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A CALL BEFORE CHRISTMAS…
Pat Fleming, Director
Substance Abuse and Behavioral Health Services, Salt Lake County
[image: Macintosh HD:Applications:Microsoft Office 2011:Office:Media:Clipart: Household.localized:AA009679.png]	Two weeks before Christmas, I was sitting in my office in the Salt Lake County Government Center, answering email, when my phone rang.  It was a man named John J.  He was in desperate need of help for his 25-year-old son James J.  It seems that James had a surgery for an old high school football injury and was given Oxycodone for pain relief post surgery.  Being a member of the Church of Jesus Christ of Latter Day Saints (LDS Church, also known as Mormons), James had never had previous experience with alcohol, tobacco or street drugs.  Once he began using the Oxycodone for his pain relief, he started to take more than prescribed and doctor shopped for additional scripts – he was hooked in a short time.  Oxycodone, if purchased illicitly on the street, is about $90 a pill now.  Soon his habit began to destroy his life, his family, and his future.
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)	James began to seek out cheaper alternatives – heroin – and soon was injecting heroin on a daily basis.  He finally went to his father John for help.  Unsure of how to access good treatment – or even knowing what to look for in a treatment plan – they sent James out of state to a 30 day program in California which cost $35,000 for the 30 day stay.  Unwilling and unsure of how to access his insurance – although there was a behavioral health benefit – John took a second mortgage out on his home in order to help his son get sober.  They kept the fact that James was in treatment very quiet, not wanting their neighbors and fellow LDS Church members to know – the risk of stigma weighing heavily on the family.

	James completed the 30 day program and returned to Utah in late fall.  Within two weeks he was back using again and was arrested and booked in the Salt Lake County jail.  When John got my phone number and called me he didn’t know where to turn, he was ashamed for his son, and didn’t understand what was happening. 

	I told him that I talk to parents every week who have gone through the same thing with their children. I also explained that the addiction is a disease of the brain and that the brain doesn’t know the difference between Oxycodone and heroin.  I explained that there are certain individuals due their bio-psycho-social makeup are more predisposed to abuse and dependence and that these traits can be passed through in families and may have a genetic basis.  John mentioned that his brother (James’ uncle) and his grandfather both struggled with alcoholism – even though raised in a very strict LDS culture.  I mentioned to John that addiction knows no difference between religious affiliation and that it acts just like any other disease – it was not a moral failing.

	He asked for help but said he had no more resources for James.  I told him we (public treatment system) would work with him and not make money a barrier to treatment – but when James did get back on his feet, he would be expected to pay for part of his treatment.  I assured John that treatment in the public system, while not a Betty Ford Clinic, was very good and very affordable.  We were able to get James into our jail treatment program, then worked on his release and probation into the community with a treatment slot linked to enhanced probationary supervision.  James has done well and is now living back with his wife and young son, working and attending outpatient treatment with recovery support groups.  John recently called me to thank me and ask what he could do to help.  I told him the best thing he could do was to talk with his state legislators and explain what happened to James, get involved in our state recovery support and advocacy group, and be a voice for educating people that addition is a disease not moral failing.

	A few take away ideas here: first, we have an obligation to help change the way treatment is delivered in our states and we must work with employers and commercial carriers to re-tool the benefits/coverage under health insurance for behavioral health services away from an acute care model to a sub-acute care model – 30 day acute care programs just don’t work as well for most people but we do know that the disease responds much better to sub-acute doses for a longer duration.  The key here is educating the population to be good consumers of their health care dollars – behavioral health care included.

	Second, American culture is so tuned into taking pills for everything – if it is a pill and prescribed by a physician – it must be safe, helpful and harmless.  Not the case, prescription drug abuse is an epidemic here in Utah and I suspect in other states as well.  The brain does not know the difference between a prescribed opioid and heroin, if abused and not taken as directed, prescription pain medications can be the gateway to more serious addition.  The key here is to work in each of our states on good regulation by engaging prescribers, pharmacists, and insurance companies.  The public needs to also understand that these prescribed drugs are powerful, can be harmful, and must be used as prescribed.

	Finally, with the inclusion of behavioral health as part of the essential benefit package under ACA, we need to be a vocal and engaged partner in the re-design of health care delivery for behavioral health in our communities and its integration into a whole health model – it all starts with an informed consumer.  Consumers need to understand that behavioral health is an integral part of the health care system.  If consumers understand this and feel empowered to demand good care – the system will change.

	In closing, John paid $35,000 and is saddled with long-term debt; the taxpayers of Salt Lake County would have paid $35,000 if James had remained in the county jail for one year.  Thanks to one phone call before Christmas one young man and his family see a better future; I keep my fingers crossed everyday for them.

	There is a better way and we must be the ones to point in the right direction.


