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Ensure	  Safety	  Net	  Funding	  -‐	  Immediately	  
	  

0. Maintain	  and	  increase	  funding	  for	  the	  Substance	  Abuse	  Prevention	  and	  
Treatment	  Block	  Grant	  and	  the	  Community	  Mental	  Health	  Services	  Block	  Grant,	  	  
in	  order	  to	  address	  the	  needs	  of	  people	  who	  remain	  uninsured	  and	  provide	  for	  
critical	  health	  services,	  activities,	  primary	  substance	  abuse	  prevention,	  and	  
social	  wrap	  around	  services	  not	  covered	  by	  the	  ACA.	  Ensure	  that	  Medicaid	  and	  
commercial	  insurance	  rates	  for	  MH/SUD	  services,	  whether	  in	  FQHCs	  or	  free-‐
standing	  specialty	  facilities,	  are	  at	  parity	  with	  other	  comparable	  med/surg	  
services	  to	  support	  the	  quality	  that	  patients	  deserve.	  Increase funding for 
continuity of care to ensure that appropriate services are in place for patient with 
behavioral health conditions recently discharged from emergency departments, acute 
care units, and inpatient psychiatric units. Patients discharged from these settings 
have been shown to have the highest risk of suicide of any population. Reduce IMD 
barriers to the use of Medicaid funds for community residential and community 
inpatient services, and eliminate the Medicare 190 day lifetime limit on inpatient care. 	  
	  

Affordable	  Care	  Act/Parity	  –	  Next	  22	  Months	  
	  

• �       CCIIO should (1) issue guidance regarding lawful compliance with the 
requirements of the ACA and Mental Health Parity and Addiction Equity Act, 
regarding both quantitative and non-quantitative treatment limitations, including (a) 
issuing final parity regulations for Medicaid as quickly as possible; (b) conducting a 
review of all essential health benefits packages, including intermediate services (e.g., 
residential, intensive out-patient, partial hospitalization), medications, and recovery 
supports, and (c) providing a mechanism for consumers and service providers around 
the country to report problems they experience without fear or risk of retribution; and 
(2) take corrective action to rectify identified problems with ACA and parity 
compliance and provide guidance to insurers, consumers, providers and others on 
compliance by (a) making available outcomes of compliance investigations – 
including the number of investigations opened and closed, the benefit classification(s) 
examined by each investigation, the subject matter(s) of each investigation, and a 
summary analysis of the final decision rendered for each investigation – on 
Department of Health and Human Services and Department of Labor websites, with 
names redacted where appropriate, and (b) issuing FAQ’s based on reviews and 
compliance activities.   Provide more resources to CCIIO for these functions.	  

	  
• � Facilitate enrollment of people with untreated MH/SUD and minimize 

interruptions of coverage and care by (1) working with the Department of Justice in 



providing guidance to states and localities in order to facilitate enrollment and linkage 
to mental health, substance use disorder and physical care of everyone in the criminal 
justice system, including ceasing the termination of Medicaid of those who are 
incarcerated, (2) continuing Medicaid payments for pre-adjudicated detainees, and (3) 
targeting outreach to enroll and link uninsured persons to mental health and substance 
use disorder care by enlisting insurance navigators and peers and working with 
homeless service providers, recovery community organizations and mental health 
drop-in centers.	  

	  
Care	  Integration/Value	  Purchasing/Delivery	  System	  Reform	  –	  Next	  22	  Months	  
	  

0. Provide	  practical	  models	  and	  examples	  of	  delivery	  system	  reform	  initiatives,	  
including	  those	  that	  incorporate	  social	  wrap-‐around	  services,	  so	  that	  state,	  
county,	  and	  city	  mental	  health	  and	  substance	  use	  disorder	  provider	  entities	  can	  
undertake	  key	  steps	  to	  foster	  reforms	  that	  will	  lead	  to	  good	  integrated	  care.	  	  This	  
can	  include	  piloting	  and	  evaluating	  model	  system	  reforms	  –	  including	  requiring	  
public	  health	  programs	  overseen	  by	  the	  Department	  to	  provide	  evidence-‐based	  
services,	  such	  as	  prescribing	  naloxone	  and	  treatment	  medications	  by	  contracting	  
with	  specialty	  MH/SUD	  programs	  or	  expanding	  in-‐house	  staff	  –	  to	  identify	  best	  
practices	  and	  replicable	  models	  for	  the	  rest	  of	  the	  health	  care	  system.	  Use	  focus	  
groups	  and	  expert	  input	  to	  identify	  the	  challenges	  and	  barriers	  to	  instituting	  
value	  purchasing	  and	  payment	  reform	  for	  MH/SUD	  programs	  (e.g.,	  how	  to	  
implement	  core	  performance	  measures,	  how	  to	  incorporate	  funding	  in	  case	  rates	  
for	  preventive	  care	  to	  avert	  suicides,	  how	  to	  deal	  with	  payment	  structures	  that	  
create	  barriers	  to	  integration	  of	  care,	  such	  as	  policies	  that	  prevent	  same	  day	  
billing	  for	  different	  needed	  health	  care	  services),	  and	  provide	  technical	  
assistance	  to	  the	  field	  in	  resolving	  those	  problems.	  

 
0. Facilitate	  operational	  planning	  and	  reforms	  so	  that	  more	  effective	  working	  

relationships	  can	  be	  developed	  between	  mental	  health	  and	  substance	  use	  
disorder	  providers	  and	  primary	  and	  physical	  health	  care	  providers,	  specifically	  
FQHCs.	  Since	  these	  programs	  operate	  under	  very	  different	  federal	  rules,	  effective	  
collaboration	  is	  frequently	  difficult.	  Specifically	  address	  the	  Section	  223	  
Demonstration	  in	  these	  reforms.	  

