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Healthcare Reform

Healthcare Reform Impact At A Glance 
What’s In It for Persons with Mental 
and Addiction Disorders

O n March 21, 2010 President Barack Obama signed into law the most sweeping piece of healthcare legisla-

tion that members of the U.S. Congress have voted on in more than 40 years —  the Patient Protection and 

Affordable Care Act, commonly referred to as national healthcare reform. Increased access to mental health 

and addictions services is at the core of national healthcare reform, promising better access to treatment and 

supports for the one in four Americans that live with a mental illness. 

What does healthcare reform mean for persons with mental illness and addiction disorders and the providers 

and organizations that care for them?

>>	 More people than ever before will have access to treatment for mental health and addiction services through 

expanded public and private insurance coverage.

>>	 Medicaid coverage will expand to persons at 133% of the Federal Poverty Level — this means 15 million 

more people will be eligible to enroll in Medicaid by 2019, taking the total Medicaid population to 50 mil-

lion people. Those covered by Medicaid will receive mental health and substance use services on par with 

other healthcare services.

	 Note: A new study tells us that 49% of current Medicaid beneficiaries with disabilities have a psychiatric 

illness.

>>	 Private insurance coverage will expand to include an additional 16 million people by 2019 — and the parity 

law embedded in healthcare reform specifies that private insurers must cover mental health and substance 

use treatment at the same level as other health conditions.

>>	 Community behavioral health providers must provide services that address the overall health and well being 

of patients and coordinate with other healthcare providers. Like people with other chronic illnesses, persons 

with serious mental illness and addiction disorders will be eligible to receive care in state-funded medical 

homes, which can be established in community behavioral health organizations. And the federal government 

is authorized to provide grants to co-locate primary care and specialty mental health care in community 

mental health settings.

>>	 Behavioral healthcare organizations will need to considerably expand capacity to meet increased demand 

for specialty mental health and addictions treatment. They must be able to provide measurable, high-per-

forming prevention, early intervention, recovery, and wellness-oriented services and supports.

>>  States will need to undertake major change processes as they redesign their Medicaid systems to 

prepare for the new Health Insurance Exchanges. Provider organizations will need to be able 

to work with new Medicaid systems and contract with and bill services through 

the Exchanges.

>>  Behavioral healthcare providers will need to adapt their practice 

management and billing systems and work processes to work with 

new mechanisms including case rates and capitation that con-

tain value-based purchasing and value-based insurance design 

strategies. 

With healthcare reform, 
we’ve got what we always 

wanted — to have mental 

health and addiction disorders 

treated the same way as other 

illnesses. It’s a huge victory. 

We’ve now become part of the 

healthcare system. We must 

become savvy about position-

ing ourselves to take advan-

tage of new markets and new 

opportunities to help control 

the design and delivery of 

healthcare services.

Linda Rosenberg

President and CEO

National Council for Community Behavioral 

Healthcare
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Healthcare Reform Timeline

The Patient Protection & Affordable Care Act includes several key reforms to the Medicaid program 
which expand eligibility and authorize demonstration and pilot programs to enhance the availability of 
services for individuals with mental health and substance use disorders. The following briefly describes 
key Medicaid reforms as well as the implementation timeline outlined in the PPACA. Given the multi-year 
roll-out of these provisions, the involvement of National Council for Community Behavioral Healthcare 
members and other key stakeholders will be necessary through the planning and development process 
to ensure that the clients we serve have access to these new opportunities. 
 
For more information about these and other provisions of the PPACA, please visit the National Council’s 
healthcare reform webpage at www.thenationalcouncil.org/cs/healthcare_reform

Implementation Timeline 

for Healthcare Reform’s Medicaid Provisions

2010 2011 2012 2013 2014 Beyond

Ensuring Medicaid Flexibility for States: 
States may begin to expand Medicaid 
eligibility up to 133% of the Federal Pov-
erty Level and receive their current federal 
matching rate (FMAP).

Apr. 1

Maintaining CHIP Eligibility: States must 
maintain current eligibility levels for CHIP 
through Sept. 2019 (“current” refers to the 
eligibility levels as of the date of enactment 
of the health care reform bill). States will 
receive a 23% increase in the CHIP match 
rate through 2019. There is no provision to 
reauthorize CHIP after 2019.

Date of 
enactment

Increased 
Match  
Begins  
Oct. 1

No provision 
to  

reauthorize 
CHIP after 

2019

Medicaid Medical Home Pilot: Provides 
states the option of enrolling Medicaid ben-
eficiaries with chronic conditions, including 
serious and persistent mental illness, into 
a health home. Grants of up to $25 million 
will be provided.

Jan. 1

Improving Health Care Quality and Efficien-
cy: Establishes a new Center for Medicare 
& Medicaid Innovation to test innovative 
payment and service delivery models.

Jan. 1
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2010 2011 2012 2013 2014 Beyond

Partial Hospitalization Providers: Establishes 
new requirements for community mental  
health centers that provide Medicare partial 
hospitalization services in order to prevent fraud 
and abuse.

Apr. 1

Increasing Access to Home- and Community-
Based Services: Creates a new Community First 
Choice Option, allowing States to offer HCBS to 
disabled individuals through Medicaid.

Oct. 1

Medicaid Emergency Psychiatric  
Demonstration Project: HHS will establish a 
3-year, $75 million Medicaid demonstration proj-
ect to reimburse certain institutions for mental 
disease for services provided to Medicaid ben-
eficiaries age 21-65 who are in need of medical 
assistance to stabilize an emergency psychiatric 
condition.

Oct. 1*

Medicaid Accountable Care Organization Pilot 
Program: Establishes a demonstration project 
that allows qualified pediatric providers to be 
recognized and receive payments as ACOs under 
Medicaid.

Jan. 1
Ends on 
Dec. 31, 

2016

Improving Preventive Health Coverage: Provides 
an enhanced federal match rate for State Medic-
aid programs to cover evidence-based preventive 
services with no cost-sharing.

Jan. 1

Payments to primary care physicians: Requires 
that Medicaid payment rates to primary care 
physicians for primary care services be no less 
than 100% of Medicare payment rates in 2013 
and 2014. Provides a 100% federal match for 
meeting this requirement.

Jan. 1

Increasing Access to Medicaid: Medicaid eligibil-
ity in all states will increase to 133% of poverty 
for all non-elderly individuals.**

Jan. 1

*Funding is authorized for FY 2011. Actual implementation date will depend on regulations to be issued by HHS.

**From 2014-2019, federal match rates for the expansion vary by year and by whether the state is considered an “expansion” state. By 2020, the federal 
government will bear 90% of the costs of the expansion in all states.
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W ith healthcare reform the law of the land, we’ve 
had much to celebrate. We’ve applauded Presi-

dent Obama and Congress for passage of a health-
care reform package that includes parity for mental 
health and addiction services, expansion of Med-
icaid to 133% of Federal Poverty Level, inclusion 
of behavioral health organizations and individuals 
with mental illnesses in the new Medicaid medical 
home state option, and authorization and increased 
funding for the SAMSHA grants co-locating mental 
health treatment and primary care.

These and a host of other provisions expand the 
opportunities for individuals with mental illnesses 
and addictions to obtain and maintain insurance 
coverage and access needed services. If you haven’t 
already done so, I urge you to thank your Senators 
and Representatives who voted for the most sweep-
ing piece of healthcare legislation in more than 40 
years. We very much appreciate their commitment 
to the behavioral health community and will con-
tinue to work with them — to be certain that reform 
is the good idea we believe it can be.

But we can’t do this alone. As the National Council’s 
lobbyist is fond of saying, government relations is 
a team sport. At so, we also celebrate you — your 
committed advocacy and passionate leadership 
encouraged the most pro-consumer parity rules in 
history and enabled key provisions of the Patient 
Protection and Affordable Care Act. And if this wasn’t 
enough, thanks to you, the push for creation of Fed-
erally Qualified Behavioral Health Centers is now a 
top agenda item. With your help, we are continuing 
to lobby to bring “parity” to public behavioral health 
and end the second-class status of community 
mental health and addiction providers in America’s 
safety net.

Due to greater understanding of how many Ameri-
cans live with mental illnesses and addictions and 
how expensive the total healthcare expenditures are 
for this group, we have reached a critical tipping 
point. We understand the importance of treating the 
healthcare needs of individuals with serious mental 
illnesses and responding to the behavioral health-
care needs of all Americans. This is creating a series 

of exciting opportunities for the behavioral health 
community and a series of unprecedented chal-
lenges — and the National Council is determined 
to provide expertise and leadership that supports 
member organizations, federal agencies, states, 
health plans, and consumer groups in ensuring that 
the key issues facing persons with mental health 
and substance use disorders are properly addressed 
and integrated into healthcare reform.

In anticipation of parity and reform legislation, the 
National Council’s public policy committee cre-
ated a Healthcare Reform Workgroup that has been 
thinking, meeting and writing for well over a year. 
Their work continues and their outputs guide our 
activities in addressing eleven planning, design 
and implementation issues in three areas — service  
delivery, system management, and infrastructure.

SERVICE DELIVERY

1. Mental Health/Substance Use Health Provider 
Capacity Building: Community mental health and 
substance use treatment organizations, group prac-
tices, and individual clinicians will need to improve 
their ability to provide measurable, high-performing, 
prevention, early intervention, recovery and wellness 
oriented services and supports.

2. Person-Centered Healthcare Homes: There will 
be much greater demand for integrating mental 
health and substance use clinicians into primary 
care practices and primary care providers into 
mental health and substance use treatment orga-
nizations, using emerging and best practice clinical 
models and robust linkages between primary care 
and specialty behavioral healthcare.

3. Peer Counselors and Consumer Operated Ser-
vices: We will see expansion of consumer-operated 
services and integration of peers into the mental 
health and substance use workforce and service  
array, underscoring the critical role these efforts play 
in supporting the recovery and wellness of persons 
with mental health and substance use disorders.

4. Clinical Guidelines: The pace of development and 
dissemination of mental health and substance use 
clinical guidelines and clinical tools will increase  

with support from the new Patient-Centered Out-
comes Research Institute and other research and 
implementation efforts. 

SYSTEM MANAGEMENT

5. Medicaid Expansion and Health Insurance 
Exchanges: States will need to undertake major 
change processes to improve the quality and value 
of mental health and substance use services at 
parity as they redesign their Medicaid systems to 
prepare for expansion and design Health Insurance 
Exchanges. Provider organizations will need to be 
able to work with new Medicaid designs and con-
tract with and bill services through the Exchanges.

6. Employer-Sponsored Health Plans and Parity: 
Employers and benefits managers will need to re-
define how to use behavioral health services to ad-
dress absenteeism and presenteeism and develop 
a more resilient and productive workforce. Provider 
organizations will need to tailor their service offer-
ings to meet employer needs and work with their 
contracting and billing systems.

7. Accountable Care Organizations and Health 
Plan Redesign: Payers will encourage and in some 
cases mandate the development of new manage-
ment structures that support healthcare reform in-
cluding Accountable Care Organizations and health 
plan redesign, providing guidance on how mental 
health and substance use should be included to 
improve quality and better manage total healthcare 
expenditures. Provider organizations should take 
part in and become owners of ACOs that develop in 
their communities.

INFRASTRUCTURE

8. Quality Improvement: Organizations including 
the National Quality Forum will accelerate the de-
velopment of a national quality improvement strat-
egy that contains mental health and substance use 
performance measures that will be used to improve 
delivery of mental health and substance use servic-
es, patient health outcomes, and population health 
and manage costs. Provider organizations will need 
to develop the infrastructure to operate within this 
framework.

Healthcare Reform — Let’s Get Down to Business!
Linda Rosenberg, MSW, President and CEO, National Council for Community Behavioral Healthcare
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9. Health Information Technology: Federal and state 
HIT initiatives need to reflect the importance of men-
tal health and substance use services and include 
mental health and substance use providers and data 
requirements in funding, design work, and infrastruc-
ture development. Provider organizations will need to 
be able to implement electronic health records and 
patient registries and connect these systems to com-
munity health information networks and health infor-
mation exchanges.

10. Payment Reform: Payers and health plans will 
need to design and implement new payment mecha-
nisms including case rates and capitation that contain 
value-based purchasing and value-based insurance 
design strategies that are appropriate for persons 
with mental health and substance use disorders. Pro-
viders will need to adapt their practice management 
and billing systems and work processes in order to 
work with these new mechanisms.

11. Workforce Development: Major efforts including 
work of the new Workforce Advisory Committee will be 
needed to develop a national workforce strategy to 
meet the needs of persons with mental health and 
substance use disorder including expansion of peer 
counselors. Provider organizations will need to par-
ticipate in these efforts and be ready to ramp up their 
workforce to meet unfolding demand.

Simply put, we must be ready to play in a new game, in 
a world where increasing numbers of individuals — by 
virtue of Medicaid expansion, the emerging Health In-
surance Exchanges, and parity regulations — will have 
access to behavioral health services. We expect to see 
an additional 15 million individuals — an increase of 
43% — eligible for Medicaid alone, with more than 
30 million individuals overall who will, in the not too 
distant future, have insurance coverage.

But this is far more than a matter of numbers — it’s 
about working smarter. We anticipate that healthcare 
reform-driven service delivery redesign and payment 
reform will unfold at a rapid pace. In order to bend 
the cost curve, payment reform and service delivery 
redesign will change how health, mental health and 
substance use services are integrated, funded, and 
managed. We must learn to practice healthcare the 
way healthcare will be done.

We must become savvy about positioning ourselves to 
take advantage of new markets and new opportuni-
ties to help control the design and delivery of health-
care services. We must begin to build relationships 

within and across the entire healthcare sector. As we 
revisit the concept of “managing care” for individuals 
and whole populations, we have to be certain that 
our focus on person-centered, recovery-focused treat-
ment and services is not subsumed by the drive to 
“bend the curve” in healthcare costs. We must be able 
to demonstrate our value not only to our customers, 
but also as key players in these new healthcare con-
sortia.

We must become accountable for efficient and ef-
fective services that show results across all health 
domains. We believe fee-for-service reimbursement 
will slowly become a thing of the past. So, too, will 
be the ability to claim that caseloads are full with no-
show rates of 50% and more. We risk being left on the 
sidelines if we don’t move with deliberate speed to 
ensure continuity and timely access to care; comply 
with third-party payer requirements; coordinate care 
with a full range of health providers; and if necessary 
take on payers that refuse to honor the spirit and let-
ter of the parity regulations.

We must become increasingly customer-focused, from 
the way we greet individuals who come through our 
door to the way we market our services. We should 
expect that with more money available in healthcare 
— particularly for mental health and addiction treat-
ment — that new and well capitalized players will find 
behavioral health, traditionally a financially unattract-
ive healthcare sector, far more appealing.

People will be insured and will have an increasing 

range of options available to them. What differenti-
ates our services? Why should an individual choose 
to receive treatment and support from us? Are we of-
fering services that will help them meet a full range 
of healthcare needs?  Are our services culturally ap-
propriate for the communities we serve? Can we help 
them understand and make appropriate use of their 
insurance coverage? We must retool our organiza-
tions with the knowledge that all individuals will now 
become true “consumers” of healthcare services.

At the same time, we must also be aware that our 
work is far from over at the state and federal level. 
Forty-eight of 50 states are experiencing severe bud-
get shortfalls. The threat is very real and the National 
Council’s state and local partner associations and 
their stakeholder communities are fighting hard to 
hold on to current funding as legislatures see an op-
portunity to continue to withdraw needed funds. We 
know this is a bad idea — even the most generous 
healthcare benefits will likely not cover the full range 
of wraparound supports that people with mental ill-
nesses and addictions need to recover.

At the federal level, we must work to ensure that SAM-
SHA funds are similarly maintained. In an environment 
where dollars and emphasis are focused on disease 
prevention, health promotion, and comparative effec-
tiveness research, we must increase understanding of 
the contributions behavioral health has made to each 
of these areas.

Eleanor Roosevelt once said, “It takes as much energy 
to wish as it does to plan.” All of our planning, advo-
cacy, and leadership to date have borne fruit, but we 
must not be content to wish it all works out well. We 
must fight for our future — and the future of the indi-
viduals we are privileged to serve — by acting as key 
players in the brave new world of healthcare. 

Linda Rosenberg is an expert in mental health policy and practice 
with 30+ years of experience in the design, financing, and man-
agement of psychiatric treatment and rehabilitation programs. 
Under Rosenberg’s leadership since 2004, the National Council 
for Community Behavioral Healthcare has more than doubled its 
membership; helped to secure the passage of the federal mental 
health and addiction parity law; expanded financing for integrated 
behavioral health/primary care services; was instrumental in 
bringing behavioral health to the table in federal healthcare 
reform dialogue and initiatives; and played a key role in introduc-
ing the Mental Health First Aid public education program in the 
United States. Prior to joining the National Council, Rosenberg 
served as the Senior Deputy Commissioner for the New York State 
Office of Mental Health.

Payment reform and service 
delivery redesign will change 
how health, mental health and 
substance use services are 
integrated, funded, and managed. 
We must learn to practice 
healthcare the way healthcare 
will be done… We 
must retool our 
organizations with 
the knowledge that 
all individuals will 
now become true 
‘consumers’ of 
healthcare services.
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Leaders Speak

Meena: You’ve been widely quoted in media as saying that the bill passed 

in March is NOT healthcare reform? 

Dr. Dean: No, it’s certainly not healthcare reform, it’s coverage expansion.

Meena: So what would really healthcare reform look like?

Dr. Dean: Real healthcare reform would give consumers choices, WITH 

A PUBLIC OPTION. We have a perfect example in the Medicare model. Real 

healthcare reform would include cost reform. It would incentivize providers 

to make changes for the better.

Meena: Are you saying the “historic” national healthcare reform bill will 

do no good? 

Dr. Dean: Not at all. It is a good bill, it sets us on the road to universal 

coverage. This is really Governor Mitt Romney’s Massachusetts healthcare 

bill from 2006 and it’s a good start. It’s better to have passed a bill than 

not to have. One thing we must be prepared for is that the system gets more 

expensive as more people get services. We’ll learn what works and what does 

not. And we know that the Obama administration is committed to learning 

and fixing.

Meena: Some people are afraid this is a government takeover of health-

care or the government interfering between providers and patients… 

Dr. Dean: No way, this is very much a private insurance bill. It’s not govern-

ment bureaucrats that are the problem; it’s insurance company bureaucrats!

Meena: What is your greatest concern about national healthcare reform 

then? 

Dr. Dean: I’m concerned because it has become a debate about money 

not medicine. Congress knows a lot about money but not about healthcare. 

Transitioning from policy to service delivery is the biggest challenge. And the 

most vulnerable group for delivery — the group most likely to get the short 

end of the stick — is behavioral health. Mental health services can only be 

effective if there are wraparound services and supportive social services 

offered along with treatment. Why are things like supportive social services 

missing from the healthcare reform dialogue?

Meena: You mentioned the Medicare model but behavioral health pro-

viders have traditionally had tremendous reimbursement challenges with 

Medicare. 

Dr. Dean: Yes, it’s true Medicare is a lousy, lousy payer on the mental 

health side and seniors have not been well served by Medicare when it 

comes to reimbursement for mental health services. Parity was not that 

great, it was just a minor improvement — and it seems that the federal gov-

ernment often exempts itself from the laws it sets. If Medicare is to be any 

kind of a reasonable player and be expanded, parity must apply to Medicare 

as much as it applies to private insurance companies. 

But Medicare has done a far better job of being innovative about keeping 

costs down — while holding themselves to a moral compass —than private 

insurers have. However our real solution lies in an integrated system with 

global budgeting, which would be far superior to Medicare. Global budgeting 

Before he was Governor of Vermont, presidential candidate, or chairman of the Democratic National 

Committee, Howard Dean was a family doctor, which him understand healthcare in a way that other 

politicians don’t. He has been one of the most outspoken advocates for healthcare reform with a pub-

lic option. At the 40th National Council Conference in Disney World, Florida in March 2010, Governor 

Dean was the opening keynote speaker, and shared his vision on the future of healthcare for America. 

Dr. Dean also offered unique perspectives on citizen involvement to bring about real change and real 

progress — drawing from his experience in the use of grassroots advocacy and online technologies 

during his campaign for President.

In an exclusive interview for National Council Magazine, Governor Howard Dean spoke to Meena Dayak, 

Vice President, Marketing and Communications, National Council for Community Behavioral Healthcare

This Is Not Healthcare Reform!
Howard Dean — a National Council Magazine Exclusive
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is where Washington says “Here’s your money,” and providers and patients 

who know more about care then use a rational system to work who gets 

what.

Meena: Can you talk more about the changes for providers you mentioned 

earlier?

Dr. Dean: WE NEED TO FIX COSTS! Right now, healthcare professionals are 

kept from doing the best they can do due to tremendous cost pressures. We 

want to move to a system where healthcare providers, not insurance compa-

nies, make the treatment decisions. And we want providers to be account-

able and to deliver quality services — so we need to capitate payments.

Meena: So in a nutshell, what’s your ideal for the healthcare system in the 

U.S. ten years from now?

Dr. Dean: Ten years from now, I’d like to see lots of Kaiser like companies, 

built on the integrated care model [Kaiser Permanente has a unique inte-

grated structure that allows the health plan, the hospital and the physicians 

and medical group to work together in a coordinated fashion for the benefit 

of the patient. This level of integration, supported by sophisticated infor-

mation technology, means that the patient, along with her/his appropriate 

medical information, can move smoothly from the clinic to the hospital or 

from primary care to specialty care].

I want to see consumer choice, with a public option.

And I want to see providers being able to make decisions.

Meena: You were one of the first in American politics to successfully tap 

into the power of the Internet during your legendary Presidential campaign. 

What role would you say online technologies play in healthcare reform? 

Dr. Dean: The web is a tremendous source of healthcare information but 

the challenge lies in ensuring the accuracy of all that information, we don’t 

want people to be misled. As for delivery of healthcare services, I don’t think 

the web is a game changer. And in cost control, there is not much of a role 

for the web either.

Meena: What are you working on right now? 

Dr. Dean: I have more to do than ever before. I continue to work on health-

care of course and I’m also involved in some international political work.

Meena: Do you think you might run for President again?

Dr. Dean: I’m not thinking about it right now but you never rule out any-

thing in politics!

         I want to see an 
integrated care model. 
I want to see consumer 
choice, with a public  
option. And I want to see 
providers being able to 
make decisions.
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“If the new federal law equalizing coverage for mental 

conditions with that for medical–surgical care works as 

hoped, there may no longer be a need for a public system 

to handle mental health in the long run,’ says Michael Ho-

gan, New York State’s mental health commissioner.”

T his was the headline and lead on the Wall Street Journal health blog’s 

April 16 story, by Shirley Wang, following my comments at a New York 

City mental health conference (sometimes you know there’s a reporter in the 

crowd, and sometimes you don’t.) In this case, however, I won’t claim I was 

misquoted. Rather, given the history of behavioral healthcare and the road 

ahead, it’s a good time for serious thinking about the future.

The theme is not new. In 1993, in an earlier era of (anticipated) healthcare 

reform, a group of state mental health commissioners met with the mental 

health task force of the Clinton health reform effort, chaired by Tipper Gore. 

We had lots to talk about. The Clinton reform proposal was to rec-

ommend universal health coverage, with mental health parity. 

Surely part of the conversation had to consider the role of the 

states’ public mental health systems. 

The commissioner’s group, meeting as an ad hoc task force 

of the National Association of State Mental Health Program 

Directors, had already considered this issue. So when the 

question came ⎯“If health reform includes universal coverage 

and full parity, are you willing to discuss folding state 

resources into the larger system?”⎯ we were pre-

pared. Our answer was “Yes, we have lots 

to discuss. State responsibilities extend 

beyond healthcare. Obligations such as 

forensic services and housing need to be 

fulfilled. And we’ll need a careful transi-

tion. But we should not maintain state 

systems if the alternative is being part of 

the mainstream.”

Almost two decades later, the seemingly 

impossible future has been promised to 

the American people, with the combina-

tion of national healthcare reform, par-

ity for both mental health and addiction 

Michael F. Hogan, PhD, New York State Mental Health Commissioner

Will We Need a Separate Mental Health System?

We should not maintain state 

systems if the alternative is 

being part of the mainstream… 

We must lead to achieve 

integration of care, everywhere… 

I believe that a few 

entrepreneurial leaders will 

embrace the challenge of 

achieving true integration 

at every level, from policy 

to plan to practice. These 

entrepreneurs will also succeed 

in business, because the 

game will come to them.
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treatment, and aggressive parity regulations that raise 

the bar on acceptable treatment. What can we expect 

in this new environment? 

My crystal ball predicts a paradox in the future of 

separate public systems. First, in the next couple of 

years, little will seem to change. The combination of 

uncertainty, phased-in implementation of the federal 

legislation, and the “boiled frog effect” mean that 

little will change — or, rather, that few changes are 

apparent. The second prediction I am pretty certain 

about is that in 45 years, distinct public mental 

health systems with state-operated and state-funded 

specialty services will no longer exist in anything like 

their current form. 

Actually, I think the change will happen more quickly. 

But it’s been 45 years since Medicaid and Medicare 

were created, so the frog is a useful analogue. Recall 

that, when enacted, Medicaid had no specialty men-

tal health benefit, and state (and private) psychiatric 

hospitals (Institutions for Mental Diseases) weren’t 

covered. And then consider how things have changed 

in the past four decades. Acute care was moved to 

newly covered units in general hospitals, so that there 

are only a few thousand “state beds” still devoted to 

acute care in the entire country. Nursing homes were 

covered for intermediate care, whereas state hospi-

tals were not, so by the mid 1980s several hundred 

thousand older patients (and some not so old — in 

an unfortunate lesson about the power of financial 

incentives) had been moved to nursing homes. By 

1985, Gronfein had demonstrated that the Medicaid 

program’s (indirect) impact on mental health policy 

was already greater than the impact of the Community 

Mental Health Centers program. And that was before 

things really ramped up; you know the rest of the sto-

ry. Medicaid benefits for community care (clinic, case 

management, and rehabilitation) were in place. Spe-

cial services, such as Assertive Community Treatment, 

were covered. “Medicaid it” became a cry of cash-

strapped budget offices and an army of consultants. 

Today, Medicaid’s funding levels, policy influence, and 

— in many states — impact on mental healthcare are 

greater than those of the state mental health agency 

(if one still exists).

Moreover, the changes since 1965 were not explicitly 

called for. Now parity is the law, and the administra-

tion proposes rules for parity that do not allow differ-

ent approaches for managing overall health benefits. 

So think about it again. Will we need a separate men-

tal health system in the future? 

The long term, I admit, is all speculation. The question 

before us now is what mental health managers, pro-

viders, and advocates should be seeking and acting 

on as we move forward. We know what consumers will 

be seeking. The evidence is before us, in data showing 

that behavioral issues are the number one cause of 

pediatric visits and also that the treated prevalence 

of depression doubled after the introduction of the 

selective serotonin reuptake inhibitors — although 

most care in general medical settings is not up to 

recommended standards. People want care in the 

mainstream, for complex reasons that no doubt in-

clude stigma, convenience, and coverage. 

I believe our challenge is at the heart of healthcare 

reform. It is also evident in the statistics above. Al-

though people want care in the mainstream, the 

general health sector, without our help, is incapable 

of reliably delivering good behavioral healthcare. We 

see this across the life span in care for depression (a 

prevalent disorder that is reliably diagnosed and usu-

ally well treated by specialists). In the general medical 

sector, depression is often undiagnosed, and, when 

diagnosed, it is usually undertreated — from peri- and 

postnatal depression to adolescence to middle age to 

late-life chronic illness. Keep in mind that depression 

is usually simpler to diagnose and treat than other 

disorders. The research and demonstration programs 

yield clear results. With a mental health depression 

specialist on the team — not across town, not in 

another agency, not available by referral, but on the 

floor — along with screening, treatment protocols, and 

measurement, good care can be reliably delivered.

Our mission, in the first few years, is clear. We must 

lead to achieve integration of care, everywhere. We 

also have to integrate medical care into our specialty 

settings, because without it our clients will never get 

decent medical care, and the rates of premature 

death will not improve. 

In addition, we must work to integrate mental health 

competencies into all clinical general medical settings 

— because emerging standards of care will demand it. 

We have to help craft health plans that pay attention 

to behavioral health beyond inadequate measures 

(e.g., whether a discharged psychiatric patient made 

a single timely follow-up visit) to fully integrated care 

expectations and outcomes. At the national level, we 

need leadership to increase access to appropriate 

psychotherapies, now that we have overcorrected to 

a dominance of medication treatment.

I believe that a few entrepreneurial leaders will em-

brace the challenge of achieving true integration at 

every level, from policy to plan to practice. These en-

trepreneurs will also succeed in business, because the 

game will come to them. Most of us will stumble along 

the road that we are on. For many, this road will turn 

out to be a dead end, because someone else got to 

the integration mandate first. In some circumstances, 

we will have no leadership and no mission except cost 

control — which will lead to a kind of deinstitution-

alization revisited. In the next round of state budget 

cuts, in fact, we may see some early evidence of this 

unfortunate trend.

Other challenges will certainly continue to require 

state, federal, and local mental health leadership. 

Key supports such as housing and employment are 

outside of healthcare. Special responsibilities, such 

as forensics, are in statute. More must be done to 

support prevention and early intervention services 

that now have the force of evidence behind them. But 

the topic of the day and the biggest area of federal 

reform are in the area mentioned in our association’s 

name: health.

What’s your vision of the road ahead? Does it depend 

on specialty state agency leadership? Does it rely on 

protected status for particular providers? Or do you 

have a business plan for success, in an integrated 

health and behavioral health environment?

Michael Hogan is the New York State Commissioner of Mental 
Health. His experience in mental health administration and 
research is unparalleled and includes leadership roles with the 
President’s New Freedom Commission on Mental Health, the  
Joint Commission, the National Institute of Mental Health’s Na-
tional Advisory Mental Health Council, and the National Associa-
tion of State Mental Health Program Directors. He has coauthored 
a book and several national reports, written more than 50 journal 
articles and book chapters, and received numerous awards for his 
service and leadership.
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Capital Perspectives 
Mental Health and Addiction Services Leaders 
Discuss the Opportunities and Threats of 
Healthcare Reform

Robert Bernstein, PhD, Executive Director, Judge David L. Bazelon Center for Mental Health Law

Mark Covall, President and CEO, National Association of Psychiatric Health Systems

T he new national health reform law is a consider-
able achievement for our community. In addition 

to significantly reducing the number of uninsured 
people in the nation, the law signals that mental 
health is properly considered part of overall health. 
For people with serious mental illnesses, this is 
an important message, because it challenges the 
notion that they — and their disabilities — are ‘dif-
ferent.’ But whether the expanded coverage and in-
clusive messaging will actually move these people 
and the community behavioral health systems that 
serve them into the mainstream is an unanswered 
question. 

Too often, community behavioral healthcare has 
offered bare-bones services to people with serious 
mental illnesses who lack insurance, with very poor 
outcomes. Expanded Medicaid eligibility will pro-
vide some relief, but I doubt that the new coverage 

(whether private or benchmarked) will include the 
essential services that are now part of the Rehabili-
tation Option. Similarly, without strong advocacy to 
demonstrate the importance and cost-effectiveness 
(relative to institutional care) of ACT, therapeutic 
foster care, and other crucial services tailored to 
serious mental disabilities, it is unlikely that these 
services will be offered to people who purchase 
commercial insurance through an exchange. 

Community behavioral health plays a critical role 
in helping patients recover from a serious mental 
illness and in realizing the social inclusion ensured 
by Olmstead v. L.C. To carry out this role meaning-

fully, community behavioral health must take full 
advantage of the opportunities offered by health 
reform — for instance, advocating for regulations 
that maximally benefit the people most in need of 
its services. Community behavioral health must also 
practice what it preaches about inclusion, expand-
ing its visibility so it is viewed as more than a last-
resort safety net and establishing itself as one of 
many specialty services now integrated within main-
stream healthcare. ‘Tough-time’ arguments notwith-
standing, such integration requires that community 
behavioral health rekindle the activism embedded 
in its roots.”

M ind and body are one, and federal law now 
helps us implement this reality. Not only does 

the Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008 put 
behavioral health benefits on par with medical and 
surgical benefits, but important behavioral health 
provisions are contained within the healthcare re-
form laws passed in 2010. 

With these new laws, mental health and substance 
use disorders will no longer be separate and un-
equal. They need to be viewed like any other dis-
orders, and reform builds on the momentum gen-
erated by the new federal parity law. Many more 
Americans will have access to mental health and 
substance use benefits under parity and reform. 
That is the good news.

Nevertheless, the elevation of mental health and 
substance use disorders so that they are on par 
with all other disorders means that providers need 
to step forward and be held more accountable. We 
need to show that placing mental health and sub-
stance use on par with overall medicine adds value. 
We need to improve our measurement of qual-
ity and become more transparent. We need to be 
cost-effective, and we need to measure outcomes; 
comparative effectiveness is a good tool for these 
purposes. We need to partner with others in medi-
cine outside the mental health and substance use 
community.

We cannot say we should be “equal but differ-

ent.” We are like any other medical specialty. We 

have unique features and different treatments, 

but we should be held to the same standards 

as our other colleagues in medicine.

Reform will play out over the next several years, and 
we need to be in it for the long haul. We must be 
actively engaged in the implementation of reform. 
Mental health and substance use coverage and ser-
vices are on the national agenda, so we must be 
ready for any opportunity to solidify our role in over-
all healthcare. Let’s embrace this challenge so that 
future generations of Americans will not view mental 
health and substance use disorders as separate 
from other medical disorders but as—in truth—no 
different from any other disorder.”

“

“

Community behavioral health must also practice what it preaches about in-
clusion, expanding its visibility so it is viewed as more than a last-resort safety 
net and establishing itself as one of many specialty services now integrated 
within mainstream healthcare. 
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John Draper, PhD, Director, National Suicide Prevention Lifeline

Daniel Fisher, MD, PhD, Executive Director, National Empowerment Center

Michael Fitzpatrick, MSW, Executive Director, National Alliance for Mental Illness

R educing ‘avoidable inpatient readmissions’ is a 
major target of the healthcare legislation aimed 

at cutting costs. The legislation seeks to foster 
incentives for hospitals and outpatient provid-
ers to collaborate toward closing aftercare gaps 
for discharged patients. One primary cost-saving 
model that has been consistently promoted is “follow-
up care,” which begins at the point of discharge or 
within 7 days after. Given that approximately 40 per-
cent of annual hospitalizations for mental disorders 
in the United States are readmissions, and because 
research indicates that nearly half of the annual $6 
billion in hospital costs for treating suicide attempts 
relates to readmissions, the need for follow-up care 

among discharged patients with mental health prob-
lems is clear. 

Other evidence shows that follow-up care can not only 
save money but also save lives. Studies have indicated 
that the risk of suicide is more than 100 times greater 
for people in the first week after inpatient discharge 
than for the general population, and the vast majority 
of suicide attempters — the group with the highest 
risk of suicide — never attend their first appointment 
or maintain treatment for more than a few sessions. 
Follow-up care for attempt survivors, often provided by 
telephone, has been shown to reduce suicide rates, as 
noted in a 2008 study performed by the World Health 
Organization. 

Although the Substance Abuse and Mental Health Ser-
vices Administration has recently made follow-up care 
a priority (and funded pilot projects among Lifeline 
crisis centers to do so), follow-up care is not routinely 
practiced in most community behavioral healthcare 
systems. Whether through pilot programs funded 
by public health authorities or through interagency 
cooperative agreements, community mental health 
services — particularly those with crisis hotlines and 
mobile outreach services — will likely be accorded 
many more opportunities and financial incentives un-
der healthcare reform to partner with hospitals and 
to provide follow-up care for discharged patients with 
mental illnesses.”

T he biggest threat of healthcare reform to people 
with mental illness is the increased medicalization 

of the mental health field. During the last 20 years, 
consumers, families, and advocates have moved the 
mental health field toward a recovery- and wellness-
based approach. This approach is focused on the 
importance of broadening funding to facilitate com-
munity integration, not just symptom reduction. The 
central principle is self-determination. This recovery 
approach was recommended by the New Freedom 
Commission Report. Furthermore, the report called 
for this transformation of the mental health system to 
be consumer and family driven. 

At the individual level, the mental health field has 
started to embrace person-centered planning, which 
means that consumers drive their own treatment plan. 
Also, in the mental health field increasing value is be-
ing placed on people telling their stories of recovery 
and on peers working in the field. The field has also 
started to accept the validity of qualitative research 
in measuring outcomes. 

Unfortunately, the medical field has not kept up with 

these developments. Medicine, with a few excep-

tions, such as Dr. Ornish’s approach to heart 

disease, remains narrowly focused on symptom 

reduction and professionally directed care. Peers 
have a minor role in healthcare delivery, and research 
still insists that double-blind, randomized, controlled 
research is the most valued. Broad outcomes, such as 
recovery, wellness, and community integration, cannot 
be measured in that fashion. 

My hope is that through the integration of medical 
and mental healthcare, the advances in consumer 
involvement in all levels of advocacy and service de-
livery will influence the medical system to adopt these 
values.”

T he enactment of healthcare reform, coupled with 
the landmark Paul Wellstone and Pete Domenici 

Mental Health Parity and Addiction Equity Act of 2008, 
has great potential to very positively change the sys-
tem of care for people living with mental illness in 
America.

Extending parity to all health plans offered through 
the new state-based exchanges, expanding Medicaid 
coverage to all people at 133 percent or less of the 
Federal Poverty Level, eliminating preexisting condi-
tion exclusions, and moving toward better integration 
of mental health and primary care are all tremendous 
steps forward. The real impact of these changes is yet 

to be determined, however. 

Consider, for example, the Medicaid expansion. Al-
though the federal government will initially help sub-
sidize the costs of expansion, states will increasingly 
incur costs over time. Will they respond by cutting 
vital but optional services in Medicaid? That would be 
a step in the wrong direction. 

Moreover, other significant problems remain to be 
addressed. Examples include closing broad gaps 
between research and practice, improving data col-
lection and outcomes measurement, and addressing 
the serious workforce shortages that continue to be-
devil the mental health field, perhaps even more than 

other healthcare disciplines. In addition, the National 
Alliance for Mental Illness’s most recent Grading the 
States report revealed that progress in the adoption 
of evidence-based and promising practices is slow or 
even nonexistent in some states. 

Much work needs to be done. It is essential that 

advocates and the provider community work to-

gether to ensure that the exciting opportunities 

offered by healthcare reform become reality. The 
power of our voices in advocating together for change 
cannot be underestimated.”

“

“

“
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Robert Glover, PhD, Executive Director, National Association of State Mental Health Program Directors 

Carol D. Goodheart, EdD, President, American Psychological Association

Pamela S. Hyde, JD, Administrator, Substance Abuse and Mental Health Services Administration 

A great period of transformation for mental health 
and addiction treatment and prevention is now 

in motion, with the passage of health reform and 
the implementation of the Paul Wellstone and 
Pete Domenici Mental Health Parity and Addiction 
Equity Act of 2008. Leaders in mental health and 
substance use fields must step up to the challenge 
and join the larger health community to enact the 
change that we need to succeed in reforming the 
healthcare system. Change within our separate silos 
or around the margins is unacceptable. 