BITS FROM DC

Dear Colleagues:
This month, I share a recent article I wrote for Behavioral Healthcare, on the need for active engagement in shaping the future of health care – and our nation as a whole. Our national vision for health in the coming decades is simply too important for us to ignore. 


Like the turbulence that occurs when cold and warm air masses collide, we are in the beginning phases of an epic struggle for control of the vision and the tools that will define our own future as a society. On one hand, Rep. Paul Ryan's (R-Wis.) budget proposal for Fiscal Year 2012 embodies a vision in which less would go to the poor, the elderly, and the disabled, and more would go to the wealthy and to business.  In contrast, President Obama envisions exactly the opposite. Both seek to reduce the large and growing Federal debt. For us, the imperative is to become engaged in this struggle.
	First, some additional analysis is required. On the right, we have a vision of the future that favors less governmental involvement in health, education, and our general welfare; on the left, a vision that promotes more
effective and cost-efficient governmental intervention in our major institutional sectors. Those on the right would address our deficit by shrinking government and its role in community life; those on the left, by increasing taxes on big business and the wealthy.
	The rapidly growing urgency of our deficit will increase the pressure on both the right and left to engage in this epic struggle. Probably at no time since President Franklin Roosevelt sought to overcome the Depression have we had such radically different views of our future as Americans.
	Although I know that most who read this piece already strongly favor President Obama's vision, it will be important not only to hold a position in the coming epic struggle, but also to be able to defend that position in our own discourse and writing. Here, I hope to present some key elements of that defense.

View of people
	First, and foremost, what is our view of people? Do we follow the value enshrined in our Declaration of Independence that "all...are created equal"? I f so, we actually are more likely to value all people equally, and to believe that health, education, and work are basic human rights for all. If not, we are more likely to believe that  those who are brighter, more calculating, or more risk-taking are entitled to accumulate great wealth and to leave the less fortunate behind. Thus, put most baldly, we will either promote or deny the dictum of social justice and equity. If one does not favor social justice, then a critical dilemma arises. In order to be competitive in the world, the U.S. economy must be comprised of a healthy, educated, and vibrant workforce. Without equity in health and education, that population simply will not be available in the workforce of the future. The net effect would be that the United States will become progressively less competitive in the world economy.

View of governmental action
	Next, what is our view of governmental action? Do we think that government must be capable of acting for the good of all? If so, we will favor government intervention in the community-in health, in education, in community welfare-to promote greater equity and overall well-being. If not, we will seek to minimize the size of government and its effects on our personal lives and on our communities. Put most directly, we will favor either the social good or the personal good.
	If one favors only the personal good, then we must ask whether government will be available when a crisis occurs.  It may be an obvious crisis, such as pandemic avian influenza or a Katrina-type incident. But it may also be
much more subtle. For example, what is the role of government in bending the health cost curve? Or, put another way, can the health cost curve be bent without government intervention? I think that the obvious answer is no.

View of values
	Finally, what values do we hold? Do we think that an important measure of a society is how it treats its children, its elderly, and its disabled? Or do we think that we should focus principally on self-the kind of individualism that predominated on the American frontier more than a century ago? Sociologists call this difference a communitarian versus self orientation. If one has a strong self-orientation, then it is legitimate to question what one can expect from society when one becomes disabled or elderly, or both.
	Clearly, the answer is little or nothing. Our society needs a strong government to protect the life and well-being of its weakest citizens. The epic struggle will be engaged quickly by the right and the left. Hence, we also need to be prepared to advocate quickly. I know that we will. Franklin Roosevelt will be proud.


Ron Manderscheid, PhD
Executive Director


SIGN UP FOR NACBHDD SUMMER MEETING

NACBHDD Summer Board Meeting:  July 18-19, 2011, Paramount Hotel, Portland, Oregon (www.portlandparamount.com).

	Let us know if you plan to attend. 
	Make your room reservation by June 15 (special rate deadline) for the nights of July 17 and July 			18 at the Paramount Hotel. Telephone 1-503-223-9900. The group name is NACBHDD. The 			single or double occupancy rate is $177 per night, plus taxes. 


MORE KUDOS FOR PROMOTING BEHAVIORAL HEALTH

One of our own lauded:  Leon Evans. President and CEO, Center for Health Care Services, San Antonio, TX, has received the NCCBH Award of Excellence for his work with the Bexar County Jail Diversion Program to give persons with severe mental illness access to proper treatment instead of sending them into emergency rooms, jails, and prisons. Considered one of the nation’s most successful jail diversion efforts, the program offers crisis care and training for law enforcement officers.
More Awards for Artest: While the Lakers were knocked out of the NBA playoffs, forward Ron Artest continues his award-winning ways. For his efforts to raise awareness of and funds for mental health issues, described in last month’s newsletter, Artest was named the winner of the 2010-11 J. Walter Kennedy Citizenship Award.. the first Laker since Magic Johnson in 1992.
Show Business Behavioral Health Awards: SAMHSA’s 15th annual Prism Awards honor actors, movies, music and media for accurate depiction of and attention to behavioral health issues, including prevention, treatment and recover. This year, Black Swan and The Fighter received the top awards as feature films. In the television categories, among the winning shows were Mad Men, Grey’s Anatomy, Nurse Jackie and Rescue Me. Performance winners included Peter Krause, Monica Potter and Max Burkholder for Parenthood; KaDee Strickland for Private Practice; Tony Denison for The Closer; Aaron Paul for Breaking Bad; Halle Berry for Frankie & Alice; Toni Collette for United States of Tara; and Claire Danes for Temple Grandin.




