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REMEMBER TO EXERCISE YOUR BASIC RIGHT TO REPRESENTATION BY VOTING ON NOVEMBER 4.  VOTE TO SAFEGUARD THE ACA AND HEALTH CARE 

PARITY; TO PROMOTE COMMUNITY-BASED, INTEGRATED, CONSUMER-FOCUSED CARE; TO MAKE AVAILABLE HOUSING, EDUCATION, EMPLOYMENT AND 

OTHER SUPPORTS; TO REDUCE UNNECESSARY INCARCERATION AND PREADJUDICATION BENEFIT LOSSES; AND, TO ADVOCATE FOR THE PEOPLE WE SERVE. 

 
HEADS UP: LESS THAN 45 DAYS UNTIL ACA OPEN ENROLLMENT AND RE-ENROLLMENT 

 

RON MANDERSCHEID, PHD 
[Reprinted from Behavioral Healthcare] 

 
 The 2014-15 open enrollment period will be more difficult than that of 2013-14. It should cause all of us to pause by noting 
that up to 7 million of the remaining 21 million persons to be enrolled—fully one-third—have a mental or substance use condition. 
 

 Tempus fugit—time really flies! On November 15, the state Health Insurance Exchanges will 
begin the second Affordable Care Act (ACA) open-enrollment period. This period will extend 
from November 15, 2014, to February 15, 2015. Although health insurance enrollment likely will 
not receive the same, unrelenting, daily fanfare and scrutiny as last year, we should not make the 
mistake of thinking that this new enrollment period is any less important for us than last year’s. 
Also, we must remember that enrollment in the state Medicaid Expansions is continuous 
throughout the year. 

 ENROLLMENTS DURING 2013-14.  First, let’s recall a few basic statistics. The state 
Health Insurance Marketplaces are seeking to enroll about 21 million persons. For 
the 2013-2014 open enrollment period, HHS estimates that about 10.5 million 
persons actually were enrolled. That means an equal number remain to be 
enrolled. The state Medicaid Expansions intend to reach a population of about 19 
million persons. Thus far, in the 27 states and DC undertaking the Medicaid 
Expansions, about 8.5 million persons have been enrolled. That means 10.5 
million remain to be enrolled. 
 Informative maps are available from the Enroll America site that show state 
Health Insurance Marketplace enrollments during the initial open enrollment 
period.  The maps depict information on the number of individuals who enrolled in 
Marketplace plans between October 1, 2013, and April 19, 2014, in the 36 states 
where consumers enrolled through HealthCare.gov. You can access these maps 
here. 
 A total of almost 13 million people with a mental or substance use condition, 
or both, were without health insurance at the beginning of the 2013-2014 open 
enrollment period.  Optimistically (federal data are not available), we estimate that 
up to 2.6 million were enrolled through the state Health Insurance Marketplaces 
this past year, and 3.7 million more through the state Medicaid Expansions. That 
leaves almost 7 million more to be enrolled this coming year. 
 We all have a personal responsibility to help these 7 million people become 
enrolled in health insurance. For some, that will involve our direct work with 

http://www.enrollamerica.org/


uninsured individuals and families. For others, it will involve our significant advocacy efforts to demand that the state 
undertake the Medicaid Expansion. Social justice principles require nothing less of us. 
 ENROLLMENT WILL BE MORE DIFFICULT IN 2014-2015.  In addition to being more difficult to reach than those enrolled 
last year, we also can predict that persons with these conditions will be more difficult to enroll in health insurance, as 
documented by almost a decade of experience with mandatory insurance in Massachusetts. Thus, it should cause all of 
us to pause by noting that up to 7 million of the remaining 21 million persons to be enrolled—fully one-third—have a 
mental or substance use condition. 
 Re-enrollment, a second feature of the approaching open-enrollment period, simply did not exist in the earlier 
period. Although HHS will attempt to do auto re-enrollment in the same plan unless the beneficiary chooses otherwise, 
a number of factors can potentially derail this approach. These include failure to provide appropriate documentation of 
citizenship, income, etc., other incomplete information on the 2013-14 application, and even high out of pocket costs 
for care, particularly for those persons between 100 percent and 150 percent of the Federal Poverty Level  (see  
http://www.behavioral.net/blogs/ron-manderscheid/rethink-insurance-persons-between-100-400-poverty-level ). 
 ENROLL INDIVIDUALS AND FAMILIES.  Some things to consider in doing outreach to individuals and families include: 

 Do personal outreach yourself to identify uninsured persons with mental or substance use conditions. Likely 
places to encounter these people are public behavioral health programs, city and county jails, and hospital 
emergency departments.  Peers in your community can be particularly effective in such outreach. 

 Know where and how to enroll these persons. The Get Covered America site offers a very useful zip code 
locator system to identify local organizations that can assist with enrollment either in private insurance offered 
through the Marketplace or in Medicaid. These organizations, such as federally qualified health centers, can 
enroll persons directly or put them in contact with insurance navigators or enrollment assisters. 

 ADVOCATE FOR THE MEDICAID EXPANSION.  If you live in one of the 13 states that has not yet undertaken the Medicaid 
Expansion, then you also will have a major advocacy role to help turn this decision around. This effort will be difficult, 
but not impossible, especially as time elapses and decision makers realize what other states are doing and what is being 
foregone by failure to participate. 
Your potential steps include: 

 Develop a state Coalition for Whole Health to coalesce a broad array of organizations around advocacy 
efforts. The national Coalition can provide advice and assistance in this endeavor (see 
www.coalitionforwholehealth.org). 

 Align the state Coalition with hospitals in your state. Because Medicare and Medicaid disproportionate share 
funds are slated to disappear by 2018, hospitals have much to lose if a state does not undertake the Medicaid 
Expansion. Hence, they can become a natural ally for your efforts. 