The framework that has been established in the new 
health reform law has huge implications for our field. 
As Congressman Patrick Kennedy (D-RI) says, the 

health reform statute is, in fact, the biggest mental 
health law passed in history. With mental health and 
substance use benefits required in both public and 
private insurance plans, people with these disorders 
are now part of mainstream healthcare, with all of 
its glorious qualities and unacceptable shortcom-

ings. The foundation for a reformed system has 

been established, but all of the challenges to 

ensure access, reduce cost, and improve quality  

remain. We must demonstrate our expertise in what 
works in behavioral health and make it integral to 
general healthcare, not an isolated “specialty” ser-
vice accessed on an as-needed basis. We need to 

build a skilled and adequate workforce that can join 
the integrated teams to deliver care in a retooled, 
primary-care-oriented system. We must ensure that 
behavioral health is included in all electronic medi-
cal and health records. And we need to be certain 
that the clients and families who depend on our 
systems also understand the changes underway. 
These are just a few of the many opportunities and 
challenges that lie ahead. 

Although we may feel that we have earned a place 
at the table, we will not be heard unless our voices 
are clear, convincing, united — and loud when nec-
essary.”  					   
	

T he Patient Protection and Affordable Care Act 
will extend health coverage to tens of millions of 

uninsured people, reduce healthcare costs, and end 
discriminatory insurance practices. As psycholo-
gists and community mental health and addictions 
providers, we know that mental and behavioral 
health are essential for overall health and that an 
integrated healthcare model that includes mental 
and behavioral health services will help to transform 

our nation’s healthcare system. The new law offers 

promising opportunities for psychologists and 

community mental health and addictions orga-

nizations to work together through integrated 

treatment models to address pressing health-

care needs.

The new law authorizes, for example, a grant pro-
gram to establish community-based, interdisci-
plinary health teams that include mental and be-
havioral health providers to support primary care 
practices and another program to colocate primary 
and specialty care in community-based mental 
health settings. Psychologists and other mental 
and behavioral health professionals on these teams 
may work with community-based mental health and  

addictions providers to address the needs of the 
whole person. Additionally, a new state Medicaid 
option will allow for the creation of health homes, 
where psychologists and other community mental 
health and addictions providers will work together 
to address chronic conditions, including mental 
health and substance use disorders. 

We must advocate for adequate federal appropria-
tions for these and other integrated initiatives in 
the new law, if we are to provide better coordinated 
care for the people we serve.”

T he passage of the Patient Protection and Afford-
able Care Act represents a historic victory for 

American families, for seniors, for workers, and for 
small businesses. It holds insurance companies ac-
countable for keeping premiums down and prevent-
ing denials of care and coverage, including for preex-
isting conditions. As a result, an additional 32 million  
Americans will have health insurance coverage. 

People with mental and substance use disorders 
will greatly benefit from the new health reform law. 
A disproportionate share of people with mental and 
substance use disorders are currently uninsured: an 
estimated one-fifth to one-third of the uninsured 

population have mental and substance use disor-
ders. First with the Paul Wellstone and Pete Domeni-
ci Mental Health Parity and Addiction Equity Act of 
2008 and now with the Affordable Care Act, we are 
finally in a real way moving toward equality in cover-
age and treatment for behavioral health conditions. 
In recognition that behavioral health is essential to 
overall health, the Affordable Care Act makes the 
prevention and treatment of mental and substance 
use disorders part of the essential benefits pack-
age, and no longer can insurance companies use 
substance abuse or mental illness to deny coverage 
for a preexisting condition.  

Increased access to and demand for preven-

tion, early intervention, treatment, and recovery 

support services provide an unprecedented 

opportunity and challenge for the behavioral 

health community. Although many of the provi-

sions of the law do not go into effect until 2014, 

we must move quickly to develop capacity. Our 

success requires that we work in concert with, 

not independently of, the general healthcare 

system. By leveraging healthcare financing mecha-
nisms and service delivery capacity, we can achieve 
the promise of prevention and treatment services 

“

“

“
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Ron Manderscheid, PhD, Executive Director, National Associa-
tion of County Behavioral Health and Developmental Disability 
Directors and Johns Hopkins School of Public Health

W e embrace our future with great enthusiasm and some worry.

A century of dreams has been fulfilled through the passage of national health 
reform. Theodore Roosevelt fostered the vision, and Franklin Roosevelt expanded 
the ideal to good health as a basic human right. Lyndon Johnson delivered per-
sonal health insurance to the elderly and the poor, and Bill Clinton reinvigorated 
the vision. Now, after more than three score years, Barack Obama has taken a giant 
step toward fulfilling Franklin Roosevelt’s ideal. In the short term, every American 
will be able to have coverage through personal health insurance, to have access to 
appropriate prevention and care, and to have confidence that care received is of 
high quality. Mental health and substance use care will become essential benefits. 
The changes being wrought are of historic dimensions. Each is clearly a cause for 
celebration!

Yet, we frequently worry when we experience the unknown, like a first date 

or a new job. National health reform is no different. But our worry should 

be a goad to action. We can prepare for this new unknown by becoming well 
informed; by engaging in careful, deliberate planning; and by reaching out and 
forming necessary new alliances. As with all changes of historic dimensions, we 
must leave some of the old behind, and we must embrace some of the new. Good 
preparation will do much to dissolve our worry.

You and I are no different. Like you, I have great enthusiasm and some worry. Now, I 
am preparing myself and NACBHDD for the changes that I know soon will arrive.  

Tomorrow will be different than today. We can and will succeed!”

Harold A. Graham, MA, MA, QMRP, Chief Executive Officer and 
President, Graham Behavioral Services, Augusta, ME

“Where does it start?  Services — whether social, mental health, or nurs-
ing — start with the persons implementing the ‘face-to-face’ and ‘hands-on’ 
contact with genuine compassion. Service is only as good as the ‘employee’ 
providing. Sure, insurance (not meaning assurance) has to accommodate 
for services for children and adults. However, how does healthcare reform 
‘transform’ business to empower employees to enjoy what they do and as-
sure quality? There are a number of business performance models that have 
validity. National healthcare reform must start with the individual elements 
that exemplify the extraordinary service that so many of us deliver. If the 
impetus of reform misses the individuality of people, then it will fail in bu-
reaucracy and exhibited counter-intuitive behavior. It is management that 
is the key, a balance of support for employees, not necessarily in increased 
regulations.”

William Bierie, President & CEO, The Nord Center, Lorain, OH

“I am guarded in any sense of pure optimism about the recent healthcare 
reform legislation. My review of various trend data on broader economic 
fronts and then specifically community behavioral healthcare and state 
budgets signal continuing crisis in our field with a widening of the gap be-
tween evolving demand for our services and service capacity. More immedi-
ately, I see commercial insurance premiums to employers rising, aggressive 
reimbursement rate negotiations to reduce provider reimbursement, and 
probably aggressive management of specialists on provider panels if not 
a reduction in their representation. This will happen sooner than later as 
insurers hedge against uncertain claims payments with the inclusion of pre-
existing conditions and continued management of sicker patients. 

I wouldn’t be surprised if we see mergers and acquisitions among com-
mercial insurance companies with some in Washington becoming nervous 
about anti-trust/anti-monopoly issues creating an even more challenging 
business environment. The Kaiser Commission report on “Medicaid and the 
Uninsured” paints a cautious picture among state Medicaid executive direc-
tors and state budgets and the affordability of states to support increases 
in Medicaid covered lives and covered services. This will force states to 
make difficult decisions about services. We’re already seeing this change 
with Arizona eliminating the state’s CHIP Plan. 

This healthcare reform will slow recovery from the recession and unem-
ployment will remain uncomfortably high. Access to capital for community 
behavioral healthcare providers will be difficult and more providers will 
struggle financially for the next three to four years under the current trends 
and scenarios. I think we all understand that having health insurance is not 
the same as having access to healthcare services. As behavioral healthcare 
providers, we need to continue to assert responsible healthcare reform and 
reduce the historical marginalization of behavioral healthcare in national 
healthcare reform.”

and supports that are high quality, based on modern standards, and recovery fo-
cused. To realize the potential of the new law, we need the infrastructure, including 
health information technology, to adapt to the new healthcare environment. Inte-
gration with primary care, new payers, billing rules, and different reimbursement 
strategies will require additional training, real-time information sharing, functional 
information systems, and accountability. 

The Substance Abuse and Mental Health Services Administration is excited about 
the possibilities that the Affordable Care Act brings to individuals, families, com-
munities, and providers. Our continued collaboration with the National Council for 
Community Behavioral Healthcare and other organizations is critical to ensuring 
the successful implementation of health reform and to reducing the impact of 
substance abuse and mental illness on America’s communities.”

“

        People with mental and substance 
use disorders will greatly benefit from the 
new health reform law. 
SAMHSA Administrator Pamela Hyde
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Becky Vaughn, CEO, State Associations of Addiction Services

T he passage of the Patient Protection and Afford-
able Care Act created an historic event after 

more than 17 years of effort to recognize addiction 
and other diseases of the brain as a chronic illness 
and deserving of services in line with other diseases 
of the body. SAAS applauds the work of President 
Obama and the Congress in persisting to create a 
system ensuring that virtually all Americans will have 
access to healthcare including essential benefits for 
substance use disorders and mental illness.  

Just as impressive is the successful collaboration 
that created the advocacy to secure the inclusion of 

these benefits. Under the leadership of The Legal Ac-
tion Center, national groups from substance abuse 
prevention, addiction and mental health treatment, 
and recovery support services came together and 
focused on the essential legislative language. SAAS 
is proud to have participated in this epic process 
and of its state provider associations and their 
members for their efforts to educate their senators 
and house members on the importance of preven-
tion and treatment benefits in any new healthcare 
design. We are particularly grateful to Carol McDaid 
with Capitol Decisions for her leadership and unend-
ing work to secure parity and healthcare reform.

The overwhelming work of implementation is moving 
at record speed requiring providers to quickly pre-
pare for increased capacity with new business mod-

els and practices. Continued state and national 

advocacy in many arenas is required for mean-

ingful input into future regulations, community 

education on the new rights and benefits, and 

monitoring for compliance. The exciting goal of 
serving thousands more individuals and families in 
need of services is about to take a giant step for-
ward. This is awesome!”

“

Clarke Ross, DPA, CEO, Children and Adults With Attention-Deficit/Hyperactivity Disorder

C hildren and Adults With Attention-Deficit/Hyper-
activity Disorder fully supports enactment of the 

health reform law, although some of our members 
are very upset with the financing elements and 
federal−state government roles. On August 13, 
2009, CHADD issued 13 principles to consider in 
health reform. The enacted health reform law makes 
significant progress with all 13 of these principles:

1. Provide healthcare coverage for all Americans: 
The Congressional Budget Office estimates that 
health reform will cover 32 million currently unin-
sured Americans by 2019 but 23 million Americans 
will remain uninsured at that time. 

2. Require parity for mental health assessment and 
treatment, including prohibiting discrimination be-
tween health conditions: Health reform extends the 
Paul Wellstone and Pete Domenici Mental Health 
Parity and Addiction Equity Act of 2008 protections 
to all health plans in the exchanges as well as all 
commercial plans currently covered. 

3. Prohibit discrimination on the basis of preexist-
ing conditions: Health reform requires that for plan 
years beginning 6 months from enactment or after, 
health plans may not discriminate on the basis of 
preexisting conditions for children. In 2014, all pre-
existing condition exclusions will be prohibited.

4. Prohibit health plans from terminating coverage 
when people become seriously ill or when they are 
treated for long-term, chronic conditions, and elimi-
nate lifetime maximums: Rescissions (the practice 
of terminating health plan coverage) and lifetime 

limits are prohibited, effective for plan years begin-
ning 6 months from enactment or after. 

5. Prohibit exorbitant out-of-pocket deductibles and 
copays: This goal is difficult to define and subject to 
lots of debate. 

6. Allow young adults to stay covered on their par-
ents’ plan until 26 years old: Effective for plan years 
beginning six months from enactment or after, health 
reform requires insurers to allow young people to 
stay on their parents’ policies through age 26.

7. Target specific coverage of young adults, par-
ticularly those with special healthcare needs: The 
health reform law does not specifically address this 
principle, but it provides for a new long-term care 
program, the Community Living Assistance Services 
and Supports Act, to be created by 2014. 

8. Target specific coverage of children, particularly 
those with special healthcare needs: The health 
reform law does not specifically address this prin-
ciple, although the CLASS Act might include provi-
sions for children. 

9. Require continued affordable coverage when peo-
ple lose or change jobs: Health reform mandates 
guaranteed issue and renewal, effective 2014.

10. Include wellness and prevention services: Health 
reform creates a Prevention and Public Health Fund, 

which will provide for expanded and sustained na-
tional investment in prevention and public health 
programs to improve health and help restrain the 
rate of growth of private and public-sector health-
care costs. 

11. Promote integrated primary care with specialty 
services, including the “medical home” concept and 
consumer-oriented and meaningful use of elec-
tronic medical records and personal health records: 
Health reform creates state grants for community-
based health teams to support implementation of 
patient-centered medical homes (i.e., healthcare 
homes) and allocates funds to state Medicaid pro-
grams to implement such medical homes.

12. Allow consumers a choice of health plans: 
Health reform establishes state-based health in-
surance exchanges for individuals and small busi-
nesses by 2014. 

13. Include culturally and linguistically appropriate 
programs that affirmatively address racial and eth-
nic disparities, including the recognition of disabil-
ity-based health disparities: Federally conducted 
and supported healthcare programs must collect 
data on race, ethnicity, sex, primary language, and 
disability status. Health plans and health providers 
are then required, albeit with federal financial as-
sistance, to address these disparities.”

“ Target specific coverage of children, particularly those with special healthcare 
needs: The health reform law does not specifically address this principle, 
although the CLASS Act might include provisions for children. 
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Notes from Netherlands

As the United States moves forward to implement 
healthcare reform, what should you expect in behav-
ioral health? What barriers and dangers should you 
prepare for? One way of answering these questions 
is by looking at what has and has not worked in the 
Netherlands, a country with decades of experience in 
universal healthcare. What advice do the Dutch have 
for our counterparts in the United States?

Historically, the United States and the Netherlands 
have approached healthcare from starkly different 
philosophical positions. In the Netherlands, universal 
healthcare coverage has been a societal cornerstone 
for the past 60 years. The United States, of course, 
has largely seen healthcare as a commodity to be 
purchased, not a right for all. The systems in both 
countries are in a time of change, however. Whereas 
the United States is now set to accomplish a degree 
of universal healthcare, the Netherlands seeks to in-
fuse competitive market principles into its healthcare 
system. Therefore, two systems that started from op-
posite poles are now moving toward each other.

The recent modifications in the Dutch system point 
to one sure consequence as the United States moves 
toward universal healthcare. The debate, analysis, and 
retooling of the system never end. Sometimes the 
discussion is about the types of services that need 

to be covered, and other times it’s about the role of 
each of the players involved (providers, governmental 
administrators, insurance companies, and patients). 
Often the question is the cost of services and who will 
pay for them. In fact, the issues that drove healthcare 
reform at the outset will still be debated years later. 
If you expect that implementation of the U.S. health 
reform bill will produce a more tranquil national con-
versation, you will be disappointed. 

You will find that changing the healthcare system 
is not solely about adopting one fixed model or an-
other. It is about providing quality care in a way that 
allows for innovation and efficiency. The system also 
has to respond to changes in a country’s values and 
beliefs. For example, citizens in the Netherlands right 
now seem to want less government involvement in 
healthcare and larger roles for consumers and insur-
ance companies. At the same time, citizens demand 
increased government regulation of salaries paid to 
executives and more oversight of large provider net-
works and mergers between providers and between 
insurance companies.

Another lesson we have learned is that dangers exist 
from tilting too far either in the direction of govern-
mental control and insurance company mandates or 
in the direction of provider autonomy. In the Neth-

erlands, periods when we had too much government 
involvement led to a planned, Soviet-style healthcare 
system in which care in one part of the country could 
only be delivered if that same care (and same quality) 
was available to everyone in the country. The time it 
took to accomplish new care initiatives plus the rigid-
ity in that system made for an overly bureaucratic and 
inefficient operation.

The bottom line is that delivering and establishing 
care on the basis of national consensus can take 
years and can stifle innovation or limit the hopes and 

dreams of consumers in behavioral health. So even 

though consensus building around universal cov-

erage might drive your agenda for health reform, 

be cognizant of the trap called consensus build-

ing when it comes to delivering services. Also, the 

system tends to fail when one player, be it gov-

ernment, consumer group, insurance company, 

or provider, achieves a dominant position. So 
when the implementation of healthcare reform moves 
forward, understand the balance (of power) among 
all of the players involved. A healthy balance must be 
achieved, and that takes hard work and continuous 
effort. 

Paul N. Samuels, JD, Director and President, Legal Action Center

Klaas Schilder, Director, GGzE, Eindhoven, the Netherlands

T he passage of healthcare reform is a tremendous 
victory for all who care about eradicating sub-

stance use disorders and mental illness. Effective and 
unified advocacy by our field, which built on the pas-
sage of the Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, cham-
pioned by Rep. Patrick Kennedy (D-RI) and Rep. Jim 
Ramstad (R-MN), forged strong, bipartisan support 
from Congress and President Obama for the full inclu-
sion of mental health and addiction. 

The new law includes many remarkably strong provi-
sions to improve coverage of mental health and addic-
tion care for the tens of millions of Americans who do 
not now receive it. The 29 million people who receive 
insurance through the exchanges and the 16 million 

who are newly eligible for Medicaid will have coverage 
for mental health and addiction-related services, at 
parity with medical and surgical services. The law in-
cludes mental illness and substance use disorders in 
wellness and chronic disease prevention, workforce, 
medical home, and other initiatives. Together, these 
reforms are a landmark achievement — our nation 
finally recognizes that mental health and substance 
use disorders are every bit as important to address as 
other health conditions. 

Even as we celebrate this enormous victory, we must 
prepare for the challenges ahead. The law provides 
the framework, but without strong regulations, we will 
not realize the full potential of reform for people with, 
in recovery from, or at risk of substance use disorders 

and mental illness. We must advocate together for the 
strongest possible federal and state rules to imple-
ment the law’s excellent provisions. Only then will it be 
possible for every American to lead a healthy life.” 

“
       Together, these reforms are 
a landmark achievement — our 
nation finally recognizes that 
mental health and substance 
use disorders are every bit as 
important to address as other 
health conditions. 
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State Views
State Mental Health and Addiction Services Leaders from three National Council 
Association Members Discuss the Impact of Federal Healthcare Reform

New York — Children
Andrea Smyth, Executive Director, New York 
State Coalition for Children’s Mental Health 
Services

Youth hold so much promise, but with the com-
plexities that come their way, today’s children need 
tremendous resiliency, self-esteem, and assistance 
to navigate their way to adulthood. That is why the 
children’s mental health advocates must act on the 
opportunities contained in the federal healthcare 
reform law.

The New York State Coalition for Children’s Mental 
Health Services is serious about taking advantage 
of the opportunities presented by the delivery sys-
tem redesign provisions that the Patient Protection 
and Affordable Care Act offers. Thankfully, we have a 
blueprint for establishing a “comprehensive, coor-
dinated children’s system” in the state based upon 
a 2006 legislative initiative, “The Children’s Mental 
Health Act of 2006.” 

Subsequently, nine commissioners from child-serv-
ing state agencies signed off on the Children’s Plan, 
a blueprint for how to improve the social and emo-
tional development of children and their families 
regardless of where they might access services. The 
plan was built on the premise that the promotion 
and maintenance of mental health is a universal 
concern and directly linked to physical health.

Taken in conjunction with the provisions in PPACA 
that support system redesign, New York is well posi-

tioned to move forward on the goals of the New York 
State Children’s Plan, including:

>>	Engaging children and their families in services 
early.

>>	Ensuring systems are collaborating to meet the 
service needs of children and families.

>>	Building upon the strengths and abilities of chil-
dren and their families.

Initially the Coalition plans to strongly pursue ex-
pansion of home visiting programs in the state. With 
the addition of $1.5 billion over five years through 
the Maternal and Child Health Block Grant (FFY 
2010-14), this system redesign is supported as an 
evidence-base beyond question. Recently, a feder-
ally funded study that has been tracking more than 
1,300 children since 1991, found that behavioral 
and academic problems among children who re-
ceived low quality care during their first four and a 
half years of life persisted through their 15th birth-
day. We hope federal healthcare reform will be the 
catalyst for supporting children’s behavioral health 
by ensuring strong child development skills are 
present in homes from birth.

Subsequently, the Coalition will continue its exami-
nation of the newly expanded ability to grow Home 
and Community Based Waiver, 1915 (i) programs, 

that target beneficiaries by certain characteristics. 
In New York, we are already discussing the promise 
of a “Mega Waiver” for children’s ambulatory mental 
health services and now federal healthcare reform 
encourages the expansion of waiver services. 

Next, the law provides $75 million between 2010-
2014 for personal responsibility education pro-
grams, to support adolescent development among 
at-risk populations and persons ages 10-20. Our 
hope is to target 16 to 20 year old youth who do not 
fit neatly into either the children’s mental health, 
foster care, nor the adult mental health or public 
assistance systems of care. Seeking funding for ser-
vices for this transitional age population has been a 
priority of the Coalition’s for over five years.

Healthcare reform legislation includes authorizing 
language for the SAMHSA Primary Care-Behavioral 
Health Co-Location Grant Program and expands 
appropriations from $14 million to $50 million for 
the program. The Coalition believes that to meet the 
collaboration of services goal set forth in the New 
York State Children’s Plan, we have to stop talking 
about the barriers to co-location and integrate 
service delivery to ease the demands on already 
stressed families.

According to Courtney Burke of the Rockefeller In-
stitute in Albany, NY, “Successful implementation of 
any national reform depends heavily on state choic-
es and management.” We already have a very narrow 
directive from the Children’s Plan, “Make certain 
that every children’s service opportunity is grounded 
in support for each child’s emotional and physical 
development.” Now we also have a blossoming 
garden of opportunities in the federal healthcare 
reform package to support that directive. We can 
envision children realizing their full potential.

We hope federal healthcare reform will be the catalyst for 

supporting children’s behavioral health by ensuring strong child 

development skills are present in homes from birth.
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California
Rusty Selix, Executive Director, California 
Council of Community Mental Health Agencies 

The first step in responding to the new healthcare re-
form is appreciating the enormity of this change and 
the opportunities it will present starting in January 
2014. Understanding those opportunities is difficult 
for agencies that are focused on a struggle for survival. 
When I started explaining what can be achieved in a 
few years, the first response of our executive directors 
was along the lines of “That’s nice, but I don’t know if 
we will still be in business, unless something happens 
soon to reverse the cuts we are now experiencing.”

Accordingly, behavioral healthcare providers’ first 
priority is to stabilize what we now have and to view 
the increased coverage and funding under federal 
healthcare reform — especially the Medicaid expan-
sion — as a way to justify expanded funding between 
now and then.

The California Council of Community Mental Health 
Agencies is working with the state on a Medicaid 
1115 Waiver that will include expansion of so-called 
coverage initiatives, which allow the state to access 
federal matching funds for indigent adults who are 
not eligible for Medicaid but who use hospital ser-
vices in disproportionate share and increase the 
costs for those hospitals. Many people with severe 
mental illnesses are in that category, and we are 
working to include them. This waiver will also include 
mental health, substance abuse, and physical health 
integration pilot projects, which we hope will provide 
increased funding.

Beyond these short-term objectives we see enormous 
potential. 

With healthcare reform, we may eventually achieve 
the goals of our ballot measure and generally provide 
just about everyone with the right services at the right 
place and the right time. We especially see opportuni-
ties for people to be discharged from jails and prisons 
and to broaden criminal justice diversion programs. 

We also see challenges, however. We are concerned 
about the disparity between full coverage for indigent 
adults and the continued state share of costs for 
people with disabilities who are already eligible for 
Medicaid. We are cautious about counting on private 
insurers to assume much of the responsibility, and 
we must determine what our funding needs will be in 
2014 for the services and populations not covered by 
Medicaid or private insurance. 

Our big focus will be on seeing how we can use other 
savings for the state to solidify our funding. We already 
know that California counties will realize enormous 
savings in expenditures for physical healthcare to in-
digent people. Although mental healthcare will also 
see savings, the structure of mental health funding 
that existed before our Proposition 63 ballot measure 
and tax in 2004 has shrunk in value to about half 
of what it was when we wrote the initiative in 2003. 
As astounding as that seems, the $800 million we 
get from this measure to provide community mental 
healthcare to adults with severe mental illness is 
about all we have, given the demands for other ser-
vices from the preexisting funds that have declined. 

When we wrote the measure in 2003, we thought 
we could serve about half of the people who need 
care, and now we are serving only about a quarter. We 
believe that we need that funding restructured to at 
least keep pace with inflation and also to repay the 
mental health system for funds diverted to balance 
state budgets the last few years. We see the new sav-
ings for physical healthcare as a one-time opportunity 
to solve this problem.

New Jersey
Debra L. Wentz, PhD, Chief Executive Officer, 
New Jersey Association of Mental Health and 
Addiction Agencies

NJAMHAA has high hopes and concerns regarding 
healthcare reform. Clearly, there is great hope that 
with improved access to insurance, the millions of 
New Jersey residents with mental illnesses, behavioral 
and addiction disorders — and the accompanying 
physical conditions — will seek out and obtain the 
treatment they need. By also prohibiting the denial of 
insurance for pre-existing conditions, the reform tack-
les a critical issue for those with chronic psychiatric 
disorders. As employers, NJAMHAA’s members warily 
hope that reform will slow the astronomical increases 
they face in health insurance premiums. 

However, a major concern is the potential cost. 
Will payments to healthcare providers be suffi-
cient to ensure access or will this exacerbate the 
current situation whereby extremely low Medicaid 
rates limit the number of participating providers 
and force long waits for treatment? Another con-
cern is that the true cost will not go down for small 
businesses or the middle class, which would take on 
most of the burden of funding reform.

We welcome the focus on integrated physical and 
behavioral healthcare, but believe mental healthcare 
facilities should be able to serve as medical homes, 
enabling consumers to access preventive primary 
care services in a familiar setting. 

In preparation for reform, NJAMHAA is continuing to 
advocate for increased Medicaid rates to ensure ad-
equate access to services.

Additionally, NJAMHAA is educating members and 
examining critical issues. For example, we recently 
proposed to the state a pilot model for integrating 
physical and mental healthcare services. We also plan 
to do presentations on the impact on providers as 
small businesses.

We are concerned about the disparity between full coverage for indigent adults 

and the continued state share of costs for people with disabilities who are 

already eligible for Medicaid. We are cautious about counting on private 

insurers to assume much of the responsibility, and we must determine what 

our funding needs will be in 2014 for the services and populations not 

covered by Medicaid or private insurance. 
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Charles Ingoglia, MSW,  Vice President, Public Policy, National Council for Community Behavioral Healthcare

Finishing the Unfinished Business of Healthcare Reform

A s described throughout this issue of the National 
Council Magazine and in the National Council’s 

2009 Annual Report, the healthcare reform process 
has resulted in many significant victories for the be-
havioral healthcare sector. Indeed, our long-desired 
goal has been achieved — behavioral healthcare is 
seen by policy makers as fundamental to overall 
health and wellness.

We find evidence of this achievement throughout 
the healthcare reform law — mental health and 
substance use services must be provided by all 
plans that participate in the new exchanges, and 
these benefits must be offered at parity. Healthcare 
home and Accountable Care Organization pilots 
must address substance use and mental health 
disorders. Additionally, the law includes a number 
of provisions specific to mental health and sub-

stance use, including authorization for new grants 
to colocate services as well as new workforce de-
velopment grants.

Even with all the progress we have made, many areas 
of policy and payment need to be improved for the 
behavioral health sector to fulfill its intended role in 
a reformed healthcare system. The National Council  
is committed to advancing the following issues:

>>	Extension of the temporary Federal Medicaid 
Assistance Percentage increase. As part of 
the American Recovery and Reinvestment Act, 
Congress provided a temporary increase to the 
Federal Medicaid Assistance Percentage to help 
cash-strapped states meet their Medicaid obli-
gations. As of this writing, Congress is expected 
to vote on a 6-month extension of this important 
provision, extending federal assistance until June 
2010. This action is critical, and given the com-
bination of state revenue projections and Med-

icaid growth, Congress may need to provide 
additional relief to states beyond June 

2010.

>>	Federal policy and payment equity for behav-
ioral health organizations. In recognition of the 
healthcare access and use challenges confront-
ing communities that are low income or have 
high rates of illness and few medical providers, 
Congress has enacted a number of policy and 
payment preferences for “safety net” providers, 
including enhanced reimbursement under Medic-
aid, federal funding to provide care to uninsured 
people, loan guarantees, and access to federally 
subsidized malpractice insurance. Unfortunately, 
the safety net does not offer equity. To correct 
this situation, the National Council, working with 
other national organizations, is advancing the 
notion of Federally Qualified Behavioral Health 
Centers. This effort includes establishing national 
treatment and reporting standards for organiza-
tions that choose to obtain this designation as 
well as a proposed reimbursement model that 
more accurately reflects the costs of providing 
services.

Unfortunately, the safety net does not offer 

equity. To correct this situation, the National 

Council is advancing the notion of Federally 

Qualified Behavioral Health Centers 

to establish national treatment 

and reporting standards and 

a proposed reimbursement 

model that more accurately 

reflects the costs of 

providing services.
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>>	Health information technology funding fix. For healthcare reform to 
be successful, all medical providers need to share information to bet-
ter coordinate care, reduce inefficiencies, and improve client outcomes. 
Behavioral healthcare providers need access to federal funding for the 
meaningful use of health information technology. The National Council 
has been working with Rep. Patrick Kennedy (D-RI) and others for the 
introduction of HR 5040, the Health Information Technology Extension 
for Behavioral Health Services Act of 2010, which would extend Medicare 
and Medicaid facility payments to community mental health and addic-
tion organizations as well as private and public psychiatric hospitals. 

>>	Medicare parity implementation. In June 2008, Congress enacted pay-
ment parity in Medicare’s Part B benefit, which will provide copayment 
equity for mental health and addiction services. Although this is an im-
portant step, much more needs to be done in Medicare for there to be 
true parity. First, the types of outpatient mental health interventions paid 
for by Medicare need to be extended to include, for example, case man-
agement, psychiatric rehabilitation, and other intensive community-based 
interventions. Medicare also must recognize mental health counselors 
and marriage and family therapists as independent practitioners.

You can be assured that the National Council will devote its resources and 
creativity to the accomplishment of these goals. Our success requires the 
active involvement of all of our members in the public policy process.

Concern is widespread across the country about the size of the federal deficit, 
and the administration and Congress are responding with proposed discre-
tionary spending caps, the imposition of “pay as you go” policies, creation of 
a Federal Debt Commission, and other mechanisms meant to reduce federal 
spending. This combination of events will make passage of large or expensive 
pieces of legislation very difficult in the years to come.

Your relationships with members of Congress will be key going forward — 
only you can educate your representatives about how proposed policies or 
programs will benefit your community, which they need to know to make 
informed decisions.

The policy successes of the last few years would not have been possible with-
out your active involvement. Passage of healthcare reform is only the first of 
many steps necessary to improve the lives of people with addiction disorders 
and mental illness. We look forward to your active involvement in the years to 
come as we work to bring our unfinished business to completion.

To learn more about the National Council’s policy agenda, go to 
www.thenationalcouncil.org/cs/our_legislative_initiatives

Charles Ingoglia is vice president of public policy for the National Council for Community 
Behavioral Healthcare. He directs the federal affairs function of the National Council and 
oversees policy and advocacy outreach to more than 1,700 member organizations across 
the nation. He also serves as adjunct faculty at the George Washington University Graduate 
School of Political Management. Prior to joining the National Council, Ingoglia provided policy 
and program design guidance, including the review of state Medicaid waiver applications and 
other health and human services regulations, to the Center for Mental Health Services at the 
Substance Abuse and Mental Health Services Administration.

Do you need capital to buy, build or 
renovate a facility, update your IT systems, or 

refinance existing debt?

CHFF CAN HELP!
We are a non-profit loan fund that 

provides capital to non-profit behavioral healthcare 
organizations nationwide.

❏ Aggressive interest rates

❏ Flexible terms and structures

❏ Gap and subordinate financing

❏ Loans from $150,000

❏ Participation with other lenders 

❏ Strategic financial planning services 

The Community Health Facilities Fund is pleased to 
have provided financial advisory services and/or direct 

loans to the following organizations in 2009:

Ability Beyond Disability
Bethel, CT

Alternatives Unlimited
Whitinsville, MA

Cache Employment and Training Center
Logan, UT

Community Housing Associates
Baltimore, MD

For more information contact,

www.chffloan.org ◆ info@chffloan.org

Community Health Facilities Fund
6 Landmark Square, 4th Floor, Stamford, CT 06901

Chris Conley
203-273-4200

cconley@chffloan.org 

Dean Adams
812-273-5198
dadams@chffloan.org



24 / NATIONAL COUNCIL MAGAZINE • 2010, ISSUE 2

Leaders Speak

Substance Abuse Treatment — 
Can Reform Close the Gap? 

Robert Morrison, Executive Director; Kara Mandell, Senior Research Analyst; and Rick Harwood, Director of Research and Program  
Applications — National Association of State Alcohol and Drug Abuse Directors

I n Maine, Massachusetts, and Vermont, the public 
treatment systems served many more patients as 

a result of the expansions in health insurance cov-
erage realized through comprehensive healthcare 
reform. If the experiences of these three states hold, 
the public substance abuse treatment system will 
undergo a major transformation in the next several 
years as federal healthcare reform is implemented 
across the country. And we have much to learn from 
the experiences of these states. 

Staff of the National Association of State Alcohol 
and Drug Abuse Directors, with support from the 
Substance Abuse and Mental Health Services Ad-
ministration, conducted case studies to understand 
how the recent federal legislation might affect the 
field. 

The most important finding from these studies is 
that each state was able to increase access to sub-
stance abuse treatment through its public system. 
In Maine, the number of clients admitted to pub-
licly funded substance abuse treatment providers 
increased by 45% between 1999 and 2008. In Mas-
sachusetts, admissions to public substance abuse 
treatment rose nearly 20% in only 2 years, between 
2006 and 2008. Vermont saw the number of people 
treated in its public substance abuse treatment 
system double between 1998 and 2007. To achieve 
these increases, states used a combination of Med-
icaid expansions (particularly the coverage of non-
disabled childless adults ages 21 to 64); increases 
in the Social Security Administration’s budget from 
state general appropriations; process improvement 
initiatives; and the creation of publicly subsidized 
private insurance plans. 

A variety of funding sources helped pay for health-
care reform, including state general appropriations, 
increased tobacco and liquor taxes, federal match-
ing funds from Medicaid, “fair share” employer 
contributions, and individual insurance premiums 
(from mandated policies in Massachusetts as well 
as graduated premiums from “lower” income subsi-
dized policies). 

In each of these states, healthcare reform has real-
ized some cost savings through a decrease in use 
of emergency services and a reduction in uncom-
pensated costs for care of the uninsured. Medicaid 
administrative services organizations have reduced 
the costs of substance abuse treatment by decreas-
ing the lengths of stay in residential treatment in 
Massachusetts and Maine, although the impact of 
administrative services organizations on the quality 
and outcomes of treatment is not known.

The Substance Abuse Prevention and Treatment 
Block Grant, state general appropriations, and the 
Social Security Administration continue to play im-
portant roles in ensuring that uninsured people with 
substance use disorders have access to high-quality 
services, particularly prevention services and “non-
medical” services. 

Even after implementation of healthcare reform in 
the three New England states, the field faces con-
tinuing challenges. Public substance use treatment 
providers still have more treatment requests from 
uninsured patients than they have funding for, even 
as the proportion of state residents who are insured 
rises. Other challenges have included enforcing par-
ity laws, addressing workforce shortages, and adapt-
ing to changing business practices (e.g., increased 
Medicaid and insurance reimbursement of care in 
the public provider system).

Despite expansions in coverage, there contin-
ues to be a need for free and subsidized care in 
Maine, Massachusetts, and Vermont. Although the 
uninsured rate in Massachusetts was estimated 
to be only 2.6% of the population in 2009, more 
than 20% of clients admitted to substance abuse 

>>	 Maintenance of private and employer insurance as the core.

>>	 Subsidized, basic health insurance plan for low-income residents, and 
coverage of substance abuse services.

>>	 Expansion of the substance abuse services covered by Medicaid, and 
coverage of low-income childless adults.

>>	 Integration of primary care, chronic care, and prevention.

>>	 Treatment process improvement initiatives.

>>	 Substance abuse treatment workforce training initiatives.

>>	 Implementation of managed care for Medicaid.

>>	 Passage of parity legislation and mandates for both substance abuse 
and mental health. 

>>	 Performance contracting and pay for performance.

Components of healthcare reform in MA, ME, and VT  

Public substance use treatment providers in Maine, Massachusetts, and Ver-
mont still have more treatment requests from uninsured patients than they 
have funding for, even as the proportion of state residents who are insured 
rises. Other challenges have included enforcing parity laws, addressing work-
force shortages, and adapting to changing business practices 
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treatment facilities in that year were not enrolled in 
a health insurance program. In 2007, 10% of Maine 
residents were uninsured, but more than 31% of cli-
ents admitted to public substance abuse treatment 
facilities had no insurance. Serving the remaining un-
insured population continues to be the central role of 
the publicly funded substance abuse treatment sys-
tems and of the Social Security Administration. 

All three of these states have enacted laws that man-
date private insurance coverage for substance abuse 
and mental health services, as well as parity laws. 
Simply enacting mandates and parity laws has not 
been a panacea, however. Even when insurers comply 
with parity regulations, copays and deductibles can 
restrict access to substance use disorder services, 
particularly for very low-income beneficiaries. 

In all three states, treatment providers perceive that 
private insurance plans have been slow to fully imple-
ment parity in coverage for substance abuse and 
mental health services. Moreover, insurance plans 
generally do not reimburse providers for the full 
continuum of care: Residential treatment and social 
model detoxification are often not covered by private 
plans, Medicaid, or Medicare, and the burden to fund 
these services falls on the Social Security Administra-
tion. Deciding which services to cover with limited 
safety net funds is a major challenge to the Social 
Security Administrations in Maine, Massachusetts, 
and Vermont.

Moreover, the Social Security Administrations and 
public substance abuse treatment providers relate 
that even when subsidized or free plans are provided 
to the low-income population, people with substance 
use disorders often remain uninsured. This may be be-
cause getting enrolled in and maintaining eligibility 
requires effort and follow-through, which people with 
substance use and mental disorders are often unable 
to do. 

In Vermont and rural Maine, providers have continuing 
difficulty recruiting substance abuse treatment profes-
sionals with credentials and certifications that match 
insurance companies’ requirements for reimburse-
ment. As substance abuse treatment is integrated 
with primary healthcare, recruiting doctors and nurses 
with appropriate experience and skill in treatment of 
substance use disorders is also a challenge.

Community-based treatment providers also face new 
challenges in working with private insurance and 
Medicaid plans — particularly managed care plans. 

Many insurance plans have networks of preferred 
providers, which providers need to become qualified 
to join — often a time-consuming and complex pro-
cess. In addition, billing practices are different across 
insurers, so provider staff must spend time learning 
about the requirements of each insurer to ensure that 
the proper procedures are followed. The resulting ad-
ministrative costs represent a significant increase in 
provider costs. Working with these new partners re-
quires a change in business practices. 