CELEBRATE!   MAY IS…
Mental Health Month
and
Older Americans Month




NACBHDD PRESSES FOR COUNTY ENGAGEMENT IN ACA IMPLEMENTATION

	On April 26, at the request of Association membership, NACBHDD Executive Director Manderscheid sent a letter to both SAMHSA Administrator Hyde and HRSA Administrator Wakefield  “to request that county directors of mental health, substance use, and developmental disabilities be included in key discussions regarding the implementation of the Affordable Care Act (ACA).”   His letter continued:
 
	“Recently, we have learned of meetings being organized by SAMHSA and HRSA to discuss the CMS Health Home Announcement issued on November 16, 2010. These meetings have targeted state agency behavioral health directors and the National Association of Community Health Centers. Clearly, it is appropriate to target the state directors in these meetings. However, we assert that it is also critical to target county directors, since the health homes will actually be implemented at the local level. The success of this aspect of the ACA will rise or fall on what is ultimately developed and implemented by county program directors.
 	“Similar comments can be made about other major features of the ACA. Successful enrollment of uninsured persons in the 2014 Medicaid expansion will ultimately depend on the outreach done by county directors; accountable care organizations will be developed at the county level, not the state level; integration with public health prevention and promotion activities will occur at the county level, etc. Ultimately, the quality and success of these health interventions will depend upon the role played by local authorities. 
[image: ] 	“We also wish to point out that counties have served as the health safety net since colonial times and that the fulcrum of health activities currently is shifting toward counties. The bridging of service and support gaps occurs through the creativity within localities, not at the state level.  Also, over time, a larger and larger portion of the state Medicaid match is actually paid by counties. The proposed realignment in California is designed to shift full implementation of mental health from the state to the county level. County boards are being used to reflect the views of consumers, family members, and the community at large regarding local health needs. Counties are considered to be a fundamental unit of reporting and advocacy for Healthy People 2020. If SAMHSA and HRSA want to get closer to consumers and impact their health outcomes, this will occur at the local level.
 	“We thank both of you for reaching out to NACBHDD in your Administrator roles. We hope that we can expand that excellent relationship in the future. We look forward to working with each of you.”

/s/
While a response has not yet been received, NACBHDD looks forward to hearing from both Dr. Wakefield and Ms, Hyde in the near future.  Stay tuned for their responses.
 

THE PARTNERSHIP FOR RECOVERY/ATTC ADVANCED LEADERSHIP INSTITUTE

Deann Jepson,
ATTC National Office Program Manager and Workforce Development Specialist



[image: ]With evidence indicating the behavioral healthcare field is facing a shortage of qualified practitioners, a workforce development crisis has unfolded.  In 2000, a total of 61,000 individuals were employed as behavioral healthcare counselors.  By 2010, indicators called for over 21,000 additional practitioners to meet the demand in services predicted at the time.[endnoteRef:1]   With the approval of the ACA, the need for substance use disorder and mental health services is expected to become even greater.   [1: ] 