 Enroll as many persons as possible between 100 percent and 138 percent of the Federal Poverty Level in state 
Marketplace insurance. This will highlight the uninsured ―gap population‖ below the 100 percent level who 
are not eligible for insurance without the Medicaid Expansion. It also will reduce the magnitude of the 
population requiring Medicaid once the state elects this option. 

 PLAN A LOCAL KICKOFF EVENT.  As we approach the eve of the second round of ACA insurance enrollment, you also 
may wish to do a kick-off event, both to celebrate the upcoming effort and to draw broad attention to it. Be creative! 
 Very best wishes in this exceptionally important work. We can’t let the approaching darkness of fall and winter 
benight us so that we lose sight of the importance of this endeavor! 
 
 

HEADS UP TO SIGN UP:  UPCOMING TA-LK WEBINAR 
 The senior population will double by 2040. Communities face new challenges and opportunities to meet their 
needs. Human service organization leaders are looking for innovative and effective strategies to respond to the 
growing senior population’s needs.  That’s where our next TA-lk webinar enters the picture.  
  Join us to learn about Senior Reach® and how this innovative model can make a significant impact in your 
community. Senior Reach®, a recognized evidence based practice through the National Registry of Evidence Based 
Programs and Practices (NREPP), is a community-based, collaborative program that reaches isolated older adults 
living independently who may need emotional support and/or connection to services.   
  Date:  Thursday, October 30, 2014 
 Time:  3:30 PM - 4:30 PM EDT 
Reserve your Webinar seat now at: https://www1.gotomeeting.com/register/479665720 

http://www.behavioral.net/blogs/ron-manderscheid/rethink-insurance-persons-between-100-400-poverty-level
https://www.getcoveredamerica.org/
http://www.coalitionforwholehealth.org/
https://www1.gotomeeting.com/register/479665720


HELPING OUR POPULATION GET ENROLLED IN ACA 
 

As the next Marketplace Open Season approaches, a number of resources can help consumers sign up for coverage 
through their state Marketplace or the Federal marketplace.  Other resources can help us help others and advocate for 
coverage in states that have not yet expanded Medicaid.   

 For information on signing up for coverage through Marketplace, including text message and email updates, visit 
http://www.healthcare.gov/marketplace/index.html 

 To learn more about the specific benefits of the ACA in your state, check out the ACA state-by-state fact sheets by 
visiting http://www.hhs.gov/healthcare/facts/bystate/statebystate.html 

 To help others enroll or re-enroll an uninsured person through the Marketplace or expanded Medicaid, visit 
http://www.enrollamerica.org/resources/in-person-assistance/#importance 

 To get enrollment help in your own area code, visit https://www.getcoveredamerica.org/locator/; and to get 
information on where local enrollment is being undertaken, link to https://localhelp.healthcare.gov/. 

 Finally, to help consumers get access to care once they are enrolled, review the latest document, From Coverage to 
Care at  http://marketplace.cms.gov/technical-assistance-resources/c2c.html 
 
 

BITS FROM DC 
 
Dear Colleagues: 
 Without any doubt, our NACBHDD Fall Board Meeting at the Carter Center on October 14 and 15 will be 

remembered as the key highlight of 2014. Our panels, presentations, and discussions were outstanding, 
and the setting and its ambience were superb. And if those were not enough, every participant also 
received an autographed copy of Mrs. Carter’s most recent book, Within Our Reach: Ending the Mental 
Health Crisis.  
 Our Carter Center meeting also helped us greatly as we plan to move forward. It provided 
background material for the development of NACBHDD policies on the IMD issue and other federal 
legislation, and it gave us several key topics, such as managed care models, for our 2015 Legislative and 
Policy Conference.  
 This issue of our monthly NACBHDD e-Newsletter heralds the Second Round of ACA Health 

Insurance Enrollment and Re-enrollment, scheduled for November 15 to February 15.  Approximately 7 million 
persons with mental health and substance use conditions remain to be enrolled. I hope that each of you will participate 
actively in enrolling these persons through the state Health Insurance Marketplace and the state Medicaid Expansion. 
 Finally, please mark your calendar now for our 2015 Legislative and Policy Conference to be held at the Cosmos 
Club in Washington, DC, on February 23-25, 2015. 
 
Ron Manderscheid 
Executive Director 

 
 

NACBHDD/NARMH RESPONDS TO TORREY NATIONAL REVIEW ARTICLE 
 

On September 22, NACBHDD Director Manderscheid sent the following letter to the editor of the National Review in 
response to a commentary by Dr. E. Fuller Torrey carried in the September 17 issue of the magazine.  
Dear Mr. Lowry: 
 I am sending this letter in response to the recent 
comment you published from Dr. E. Fuller Torrey on 
September 17. This response is from the National 
Association of County Behavioral Health and 
Developmental Disability Directors (NACBHDD), the 
National Association for Rural Mental Health 
(NARMH), and me personally. 
 As my former colleague at the National Institute of 
Mental Health (NIMH), Dr. Torrey knows that we have 
been searching for effective interventions and solutions 

to the problem of serious mental illness for more than 6 
decades. Work in this area extends from NIMH, to the 
other Institutes in the National Institutes of Health, to 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA), and even to the Health 
Resources and Services Administration (HRSA) and the 
Centers for Disease Control and Prevention (CDC).  
 I am exceptionally pleased to report that significant 
progress is being made: 
 Bringing Life: My own research shows that persons 
with serious mental illness are much more likely to have 

http://www.healthcare.gov/marketplace/index.html
http://www.hhs.gov/healthcare/facts/bystate/statebystate.html
http://www.enrollamerica.org/resources/in-person-assistance/#importance
https://www.getcoveredamerica.org/locator/
https://localhelp.healthcare.gov/
http://marketplace.cms.gov/technical-assistance-resources/c2c.html