	  
0. HHS has a critical window in the next two years to catalyze national implementation 

of First Episode Psychosis programs. NIMH has invested significant resources and 
data will be published this summer on clinical trials for these programs. International 
and recent US studies (including preliminary results from the NIMH funded studies) 
indicate improved outcomes from reducing the duration of untreated psychosis and 
providing an evidence-based package of services. Other countries have been working 
on implementation, with the United Kingdom putting into effect a national strategy 
since 2000.  We very much appreciate the work that NIMH and SAMHSA have been 
doing in this area. HHS can further drive national implementation by: setting forth a 
national strategy, publicizing the results of the studies using the highest levels of 
leadership, clarifying the evidence-based practices, issuing guidance from CMS on 



how to finance these services, allowing all of the component pieces to be billed as one 
service under Medicaid, providing training for the workforce and technical assistance 
to stakeholders and states, collaborating with SSA on their demonstration project, and 
encouraging private insurers to cover such services.	  

	  
Opioid/Heroin	  Problem	  –	  Next	  22	  Months	  
	  

0. Increase	  funding	  for	  SAMHSA	  to	  help	  States,	  counties	  and	  localities	  purchase	  
naloxone.	  	  Target	  funding	  to	  the	  substance	  use	  disorder	  care	  system	  
(State/county/local	  agencies,	  providers,	  families	  and	  recovery	  community).	  	  
Ensure	  that	  HHS	  divisions	  are	  coordinating	  on	  this	  issue	  and	  ensure	  agency-‐level	  
coordination	  with	  Department	  of	  Justice	  (DOJ)	  and	  Office	  of	  National	  Drug	  
Control	  Policy	  (ONDCP).	  	  Incentivize	  co-‐prescription	  of	  naloxone	  with	  extended	  
release	  long	  acting	  opioids	  by	  prescribers	  in	  the	  public	  health	  system.	  	  	  
	  	  

0. Maintain	  and	  increase	  support	  for	  treatment	  and	  prevention	  services	  addressing	  
opioid	  and	  other	  drugs	  -‐	  including	  Medication	  Assisted	  Treatment.	  	  Provide	  
additional	  funds	  for	  all	  effective	  treatments	  and	  prevention	  interventions.	  	  
Ensure	  that	  all	  approved	  medications	  for	  treating	  addiction	  are	  included	  in	  all	  
insurance	  and	  Medicaid	  plans,	  that	  use	  of	  medical	  necessity	  criteria	  and	  other	  
medical	  management	  for	  SUD/MH	  is	  no	  more	  restrictive	  than	  for	  
medical/surgical	  conditions,	  and	  that	  inappropriate	  limitations	  on	  dosage	  or	  
duration	  and	  even	  outright	  exclusions	  of	  particular	  medications	  (such	  as	  
recently	  announced	  by	  Maine)	  are	  eliminated.	  	  Incentivize	  all	  HHS-‐funded	  
programs	  to	  have	  the	  capacity	  to	  prescribe	  medications	  to	  treat	  addiction.	  
Increase	  funding	  for	  SAMHSA	  programs	  that	  target	  primary	  substance	  abuse	  
prevention	  programs	  and	  recovery	  supports	  in	  order	  to	  help	  address	  access,	  
availability,	  and	  to	  change	  community	  norms	  as	  they	  relates	  to	  opioids.	  This	  
commitment	  should	  include	  increased	  support	  for	  community	  coalitions	  in	  order	  
to	  ensure	  the	  response	  is	  localized	  and	  coordinated	  across	  a	  number	  of	  sectors.	  

	  
Workforce – Next 22 Months 
 

0. Continue and expand Medicaid reimbursement for Certified Peer Support Specialists, 
including family and youth peers, Addiction Recovery Coaches and Health 
Navigators; incentivize states to establish this access; and streamline the ability of 
physical health entities, including FQHCs and Emergency Departments, to directly 
bill for these services. 

 
0. Expand the participation of mental health and substance use trainees in the National 

Health Service Corps, and develop an outreach and technical assistance program to 
educate behavioral health organizations about how to participate in the Corps. Expand 
loan forgiveness, scholarship, fellowship and other workforce initiatives for MH/SUD 
practitioners, such as Psychiatrists, Psychologists, Social Workers, Mental Health 
Nurse Practitioners, Marriage and Family Therapists, Licensed Counselors, Certified 
Alcohol and Drug Abuse Counselors, Addiction Medicine Specialists, Certified 



Prevention Specialists, and Peer Specialists, to increase the availability of licensed 
clinicians and improve recruitment and retention. 

 
0. Encourage HRSA and SAMHSA to take measures to promote systematic 

implementation of the Suicide Prevention and the Clinical Workforce Guidelines for 
Training, established by the Clinical Workforce Task Force of the National Action 
Alliance for Suicide Prevention. (See: 
http://actionallianceforsuicideprevention.org/sites/actionallianceforsuicideprevention.
org/files/Guidelines.pdf/) 

 
 
Community Culture and Strengths Initiative – Beyond the Next 22 Months 

 
0. Develop a national public health campaign to assess and change community culture, 

to demonstrate strength based approaches to inform attitudes and perceptions 
commonly associated with mental health and substance use conditions, and educate 
the public about heroin/opioid addiction and the availability of effective mental health 
and substance use treatments. This National Campaign will focus on core principles 
that promote positive coping, hope and recovery for persons living with mental health 
and substance use conditions.  
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