	In addition, current leaders are reaching retirement age, and this dilemma is causing additional strain on the behavioral healthcare system.  Historically, there have been few educational opportunities to groom successors for their positions.   Consequently, leadership development has become a key concern and an essential component of behavioral healthcare workforce development. 
	In response to this complex issue, the Addiction Technology Transfer Center (ATTC) Network, in partnership with SAMHSA/CSAT’s Partners for Recovery (PFR), created a unique professional development opportunity for emerging behavioral healthcare leaders, the PFR/ATTC Network Leadership Institute.   This Leadership Institute is an intense leadership preparation program designed to cultivate the development of future leaders.   It provides professional development through a combination of evidenced-based training seminars, distance learning, and completion of a project within a six-month timeframe.  Each individual is partnered with a mentor offering expertise vital in facilitating the development their protégé.  
First piloted in October 2003 by the Southern Coast ATTC in partnership with the USDA Graduate School, the Leadership Institute has successfully become a nationally recognized workforce program for developing leaders. Since adopted by the entire ATTC Network, there have been over 800 Leadership Institute participants representing such disciplines as addictions counseling, addiction studies education, clinical supervision, nursing, human/social services, criminal justice, mental health, and treatment services.  To further this success, PFR and the ATTC Network continue to look for ways to develop leaders.  
	In July 2006, the ATTC Network and PFR invited over 150 past Leadership Institute graduates together for a National Conference for Leaders in Addiction Services (NCLAS), providing past graduates the opportunity to continue developing their leadership skills and network with fellow emerging leaders. At the conference, graduates were asked to describe their experiences following completion of the program.  Ninety-seven percent reported benefiting from the skills acquired; 63 percent received increased job responsibilities, and 42 percent were promoted.  In addition, over 70 percent of graduates have continued to engage in leadership skill enhancement activities after participating in the Leadership Institute. 
[image: Macintosh HD:Applications:Microsoft Office 2011:Office:Media:Clipart:Photos.localized:j0316739.jpg]	In 2009, PFR and the ATTC Network partnered to pilot three customized Institutes for American Indian, Recovery Support Service, and Historically Black Colleges and Universities (HBCU) emerging leaders.  Each Institute pilot program was tailored to meet the needs of these up-and-coming leaders, paying particular attention to specific cultural issues, development needs, and occupational applications.  
	Recently, PFR and the ATTC Network decided to create an advanced version of the Leadership Institute. The intent was to continue the momentum generated by the Leadership Institute and enhance the knowledge of a diverse group of Institute graduates at an optimal point in their career.  Therefore, the ATTC Network and PFR, in conjunction with the Midwest Center for Nonprofit Leadership, designed a new program to assist participants in taking their knowledge, skills and expertise to the next level. It will also prepare them for systems change responsibilities, so they are equipped to contribute to local, state, and national issues of significance.  
 (
Leadership and learning are indispensable to each other.
--John F. Kennedy
   
)	In 2011, the first PFR/ATTC Network Advanced Leadership Institute launched two pilots in Kansas City, Missouri and in Baltimore, Maryland.  Each pilot began with a 4-day Immersion Training, marking the beginning of a nine month process for 36 Associates across the country.  Each pilot has 18 Associates and five Coaches who are collaborating in three or four-person teams to create a project promoting systems improvement. Teams are tackling such project topics as behavioral and primary health care integration, the impact of military personnel and families on the behavioral health care system, and the reduction of health disparities in rural settings related to substance use and co-occurring disorders.
	Each pilot group will meet again for a Booster session this summer for additional leadership development and then, in November, all ALI participants will gather together in Baltimore to celebrate each other’s accomplishments and present their completed projects to the entire ALI group.  
	“I learned so much at the Immersion Training and look forward to working with my project team members,” said Denise Osgood, ALI Associate and Director of Case Management and Admissions at Hazelden Foundation.  “Our team’s goal is to reduce health disparities in rural settings.  We are planning to design solutions for every day users which make a difference.”  This ALI team is earmarking gaps in access and service provision in rural and frontier areas and also looking to provide innovative solutions for those in greatest need.
	The ALI is designed to push Associates to reach higher levels of development and at the end of this program they will have a greater understanding of national systems and the complex environment of the behavioral health care field as a whole.  In order to grow their capacity for leadership, Associates will learn how to think and partner collaboratively on a broader scale than they may have in the past.  To assist in this process, the ALI program is bringing together leading experts, skilled facilitators, Coaches and Associates to learn from each other.  To further enrich this process, the program is drawing upon nationally-known leaders and thinkers, including leaders from key agencies, professional organizations and higher education institutions.  Today’s behavioral healthcare environment is changing at a rapid pace, and  the behavioral healthcare leadership must be prepared and ready to meet unprecedented demands, as well as recognize innovative opportunities when presented.   PFR and the ATTC Network are committed to preparing the nation’s behavioral healthcare leaders, so they can effectively operate in this environment and most importantly, continue to serve those who are in critical need of behavioral healthcare services.








NEW ON BOARD!
[image: Macintosh HD:Applications:Microsoft Office 2011:Office:Media:Clipart: Special Occasions.localized:LS003294.png]
Welcome to Katie Bess who is joining NACBHDD as a Senior Policy Intern this summer. She is graduating this month with a MSW from Cal State-Chico. She already has worked in adult and juvenile corrections at the County Sheriff’s Office, engaged in program development and planning, facilitated life skills groups with adults and juveniles, and engaged in case management and release planning. He interests include mental health and substance abuse, criminal justice reform, prevention and rehabilitation services, and research and policy development. Please join me in extending a very warm welcome to Katie!