chronic physical illnesses than other people. Tragically, 
this research also shows that they die 25 years earlier 
than others as a result of these chronic illnesses, such as 
heart disease and diabetes. Wellness initiatives are an 
exceptionally important effort to confront this issue 
head-on. Persons with serious mental illness do not 
want to die in their early 50s; hence, they have 
embraced wellness efforts with great enthusiasm. 
National Wellness Week is intended to promote broad 
national efforts to confront these life threatening 
diseases. Current national initiatives under the 
Affordable Care Act to integrate 
mental health, substance use, and 
primary care services are another 
dimension of this ongoing work.  
 It also is very important to point out that such 
wellness initiatives are not restricted to the mental 
health field or to SAMHSA. The US Department of 
Health and Human Services and CDC endorse and 
promote wellness efforts. Further, many corporations 
have undertaken wellness initiatives for their employees 
and family members. Finally, many individuals engage 
in wellness activities every day, including running, 
yoga, and other exercises. 
 Bringing Recovery:  As Dr. Torrey knows, we did 
not use the word recovery in the mental health field 
until almost the year 2000. Now, people with 
schizophrenia and other types of serious mental illness 
understand that they can engage in an ongoing process 
of recovery to regain a full life in the community. This 
is new, very new, and it is exceptionally important. In 
part, it results from our new understanding that the 
majority of mental illnesses are due to personal trauma 
rather than brain disease. SAMHSA has played a very 
significant role in developing the tools of trauma 
informed care and recovery. In my own work with the 
counties, I see the positive effects of this work every 
day among those with serious mental illness who have 
been able to regain their lives as productive citizens in 
the community. 
 Bringing Hope: More than a quarter century ago, 
while Dr. Torrey and I were still at NIMH, a middle age 
person with serious mental illness once told me, "You 

people have driven hope out of me." That comment has 
always stuck with me. Today, I would be delighted to 
tell that person that we have been able to rekindle hope. 
As we develop the capacity to prevent early death from 
chronic disease, and as we develop the capacity to 
provide help on a long-term trajectory to recovery from 
serious mental illness, then, indeed, one can have hope. 
Much of the credit for the rekindling of hope is due to 
the work of SAMHSA over the past two decades. 
 As Dr. Torrey also knows, we still have many 
service issues confronting us. These include the need 

for a capacity to provide early 
recognition of signs and symptoms 
before mental illness becomes severe, 
reducing the stigma of mental illness 

so that people are willing to seek care when needed, the 
development of advance directives for use when a 
person is incapacitated, reducing the prevalence of 
persons with mental illness in jails and prisons, among 
others. Addressing these issues will require the very 
best efforts of SAMHSA, NIMH, and all of the agencies 
in the US Department of Health and Human Services. 
 In all of our work, it seems very clear to me that we 
definitely do not want to go down legislative paths that 
will undo the wonderful progress that has been made 
over the past quarter century. That would be quite 
tragic. Therefore, we oppose the Mental Health Bill 
introduced by Representative Tim Murphy (R-PA) in its 
current form. We support the Mental Health Bill 
introduced by Representative Ron Barber (D-AZ) 
because it will advance the work described above. We 
do hope that Representatives Murphy and Barber will 
work together collaboratively to produce a single piece 
of legislation that we all can support. 
 I encourage Dr. Torrey to work collaboratively with 
me and others to continue to move our field forward. 
Much can be done in this era of the Affordable Care 
Act. We hope that Dr. Torrey will join us. 
 As full disclosure, neither NACBHDD, nor 
NARMH, nor I receive any funds from SAMHSA or its 
components. 
 Sincerely, 
 Ron Manderscheid

 
AWARD TO BORNEMANN 

 

 In a surprise presentation at the NACBHDD Fall meeting at the Carter Center in 
Atlanta, GA, Executive Director Ron Manderscheid presented a NACBHDD-NARMH 
Lifetime Achievement Award to Thom Bornemann, Director of the Carter’s Center 
Mental Health Program at the Carter Center. For those who may not remember, 
Bornemann, a member of the Public Health Service Corps, served as the long-time 
Deputy Director of SAMHSA’s Center for Mental Health Services before joining the 
Carter Center. The award reads, ―In grateful recognition of your outstanding leadership 
and service to the Nation.‖   

 



CHANGING TIMES AT NACBHDD 
 

 Over the next months, NACBHDD’s longtime publications editor, Teddi Fine, will be ―gearing down‖ her 
activities as she prepares for a well-deserved ―retirement‖ that involves  spending more time with her husband, 

children and grandchild,  and working as a bead weaver and bead jewelry artist with a growing 
national reputation as ―thea fine, beading design.‖ Stepping into the editor’s role will be a person who 
some of you already know, Dennis Grantham, who will succeed Teddi, beginning with the ―Under 
the Microscope‖ segment at the end of the month. 

 For much of the past five years, Dennis served as the editor-in-chief of Behavioral Healthcare 
magazine, where he covered the series of historic legislative and policy changes that signaled our 
nation’s growing commitment to national health insurance reform and our growing awareness about 
the high social costs of untreated behavioral health conditions. During that period, Dennis was a 
regular at NACBHDD’s annual legislative and policy forums and a variety of other industry 
conferences. More recently, Dennis left the magazine to work as a Senior Associate at Open Minds, 
a behavioral health consulting organization in Gettysburg, PA.   
 Dennis’ work has been recognized with numerous awards, including three consecutive gold awards from the 
American Society for Healthcare Publications Editors, with two of those earned for his coverage of the state mental 
health funding crisis and his case study of the impact of jail-diversion and integrated treatment programs developed for 
underserved populations by NACBHDD member Leon Evans and his team at The Center for Health Care Services in 
Bexar County, Texas.  
 Dennis earned his bachelor’s degree in Journalism from Allegheny College and a master’s degree in Professional 
Writing from Carnegie-Mellon University and, before entering the field of behavioral health, spent more than 20 years 
managing marketing and corporate communications for industrial and technology organizations in Pittsburgh and 
Cleveland.  He and his wife Anne have three college age sons and live in Akron, OH. 
 