Finally, insurance plans generally do not reimburse 
the costs incurred in helping patients access and 
interact with other critical, nonmedical services and 
systems in the state (e.g., the criminal justice, welfare, 
child and family services, and housing systems). 

Massachusetts, Vermont, and Maine each offer valu-
able lessons about what healthcare reform will bring 
to public treatment systems. From these case studies, 
it is clear that public substance abuse treatment pro-
viders continue to treat large numbers of uninsured 
clients, even as the proportion of state residents who 
are insured rises. Parity legislation and mandates 
do not guarantee that all needed substance abuse 
and mental health services will be covered by private 
health insurance companies. In Massachusetts, pro-
viders and Social Security Administration staff have 
related that even when substance use disorder ser-
vices are covered, the out-of-pocket costs (copays 
and deductibles) can be prohibitive. 

Even after healthcare reform, there will continue to be 
vital roles for the Social Security Administration and a 

need for Substance Abuse Prevention and Treatment 
Block Grant dollars.

To learn more about the effects of healthcare reform 
on the specialty substance abuse treatment system 
in Maine, Massachusetts, and Vermont or to read the 
entire study, please visit the National Association of 
State Alcohol and Drug Abuse Directors’ website at 
www.nasadad.org.

Robert Morrison returned to NASADAD in 2001 as director of 
public policy, after serving as the organization’s public policy 
associate from 1997 to 1999. In the interim, he was associate 
director of government relations at Smith, Bucklin and Associates, 
where he directed government affairs programs for a variety of 
healthcare clients, including the American Psychiatric Nurses 
Association. He was appointed deputy executive director of NA-
SADAD in December 2006, chosen to serve as interim executive 
director in December 2008, and selected as executive director in 
December 2009. 

Kara Mandell is a senior research analyst and Women’s Services 
Network liaison at the National Association of State Alcohol and 
Drug Abuse Directors, Inc., where she has written reports about 
the effects of healthcare reform on the specialty substance abuse 
treatment system in Maine, Massachusetts, and Vermont; the 
substance abuse service needs of returning veterans; and the 
integration of tobacco cessation services into addiction treatment 
services.

Rick Harwood has served as the director of research and program 
applications at NASADAD since July 2008. He has more than 
30 years of experience examining the economic costs of health 
disorders and doing economic analysis of the effectiveness 
and financing of healthcare, with a concentration in behavioral 
health. Harwood has provided consultation and expert advice to 
the Center on Mental Health Services, the National Institute on 
Mental Health, the Center on Substance Abuse Treatment, the 
Center on Substance Abuse Prevention, the National Institute on 
Drug Abuse, the National Institute on Alcohol Abuse and Alcohol-
ism, the General Accounting Office of U.S. Congress, and staff of 
the U.S. Congress.

Although Maine, Massachusetts, and Vermont each undertook major healthcare 
reform initiatives to expand both private insurance and Medicaid coverage, there 
continue to be vital roles for the Social Security Administration and block grant dol-
lars. These states use their block grant funds to

>>	 Pay for medically necessary services that are not covered by other payers, 
particularly residential treatment.

>>	 Pay for “nonmedical” services not covered by public or private health insurers, 
including case management, other recovery support services, housing, child 
care, transportation, and employment counseling.

>>	 Negotiate relationships with other systems, particularly the criminal justice 
system and the welfare system.

>>	 Address new challenges.

>>	 Implement innovative services, including medication-assisted therapies.

>>	 Fund substance abuse prevention services.

The Vital Role of the Substance Abuse Prevention and Treatment Block Grant 
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Advocacy Works! 
Parity Tills the Soil for 
Healthcare Reform Harvest

Carol McDaid, Principal, Capitol Decisions, Inc.

T he first mental health parity bill was introduced 
in Congress in 1992. A limited — but ground-

breaking for its time — mental health parity law was 
enacted in 1996. For the next decade, the National 
Council for Community Behavioral Healthcare and 
its allies advocated for passage of a more compre-
hensive mental health and addiction parity bill that 
would prohibit financial and treatment limitations 
on mental health and substance use disorder ben-
efits that were not imposed on medical and surgical 
benefits.

The political timing was finally right in 2007, which 
marked the beginning of a 3-year period when the 
National Council and a coalition of its allies in 
Washington successfully implemented parity and 
healthcare reform ⎯ key parts of the mental health 
and substance use disorder advocacy agenda. Parity 
came first. Although House and Senate champions 
took slightly different approaches in drafting their 
versions of parity legislation, the National Council 
worked with both sides until a compromise version 
was passed by both chambers and signed into law 
in October 2008 as the Paul Wellstone and Pete Do-
menici Mental Health Parity and Addiction Equity Act. 

By the time parity became law, mental health and 
substance use services advocates had made per-
sonal visits, in Washington and back home, to the 
offices of all 535 representatives in the House and 
Senate, along with call-in days, letters, lobby days, 

walks and rallies in communities, editorials, blogs, 
newscasts, and advertisements.

Elements of Success

The mental health and addiction advocacy com-
munities unified meaningfully for the first time for 
the parity effort. United, we succeeded in a way we 
had not before. Consumers got involved in unprec-
edented numbers. Success bred a thousand fathers, 
and everyone wanted to capture the glory of the win 
once they could feel momentum toward passage of 
parity. 

After the enactment of MHPAEA, the National Council 
and about a dozen other groups hosted a celebra-
tion honoring our Capitol Hill champions, thanking 
them for their efforts, and allowing all of our hard-
working advocates to savor their success. It was an 
important moment for our field, but at the event, I 
was already booking a time to discuss the parity 
implementation strategy with the National Council’s 
lobbyist Al Guida, president of Guide Consulting Ser-
vices. There was no time to waste, and we knew it. 

Parity Implementation Coalition

Passing a law is only part of the hard work of accom-
plishing things in Washington. Regulations to imple-
ment the law are where the rubber meets the road. 
Al was intimately involved in the regulatory process 
for the 1996 Mental Health Parity Act, whereas I 
was not. I knew that process had been controversial 

and expected the present effort to be even more 
so. I also sensed that our field had “parity fatigue” 
right when we needed to gear up for a substantial 
regulatory battle. Al and I sketched out the plan ⎯ 
we needed a joint coalition of mental health and 
addiction consumer and provider organizations 
that would advocate for regulations that reflected 
congressional intent. We would enlist congressional 
champions as needed and engage a law firm to first 
clarify what congressional intent was and make sure 
were on a solid legal footing. We agreed to talk to 
respective organizations to garner interest. We wrote 
out lists; we were off and running.

We executed the plan in 2009. The National Council 
was one of 10 organizations that joined the Par-
ity Implementation Coalition. The Coalition retained 
Patton Boggs, a well-known law and lobbying firm in 
Washington, DC, to clarify congressional intent of the 
regulations. We also engaged Milliman, an actuarial 
and benefit firm, to analyze reimbursement patterns 
of our field versus medical and surgical providers. 
The Coalition used these analyses to educate influ-
ential people on Capitol Hill and as a basis for filing 
a response to the Request for Information in May 
2009 with the Departments of Labor, Health and 
Human Services, and Treasury. 

Simultaneous Advocacy Campaigns

We did not have the luxury of working on parity 
implementation alone in 2009. Major healthcare re-
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form legislation was being considered simultaneously. 
Many of the congressional champions we sought to 
engage were totally engrossed in the healthcare de-
bate. We found ourselves embroiled in both advo-
cacy efforts at the same time. Suffice it to say that 
the hours were very long, but we were surrounded by 
scores of people in DC who were also working night 
and day.

As a result of all the work we did on parity, Capitol Hill 
showed amazing support for our healthcare reform 
agenda’s inclusion of mental health and substance 
use disorders in the essential benefit package and 
its application of parity to the small-group and indi-
vidual plans. This was an entirely different experience 
than the cold shoulders we got during the 1993–1994 
healthcare reform effort. 

The National Council was instrumental in advocating 
with Sen. Stabenow’s (D-MI) office to get parity in-
cluded in the Senate bill as a requirement for all plans 
sold in the exchanges; this was a huge win for our 
field. It complemented the victory we had achieved in 
MHPAEA, given that small-group and individual plans 
were exempt from that law. We achieved many other 
gains in the healthcare reform law, too, including but 
not limited to expansion of Medicaid to 133 percent 
of the Federal Poverty Level, inclusion of behavioral 
health organizations and people with mental illnesses 
in the new Medicaid medical home state option, and 
authorization of and increased funding for the Sub-
stance Abuse and Mental Health Services Administra-
tion grants to colocate mental health treatment and 
primary care.

Need for Advocacy Capacity

By the beginning of 2010, the combination of the 
ongoing healthcare reform and parity efforts began 
to underscore the limited advocacy capacity in our 
field. During the healthcare reform debate and par-
ity implementation, with five congressional healthcare 
committees and three federal agencies to cover, it 
became obvious that our field has more congressio-
nal offices and agency staff to call on than we have 
trained advocates. Burnout is a real issue. Assump-
tions that a few of the larger organizations will do all 
of the advocacy work are an even bigger problem. 

This problem will only accelerate as the healthcare 
reform implementation effort moves forward; this un-
dertaking will require a sustained advocacy effort for 
a minimum of 5 years. Field leaders need to view this 

as a strategic capacity issue, just as they see work-
force and funding shortfalls, or we will not be able to 
sustain the significant gains we have made. The work 
requires the voices of many, not just a few.

Interim Final Regulations in Feb. 2010

The Departments of Labor, Health and Human Ser-
vices, and Treasury issued their long-awaited MHPAEA 
Interim Final Regulations in February 2010. It was 
clear that the regulators took to heart many of the 
key concepts in the Coalition’s Request for Informa-
tion comments, including the assertion that the regu-
lations needed to include the following provisions, 
among others: 

>>	Parity in medical management, including in pro-
vider reimbursement rates. 

>>	Parity in reimbursement rates.

>>	One combined medical and MH/SUD deductible, 
not “separate but equal” mental health and medi-
cal deductibles. 

On April 30, the Coalition submitted regulatory com-
ments on the Interim Final Regulations to the ap-
propriate departments. The comments are posted 
at www.thenationalcouncil.org/cs/public_policy/
resources_and_issues/parity#implementation.  

The next phase of our work includes providing tem-
plates to assist Coalition members in filing appeals 
for denied claims. 

The Coalition’s 2010 plan calls for us to supply de-
tailed regulatory comments in May 2010 and provide 
templates and tactics on six of the most commonly 
denied claims to help Coalition members effectively 
appeal these denials. We must also continue work 
with our congressional champions and keep Coalition 
members informed of the latest regulatory develop-

ments. The Coalition will work with agency officials 
on enforcement activities and keep them abreast 
of plans that are not in compliance. The National 
Council is interested in hearing from members who 
experience problems with MHPAEA compliance. If 
you believe a plan is not compliant, please visit the 
parity page of our website under Policy Issues and 
Resources at www.TheNationalCouncil.org to file an 
official complaint with the federal government and 
share your concerns with us.

Most recently, the Coalition has been monitoring the 
action in a recent lawsuit:  the Coalition for Parity, Inc. 
v. the Department of Health and Human Services et 
al. Three behavioral managed care companies sued 
the federal agencies responsible for implementing 
parity in an effort to delay or stop MHPAEA’s imple-
mentation. The Coalition is closely following the activ-
ity in this case and will keep National Council mem-
bers apprised of developments. Efforts to achieve a 
temporary restraining order failed; the Coalition for 
Parity, Inc., has to file a response to the government’s 
brief responding to the motion for summary judg-
ment by May 7, and a ruling from the judge will follow 
shortly after that filing. 

Please keep us abreast of how you see parity being 
implemented in your community so we can make the 
most of our hard-won effort.

Carol McDaid is a co-founder and Principal of Capitol Decisions 
Inc., which has a special focus of national alcohol and drug 
treatment policy. With nearly 25 years of federal legislative, 
McDaid provides her clients with legislative and public affairs 
consulting on issues that span the breadth of healthcare, includ-
ing Medicare, Medicaid, private sector reimbursement issues, and 
comparative effectiveness research. For more than 15 years, she 
has worked with leading non-profit drug and alcohol treatment 
centers, addiction physicians, and other prevention and consumer 
organizations to refine public policy addressing alcohol and other 
drug addictions.

As a result of all the work we did on parity, Capitol Hill showed 

amazing support for our healthcare reform agenda’s inclusion of mental 

health and substance use disorders in the essential benefit package… 

As healthcare reform implementation moves forward, we will need a sus-

tained advocacy effort for a minimum of 5 years. Field leaders need to 

view this as a strategic capacity issue, just as they see workforce and 

funding shortfalls, or we will not be able to sustain the significant gains we 

have made.
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The Parity In Healthcare Reform
Pamela Greenberg, MPP, President and CEO, Association for Behavioral Health and Wellness

O n October 3, 2008, President Bush signed the 
Emergency Economic Stabilization Act of 2008, 

which included the Paul Wellstone and Pete Do-
menici Mental Health Parity and Addiction Equity 
Act of 2008. After more than 12 years of lobbying  
for a broader parity law, passage of MHPAEA was a 
huge success for the addiction and mental health 
field. 

The parity law applies to employers with more than 
50 employees, Medicaid managed care plans, state 
children’s health insurance programs, and nonfed-
eral governmental plans. Employers with more than 
50 employees who offer insurance coverage for 
mental health and addiction are now required by law 
to provide that coverage on par with medical and 
surgical coverage. In particular, the law mandates 
that any financial requirements (e.g., copayments, 

deductibles, coinsurance) be the same for behav-
ioral and medical−surgical healthcare. In addition, 
the law requires parity in treatment limitations (e.g., 
day and visit limits). Parity, as defined by the law, is 
“no more restrictive than the predominant financial 
or treatment limitation applied to substantially all 
medical and surgical benefits.” The law also requires 
employers to include an out-of-network benefit for 
behavioral healthcare if one is included for medi-
cal and surgical care. Stronger state laws are not 
preempted by MHPAEA. 

MHPAEA went in to effect for plan years beginning 
October 3, 2009, or soon thereafter. The Interim Fi-
nal Rules that gave guidance on how to implement 
MHPAEA were issued on February 2, 2010, and take 
effect for plan years beginning July 1, 2010, or later. 
Interim Final Rules are intended to give further di-

rection on how the intent of the law should be imple-
mented. The parity rules articulate a new category 
in which parity should apply: nonquantitative treat-
ment limitations. A few examples of NQTLs are the 
management of the benefit, formulary design, and 
standards for provider admission to participate in 
networks. According to the Interim Final Rules, these 
standards or processes must be applied no more 
stringently than they are to medical and surgical 
benefits. Additionally, the rules establish six classi-
fications of benefits (inpatient in network, inpatient 
out of network, outpatient in network, outpatient 
out of network, emergency care, and prescription 
drugs). If care is provided in one of these classifica-
tions for mental health and addiction and is pro-
vided in all or additional classifications for medical 
and surgical care, then the mental health and ad-
diction benefits must also be provided for in those 
classifications offered to medical and surgical care. 

Members of the insurance industry, the business 
community, and managed behavioral healthcare 
organizations believe that the Interim Final Rules 
issued by the Departments of Labor, Health and Hu-
man Services, and Treasury go beyond the intent of 
the law and are currently seeking changes to the rules.

Less than 6 months after passage of MHPAEA, Presi-
dent Obama signed into law comprehensive health 
reform — the Patient Protection and Affordable Care 
Act. This legislation, like MHPAEA, took more than 12 
years to become law. The law addresses issues re-
lated to coverage, healthcare costs, and the health-
care delivery system. As it pertains to parity, the law 
continues the MHPAEA provisions mentioned above 
and extends them to people who obtain health 
insurance coverage through health insurance ex-
changes. Healthcare reform created state-based 
American Health Benefit Exchanges and Small Busi-
ness Health Options Program Exchanges through 
which individuals and small businesses with up 
to 100 employees can purchase qualified cover-
age. These exchanges must offer “essential health 
benefits” that include coverage for mental health 
and addiction; the MHPAEA provisions apply to that 
coverage. 

An immense amount of change has occurred in the 

area of mental health and addiction benefits over 

a short period of time. The full impact of parity is 

unknown, and additional uncertainty will be added 

over the next several years as the healthcare reform 

provisions are incorporated into the mix.  
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An immense amount of change has occurred in the 
area of mental health and addiction benefits over a 
short period of time. The full impact of parity is un-
known, and additional uncertainty will be added over 
the next several years as the healthcare reform provi-
sions are incorporated into the mix.  

As implementation of parity and healthcare reform 
gets underway, a few facts remain unknown. For the 
most part, we know what the parity law and rules re-
quire, although there are still gray areas in the inter-
pretation of the rule, and more guidance is needed. 
We know that healthcare reform, among other things, 
expands the parity law to people covered by a health 
insurance exchange and significantly increases the 
number of people who will be eligible for Medicaid. 
This expansion will most likely mean more Medicaid 
recipients covered by Medicaid managed care plans 
and therefore parity for more people. We also know 
that healthcare reform creates an essential benefits 
package that will include some level of services for 

mental health and addiction; the exact benefit has 
not yet been determined. The healthcare reform law 
includes a prohibition on annual and lifetime limits 
on the dollar value of coverage, which presumably 
nullifies the need for the Mental Health Parity Act of 
1996 (which requires parity for annual and lifetime 
limits).

At this point, it is fair to say that we have more ques-
tions than answers. We don’t know how benefit pack-
ages will change as a result of healthcare reform or 
parity. Will more or fewer services be covered?  Will 
cost sharing change? What impact will reform and 
parity have on premiums? How will purchasers react? 
Will states be able to afford the richer benefit pack-
age? Will consumers be positively or negatively affect-
ed by having a single deductible? Will more people 
seek or receive services? Do we have the workforce 
needed to handle these new laws? This is just a sam-
pling of the questions that only time and experience 
will be able to answer. 

Over the next several years, it will be critical to moni-
tor how both parity and healthcare reform play out 
for the addiction and mental health benefit. After 12 
years or more of lobbying for both parity and health-
care reform, it seems like the work may be completed, 
but in reality it has just begun. Ensuring proper in-
terpretation and implementation of these laws and 
monitoring their impact may take the next 12 years.

Pamela Greenberg is the president and chief executive officer 
of the Association for Behavioral Health and Wellness. ABHW 
members provide an array of services related to mental health, 
substance use, employee assistance, disease management, and 
other health and wellness programs to more than 147 million 
people in both the public and the private sectors. Pamela is presi-
dent of the American College of Mental Health Administration. 
She was the chair of the Coalition for Fairness in Mental Illness 
Coverage, one of the leading coalitions that helped develop, 
advocate for, and pass the Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act of 2008. Prior to 
joining ABHW, Pamela was the deputy director of federal affairs 
for America’s Health Insurance Plans. 
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F ederal healthcare reform legislation will usher 
in an unprecedented period of change for the 

American healthcare system. Although some of the 
impact is predictable (eg. much greater access to 
insurance for millions of citizens), a host of other 
changes are coming whose dimensions we can only 
glimpse ⎯ and probably a few that we cannot imag-
ine until the legislation fully rolls out in the coming 
years.

At the Annapolis Coalition on the Behavioral Health 
Workforce (www.annapoliscoalition.org), we have 
been arguing for years that no sustainable reform 
can take place in our field without concerted, fo-
cused attention on workforce issues. Whether the is-
sue is the implementation of evidence-based prac-
tices; reductions in disparities regarding access and 
quality; or diversion of people with mental and sub-
stance use conditions from inappropriate settings 
such as prisons or jails, the essential ingredient for 
success is the competence of the person provid-
ing the intervention. From our perspective, this is 
also true for people who have achieved sustained 
recovery, because they are the de facto core of the 
workforce, endowed with the knowledge, skills, and 
experience they attained in their personal journey 
to recovery.

The dramatic increase in demand for healthcare ser-
vices, including behavioral healthcare services and 
supports, will exacerbate preexisting shortages of 
healthcare providers, and the healthcare reform law 
does include strategies to ameliorate some of this 
increased pressure. The National Council for Com-
munity Behavioral Healthcare has done an excellent 
job of summarizing all of the workforce legislation 
passed this year (see www.thenationalcouncil.org/
galleries/policy-file/BH%20Workforce%20Legisla-
tion%20Fact%20Sheet%204-7-10.pdf), of special 
note are the provisions of the Patient Protection and 
Affordable Care Act (PL 111-148) and the Health 
Care and Education Reconciliation Act of 2010 (PL 
111-152). The relevant sections address

>>	Grants for enhancing education in social work, 

graduate psychology, and child and adolescent 
mental health.

>>	Loan repayment for pediatric behavioral health 
specialists in underserved areas.

>>	Training opportunities for direct care workers in 
long-term care settings, including home- and 
community-based alternatives.

>>	Recruitment and retention of allied health profes-
sionals (not including medicine, social work, psy-
chology, and counseling) in health shortage areas.

>>	Education of primary care providers about be-
havioral health issues.

>>	Expansion of the National Health Service Corps.

In addition to these provisions of relevance to pro-
viders, the bills allow for a new federal Workforce 
Commission whose mission includes a focus on 
behavioral health, with expanded curricula that 
encompass behavioral health and recognize that 
behavioral health is an integral part of a true public 
health model. 

So what does all this legislation mean for National 
Council members? At a minimum, it means engag-
ing your leadership team, your key constituents, and 
your community partners in some focused strategic 
planning about how you can increase not only the 

number of staff members to meet the rising de-
mand but also the competence of your workforce. 
That’s the essential first step. But beyond creating a 
workforce plan (which includes some tough assess-
ments of reimbursement mechanisms, credentialing 
and licensure standards, recruitment, and retention 
strategies), change may also involve rethinking how 
services are organized and delivered.  

Workers are always linked to an organizational 
structure, and it is clear that we will increasingly 
face demand for skilled integrated care environ-
ments: primary care infused into a traditional be-
havioral health setting, behavioral health compe-
tencies infused into primary care settings, and likely 
some hybrid environments that may not resemble 
traditional healthcare delivery systems but incor-
porate e-health, alternative approaches, and much 
more robust peer-operated services than the field 
has historically seen.

We think that the single most challenging — and 
most promising — opportunity in the current cli-
mate of change is the need to devise a strategy 
to ensure the role of people in recovery and their 
families in reshaping how supports and services 
are delivered across the spectrum of primary and 
behavioral healthcare. The Institute of Medicine has 
been promoting person-centered and client-driven 

Guess Who’s at the Core of Your Workforce?
John Morris, Executive Director, Annapolis Coalition on the Behavioral Health Workforce; Michael Flaherty, PhD, Director, Institute for  
Research, Education and Training in Addictions

Increasing the number of doctors, nurses, psychologists, social 
workers, and counselors is important. Increasing the compe-
tence of all to deal with behavioral health and general health 
issues in a seamless way will be essential. But neither of those 
strategies will meet demand unless we learn to better use the 
wealth of talent and knowledge that people in all stages of re-
covery can bring to care.
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care for years, yet the impact on practice has been 
modest. The addictions treatment field has grown out 
of deep roots in self-help and today has an increas-
ing synergy with the mental health field as a place 
where concepts of recovery are being operationalized, 
measured, and translated into action. Coupled with 
the workforce demands of healthcare reform, these 
new realities point our field toward a fresh emphasis 
on the role of people in recovery ⎯ and  the voices of 
their families.

So the core message is simple: an environmental 
scan, followed by a specific plan to address workforce 
issues. The tough part will be thinking creatively about 
how to do business in new ways that might actually 
bridge a portion of the treatment gap that yawns 
right in front of us. Increasing the number of doctors, 
nurses, psychologists, social workers, and counselors 
is important. Increasing the competence of all work-
ers (including the nondegreed, direct care workforce) 
to deal with behavioral health and general health is-
sues in a seamless way will be essential. But neither 
of those strategies will meet demand unless we learn 

to better use the wealth of talent and knowledge that 
people in all stages of recovery can bring to bear on 
their own care and on the care of others who experi-
ence similar challenges.

The most successful providers will be those who can 
aggressively pursue enhancements to the traditional 
disciplines and workforce and who can expand their 
vision of workforce to include a wider range of workers 
to achieve genuine recovery and resilience in a vastly 
expanded client base.

Note: As this article went to press, the newsletter Al-
coholism and Drug Abuse Weekly (May 10, 2010, is-
sue) reported that the Health Resources and Services 
Administration had budgeted $25 million to add new 
qualified and trained behavioral health counselors in 
federally supported community health centers. Under 
this proposal, HRSA would collaborate with the Sub-
stance Abuse and Mental Health Services Administra-
tion for technical assistance. HRSA would train coun-
selors and addiction specialists to perform screening, 
brief intervention, and referral to treatment. This kind 

of change presents opportunities for providers who 
are poised to move quickly to expand and enhance 
services.

John Morris is director of the human services practice of the Techni-
cal Assistance Collaborative, Inc., a national not-for-profit consult-
ing group based in Boston, MA. He is also executive director of the 
Annapolis Coalition on the Behavioral Health Workforce, which has 
just published a national action plan for workforce development in 
partnership with the Substance Abuse and Mental Health Services 
Administration. He is currently chair of the board of directors of 
Mental Health America. Morris is a past president of the American 
College of Mental Health Administration and of the ACMHA Foun-
dation, and in 2006 he was awarded the Saul Feldman Lifetime 
Achievement Award, ACMHA’s highest honor.

Michael Flaherty, PhD, is a clinical psychologist (certified  in addic-
tions by the American Psychological Association) with more than 
30 years of daily clinical and administrative experience in mental 
health and the addictions. He is the executive director of the In-
stitute for Research, Education and Training in Addictions as well 
as the principal investigator of the Northeast Addiction Technology 
Transfer Center, which serves New York and Pennsylvania. IRETA 
is a nonprofit institute dedicated to aligning science, service, and 
policy research and practice in addiction prevention, intervention, 
treatment, recovery, and research. He also sits on the board of 
directors for the Annapolis Coalition.
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Reform a Game Changer — 
Only if YOU Create a New Game 

Brad Zimmerman, Managing Director, Personal Mastery Programs  

I t has never been more apparent that “the only con-
stant is change.” Behavioral health organizations 

have been complying with required changes for years, 
but now, with healthcare reform, it has become critical 
that they generate change, creating new and innovat-
ed approaches. With Medicaid expansion and private 
insurance parity, an estimated 45 million new consum-
ers will have the opportunity to purchase behavioral 
health services. Extreme opportunity requires extreme 
change and if we are to realize this opportunity, we 
must “change the game.” The public, who are our new 
consumers, must now see behavioral health as another 
required component of a healthy lifestyle. Caring for 
one’s mental attitude, outlook, and well-being can now 

become a daily routine, like eating a healthy diet and 
exercising. If providers are going to take advantage of 
this chance to serve the broader community, they must 
craft a whole new “mental model.” 

Because human nature resists change, leaders of 
behavioral health organizations must be catalysts for 
change, transforming behavioral health from merely 
treating disorders to supporting wellness and personal 
growth. If the provider community is to be successful, 
we must learn to actively promote this new view. Imag-
ine the day when seeing a mental health practitioner 
will be as common as going to a personal trainer. Con-
sumers will participate in their mental health as fully 
they do in their physical health. Parity and healthcare 
reform make this possible, but we must re-envision our 
entire approach, positioning our organizations to make 
this possibility a reality. 

Rising to this opportunity will require tremendous cre-
ativity. We must become masters of change, able not 
merely to accept change but to initiate it. Accordingly, 
the leaders of our organizations must learn to unify 

staff, management, and boards into cohesive teams 
that are committed to this reality. These challenges 
would be considerable for any service sector to over-
come. Behavioral healthcare carries an added cultural 
burden — a long history of services structured to sup-
port compliance mandates, typically from external 
funding and accreditation agencies, has left us with or-
ganizational cultures driven by compliance. This com-
pliance culture is a tremendous barrier to the creativity 
and unification the current game change requires. 

An organizational culture driven by compliance man-
dates puts management in the position of working 
with staff around what is required, not what is pos-
sible. Management is bound by inflexible state require-
ments, and staff must implement these requirements 
into a workflow that provides consumers with (some-
times compromised) care. In many cases, creative staff 
are stifled and required to continue practices that they 
and consumers know are inefficient or ineffective. This 
does not need to happen more than a few times for 
both clinical and management staff to give up thinking 
they can change “the system.” An unintended rift grows 
between management and staff, the culture begins to 
stagnate, and people just comply with the way things 
have always been done; the commitment to working 
together creatively is lost. 

We must shift this culture of compliance to a culture 
rooted in personal commitment — a “personal growth 
culture.” An organization, by nature, is a group of peo-
ple organized to fulfill a common purpose. Therefore, 
any effort to expand an organization’s ability to excel 
must focus on personal growth for each person. In an 
organization with a personal growth culture, the en-
ergizing force that motivates people to perform well 
and launch new initiatives is their personal aspiration; 
leadership exists at all levels.

>>	 People accept that they must confront difficult is-
sues to produce forward movement and do so in a 
manner that strengthens relationships. 

>>	 Accountability exists throughout the organization 

and is supportive of people, not punitive. 

>>	 People seek different opinions and perspectives 
to enhance their abilities; coaching is the norm in 
relationships.

All of which combine to unleash innovative approaches 
to the challenges and opportunities we are all facing.

The shift to a personal growth culture requires strong 
leadership. Most leaders of our organizations have de-
voted their lives to helping people less fortunate than 
themselves. After working the front lines with extensive 
training and experience as behavioral health profes-
sionals, they moved into administration because they 
were willing to take on a leadership role, but they of-
ten find themselves ill equipped to change the culture 
from which they came. The leader of a personal growth 
culture must develop certain tools: 

>>	 The ability to inspire people to change. 

>>	 The ability to support people by holding them ac-
countable.

>>	 The ability to be effective coaches, helping people 
generate new methods that may be outside their 
comfort zone. 

This is the personal growth that leaders need to be 
effective initiators of change.

Behavioral health leaders must dedicate the time and 
resources needed to develop their change leadership 
skills. They need courage to overcome the discomfort 
and disbelief in the possibility for real change, espe-
cially in light of the current economic reality. If we do 
not rise to the challenge right now, however, someone 
else will. The potential payoff to our organizations and 
our communities is great ⎯ but only if we create a whole 
new culture in which commitment to creativity and 
change are the hallmarks.

Brad Zimmerman is the managing director of Personal Mastery 
Programs, a Change Leadership Coaching firm that provides 
services to behavioral health and primary care organizations 
nationwide. Brad also provides change leadership support to 
the National Council for Community Behavioral Healthcare’s 
Integrated Health Learning Communities. 

Linda Rosenberg, President and CEO of the National Council for Community Behavioral Health-
care notes that “Simply put, we must be ready to play in a new game, in a world where increas-
ing numbers of individuals by virtue of Medicaid expansion, the emerging Health Insurance 
Exchanges, and parity regulations will have access to behavioral health services.”

         Imagine the day when seeing a mental 
health practitioner will be as common as 
going to a personal trainer! Rising to this 
opportunity will require tremendous creativity. 
We must become masters of change, able not 
merely to accept change but to initiate it. We 
must shift from a culture of compliance to a 
personal growth culture 
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Rush Hour on the Reform Timeline — 

Management Matters
Patrick Gauthier, Director and Kathryn Alexandrei, Assistant Director — AHP Healthcare Solutions, Advocates for Human Potential

T he Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008 

and the Patient Protection and Affordable Care Act 
of 2010 represent monumental reforms to the be-
havioral healthcare system, offering promise and 
risk in equal measure. Stakeholders in the behav-
ioral health field have worked tirelessly to achieve 
these reforms. Now that change is upon us, how do 
we gather and align the right mix of vision, leader-
ship, resources, and expertise to navigate risks and 
collect on the promise of reform?  

Change of this magnitude will require a revolution 
in the management practices of our field. Busi-
ness acumen has never been more important. To 
successfully ride the waves of coming changes, we 
need to place value on management skills in our or-
ganizations, import appropriate business practices 
from the private sector, and refine our management 
skills internally. The bureaucracies that legislate, 
regulate, design, finance, allocate human resources, 
and manage change on this scale must embody 
and promote a new management approach, rapidly 
disseminate new tools, and establish revolutionary 
expectations if we’re going to be successful in the 
coming years. 

The behavioral healthcare field has never seen such 
a momentous time as this, ripe as it is for innovation 
and business opportunities. Consumers immediately 
begin benefiting from free preventive care, reforms 
that ban annual and lifetime maximum benefits, 
and those that make it illegal to rescind coverage 
for any reason, including preexisting conditions. 
Community health centers receive huge increases in 
funding. Those provisions alone make an enormous 
difference in the lives of the people we serve. Many 
more positive changes will occur, however. Medicaid 
will grow by millions of new members, children can 
stay on their parents’ insurance through college and 
beyond, and parity wends its way to people enrolled 
in small-group and individual plans. 

That said, it is rush hour on the reform timeline—
MHPAEA, healthcare reform, the National Health 
Information Network, and the 10th edition of the 
International Classification of Diseases are all 
slated to manifest in the same 4−5-year period. 
With deadlines such as these and management 
challenges rooted deeply in the culture of our field, 
we will be tested to act decisively, wisely, and in an 
entirely coordinated fashion that will prove unforgiv-
ing for those who buck the tide. Never before has 
so much been asked of us, and never before has so 
much been at stake. 

To be successful, we must acknowledge and over-
come our own tendency to resist change, and we 
need to accelerate our pace when we accept that 
we must change. We must also examine the degree 
to which our field has been underresourced and 
underfunded when required to change. With the 
right resources and demands on us for accelerated 
change processes, we can, in fact, deliver in the fast 
lane. We can’t afford a repeat of the Health Informa-
tion Technology for Economic and Clinical Health Act 
under the American Recovery and Reinvestment Act 
of 2009, which overlooked the technology needs of 
our field while allocating billions for physician, clin-
ic, and hospital electronic medical record systems. 

The Impetus for Vertical and 
Horizontal Collaboration
If parity has taught us anything, it is that regula-
tions and stakeholders’ responses to them can be 
difficult to predict. Consequently, new and perhaps 
anxious conversations need to begin taking place 
among interdependent stakeholders that haven’t 
historically found it necessary to collaborate very 
closely. On the vertical, that means federal, state, 
county, health plan−issuer, and provider organiza-
tions must work together in the pursuit of alignment. 
On the horizontal, agencies such as Medicaid and 
state departments of insurance, mental health, sub-
stance abuse, family and children’s services, and 

The behavioral healthcare field has never seen 

such a momentous time as this, ripe as it is 

for innovation and business opportunities. To 
successfully ride the wave of change, 
we need to place value on management skills in 

our organizations, import appropriate business 

practices from the private sector, and refine 
our management skills internally.
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juvenile justice will be called on to collaborate. Hospi-
tals, primary care providers, and employers play vital 
roles in this horizontal collaboration as well. Each has 
an important part in the emerging paradigm.

In the case of parity, for example, states must first 
conduct a “crosswalk” that compares and contrasts 
state and federal regulations. The resulting regulatory 
guidance must make its way to local health plans and 
managed care organizations, which then need to com-
municate new benefits and processes to their brokers, 
customers, employers, providers, and plan members. 

Ours is a system with many moving parts (see figure 
1), and each has to be accounted for in our planning 
and execution. The field depends on the direction, 
planning, and resources that radiate out from federal, 
state, and county agencies, whose internal “revolu-
tion” in change management is absolutely essential 
to the field. The manner in which Medicaid and Med-
icaid managed care plans, as well as Section 1115 
waivers, are dealt with both vertically and horizontally 
is a good example of the communication challenge 
and procedural complexity ahead.

Priorities
The most pressing needs right now are organizational 
and procedural, centered around ensuring the vision 

and intent of lawmakers. Those priorities include the 
following:

>>	Convening stakeholders from federal, state, and 
county mental health and substance use disorder 
programs to develop new relationships, a shared 
vision, a robust communication plan, and compre-
hensive plans of action.

>>	Providing leadership regarding the impact of par-
ity and healthcare reform on state plans, Section 
1115 waivers (among others), the continuity of the 
safety net, and the purpose of block grants in the 
future.

>>	Delivering technical assistance concerning the 
impact of parity and healthcare reform on preven-
tion, treatment, and benefit coverage for mental 
health and substance use disorders.

>>	Comparing and contrasting state and federal laws 
and regulations to provide adequate guidance to 
the state insurance commissioners and the health 
plans they regulate.

>>	Disseminating similar guidance to self-insured em-
ployers (Employee Retirement Income Security Act 
of 1974 groups) and their plan administrators.

>>	Standardizing and normalizing terms; data defi-

nitions; data collection practices; screening and 
assessment tools; treatment planning; patient 
placement criteria; and billing, claiming, and cod-
ing and reporting everything from encounters to 
outcomes.

>>	Accelerating procurement processes to enable 
federal, state, and county agencies to more swiftly 
execute their action plans.

>>	Properly defining comparative effectiveness, qual-
ity, and value initiatives in the reformed paradigm, 
and planning to build capacity and competency for 
each.

>>	Realigning financial incentives between payers 
and providers in public and private sectors while 
fashioning innovative reimbursement reforms that 
lead rapidly to the formation of accountable care 
organizations and the creation of bona fide value. 

>>	Adequately financing the infrastructure and ca-
pacity required by reforms, including professional 
project management resources, workforce, and 
business architecture dimensions. Financing must 
address serious gaps in workforce and technology. 

Federal departments understand that they are re-
sponsible for providing the field with guidance through 
the change process. All of these reforms require clear 
regulations and the tools to make them part of pro-
cedures. 

Parity and healthcare reform represent ideals and in-
tentions for health and behavioral health that will re-
quire sacrifice, prioritization, joint agreements, plan-
ning, and — above all— action. What we need now are 
vision, leadership, and management resources.

Patrick Gauthier consults on behavioral healthcare with 
policymakers, insurers, managed care organizations, and provider 
associations across the country. He consults with organizations 
that are responsible for the implementation of policy reforms as 
well as those that seek efficiency, quality, and service expansion 
through innovation. He was a member of the National Association 
of Health Underwriters for more than a decade and led a national 
managed behavioral healthcare organization during a period of 
significant expansion in managed behavioral healthcare. 

Kathryn Alexandrei is a consultant to the behavioral healthcare 
and benefits management fields and her practice emphasizes 
infrastructure and organizational development, business process 
management, performance management, and behavioral health 
market research, planning, and social media. Formerly, she 
served as CEO of an international non-governmental organization 
dedicated to the prevention of trafficking and exploitation of 
women and children, and addressing the health and behavioral 
health needs of survivors.  

MH = mental health; SUD = substance use disorder; VA = Veterans Administration; CHAMPUS = Civilian Health and Medi-
cal Program of the Uniformed Services; SA = substance abuse; NCQA = National Committee for Quality Assurance; URAC = 
Utilization Review Accreditation Commission; CARF = Commission on Accreditation and Rehabilitation Facilities.
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Advertorial

T he focus on creating a recovery oriented system in 
behavioral health has resulted in new ideas about 

how to plan, coordinate and deliver services. In gen-
eral, recovery focused care is defined as supporting 
healing and transformation that enables a person to 
live a meaningful life. In other words, a recovery focus 
to treatment is a conversation with a consumer and 
not about a consumer. 