MORE KEY ADMINISTRATION POSTS
 
On May 10, President Obama announced his intent to appoint the following individuals to the President’s Committee for People with Intellectual Disabilities:
[image: Macintosh HD:Applications:Microsoft Office 2011:Office:Media:Clipart: Business.localized:AA022774.png]

James T. Brett, Chair, 
Peter V. Berns, 
Clay Boatright,
Micki Edelsohn
Ann Hardiman
Alison A. Hillman de Velásquez
Carl M. La Mell
Annette McKenzie Anderson
Carol Quirk
Susana Ramirez
Deborah M. Spitalnik
Lillian Sugarman
Liz Weintraub
Carol Wheeler
Sheryl White-Scott

 


HILL HAPPENINGS: THE GOOD, THE BAD, AND THE UGLY 
[image: Macintosh HD:Users:editted:Desktop:Manderscheid:LOGOS & Clip art:us-capitol.jpg]
FY 2012 Appropriations: According to the latest House schedule, its Labor/HHS Appropriations Subcommittee won’t be “marking up” the FY 2012 appropriations bill until July 26.  That must be followed by full Committee and then full House action before the measure can be considered by the Senate.  [A rule of long-standing requires all spending measures to begin in the House.] Thus, Senate action likely won’t occur much before September, the last month of the fiscal year!
FY 2011 Cuts Not as Deep as Thought: In recent disclosure, the Congressional Budget Office has found that the GOP-projected $250 billion savings to be realized over the next decade from cuts in the enacted FY 2011 appropriation actually will total less than half –around $122 billion.  What this portends for FY 2012 is unknown, but probably won’t be good.
State-Federal, Single-Payer Health Plan Bill Introduced: On May 9, Sen. Bernie Sanders (I-VT) introduced a measure (S. 915) to establish a state-based, national single- payer health care system. The bill would replace Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), and the ACA’s insurance exchanges with a system of state-based health care programs that administer coverage and set payment rates. Funded through a series of tax increases and funds originally allocated for subsidies and tax credits under health reform, the programs would be overseen by a federal board. Not surprisingly, the State of Vermont has just enacted its own single-payer law. The Sanders’ bill was sent to the Senate Finance Committee, where it is pending action. 
Damned if you do; Damned if you Don’t:  The Congressional Budget Office has been  busy this month. On May 11, it released a report on the impact of legislation (H.R. 1683) under consideration in the House of Representatives that would repeal the ACA’s Medicaid maintenance of effort (MOE) requirement. (Under the ACA, while the federal government assumes the cost of expanding Medicaid in 2014, until that time, states must maintain Medicaid eligibility levels until that expansion begins.) CBO estimates that while eliminating the MOE requirement would reduce the deficit by $2.8 billion between 2012 and 2016, it also would result in 300,000 newly uninsured individuals. For more, go to: http://www.cbo.gov/ftpdocs/121xx/doc12184/hr1683.pdf
Two Days after CBO report on MOE, House Subcommittee Approves Medicaid Flexibility Bill:  The House Energy and Commerce Health Subcommittee voted on May 13, 2011 to permit states to cut their Medicaid rolls by repealing the ACA’s maintenance of effort provisions, a vote which Medicaid advocates say would "devastate the program." would repeal the maintenance of effort provision in the health law which prevents states from cutting eligibility rules before 2014. GOP backers argue it is the best way to give states more flexibility to deal with the program as they face budget shortfalls.
No Funding Means Key ACA Commission is a No-start: The ACA-established commission—the National Health Care Workforce Commission—created to help better match the supply of health-care workers with the changing needs under the ACA has 15 named members.  But, they can’t get to because the funds needed to do so have been caught up in the budget battles.  While health manpower shortages are not a new phenomenon, the Commission is intended to focus new energy on this an old problem, analyze primary-care shortages and propose innovations for the government.  Stay tuned to see if they get the funding to get the job done.


 NEW PSYCHIATRIC MANUAL FRAMEWORK PROPOSED 
 
	On May 5, the American Psychiatric Association unveiled the proposed organizational framework for the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM). This restructuring of the DSM's chapters and categories of disorders represents the latest scientific thinking about how various behavioral conditions relate to each other and may influence care. The APA invites comment from the public and mental health and other professionals who use the manual for both diagnostic and research purposes. 
	To review the framework and/or to comment, go to:  http://www.dsm5.org/Pages/Default.aspx