COMINGS AND GOINGS 
 

 IN TEXAS.  Longtime NACBHDD board member, Larry Carroll, Executive Director Permian Basin Community 
Centers for MHMR, Midland, TX, will retire in December 2014.  A search is underway to fill the position he held for 
more than 3 decades. 

 AT SAMHSA.  Dr. H. Westley Clark, director of SAMHSA’s Center for Substance Abuse Treatment, has 
retired after a tenure of over 15 years leading the Agency’s national effort to provide effective, accessible 
treatment for those with addictive disorders.   Both a psychiatrist and lawyer, Clark spent a career 
focused on the treatment of substance abuse, whether working in clinical practice, in translational 
research or in public health policy. While at SAMHSA, he earned the Secretary of HHS Distinguished 
Service Award not once but 5 times. While a search is underway for a permanent replacement, SAMHSA’s 
financial resources director, Daryl Kade, will serve as acting director, assisted by Tom Coderre, SAMHSA’s 
new senior advisor who has a long history in substance abuse recovery issues.  

 
STAYING COVERED UNDER THE ACA: CMS GUIDANCE 

  
 Consumers have begun to receive mail and e-mail notices from the federally-facilitated 
Marketplace explaining how they can renew their coverage during Open Enrollment, which begins 
on November 15. With 25% more issuers offering coverage in 2015, consumers have more plans 
to choose from and more issuers are competing to offer a better deal. This communication is just 
the beginning of an effort to help consumers stay covered. CMS’s 5 Steps to Staying Covered 
makes it as simple as possible:  

1. Review: Plans change, people change – review your coverage and look for a letter from your plan about how 
your benefits and costs may change next year. 

2. Update: Starting November 15, log in and update your 2015 application - make sure your household income 
and other information is up-to-date for next year. 

3. Compare: Compare your current plan with other plans that are available in your area. 
4. Choose: Select the health plan that best fits your budget and health needs. 

5. Enroll: Make sure to review, update, compare and choose by December 15 to have any changes take effect on 



January 1. Contact your plan after you’ve enrolled and be sure you pay your first month’s premium. 
 Making things even easier, when consumers return to HealthCare.gov to initiate their 2015 application, 90% of 
their online applications will already be filled out or pre-populated. In-person assistance will be available to help 
review an applicant’s options and find a plan that best suits their needs. CMS has added 1,000 call center 
representatives above last year’s level who will be available to answer questions and walk consumers through the 
coverage process. Consumers who don’t update their application, generally, will be re-enrolled in the same plan—with 
the same amount of advance payment of the premium tax credit and same cost-sharing reductions—as the 2014 plan 
year. They can change plans during open enrollment through February 15, with coverage in their new plan starting on 
the first day of the next or second month depending on when they enroll. 

 
 

HILL HAPPENINGS: THE GOOD, THE BAD, AND THE UGLY  
 

 GET READY FOR LAME DUCK.  Congress WILL return for a lame-duck session following the election.  
That means you have time to advocate for the issues about which we are concerned that have a 
chance for consideration:  appropriations for behavioral health and ID/DDs, safeguarding the ACA, 
promoting integrated care, and, critically, a compromise on currently disparate mental health 
legislation. 

 NOVEMBER 4.  Need we say it?  VOTE and encourage everyone you know to do so as well.   
 
 

 

OVER THE FENCE: REACHING RURAL VETERANS WITH PTSD AND SLEEP CONCERNS 
JENNIFER ROSEMAN 

VICE PRESIDENT, VETADVISOR SERVICES AND NARMH BOARD MEMBER 
 
 

Although 20% of Americans live in rural areas, over 
44% of U.S. military recruits come from these areas 
versus 14% from major cities.  This trend continues 
upon discharge from service, with 30 % of U.S. veterans 
living in rural areas.  Among rural veterans, post-
traumatic stress disorder (PTSD) is one of the most 
common diagnoses (Catholic Health Association of the 
United States).  
 The relationship between sleep and mental health 
issues like PTSD is not only intuitive, it has also been 
well documented.  For example, sleep problems such as 
insomnia and nightmares are two symptoms of PTSD.  
In addition, a recent study showed that chronic sleep 
problems affect 50 – 80% of patients in 
a typical psychiatric practice vs. 10 – 
18% of the general adult population.  
It’s a complicated relationship, too, for 
while insomnia and other sleep disorders can be 
symptoms of mental health issues, the mere presence of 
sleep disorders may indicate an increased risk for or 
actually contribute to anxiety, depression, and other 
mental health conditions (Harvard Health Publications). 
 In general, sleep problems are significant not only 
among PTSD sufferers but among active and retired 
military personnel who deal with incredible stress, 
separation, and combat situations (US Medicine 2011 
study, Psych Central).  A recent, nationwide study 
conducted with the Center of Behavior and Health at the 

Johns Hopkins School of Medicine, discovered the 
following: 

 91% of surveyed veterans reported sleep-related 
problems 

 Veteran participants averaged only 5.6 hours of 
sleep per night 

 74.3% of veteran participants met the clinical 
criteria for insomnia vs. 10 – 15% in the general 
population. 

