA MID-YEAR MEETING

	The APHA has slated its first-ever mid-year meeting for June 23-25, 2011, Chicago Illinois.  The conference, titled Implementing Health Reform—A Public Health Approach—is intended to provide those attending with tools and knowledge necessary to implement the provisions of the Affordable Care Act. For more information about the meeting, go to: http://www.apha.org/midyear.
	Registration is now open, with discounts available to APHA members and members of partnering organizations.  For more information about registration and early-bird deadlines, go to: www.apha.org/midyear/registration
 

NEW SAMHSA  TRAINING TELECONFERENCE SLATED

A history of trauma is known to be a risk factor for subsequent depression, substance abuse, chronic physical illnesses and premature death.  SAMHSA’s  consumer-focused 10 x 10 wellness campaign is convening a webinar to focus on that very issue, one of considerable concern to the behavioral health community at large.

Title: 		The Impact of Trauma on Wellness: Implications for Comprehensive 	Systems Change
Date:		March 30, 2011, 3 p.m.–4:30 p.m. Eastern Time (ET)
Presenters:
Cathy Cave, Senior Program Associate, Advocates for Human Potential
Roger Fallot, Ph.D., Director of Research and Evaluation, Community Connections
Ann Jennings, Ph.D., Founder and Executive Director, The Anna Institute
Purpose:	Educate about comprehensive systems change, including preventing harm and inadvertent 	retraumatization and ensuring that services and supports are welcoming, engaging, and culturally 	attuned.  The goal is to help facilitate the healing process among people who have experienced trauma 	so they can become fully engaged in their communities.
Register:	To learn more and to register, go to: http://www.promoteacceptance.samhsa.gov/10by10training.aspx
		Registration closes Sunday, March 27.
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National Public Health Week (NPHW) is April 4-10.



ON THE BOOKSHELF: RECENT POLICY PUBLICATIONS OF NOTE

Institute of Medicine: Toward an Integrated Science of Families (Workshop Report), working in the context of how the concept of family has changed, summarizes a workshop that examined ways to conduct effective research on families and improve family research. http://www.iom.edu/Reports/2011/Toward-an-Integrated-Science-ofFamilies.aspx?utm_medium=etmail&utm_source=Institute of Medicine&utm_campaign=03.18.11+Report+-+Science+of+Research+on+Families&utm_content=New Reports&utm_term=Non-profit
Kaiser Family Foundation/Alliance for Health Reform:  Medicare: A Primer is a downloadable podcast of a March 11, 2011 webcast that explains the federal Medicare program and how it is affected and affects the Affordable Care Act.  Go to: http://www.allhealth.org/briefing_detail.asp?bi=208
SAMHSA/Center for Substance Abuse Treatment: Talking with Your Adult Patients about Alcohol, Drug, and/or Mental Health Problems is a discussion guide for primary care providers that equips them with questions to begin discussion with patients about substance abuse, mental health, and co-occurring disorders. It also includes resources for patients in need of referrals for specialty care: Go to: http://www.kap.samhsa.govKaiser Family Foundation:  A Primer on Medicare Spending and Financing explores the funding, solvency, cost outlays and impact of health care reform on the Medicare program.  Provides an overview of spending as a share of federal budget outlays. Go to: http://www.kff.org/medicare/upload/7731-03.pdf
Robert Wood Johnson Foundation: Mental Disorders and Medical Comorbidity discusses the factors underlying co-occurring mental and physical disorders as well as cost, quality of care, peer support and treatment approaches. Go to: http://www.rwjf.org/files/research/021011.policysynthesis.mentalhealth.report.pdf
Health Affairs/RWJF: Health Policy Brief: Congress and the Affordable Care Act outlines provisions of the ACA targeted for repeal by Republicans (e.g., individual mandate) and explores ways implementation can be blocked (e.g., defunding) and implications thereof. Go to: http://www.rwjf.org/files/research/71968.pdf



[image: ]

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. 

April 13, 2011 – Comparative Effectiveness Research, Ken Wells, UCLA
To register, go to:  http://www.surveymonkey.com/s/HCR_030911

For upcoming events or to review/download past webinar presentations and copies of slide shows,  check the ACMHA website at: http://www.acmha.org/current_events_critical_issues.shtml
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