HHS NEWS AND NOTES

[image: ]Enrollees Jumping into the High-Risk Pool: The U.S. Department of Health and Human Services (HHS) released enrollment data on May 6 for health reform’s high-risk pools. HHS found that an additional 6,000 individuals enrolled in the pools between February and March 31, bringing total program enrollment to 18,313. The Centers for Medicare & Medicaid Services’ (CMS) Chief Actuary originally estimated that 300,000 individuals would enroll in the program by the end of 2010 
Most Uninsured Cannot Afford Hospital Stays: A May 10 HHS report found that few uninsured individuals have the capacity to pay for potential hospital stays. HHS officials estimate that uninsured families can pay in full for only 12 percent of hospital stays that they may experience. With approximately 50 million uninsured individuals, the report notes that previous studies estimated 2008 uncompensated hospital care costs at up to $49 billion. The authors caution that these costs are often shifted onto insured individuals and employers. For more, go to: aspe.hhs.gov/health/reports/2011/ValueofInsurance/rb.shtml.
Community Transformation Grants Available: HHS has announced the availability of over $100 million in up-to-5-year funding for up to 75 Community Transformation Grants. Created by the ACA, these grants are aimed at helping communities implement projects proven to reduce chronic diseases by promoting healthy lifestyles and communities, especially among population groups experiencing the greatest burden of chronic disease. These grants to state and local governments, tribes and territories, and state and local not-for-profits are designed to help improve health, reduce health disparities, and lower health care costs.  Consistent with the ACA, the grants will focus on 5 priority areas: 1) tobacco-free living; 2) active living and healthy eating; 3) evidence-based quality clinical and other preventive services, specifically prevention and control of high blood pressure and high cholesterol; 4) social and emotional wellness, such as facilitating early identification of mental health needs and access to quality services, especially for people with chronic conditions; and 5) healthy and safe physical environments. Successful applicants must use evidence-based strategies and ensure that their activities not only have broad population impact, but also help address health disparities. 
	Applications are due to the Centers for Disease Control and Prevention in July 2011, with awards expected to be announced near the end of summer. The official funding announcement for the Community Transformation Grants can be found at www.Grants.gov by searching for CFDA 93.531. For more information about the grants, visit www.healthcare.gov/news/factsheets/grants05132011a.html or www.cdc.gov/communitytransformation.
New Accountable Care Organization Initiatives: CMS has announced 3 ACA-related initiatives to help doctors, hospitals and other providers collaborate to become Accountable Care Organizations (ACOs).
CMS is soliciting applications for a Pioneer ACO model to provides a faster path for mature ACOs that have already begun coordinating care for patients and are ready to move forward;
The CMS Innovation Center seeks comment on the idea of an Advanced Payment Initiative to give certain ACOs participating in the Medicare Shared Savings Program access to their shared savings up front, helping them make the infrastructure and staff investments crucial to successfully coordinating and improving care for patients.
Providing information to providers interested in learning more about how to coordinate patient care through ACOs through Accelerated Development Learning Sessions, giving knowledge about the steps to take to improve care delivery and develop an action plan toward providing better coordinated care. For more information, go to: http://www.healthcare.gov/news/factsheets/accountablecare05172011a.html 
 

LEGAL HAPPENINGS

[image: ]Appellate Judges Begin Hearing Health Reform Cases:  On May 10, a  three-judge panel of the U.S. Court of Appeals for the 4th  Circuit heard oral arguments in cases challenging the national health care reform law’s individual mandate. The panel, chosen in a random lottery from among a roster of judges, included two appointed by President Clinton and one by President Obama. The appellate review resulted from a lower court decisions several months ago that rejected the ACA’s constitutionality in the suit filed by Virginia Attorney General Ken Cuccinelli (R) and upheld it in the suit filed by Liberty University in Lynchburg, Virginia. The appellate judges offered no indication of when they intend to rule, but early indications suggest a ruling might well support the constitutionality of the ACA. In a related story, on June 1, the U.S. Court of Appeals for the 6th  Circuit will hear oral arguments in yet another suit challenging health reform’s constitutionality. In yet other ACA-related news, last month U.S. District Court Judge Freda Wolfson rejected a suit filed by two individuals challenging the ACA individual insurance mandate and its impact on the Medicare Advantage program. The judge ruled the plaintiffs lacked standing to file suit because they could not prove it adversely affected them.
Court Rules VA Mental Health Services Deficient: On May 10, the U.S. Court of Appeals for the 9th Circuit (California) ruled that the ways in which the U.S. Department of Veterans Affairs’ (VA) provide mental health services is so deficient that it violates veterans’ constitutional rights. The decision results from a 2007 suit against the VA by Veterans for Common Sense and Veterans United for Truth that alleged systemic failures in the VA’s processing of disability claims and coverage appeals.  In rendering its decision and remanding the case to a lower court, the appellate court cited “egregious problems” with service provision, including an 84,000-person waiting list for mental health treatment, which the court concluded contributes to veteran suicides. 

					AROUND THE STATES: AN UPDATE

[image: ]Vermont: Both State House and Senate have enacted, a law that will enable the State to establish a single-payer system in 2014, 3 years earlier than the ACA stipulates. Governor Peter Shumlin is expected to sign it into law on May 26.  As readers will remember, the ACA provides for waivers as long as demonstrate that they will cover at least as many residents with coverage that is at least as comprehensive and affordable as prescribed under federal law.
Georgia:  Governor Nathan Deal has signed legislation to create the State's first mental health court system.  His support for the measure, he noted during the signing ceremony, grows from his concern about the rate of repeat offenders and people crowding jails who suffer from addiction, developmental disabilities and mental illness.
South Carolina:  State Senators on May 4 voted to require the Medicaid program to first treat the State’s poorest residents with less expensive generic medications, if available, before resorting to name brands.  People with mental disorders, HIV/AIDS and cancer are particularly vulnerable and particularly targeted. State spending on drugs for Medicaid recipients has been a hot topic this legislative session, which focused particularly on spending for atypical antipsychotic drugs that are used to treat a wide range of mental illnesses, including bipolar disorder and schizophrenia.  If signed into law, this provision would restrict physicians’ choices of medications, a proviso previously included state in Medicaid law. 
Florida: Florida wants to be the first state in the nation to charge most of its Medicaid recipients a monthly premium as well as $100 for using the ER for routine care. But even supporters acknowledge that the new fees, passed recently by the state legislature as part of a sweeping Medicaid measure, face long odds getting federal approval.