 While sleep problems and PTSD are not more 
prevalent in veterans living in rural areas than those who 
are not, the large number of veterans in rural 

communities makes addressing sleep issues 
a key rural mental health concern as large 
numbers of Operation Iraqi Freedom and 
Operation Enduring Freedom veterans return 
home.  In addition, addressing sleep issues 

may provide a non-stigmatizing way to address PTSD 
among veterans reluctant to seek help. 
 One approach to providing care to veterans that is 
ideally suited for rural veterans is the use of sleep 
coaches to provide veterans with care for sleep issues 
and other health concerns.  Sleep coaches can be 
accessed easily, and ongoing interactions with them 
occur over the phone or via e-mail and text.  Because 
veterans are motivated users of technology, the 
combination of personalized sleep coaches, consumer 
sleep technology (such as FitBit, Lark, Zeos, and 
BiancaMed’s Gear 4), and a mobile health platform 

http://www.chausa.org/publications/health-progress/article/may-june-2013/rural-vets-their-barriers-problems-needs
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increases success in identifying and monitoring veterans’ 
sleep concerns, and the ongoing relationship with the 
sleep coach makes it easier for sleep issues and related 
health concerns to be addressed.  For rural veterans, this 
access to care, without having to drive to a more urban 
area, can literally be a life saver. 
 In the Johns Hopkins survey cited above, 72% of the 
veteran participants agreed to participate in active sleep 
coaching services, indicating a strong interest in 
addressing their sleep issues via a virtual platform and 
providing support for sleep coaching as a way to support 

rural veterans.  This approach also aligns with similar 
trends towards using technology (such as 
videoconferencing) to support behavioral health in rural 
areas. 
 Sleep coaching, then, may be an effective tool for 
supporting veterans with sleep issues that may indicate 
mental health concerns.  This approach may be 
particularly relevant to rural veterans, who lack easy 
access to healthcare and Department of Veterans Affairs 
services. 

 

SLEEP COACHING APPROACH 
 Focus on sleep hygiene coaching as a non-stigmatizing gateway to clinical care in a larger audience of veterans; 
 Enable the development of a trusted relationship between the veteran and coach through continuous engagement; 
 Screen this population for signs of additional challenges and refer them to VA clinicians and;  
 Keep veterans engaged through consumer sleep monitors and timely interventions that allow evidence-based 

tracking of outcomes to ensure that veterans receive the best care possible and fully overcome other related 
challenges. 

 

 
 

IMPORTANT IMPROVING COMMUNITY MENTAL HEALTH SERVICES LISTENING SESSION SLATED 
 
 Mark your calendar for a Wednesday, November 12, SAMHSA listening session (9 am – 5 pm, EST) 
about criteria development for the Demonstration Programs to Improve Community Mental Health 
Services (Section 223 of the Protecting Access to Medicare Act of 2014). Participants can attend in 
person (on-site at SAMHSA headquarters) or via webcast. Registration information is forthcoming. 
Registration is required to attend this forum.  Information about registration will be forthcoming.  
 Section 223 seeks to create certified community behavioral health clinics. The clinics will focus on 
improving outcomes by increasing access to community-based behavioral health care, expanding the 

availability and array of services, and improving the quality of care delivered to people with mental and/or substance 
use disorders.  A Federal Register Notice will be issued within the month. 
 

 

SENIOR REACH®  

AN INNOVATIVE, COLLABORATIVE MODEL MEETING THE NEEDS OF VULNERABLE SENIORS 
DARLA  GURRY, LCSW 

SENIOR REACH NATIONAL CONSULTANT 
 The senior population will have more than doubled from the year 2000 to 2030, by which time seniors will 
represent 72.1 million, or 19%, of the US population. Communities face new challenges and opportunities in meeting 
the varied needs of seniors, and leaders of human service organizations are seeking innovative and effective strategies 
to meet these needs. 
 The multiple challenges seniors face, including retirement, relocation, health changes, and the loss of friends and 
loved ones, increase their risk for behavioral health disorders including depression, anxiety, and substance use 

disorders.  Yet, seniors underutilize behavioral health services for many reasons, 
including lack of access, stigma and shame.  Isolated seniors living independently 
often have undetected and unmet needs for supports and services which frequently 
result in crises, leading to the involvement of multiple county departments including 
law enforcement and human services.  Senior Reach® offers a cost-effective, 

population-based health model to provide preventative services before a crisis develops and increase opportunities for 
seniors to live independently at home. 



 An evidence-based practice, as recognized by the National Registry of Evidence Based Programs and Practices 
(NREPP), Senior Reach® provides behavioral health and care management services to older adults (aged 60 and older) 
who are isolated, frail, and not seeking care on their own behalf.  Senior Reach® is a community-based, collaborative 
program that is replicable and offers many benefits, including: 

 Improved population- based health outcomes for the senior population 
 A cost-effective model utilizing existing community resources 
 Increased community awareness of the behavioral health needs of seniors  

 High Engagement rate - 93% of seniors referred to Senior Reach® engage in services! 
 Senior Reach® utilizes three key components which, together, educate community members about senior 
behavioral health issues, provide a single entry point, and ultimately, the provision of behavioral health and care 
management services.  The model leverages community collaboration and partnership to bring together existing 
community services and resources, making Senior Reach® easily replicable and highly adaptable to various budget 
sizes.   
 Senior Reach Key Components 

 Community Education & Outreach—Community 
members are trained to recognize early warning signs that an 
older adult living independently may need support, and how 
to refer for services.  Community Partners represent all 
aspects of the community and can include service providers, 
first responders, postal carriers, neighbors, etc.  Communities 
can easily implement Community Partner trainings by 
collaborating with volunteer and civic groups.   
 Call Center—The Call Center is designed to be a single 
entry point that connects seniors to community  
services in an elder friendly and engaging manner.  The hub 
of Senior Reach®, the Call Center receives referrals from 
the community and then reaches out to seniors in need.  
Communities can easily develop the Call Center by partnering with already existing local 211 systems, senior centers, 
or community mental health providers. 
 Services—Senior Reach® services are designed to meet the individualized needs of seniors and include behavioral  
health and care management, as well as linkage to other critical senior services.  Communities are encouraged to 
broaden services by adding enhancements, such as wellness services, in order to best meet the array of needs of 
seniors.  Communities can easily develop this service model by engaging local mental health, care management and 
community service providers.  Behavioral health services are billable and care management services are funded by 
local Area Agencies on Aging.  
 