While a great deal has been written about how pro-
viders of services can transform what they do to 
embrace these concepts of recovery, there has been 
little discussion about how payers can support service 
transformation. This paper is about one managed care 
company, Community Care Behavioral Health Organi-
zation of UPMC (Community Care) and its support of, 
payment for, and focus on, recovery. 

Community Care is a 501(c)(3) company incorpo-
rated in 1996 as a non-profit alternative in behav-
ioral health managed care. Currently Community Care, 
NCQA accredited, manages behavioral health services 
for over 600,000 persons with Medicaid in the Com-
monwealth of Pennsylvania and is working with the 
City and the State of New York on a care monitoring 
initiative.   

The mission of Community Care is to improve the health 
and well-being of the community through the delivery 
of effective, cost-efficient, and accessible behavioral 
health services. Through low administrative costs and 
sound, clinically driven, fiscal practices, Community 
Care has demonstrated that there is room in the public 
managed care market for this different type of man-
aged care company. Under Community Care’s leader-
ship, the Pennsylvania program has demonstrated 
increased access and increased service options for 
consumers while freeing up resources to be used to 
support individuals in their journey to recovery. 

Community Care includes consumer and advocacy 
representatives in governance and program devel-
opment at all levels of the company. Each program 

includes a Consumer/Member Advisory Committee 
and there is always a consumer representative on 
the Board of Directors. In addition, Community Care 
hires consumers to work within the company in many  
different areas. 

To promote recovery principles, Community Care issued 
an invitation to all network providers to participate in 
a Learning Collaborative focused on implementing, 
sustaining, and spreading the recovery principles. The 
Learning Collaborative has grown to approximately 60 
agencies in 35 Pennsylvania counties. Each agency 
is committed to changing and transforming services 
toward recovery-oriented practices. The goal of the 
Learning Collaborative is for all participating provider 
organizations to make the following vision statement 
a reality within their organization:  

Every single consumer serviced by our  
agency will have the opportunity to become 

activated and empowered to participate  
in shared decision making related to the  

use of psychiatric medication in their  
recovery process. 

Community Care has been creating toolkits for provid-
ers and consumers which incorporate the Recovery In-
stitute concepts. Community Care has provided every 
interested provider in its network with copies of the 
toolkit and created models for assisting with imple-
mentation. 

Five guiding principles underscore the clinical work of 
Community Care. These are:

1.	 A focus on recovery in care management activi-
ties. Care managers routinely ask about recovery 
goals during their work and they prompt provid-
ers to develop recovery plans. 

2.	 Use of programs that directly support consum-
ers in their recovery efforts. Community Care has 
developed NCQA-certified Disease Management 
Programs for members with major depression 

and schizophrenia that help identify their recov-
ery goals and access necessary resources.   

3.	 Expansion of the provider network to include 
programs, such as psychiatric rehabilitation 
and peer services that can effectively support 
consumers’ recovery.

4.	 Quality programs that support the implementa-
tion of best practice guidelines and evidence-
based practices. Community Care actively 
encourages providers to assess the impact of 
treatment of recovery and design clinical ser-
vices to support members’ recovery and physi-
cal health needs.  

5.	 Programmatic Initiatives that support new ways 
of delivering services. These initiatives have 
grown from our Recovery Institute, initiated in 
2005 with consultation from Pat Deegan, Ph.D. 
The Recovery Institute is designed to assist 
providers in system transformation to recovery-
oriented services and to create tools that mem-
bers can use directly.  

Community Care has established itself as a recog-
nized leader and innovator in the promotion of recov-
ery-oriented services for adults and resiliency focused 
services for children in Pennsylvania. We actively 
engage in facilitating the evolution of the behavioral 
health system toward one that promotes a journey of 
healing and transformation, enabling individuals with 
behavioral health problems to live meaningful lives in 
the communities of their choosing, while striving to 
achieve personal goals. 

Community Care has demonstrated that a payer can 
successfully transform its own work as well as the 
services that it supports to better support consumers’ 
recovery.  

For additional information about Community Care or 
about recovery programs, please contact Jim Gavin at 
gavinjg@ccbh.com or 412.454.2146

James G. Gavin, President and CEO, Community Care

Building a Recovery-Focused System:  
How Managed Care Organizations Can Help
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No Health Without Health IT
Dennis Morrison, PhD, CEO, Centerstone Research Institute

I f you have a clinical background, this story will seem 
familiar — at least at first. A relative calls and says 

her daughter, who is deaf, is experiencing auditory hal-
lucinations, and she wonders whether this is “normal.” 
The girl — we’ll call her Laura — is in late adolescence, 
an age when symptoms of schizophrenia often start 
presenting. I am worried but don’t want to alarm my 
relative. Then the girl’s mother casually mentions, “By 
the way, she only hears the voices when she’s having 
her period.” Now this is odd. I’ve never heard of such 
a connection. 

Laura is hospitalized on a psychiatric unit, and I go into 
full research mode. Because I work in clinical research, 
I access my online and personal connections. I find a 
handful of case studies describing a syndrome called 
menstrual psychosis, so rare that there is no controlled 
research on the topic, only case studies as far back 
as the 1930s. What’s more surprising is that the pre-
ferred treatment is simply to place the young woman on 
oral contraceptives; the hallucinations will disappear. 
Antipsychotic agents have no effect. I contact the at-
tending psychiatrist on the unit where Laura has been 
admitted and confess to some concern about meddling 
in his treatment but — despite the admonitions we’ve 
all heard about looking for horses, not zebras, when 
we hear hoofbeats — I tell the psychiatrist, “You’ve got 
a zebra here,” and forward all the research I’ve found 
about this syndrome. Unfortunately, Laura has been 
started on a low dose of olanzapine. Within a few days, 
she is already experiencing significant weight gain. Only 
after she is discharged and sees her gynecologist does 
she start on the contraceptives and discontinue taking 
olanzapine. She has been symptom free since. 

Because of my access to health information technol-
ogy, Laura received patient-centered, research-based 
care and experienced a total recovery. If I hadn’t been 
in this particular story, I’m too aware that Laura might 
have celebrated her 21st birthday with Type II diabetes 
and struggled with the stigma of an incorrect diagno-
sis and the side effects of the wrong medication. She 
would likely have become obese, developed a tobacco 
addiction, and experienced struggles with employment. 
And her parents would most likely have outlived her.

What would have happened if the attending physicians 
had immediate access to an electronic health record 
with integrated clinical decision support technology, so 
that when Laura’s symptoms were entered, it presented 
the very same research I was able to find, but in real 

time when she was admitted to the psychiatric unit? 
Such a system could have alerted the admitting phy-
sician that Laura’s was an atypical psychosis, and it 
could have presented the same case studies I found 
with the same suggestions for treatment. This is the 
promise of health information technology. 

The current reality is quite different. According to RAND 
and the Institute of Medicine, our patients have be-
tween 20–30% likelihood of getting the correct treat-
ment for their conditions. What’s worse is that it need 
not be that way. Mental health providers have very ef-
fective treatments for the problems we see. We know 
that most people with chronic conditions, such as 
schizophrenia and bipolar disorder, can experience 
significant symptom relief and improved quality of life 
with treatment — especially if that treatment is given 
early on. Few clinicians are well versed in treatment 
efficacy, however. 

There are several reasons for clinicians’ lack of knowl-
edge about appropriate treatments. Data exists but is 
not accessible. Research has offered a wealth of knowl-
edge about clinical effectiveness in behavioral health-
care. As in all of healthcare, it has become physically 
impossible for any clinician to stay ahead of the curve 
regarding his or her knowledge about treatment effec-
tiveness. As happens with our medical counterparts, 
organizational cultures, guild issues, and individual 
inertia contribute to the resistance to implementing 
research-based treatments. Add these to ever escalat-
ing productivity expectations, and changing practice 
becomes nearly impossible. 

There is no single solution to this problem, but health IT 
can help — considerably. Electronic health records can 
and should do things that a paper record cannot. One 
of those things is to make suggestions to help clini-
cians provide better care. As described above, provid-
ing contextually appropriate cues to clinicians about 
the patient in front of them is the goal. The ultimate 
arbiters of treatment are the patient and the provider. 

The health IT system is an aid in this process. That’s 
why it is called Clinical Decision Support, not Clinical 
Decision Making.

So what’s keeping us from this future? In a word — 
money. We know that the penetration of EHRs in behav-
ioral health settings is low, as it is in general health-
care, largely because of the cost to implement such 
systems. The American Recovery and Reinvestment Act 
of 2009 allotted funding to stimulate the use of EHRs, 
but behavioral healthcare was not included in those 
incentives. That may change as a result of some work 
several of us have done to get that legislation amend-
ed. Rep. Patrick Kennedy has sponsored legislation (HR 
5040) that will allow behavioral healthcare providers 
access to the same incentives that our medical coun-
terparts have. I believe this is critical so we do not get 
electronically orphaned in the new age of interoperable 
healthcare. 

If we want to have any hope of improving the healthcare 
system so we can start providing the correct care and 
avoid what happened to Laura, we have to get on the 
health IT bandwagon. We need electronic records that 
(a) are interoperable; (b) engage patients and families 
in their healthcare; and (c) provide real-time, research-
based information to providers and patients. Without 
such a system, behavioral health providers will, at best, 
be marginalized in the healthcare system and, at worst, 
be eliminated.

Dennis Morrison is CEO of Centerstone Research Institute and 
has worked in the behavioral health field since 1969. He holds 
masters degrees in psychology and exercise physiology and a 
doctorate in counseling psychology from Ball State University. 
From 1995 - May 2008, Morrison served as the CEO of the 
Center for Behavioral Health in Bloomington, Ind. In May 2008, 
CBH affiliated with Quinco Behavioral Health Systems and Center-
stone, creating a $110 million multistate community-based pro-
vider organization serving 69,000 consumers each year. In order 
to integrate and manage the research and information technology 
services of the new organization, Centerstone Research Institute 
was formed, and Morrison was named CEO. 

Electronic health records can and should do things that a paper record 

cannot — such as offering research data and contextual cues to help 

clinicians provide better care. The ultimate arbiters of treatment are the 

patient and the provider. The health IT system is an aid in this process. 

It’s Clinical Decision Support, not Clinical Decision Making.
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What Is Meaningful About “Meaningful Use” for Behavioral 
Health IT?
Michael R. Lardiere, LCSW, Director of Health Information Technology and Senior Advisor on Behavioral Health, National Association of 
Community Health Centers

A ll of the talk about “meaningful use” of health 
information technology has stirred up questions 

as to just what it means for behavioral health pro-
viders. Under the American Recovery and Reinvest-
ment Act of 2009, behavioral health providers do 
not receive any incentive payments for meaningful 
use of HIT. Psychiatrists have access to Medicare 
or Medicaid Incentive Payments, and nurse practi-
tioners may have access to Medicaid Incentive Pay-
ments; however, psychologists, social workers, other 
mental health providers and outpatient substance 
abuse providers do not. So why should behavioral 
health providers be concerned about meaningful 
use of HIT?

Although ARRA and, in particular, the Health In-
formation Technology for Economic and Clinical 
Health Act of 2009 set the path to expand the use 
of technology to improve healthcare in the United 
States, HITECH was not all encompassing and did 
not include all providers. In testimony I provided 
to the HIT Policy Committee, I identified this deficit 
in HITECH and encouraged the committee to in-
clude behavioral health providers and provide the 
financial resources for behavioral health providers 
to participate in the goals of HITECH. Behavioral 
health and primary care providers must share data 
if we are to provide comprehensive, high-quality 
care to the patients we serve.

What promise does HIT hold for healthcare? It al-
lows for a number of important improvements that 
are not available in paper-based systems:

>>	 Information that can follow the patient; is timely, 
accessible, and complete; and enables patient-
centered, integrated care across all settings.

>>	Evidence-based decision support at point of 
care for practitioners of all disciplines to ensure 
consistent, high-quality care.

>>	Access to decision support and tools for manag-
ing health by and for patients. 

>>	Availability of population-based data to 

§	advance medical knowledge.

§	understand factors that influence health 
practice and status. 

§	drive improvements in care.

>>	Transparency of quality information to incentiv-
ize quality rather than cost and profit.

The statutory definition of meaningful use includes 
the use of an electronic health record that is “con-
nected in a manner” that provides for the electronic 
exchange of health information to improve the 
quality of healthcare, such as promoting care co-
ordination (in accordance with law and standards 
applicable to the exchange of information). In my 
mind, this is one of the most compelling arguments 
for behavioral health providers to be aware of and 
interested in meaningful use of HIT. Providers of all 
kinds need to share information to coordinate care 
if we are going to improve the quality of healthcare 
for our patients.

The HIT Policy Committee identified five domains 
that serve as the roadmap for meaningful use of 
HIT:

>>	 Improve quality, safety, and efficiency and re-
duce health disparities.

>>	Engage patients and families.

>>	 Improve care coordination.

>>	 Improve population and public health.

>>	Ensure adequate privacy and security protec-
tions for personal health information.

As a behavioral health clinician, I would not want to 
exclude any of these domains in providing improved 
care to my patients.

The final rules on meaningful use criteria are cur-
rently being considered by the Centers for Medicare 
and Medicaid Services and the Office of the National 
Coordinator as they comb through more than 2,000 
comments that were provided by healthcare provid-
ers across the nation. The final rule is expected to 
be published around June 2010.

The HIT Policy Committee has proposed a road-
map that will allow EHRs and other technologies to 
evolve over time to gain the full benefit of meaning-
ful use. 2011 is the first year in which a provider 
can qualify for Meaningful Use Incentive Payments. 
The table on the page 37 identifies how the criteria 
are expected to evolve and functionalities become 
broader over time.

Most behavioral health EHRs are not able 

to meet meaningful use criteria at this time

but providers now have a clear view of the 

functionality that is needed. In a few short 

years sharing of data between medical and 

behavioral health providers will be seamless 

and standard practice for all providers.
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Goals 2011 2013 2015

Improve quality, 
safety, and 
efficiency 

>	 Document and capture en-
coded data

>	 Use CPOE for all order types

>	 Manage populations

>	 Use evidence-based order sets

>	 Include CDS at point of care

>	 Manage chronic conditions 
through CDS

>	 Achieve minimum levels for 
quality, safety, and efficiency 
measures

>	 Include CDS for national high-
priority conditions

>	 Achieve medical device in-
teroperability and multimedia 
support (e.g., x-rays)

Engage patients 
and families

>	 Provide electronic copy of or 
electronic access to clinical 
information for patients

>	 Offer patient-specific educa-
tional resources

>	 Provide clinical summaries for 
each patient encounter

>	 Offer secure patient−provider 
messaging

>	 Record patient preferences

>	 Document family medical his-
tory

>	 Upload data from monitoring 
devices

>	 Provide access for all patients 
to their own health records, 
populated with 

real-time EHR data

>	 Provide patient access to self-
management tools

>	 Complete electronic reporting 
on experience of care

Improve 
coordination 
of care

>	 Exchange key clinical informa-
tion among providers of care 
(in any format) 

>	 Perform medication reconcilia-
tion at relevant encounters

>	 Achieve medication reconcilia-
tion and electronic summary of 
care at each transition of care

>	 Receive and act on prescrip-
tion fill information

>	 Access comprehensive  
patient data from all available 
sources

Improve 
population and 
public health

>	 Submit electronic data to im-
munization registries

>	 Submit reportable lab results 
to public health agencies

>	 Submit surveillance data to 
public health agencies on the 
basis of applicable law and 
practice

>	 Receive immunization informa-
tion from registries

>	 Receive public health alerts

>	 Use epidemiologic data derived 
from EHRs

>	 Automate real-time surveil-
lance

>	 Provide clinical dashboards

>	 Generate dynamic and ad hoc 
quality reports

Ensure privacy 
and security 
protection

>	 Comply with Health Insurance 
Portability and Accountability 
Act of 1996 rules and state 
laws

>	 Comply with fair data-sharing 
practices set forth in National 
Privacy and Security Frame-
work

>	 Use summary or deidentified 
data when reporting data for 
population health purposes

>	 Provide patients with  
accounting of treatment, pay-
ment. and health care opera-
tions disclosures 

>	 Protect sensitive health  
information

Note. CPOE = computerized physician order entry; CDS = clinical decision support.
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Although not all of the criteria are applicable to 
stand-alone behavioral health providers, such as re-
porting electronic data to immunization registries, 
making this information available through exchange 
of data with your patient’s medical provider is im-
portant. 

In my work, I have the benefit of flowing between 
primary care and behavioral health providers quite 
easily, and in all of my discussions, never has a be-
havioral health provider stated that he or she did 
not see the benefits of meaningful use or would 
not want to coordinate care with a patient’s other 
providers. All of the conversations cluster around 
two issues: “confidentiality” of data, and financing 
to support the implementation of EHRs and other 
technologies to meet meaningful use criteria. 

The confidentiality issue is being addressed at 
several levels that I am aware of. Health Informa-
tion Exchanges at the state level need to correct 
this problem. The Office of the Assistant Secretary 
for Program and Evaluation is currently preparing 
toolkits for state HIEs to provide guidance on how 
to address confidentiality. The Certification Commis-
sion for Health Information Technology EHR Work-
group has addressed these issues in its Behavioral 
Health EHR Criteria, and the Office of the National 
Coordinator for Health Information Technology 
is beginning to examine the problem at both the 
National Health Information Network level and the 
NHIN Direct level. NHIN Direct consists of services, 
systems, and protocols that allow data exchange at 
the local level.

Getting to the “granular level” of consent may be 
difficult in the short term. Granular level consent 
allows patients to specify at each visit or for each 
specific piece of data in their electronic record 
which providers they want or do not want the data 
to be shared with. I am not a believer in providing 
this functionality, for a couple of reasons. First, it 
continues to keep behavioral health and medical 
data separate, does not provide a comprehensive 
view of patient treatment concerns, and leads to 
poorer quality care. It also allows patients to main-
tain the incorrect view that their medical problems 
and behavioral health problems are separate and 
continues the stigma that surrounds behavioral 
health issues. As providers share data with each 
other and get used to receiving it, both medical 
and behavioral health providers will not be able to 

recognize what piece of data was left out during the 
most recent exchange. This can lead to poor treat-
ment decisions and poor-quality care.

I prefer the “opt-in” or “opt-out” approach, whereby 
patients can identify whether they want to share 
any data or not. If they do not, then none of their 
records get transmitted, and the patients remain in 
complete control. The provider need only alert other 
providers treating the patient that data are avail-
able and that the patient has opted out of sharing 
any information. This alerts the receiving provider to 
either request authorization to obtain the data or 
conduct a more comprehensive evaluation before 
beginning treatment. 

Are most behavioral health EHRs able to meet 
meaningful use criteria at this time? Unfortunately 
not; however, the roadmaps are in place, and pro-
viders now have a clear view of the functionality that 
is needed. I believe that we will see many behavioral 
health EHR vendors provide this functionality; medi-
cal EHRs will also begin to incorporate specific be-
havioral health modules into their programs, and in 
a few short years sharing of data between medical 
and behavioral health providers will be seamless 
and standard practice for all providers.

So, if there is no money for behavioral health provid-
ers in ARRA, what is meaningful about meaningful 
use?  

Behavioral health providers should be aware that 
the states can provide grant and loan programs 
under ARRA to all providers in the state; however, 
providers will only receive ARRA funds through 
these programs if the systems meet meaningful 
use criteria. Behavioral health providers also may 
be purchasing or planning to purchase EHR systems 
now and need to be aware of the requirements that 
they will need to meet to obtain incentive dollars 
that are sure to come in the future. Our healthcare 
system cannot function and meet the promise of 
using HIT to improve the quality of care we provide 
to our patients and eventually lead to healthcare 
savings unless behavioral health providers are fully 
integrated into the system and are attuned to and 
achieving meaningful use side by side with their 
medical provider colleagues.

Michael Lardiere is the director of health information technol-
ogy at the National Association of Community Health Centers. 
He is a member of the Board of the National eHealth Collabora-
tive and of the Certification Commission for Health Information 
Technology EHR Behavioral Health Workgroup. 
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Advertorial

I n February 2009, Congress passed the American Recovery 
and Reinvestment Act of 2009 (ARRA), more commonly re-

ferred to as the economic stimulus legislation. Specific to 
healthcare, ARRA included the Health Information Technology 
for Economic Clinical Health (HITECH) Act.

Current Eligibility for  
Behavioral Health
Under the HITECH Act, behavioral health providers are eli-
gible to receive Medicare and/or Medicaid Provider incen-
tives beginning in 2011 based on the number of “eligible 
professionals” (EPs) in their organization (physicians, nurse 
practitioners, dentists and certified midwives), assuming 
the organization meets criteria for “Meaningful Use” (MU) 
of an EHR. There are also Hospital incentive funds available, 
but behavioral health facilities and psychiatric hospitals are 
currently not included in eligibility for Hospital incentive 
funds, but would be under legislation recently introduced 
in Congress.

To qualify as a Medicaid EP, a physician, nurse practitioner, 
dentist or certified midwife must be non-hospital based, do 
more than 30% Medicaid encounters over a representative 
90-day period, and assign their incentives to the organiza-
tion where they are using an EHR in a “meaningful” way per 
the MU criteria. The current benefit for Medicaid-eligible 
professionals is $21,250 for the first year of MU. In years 
2-6 the benefit is $8,500 per year, for a total benefit of 
$63,750 per EP. Medicare-eligible professionals will receive 
a $44,000 maximum Medicare Provider incentive amount 
for the six-year time period.

Industry Leadership Helps  
Gain Behavioral Health Inclusion
As the technology partner for thousands of community men-
tal health providers across the country, Netsmart Technolo-
gies joined The National Council for Community Behavioral 
Healthcare and other industry organizations in public policy 
initiatives to expand the incentives for behavioral health 
providers under ARRA. This effort was key to new legislation 
being introduced in Congress, and now strong support is 
needed from the behavioral health community to gain sup-
port for passage of the bill.

Corrective Legislation Would  
Further Extend Eligibility
On April 15, U.S. Rep. Patrick Kennedy (D-RI) and Tim Mur-
phy (R-PA) introduced the Health Information Technology for 
Behavioral Health Services Act of 2010 (H.R. 5040) in the 
U.S. House of Representatives. This important legislation 
would add licensed psychologist and clinical social workers 
to the list of professionals eligible for provider incentives, 
thus expanding the amount of incentives behavioral health 
and substance abuse treatment organizations can receive. 
In addition, the legislation would expand the definition 
of eligible facilities for Hospital incentives so behavioral 
health, mental health and substance treatment facilities 
can choose to receive organization-level incentives as an 
alternative to incentives based on the number of EPs. In 
addition, this expanded definition would make psychiatric 
hospitals eligible for Hospital incentives. 

Netsmart, The National Council for Community Behavioral 
Healthcare, the National Association of Psychiatric Health 
Systems, and others are mobilizing behavioral health pro-
viders to contact their members of the U.S. House to gain 
co-sponsorship for H.R. 5040 and support for its passage. 
As in the past, Netsmart customers and staff are meeting 
with members of Congress and their staffs as part of The 
National Council’s Hill Day activities, with H.R. 5040 at the 
center of that effort.

What is Meaningful Use Criteria?  
In order to receive incentives, an organization has to be a 
“meaningful user” of a certified electronic health record. To 
be considered as implementing MU, a provider organization 
must be using an ARRA-certified electronic health record. 
The organization must also meet the criteria that have been 
established for Stage 1 Meaningful Use, which generally  
includes implementing processes and systems that:
>>	Improve quality, safety, efficiency and reduces health 

disputes
>>	Engage patients and families in their health care
>>	Improve care coordination
>>	Improve population and public health
>>	Ensure adequate privacy and security  

protections for personal health information

To take full advantage of MU incentive funds, organizations 
need to prepare now and work with a technology partner 
with the resources and solutions to help them meet MU 
criteria.

Netsmart Can Help Behavioral Health 
Providers Meet MU Criteria
Netsmart has a certification plan for its Avatar and CMHC/
MIS enterprise software solutions, and roadmaps showing 
how each product maps to the Stage 1 Meaningful Use 
criteria. These roadmaps are designed to give behavioral 
health providers assurance they can meet MU criteria, a 
path to get there and planning tools to make the process 
easy and efficient.

Netsmart provides all the technology needed for MU from 
one place, reducing risk and helping assure success:
>>	EHR certification experience, the resources required for 

the certification process, and an EHR that can achieve 
ARRA certification;

>>	A Consumer Web portal that meets the requirement 
of providing consumers with access to their health 
information; 

>>	Electronic Prescribing. Netsmart’s InfoScriber 
e-prescribing service is designed specifically for behav-
ioral health;

>>	Computerized physician order entry (CPOE) for 
outpatient facilities (non-medication) and inpatient 
(medication and non-medication) orders;

>>	Health Information Exchange (HIE) connectivity to 
meet the Meaningful Use requirement for  
sharing of clinical information.

To view a one-hour Netsmart Web seminar summarizing the details  
of Meaningful Use criteria, a Meaningful Use more information, visit www.
ntst.com/meaningfuluse

To see the complete text of H.R. 5040 and to learn how you can support 
this critical legislation, visit  www.ntst.com/legislation. 

This analysis regarding the possible impact of Meaningful Use is based 
on information as defined at the time of writing and provided as general 
information only, and not as legal or financial advice. Organizations should 
obtain qualified professional legal and financial opinions on the meaning 
and impact of the policy on their particular organization prior to making 
any business plans or decisions.

Netsmart Technologies Helps Lead Inclusion  
of Behavioral Health in “Meaningful Use” Funding
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Comprehensive Coverage: 
The Minnesota Mix

Ron Brand, Executive Director, Minnesota Association 
of Community Mental Health; Mohini Venkatesh, MPH, 
Director of Federal and State Policy, National Council for 
Community Behavioral Healthcare

A June 2008 report from the National Council 
for Community Behavioral Healthcare and the 

National Alliance on Mental Illness, “Coverage for 
All: Inclusion of Mental Illness and Substance Use 
Disorders in State Healthcare Reform Initiatives 
(full report at http://healthcareforuninsured.org/),” 
detailed how states have attempted to reform their 
healthcare systems, the impact on consumers 
of mental health and addiction services, and les-
sons learned from states’ experiences. The report 
featured a case study on Minnesota, a state that 
has incrementally reformed its healthcare system 
over the past ten years. With the passage of fed-
eral healthcare reform, the Minnesota case study 
(an updated version of which is presented in this 
article) offers many lessons.

In 2007, the governor proposed and the legislature 
passed a Mental Health Initiative. One of the more 
important components of the initiative was legis-
lation amending Minnesota’s two programs for the 
uninsured — General Assistance Medical Care and 
MinnesotaCare – to add to the comprehensive men-
tal health and addictions benefit.

Who Is Covered?    
GAMC covers those with income at or below 75% 
of the Federal Poverty Level who meet one or more 

of additional criteria known as GAMC qualifiers. 
Qualifiers include waiting or appealing disability 
determination by Social Security Administration or 
state medical review team; or being in a homeless 
or live in shelter, hotel, or other place of public ac-
commodation. 

Minnesota Care covers children and pregnant wom-
en, parents, and caretakers up to 275% of the FPL, 
except that parents and caretakers gross income 
cannot exceed $50,000. Single adults without chil-
dren increased to 200% of FPL by January 1, 2008 
and will rise to 215% of FPL by January 1, 2009. 

What Services Are Covered? 
For Minnesota Care, there are limits of $10,000 on 
inpatient care for any condition (physical, mental 
health, or addictions) for parents over 175% of FPL 
and childless adults. For GAMC, inpatient benefits 
are fully covered. Both programs cover chemical 
dependency outpatient services. An intensive array 
of outpatient and residential mental health services 
are available. 

What is the Cost? 
In Minnesota, the Medicaid Temporary Assistance 
for Needy Families population, GAMC and Min-
neotaCare are enrolled in comprehensive nonprofit 
health plans that are responsible to deliver and 

are at risk for the entire health benefit, including 
behavioral health. Adding mental health rehabilita-
tive services (including Adult Rehabilitative Mental 
Health Services individual and group rehabilitation 
services, Assertive Community Treatment, Intensive 
Residential Treatment and mobile and residential 
crisis services) to MinnesotaCare was projected to 
cost $3.40 per person per month. For GAMC, which 
includes a homeless population, the cost was $7.01 
per person per month. The additional targeted case 
management service was projected to cost $2.22 
per person per month for MinnesotaCare and $7.66 
for GAMC. 

The legislature appropriated a total of $1 million 
in additional state dollars in FY 2008 and $ 3.5 
million in FY 2009 to add the adult rehabilitative 
services and case management in MinnesotaCare. 
State funds previously targeted for case manage-
ment were moved from the counties to the state in 
an amount of $4.4 million in FY 2009.

What Led to Comprehensive 
Coverage?  
The state collected data on the residents served 
by MinnesotaCare, GAMC, and Medicaid managed 
care plans serving non-disabled populations, and 
discovered that an increasing number of individu-
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als with serious mental illnesses were in these plans. 
Several insurance reforms — similar to those included 
in the national healthcare reform bill — modified the 
private market, including guaranteed issue in small 
and large group plans, broader rate bands, parity for 
mental health and chemical dependency services, 
medical loss ratios, high risk insurance pool, and oth-
ers. A lawsuit by the Attorney General called attention 
to health plan denials of payment for court-ordered 
treatment, for example for civil commitment or out of 
home placement for adolescents. 

Health plans settled with an agreement that behav-
ioral health benefits would be covered by a health 
plan if the court based its decision on a diagnostic 
evaluation and plan of care developed by a qualified 
professional. In addition to the court-ordered services 
provision, the state contracts and capitation with pre-
paid health programs (MinnesotaCare and GAMC) 
were amended to align risk and responsibility for 
services in Institutions for Mental Diseases, 180 days 
of nursing home or home health, and court-ordered 
treatment. There were also highly successful experi-
ments reducing costs and improving outcomes for 
commercial and non-disabled Medicaid clients who 
were offered a more intensive community based men-
tal health service that improved coordination with 
and linkages to behavioral healthcare, primary care, 
and other needed services. 

These demonstrations produced a positive return on 
investment — $0.38/person/month — and gave the 
health plans tools to manage the increased risk that 
resulted from several insurance reforms, including 
parity, a statutory definition of medical necessity, and 
the court-ordered treatment provision. 

The state supported comprehensive coverage be-
cause it sought to bring intensive mental health and 
addiction services into the mainstream of healthcare. 
Minnesota’s mental health agency and other stake-
holders desired to move mental illness from its his-
torical treatment as a social disease requiring social 
services to an illness like any other. They wanted to 
foster earlier interventions and avoid shifting enroll-

ees among different programs in order to access spe-
cific services. Operationalizing this change required 
rethinking medical necessity determinations, provider 
credentialing, contracting, procedure codes and other 
processes common to private insurance plans. 

How Did It Get Through the 
Political Process? 
Three factors significantly contributed to the political 
viability of a benefit expansion in the MinnesotaCare 
and GMAC programs:

>>	Governor Tim Pawlenty and members of his ad-
ministration provided strong leadership. The pro-
visions to expand the mental health benefits in 
these plans were part of the Governor’s Mental 
Health Initiative, set forth in advance of the 2007 
legislative session.

>>	An extremely strong coalition of stakeholders 
formed the Minnesota Mental Health Action Group 
This group is co-chaired by a representative from 
the Department of Human Services and included 
representation from the private insurance industry 
and organized and knowledgeable advocacy and 
provider communities.

>>	There was strong support in the legislature for 
the expansion of benefits in MinnesotaCare and 
GAMC, including from key legislators such as Min-
dy Greiling, a member of the Finance Committee in 
the House, who has a son with schizophrenia. The 
creation of a mental health division in the Health 
and Human Services Policy Committee also helped 
move the policy discussion forward. 

What is the current payer mix?
A recent survey of community behavioral health orga-
nizations found that on average, 42% of reimburse-
ment for services came from private insurers. While 
this represents the average, the survey found that 
there was quite a range in reimbursement sources. 
For community behavioral health organizations that 
specialize in services such as Assertive Community 
Treatment or case management, Medicaid is the pre-
dominant reimbursement source, either through fee-

for-service or managed care. 

Reimbursement from private insurance and Medic-
aid managed care is uniformly better than Medicaid 
fee-for-service. In addition to higher rates, the private 
insurers and Medicaid managed care organizations 
have been willing to offer special contracts for pack-
ages of services for crisis care and hospital discharge 
plus aftercare. 

challenges
Continuity of care between the inpatient and outpa-
tient settings continues to be a challenge. Current 
hospital payments assume that hospitals are actively 
involved through discharge and the transition to out-
patient settings and advocating for payments for out-
patient providers to assist in this process is viewed as 
duplicative. This undermines our ability to smoothly 
transition clients between service settings. 

Meeting the credentialing requirements for program 
services and mental health professionals has posed 
new challenges. Community behavioral health orga-
nizations employ professionals that may not meet 
private insurers’ credentialing standards (for example, 
3 years of post-licensure experience). Community 
providers have addressed this through contractual 
arrangements in which quality assurance and supervi-
sion requirements substitute for these credentialing 
standards. Services are billed under a supervisory pro-
tocol in which the supervising professional’s National 
Provider Identifier is used. 

Additionally, some programs offer services that rely 
on a combination of funding sources such as county, 
state, and private insurers. In these situations, coun-
ties sometimes want to limit private insurance clients’ 
access to these programs because a portion of the 
overall program is covered by the county. 

Impact of state budget cuts
In a dramatic turnabout that may foreshadow dilem-
mas faced by other states, effective early 2010, the 
governor vetoed funding for the GAMC program. The 
legislature extended the program for several months, 
as a compromise was negotiated to retain elements 
of coverage for the GAMC population — a hospital un-
compensated care fund, medication/pharmacy, and 
“Coordinated Care Delivery Systems.” An accountable 
hospital-centered program paid a fixed amount to 
cover about 40% of the GAMC population who elect 
to participate. As there is no reimbursement for out-
patient clinic and all non-hospital services, providers 

Minnesota’s mental health agency and other stakeholders desired to 
move mental illness from its historical treatment as a social disease 
requiring social services to an illness like any other. They wanted to 
foster earlier interventions and avoid shifting enrollees among different 
programs in order to access specific services. 
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and consumers are scram-
bling to seek disability determina-

tion or enroll in MinnesotaCare after the six 
month GAMC enrollment period ends. 

While these cuts are only effective as of June 1, 2010, it is expected 
that they will result in increases to the uncompensated care burden on hospi-
tals and community safety net providers. 

How do we minimize the impact of BUDGET CUTS? 
The Minnesota Association of Community Mental Health, a not-for-profit mem-
bership organization representing community mental health and other service 
provider agencies throughout the state, has been working in coalition with the 
National Alliance on Mental Illness, Mental Health America, and other key stake-
holders, on advocacy related to the GAMC program changes. Initially, advocacy 
efforts were focused on encouraging the state legislature to vote in support of 
expanding the state Medicaid program early to receive additional federal fund-
ing (as provided for in the national healthcare reform bill). Unfortunately, this 
proved to be politically untenable in the immediate future; however, a measure 
was passed to allow the governor to use executive authority to expand Medicaid. 

While being actively involved in this advocacy process is vitally important to the 
community behavioral health system, MACMHP members are also evaluating 
ways in which they can optimize their business practices to meet this changing 
budgetary reality. Among other strategies, community behavioral health provid-
ers are working to develop partnerships with community hospitals to reduce the 
number of avoidable emergency department admissions and ease the transi-
tion from the inpatient to outpatient settings, supporting clients through the 
disability determinations process so they may become eligible for Medicaid as 
quickly as possible, and raising funds that will help to cover the cost sharing 
requirements for MinnesotaCare clients that are unable to pay. 

Through this two-pronged approach that includes both advocacy and pragmatic 
business considerations, it is hoped that the community behavioral health sys-
tem will be able to develop new cost-effective ways of delivering services that 
will be well-positioned to withstand funding changes while taking advantage 
of new opportunities made available through national and state health reform 
initiatives. 

To learn more about Minnesota’s healthcare reform efforts, see National Acad-
emy of State Health Policy and the Commonwealth Fund’s report, “Reforming 

Health Care Delivery Through Payment Change and Transparency: Minnesota’s 
Innovations” at http://www.commonwealthfund.org/

Ron Brand is executive director of the Minnesota Association of Community Mental Health 
Programs, Inc., a position that he has held since 1990. He is involved with public policy advocacy, 
education, and member services. Previously, he worked in a community counseling center, in 
substance abuse treatment, as a school psychologist, and for a private foundation focused on 
organizational development and community care. Brand has a masters degree in psychology from 
the University of Minnesota.

Mohini Venkatesh serves as the staff policy liaison to the National Council for Community Be-
havioral Healthcare’s network of associations throughout the states, conducts federal legislative 
and policy analysis on an array of issues, and manages political engagement activities including 
an annual Hill Day in Washington, DC. She received a masters degree in public health from Yale 
University and a BA in psychology from the University of Massachusetts-Amherst.

A recent survey of community behavioral health organizations found that on average, 

42% of reimbursement for services came from private insurers. Reimbursement 

from private insurance and Medicaid managed care is uniformly better than 

Medicaid fee-for-service. In addition to higher rates, the private insurers and 

Medicaid managed care organizations have been willing to offer special 

contracts for packages of services for crisis care and hospital discharge 

plus aftercare.
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                                                      No Reform 
                                    Without Payment Reform:

The Massachusetts Experience

Vic DiGravio, President and CEO and Stephanie Hirst, Senior Director of Policy and Research — Association for Behavioral Healthcare, Mas-
sachusetts

H ere in Massachusetts, we like to be the best 
(ask any Boston sports fan), the first (we held 

the original Thanksgiving in 1621), or unique (we 
voted for George McGovern and are proud of it). Bay 
Staters almost never apologize for this; moreover, 
when it comes to healthcare reform, we like to think 
we are continuing our tradition of being first and 
best.

Certainly, the Massachusetts soil in which the seed 
of healthcare reform was planted was much more 
fertile than in many other states. Massachusetts’s 
long history of medical innovation and concentration 
on healthcare coverage gave us a leg up on reform. 
In 2006, when Massachusetts passed healthcare 

reform, 98 percent of employers with more than 100 
employees and 65 percent of those with fewer than 
100 employees helped provide health coverage for 
their workers. Massachusetts, moreover, started 
with a fairly high baseline of coverage: 91 percent of 
Massachusetts residents already had some form of 
health insurance. We were not starting from scratch. 
So healthcare reform in Massachusetts worked; 98 
percent of residents now have health insurance cov-
erage. By almost any measure, healthcare reform in 
Massachusetts has been a success.

But how have behavioral healthcare and behav-
ioral healthcare providers been affected by Mas-
sachusetts healthcare reform? Access to behavioral 

healthcare is a mandatory component of most of the 
plans created under the law, including the state’s 
subsidized health insurance plans for people who 
earn up to 300 percent of the Federal Poverty Level. 
The benefit package of these subsidized plans is 
similar to coverage provided under Massachusetts’s 
strong Medicaid program, which includes a wide ar-
ray of inpatient, outpatient, and prescription drug 
coverages. Unlike our Medicaid program, however, 
“reasonable” deductibles and copays are allowed for 
almost all services, including behavioral healthcare. 

As implementation unfolded, the Association for Be-
havioral Healthcare and our members realized that 
many of the gains we expected to see from Mas-
sachusetts healthcare reform could be jeopardized 
if the development of regulations and guidelines 
that shape behavioral health coverage limited ac-
cess through the imposition of costly copays and 
deductibles. As we all know, little else in health-
care requires the particular pattern of service use 
demanded by mental health and substance abuse 
treatment. 