PLACING CHILDREN & ADOLESCENTS IN HARM’S WAY:
RECOMMENDATIONS FOR THE SAFETY OF ATYPICAL ANTIPSYCHOTICS IN PEDIATRICS
(a reprint from OPEN MINDS) 
Ron Manderscheid, PhD
[image: Ron Manderscheid]
	Our children and adolescents with mental health conditions can be harmed by second generation antipsychotic and mood stabilization medications, in much the same manner as adults. In fact, the incidence of drug-related adverse events appears to be higher in children and adolescents. Some of these medications can lead to the metabolic syndrome characterized by dramatic obesity, a precursor of diabetes and heart disease. In response, the Food and Drug Administration (FDA) has taken some action already; however, further actions are needed urgently. 
	 The Best Pharmaceuticals for Children Act of 2002 (BPCA) provided a mechanism for studying both on- and off-patent drugs in children. Through the BPCA of 2002, the Director of the National Institute of Health (NIH) delegated responsibility for the establishment and conduct of the pediatric drug development activity to the Director of the Eunice Kennedy Shriver National Institute of Child Health and Human Development (NICHD). In 2007, the BPCA was reauthorized as part of the Food and Drug Administration Amendments Act of 2007; reauthorization extends and expands the NIH research program. 

The BPCA Safety of Atypical Antipsychotics in Pediatrics Workgroup 
	In 2009, the NIH established three workgroups to analyze the needs in these areas: 1) therapeutic needs in adolescent medicine; 2) safety and efficacy of cough and cold medicines in pediatrics; and 3) safety of atypical antipsychotics in pediatrics. 
[image: ]	For the past two years, I have had the privilege to serve on the atypical antipsychotics safety therapeutic working group. The working group was comprised of psychopharmacological and services researchers, as well as care providers, and explored the following general topics: 
The need for additional data on on-and off-label use of antipsychotics 
The adverse effects of long-term use, including metabolic syndrome, in children and adolescents 
What additional research is needed in studying the effects of the use of antipsychotics in children? How should these necessary studies be conducted? 
	The working group produced a report which was delivered verbally to an annual NICHD meeting in November 2009 and to an FDA panel with authority over psychiatric medications for children and adolescents in December 2009. A review of available research and the personal research and experience of workgroup members led quickly to the conclusion that prolonged use of second generation antipsychotic and mood stabilization medications can be associated with measurable metabolic changes that lead to obesity and other effects. This observation is supported by the research literature. For example, a study in the Journal of the American Academy of Child and Adolescent Psychiatry concluded, “...(M)ost mood stabilizers and antipsychotic treatments seem to be associated with relevant weight gain, which increases the risk of the development of metabolic syndrome and future cardiovascular morbidity and mortality.” 
The BPCA Safety of Atypical Antipsychotics in Pediatrics Workgroup Recommendations 
	To promote research on current medications and to enhance research on future medications, the workgroup made several very important recommendations: 
Short-term, usually 6-month data currently provided to FDA by drug developers as part of the drug approval process should be made available to the research community for further detailed analysis, meta analyses, etc. 
The FDA should carry out studies that collect data for at least five years to examine the long-term effects of these drugs on children and adolescents. 
These long-term studies should include analysis of retrospective data, collected principally through Medicaid encounters, as well as design and execution of prospective studies. 
The legislative authority of FDA should be modified to incorporate the requirement and funding for these studies. 
The workgroup should produce an overview summary of research in this field to stimulate more field investigators to pursue work in this area. 
The Future of Atypical Antipsychotics in Pediatrics 
	One immediate effect of the workgroup report, in combination with internal analyses undertaken by FDA, was action by the FDA Panel to require a box warning about the metabolic effects of Olanzapine on children and adolescents. This is a positive step, but much more needs to be done. We need to be able to distinguish the second generation antipsychotic and mood stabilization drugs on the basis of these perverse side effects. Clearly, all drugs do not have equivalent side effects. 
[image: ]	The FDA Panel discussion indicated that more than 300 thousand children and adolescents may be at risk as a result of long-term use of Olanzapine and other drugs. My own analysis suggests that up to two million children and adolescents may actually be at risk; this number includes about one-quarter of the estimated number of children and adolescents with a serious emotional disturbance. 
	Taking an even longer-term view, we should question what will happen to these children and adolescents by the time they reach age 30. Will they die prematurely, as now occurs with adults? Will they age prematurely into other chronic illnesses? Right now, we are not making a sufficient research investment to provide even approximate answers to these highly significant questions. That is shameful and disgraceful. One key measure of any society is how it treats its children. Without a doubt, we must do much better.