Senior Reach Outcomes 

 As an evidence-based practice, Senior Reach® has been committed to data collection, 
reporting and evaluation since its inception in 2005. This commitment to excellence and proven 
outcomes supports Senior Reach® in strengthening program activities, ensuring fidelity, 
demonstrating positive results, and, ultimately, ensuring the highest quality of care for seniors.  
The following outcome measures are used and administered on a pre/post basis: 

 Care Manager Survey  
 PHQ 9   
 Colorado Client Assessment Record (CCAR)-Modified  

 Senior Reach® has been successfully replicated and demonstrates fourteen statistically 
significant (p<.05) positive behavioral health outcomes.  ―Behavioral health problems are 
associated with higher health care use; lower quality of life; increased complexity of illnesses, 
disability and impairment; caregiver stress; mortality and risk of suicide.‖   The combination of 
unparalleled growth in the senior population and the transformation well underway in the health 
care industry provides unique opportunities for leaders of human service organizations to 
redesign service models and implement innovative solutions to successfully address needs that 
have been unmet for decades.  With proven outcomes, Senior Reach® offers communities a 
cost-effective, population-based service model to support the well-being, independence and 
dignity of older adults. 
 



October is Bullying Prevention Awareness Month.  Get information from the National Child Traumatic Stress Network 
(NCTSN) at: http://www.nctsn.org/resources/public-awareness/bullying-prevention-awareness-month#q4 

 
 

 

HHS AND OTHER AGENCY NEWS AND NOTES  
 

 HEROIN DEATHS UP. CDC reports in the October 2 Morbidity and Mortality Weekly that the rate of heroin 
overdose deaths has been on the rise. Assessing recent mortality data from 28 states, CDC found 
that, from 2010 to 2012, the death rate from heroin overdose increased from 1.0 to 2.1 per 100,000. In 
contrast, the death rate from prescription opioid pain reliever overdose declined from 6.0 per 100,000 in 
2010 to 5.6 per 100,000 in 2012. Heroin overdose death rates increased significantly for both sexes, all 
age groups, all census regions, and all racial/ethnic groups other than American Indians/Alaska Natives. 
OPR overdose mortality declined significantly among males, persons aged <45 years, persons in the South, and non-
Hispanic whites. The findings indicate a need for intensified prevention efforts aimed at reducing overdose deaths 
from all opioids while recognizing the demographic differences between the heroin and OPR-using populations. 
Download the report at: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6339a1.htm?s_cid=mm6339a1_e 

 HOME HEALTH CONDITIONS OF PARTICIPATION. CMS has issued a proposed regulation designed to modernize the home 
health regulations governing Medicare and Medicaid for the first time since 1989. It emphasizes patient-centered, well-
coordinated care. Currently, more than 5 million people with Medicare and Medicaid benefits receive home health care 
services each year from approximately 12,500 Medicare-certified home health agencies. The proposed Home Health 
Conditions of Participation would expand patient rights requirements; refocus the patient assessment on physical, 
mental, emotional, and psychosocial conditions; improve communication systems and requirements for a data-driven 
quality assessment; and establish a performance improvement program. For more information, visit: 
http://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html 

 HOMELESS INITIATIVE FOR VETS. The Administration announced a new round of funding to help meet its goal of ending 
veteran homelessness by 2015, pumping nearly $270 million into programs aimed at addressing the problem. This sum 
includes a $62 million collaboration between the VA and HUD for a rental-assistance program to bring more than 
9,000 chronically homeless veterans off the streets and an additional $207 million for rapid-assistance grants to help up 
to 70,000 veterans and their families keep their homes or return to permanent housing. Since 2010, the 5-year program 
has seen homelessness among veterans decline 33% to about 49,933. 

 INTEGRATED CARE GRANTS.  SAMHSA is providing up to $139 million to programs promoting integrated treatment and 
recovery services for mental and/or substance use disorders. Programs should be able to forge networks among an 
array of medical settings, treatment facilities and community services to ensure that people with mental and/or 
substance abuse disorders as well as other health conditions get the full range of services they need. Grant programs 
included in this SAMHSA effort are—(a) Primary and Behavioral Health Care Integration; (b) SBIRT Medical 
Professional Training; (c) Cooperative Agreements for Screening, Brief Intervention and Referral to Treatment; and  

 (d) Minority AIDS Initiative Continuum of Care Pilot.  Award amounts may vary, based on funding availability.  For 
 more information on SAMHSA grants, visit http://www.samhsa.gov/grants/ . 
 2016 ACA BASIC HEALTH PROGRAM FUNDING METHODOLOGY PROPOSAL UP FOR COMMENT.  CMS has 

released for public comment a draft notice providing the proposed funding methodology and data 
sources necessary to determine federal payments for states electing to implement a Basic Health 
Program (BHP) in 2016.  A BHP provides states with the option to establish a health benefits 
coverage program for lower-income individuals as an alternative to Health Insurance Marketplace 
coverage under the ACA.  Under the voluntary program, states can create a health benefits 
program for residents with incomes between 138% - 200% of the federal poverty level, incomes too high for expanded 
Medicaid, but at the lowest rung of eligibility for Marketplace.  Benefits must include the 10 essential health benefits 
specified in the ACA; states may add benefits at their option. By operating a Basic Health Program, a state receives 
federal funding equal to 95% of the amount of the premium tax credit and the cost sharing reductions that would have 
otherwise been provided to eligible individuals if they had enrolled through the Marketplace.  The 2016 proposed 
notice, substantially the same as the final notice for the 2015 program year, is available online at: 
https://www.federalregister.gov/articles/2014/10/23/2014-25257/feera-funding-methodology-for-program-year-2016-
basic-health-programs. CMS plans to issue a final notice by February 2015.  