We have succeeded in fixing the access issue, but if we don’t fix the 
cost problem, healthcare reform may all be for naught, both here in 
Massachusetts and nationally… And healthcare reform has succeeded 
in expanding coverage for Massachusetts citizens, but has it increased 
business opportunities for providers? 
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Copayments for methadone services initially proved 
to be especially burdensome for patients. As a re-
sult, in January 2007, the Commonwealth Health 
Insurance Connector Authority (the quasi-government 
agency charged with implementing healthcare reform) 
agreed to waive “all copayments for all components 
of methadone treatment for Commonwealth Care en-
rollees.” This substantive policy change helped ensure 
that more people across the state were able to access 
needed treatment and, just as important, signaled a 
willingness on the part of the Connector to consider 
the unique nature of mental illness and substance 
use disorders in formulating and adopting healthcare-
reform-related policies.

The Connector reaffirmed its commitment to promot-
ing access to behavioral healthcare in July 2008, when 
it initiated changes to copayments for state-subsi-
dized plans. For the most part, these changes were in 
the form of increased copayments. Mental health and 
substance use disorder services, however, were not 
subject to increases in copayments. In fact, people 
who earned between 200 percent and 300 percent of 
the Federal Poverty Level actually saw a decrease in 
their mental health and substance abuse outpatient 
copayments. Before this change, behavioral health-
care services were categorized as specialty services. 
Copayments for behavioral health outpatient services 
are now the same as those charged for primary care 
visits. This change was a significant victory — behav-
ioral healthcare became more accessible, and state 
policymakers again signaled an understanding of the 
importance of behavioral healthcare. 

Despite these gains, cost sharing remains a concern 
today. For example, copayments for inpatient mental 
health and substance use disorder services, includ-
ing 24-hour detox treatment, range from $50 to $250 
for people who earn between 100 percent and 300 
percent of the Federal Poverty Level and are enrolled 
in the state-subsidized plans. When consumers can-
not afford these copayments, providers are forced to 
either absorb the costs or deny services. As in most 
of the country, providers of community mental health 
and substance abuse services in Massachusetts oper-
ate on razor-thin margins. Expensive copays increase 
financial instability, diminish providers’ ability to 
provide quality treatment services, and reduce client 
access. 

Although providers in Massachusetts have noted 
that more people now have insurance, our mem-

bers still see a large number of uninsured clients in 
need of services. This is especially true for people 
in need of substance abuse treatment. According 
to an October 2009 presentation by Rick Harwood 
and Kara Mandall of the National Association of 
State Alcohol/Drug Abuse Directors, 61 percent of 
people who sought substance abuse treatment in 
Massachusetts in 2005 were uninsured. This number 
dropped to 22 percent in 2009. Although such a de-
crease represents significant progress, it is nowhere 
near the state’s overall uninsured rate of 2 percent. 

Our members have identified an array of barriers to 
enrollment and coverage, which have resulted in a 
disproportionate number of people with behavioral 
health disorders being left without insurance: 

>>	People are often only in treatment for a few days, 
and it is difficult to help them get enrolled dur-
ing such a short time period, especially given their 
acuity

>>	 It is hard to track clients as they move from one 
type of service to another (i.e., different providers)

>>	The enrollment process is burdensome

>>	Many people cannot afford even modest copay-
ments or deductibles. 

Research conducted by the state has identified simi-
lar issues. In particular, a May 2010 study published 
by the Massachusetts Division of Health Care Finance 
and Policy found that “almost one-third (32.8 %) of 
Massachusetts residents with full-year insurance cov-
erage reported some type of problem getting health 
care in the past 12 months. This included... almost one 
in five (18.1 %) who reported that they were not able 
to get health care that they needed because of cost.”

Massachusetts is still working to address these barri-
ers. As federal healthcare reform implementation be-
gins to take shape, consumer education and outreach 
will be paramount, and policymakers should take care 
to address affordability issues and to ensure that the 
enrollment process is as user friendly as possible.

Healthcare reform has succeeded in expanding cover-
age for Massachusetts citizens, but has it increased 
business opportunities for providers? We think prob-
ably not. Most ABH members have a long history of 
contracting with third-party payers for both mental 
health and substance use disorder treatment ser-
vices. Our members were not expecting, nor did they 
see, a boom in business. 

It is interesting that as implementation unfolded, pro-
viders struggled with a series of questions about the 
impact that the law would have on them as employ-
ers. Although Massachusetts health reform includes 
a mandate that people be responsible for ensuring 
that they have health coverage, the law is also equally 
clear that employer-sponsored health insurance is at 
the heart of our state’s move toward universal cover-
age. As employers, ABH members continue to struggle 
with the high cost of insuring their employees. This 
year, many of our members are facing 25–35 percent 
increases in premiums for their employees.

These increases aren’t necessarily the result of 
healthcare reform but are more indicative of the fact 
that healthcare reform in Massachusetts has not ad-
dressed the skyrocketing costs of healthcare. We have 
succeeded in fixing the access issue, but if we don’t 
fix the cost problem, healthcare reform may all be for 
naught, both here in Massachusetts and nationally.

At this point, we consider healthcare reform to be a 
success. But everyone in Massachusetts understands 
that cost control is the next great frontier and perhaps 
our greatest challenge. Will efforts at cost contain-
ment succeed? We don’t know, although we’re going 
to give it our best shot.

Vic DiGravio is president and chief executive officer of the Asso-
ciation for Behavioral Healthcare. Prior to joining ABH, Vic served 
for 6 years as chief of staff to Massachusetts Senate Majority 
Leader Frederick Berry. He is a graduate of Connecticut College 
and Harvard University’s Kennedy School of Government.

Stephanie Hirst is senior director for public policy and research 
for the Association for Behavioral Healthcare. She is a graduate 
of Colby College and the McCormack Graduate School of Policy 
Studies at the University of Massachusetts Boston.

At long last, the impossible 
dream of healthcare for all 
will finally become a reality 
in our Commonwealth, and 
quality care will truly be 
available and affordable for 
each and every man, woman, 
and child in our state...
Senator Edward M. Kennedy 
April 12, 2006
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“Why Do I Have to Pay?”
Transitioning Patients from Safety Net
to Insurance Coverage
Norah Mulvaney-Day, PhD, Research Associate, Center for Multicultural Mental Health Research, Cambridge Health Alliance

I n April 2006, Massachusetts passed a historic 
health insurance reform bill that mandated that 

every state resident have health insurance or pay a 
tax penalty. Many components of the health insur-
ance reform currently unfolding nationally, for both 
physical and behavioral health, are modeled on this 
law. Accordingly, the experiences in Massachusetts 
provide a valuable early snapshot of what we can 
expect for people with behavioral health disorders 
and how clinicians can best support their patients 
during this time of policy transition.

Starting in August 2007, my colleagues and I at the 
Center for Multicultural Mental Health Research be-
gan tracking the experiences of 66 clients receiving 
behavioral healthcare in a safety net institution in 
Massachusetts. Prior to reform, these people were 
all uninsured and received physical and behavioral 
healthcare through a state-funded program that 
provided healthcare for the uninsured. After reform, 
many in this population transitioned from the state-
funded “free care” program into a government-subsi-
dized insurance mechanism. The big change for this 
population was the introduction of copayments and 
monthly premiums. People who make less than 150 
percent of the Federal Poverty Level are now charged 
copayments of $1 to $3 for prescription medica-
tions, whereas people who make between 150 per-
cent and 300 percent of the FPL must pay both 
monthly premiums and higher copayments for clinic 
and hospital visits and prescription medications. 

Our project has identified several areas where clini-
cians can help ease these transitions for patients 
who do not qualify for Medicaid and fall within these 
FPL groups. Particularly for near-poor patients, who 
may be subject to cost sharing and insurance pre-
miums for the first time, close attention to the fol-
lowing issues may be necessary during this time of 
policy change.

Guiding choices and paperwork: Clinicians 
should become as familiar as possible with the re-
quirements of health insurance reform as well as the 
options for coverage provided under any subsidized 
insurance exchanges that are set up by their state. 
Patients will likely require support understanding 
the components of the health insurance reform, 
choosing between insurance options, and figuring 
out their eligibility for the insurance. Clinicians will 
need to triage these questions to the appropriate 
administrators, and some patients may need more 
intensive support filling out forms. Asking patients 
about their insurance coverage and whether they 
have questions, understanding the resources avail-
able to support patients, and linking them to these 
resources during their sessions will help the most 
vulnerable patients make the transition smoothly. 
In particular, ask whether insurance coverage is a 
factor if patients suddenly stop coming to care, and 
help triage those patients to an administrator or 
case worker who can assist them.

Dealing with copays: Clinicians should closely 
monitor patients with multiple co-occurring physi-
cal and behavioral health conditions who transition 
to a health insurance mechanism with cost sharing 
(eg. copayments for visits) to ensure that they are 
not self-rationing needed psychiatric medications 
or behavioral health visits because of difficulties 
managing the cost of copayments. For patients with 

multiple health and mental health concerns who are 
on many medications, the copayments can quickly 
add up. Many states will likely implement an annual 
ceiling on copayment amounts per person. Patients 
may not know about the ceiling, however, and even 
if they do, they may not know the best way to keep 
track of their copayment costs. Check into the rules 
in your state regarding ceilings on copayments. Help 
your clients develop strategies to keep track of co-
payment receipts so they can avoid disruptions in 
necessary mental healthcare.

Maintaining subsidized health insurance: 
Clinics should consider providing training on the 
process of obtaining and maintaining subsidized 
health insurance, particularly the need for monthly 
premiums, the need to reapply every year, and fac-
tors that could require redetermination of eligibility. 
Of the people we are following in our study, most 
who lost insurance coverage did so because they 
did not understand the administrative requirements 
of the subsidized insurance policy. Some patients 
missed premium payments and lost coverage, some 
did not understand that they had to reapply every 
year, and some did not realize that a change in 
their life circumstances (e.g., getting married, get-
ting a new job) required redetermination of eligibil-
ity for subsidized insurance coverage. Often, these 
patients were forced to pay out of pocket during 
insurance gaps while their eligibility was being reas-

As people receiving free physical and behavioral 
healthcare through state-funded programs transition to 
subsidized insurance coverage with healthcare reform 
implementation, clinicians must be prepared to help 
them navigate new systems and deal with choices, 
premiums, copays, etc. and understand the benefits.
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sessed, which led them to cut back on needed medi-
cations and care. 

Dealing with “Why pay for insurance:” Clinics 
should be prepared to support patients who are op-
posed to the health insurance reform and feel that 
paying for insurance is not fair. Particularly in settings 
where patients have received robust community-
based health services without charge, patients who 
are near-poor but do not qualify for fully subsidized 
insurance may initially be resistant to the change. Pa-
tients also may not understand why they need to pay 
for health insurance even when they are not sick. Ef-
forts to explain the benefits of regular insurance may 
be necessary. For example, some patients who have 
transitioned into subsidized insurance in our setting 
appreciate that they can get their medications at their 
local pharmacy rather than coming to the hospital, 
are very pleased with increased access to specialists, 
and feel more entitled to receive healthcare because 
they pay regularly for insurance. Reminding patients 
of the benefits of insurance in your state may eventu-
ally help overcome initial resistance to the change.

Translations and support: Clinicians who treat 
patients with limited English proficiency should be 
aware of potential language issues in the implemen-
tation of the reform. Look for translated materials that 
explain the insurance reform. If letters and updates on 
patients’ insurance coverage are not translated into 
the languages of the patient population you serve, talk 
with your clinic administrators about other options for 
translation. Remember that even when the informa-
tion is translated into a patient’s first language, he 
or she may require help understanding the insurance 
package, choosing among the options available, and 
navigating the new system of care.

Clearing misconceptions: Depending on how 
care for the uninsured is structured in your state, clin-
ics should help patients who choose not to get insur-
ance understand clearly whether they will be subject 
to the individual mandate. Particularly if the prior 
government-run program included an identification 
card of some kind, patients may be mistakenly under 
the impression that they already have insurance and 
will not be subjected to the mandate. Clearly dissemi-
nating information about the penalty for not getting 

insurance and information about who is subject to 
this penalty will help allay anxiety for many patients 
during the process of the health insurance reform.

Health insurance reform provides enormous oppor-
tunity to increase access to healthcare for many peo-
ple. For patients with behavioral health disorders who 
do not have Medicaid and are being seen in safety 
net settings, clinicians can play an important role in 
navigating the challenges that may occur during the 
implementation process. Attention to these issues 
can help ensure that all patients benefit from the in-
creased access to health insurance made possible by 
healthcare reform.

Norah Mulvaney-Day is a mental health services researcher 
and social policy analyst at the Center for Multicultural Mental 
Health Research at the Cambridge Health Alliance. She has a 
background in community-based research, participatory research, 
and healthcare systems analysis. Her research at the Center 
has included pilot testing a cultural competency assessment 
tool at different levels of the hospital system and implementing 
a participatory systems enhancement project to improve special 
education services for disruptive children in a public school 
setting. She received her doctorate in mental health policy from 
Brandeis University.
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Health Integration — Are You Covered?
Nicholas L. Bozzo, Managing Director, Negley Associates and President, Mental Health Risk 
Retention Group.

T he landscape of service delivery for behavioral 
healthcare organizations has probably changed 

forever with the passage of the Patient Protection 
and Affordable Care Act. Now we need to be sure 
that insurance products reflect the new world order.  

Discussions and initiatives that promote the inte-
gration of behavioral and primary healthcare will 
accelerate as all Americans have health insurance 
coverage and attention turns to bending the cost 
curve.  The new reform legislation authorizes an ar-
ray of pilots designed to manage a person’s overall 
health care and health expenditures. As increasing 
numbers of behavioral health organizations directly 
deliver or partner to deliver primary as well as men-
tal health and addictions treatment, it is imperative 
that the organizations revisit their liability coverage 
— assuring that the organization is insured against 
the risks associated with expanded scope of service.

From an insurance perspective, primary health-
care is “outside of the box” of usual and custom-
ary behavioral healthcare services. This demands a 
customized approach to assuring that the primary 
healthcare activities being performed are fully cov-
ered and that the organization is protected.  

Don Thacker, CEO of Shawnee Mental Health Center 
in Portsmouth, Ohio, discussed his experience with 
primary healthcare integration at his center says. 

He says when he was first considering behavioral 
and primary care integration, his action list involved 
looking at:

>>	What kind of primary care services to provide.

>>	To whom should services be offered (Shawnee 
provides services  to the severally mentally dis-
abled adult clients).

>>	To partner or go it alone (Shawnee decided to do 
it alone).

>>	Was there a need to add liability coverage 
(Shawnee checked with their carrier, the Men-
tal Health Risk Retention Group, which provides 
coverage for the primary care delivered in behav-
ioral health settings). 

Shawnee said that one of the biggest fears is about 
financial sustainability. 

Another challenge is to be able to achieve a mar-
riage of two different worlds, primary healthcare and 
behavioral healthcare, to provide the best outcome 
for those served.  He also added that it was im-
portant for his center to try to establish a person-
centered treatment model where consumers would 
feel comfortable receiving their primary healthcare 
and behavioral healthcare services at the same lo-
cation.

Behavioral health organizations, along with insur-
ance brokers, need to consider the following in de-
termining increased exposures due to integration:

>>	 Identify specific areas that need to be covered:

§	Are you partnering with a primary care pro-
vider?

§	Are you hiring primary care professionals?

§	Are you providing primary care to those 
you treat for mental illnesses and addic-
tion disorders?

>>	 Is your insurance carrier experienced in primary 
medical malpractice claims?

>>	 If you are partnering with a primary care provider, 
have you eliminated the coverage gaps between 
your and your partner’s general and professional 
liability policies?

>>	Have appropriate endorsements been written to 
affirmatively provide the coverage necessary to 
protect you?

>>	Have you identified the limitations and dangers 
of relying solely on the protection afforded by 
the Federal Tort Claims Act, which only protects 
doctors and not your organization and does not 
provide any coverage for sexual misconduct ex-
posures?

The goal is that an organization should not have 
to pay for a loss that could have been covered by 
insurance. The integration of behavioral and primary 
care is expected to improve general good health; 
but one should not lose sight of one of the most 
important corporate assets that help you provide 
your services and protects your balance sheet — in-
surance protection.

Nicholas Bozzo has 21 years experience in insurance starting 
with underwriting at Chubb, Kemper, and Axis and rising to 
head the Mental Health Risk Retention Group and Negley 
Associates. He says his proudest achievement is “Taking on 
the leadership role of  an organization with a 20-year track 
record of success  — that’s considered by many to be the gold 
standard of  risk retention groups — and continuing to maintain 
the success without missing a beat.” He was named “CEO of 
the Month” in November 2008 by Risk Retention Reporter. Just 
before joining Negley, he gained senior  management experi-
ence as founder and head of the  Specialty Lines Business at 
Beazley, PLC.         

From an insurance perspective, primary healthcare is “outside 
of the box” of usual and customary behavioral healthcare 

services. This demands a customized approach to assuring 
that the primary healthcare activities being performed are 

fully covered and that the organization is protected. 
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Advertorial

T hroughout the healthcare industry there is a general sense of excitement about the 
shift toward increased utilization of technology. In addition to the efficiencies that 

technology affords, the financial encouragement created by the American Recovery 
and Reinvestment Act (ARRA) of 2009 is a great incentive. This legislation has made 
more than two (2) billion dollars available to create a system for the usage of a certi-
fied Electronic Health Record (EHR) and Health Information Exchange (HIE). While this 
is an opportunity for the primary health care sector, once again the behavioral health 
providers have been excluded from this bill. This inequity has created both ethical and 
treatment dilemmas and is unfortunately another example of the stigmatization of the 
people we work with and serve.  

NHS Human Services is a provider of Adult Behavioral Health, I/DD and Children’s 
Services to approximately 50,000 individuals in seven (7) states. We have made a 
commitment to implementing an EHR and are looking for opportunities to integrate 
primary care and behavioral health throughout our entire service area. Due to our size 
and geographical footprint, we are perhaps more aware than others of the negative 
impact the ARRA bill will have on our programs and consumers. In order for the health-
care industry to realize the maximum positive results from these types of opportuni-
ties, all treatment segments must be more equally included.

As the Chairman and CEO of NHS Human Services (NHS), I take my responsibility to 
lead seriously. My background as a former Senator in the Commonwealth of Pennsyl-
vania has provided me with much experience in this area and has given me the life 
experience of advocating for individuals with special needs and being a change agent 
on their behalf. Once again, it is time for a change. It is time for our consumers to be 
treated as equals in the healthcare arena. It is time for them to be afforded the same 
access to care and financial resources as others with physical health needs. It is time 
for them to be treated holistically and recognize that the body and mind are linked. 

Most states are facing budget deficits and proposing legislation that does not treat 
behavioral health and community mental health centers the same as primary care 
providers. Our ability to provide care to some of the most vulnerable people in our 
population is severely impeded by this kind of legislation and bureaucratic short-
sightedness. 

The National Institute of Mental Health recognizes mental disorders as the leading 
cause of disability in the United States and Canada for adults ages 15-44, yet the 
federal government has not included us in the stimulus package which is designed to 
improve the provision of health care and outcomes for our consumers.

It is up to us as leaders in this field to make sure that funds are available to in-

crease the quality of life for individuals diagnosed with a mental illness or who are 
living with developmental and intellectual disabilities. It is time for a change.

We must fight for EHR funding and increased collaborations with primary care  
providers. We must continue to fight to create a system that treats both the physical 
health and behavioral health needs of individuals in a comprehensive way. 

While we rely on the leadership and advocacy efforts of our national partners at the 
National Council, it is imperative now for all of us to secure sponsorship for the in-
dependent legislation which will improve access to technology for those that receive 
behavioral health services. NHS, along with our IT partner Netsmart, is proud to be 
part of this battle. As most are aware, recently, Reps. Patrick Kennedy (D-RI), Tim 
Murphy (R-PA), Gene Green (D-TX), Alcee Hastings (D-FL), and Chris Murphy (D-CT) 
introduced the Health Information Technology Extension for Behavioral Health Services 
Act of 2010 (H.R. 5040). This legislation would create more equality in the healthcare 
industry. The legislation would ensure that behavioral and mental health profession-
als, psychiatric hospitals, behavioral, mental health and substance abuse treatment 
facilities are eligible for the incentive payments in relation to an EHR as established 
under the ARRA in 2009. 

It is my goal to be in the forefront during this time of historic change. Please join me, 
the National Council and our supporters like Netsmart to create opportunities that will 
revolutionize the behavioral healthcare industry. In doing so, we will create a better 
quality of life and outcomes for those that we serve each day. It is time for a change 
that will support millions of people everyday on their journey to recovery.

The Honorable M. Joseph Rocks, former Senator of Pennsylvania, is the Chair-

man and CEO of NHS Human Services, headquartered in Lafayette Hill, PA, which  

currently provides services in seven states.

Joseph Rocks, Chairman and CEO, NHS Human Services

Support the Health Information Technology  
Extension for Behavioral Health Services Act

It is up to us as leaders in this field to  
make sure that funds are available to 

increase the quality of life for individuals 
diagnosed with a mental illness or who are 
living with developmental and intellectual 

disabilities. It is time for a change.“ “
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Contracting With 
     Managed Care Organizations

Julianna S. Gonen, Esq., JD, PhD, Feldesman Tucker Leifer Fidell LLP

Note: This article offers general guidance on the 
contracting process; it does not replace and is not a 
substitute for legal advice from qualified counsel.

M anaged care is a dominant model for the organization, delivery, and payment for healthcare 
services, both in the private market and in public programs such as Medicare and Medicaid. Ac-

cordingly, healthcare providers must often decide whether to become part of one or more managed 
care organizations. This article provides an overview of typical MCO contract provisions and some 
tips on how to position your agency in negotiating with an MCO over a new or existing participating 
provider agreement. 

General Contract Considerations
Usually, the starting point of a contractual arrangement between an MCO and a provider is the 
MCO’s standard participating provider agreement. In addition to the specific elements of the con-
tract pertaining to the services that the provider will render to the MCO’s members and the reim-
bursement to be paid to the provider for those services, most agreements include numerous general 
contract terms. Because the contract was prepared by the MCO, there is a high likelihood that many 
of the terms will impose obligations on the provider that are not reciprocally imposed on the MCO. 
To the extent possible, you should seek to make these general rights and obligations — such as the 
ability to amend and the duty to indemnify — mutual.

Contracts vary with respect to the initial term (the time period during which the contract is effective) 
and renewal provisions. Pay attention to whether the contract will automatically renew at the end 
of the initial term. If a contract is “evergreen” — that is, if it renews automatically — you might seek 
to include an automatic annual rate increase. Whether an agreement ends because of expiration or 
termination for another reason, be cognizant of your obligations to continue providing services to 
the MCO’s enrollees after termination of the agreement. State law often governs this to some extent, 
but you might be able to negotiate for a reversion to reimbursement on the basis of charges after a 
certain length of time after termination.

Provider Rights and Responsibilities
The centerpiece of the provider responsibilities section is the enumeration of the services to be 
delivered to the MCO’s enrollees. Carefully review this list to ensure that it includes all services that 
your agency provides; MCOs sometimes enter into agreements with specialty vendors for certain 
services and carve them out of agreements with other providers. Conversely, check to make sure 
that the contract does not require you to perform services beyond your scope.

The managed care 

organizations you contract 

with are business partners, 

referral sources, and revenue 

sources. Entering into 

contractual relationships 

with them also entails 

obligations that can affect 

how your agency operates 

and is paid.
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Although all MCO participating provider agreements prohibit the provider from 
seeking payment from enrollees for covered services (except for applicable cost-
sharing amounts, e.g., copayments), the agreement should specify that the pro-
vider may bill patients for non-covered services.

Many MCO contracts incorporate by reference policies and procedures to which 
the provider must adhere; these are enumerated in separate documents.

If the contract obligates your agency to comply with the MCO’s utilization manage-
ment and utilization review program or any other policies and procedures not set 
forth in the main contract, be sure to obtain current copies of any such program 
documents before signing the agreement.

MCO Rights and Responsibilities
The main focus of the MCO rights and responsibilities section is, of course, the pay-
ment terms. Make sure that if the payment schedule is set forth in an attachment, 
it is expressly incorporated by reference in the main agreement. If the contract 
provides for a risk-based payment method, rather than simply discounted fee for 
service, make sure that you have thoroughly evaluated the financial implications 
of the proposed method.

Carefully review the requirements for claim submission (e.g., paper vs. electronic), 
the time frame for submission, and whether late submission automatically pre-
cludes reimbursement. Most states have statutes that govern the timeliness of the 
MCO’s payment of claims to providers, but they often only apply to insured plans. 
Include a requirement that the MCO pay all claims within a certain time frame, with 
a specified rate of interest to be applied to late payments.

Standard MCO agreements typically allow the MCO to offset a past overpayment 
against future claim payments. You should try to avoid agreeing to such provisions 
and instead agree to a recoupment procedure that is separate from future claims 
payments. This allows you greater control over the recovery and creates less ac-
counting confusion. The agreement should set a limit to how far back an MCO can 
go in seeking to recover overpayments.

Providers should seek assurances in their MCO agreements that the network the 
provider is joining will not be “rented” or “leased” to additional payers without the 
provider’s knowledge and opportunity to object. This ensures some level of predict-
ability in terms of the number of patients the provider is expected to serve at the 
discounted rates under the contract.

Medicaid MCOs
With dramatic increases in Medicaid expenditures, many states have implemented 
a variety of managed care models for their Medicaid programs. States with Medic-
aid managed care programs must adhere to various federal guidelines in designing 
and implementing those programs. Some states prescribe a nonnegotiable Med-
icaid addendum form to be included in an MCO−provider contract, whereas other 
states use a checklist of terms that need to be included in any contract between 
a Medicaid MCO and a provider. Thus, a Medicaid MCO has limited flexibility to 
negotiate or alter certain terms of its agreements with its participating providers, 
who serve Medicaid beneficiaries.

Antitrust Issues
Providers often feel as though they are at a strategic disadvantage when negotiat-
ing contracts with MCOs. Particularly in a market that has a high concentration of 

similar providers, a provider might feel a lack of sufficient leverage to gain favor-
able terms, including reimbursement rates, from the MCO. Because of this, provid-
ers sometimes seek to collaborate with one another in the negotiation process to 
increase their bargaining strength. Note, however, that when entities with no prior 
clinical or financial affiliation team up to negotiate with MCOs, particularly over 
payment rates, they run a high risk of committing antitrust violations. To pass anti-
trust muster, a group of providers is generally required to show that they are eco-
nomically integrated, either through financial risk-sharing arrangements or through 
clinical integration, to justify contracting with MCOs on a collective basis.

Managed care contracting should be viewed as part of your agency’s business plan. 
The MCOs you contract with are business partners, referral sources, and revenue 
sources. Entering into contractual relationships with them also entails obligations 
that can affect how your agency operates. Always be mindful of the risks attendant 
to any substantial contractual arrangement, and be sure to vet potential contracts 
with an attorney.

Julianna Gonen is counsel at the firm of Feldesman Tucker Leifer Fidell LLP in Washington, DC. Her 
experience includes class action litigation at the federal and state levels involving health plan reim-
bursement practices; litigation over the usual, customary, and reasonable payment rates of health 
plans; review of numerous health-plan-participating provider agreements; and drafting of compliance 
programs for a Medicaid HMO. Prior to entering the practice of law, Gonen spent 10 years working 
in various health policy organizations in Washington, DC, including the American Managed Care and 
Review Association, the American Association of Health Plans, the Jacobs Institute of Women’s Health, 
and the Washington Business Group on Health. 
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Healthcare Reform Toughens Up 
On Compliance
Mary Thornton, BSRN, MBA, President, Mary Thornton & Associates, Inc.

S peaking at the National Council for Community Behavioral Health-
care’s 40th annual conference in Orlando, FL in March 2010, How-

ard Dean, former presidential candidate, head of the Democratic Na-
tional Committee and a physician, complimented federal healthcare 
reform legislation for its fraud-, abuse-, and waste-fighting provisions. 
These provisions are, in fact, quite formidable and far reaching, re-
flecting the administration’s desire that additional government invest-
ment in healthcare services over the next several years be protected 
from people who are unwilling or unable to follow the rules. 

The additional provisions are funded by more than $300 million in 
investments by the administration in fraud- and abuse-fighting con-
sultants, regulators, investigators, and software that will be made 
available over the next 10 years, with front-end boosts in 2010 and 
2011. The tools available to these overseers have been greatly en-
hanced by the Patient Protection and Affordable Care Act and include 
redundancies to catch people who are not sophisticated and careful. 
Providers who intend to continue billing Medicaid and Medicare must 
understand the level of regulatory compliance expected and be willing 
and able to adequately fund their compliance efforts. The additional 
actions mandated by the PPACA break down into the following cat-
egories: 

>>	 Changes to existing laws that target fraud, abuse, and waste and potentially 
increase provider liability, coupled with expanded power to enforcement 
and oversight agencies to impose penalties and remove unwanted providers 
from the government’s healthcare network.

>>	 Greater provider responsibilities, including mandatory compliance programs 
and repayment provisions for overpayments or improper payments that link 
directly to the federal False Claims Act and require swift action once the 
overpayment or improper payment has been identified. 

>>	 Greater transparency on the part of physicians, pharmaceutical companies, 
medical equipment suppliers, and others. These provisions, based on legis-
lation that was introduced but not passed several years ago, are intended to 
disclose, expose, and discourage certain types of professional relationships 
and potential conflicts of interest that could increase healthcare costs with-
out balancing benefits.

>>	 Front-end enrollment and screening activities (paid for with additional pro-
vider enrollment fees) that are intended to prevent people who are excluded 
and those who might engage in fraud, abuse, and waste from being enrolled 
in the federal healthcare programs. 

Federal healthcare reform is a large, complex piece of legislation that tries 

to balance increased healthcare spending by the federal government with 

a much-expanded effort to reduce fraud, abuse, and waste to protect the 

taxpayers’ investment. Providers who intend to continue billing Medicaid 

and Medicare must understand the level of regulatory compliance expected 

and adequately fund and staff their compliance efforts. Do not wait for 

final regulation — begin the design and implementation of a robust 

compliance program now.
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Many of the provisions of the PPACA became effective on enactment; others wait for 
rules and regulations to be issued. Richard Kusserow, a former inspector general 
for the Department of Health and Human Services, estimated that it might take 
as many as 50,000 pages of regulation to fully implement the law. In any case, 
providers — unless they are quite large, with considerable resources — are unlikely 
to manage compliance efforts on their own. Attorneys and consultants who can 
help to uncover and weigh risk, direct and advise on disclosures and paybacks, 
and assist in redeveloping operational compliance are going to be necessary in 
this new environment. 

A summary of the compliance-related provisions of the PPACA that may be of par-
ticular interest to behavioral health providers follows.

Mandatory Compliance Programs 

The Office of Inspector General has for many years encouraged providers to develop 
and implement effective, active, and visible compliance programs. Its website con-
tains many guidance documents, discussions, and roundtable reports that suggest 
that the prudent provider take compliance seriously and formally. In the PPACA, the 
encouragement is not a suggestion but a requirement. In addition, providers will be 
expected to certify that a plan exists and that it meets regulatory expectations. At 
this time, experts believe the process will be quite similar to the certification now 
required of many Medicaid providers in New York State, but with the caveat that 
the regulation will require the certifier to be a part of the leadership team, not the 

compliance officer. In addition, the PPACA requires that Recovery Audit Contractors, 
now expanded into Medicaid, not only verify that Medicaid providers have antifraud 
plans but also evaluate the plans’ effectiveness. 

Providers should anticipate these requirements. Do not wait for final regulation. 
Go to the OIG’s website, look at the current guidance documents, and begin the 
design and implementation of a robust compliance program. Most important is the 
location of the compliance officer in the organizational structure. He or she should 
report directly to the chief executive officer or board of directors and, if the former, 
should have regular, direct access to the board. 

Disclosure and Repayment

The PPACA now makes disclosure and repayment the law. Providers are required to 
disclose and repay any overpayment they have received within 60 days of the date 
the overpayment was identified. The overpayment not only must be returned to the 
appropriate party but also must be accompanied by a written explanation of the 
reasons for it (rules about specific content have yet to be written). 

Any overpayments held beyond 60 days become fodder for a false claims action. 
Civil monetary penalties, as well as exclusion, may also be imposed. At the Health 
Care Compliance Association meeting in April 2010, many experts cautioned pro-
viders to make sure that they had a highly structured methodology — including 
findings from any internal medical records reviews or audits — for identifying over-
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payments so that paybacks will be swift and continuously tracked. 

Left unclear by the PPACA is how a provider organization should behave if it is 
already under a federal review or audit and finds unrelated overpayments. In 
most cases, providers are cautioned not to make paybacks during these peri-
ods. Because of the potential liability, however, providers should consult with 
the investigating agency on how to proceed. 

Recovery Audit Contractors and Medicaid

Recovery Audit Contractors have been the subject of much discussion among 
Medicare providers. These are essentially “bounty hunters”2 who are paid a con-
tingency fee based on overpayments or improper payments identified. They are 
private contractors, usually with exceptional data-mining abilities, who focus on 
potential areas of abuse and then identify providers that might fit their profile. 
Some of their early activity was roundly criticized, and additional controls were 
put in place to rein in what some saw as RACs’ abuse of their responsibilities. 
These controls have been successful. As evidence of this success, many hospi-
tals have set up RAC committees to understand the latest focus areas of the 
RACs, reduce potential risk prior to any audit, and anticipate findings and self-
disclose or report potential problems. 

RACs will now be incorporated into the Medicaid program. Many questions are 
still unanswered about how they will operate, who will control their activities, 
and how they will avoid duplicating the efforts of what sometimes seem to 
be a legion of other auditors looking at Medicaid providers as well. The PPACA 
requires that each state identify at least one RAC auditor by the end of 2010. 

Changes to the Federal False Claims Act, Antikick-
back Statute, and Stark Laws

The federal civil False Claims Act, generally known for its lower level of intent (in 
general, the government does not need to prove intent to defraud if it can prove 
recklessness and/or deliberate ignorance on the part of the provider submitting 
claims) and its whistleblower (called “relators” in the law, these individuals can 
file False Claims Suits against providers and will collect a portion of the recovery 
if the suit is successful) provisions, was expanded dramatically under the Fraud 
Enforcement and Recovery Act. Of particular note was the expansion of the “re-
verse false claims” definition, which imposed a potential false claims liability 
on any provider who “knowingly conceals” or knowingly avoids or decreases an 
“obligation to pay or transmit money or property to the government.” The Act 
expands on this wording by defining obligation and by imposing a time frame 
after the obligation is identified for disclosure and repayment by the provider. 
Enough ambiguity remains that it will take years and many court actions before 
it is clear what identified means in terms of providers’ awareness of an overpay-
ment. But the general expectation is that providers can expect great federal 
enthusiasm for uncovering those test cases in the coming years. For now, provid-
ers should assume that they have a 60-day window in which to repay identified 
overpayments or credit balances. 

The False Claims Act was also expanded under the Act through changes to both 
the definition of original source and prior public disclosure exemptions for whis-
tleblower suits. These changes are complicated but allow for an expanded pool 
of whistleblowers, especially those who can add materially to the facts. 

The Antikickback Statute, which forbids payment for making or receiving refer-
rals of federally insured beneficiaries, is a criminal statute and can subject the 
provider to fines, jail, and exclusion. Prior to the Act, prosecutors had to prove 
criminal intent⎯that is, prove that the person knew the AKS prohibits certain 
conduct and engaged in prohibited content, thereby knowingly disobeying the 
law. The Act’s revised definition of intent eliminates the need to prove that the 
person acted knowingly or with specific intent to violate the law. Years of care-
fully constructed case law are no longer applicable. 

In addition to changing the level of intent, the Act also links the AKS to the 
False Claims Act. In the past, providers could argue that claims resulting from 
violations of the AKS were not subject to a false claims action. The Act now 
specifically states that violations of the AKS are “false or fraudulent for purposes 
of the False Claims Act.” 

The Stark Law, which prohibits physicians from making referrals to designated 
health services in which they have a financial interest, was also changed in three 
important ways. First, the Department of Health and Human Services must come 
up with a self-referral disclosure protocol. The ability of providers to self disclose 
and who they should disclose to have been confusing and confounding. Until the 
rules are written, providers will not know the extent of the disclosure needed, 
time frames, possible mitigation, and other provisions, but these rules will likely 
follow those included in the current Office of Inspector General self-disclosure 
(as opposed to self-referral disclosure) protocol that is currently available to 
providers. 

In addition to the requirement for an SRDP, the PPACA also lowers the penalties 
for Stark violations, which is expected to encourage providers to more readily 
consider self-disclosure. 

Finally, one of the major exceptions to physician self-referral was changed. The 
exception, called In-Office Ancillary Services, allows physicians to provide lab 
testing and other services in their offices (for which they benefit financially) 
without violating the self-referral law. The PPACA now requires that before provid-
ing such services, the physician must tell his or her patients that they can get 
the services from other providers, including those who are not a part of the phy-
sician’s group practice or under the supervision of the provider, and they must 
give the patient a list of alternative providers for the service being offered. 

Changes to Healthcare Fraud Offenses and Expan-
sion of Civil and Other Monetary Penalties

The changes in this category include a lowered level of intent, similar to the AKS 
intent changes discussed above, for healthcare fraud offenses developed under 
the Health Information Portability and Accountability Act in 1996. These offenses 
include a mixture of various schemes and activities, and case law continues to 
develop. The changes under the PPACA make it easier to prosecute healthcare 
fraud offenses, and some experts believe that the use of this prosecutorial tool 
will increase substantially. Violations are subject to various sanctions, including 
incarceration. In addition, now included among the offenses that can be catego-
rized as healthcare fraud are violations of the AKS and other laws, such as the 
Employee Retirement Income Security Act of 1974.

Civil monetary penalties have been substantially enhanced in an effort to gain 
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the cooperation of providers in enforcement actions and to deter certain activities. 
The penalty for failing to provide timely access by the OIG to your facilities and 
records for purposes of oversight can result in a fine of $15,000 per day. Knowingly 
making a false statement or omitting information from your application for enroll-
ment can result in a fine of up to $50,000 for each false statement. The potential 
stakes for providers that allow people who are excluded from participating in the 
federal healthcare programs to order services or prescribe medications can be 
fines of up to $50,000 per order or script. Clearly, providers are on notice that 
internal controls to prevent these types of activities must be reexamined, strength-
ened, and regularly tested. 

Increased Transparency

The PPACA requires a number of new disclosures from manufac-
turers and distributors of drugs, biological agents, medical 
equipment, and medical supplies. Additional disclosures 
are also required of physicians and nursing facili-
ties. Some of these disclosures are intended to 
make public certain relationships physicians 
and teaching facilities have with designated 
manufacturers and distributors. Others are in-
tended to help the Centers for Medicare and 
Medicaid Services understand how these re-
lationships are structured, the networks they 
provide, and how they might affect the cost 
of healthcare. 

Behavioral healthcare providers should be aware 
of any relationships between their physicians and 
drug manufacturers, in particular. In addition, once the 
Secretary of DHHS begins the public disclosure process, pro-
viders should make sure the information is accurate. The blame 
for failure to report generally falls on the manufacturers and distributors, and 
penalties are quite high. 