SUMMER OPPORTUNITY AVAILABLE
2011 SUMMER INSTITUTE IN MENTAL HEALTH RESEARCH
JOHNS HOPKINS BLOOMBERG SCHOOL OF PUBLIC HEALTH: DEPARTMENT OF MENTAL HEALTH

	The  Johns  Hopkins  Bloomberg  School  of  Public  Health  Department  of  Mental  Health  is  offering  
the  2011  Summer  Institute  in  Mental  Health  Research  this  June  13 – 23, 2011.    The Institute focuses on  methodological  and  substantive  topics  of  importance  in  mental  health  and  substance  use  research and  services  from  a  public  health  framework.    It  is  intended  for  working  professionals  or  students  engaged  in  research,  clinical  practice,  and/or  services  administration.    
	Courses  cover  a  range  of  topics  including  the  epidemiology  and  genetics  of  mental  health  and  substance  use  disorders,  the  implementation  and  evaluation  of  mental  health  services  and  interventions,  and/or  the  methodological  issues  encountered  in  mental  health  research  in  the  population.     
	For more information, please visit:  http://www.jhsph.edu/dept/mh/summer_institute.     
Program Director, William W.  Eaton, PhD
Deputy Director,   Peter Zandi, PhD, MPH, MHS
Contact information:   mhinstitute@jhsph.edu
Patty Scott     410.955.1906   pscott@jhsph.edu



ON THE BOOKSHELF: RECENT POLICY PUBLICATIONS OF NOTE

[image: ]Kaiser Family Foundation: House Republican Budget Plan: State-by-State Impact of Changes in Medicaid Financing examines state-by-state implications of turning Medicaid into a block grant program and repealing the ACA’s Medicaid expansion as proposed in the April 2011 budget plan passed by the U.S. House of Representatives. It explores how these changes would affect Medicaid spending and state funding between 2012 and 2021, noting that projected federal spending on Medicaid for the 10-year period 2012 to 2021 would fall by $1.4 trillion, a 34% decline. By 2021, states would receive $243 billion less annually in federal Medicaid money than they would under current law, a 44 percent reduction, though the impact on states would vary widely. By 2021, as many as 44 million fewer people, nationwide, would have Medicaid coverage if the House budget plan is adopted. Most, with low incomes and few coverage options would end up uninsured. For more, go to: http://www.kff.org/medicaid/upload/8185-S.pdf
American Journal of Public Health:  Health Disparities and Health Equity: The Issue is Justice, authored by Ron Manderscheid and others who participated in developing recommendations to the Secretary’s Advisory Committee on Healthy People 2020, establish a new definition for the meaning of “health disparities” that may be applied to public health policy in the U.S.  Go to: http://apha.publications.org/cgi/doi/10.2105/AJPH.2010.300062

Economic Roundtable:   Dividends of a Hand Up: Public Benefits of Moving Indigent Adults with Disabilities onto SSI discusses the cost savings to counties and hospitals from moving indigent adults with disabilities from county general relief programs to Supplemental Social Security Income, the impact of increased income, and savings in homeless services from supportive housing.  For more, go to:  http://www.calendow.org/uploadedFiles/Publications/Publications_Stories/GR to SSI - Cost Benefit Analysis final 2011-03-06.pdf
Commonwealth Fund: Realizing Health Reform’s Potential: Will the ACA Make Health Insurance Affordable? explores who will be unable to afford health insurance, even under the cost-sharing and insurance subsidies in the ACA. It projects household budgets, finding that health care will be affordable for the majority of those receiving subsidized coverage, estimating that only 10% of individuals getting subsidized coverage won’t be able to afford out-of-pocket costs or premiums. For more, go to:   http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2011/Apr/1493_Gruber_will_affordable_care_act_make_hlt_ins_affordable_reform_brief_v2.pdf
Kaiser Commission on Medicaid and the Uninsured: Physician Willingness and Resources to Serve more Medicaid Patients: Perspectives from Primary Care Physicians examines the characteristics of and policy implications related to the primary care physicians likely to accept new Medicaid patients when eligibility expands under the ACA.  The discussion includes attention to the share of Medicaid patients and practice type and location. For more information, go to: http://www.kff.org/medicaid/upload/8178.pdf
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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. 

June 8, 2011 – Tentative topic: Performance-based case rates, 
 HHS Office of Disability, Aging and Long-term Care Policy, 

To register, go to: http://www.surveymonkey.com/s/HCR_060811
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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