 BEHAVIORAL DISORDERS/CRIMINAL JUSTICE GRANT PROGRAMS.  SAMHSA is providing up to $82 million for programs 
offering treatment services to people involved in the criminal justice system who have mental and/or substance use 
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disorders - including people incarcerated, on parole, probation, or who have been accused of an offense. Such 
programs should help divert people with mental and/or substance use disorders from the criminal justice system toward 
more appropriate resources, such as counseling and behavioral health services that meet their specialized needs. 
SAMHSA grant programs included in this effort are: (a) Behavioral Health Treatment Court Collaboratives; (b) 
Expanding Treatment Capacity in Adult, Juvenile, and Family Drug Courts; (c) Expanding Treatment Capacity in 
Adult Tribal Healing to Wellness Courts and Juvenile Drug Courts; and (d) Joint Adult Drug Court Solicitation to 
Enhance Services, Coordination, and Treatment. Award amounts may vary, depending on the availability of funds. For 
more information on SAMHSA grants, visit: http://beta.samhsa.gov/grants. 
  
 

ON THE LEGAL FRONT 

 

 An Oklahoma federal district judge, appointed by President George W. Bush in 2003, has ruled the 
federal government cannot subsidize health insurance in the 36 states that declined to establish their own 
Marketplaces. This decision comes on the heels of decisions by Federal appeals courts in Washington, 
DC, and Richmond, VA, that split on the same question. The OK judge said health care subsidies for low 
income individuals in states lacking a state-implemented Marketplaces constituted  ―an invalid 
implementation‖ of the 2010 health care law.  The decision’s impact, if upheld, could result in a loss of 
health care for as many as 4.5 million people found eligible for subsidized insurance in the federal marketplace.  
 The Department of Justice plans to appeal the decision, noting the intent was for subsidies to be available in all 
states, regardless of who established their exchanges. To deny subsidies in the federal exchange would eviscerate the 
law.  A similarly adverse decision of a 3-member panel from DC appeals court has been vacated. The full court will 
hear the case in December.  And while the plaintiffs in the Virginia case have appealed to the Supreme Court, the case 
may well not be heard this term.   Stay tuned.  In the meantime, the ACA continues to move forward and millions are 
getting health insurance coverage.  

 

WHAT IF MARKETPLACE SUBSIDIES ARE HALTED? 
 

 The potentially adverse implications of an ultimate court decision in the foregoing cases are significant for 
millions.  According to a new study by the RAND Corporation, eliminating subsidies that help low- and moderate-
income people buy health insurance through government-run ACA marketplaces would both sharply boost costs for 
consumers and cause more than 11 million Americans to lose their health care coverage.   Stay tuned for more as the 
issue works its way through the legal system, and likely hits the desks of the Justices of the US Supreme Court. 

 

 
 

AROUND THE STATES: AN UPDATE 
 

 MULTIPLE STATES.  Some 21 states, including some that chose not to expand Medicaid for adults under the ACA, like 
Texas and Florida, have been required to broaden their Medicaid coverage by 2014 for children 
between the ages of 6 and 18 living in families at up to 138% of the federal poverty level.  The 
affected 21 states included those which had not raised Medicaid eligibility levels before the 
ACA was enacted in 2010.  That little-known provision is a key reason hundreds of thousands 
of kids gained coverage in the state-federal health insurance program for the poor. While many 
of those children had been enrolled previously in other government insurance programs, they were 
found to be better off with Medicaid since it offers broader health benefits at lower cost.   Several other 
factors helped drive the increases:  Some of those kids might have been eligible under the old rule, but enrolled this 
year because of the focus on the health law’s open enrollment. The number might have been even higher had more 
states adopted expanded Medicaid for adults, since many adults would have signed up their children as well. Unlike 
Medicaid expansion for adults, the federal government isn’t paying 100% of costs for the first three years.  Rather, 
states will get the higher federal matching rate for CHIP, around 71% of costs.  

 CALIFORNIA.  The State’s tough-on-crime, 3-strikes law may be a thing of the past after November 4.  A referendum on 
the ballot, Proposition 47, would redefine misdemeanors to include thefts, forgery and other property crimes involving 
less than $950, and personal-use possession of drugs including heroin and cocaine.  All would be punishable by, at 
most, a single year in a county jail, and often by probation and counseling. The changes would apply retroactively, 
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lightening the penalties for thousands already in prison or jails.  Moreover, the expected savings—of as much as a few 
hundred million dollars a year—would be earmarked for mental health and substance abuse treatment, counseling of 
potential school dropouts and for victim services. Stay tuned to learn whether Proposition 47 will be adopted on 
November 4. 

 COLORADO. Colorado has joined a growing number of states that report not only on how schools perform academically, 
but also how well they are doing on factors affecting students’ health and wellness. It tracks such issues as whether 
there is a school-based health center, whether a nurse is available each day and whether students participate in physical 
activity daily  Other states’ school systems are tracking whether fitness improves educational attainment and how best 
to lower chronic absenteeism.  However, so far, it doesn’t appear that behavioral health is being scored.  