In addition, the PPACA requires disclosure of all drug samples requested and 
distributed; some information from health benefit plans and prescription drug 
plans about generic dispensing rates and certain other costs; and additional, 
detailed information about nursing facility ownership and management. Also, 
as discussed above with respect to AKS changes, physicians who provide cer-
tain ancillary services in their offices are now required to make disclosures 
about choice to their patients, not to the federal government. 

Providers in states that have their own disclosure laws should consult with 
their attorney before making disclosures. They should seek legal advice as 
to preemption, especially where the state law has more rigorous disclosure 
requirements. 

Changes to Provider Screening 

CMS is attempting to prevent people and organizations that should not be 
providers of government-funded healthcare from getting enrolled in the first 
place. The PPACA requires that DHHS develop additional screening proce-
dures to weed out potentially weak or dishonest providers and suppliers. 

These provisions are expected to include, for example, checks on licensure and 
criminal background. Many of these screening activities were formerly the respon-
sibility of the provider organizations themselves. DHHS is also trying to use enroll-
ment and reenrollment at regular intervals to root out providers they did not catch 
at first or those who have since become of interest to enforcement or oversight 
agencies. The PPACA allows CMS to stop enrolling providers for a period of time if 
this might be effective in stopping certain types of fraud. For example, when the 
government understood the magnitude of the compliance problems associated 
with partial hospital programs, it could have shut down enrollment of Community 
Mental Health Centers and others to prevent future fraud or abuse. 

The PPACA gives the OIG permissive exclusion rights for providers who materi-
ally misrepresent information on an enrollment application. 

The PPACA is a large, complex piece of legislation that tries to 
balance increased healthcare spending by the federal gov-

ernment with a much-expanded effort to reduce fraud, 
abuse, and waste to protect the taxpayers’ invest-

ment. The increased enforcement and oversight 
efforts were already underway through regulation 
and other activities on the part of the adminis-
tration. The PPACA, however, gave the administra-
tion a bigger field on which to play — and it did. 

The activities add greatly to the complexity of the 
federal healthcare programs. And it is time for 
providers to examine the sophistication of their 
current compliance efforts and the resources 

dedicated to their compliance program. With the 
pressure on the Department of Justice and the OIG, as 

well as others, to reduce fraud, abuse, and waste on an ongo-
ing basis, more marginal cases and even smaller providers will 

likely be targets as well. 

The accountability expected of Medicaid providers has now reached or in some 
cases even exceeded that expected of Medicare providers 10 to 20 years ago. 
Providers who began their compliance programs years ago, kept them funded, 
and used them as watchdogs not only of risk but also of potential opportunity 
are in a very good position to withstand the current changes in the enforce-
ment and oversight environment. Those who only gave compliance lip service, 
who designated someone with relatively little power in the organization to 
implement and maintain the program, and who have regularly ignored internal 
warnings about compliance risk will have to hope that they are given the time 
to make up for this lack of urgency and begin robust and continuous improve-
ments in their compliance program’s visibility and activity. 

Mary Thornton is a business operations specialist with 20 years experience as a senior manager 
in for profit and non-profit organizations. She combines a bachelor’s in Nursing with an MBA 
to assist clients in designing efficient, high quality services and programs. She is the author of 
Ahead of the Game: Compliance Strategies for the Behavioral Health Care Industry and editor of 
the Compliance Watch e-newsletter published by the National Council for Community Behavioral 
Healthcare. She has expertise and extensive experience in providing consultation on operational 
efficiency and effectiveness, corporate compliance, program development, marketing, strategic 
planning, and quality improvement.
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O ver the past 24 months, we have seen major 
changes in the economy, in policy, and in legisla-

tion completely reshape the financing of the health 
and human services — and the behavioral health 
and social service niche within it. The tumultuous 
events of the past two years brings to mind the  
African proverb, “When elephants fight, it is the grass 
that suffers.” I think healthcare consumers did well 
with parity and healthcare reform. But provider or-
ganizations are the proverbial grass on the political  
playing field of elephants. 

Sorting through the multi-faceted changes facing 
healthcare over the next three years, it is a chal-
lenge to come up with the specific factors that must 
guide organizational development. My colleagues 
and I have completed extensive analysis and  
modeling of the healthcare reform legislation and 
have identified four key strategic implications for 
behavioral health provider organizations over the 
next 36 months: 

>>	Most behavioral health dollars will flow through 
health plans. 

>>	Changes in finance and technology will increase 
preparation of behavioral health services pro-
vided via “primary care.”

>>	Health plan-based financing will draw clear lines 
between ‘health’ services and ‘social’ services.

>>	Comparative effectiveness initiatives will increase 
the private pay market in behavioral health. 

Funding Through Health Plans 
With a combination of parity and a greatly reduced 
uninsured population, most behavioral health 
treatment will be funded by health plans (private, 
Medicaid, Medicare, etc.). Federal grants and state 
program dollars that make up traditional ‘safety 
net’ funding for behavioral health will diminish — 
both because of lack of decreased consumer need 
and increased demand for funding for new ‘entitle-
ments.’ The management implications of this shift 
are many — a few key considerations are: 

>>	Successful provider organizations need an ex-
pert process to work with third-party payors.

>>	Financing of delayed cash flow will be a growing 
issue.

>>	One key focus of marketing efforts will be op-
timization of Fee for Service reimbursement in 
health plans. 

Behavioral Health Services  
Via “Primary Care” 
Parity provides equal coverage of behavioral health 
services, and the healthcare reform legislation en-
courages integration of primary care with all spe-
cialty care. The synchronistic combination of these 
factors — along with new service delivery technolo-
gies and new clinical interventions based on brain 
science — will encourage an increase in the prepa-
ration of behavioral health services delivered in 
primary care settings. These services will not be the 
services for 20% of consumers who have disabilities 
and complex conditions. Rather, they will be “stan-
dard” behavioral health services for the other 80% 
of the population. 

Primary care settings shouldn’t be confused with 
primary care physicians. While PCPs will certainly be 
providing more behavioral health services in their 
office settings, the largest expansion of behavioral 
health services will be in retail clinics delivered on-
line in consumers’ homes, and inserted in health 
clinics via e-health technologies. 

What will remain for behavioral health services out-
side of primary care settings? The answer is clinical 
services for consumers with chronic and complex 
behavioral health conditions. And, it is likely that 
the services for these consumers will be channeled 
to highly specialized organizations with the ability 
to provide a wide array of services to this specific 
population using some type of risk-based financ-
ing. For executives of behavioral health provider  
organizations, this is a call for new strategy —  
deciding whether integrated service models or  

disease management models are the direction for 
their organization. 

Clear Lines Between ‘Health’ and 
‘Social’ Services 
One clear effect of increased financing of health 
benefits through health plans (and the very likely 
increase in the use of managed care financing mod-
els) is that there will be a clear definition of what 
constitutes ‘healthcare’ services. We’ll see more 
medical necessity criteria used for standard behav-
ioral healthcare for the majority of consumers. 

Services that are considered “social supports” 
(services not meeting medical necessity criteria) 
will be available only for consumers with chronic 
and complex behavioral health conditions — and 
likely only under risk-based financing. For most 
behavioral health provider organizations, this likely 
situation demands a scenario-based analysis of 
your current consumer base and service array. How 
many of them will meet the chronic/complex case 

Monica E. Oss, Chief Executive Officer, OPEN MINDS

Be Prepared or Be Trampled: The Next 36 Months
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definition? What preparation of services delivered by 
your organization will clearly meet the ‘medical neces-
sity’ test? Of the services, how would their utilization 
change in a capitated finance environment? What will 
risk-based financing models (case rate, episodic pay-
ments, etc.) for these services look like? 

Comparative Effectiveness  
Initiatives 
With healthcare reform, the use of comparative  
effectiveness analysis will increase the promotion 
of behavioral health funding from private pay. Com-
parative effectiveness analysis, which is essentially a  
disease-state-specific meta-analysis of evidence-
based practices — “recommends” clinical protocols 
based on outcome and cost. There are two groups of 
services that will likely be in the private pay domain. 
The first group includes more expensive treatment ap-
proaches that do not have good cost-offset data and 
are likely to not be “recommended” competitive effec-
tiveness analysis. The second group is new treatment 
technologies that are not included in the competi-

tive effectiveness evaluation process. As a result, the 
private pay market will change dramatically — it will 
likely include many ‘traditional’ therapies preferred 
by consumers and emerging technologies. To address 
this increase in private pay, many provider organiza-
tions will need enhanced intake billing and market 
functions. 

The magnitude of the market impact of these four 
factors is unknown right now. While we have the leg-
islation, the regulations are being crafted at this very 
moment. And, in the case of healthcare reform (and 
parity), the devil is, literally, in the details. Measuring 
how beneficial this legislation is for the consumers 
we serve — and the implications for behavioral health 
professions and provider organizations — will be a 
function of these regulations. 

Right now, policymakers are sorting through the 
meaning of parity — the issue of combined consumer 
out-of-pocket limits, of quantitative benefit equality, 
and of equity in non-quantitative benefit manage-

ment. The battle with health insurers over transpar-
ency and minimum requirements for medical loss 
ratios are pending. It is critical to both advocate for 
consumer-centric regulations and, when the regula-
tory dust settles, understand the implications and op-
portunities — to get your organization’s management 
team on board for the changes in the road ahead. 

Just one word of advice for your management team 
during this time of gigantic change — “When eating 
an elephant, take one bite at a time.”

Monica Oss is the founder of OPEN MINDS. For the past two 
decades, she has led the OPEN MINDS team and its research 
on health and human service market trends and its national 
consulting practice. Oss is well known for her numerous books 
and articles focused on the strategic and marketing implications 
of the evolving health and human service field. She has unique 
expertise in payer financing models, provider rate setting, and 
service pricing. She has led numerous engagements with state 
Medicaid plans, county governments, private insurers, managed 
care programs, service provider organizations, technology 
vendors, neurotechnology and pharmaceutical organizations, and 
investment banking firms — with a focus on the implications of 
financing changes on delivery system design.
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The Health Information Technology for 
Economic and Clinical Health Act of 2009 
(HITECH) contained in the American Recovery 
and Investment Act of 2009 ushered in extensive  
changes to the Privacy and Security Rules under 
the Health Insurance Portability and Account-
ability Act of 1996 (HIPAA). These changes, 
which went into effect on February 18, 2010, 
affect both Covered Entities (CEs) and Business 
Associates (BAs). Business Associates must make 
substantial changes in their responsibilities with 

regard to the privacy and security of Protected 
Health Information (PHI), and these responsi-
bilities must be codified in written policies and 
procedures. In addition, more vendors, contrac-
tors, and agents are now included under the 
definition of the BA. For CEs, which include the 
vast majority of community behavioral health 
providers, the changes require the identification 
of new BAs and the reissuance or modification of 
existing BA Agreements. In addition, CEs need 
to develop and codify in the BA Agreement clear 
operational processes for working with BAs in 
the event of a breach of PHI.  HITECH should 
be examined in full, but the highlights of these 
changes and provider responsibilities are outlined 
below. 
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TIME TO RENEW

Federal healthcare reform as articulated in the 
2,400-page Senate bill and 150-page House/
Senate reconciliation bill is now the law of the 
land. For those of us committed to addressing 
the needs of persons with mental health and 
substance use disorders, this event constitutes the 
end of the beginning, but the heavy lifting is yet 
to come. We continue to live in a country where:

•	 45,000	Americans	die	each	year	because	
they lack health insurance;

•	 More	people	die	from	preventable	health	
conditions (diabetes, epilepsy, stroke, influ-
enza, ulcers, pneumonia, and appendicitis) 
than in any of the other 18 industrialized 
nations examined in a recent study;

•	 Overuse,	misuse,	and	underuse	of	clinical	
services are responsible for 30% of health 
care costs – approximately $700 billion per 
year; and 

Dale Jarvis, CPA
Managing Consultant, Financial & Information 
Systems, MCPP Healthcare Consulting

The Status of U.S. Healthcare Reform
•	 Americans	with	a	serious	mental	illness	

are dying on average at age 53 – the same 
lifespan as residents of Sub-Saharan Africa.

Healthcare reform provides us with a new toolkit 
that, if used correctly, can reverse these trends. 
There is clear consensus that health reform efforts 
at the federal and state levels can succeed, but 
only if quality is improved and costs are con-
tained. To accomplish these objectives, healthcare 
reform must carry out simultaneous reengineer-
ing of the payment and delivery systems.

Within this context, I believe that passage of 
comprehensive federal healthcare reform legisla-
tion will usher in an era of unprecedented change 
in the health and behavioral care systems. We 
will almost certainly see most uninsured persons 
with moderate to severe mental health and/
or substance use disorders obtaining coverage 
through	Medicaid	or	the	soon-to-be	created	
Health Insurance Exchanges. Payment reform 
and service delivery redesign will trigger dramatic 
changes in how health and behavioral health 
services are funded and managed in order to 

Subscribe at  
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T ransforming the American healthcare system is going to require many, many changes to how care is delivered and paid 
for. The broad consensus is that this change simply has to happen and that health reform efforts at the federal and 

state levels will not succeed unless quality is improved and costs are contained. The Patient Protection and Affordable 
Care Act creates tremendous opportunity for numerous payment and service delivery pilot projects with the potential to 
transform American healthcare.

This work will be led by a new federal entity, the Center for Medicare and Medicaid Innovation, whose purpose is to orga-
nize, test, and evaluate innovative payment and service delivery models. The alphabet soup continues with two new acro-
nyms that safety net mental health and substance use providers should add to their vocabulary as they prepare for the 
new world of healthcare reform — VBP and ACO. This article explores these two additions to the healthcare landscape.

VBP — Value-Based Purchasing
Value-based purchasing is perhaps the clearest and most revolutionary component of healthcare reform. As the name 
implies, VBP represents a dramatic shift from paying for the volume of care to paying for the value of care. The many 
concepts under this umbrella term make up the mechanisms the field needs to accomplish the shift toward essentially 
paying for outcomes. The following examples illustrate how VBP strategies might be considered the antithesis of fee for 
service in three key areas: prevention and early intervention, care management, and hospital care.

Prevention and early intervention services funded through VBP will be supported by financial incentives, including case 
rates to fund additional staff positions, practice incentives, and grants for targeted programs, such as obesity prevention. 
Capitation payments can also include a prevention and early intervention cost layer to support these initiatives.

Care management services will be supported by case rates to pay for additional staff and longer visits and by bonuses for 
practices that successfully implement care management systems and can demonstrate improved clinical outcomes and 
lower total healthcare expenditures. Again, capitation payments can also include a care management cost layer.

Hospital care is moving toward bundled payments that put into an at-risk situation, hospitals and all professionals who 
participate during and after an episode of inpatient care. High-performing facilities and healthcare teams will earn 
bonuses for efficient care, reduced error rates, and prevention of readmission. Others teams could have the opposite 

Dale Jarvis, CPA, Managing Consultant, MCPP Healthcare Consulting
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experience when avoidable complications push the cost of an episode above the 
bundled payment amount.

These new models consciously break the link between how much service a provider 
or facility provides and what that provider or facility is paid. A number of these 
payment designs will include pay-for-performance incentives, which may constitute 
as much as 30% of the total payment. It is very likely that VBP will see wider use in 
mental health and substance use treatment as well as general healthcare.

ACOs — Accountable Care Organizations
The term accountable care organization first emerged in 2006 in a Health Affairs ar-
ticle written by Elliot Fisher of Dartmouth Medical School. Fisher is a thought leader 
who has been investigating how the many physicians in the United States who work 
in hospitals and small practices can be better supported to improve quality, manage 
costs, and participate in the new risk-bearing payment models.

ACOs will likely evolve in many shapes and flavors as states pass laws that mandate 
their use (including, so far, Minnesota, Colorado, Massachusetts, and Washington). 
In his handbook How to Create Accountable Care Organizations (www.chqpr.org/
downloads/HowtoCreateAccountableCareOrganizationsExecutiveSummary.pdf) Har-
old Miller proposed four levels of ACOs:

>>	Level 1 ACOs will consist of a group of person-centered medical homes that 
receive capitation or case rate payments for managing the cost and quality of 
care within their control.

>>	Level 2 ACOs add major specialists, such as cardiologists, orthopedic physi-
cians, and obstetrician−gynecologists, which expands the scope of the risk and 
reward present in a Level 1 ACO. 

>>	Level 3 ACOs add hospitals and other specialists. 

>>	Level 4 ACOs add public health and social service agencies to coordinate all 
health and social services. 

Each type of ACO will require a separate set of staff who will be responsible for help-
ing the clinicians manage the clinical, management, and financial aspects of what is, 
in effect, a mini-managed care company where the quality efforts are embedded in 
the organization rather than handled through an outside inspector model, as found 
with traditional managed care companies.

ACO organizing efforts are beginning throughout the United States as hospitals, large 
group practices, and health plans attempt to be on the leading edge of ACO de-
velopment. Leaders in the safety net mental health and substance use treatment 
system need to stand up and take notice. ACO organizing efforts are almost certainly 
beginning or already underway in your community, so now is the time to begin the 

important task of building relationships with the organizers. This work can lead to 
involvement as a preferred provider in the ACO or, preferably, as a member of the 
ACO to organize the delivery of mental health and substance use services for patients 
of the ACO.

VBP and ACOs represent two categories of important service delivery design and 
payment reform pilots envisioned by Atul Gawande (2009) and carried out by the 
Center for Medicare and Medicaid Innovation, states, and private health plans. No 
one knows which pilots will succeed and which will be relegated to the “seemed like 
a good idea at the time” pile. But we do know that if safety net mental health and 
substance use providers are not deeply involved in pilot efforts, they will not be able 
to ensure that healthcare reform truly meets the needs of Americans with mental 
health and substance use disorders.

Dale Jarvis is a management consultant for MCPP Healthcare Consulting. Mr. Jarvis specializes in 
payment and reimbursement system redesign, financial modeling, and business systems design for 
healthcare purchasers and providers. For more than 20 years, as a financial manager and consultant, 
he has helped healthcare systems identify their strengths and weaknesses, become more efficient, and 
provide high-quality care to their clients while maintaining financial viability. 

If safety net mental health and substance use providers are not deeply involved in pilot efforts, 
they will not be able to ensure that healthcare reform truly meets the needs of Americans with 
mental health and substance use disorders. Two new acronyms that providers should add to 
their vocabulary as they prepare for the new world of healthcare reform — VBP and ACO.
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O n November 12 and 13, 2009, representatives of national mental health  
organizations and experts in mental health services, financing, and policy gath-

ered in Washington, DC, at a meeting supported by Ortho-McNeil Janssen Pharma-
ceuticals, to develop an agenda for reforms in the provision of services for adults 
with serious mental illness. The timing, composition, and focus of the meeting 
reflected a broad understanding in the mental health advocacy community that 
with mounting scientific advances, recent passage of parity and healthcare reform 
legislation, and an energetic discussion of national health priorities underway, a 
rare opportunity had emerged to reshape the nation’s approach to mental health 
service delivery. 

Participants in the meeting, including Linda Rosenberg, president and chief execu-
tive officer, and Chuck Ingoglia, vice president, public policy, at the National Council  
for Community Behavioral Healthcare, shared a belief that thoughtful changes in  
policy, funding, and program design could result in greatly improved outcomes for 
people with mental illnesses as well as reduced burden, cost savings, and increased 
efficiency in healthcare and many other areas of American life. In addition, attend-
ees recognized that the opportunity could be lost without development of a targeted  
action agenda incorporating the community’s disparate voices. Recognizing that  
such opportunities to shape the future of the healthcare system in which we  
work and of the people it serves come less than once in a generation, the represen-
tatives set aside their smaller differences and achieved consensus on the following 
shared goals.

Recommendation 1: Design and implement a robust set of 

performance measures, including consumer outcomes, with 

risk-adjusted financial incentives.

Challenge/Opportunity:  We do not yet have a complete body of empirical 
data that would enable practitioners and payers to understand which mental health 
interventions work best for specific people. 

Action: Stakeholders must reach agreement on development of a standard set of 
service definitions that are consistent across states and incorporated into licensing 
and professional practice standards. 

Joseph Parks, MD, Chief Clinical Officer, Missouri Department of Mental 
Health; Arthur Evans, PhD, Director, Philadelphia Department of Behavioral 
Health and Mental Retardation Services

Fostering System Reform  
for Adults With Serious  
Mental Illness
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the quality of healthcare 

in America unless it addresses 
the unique needs of persons 
with serious mental illnesses. 
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Recommendation 2: Commit to ensuring that people with 

chronic mental illness have the same life span as the general 

population by designating them as a disparities group.

Challenge/Opportunity: Research has consistently found that mental  
illness results in greater societal costs than all other disabilities. People with 
mental illnesses face unnecessary and unjust differences in health, risk behaviors, 
healthcare, and mortality. 

Action: Congress should designate people with chronic mental illness a “health 
disparities population.” This designation would facilitate tracking and measuring 
of the health disparities experienced by people with chronic mental illnesses and 
provide the opportunity to focus resources on addressing these disparities.

Recommendation 3: Encourage the federal government 

to require and provide incentives for a shared information 

health record, including behavioral health that:

>>	 Is user and provider friendly.

>>	 Is interoperable.

>>	 Supports registries.

>>	 Prompts shared decision making.

Challenge/Opportunity: Healthcare providers, including those in primary 
care and behavioral healthcare, frequently have trouble accessing treatment in-
formation they need to coordinate care and meet their patients’ overall healthcare 
needs. Current policy excludes community behavioral healthcare organizations and 
nonpsychiatrist behavioral health clinicians from eligibility for health information 
technology assistance under the Health Information Technology for Economic and 
Clinical Health Act.

Action: Federal HIT initiatives, including those implemented under the HITECH 
Act, must have substantial involvement from behavioral health stakeholders to 
ensure that systems are capable of supporting behavioral health content and  
operational needs. 

Recommendation 4: Insist that federally sponsored  

Person-Centered Medical Homes (Health Homes)  

encompass behavioral health, substance use, and mental 

health by including them as Federally Qualified Behavioral 

Health Centers and by prioritizing Community Mental Health 

Centers for getting new FQHC sites.

Challenge/Opportunity: Demand for behavioral health services has in-
creased rapidly in the past decade, but capacity in both the public mental health 
system and the general healthcare system to provide behavioral health expertise 
and treatment has failed to keep pace. As a result, adults with serious mental  
illnesses have not received adequate healthcare, and the behavioral health needs 
of other consumers has been unmet. 

Action: Person-Centered Health Homes created or supported under federal  

programs must include mental health and substance abuse treatment expertise 
and capabilities. Additionally, the federal government should support creation of 
Federally Qualified Behavioral Health Centers, which would complement the safety 
net care already provided by FQHCs.

The coordination and integration of primary care and behavioral healthcare made 
possible by these actions would result in less fragmentation and duplication of ser-
vices and improved outcomes for the clients served by Health Homes and FQBHCs. 

Recommendation 5: Align the federal government’s  

definition of medical necessity with research on the range of 

services needed by people with serious mental illness.

Challenge/Opportunity: Inconsistent definitions of medical necessity 
for services typically provided to people with serious mental illnesses result in  
variations in payment across plans or programs, inequitable patterns of care, and 
unpredictable outcomes for patients in different service settings.

Action: The Centers for Medicare and Medicaid Services, the principle payer for 
public mental health services, must provide guidance in the form of a definition of 
medical necessity that can be applied across jurisdictions and treatment settings 
that serve people with serious mental illnesses.

The definition for medical necessity set by CMS will provide a standard for other 
payers to follow in paying for a scope of services that meets the needs of people 
with mental illnesses, providers of services, and, indeed, payers themselves. 

These recommendations call for federal leadership in the development and sup-
port of policy that will improve services for adults with serious mental illnesses. 
With enactment of national health reform legislation, the nation is at a watershed 
moment in which much of its healthcare system will be realigned. Serious mental 
illness is the medical condition with the largest societal burden of illness. 

Healthcare reform cannot succeed in its goals of increasing access to care, con-
taining cost, and improving the quality of healthcare in America unless it addresses 
the specific healthcare policy issues outlined above. It is imperative, therefore, that 
federal leaders act on these recommendations promptly in the health reform im-
plementation process. We ask that National Council members advocate with their 
legislative representatives for prompt action to implement the recommendations.

Joseph Parks, MD, is the chief clinical officer for the Missouri Department of Mental Health in  
Jefferson City as well as a  clinical assistant professor of psychiatry at the Missouri Institute of 
Mental Health and University of Missouri in Columbia. He serves as president of the Medical  
Director’s Council of the National Association of State Mental Health Program Directors. He practices 
psychiatry on an outpatient basis at Family Health Center, a federally funded community health 
center established to expand services to uninsured and underinsured patients in the Columbia area. 
He was awarded the 2006 American Psychiatric Association Bronze Achievement Award for a program 
that controls pharmacy costs by improving prescribing practices.

Arthur C. Evans Jr., PhD, is the director of Philadelphia’s Department of Behavioral Health and Mental 
Retardation Services, a $1 billion healthcare agency. Since Evans’s appointment in November 2004, 
Philadelphia has begun a transformation of its entire system to focus on recovery for adults, resil-
iency for children, and self-determination for all people who use mental retardation services.  Evans 
serves as acting commissioner of the Department of Human Services and leads reform efforts for 
Philadelphia’s child welfare system. He is a clinical and community psychologist. He holds a faculty 
appointment at the University of Pennsylvania School of Medicine and has served on the faculty at 
the Yale University School of Medicine and Quinnipiac University.
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I n 2008, Donald Berwick (then chief executive of-
ficer of the Institute for Healthcare Improvement, 

now nominated as the administrator of the Centers 
for Medicare and Medicaid Services) described a 
vision of the “triple aim” of the healthcare system:

>>	 Improve the health of the population.

>>	Enhance the patient’s experience of care (in-
cluding quality, access, and reliability).

>>	Reduce or at least control the per capita cost of 
total healthcare.  

To accomplish these aims, the general healthcare 
system must change from a focus on episodic acute 
care to a focus on managing the health of defined 
populations, especially those living with chronic 
health conditions. The patient centered medical 
home has gained momentum as a way of effectively 
delivering care in the context of chronic disease.  
The American Academy of Family Physicians de-
fines the patient-centered medical home as “An  
approach to providing comprehensive primary 
care for people of all ages and medical conditions.  
In a patient-centered medical home, the patient is  
an active participant in his/her own health and is  
cared for by a family physician who leads the  
practice team coordinating all aspects of the  
patient’s health.”

Recent federal healthcare reform legislation has 
strengthened the case for healthcare homes with an 
integral mental health and substance use services 
component. Sec. 2703 of the Patient Protection 
and Affordable Care Act provides for a “Medicaid 
Medical Home Pilot” that gives states the option 
of enrolling Medicaid beneficiaries with chronic 
conditions, including serious and persistent mental 
illness, into a health home. The provisions include 
community mental health centers as eligible pro-
viders. $25 million will be available to implement 
these provisions.

The core of the PCMH is team-based care that pro-

vides care management and supports patients in 
their health goals. A Commonwealth Fund report 
identified care management as being among the 
few policy options that hold promise not only for 
containing costs but also for improving health out-
comes for high-risk populations. 

In 2006, the Medicare Medical Home Demonstra-
tion Project was authorized by Congress. Spurred by 
that initiative, large health plans and state Medicaid 
agencies have implemented demonstration projects 
to test new payment methods and study the quality 
and cost advantages of the PCMH model.

These projects speak to the shared desire to develop 
service delivery and payment models that address the 
shortcomings of the current healthcare system. The 
payment reform discussion centers around connecting 
a portion of the PCMH or accountable care organiza-
tion reimbursement to achievement of quality indica-
tors and to a proven impact on the total healthcare 
expenditures for a panel of patients.

To support PCMH pilots, the National Commit-
tee for Quality Assurance developed standards for 
medical practices that want to be recognized as 
PCMHs. The NCQA Physician Practice Connections 
and Patient-Centered Medical Home materials ar-
ticulate nine standards that practices must meet, 
including use of patient self-management support, 
care management, evidence-based guidelines for 
chronic conditions, and performance reporting and 
improvement. 

In 2009, national leaders in the PCMH and mental 
health and substance use treatment fields (assist-
ed by the Carter Center’s Medical Home Summit)  
began a dialogue regarding the importance of treat-
ing mental health and substance use conditions 
in the PCMH. Subsequently, the PCPCC behavioral 
health work group submitted recommendations to 
NCQA regarding future improvements in the certi-
fication standards to include reference to mental 
health and substance use services. The American 

Barbara J. Mauer, MSW CMC, Managing Consultant, MCPP Healthcare Consulting
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Academy of Family Physicians also recommended 
improvement in the standards, including “very impor-
tantly an emphasis on incorporating mental health 
and behavioral health into the standards, which we 
believe are conspicuously missing from the current 
standards.” [Note that NCQA has released a draft  re-
vised set of standards that include reference to men-
tal health and substance use services.] 

Oregon has recently released standards and mea-
sures for PCMHs (which the state has designated as  
Patient-Centered Primary Care Homes) that include 
mental health and substance use treatment ser-
vices. The state established 19 guiding principles for  
implementation of the PCMH, including the following: 
“Any clinic that is willing to assume responsibility for 
providing comprehensive, longitudinal care to a pop-
ulation of patients (eg. a community mental health 
center) should be eligible to be measured and receive 
payments as a primary care home. 

The core attributes of the PCMH  
are articulated in person-centered 
language:

ACCESS TO CARE 
Be there when I need you.

ACCOUNTABILITY 
Take responsibility for making sure I receive the 
best possible healthcare.

COMPREHENSIVE  
WHOLE-PERSON CARE

Provide or help me get the healthcare and services 
I need.

CONTINUITY
Be my partner over time in caring for my health.

COORDINATION AND INTEGRATION
Help me navigate the healthcare system to get the 
care I need in a safe and timely way.

PERSON- AND  
FAMILY-CENTERED CARE

Recognize that I am the most important member 
of my care team and that I am ultimately respon-
sible for my overall health and wellness.

Within each core attribute, one or more standards 
are identified that represent particularly important 
domains of the broad core attribute, as summarized 

in the table. Within each standard are specific mea-
sures. For example, under care coordination is the 
measure “When I need to see a specialist or get a 
test, including help for mental health or substance 
use problems, help me get what I need at your clinic 
whenever possible, and stay involved when I get care 
in other places.”

PCMHs and care management (which incorporates 
care planning and care coordination) are central  
to healthcare delivery system redesign, which is  
necessary because 45% of Americans have one or 
more chronic health conditions, and treatment of 
these conditions accounts for 75% of direct medical 
care in the United States. A new research synthesis  
on care management for patients with complex  
comorbidities offers important findings for imple-
mentation of care management in PCMHs, including  
the following: 

>>	Studies of care management in primary care show 
convincing evidence of improving quality; however, 

it takes time to realize these quality outcomes 
(e.g., 12 months is probably not enough time).

>>	Care management studies in primary care are 
mixed regarding reductions in hospital use and 
healthcare costs (two promising studies included 
emphasis on training of the care manager team; 
care management panel sizes at reasonable lev-
els; close relationships between care managers 
and primary care physicians; and interactions with 
patients in the clinic, at home, and by telephone).

With care management as a key component of the 
PCMH, mental health and substance use providers 
have an opportunity to become part of bidirectional 
integration initiatives: 

>>	Demonstrate the quality and cost benefit of add-
ing mental health and substance use services to 
the primary care setting, as an additional focus of 
care management.

>>	Demonstrate the quality and cost benefit  

ACCESS TO CARE 
•	 In-person access
•	 Telephone and
	 electronic access
•	 Administrative 
	 access ACCOUNTABILITY

•	 Performance 
	 improvement
•	 Cost and utilization

PERSON- AND FAMILY-
CENTERED CARE

•	 Communication
•	 Education and self-

management support
•	 Experience of care

COMPREHENSIVE 
WHOLE-PERSON CARE

•	 Scope of services	
CONTINUITY

•	 Provider continuity
•	 Information continuity
•	 Geographic continuity

COORDINATION AND 
INGTEGRATION

•	 Data management
•	 Care coordination
•	 Care planning

Patient 
Centered Medical 

Home Core 
Attributes
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of adding primary care to specialty behavioral 
health settings, with care management focused 
on health status as well as the mental health 
and substance use status of patients.

The most succinct description of the rationale for 
including mental health and substance use services 
in the PCMH is that articulated by Pamela Hyde, 
Administrator, Substance Abuse and Mental Health 
Services Administration:

>>	Behavioral health is part of health.

>>	Prevention works.

>>	Treatment is effective.

>>	People recover. 

The transition of primary care practices to a PCMH 
will be neither fast nor easy. A recent article de-
scribed the lessons from 36 family practice settings 
across the country that participated in a two-year 
PCMH project:

>>	Becoming a PCMH requires transformation.

>>	Technology needed for the PCMH is not plug-
and-play.

>>	Transformation to the PCMH requires personal 
transformation of physicians.

>>	Change fatigue is a serious concern even  
within capable and highly motivated practices.

>>	Transformation to a PCMH is a developmental 
process.

>>	Transformation is a local process.

These findings and the related recommendations 
are relevant to the bidirectional implementation 
of integrated care — also a process of transforming 
personal and organizational practice in the context 
of local relationships. PCMH and integration initia-
tives must be woven together, and participating 
mental health and substance use providers must 
approach these processes with a commitment to 
transform services, quality, cost measurement, and,  
ultimately, their organizations.

Note: The Patient Centered Primary Care Collab-
orative — coalition of major employers, consumer 
groups, patient quality organizations, health plans, 
labor unions, hospitals, physicians, and many oth-
ers —has focused on developing and advancing the 
PCMH. In 2009, the PCPCC formed a behavioral 
health work group to develop more details regarding 
how mental health and substance use treatments 
fit within the PCMH. The PCPCC website provides 
a wide array of detailed materials for readers who 
want more information about the PCMH model. 

Barbara Mauer is a nationally known expert in behavioral 
health and primary care integration. She has more than 15 
years of experience in this field and is a managing consultant 
for MCPP Healthcare Consulting in Seattle, Washington, and 
a senior consultant with the National Council for Community 
Behavioral Healthcare. She offers consulting services to public- 
and private-sector health and human service organizations on 
integration as well as strategic planning, quality improvement, 
and project management. Mauer has authored many papers 
and presented at national conferences on behavioral health 
and primary care integration.

Joint Principles of the Patient Centered Medical Home

2	 Each patient has an ongoing relationship with a personal physician trained to provide first contact, continuous, and comprehensive care.

2	 The personal physician leads a team of individuals at the practice level who collectively take responsibility for the ongoing care of patients.

2	 The personal physician is responsible for providing for all of the patient’s healthcare needs or taking responsibility for appropriately  
arranging care with other qualified professionals. This includes care for all stages of life: acute care, chronic care, preventive services, and end 
of life care.

2	 Care is coordinated and/or integrated across all elements of the complex healthcare system (e.g., subspecialty care, hospitals, home  
health agencies, nursing homes) and the patient’s community (e.g., family, public and private community based services). Care is facilitated 
by registries, information technology, health information exchange, and other means to assure that patients get the indicated care when and 
where they need and want it in a culturally and linguistically appropriate manner.

2	 Quality and safety are hallmarks of the medical home.

2	 Enhanced access to care is available through systems such as open scheduling, expanded hours, and new options for communication between 
patients, their personal physician, and practice staff.

2	 Payment appropriately recognizes the added value provided to patients who have a patient-centered medical home. 

Source:  American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians, and American Osteopathic Association, 2007
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P arity and national healthcare reform are oppor-

tunities for community behavioral healthcare 

organizations to provide services to a broader spec-

trum of residents in their catchment areas. Changes 

in the national healthcare delivery landscape re-

quire community behavioral health organizations 

to enhance service capacity so they can participate 

as valuable partners in the integrated healthcare 

service delivery systems of the future.  

Several watershed events in the history of commu-

nity behavioral healthcare development have had a 

significant impact on service delivery capacity and 

processes:

>>	The shifts from contracted capacity-based grant 

funding to grant and Medicaid fee-for-service 

performance-based funding in the late 1980s 

and early 1990s.

>>	The shift in the mid- and late 1990s in some 

states from true fee-for-service reimbursement 

to Medicaid carve-out waivers under captitated 

funding models.

>>	The passage of the 1996 Health Information 

Portability and Accountability Act and the False 

Claims Act amendment. Although many in the 

behavioral health industry understood the por-

tability and privacy−security provision of HIPAA, 

perhaps very few were aware at the time of the 

accountability portion of the act and, in particu-

lar, the increased qualitatively based audits by 

the Office of Inspector General for the U.S. De-

partment of Health and Human Services in the 

late 1990s and 2000s.

Although each of these funding and compliance 

transitions required community behavioral health-

care organizations to develop new solutions and 

adapt, perhaps all of these changes combined will 

not be equal to the challenges these organizations 

now face with parity and national healthcare reform 

— both of which require organizations to quickly 

address access to care and service delivery quality 

performance standards.

Parity and healthcare reform will move community 

behavioral health organizations from a primary 

Medicaid−grant payer mix to a much broader man-

aged payer mix. Third party payers under the parity 

law, insurance exchanges, co-ops, accountable care 

organizations, and expansion of Medicaid managed 

care will dramatically shift the financing of unin-

sured populations to public−private partnerships 

that build on commercial-like insurance products.

The opportunity to shift to a more integrated payer 

mix can be stymied by several operational challeng-

es. For example, 42% of a sample of 600+ behav-

ioral providers reported 20–39% cancellations and 

no-shows in one quarter for intake and assessment 

appointments alone. And 49% of the same sample 

reported 20–39% cancellations and no-shows in 

one quarter for individual therapy appointments.

These operational challenges were reflected in 

survey responses from 600+ behavioral health 

providers that attended two parity and healthcare 

reform webinars hosted by the National Council 

for Community Behavioral Healthcare in December 

2009 and January 2010 (responses are indicated in 

terms of percentage of attendees): 

Are Your Full Caseloads 
Really Full?
Unlock Hidden Capacity 
and Revenue 

David Lloyd, President, MTM Services

1.	 From the clinicians’ perspective, are 
the caseloads in your organization 
“full” at this time?                 

	 i. 	Y es = 74%	N o = 26%

2.	 Do you know the cost and days of 
wait for your organization’s first call to 
treatment plan completion process? 

	 i.	Y es = 41%	N o = 59% 

3.	 Indicate the no show/cancellation 
percentage last quarter in your orga-
nization for the intake/assessment 
appointments:

	 i.	 0 to 19% = 20%

	 ii.	 20 to 39% = 42%

	 iii.	 40 to 59% = 16% 

	 iv.	N ot aware of  
		  percentage = 22%

4.	 Indicate the no show/cancellation 
percentage last quarter in your 
organization for individual therapy 
appointments:

	 a.	 0 to 19% = 26%

	 b.	 20% to 39% = 49%

	 c.	N ot aware of  
		  percentage = 25%
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Case Load Calculator– Detail

Change Only The Blue Cells

www.mtmservices.org

In my experience in consulting with community be-

havioral health organizations nationally during the 

past 15 years, the concept of clinicians’ caseloads 

being full poses a significant challenge to efforts to 

improve access to treatment for consumers waiting 

for services.

Historically, a “full caseload” might be defined as 

65 cases for child and adolescent therapists and 80 

cases for adult therapists. It is difficult to understand 

how caseloads can be full, given the percentages of 

no-show and canceled activity for both initial assess-

ment and ongoing therapy appointments in questions 

3 and 4 of the survey above. The conclusion might be 

that caseloads are full at the beginning of each clinic 

day on the basis of schedule rates; however, at the 

end of the day, the services have not been delivered, 

given the percentage of time allotted to no shows and 

cancellations.

Another factor defining “full caseload” seems to be 

a holdover from the grant-funding era that requires 

therapists to carry cases so that the clients can see 

the physician or advanced practice nurse for medica-

tions. This protocol has resulted in a significant chal-

lenge for therapists in several areas.

At numerous community behavioral health organiza-

tions, therapists report that they have two types of 

caseloads — active cases that are engaged and re-

ceiving therapy, and inactive “active” cases that the 

therapist is carrying so that the client can see the 

doctor, advanced practice nurse, or nurse practitioner 

for medications. The real challenge is that many of 

the “medications-only” consumers are not in active 

treatment with the therapist, on the basis of extremely 

high no-show and cancellation levels, and the thera-

pist must write progress notes documenting the no-

show activity.

In our compliance and risk management consultation 

assessments, many therapists review treatment plans 

for the medication-only cases on the basis of the fre-

quency required by each state (i.e., every 90 days), 

noting the progress the inactive “active” consumer 

has achieved even though the therapist has not seen 

him or her in the 90-day period. When asked how they 

assess progress or lack of progress in the review pro-

cess, therapists have said, for example, that they:

>>	Called the client to ask whether he or she was do-

ing okay.

>>	Read the physician’s or nurse’s progress notes to 

confirm the client’s status.

>>	Assumed that because the consumer had not at-

tended the scheduled services, he or she was do-

ing okay.

This process of carrying inactive “active” cases creates 

a significant amount of paperwork for the therapist 

but does not result in treatment delivery — this only 

adds to staff’s perception of carrying an overwhelmed 

caseload. Also, this process begs the ethical question 

of why some consumers experience extended delays 

before beginning treatment when a significant number 

of open cases are not routinely receiving services.  

Therefore, indicators used to determine full caseloads 

may be based on a flat number of cases — includ-

ing some that require a significant amount of chart-

Note. BH = billable hours; PTO = paid time off; FTE = full-time equivalent.

If however, the public and payers perceive community 

behavioral health organizations as having a prolonged 

wait time to treatment and if these organizations see their 

caseloads as “full,” which prevents new consumers from 

entering treatment, then the new managed payers will not 

look at community behavioral health providers as a 

valuable partner when designing new integrated healthcare 

models.
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ing and paperwork time — rather than on whether 

each therapist is routinely delivering at or above 

the standard for key direct service and billable-hour 

performance. 

One of the new MTM calculators being used by 

community behavioral health organizations is the 

Level of Care Caseload Calculator. This calculator 

measures the number of cases a direct service 

provider needs to meet the monthly billable-hour 

performance standard. The calculation is based on 

the number of direct service hours that are targeted 

to be provided at each level of care, which includes 

an ability to identify the number of cases at each 

level and total caseload needed. Figure 1 provides 

a sample of this important qualitative measurement 

tool and how it helps organizations move beyond 

a historical static, specific number of cases as an 

indicator of full caseloads.

In addition, an excellent way to measure the impact 

of carrying medication-only cases is to run a utiliza-

tion study, as follows:

1.	 Identify the number of no-show and cancellation 

events that individual therapists have had in the 

past four months, and develop an average num-

ber per clinic day in the trend period.

2.	 Identify the percentage of the therapists’ case-

load composed of clients the therapist has not 

seen face to face in the past four months. In one 

community behavioral health organization, 722 

of the 1,950 adult consumers in active casel-

oads had not been seen face to face by their 

therapist in four months! This demanding level 

of  indirect paperwork and chart maintenance by 

therapists so that the client can see the physi-

cian or nurse creates a significant challenge to 

community behavioral health organizations as 

they are trying to improve access to treatment 

for consumers waiting to receive services.

3.	 Review the assessed needs and treatment goals 

and objectives the therapist has developed for 

each of the inactive “active” clients, and then 

compare them with the progress notes to con-

firm the following:

a.	 Have the goals and objectives in the plan 

changed, or are they stagnant and broad in 

scope?

b.	 Do the progress notes reflect therapeutic 

interventions provided and measure any out-

comes achieved toward accomplishing the 

consumers’ goals and objectives?

c.	 Measure the level of goal and objective at-

tainment for these consumers (eg. What per-

centage of the goals and objectives has been 

attained in the past two years?).

d.	 Has the consumer signed the most current 

version of the treatment plan (therapists 

have reported that, in many cases, they find 

it difficult to get the consumer to come in to 

complete and sign the treatment plan)?

The MTM Services team has also provided project 

management consulting to develop statewide stan-

dardized clinical forms in Ohio, Massachusetts, and 

New York. In all three of these initiatives, a solution 

was developed for therapists carrying medications-

only cases in their caseloads. We helped the states 

develop a separate psychiatric−psychopharmacol

ogical management plan that allows the medica-

tion-only clients who are not engaged in therapy 

to be transferred out of therapists’ caseload to a 

registered nurse who carries 250–350 medication-

only clients in his or her caseload. The procedure 

provides for the nurse to schedule medication-only 

clients every 2 to 3 months to make a physical as-

sessment (vital signs, weight, side effects, etc.) and 

then convey the information to the physician or 

advanced practice nurse to support the medication 

evaluation and management service that follows. 

Figure 2 provides a sample of the focused plan that 

was developed in the Solution to Ohio’s Quality Im-

provement and Compliance initiative. (This plan was 

developed to meet Ohio’s standards and require-

ments. Please confirm the specific standards and 

requirements that apply in your state). 

When we present this new procedure to CBHO clini-

cal teams, the initial responses are often along the 

lines of “We don’t have enough nurses,” “Our nurses 

are doing other tasks and do not have time to carry 

a caseload,” or “Nurses’ salaries are higher than so-

cial workers.” But community behavioral health or-

ganizations should make an objective assessment:

>>	How many consumers are waiting for an initial 

intake and diagnostic assessment face-to-face 

One community behavioral health organization found that 
their annual costs and billable revenue lost as a result of 
keeping medication-only clients on therapists’ caseloads 
equaled 14% of the organization’s annual salary costs 
for therapists. With this level of objective information, the 
organization decided to engage additional nursing services 
to support the new medication-only caseload manage-
ment procedure.
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appointment with a therapist, and how long are 

they waiting, on average? Can we make this pro-

cess timelier if we open up caseload capacity?

>>	How many hours of billable direct service are be-

ing lost because therapists are maintaining charts 

for consumers who are not coming to therapy but 

are routinely showing up for medication appoint-

ments?

>>	How many consumers are repeatedly not showing 

up for therapy appointments, and what are the re-

sults at the end of the day for the therapists’ abil-

ity to deliver services they are uniquely trained to 

provide?

>>	What is the level of billable-hour revenues that 

therapists are currently losing by scheduling and 

rescheduling consumers who are not showing up? 

When one community behavioral health organization 

completed this type of assessment, we determined 

that their annual costs and billable revenue lost as 

a result of keeping medication-only clients on thera-

pists’ caseloads equaled 14% of the organization’s 

annual salary costs for therapists. With this level of 

objective information, the organization decided to en-

gage additional nursing services to support the new 

medication-only caseload management procedure.

In summary, as community behavioral health organi-

zations move to a more managed and performance-

based payer mix as a part of parity and healthcare 

reform, new models of care will be needed. A key 

opportunity is available for these organizations to be 

at the table as valuable partners as the new models 

are being developed. If  community behavioral health 

organizations have timely access to treatment and 

available service capacity to provide treatment then 

they will be more effective.  

If however, the public and payers perceive community 

behavioral health organizations as having a prolonged 

wait time to treatment and if these organizations see 

their caseloads as “full,” which prevents new consum-

ers from entering treatment, then the new managed 

payers will not look at community behavioral health 

providers as a valuable partner when designing new 

integrated healthcare models.

We are truly at a crossroads. Do we watch the parade 

of integrated service delivery models develop and 

proceed to implementation without us, or do we join 

in the march?   

Without a capacity for timely treatment that meets 

the access-to-care performance standards of man-

aged payers and without the ability to open new cases 

in active treatment because they see themselves full 

now, community behavioral health organizations will 

not be able to reap the benefits of healthcare reform.

David Lloyd, author of How to Deliver Accountable Care, published 
by the National Council for Community Behavioral Healthcare, 
has successfully facilitated the development and implementation 
of compliance-based management accountability initiatives with 
more than 500 community behavioral healthcare organizations, 
regional medical centers, and primary care practices throughout 
the United States. He has been a featured presenter at numerous 
national, regional, state, and local workshops and conferences. 
Lloyd is founder and president of MTM Services, based in Raleigh, 
NC, which specializes in providing management, training, and 
accountable care project management services throughout the 
nation. 

SQ-08-100                                                    PSYCHIATRIC/PHARMACOLOGICAL MANAGEMENT PLAN                                                             Page 1 of 1  

PSYCHIATRIC/PHARMACOLOGICAL MANAGEMENT PLAN
Client Name (First, MI, Last) Client No.
            

State Desired Results in Client’s Own Words Start Date 
            

State Goals in Collaboration with Client as Identified on form dated        
Psychiatric Evaluation and/or  Diagnostic Assessment DA Update 
Client will remain psychiatrically stable by reducing or stabilizing his/her signs and symptoms of mental illness and maximizing his/her level of independence. 
Client will be able to recognize, accept, and manage his/her mental illness, including working with the medical staff to manage his/her medications. 
Client will establish chemical dependence recovery that leads to improved physical and mental health. 
Other:       

Client Strengths and How They Will be Used to Meet the Goal(s) 
      

Objectives
Client’s current signs and symptoms will be reduced through the use of 
appropriate psychiatric medications.

Client will take medications as prescribed with the assistance of medical 
staff for administration of medications or monitoring self-administration. 

Client and medical staff will develop a medication regimen that is 
effective in reducing signs and symptoms while limiting side effects, 
including impact of co-morbid medical conditions.

Medical staff will provide coordination of care with the client and 
individuals assisting the client in managing their mental illness and other 
medical conditions. 

Client’s mental status will improve or remain stable. Medical staff will refer and client will participate in additional evaluations 
of medical or mental status. See list below. 

Client will assist medical staff in monitoring side effects through 
appropriate lab work, monitoring of vital signs, and direct 
observation/reporting.

Client understands and controls other lifestyle activities that may 
increase symptoms or medication side effects, e.g., substance abuse, 
caffeine, weight control, other diet, etc.

Client will be able to list medications, uses, and benefits. Other:        

Client will take medications as prescribed. 

Therapeutic Intervention Provider Frequency Duration 
 Medication 

Management  
 MD/DO  APRN Weekly Other (list):  1 Month 9 Months 

Monthly         3 Months 1 Year 
Quarterly  6 Months Other:       

 Medication Education/ 
Symptom/ Illness 
Management  

 MD/DO  APRN  RN Weekly Other (list):  1 Month 9 Months 
   Other (list):       Monthly         3 Months 1 Year 

Quarterly  6 Months Other:       
 Injections   MD/DO  APRN  RN Weekly Other (list):  1 Month 9 Months 

   Other (list):       Monthly         3 Months 1 Year 
Quarterly  6 Months Other:       

 Physical Assessment 
(Vital signs, AIMS, 
weight, etc.)  

 MD/DO    APRN  RN Weekly Other (list):  1 Month 9 Months 
   Other (list):       Monthly         3 Months 1 Year 

Quarterly  6 Months Other:       
 Other (list):        MD/DO  APRN  RN  1 Month 9 Months 

   Other (list):        3 Months 1 Year  
 6 Months Other:       

Referrals/Additional Evaluations 
 Physical Assessment  AoD Assessment Neurological Consult Psych Testing  Neuropsych Testing 
 Nutritional/Dietician  Other (list):       

Explained rationale, benefits, risks, and treatment alternatives to/for client?
 Yes  No 

Client/Guardian  
Response

Client: Understands Information Does not Understand Agrees with Medication Refuses Medication 
Guardian: Understands Information Does not Understand Agrees with Medication Refuses Medication 

If client refuses plan, describe plan for continuation of services.
      

Client Signature Date Parent/Guardian Signature (if applicable)  Date
                        

Nurse Signature/Credentials (if applicable) Date Physician/APRN Signature/Credentials (required) Date
                        

Note. Form is from the SOQIC initiative in Ohio.
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No More No Shows!
How Carlsbad Transformed Service Delivery  
through Customer Engagement
Noel Clark, CEO, Carlsbad Mental Health Center  

U rging community behavioral health organiza-
tions to prepare for healthcare reform imple-

mentation, Linda Rosenberg, president and CEO 
of the National Council for Community Behavioral 
Healthcare commented that “We must become in-
creasingly customer-focused, from the way we greet 
individuals who come through our door to the way 
we market our services. We should expect that with 
more money available in healthcare – particularly 
for mental health and addiction treatment – that 
new and well capitalized players will find behav-
ioral health, traditionally a financially unattractive 
healthcare sector, far more appealing… We must 
retool our organizations with the knowledge that 
all individuals will now become true “consumers” of 
healthcare services.”

We believe that at Carlsbad Mental Health Center, we 
got a headstart on preparing for this new world order.

In March 2004, Carlsbad MHC’s executive team 
held a 2-day strategic planning retreat to develop a 
plan to facilitate our transition from a grant-funded 
nonprofit agency to an efficient fee-for-service com-

pany. Like providers all over the country, we were 
preparing for managed care, but we were not ready. 
Our corporate management style was an innovative 
combination of emotion and knee-jerk reaction.  
We knew our corporate culture wasn’t compat-
ible with fee for service, but we didn’t know how 
to implement the change process. We knew what 
not to do, however, because multiple previous  
attempts had been silenced by staff resistance and 
emotional blackmail. 

Two years later, New Mexico was still “planning” 
the transition from grant funding to fee for service. 
Carlsbad MHC’s intention to change became less 
urgent, and we slipped back into dependence on 
grant funding. We really did want to change, howev-
er. Enter the National Council for Community Behav-
ioral Healthcare’s Access and Retention Initiative in 
June 2007. Carlsbad MHC applied and was invited 
to participate in the initiative, which was supported 
by consultation and project management from MTM 
Services. Listening to David Lloyd, MTM’s chief ex-
ecutive officer, I felt a tremendous sense of relief 

— finally, we had the tools we needed to bridge the 
gap between our motivation and our potential to re-
duce no-shows, increase productivity, and improve 
quality of care.

Over the next five months, the Access and Retention 
team led us to realize that our addiction to grant 
funding and our center-focused approach to ser-
vice delivery had defined us. Carlsbad MHC was not 
customer friendly. Our practice management was 
designed to gather the information we needed to 
submit a clean claim and to navigate on-site audits 
of charts, policies, and procedures. 

Participation in the Access and Retention Initia-
tive reenergized Carlsbad MHC’s executive team. 
The consultation and tools provided intensified our 
commitment to transform our company. In October 
2007, the executive team completed a rapid-cycle 
change plan that included the following bench-
marks: 

>>	Enhance access to services.

>>	Centralize client scheduling.

>>	 Improve customer engagement.

>>	Provide better leadership (coaching and  
mentoring).

>>	Ensure quality operations and compliance.

We implemented an accountable-care change pro-
cess to monitor the rapid-cycle change plan:

>>	Conducting an executive walkthrough.

>>	Monitoring results with service process quality 
management.

>>	Empowering the management team.

Carlsbad MHC had access standards for routine, ur-
gent, and emergent care, but we only met our goals 
for urgent and emergent care, and we regularly put 
the routine customers off sometimes for as long as 6 
weeks missing our best opportunity for engagement. 
Over the next 18 months, customers served, produc-

Participation in the National Council’s 2007 Access and  

Retention Initiative helped Carlsbad Mental Health  

Center reduce no-shows for assessments from 43% to 0%, 

eliminate wait times of 6 weeks and longer, increase  

customers served per month by 33% without increasing 

our number of full-time-equivalent employees, and grow 

commercial insurance customers from 8% to 21%.
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tivity, and customer fees were up, although no-shows 
for the second clinical appointment and medication 
management continued to be a problem. 

In January 2008, we revised our initiative to include 
open access to intake. This change had a dramatic 
impact on our business:

>>	No-shows for assessments were reduced from 43% 
of scheduled appointments to 0%.

>>	Wait time for assessments was shortened from 6 
weeks or longer to no wait.

>>	We realized a 33% increase in customers served 
per month without increasing our number of full-
time-equivalent employees.

>>	We documented a decline in crisis intakes from 
approximately 15 per month to one or two per 
month.

>>	Referrals from primary care physicians doubled.

>>	Commercial insurance customers grew from 8% of 
our business to 21%. 

Carlsbad MHC was becoming an efficient practice, 
but the no-show problem wouldn’t go away. In January 
2009, our chief operations officer analyzed data from 
599 new customers who received an intake between 
January 1 2009 and May 31 2009 and found the  
following: 

>>	Approximately 95% of the customers who had a 
second appointment scheduled within 12.2 days 
of their intake arrived for that appointment. 

>>	Approximately 70% of customers who had the sec-
ond appointment scheduled 22 days or more after 
their intake did not show up. 

>>	A full 100% of the customers whose second ap-
pointment was canceled by the center never came 
back.

In June 2009, using these objective findings, we devel-
oped the following customer engagement standards 
and incorporated them into our continuous quality 
improvement plan:

>>	Open same-day access — master’s-level assess-
ment provided the day of call or walk-in for help.

>>	 Initial diagnosis determined during first assess-
ment.

>>	Level of care and benefit design identified with 
consumer.

>>	Second clinical appointment for treatment sched-
uled for within 8 days of intake.

>>	First medical appointment scheduled for within 10 
days of intake.

Chart 1 tracks our compliance with these standards 

We have learned some lessons from our experience:

>>	Customer engagement at intake is a critical part of 
the treatment process.

>>	Management must be empowered to oversee op-
erations and held accountable for the outcomes.

>>	Management must have the authority to redirect 
performance at all levels of the company.

>>	Not all customers need the same intake process.

>>	Not all customers need or want the traditional 
50-minute session.

>>	Capacity is controlled as much by poor implemen-
tation of a discharge policy as by no-shows.

>>	Supervision must be a planned and documented 
process. 

>>	Don’t assume that change has occurred or will be 
maintained simply because policies, procedures, 
and job descriptions have been amended.

>>	Quality has not been achieved simply because a 
plan to improve it has been implemented manage-
ment must check and recheck quality to minimize 
drift.

Today, seven years after our strategic planning retreat, 
Carlsbad MHC doesn’t look like the same company.  
Yet we are far from finished. Our next goal is to define 
an episode of care for each customer at intake. EOCs 
will include the number and frequency of appoint-
ments and the duration of the treatment process. 
Finally, we will produce clinician report cards so cus-
tomers can select their provider on the basis of the 
outcomes the clinician has delivered. 

Focusing on our customers’ needs has allowed  
Carlsbad MHC to increase capacity and improve  
the bottom line. A clear vision of where we wanted to 
be, objective data, and a willingness to adapt our pro-
cesses to meet customer needs were the key factors 
that drove our success. Our company is thriving in the 
midst of challenging economic times more custom-
ers come in, and, more important, they leave having 
completed what they came for.

Noel Clark has spent his career working in community mental health 
centers in southeastern New Mexico. He has 13 years of experience 
as a chief executive officer and is in his 10th year of service in that 
capacity at Carlsbad Mental Health Center. Carlsbad MHC operates 
six separate locations in Eddy County, where Noel and his executive 
team are dedicated to industry leadership as they work to enhance, 
change, and save lives in New Mexico. Noel also serves as a manag-
ing board member of New Mexico’s first private nonprofit limited 
liability corporation. 

carlsbad Customer Retention analysischart 1



Service Delivery

76 / NATIONAL COUNCIL MAGAZINE • 2010, ISSUE 2

Stop Waste, Eliminate Wait
National Council Access Redesign Initiative  
Saves Agencies $200,000 a Year!
Scott Lloyd, Vice President, MTM Services

B ehavioral health must prepare for the significant 
increase in demand that parity and healthcare 

reform will generate by making data-driven, sustain-
able changes that improve the compliance, quality, 
and cost-effectiveness of services delivered. Com-
munity behavioral health organizations across the 
country have already demonstrated that they can 
increase their service capacity and improve patients’ 
timely access to care in just 6 months. These organi-
zations were participants in the most recent phase 
of the National Council for Community Behavioral 
Healthcare’s Access Redesign Initiative facilitated 
by MTM Services and now in its third year.

The Access Redesign Initiative Phase III (June 2009 
to January 2010), funded by Astra Zeneca and Bris-
tol Myers-Squibb, involved change teams from 48 
community behavioral health organizations in three 
states. Participants sought to:

>>	Assess current models of access-to-care process 
flows and identify the types of barriers to time-
effective access.

>>	 Identify the number of processes, staff, and cli-
ent time requirements; documentation require-
ments, including data collection redundancy; 
and the costing for each access-to-care flow 
process.

>>	Use the objective flow charts, costing, and data-
mapping outcomes to increase awareness of 
change in access-to-treatment processes and 
practices that can improve access to services.

>>	 Identify a standardized access-to-care process 
flow, including costing awareness. 

>>	 Identify ability to replicate the positive access-
to-care models in other states.

Techniques Used to Get Results
Each of the participating community behavioral 
health organizations met virtually with the Access 
Redesign initiative consultants to develop a de-

tailed flow chart for its access-to-treatment pro-
cesses. We found that, on average, a community 
behavioral health organization can have as few as 
two or three process flows or as many as 19. The 
flow charts support development of detailed costing 
of the process for clinical and support staff time, 
the level of client and family time, and the number 
of days’ wait from the first call for routine help to 
treatment plan completion. 

These kinds of objective measurement techniques 
provided to reinforce the importance of change. 
Without the proof that data offer, teams can cycle 
through endless conversations about change, based 
on opinions rather than fact. For example, one 
community behavioral health organization had an 
access-to-care change team in place for months and 
multiple meetings had resulted in very little progress. 
The Access Redesign team completed the flow chart-
ing to determine costing and time delay into treat-
ment, and the chief executive officer said that one 
could have heard a pin drop when the team learned 
that their access process was costing the organiza-
tion more than $700 per client, and the state and 
Medicaid were willing to reimburse the center $155. 

The National Council’s Access Redesign initiative 
provided specific training on access and engage-
ment enhancement processes and techniques to 

each participating community behavioral health 
organization. Below is a list of the specific change 
techniques used:   

>>	Streamline documentation: Help organizations 
reduce their documentation requirements by 
focusing on the removal of repetitively captured 
data elements and data elements that are not 
required by funding or accreditation organiza-
tions and changing the answer formats used to 
capture data elements to reduce overall docu-
mentation time.

>>	Concurrent collaborative documentation: 
Eradicate post-session documentation time 
while increasing person-centered engagement  
of clients in their recovery by involving them in 
the creation of their clinical documentation.

>>	Walk-in access models: Implement a zero no-
show model to offer more expedient access to 
care and increased engagement.

>>	No-show management: Use policy changes, 
policy enforcement, engagement specialists, and 
reminder back-filling programs to help clients in-
crease their show rates and engagement levels.

>>	Employee engagement and maximization of 
staff productivity: Help providers get staff to 
buy in to change so that they can achieve their 

The Access Redesign initiative produced a 40% reduction in the total  

wait time incurred by the average client and an average annual  

savings of $199,989.43 per agency. The changes created a 34%  

reduction in stafftime and an 18% reduction in the time required for 

clients to complete the average access process.

The Access Redesign initiative produced a 40% reduction in the total  

wait time incurred by the average client and an average annual  

savings of $199,989.43 per agency. The changes created a 34%  

reduction in stafftime and an 18% reduction in the time required for 

clients to complete the average access process.
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Q:On a scale of 1 to 5, how involved did you feel in your care compared  
to past experiences (either with this or other agencies)?

direct service staff’s productivity targets.   

An example of how data can be used to move teams 
forward in their change efforts can be seen above in 
Figure 1, which highlights the positive feedback of-
fered by clients about the use of concurrent collab-
orative documentation by their providers.

Outcomes
The project summary report (Figure 2) offers an over-
view of the changes achieved by the teams participat-
ing in the Access Redesign initiative in just 6 months.

>>	Total annual savings: Access Redesign changes pro-
duced an average annual savings of $199,989.43 
per agency. The changes created a 34% reduction 
in staff time and an 18% reduction in the time re-
quired for clients to complete the average access 
process. These savings are based on the compari-
son reports submitted by 28 of the participating 
organizations from Florida (7), Ohio (12), and 
Wyoming (9); the annual savings for these orga-
nizations was $5,599,703.99. Extrapolating that 
average annual savings across all 48 participating 
organizations would generate a total annual sav-
ings of $9,599,492.64.

>>	Total wait time (days): Access Redesign efforts also 
produced a 40% reduction in the total wait time 
incurred by the average client. During this initia-
tive, we established a direct link between a client’s 
wait time and his or her level of engagement in the 
treatment by reviewing more than 17,000 service 
events that took place during the 6 months. The 
correlation showed us that for each day the aver-

age client waited for an assessment appointment, 
he or she was 1% less likely to show up for that 
appointment (e.g., a client who waits 60 days was 
60% less likely to show up for that assessment  
appointment). 

It’s time for every community behavioral health organiza-
tion to focus on changing access-to-treatment processes 
that are not time-effective and engaging for clients and 
that create extra “busy work” for staff, resulting in a pro-
cess cost that cannot be recovered by the revenues. 

Community behavioral health organizations can be 

an important specialty provider in the new healthcare 
reform integrated-service-delivery models if we ensure 
timely access to treatment. 

Scott Lloyd is vice president of MTM Services; he works with an 
approach grounded in an accountable care philosophy. Lloyd’s 
work has focused on helping behavioral healthcare organizations 
analyze their performance data to establish systemwide changes 
that improve the overall quality of the services being delivered 
and on guiding them through changes such as fee-for-service 
funding conversions. He is the author of Using Data to Drive Your 
Service Delivery Strategies: A Toolkit for Healthcare Organizations 
published by the National Council for Community Behavioral 
Healthcare.

		  Total Number of	T otal Staff Time	T otal Client Time	 Cost	 Total Wait Time
		  Processes	 (Hrs)	 Without Wait Time	 for Process	 (Days)
				    (Hrs)

	 Old Process Average:	 5.70	 5.06	 3.65	 (331.63)	 49.25

	New Process Average:	 5.04	 3.34	 2.99	 (210.20)	 29.31

	 Savings:	 0.66	 1.73	 0.65	 $121.43	 19.94

	 Change%:	 12%	 34%	 18%	 37%	 40%

	 Avg. Number of Intakes Per Month:	 3,843

	 Monthly Savings:	 $466,642

	A nnual Savings:	 $5,599,704figure 2

Access redesign initiative outcomes
After 6 Months

Concurrent Documentation Survey

Very Involved, 52%

Involved, 34%

No Answer/No Opinion, 4%

About the Same, 7%

Not Involved, 1%

Very Uninvolved, 2%

Total Approval: 97%
figure 1
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Prevention Is Better than Cure
David Shern, PhD, President and CEO and Kirsten Beronio, Vice President for Public Policy and Advocacy — Mental Health America

M ental Health America has placed a high priority on 
improving access to preventive services and mental 

health promotion as a key component of healthcare re-
form. We know that half of all people with a diagnosis of 
mental illness first experience the illness by age 14, but 
do not receive treatment until age 24. This early age of 
onset and 10-year delay in treatment often interfere with 
a young person’s ability to succeed in school and gain 
employment and increase the likelihood of developing a 
costly disability. Moreover, research indicates that child-
hood adverse experiences and early onset mood and 
anxiety disorders may significantly increase the risk of a 
wide array of chronic physical diseases later in life. 

In March of last year, the Institute of Medicine issued 
a comprehensive report on “Preventing Mental, Emo-
tional, and Behavioral Disorders among Young People” 
illustrating the dramatic impact these conditions have 
on our population and the tremendous opportunity we 
have to prevent them. In recent decades there has been 
an explosion in research on the prevention of mental 
health and substance use conditions. Many interven-
tions can result in long-term reductions in behavioral 
health disorders as well as other positive outcomes such 
as improved academic achievement. The report asserts 
that the greatest prevention opportunity is among young 
people and highlights the finding that there is a window 
of opportunity from the time a symptom first appears to 
development of a diagnosable disorder, usually two to 
four years. A number of successful interventions focus on 
improving parenting skills and mitigating disruptive fam-
ily influences such as divorce and maternal depression, 
as well as engaging schools in prevention initiatives.

We are heartened by the many provisions in the Patient 
Protection and Affordable Care Act (Pub.L. 111-148) to 
improve access to preventive services. Within six months 
of enactment, all new health insurance plans are to cov-
er preventive services with no copays or deductibles. The 
law further specifies that children are to receive preven-
tive care recommended by Bright Futures, an initiative 
by the American Academy of Pediatrics and the Health 
Resources and Services Administration. For example, 
families with new plans are expected to no longer face 
co-insurance or co-payment charges for well-child visits, 
vision and hearing tests, various health and behavioral 

assessments, and developmental screenings. 

In addition, the PPACA requires that new health plans 
cover preventive services for children and adults recom-
mended by the United States Preventive Services Task 
Force and immunizations recommended by the Advisory 
Committee on Immunization Practices of the Centers for 
Disease Control and Prevention. Further, the plans of-
fered to the uninsured through the new health insurance 
exchanges in 2014 will be required to cover preventive 
services without cost-sharing. Also important are the 
provisions requiring Medicare and Medicaid to cover 
preventive services without cost-sharing requirements. 

In light of the IOM report, which discussed the strong 
evidence showing the effectiveness of nurse home 
visitation programs, Mental Health America strongly 
supported authorization of $1.5 billion in the PPACA for 
a new grant program to support early childhood home 
visitation programs.  

Another new grant program would fund school-based 
health clinics with $50 million for each fiscal year 2010 
through 2013. The Affordable Care Act includes explicit 
direction that clinics are to include mental health and 
substance use assessments, treatment and referrals.

To develop a national strategy and coordinate federal 
prevention activities, the PPACA establishes a National 
Prevention, Health Promotion, and Public Health Coun-
cil. In addition, a Prevention and Public Health Fund is to 
be established with $7 billion for FY 2010 through 2015 
and $2 billion each year after that.

A new community transformation grant program will be 
established to support delivery of community-based pre-
vention and wellness services. Many of the most effective 
behavioral health prevention programs are community 
based, including working with schools to engage them in 
practices that strengthen social and emotional develop-
ment while fostering a positive learning environment and 
mental health literacy. 

Employers are also encouraged to establish wellness pro-
grams as more flexibility is given to lower premiums or 
offer other incentives for employees who participate and 
grants are authorized to help small employers establish 
wellness programs. A new annual wellness visit benefit is 
authorized in Medicare — providing each beneficiary a 

comprehensive health risk assessment and creation of a 
personal prevention plan. In addition, federal Medicaid 
funding will be increased by one percentage point for 
states that cover immunizations and preventive services 
endorsed by the U.S. Preventive Services Task Force with 
no cost-sharing.

We realize that to ‘bend the cost curve’ while improv-
ing the health status of Americans, we must emphasize 
preventive programming. The PPACA makes several im-
portant advances in this area as a down payment on 
the comprehensive health and wellness program need 
to achieve these dual ends.

With more than 30 years of distinguished service in mental health 
services research and system reform, David L. Shern, PhD, is one 
of the nation’s leading mental health experts. In 2006 he was ap-
pointed president and CEO of Mental Health America. Prior to joining 
MHA, Shern served as dean of the Louis de la Parte Florida Mental 
Health Institute at the University of South Florida. He is a recipient of 
the 2008 Luminary Award from the National Alliance for Research on 
Schizophrenia and Depression and the 2006 Carl Taube award from 
the American Public Health Association in recognition of his contribu-
tions to mental health services research. He received a Presidential 
Citation for outstanding service from the American Psychological 
Association. Shern served as chair of the Florida Commission on 
Mental Health and Substance Abuse. 

Kirsten Beronio focuses on determining Mental Health America’s 
policy positions and advocacy strategies concerning a broad array of 
federal legislative and regulatory issues, including improving access 
to mental health care through healthcare reform, mental health par-
ity legislation and regulations, and federal healthcare coverage pro-
grams including Medicaid, the Children’s Health Insurance Program, 
and Medicare. Before coming to MHA, Beronio was the Medicaid and 
State Children’s Health Insurance Program Counsel for the Minority 
Staff of the United States Senate Finance Committee. 

We are heartened by the many 

provisions in the Patient  

Protection and Affordable Care  

Act (Pub.L. 111-148) to improve 

access to preventive services. 

Within six months of enactment, 

all new health insurance plans  

are to cover preventive services 

with no copays or deductibles. 
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Workplace Wellness — On a Budget
Anna Konger, Assistant Editor, Corporate Wellness Magazine

T he passage of the Patient Protection and 
Affordable Care Act means a great deal to us 

in the wellness field. For the first time ever, this 
bill will provide us with short-term and long-term 
benefits that will help curtail the organizational 
costs (mostly financial) of sick employees and 
the increase the benefits of healthy ones, such  
as improved productivity, boosted morale, and less 
usage of the medical system. The provisions will take 
some time to implement, but employers and employ-
ees can expect an increased emphasis on wellness in 
the workplace as this decade progresses. 

This article is a brief question-and-answer session 
about some of the wellness provisions, their potential 
implications, and how you might implement wellness 
programs in your organization. 

Q:  What short-term wellness benefits can we  
expect from healthcare reform legislation?

A:  A national prevention and health promotion 
strategy will be developed for the country. 

Leaders from the U.S. Departments of Agriculture, 

Transportation, Education, and Health and Human 
Services, along with a group of nonfederal advi-
sors, will shape a policy plan that looks at many  
societal aspects of health. More funding will be made 
available for health promotion research studies. You 
will also begin to see more health plans required to 
cover preventive services at no additional cost (such 
services are referenced by the Clinical Preventive 
Services Task Forces and the U.S. Preventive Services 
Task Force Community).

Q:  What are the implications of healthcare reform 
for small businesses?

A: These businesses have the most to gain. The 
Department of Health and Human Services will 

provide $200 million in grant funding to fund compre-
hensive health promotion programs for employers of 
100 or fewer people. Details are forthcoming. 

Q:   What are the benefits for larger employers? 

A: Larger employers will be able to allow premium 
differentials of up to 30% for staff who meet 

specific health goals, such as achieving a certain fit-
ness level, having normal biometric levels, and not 
smoking. 

Q:   How does this bill benefit employees?

A: Employees who are currently taking good care 
of their health will see decreased medical costs. 

More incentives (monetary and nonmonetary) will be 
offered for employees to participate in health promo-
tion programs.

Q:   How should an employer get started on provid-
ing wellness programs? 

A: Employers can begin by reading up on the well-
ness provisions of healthcare reform legislation 

and by joining organizations that can provide materi-
als and technical assistance for planning, implement-
ing, and evaluating employee health programs. A great 
place to start is the Healthier Worksite Initiative by the 
Centers for Disease Prevention and Control (www.cdc.
gov/nccdphp/dnpao/hwi/index.htm). You will find re-
sources and step-by-step toolkits to help you improve 
the health of your employees. 

Q:    We don’t have a lot of money for employee well-
ness at my company. Can we still do something?

A: Absolutely. Many companies are in the same 
boat. Start small. Capitalize on the free health 

benefits for employees provided by your insurance. For 
instance, some insurers offer free health risk assess-
ments for covered people; others provide pedometers 
and walking kits. Bring in lunch-and-learn speakers. 
The Healthier Worksite Initiative website is a great first 
resource.

Wellness in the workplace will be a growing trend in 
cost savings for organizations, but more important, it 
provides a great opportunity for all of us to create a 
supportive environment for our own staff to become 
happier and healthier.

Anna Konger is assistant editor of Corporate Wellness Magazine, 
a source of information for employers, consultants, and health 
insurance agents about corporate wellness. The magazine offers 
cutting edge advice from experts involved in the corporate well-
ness industry. She is also senior meeting manager for the annual 
Corporate Wellness Conference, which brings together healthcare 
leaders for two days of educational sessions and networking 
dedicated to corporate wellness, value based benefit design, and 
reducing healthcare costs through health and wellness promotion.

Wellness in the workplace will 
be a growing trend in cost 
savings for organizations, 
but more important, it provides 
a great opportunity for all of 
us to create a supportive 
environment for our own 
staff to become happier 
and healthier.
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Weaving Mental Health First 
Aid into Workplace Wellness
Meena Dayak, Vice President, Marketing and Communications, 
National Council for Community Behavioral Healthcare

E very month Anne LaFleur sends employees in her office a quiz about various 
wellness topics. When the topic was depression, she received twice as many 

responses as usual from co-workers.

When LaFleur, vice president of human resources at Pawtucket Credit Union in 
Pawtucket, RI, took a Mental Health First Aid course in February, she quickly 
understood the reason for the high level of interest in mental health issues. The 
training also helped her identify people in her office who may be suffering a 
mental health problem and taught her how to provide help and refer people to 
self-help and professional resources.

“The training made me realize that mental health issues are very common, yet 
one of the least talked about problems,” LaFleur says.

Of nearly 1,000 participants in a webcast on “Understanding Depression” of-
fered by the National Council for Community Behavioral Healthcare in May 
2010, more than 60% said they were concerned about a friend, colleague, fam-
ily member, or themselves being depressed. And 70% felt more confident to 
offer support to those in need after gaining a basic understanding through the 
webcast.

More than one in four people suffer from a diagnosable mental health prob-
lem in any given year. Mental illness likely costs businesses more than $79 
billion a year, $63 billion of it in lost productivity. The statistics point to the 
significant need to incorporate mental health into burgeoning employee well-
ness programs, which have received shot in the arm with the passage of federal 
healthcare reform legislation.

The Patient Protection and Affordable Care Act specifies that starting in 2014, 
employers can offer bigger incentives for employees’ positive lifestyle practices 
or participation in health promotion programs. The PPACA also creates a grant 
program to assist small businesses to provide comprehensive workplace well-
ness programs. Grants will be awarded to eligible employers to provide their 
employees with access to new workplace wellness initiatives. The grants will 
be awarded beginning in 2011 with $200 million appropriated for a five-year 
period. The PPACA spells out that a comprehensive workplace wellness program 
must be made available to all employees and include health awareness initia-
tives (including health education, preventive screenings, and health risk assess-
ments) as well as supportive environment efforts (including workplace policies 
to encourage healthy lifestyles, healthy eating, increased physical activity, and 
improved mental health). 

Mental Health First Aid has proved to be an ideal program to promote improved 
mental health in workplaces across the country.

LaFleur is one of more than 6,000 people certified in Mental Health First Aid 
since the training was introduced in the United States two years ago by the 
National Council for Community Behavioral Healthcare along with the Maryland 

Department of Health and Mental Hygiene and the Missouri Department of 
Mental Health. 

Those who participate in the 12-hour Mental Health First Aid course learn a five-
step process to assess a situation, select and implement appropriate interventions 
and help a person developing signs and symptoms of mental illness or in crisis re-
ceive appropriate care. Participants also learn about the risk factors and warning 
signs of specific illnesses such as anxiety, depression, psychosis, and addiction. 

Evaluations show that the evidence-based Mental Health First Aid program 
saves lives, expands people’s knowledge of mental illnesses and their treat-
ments, and reduces the stigma associated with mental illness by helping people 
understand and accept mental illness as a medical condition. One trial of 301 
randomized participants found that those who took the training had greater 
confidence in providing help to others, greater likelihood of advising people to 
seek professional help, and decreased stigmatizing attitudes. 

Unexpectedly, the study also found that Mental Health First Aid improved the 
mental health of the participants themselves.

“By understanding the signs and symptoms of depression, I learned to recognize 
this in myself,” says Kellie-Ann Heenan, director of human resources at Light-
house Computer Services, Inc. in Lincoln, RI.

Mental illness may not be the  
most popular water-cooler topic  
because of the stigma around it,  
but there’s a real hunger out there  
for reliable information
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Heenan, who had the training in February, has an adopted son from Russia who 
suffers from a number of emotional issues. 

“The tools I learned made it easier to connect with him and better understand 
where he’s coming from,” she says. “In the end, the training improved my own 
mental health.”

LaFleur has also applied the lessons she learned in the course to her home life.

“My kids are in their 20s and they go through the typical ups and downs,” says 
LaFleur, “I use my Mental Health First Aid training to see how my kids are feeling.”

LaFleur says she was surprised by the range of mental health issues covered in 
the course.

“We looked at how to deal with both crisis and non-crisis situations, and it made 
us very aware of the terminology we use that may not be socially correct,” she says, 
noting that describing co-workers as “crazy” or a “nut case” may be hurtful to 
people going through an emotionally trying time. 

The training proved to be particularly helpful to Lynn Corwin last January when two 
employees of the United Way of Rhode Island walked into her office in a panic. They 
told Corwin, director of human resources at the organization, that a co-worker was 
extremely upset about the recent earthquake in Haiti. The distressed young woman 
had a close friend in Haiti and had been unable to contact the person for five 
days. Fearing the worst, the woman was having difficulty managing her emotions, 
let alone being able to work.

While the two workers had no idea how to deal with the situation, Corwin sprung 
into action. 

“I used what I learned in the course to calm the woman down and talk with her 
about how she’s feeling,” says Corwin. “I explained to her that it was OK to be upset, 
and to not be embarrassed about it.”

“Mental illnesses may not be the most popular water-cooler topic because of the 
stigma around it, but there’s a real hunger out there for reliable information,” says 
Linda Rosenberg, the National Council’s President and CEO. “People are interested 
in the topic because mental illness touches so many lives.”

“Mental Health First Aid will not only help people learn how to respond to  
various psychiatric crises, but much of the course focuses on educating people 
about mental health — teaching them that mental illnesses are real, common and 
treatable,” says Rosenberg. “This program has the potential to become as common 
as First Aid and CPR in the near future and will help people better understand 
mental illness.”

“The training left me with a greater sense of confidence about how to deal with a 
variety of people issues that come up in every office,” concludes Heenan. “There’s 
such a stigma around mental health and people don’t want to talk about it, so 
having the information gives me confidence that I’ll be able to handle these types 
of situations when they arise.”

Meena Dayak has more than 15 years of experience in marketing and media relations for nonprofit 
healthcare organizations. She spearheads branding, PR, social media, member communication, and 
public education initiatives — including Mental Health First Aid — at the National Council and serves 
as editor-in-chief of National Council Magazine. Her mission is to help member organizations tell a 
compelling story so the world will recognize that mental illnesses and addictions are treatable health 
conditions from which persons can recover and lead full lives.

About Mental 
Health First Aid 
USA

By the Numbers
	 r 6,500+ Mental Health First Aiders trained

  r 800+ instructors certified

r 1,500,000+ media impressions 

Mental Health First Aid is the initial help given to a person showing symptoms 
of mental illness or in a mental health crisis (severe depression, psychosis, 
panic attack, suicidal thoughts and behaviors…) until appropriate professional 
or other help, including peer and family support, can be engaged. 

Mental Health First Aid is delivered to members of the public through an in-
teractive 12-hour course, which introduces participants to risk factors and 
warning signs of mental health problems, builds understanding of their impact 
and overviews common treatments. Participants learn a 5-step action plan 
encompassing the skills, resources, and knowledge to help an individual in 
crisis connect with appropriate professional, peer, social and self-help care. 
The course also provides participants with an understanding of the prevalence 
of various mental health disorders in the U.S. and the need for reduced stigma 
in their communities.  

The 12-hour Mental Health First Aid course has been offered to a variety of audi-
ences and key professions, including police/corrections staff/first responders/
security personnel; educators/school administrators; human resources profes-
sionals; members of faith communities; homeless shelters workers; nurses/
physician assistants/primary care workers; social workers; consumers and fam-
ily members; and caring citizens.

Mental Health First Aid was created in 2001 by Professor Tony Jorm, a respected 
mental health literacy professor, and Betty Kitchener, a nurse specializing in 
health education and is auspiced at the University of Melbourne. Five published 
studies in Australia show that the program saves lives, expands knowledge of 
mental illnesses and their treatments, increases the services provided and re-
duces overall stigma by improving mental health literacy. In the USA, Mental 
Health First Aid is coordinated by three national authorities — the National 
Council for Community Behavioral Healthcare, the Maryland State Department 
of Mental Hygiene, and the Missouri Department of Mental Health.

The national authorities certify community organizations to implement Mental 
Health First Aid in communities throughout the United Sates. Each Mental Health 
First Aid site develops individualized plans to reach their communities, but all 
deliver the core 12-hour program and each participating site undergoes tight cre-
dentialing to guarantee fidelity to the original, tested model, while also maintaining 
the flexibility necessary to reach its unique citizens’ needs and demographics.

To learn more and find a Mental Health First Aid course near you or to learn 
how you can become a certified instructor, visit www.MentalHealthFirstAid.org 
or contact 202.684.3732 or info@mentalhelathfirstaid.org.
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Comparative Effectiveness — 
Cost Control or Quality Improvement? 
Linda Rosenberg, President and CEO and Charles Ingoglia, Vice President, Public Policy — National Council for Community Behavioral Healthcare

A s highlighted in the Institute of Medicine’s Quality 
Chasm Series, our understanding of the effective-

ness of healthcare interventions continues to grow — 
in particular, our understanding of the impact of such 
interventions on individuals with mental illness and 
substance use disorders is becoming more robust. 
And yet, research evidence indicates that the realities 
of care delivery don’t always parallel established clini-
cal guidelines. In the light of state budget cuts and 
other financial considerations, efforts are underway to 
realign direct care practices and clinical guidelines as 
one of several means to control healthcare costs and 
improve overall quality of care. 

For the first time, significant 
amounts of money are being 
allocated to the federal govern-
ment to evaluate the effective-
ness of our nation’s healthcare. 
The economic stimulus bill approved by the U.S. 
Congress in February, 2009 provides $700 million to 
federal agencies to conduct or support Comparative 
Effectiveness Research. Congress characterizes CER 
as research that compares the clinical outcomes, ef-
fectiveness, and appropriateness of items, services, 
and procedures that are used to prevent, diagnose, or 
treat diseases, disorders and other health conditions. 

The Patient Protection and Affordable Care Act estab-
lishes an independent CER entity, the Patient Centered 
Outcomes Research Institute. CER is being embraced 
by public and private healthcare stakeholders as a 
leading solution to rising healthcare costs, poor qual-
ity, and safety concerns. 

Despite this recognition, many healthcare stakehold-
ers remain apprehensive about the impact of CER. In 
fact, while the national healthcare reform bill creates 
a new federal CER entity, it does not authorize its find-
ings to be used to make decisions about the coverage 
or reimbursement of services. Clinical guidelines rein-
forced by financial incentives might become coercive 
tools, curtail treatment choice, and undermine recov-
ery for a group of clients with very complex, co-morbid 
mental and physical health conditions. 

A study that appears in the July 2010 issue of Health 
Affairs reveals that the general public may value other 
considerations — for example, recommendations from 
family and friends — more highly than findings from 
CER. Such subjective value judgments are at odds with 
the underpinnings of CER; clearly, additional efforts 
must be undertaken to achieve consumer buy-in of 
the value of CER in their decision-making process. 

Healthcare advocates are calling for clear language 
that would prevent the use of CER to deny healthcare 
recipients needed treatments and therapies. Evidence 
should drive quality decision-making by the provider 

and the client. Cost is a factor after determining op-
tions most appropriate to the individual. CER should 
support individualized care and not dictate “one-size-
fits-all” treatment.

As bipartisan congressional action continues to shape 
how value and quality are defined in healthcare, there 
are clear action steps that researchers and providers 
need to take:

•	 Encourage Congress and the federal govern-
ment to further examine important issues, such 
as population versus individual applications 
of evidence-based medicine, accountability in 
generating evidence used by policymakers, and 
accurate communication of evidence gaps and 
uncertainties. CER must consider a wide array 
of evidence that includes observational stud-
ies, disease registry data, and expert opinions 
drawn from clinical guidelines.

•	 As federal agencies develop their research 
agenda, it’s imperative that providers engage in 
the development, translation, and dissemination 
of research findings into policy and practice. The 
application of research findings within complex 
healthcare systems requires increased interaction 

between researchers and users to show a way for 
adaption and implementation of research results.

•	 Examine how we effectively translate research into 
everyday public health policies and programs. 
Previous efforts to accelerate the translation of 
research into practice often fail to characterize 
the knowledge gap between evidence-based in-
terventions and effective delivery and adoption 
by diverse healthcare delivery systems. We must 
be diligent in articulating the need to support 
practice- based research in conjunction with dis-
semination of comparative research.

Any CER efforts must be publicly 
accountable. All stakeholders, 
including clients and providers, 
can play an active role in the 
entire research process from 
setting research priorities to dis-

seminating research results. Greater focus is needed 
for identifying the best methods to include clients in 
translating, disseminating, and implementing evidence 
to ensure that research is useful for policymaking.

Linda Rosenberg is an expert in mental health policy and practice 
with 30+ years of experience in the design, financing, and manage-
ment of psychiatric treatment and rehabilitation programs. Under 
Rosenberg’s leadership since 2004, the National Council for Commu-
nity Behavioral Healthcare has more than doubled its membership; 
helped to secure the passage of the federal mental health and addic-
tion parity law; expanded financing for integrated behavioral health/
primary care services; was instrumental in bringing behavioral health 
to the table in federal healthcare reform dialogue and initiatives; and 
played a key role in introducing the Mental Health First Aid public 
education program in the United States. Prior to joining the National 
Council, Rosenberg served as the Senior Deputy Commissioner for 
the New York State Office of Mental Health.

Charles Ingoglia is vice president of public policy for the National 
Council for Community Behavioral Healthcare. He directs the 
federal affairs function of the National Council and oversees policy 
and advocacy outreach to more than 1,700 member organizations 
across the nation. He also serves as adjunct faculty at the George 
Washington University Graduate School of Political Management. 
Prior to joining the National Council, Ingoglia provided policy and 
program design guidance, including the review of state Medicaid 
waiver applications and other health and human services regula-
tions, to the Center for Mental Health Services at the Substance 
Abuse and Mental Health Services Administration.

Greater focus is needed for identifying the best methods to include  
clients in translating, disseminating, and implementing evidence to  

ensure that research is useful for policymaking.
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A National Council publication featuring members in action

Excellence in Service Innovation

Burrell Behavioral Health, Springfield, Missouri 

This award is supported by a grant of $10,000 to the winner from Mental 

Health Weekly.

Is it enough to give a homeless man with mental illness a bed in a shelter? 
Or does that man have the right to more? Burrell Behavioral Health believes 
that with treatment, support, and respect, every man and woman with mental 
illness can recover and fully participate in his or her community. Burrell has 
backed up this belief by making it a reality for hundreds of clients. Represent-
ing all National Council members who are devoted to bringing the homeless 
in from the streets, Burrell has won the admiration of the community and the 
nation. Thinking outside the box, Burrell formed partnerships with more than 20 
organizations, expanding services as it went and overcoming resistance from 
those who said the plan wouldn’t work or couldn’t be done. The results speak 
volumes — nearly 500 people and families with mental illness and addictions 
have made the leap from the street to stable homes and acquired the strengths 
and life skills they needed to become productive citizens with homes, jobs, and 
active social lives. 

Denise Mills, director of corporate services for Burrell Behavioral Health, says, 
“Winning the National Council’s award for Service Innovation has been en-
couraging and has boosted staff morale. It has served as a positive reinforcer 
for the numerous partner organizations that have dedicated unique talents to 
making the Journey Home program a success. Without their commitment and 
collaboration, the program would have never reached the level of success it 
has today. Burrell particularly extends its appreciation to The Kitchen, Inc., and 
the Victory Mission for their dedication to the homeless of our community and 
their daily efforts to see that the individuals who walk through their doors are 
reestablished with key linkages that had been lost in homelessness—including 
healthcare, job counseling, educational assistance, housing supports, faith or-
ganizations, and other supportive services.”  

Excellence in Health Information Technology

Northern Arizona Regional Behavioral Health Authority, 
Flagstaff, Arizona

This award is supported by a grant of $10,000 to the winner from Quali-

facts Services, Inc.

Most mental health provider service areas encompass a few square miles. So 

how do a handful of psychiatric practitioners service 62,000 square miles in 

one of the most rugged parts of the country? Employing technology to its full-

est, the Northern Arizona Regional Behavioral Health Authority relies on videos 

rather than vehicles. NARBHAnet is a comprehensive telemedicine network that 

uses two-way interactive videoconferencing to bring together mental health ex-

perts and patients in remote locations. Although telemedicine is often thought 

of as something new, NARBHAnet has served as an indispensable communica-

tions link for 13 years. In that time, it has been recognized as one of the best 

telemedicine programs in the United States, tallied more than 50,000 clinical 

psychiatric sessions, and saved millions in travel costs. Most important, NARB-

HAnet has brought thousands of clients the professional mental health support 

and services they need—saving time and money and providing a level of service 

and convenience to rival practices in many of America’s most cosmopolitan 

areas. 

Nancy Rowe, telemedicine program manager at the Northern Arizona Regional 

Behavioral Health Authority, says, “This award is an honor for NARBHA and re-

inforces the high quality of our telemedicine program to our company leader-

ship, our current and potential member agencies, and the state of Arizona. 

Recognition by the National Council helps us justify new technology purchases 

to keep the network up to date and continue expanding it. Most important, 

this award will encourage growth of telemedicine to improve access to mental 

healthcare for rural residents across northern Arizona. We thank the Arizona 

Department of Health Services for awarding NARBHA the 1995 grant to develop 

our telemedicine program; Susan Morley, NARBHA deputy director, for starting 

up the network; Sara Gibson, MD, who has been providing psychiatric services 

solely through NARBHAnet since 1996; and our NARBHA telemedicine staff and 

all connected agencies who keep the network running successfully. We advise 

focusing on prompt, responsive customer service and good communication 

with partner agencies and customers.”

National Council Member Spotlight
National Council 2010 Awards of Excellence Winners
Each year, the National Council honors the best and brightest in mental health and addictions services through its Awards of Excellence. Staff and board 
leaders, consumers and families, programs and community partners are recognized for services that promote recovery and have a lasting impact on 
children, adults, and families.

Submissions for the National Council 
2011 Awards of Excellence open September 27, 2010. 

Watch our website at www.TheNationalCouncil.org/Awards. 

Questions? Contact  
Communications@thenationalcouncil.org or 202.684.7457.
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Excellence in Risk Management

Institute for Community Living, New York, New York

This award is supported by a grant of $10,000 to the winner from the 

Mental Health Risk Retention Group and Negley Associates.

Few endeavors are more beneficial and rewarding than enabling people with 

serious mental illness to live with dignity and safety in their own homes. Along 

with a multitude of other services, the Institute for Community Living provides 

more than 1,400 units of housing for people with serious mental illnesses and 

co-occurring substance abuse and chronic medical conditions. And helping more 

than 8,000 consumers navigate and live successfully in New York City’s neighbor-

hoods is no easy task. To better ensure safety, ICL has developed and imple-

mented a risk management system for both consumers and staff. Staff are trained 

to help consumers identify their triggers for risky behavior, and, together, staff and 

consumers develop a repertoire of strategies to cope with risk-laden situations. 

The agency measures success by insisting on an agency-wide culture of mutual 

responsibility and encouraging continuous learning, sharing, and support. ICL has 

built an exceptional platform that results in a win−win situation for all involved.

Peter Campanelli, PsyD, president and chief executive officer of the Institute for 

Community Living, says, “What if we could identify clinical risk for suicide, relapse, 

or more intense need for services before tragedy strikes? That question prompted 

us to create the Clinical Risk Assessment and Intervention Initiative, which is ap-

plicable in a variety of programs and treatment contexts. The collaboration be-

tween staff at all levels at ICL has been incredible and certainly is responsible for 

the significant strides made in assessing clinical risk and facilitating interventions 

and supports. Management and line staff alike participated in program design, 

rollout, and implementation and provided feedback for improvement. Without 

their commitment and dedication, and the perseverance and strengths of our 

consumers, the program would not have been possible. We are honored to receive 

the first Excellence in Risk Management Award and hope it will encourage other 

agencies to think about embedding risk management activities in their standard 

clinical practices to better support staff and consumers. We thank the National 

Council and Negley Associates for recognizing our initiative.”

Excellence in Addictions Treatment  
and Prevention

Hartford Dispensary, Manchester, Connecticut

If one were able to offer easy and convenient access to a full range of health 

services for patients who were already receiving treatment for drug addiction, 

would those patients respond positively? The Hartford Dispensary has found the 

answer to be a resounding “yes.” Hartford, which serves 4,000 patients every 

day, recognized that many of them suffered from health issues that extended far 

beyond comorbidities of drug use. Rather than accept the status quo, Hartford 

took exceptional initiative; it reached out to local healthcare organizations to 

spearhead a compre¬hensive care program that encompasses drug treatment, 

counseling and psychiatric services, primary care, infectious disease treatment, 

dental care, and women’s services. Now, through the convenience of accessing 

all facets of healthcare from one provider, patients are much more likely to seek 

care, and the results speak for themselves—not only is patients’ overall health 

much improved, their quality of life has been enhanced, and the incidence of drug 

use has declined.

Paul McLaughlin, chief executive officer of Hartford Dispensary, says, “This award 

validates our commitment to our mission to address the needs of traditionally un-

derserved populations. It enhances our credibility in the eyes of the consumers as 

it demonstrates our commitment to continually improving services. It is also very 

rewarding to have other professionals give their support for a ‘one-stop’ model of 

delivery. The award also demonstrates to our board, employees, funders, and other 

stakeholders our commitment to provide national best practice service approach-

es—we are grateful to all of them. We thank our partners, the State Department 

of Mental Health and the Department of Mental Health and Addiction Service, for 

their ongoing support of innovative services. We also thank our research partners 

for using our facilities to conduct research pertinent to the needs of our employ-

ees and consumers. Communicating with our consumers and being responsive to 

their needs [have] resulted in innovation and creative thinking for the nearly 140 

years our agency has provided services.”
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Excellence in Consumer and Family Advocacy
Austin Travis County Integral Care, Austin, Texas

Education is an incredibly powerful tool, and the promise of equitable 

health¬care services for all is much more than a hope for many African Ameri-

cans in the heart of the Lone Star State, thanks to Austin Travis County Integral 

Care. ATCIC is the organizational brains and brawn behind the Central Texas 

African American Family Support Conference, an amazing two-day event held 

annually to acquaint the African American community with information about 

behavioral and physical healthcare services and supports that are available 

locally. The conference provides indispensable education and resources that 

help change attitudes and, literally, save lives. With the help of local public- 

and private-sector organizations and the assistance of volunteers and health 

professionals, ATCIC serves as an inspiring force for change and helps break 

down health disparities by bringing together people in need and those able to 

help, in a highly engaging, innovative, and supportive way. 

David Evans, executive director of Austin Travis County Integral Care, says, 

“Such an event could not happen without the incredible efforts of our vol-

unteers. Many of them have invested their time and efforts [in] opening doors 

and impacting the community since the humble beginnings of the conference. 

We have also had strong endorsement and support from our board of trust-

ees. This award affirms these collaborative efforts and spirit of integrating real 

world practice to positively impact our community. Of course, the conference 

would not be possible without the generous continued support of sponsors, 

including New Milestones Foundation, the Office for the Elimination of Health 

Disparities, Mr. and Mrs. Willie Williams, the Seton Family of Hospitals, and the 

Wood Group. This year, we are also thankful for a grant we received from the 

Substance Abuse and Mental Health Services. We encourage other community 

centers across the nation to begin local programs to address health disparities 

by leveraging collaborative partnerships in their communities.”

Excellence in State Grassroots Advocacy 

Association for Behavioral Healthcare, Natick, Massachusetts

If necessity is the mother of invention, then the Association for Behavioral 

Healthcare offers a valuable lesson in how to take a demoralizing situation 

and turn it into a winning proposition. Faced with the elimination of many of its 

vital alcohol treatment and support programs as a result of state budget cuts, 

the Association elected to fight fire with fire. It established a grass¬roots orga-

nization—the Campaign for Addiction Prevention, Treatment and Recovery—to 

repeal the Massachusetts sales tax exemption on alcohol. As a result of the ag-

gressive campaign and the untiring efforts of the Association to present its case 

to lawmakers, not only was the alcohol sales tax exemption repealed, $115 

million in new revenue was generated and then channeled directly back into 

programs that treat people dealing with alcoholism. At a time when many state 

and local agencies are seeking solutions to budget shortfalls, this endeavor 

stands out for its social and fiscal brilliance.

Vic DiGravio, president and chief executive officer of the Association for Be-

havioral Healthcare, says, “We are extremely grateful to be recognized by our 

peers and colleagues from across the country. This award reinforces the signifi-

cance of our accomplishment in repealing the sales tax exemption on alcohol 

sold in stores. A special thank you goes to the ABH board of directors and our 

member organizations, whose grassroots advocacy played such a key role in 

our success. This award is a wonderful recognition of the collective strength 

of our membership. In addition, our partners in the Campaign for Addiction 

Prevention, Treatment and Recovery deserve a special round of applause. This 

joint advocacy effort was critical, as it showed that addiction advocates could 

work together for a common purpose during a time when state resources were 

limited. We thank Governor Patrick and the state legislature; without their un-

derstanding of the importance of addiction treatment and prevention and their 

willingness to consider new revenues, this would not have been possible.”

Excellence in Local Grassroots Advocacy 

Colorado West Regional Mental Health Center, Glenwood 
Springs, Colorado

After three local hospitals closed their psychiatric wings, the prospect of having 

no psychiatric hospital capacity in the entire western half of Colorado was too 

much for the Colorado West Regional Mental Health Center to contemplate. 

With the best of intentions, it took on a $10 million debt to build a new psychi-

atric hospital. In the process, however, it drained its financial reserves, and the 

organization, its patients, and its staff were left vulnerable. Rather than submit 

to certain foreclosure, Colorado West dug in its heels and went on the offensive, 

initiating an aggressive grassroots advocacy campaign to build needed support 

for its operations. With the help of local foundations and policymakers, whose 

endorsement and support were solidified as a direct result of the grassroots 

campaign, Colorado West was able to retire the entire debt in just 15 months 

and return to financial stability. The extraordinary vigor and determination it 

demonstrated to right its fiscal health is testament to the organization’s com-

mitment, perseverance, and resilience.

Sharon Raggio, chief executive officer of Colorado West Regional Mental Health 

Center, says, “At Colorado West, Inc., this award exemplified years of hard work 

and dedication by staff [who] were beginning to lose hope that financial sta-

bility could be a reality. This award is a vote of confidence for Colorado West 

employees and board members, who work tirelessly to carry out our mission. 

They show up even when times are tough, dedicating countless hours of over-

time and volunteer hours so that our mission is realized. We thank every one 

of them. We would like to thank the Colorado Health Foundation, the Colorado 

secretary of state, the state Senate majority leader, the Mesa County manager 

and the Mesa County commissioners, the Boetcher Foundation, the El Pomar 

Foundation, and Chase Bank. Our advice to others—tell your story every chance 

you get to any person who will listen. Aim high, and be open to possibilities.”
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Up & Coming Leadership

Rosa M. West, Vice President for Specialty Programs and 
New Initiatives, Meridian Behavioral Healthcare, Inc., 
Gainesville, Florida

Rosa West is a rising star who has demonstrated time and again that innova¬tion 

is not simply an exercise, it’s an essential element in finding new ways to solve 

age-old problems. Distinguished by an indomitable spirit and quest for innovation, 

West has made a significant difference in the lives of untold numbers of people. 

She is responsible for initiating special programs in mental health and addictions 

services at Meridian Behavioral Healthcare. Her successful endeavors include the 

Medication Assisted Treatment pilot project for people with addiction disorders 

and the Forensic Diversion Program, designed to keep at-risk people out of jail 

and in treatment. She also has been a catalyst in implementing state and national 

initiatives to establish open-access walk-in clinics for mental health and addic-

tions, as well as a foster care redesign initiative to reduce the number of children 

in out-of-home placements. Rosa West brings extraordinary promise and passion 

to behavioral healthcare at a time when these qualities are needed most.

Rosa West says, “I am extremely honored by this award. And I am grateful to Rich-

ard Anderson, Dr. Maggie Labarta, and my colleagues at Meridian for allowing me 

the opportunity to improve the quality of care of those we serve and to help cre-

ate an environment in which behavioral health professionals are the impetus for 

inspiring growth and change among the mentally ill and substance abuse popu-

lation. I believe in three keys to successful leadership—learning, resiliency, and 

service. It is important to continue to look for new ways to accomplish objectives, 

experiment with new approaches, and learn from them. The path to success is not 

a straight line, and we can anticipate that there will be barriers to overcome—that 

requires resilience. However, by being servant leaders and ensuring that we take 

care of those under our direction, we can garner the support and effort needed 

to prevail over any impediment. Maya Angelou said, ‘When you learn, teach. When 

you get, give.’ I will continue to strive to give back.”

Visionary Leadership

Mary Anderson, Board Member, Newaygo County Mental 
Health Services, White Cloud, Michigan

Walk a mile in Mary Anderson’s shoes, and it will be abundantly clear why she 

is so passionate in her defense of and advocacy on behalf of people with men-

tal illness. As a consumer of mental health services herself, she brings a unique 

perspective and experience that strengthen her influence and enhance her cred-

ibility. Anderson possesses a deep understanding of the complexities of the public 

mental health system and the funding challenges that always seem to represent 

a constant threat to its operations. As an experienced and tena¬cious negotiator, 

she plays an especially valuable role working with county, state, and national 

officials to improve quality of life for people with mental illness, along with their 

families. Anderson sees challenges as opportunities; she is an eternal optimist 

who channels her uncommon compassion for those in need through community 

volunteerism, public office, and service on the boards of the National Council for 

Community Behavioral Healthcare and the Michigan Association of Community 

Mental Health Boards.

Mary Anderson says, “The definition of a visionary leader that I can relate to is a 

person who guides or inspires others to think creatively about the future. Serving 

on the National Council Board reinforces that — they listen to every board mem-

ber’s point of view and continue to strive for excellence. And my local agency’s 

support of my taking advantage of the opportunities to serve on state and na-

tional boards has been amazing. Newaygo County Mental Health Board is a small 

agency with a big heart and ambition. We are not afraid to try new ideas and put 

the quality of life of our consumers first and foremost. I also want to thank the 

Michigan Association of Community Mental Health Boards for all their support in 

my endeavors to promote a better quality of life for persons with mental illness 

and developmental disabilities. Unless you have experienced mental illness your-

self it is hard to understand how much energy it takes just to appear ‘normal,’ and 

even more so to be successful. It means so much for me to be recognized.”

Visionary Leadership

Howard Bracco, PhD, CBHE, President and Chief Executive 
Officer, Seven Counties, Inc.,  
Louisville, Kentucky

Howard Bracco has always been driven by the conviction that anyone in need of 

professional help deserves quality behavioral healthcare, regardless of his or her 

lot in life or ability to pay. In his 31 years of distinguished service as president and 

chief executive officer of Seven Counties, Inc., Bracco has built the agency into 

the largest provider of mental health, addictions, and developmental disability 

services in the Louisville area. In his quest to bring quality care to the region, Dr. 

Bracco diligently sought new partners who shared his vision and forged a compre-

hensive network of 16 organizations to provide behavioral healthcare treatment 

and essential services to a region with a population of nearly 900,000. He is an 

exemplary leader and a powerful team builder who continually inspires staff as 

well as the people his organization serves. As a result of his encouragement and 

vision, thousands of clients have realized their potential and live valued lives in 

their communities.

Howard Bracco says, “I was truly honored to receive the National Council’s 2010 

Visionary Leadership Award. The award was made even more meaningful for me 

in that it was shared by four other extraordinary individuals who humble me. No 

accomplishment occurs in a vacuum. My journey has been dependent on the re-

lationships I have had over the years with friends and colleagues at the [National 

Institute of Mental Health] Staff College, the National Council, and the Mental 

Health Corporations of America, [which] collectively served to establish a culture 

of support, challenge, and continuous learning. I was fortunate as well to have a 

number of incredible mentors—Dr. Dale Farabee, Dan Howard, and Ashar Tullis, 

who collectively gave birth to the community mental health system in Kentucky. 

Vision without implementation is simply the act of dreaming. Leadership without 
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people who choose to follow is simply the act of hearing oneself talk. Thankfully, 

I have had the benefit of the vision, leadership, and support of my family, board, 

staff, consumers, and the community partners of Seven Counties Services, all of 

whom acted on my dreams and words to help individuals and families who are 

affected by mental illness, developmental disabilities, addictions, and abuse 

realize their potential for living satisfying, productive, and valued lives.”

Visionary Leadership

David Guth, Chief Executive Officer, Centerstone of 
America, Nashville, Tennessee

The world is made up of people who follow and people who lead: David Guth 

is a man of vision and action. In his ongoing search for new and better ways to 

treat mental illnesses and addiction disorders, he has combined the best that 

science and information technology have to offer and invested in treatment 

research that translates directly to the real world. Under his leadership, Center-

stone of America provides a continuum of high-quality, state-of-the-art behav-

ioral healthcare throughout Tennessee and Indiana, serving more than 75,000 

people a year. Guth is an exceptionally strong advocate for mental health parity 

and has a regular seat at the table when it comes to healthcare reform at the lo-

cal level. Never short on ideas or ways to implement them, he led the integration 

of behavioral health and general healthcare provider organizations by establish-

ing a dedicated research wing to achieve operational efficiencies and improve 

service quality — which gives patients a full opportunity for recovery.

David Guth says, “This recognition means so much to me and to the rest of 

the Centerstone team because it has come from our esteemed peers at the 

National Council. Each year we bring a large contingent from Centerstone to the 

National Council Conference —you can’t help but walk away from the conference 

amazed at the breadth and depth of our community mental health system and 

humbled by the level of innovation on display. To be singled out in this group 

means something very special, indeed. I am so pleased to share this award 

with Mary Anderson, Howard Bracco, Jay Reeve, and Richard Van Horn—to be 

considered in the company of these amazing people is a true honor. To hold an 

inspiring vision, one must first be inspired. I have been so fortunate to be sur-

rounded by passionate and visionary people for many years. Particular thanks 

go to Ken Baines for making the question ‘How will this benefit the consumer?’ 

part of our corporate DNA; and to Dick Fitzgerald for his example of how to lead; 

and to Gwen Watts, who, as I ‘stir the pot,’ ensures ‘the soup’ doesn’t end up on 

the floor. My advice is to take inspiration from those around you. Question the 

variables you believe to be constants. Take your mission very seriously, but not 

yourself. And remember, leadership is a team sport.” 

Visionary Leadership

Jay Reeve, President and Chief Executive Officer, 
Apalachee Center, Tallahassee, Florida

Jay Reeve is a visionary who “walks the walk.” His uncompromising commitment 

to extending full support to people with mental illness and addiction disor-

ders sets him apart as a person of extraordinary conviction and exceptional 

compassion. Under his expert guidance and leadership, Apalachee Center has 

pushed the boundaries of traditional care, both treating co-occurring mental 

and addiction disorders and attending to patients’ physical health needs. To 

accomplish this, Reeve has been instrumental in building mutually beneficial 

local professional relationships and forging partnerships with entities such as 

Florida A&M University’s College of Pharmacy and Bond Community Health 

Center. As an untiring advocate and community problem solver, Reeve lends 

his strong voice as well as his considerable expertise to ensure that people in 

need receive the care they require and that mental health awareness is never 

far from mind in Florida. 

Jay Reeve says, “This award has been an extraordinary honor. Apalachee’s 

board of directors, led by our chair, Denise Hannah, has been everything that 

a CEO could ask for—involved, flexible, supportive, and very mission driven. 

Apalachee’s chief of operations, Melany Kearley, has energized and infused our 

organization with the spirit of recovery and an absolute commitment to our 

clients. Our management team, Sue Conger, Guy Johnson, Ginger Kelly, Candy 

Landry, Thad Moorer, and Dr. Abdol Mansouri, share commitment to our clients, 

an extremely strong work ethic, and great team spirit and lead hundreds of 

committed employees in providing excellent customer service and quality clini-

cal care. I have been lucky to be mentored by some of the industry leaders in 

Florida, who have also become my friends—Ned Ailes, Gary Bembry, Jon Cherry, 

Dr. Linda DePiano, Mario Jardon, Jerry Kassab, Dr. Maggie Labarta, and Dr. Steve 

Ronik have generously shared their extraordinary insight and expertise with me 

and continue to help me grow as a leader. And there are two individuals without 

whom I would never have been able to do this job: my predecessor and greatest 

mentor, Ron Kirkland, who was the best possible teacher of the business side of 

healthcare, and my wife, Dr. Kate Lyon, who teaches me about excellence and 

vision on a daily basis. The honor of this award should really be divided among 

all of them.”

Member Spotlight
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Visionary Leadership

Richard Van Horn, President Emeritus, Mental Health 
America of Los Angeles, Los Angeles, California

For 30 years, Richard Van Horn has played an exemplary leadership role in helping 

adults and youths recovering from mental illness lead independent and productive 

lives in their own communities. His unassailable belief in the power and potential of 

people with mental illness distinguish him as a man of vision and commitment. As 

a valued mentor and astute businessperson, Van Horn has guided and built Mental 

Health America of Los Angeles into one of Southern California’s leading nonprofit 

mental health organizations through continuous service innovations, recurring sys-

tems design, and public policy change. Under his leadership, MHALA has become 

a highly respected service innovator, trainer, educator, and advocate. Van Horn also 

led MHALA’s development of recovery-focused, peer-run programs. He has worked 

tire¬lessly for systems change at the local, state, and national levels and serves on 

the board of the National Council for Community Behavioral Healthcare.

Richard Van Horn says, “Receiving the visionary leader award was truly a memo-

rable moment because it represents what we have achieved at Mental Health 

America of Los Angeles. We have been fortunate to be in the right place at the right 

time for innovative programs that have come alive and spread beyond our ‘pilot’ 

efforts. The key was recruiting the right people and giving them the freedom to take 

a germ of an idea and grow it to full bloom. In fact, this is the key to success for 

MHALA and me—get the right people; give them trust and room to succeed (and 

live through the occasional failure, if necessary); and reward them with recogni-

tion, praise, and raises, if possible. Special thanks go to my wife, Kay, who supports 

me in all endeavors; Ann Stone, executive vice president, who makes MHA func-

tion; Julia Scalise, chief development officer, who keeps the money rolling in; Dave 

Pilon, our new president; Martha Long, Mark Ragins, and Paul Barry, who have 

led the MHA Village for 20 years; Gustavo Loera, who created the Human Service 

Academies; Dena Stein, who builds our workforce development programs; and two 

board chairs, J. R. Elpers and Areta Crowell, who were great chairs and mentors for 

me over the past three decades.”

Excellence in Public Service

Pamela Greenberg, President and chief executive officer, 
Association for Behavioral Health and Wellness, Washington, DC

Pamela Greenberg has fashioned a long and noteworthy career advocating for 

people living with mental health and addiction disorders, along with their families. 

As president and chief executive officer of the Association for Behavioral Health 

and Wellness and co-chair of the Coalition on Fairness in Mental Illness Coverage, 

she led the charge and played an essential role in the 20-year battle to negoti-

ate groundbreaking agreements among providers, advocates, the health insurance 

industry, and the business community—all of which culminated in the passage by 

Congress of the Paul Wellstone and Pete Domenici Mental Health Parity and Addic-

tion Equity Act of 2008. Greenberg’s contagious energy and determined leadership 

on behalf of people with traditionally little or no voice in the political process 

exemplifies her unbridled passion for equality and fairness and personifies the 

true spirit of public service.

Pamela Greenberg says, “I was so excited when Linda Rosenberg asked me if I 

would accept the National Council’s Excellence in Public Service award. To be rec-

ognized by such a respected organization and, in turn, others in the field was 

an honor. There were many advocates [who] were dedicated to getting the parity 

bill signed in to law, including Carol McDaid, who also received an award this 

year. The colleagues I worked most closely with were the members of the Fairness 

Coalition (American Hospital Association, American Medical Association, American 

Psychiatric Association, American Psychological Association, Association for Behav-

ioral Health and Wellness, Federation of American Health Systems, Mental Health 

America, National Association of Psychiatric Health Systems, and [National Alliance 

on Mental Illness]). Our coalition also worked with the business and insurance 

community and senators and the staff from many offices, including Senators Dodd, 

Domenici, Enzi, Kennedy, and Wellstone. The members of the Association for Behav-

ioral Health and Wellness have supported parity since the organization’s inception 

in 1994. Thank you, National Council, for recognizing my contribution to the field.”

Excellence in Public Service

Carol McDaid, Principal, Capitol Decisions, Inc., Washington, DC

For more than a decade, Carol McDaid has worked tirelessly to bring about mental 

health and addictions parity. In long-term recovery herself, McDaid knows all too 

well the struggles that millions of Americans in need of mental health and addic-

tions treatment face because they lack adequate insurance coverage. Her unceas-

ing efforts helped immeasurably to ensure the passage of the Paul Wellstone 

and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008. She 

has been a passionate advocate not just for people living with mental health and 

addiction disorders but also for their families, who are often overlooked and under-

represented. Her work with leading nonprofit drug and alcohol treatment centers, 

physicians, alcohol and drug prevention agencies, and consumer organizations to 

refine public policy regarding addictions treatment sets her apart as an inspira-

tional leader and a compelling role model.

Carol McDaid says, “I was honored to receive a public service award. Oftentimes 

those who are paid for their work rather than volunteers in the not-for-profit world 

are overlooked when it comes to public service awards. Passage of parity was an 

important milestone professionally and personally. There was a time in my life 

when I was desperate, suffering silently with addiction, and the insurance that my 

employer and I had paid for wasn’t there for me. I was lucky to have family to pay 

for my help. Parity for me is about making sure another woman who doesn’t have 

these family resources does not have to face that same desperation. I often have 

to remind myself what our work is all about. Parity could not have passed Congress 

in the form it did without the tireless efforts of my colleagues Holly Merbaum, Ellen 

Gerrity, and Dave Wellstone. The parity regulations are far more thoughtful as a 

result of the volunteer wisdom and counsel of Henry Harbin, in between golf games. 

To others seeking advice I’d say—trust your gut; your instincts are better than you 

think. Don’t give up.”
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