 IOWA.  The State’s controversial 3-year transition of mental health service delivery from a county-based service model 
to one that has established 15-multi-county mental health regions is now underway. Each region is required to offer at 
least a minimum package of mental health services, including 24-hour access to crisis services, outpatient treatment,  
recovery services (including peer and family support), service coordination (including integrated care), and both 
community-living and  employment supports.  It is too early to rate the success of this change and whether it will 
achieve the efficiencies and savings envisioned.  Moreover, a number of issues remain of concern, among them a 
dearth of psychiatrists and inpatient beds, coupled with a poorly defined system to meet the needs of children with 
serious mental health issues.  Time will tell. 

 MINNESOTA. To help respond to insufficient personnel and resources, the Hennepin County Mental Health Center has 
created a mental health delivery system not entirely different from the ―minute-clinic‖ model used for physical health 
care. Its drop-in program was designed to provide integrated care to address both the physical and behavioral ailments 
of its patients. Right now, the program sees only patients already connected to a Center physician for drop-in visits. 
While the program continues to offer diagnostic testing, individual and group therapy and medication management at 
other times, on drop-in day patients can get a 20-minute consultation or have their medications adjusted without an 
appointment. The program has been lauded by the National Association of County and City Health Officials. 

 NEW MEXICO.  A legislative report has found the State continues to struggle to provide behavioral health services for 
New Mexicans in need, despite four rounds of program overhauls in the past 20 years.  According to the report, despite 
spending hundreds of millions of dollars on behavioral health services, one in 5 New Mexicans experience a mental 
illness, and one in 10 have substance abuse problems.  According to the report, "The state does not have a 
comprehensive grasp on how its spends the estimated $209 million on adult behavioral health; whether it's funding 
effective services, whether services are located in high-need areas, or whether services are producing expected results.‖  

As little as 11% of State spending on adult behavioral healthcare has been in the service of evidence-based, known-
effective programs.  

 OHIO. Medicaid expansion in Ohio was accomplished by the vote of a bipartisan State Controlling Board that oversees 
adjustments to the State budget to accept $2.5 billion in federal Medicaid funds. Because Medicaid funding must be 
reauthorized by the legislature in the next budget cycle, which begins in July 2015, Medicaid expansion could be 
scotched, potentially affecting as many as 367,000 Ohioans now benefitting from expansion.  
 

 

ON THE BOOKSHELF: RECENT PUBLICATIONS OF NOTE 
 INSTITUTE OF MEDICINE.  Integrating Research and Practice: Health System Leaders Working 

Toward High-Value Care (Workshop Summary) highlights findings of a two-day workshop to 
help accelerate progress toward real-time knowledge generation through the integration of 
clinical practice and research as part of a continuously learning health system. Read the report at:  
Integrating Research and Practice 

 HOGG FOUNDATION FOR MENTAL HEALTH.  The October Hogg News features ―When Disability Is a 
Disguise: Addressing the Mental Health Needs of People with Intellectual and Developmental 
Disabilities.‖  This issue, unfortunately, is often overlooked or ignored, primarily because the disabilities overshadow 
the possible mental health conditions. Caregivers and family members accustomed to seeing the individual through the 
lens of the disability can misinterpret behaviors that may be associated with mental illness, distress, or past trauma. 
Copies are available through our office. 

 MILBANK MEMORIAL FUND, REFORMING STATES GROUP. Recognizing that about one-fifth of adults with mental illness have 
a severe or serious mental illness which interferes with their ability to function normally, this bipartisan, voluntary 
group of state health policy leaders commissioned a report Behavioral Health Integration: What Works for Individuals 
with Serious Mental Illness. The findings may help policymakers better understand the value of integrated health care 
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for those with serious mental illness.  Stay tuned for its release by the MMF in the coming weeks. 
 GENERATIONS UNITED.  Two publications, Grand Resources: A Grandparent’s and Other Relative’s Guide to Raising 

Children with Disabilities, and a complementary Resource Directory, were developed to equip those who provide full- 
or part-time care for children with resources to help those children thrive.  The paired documents include information 
about services, resources, information and advocacy vital for children with disabilities, including health/behavioral 
health services, welfare, education, social and legal supports, as well as financing and respite for caregivers.  Both 
documents can be downloaded at:  http://www.gu.org/OURWORK/Grandfamilies/GrandResources.aspx . 

 INSTITUTE OF MEDICINE. Building Health Workforce Capacity through Community-based Health Professional Education: 
Workshop Summary explores issues affecting the scale-up and spread of health professional education in communities.  
Participants were particularly challenged to think about community in new ways that could provide fertile ground for 
educating health professional students.  Read the report at: 
http://www.iom.edu/Reports/2014/BuildingHealthWorkforceCapacity.aspx?utm_medium=etmail&utm_source=Institu
te of Medicine&utm_campaign=10.3.14+New+Report+-
+Building+Health+Workforce+Capacity+Through+Community-based+Health+Professional&utm_content=&utm_tht 

 
 
 

MARK YOUR CALENDAR  
 

 MICHIGAN ASSOCIATION OF COMMUNITY MENTAL HEALTH BOARDS. 2014 Annual Fall Conference, Power of the Past – Force 
of the Future, October 27-28, 2014, Grand Traverse Resort, Traverse City, Michigan. For full 
conference agenda and registration form, go to:  https://www.macmhb.org/training/fall-conference.  
To make reservations via phone, call 1‐ 800‐ 968‐ 7352 and use group ―MI Association of 
Community Mental Health Boards‖ to receive the discount. 

 NACBHDD/WICHE. The 55th Annual  National Dialogues on Behavioral Health Conference, Opportunities 
in Behavioral Health Crisis Services: What is the New Frontier, is slated for November 2-5, 2014, New Orleans, LA. 
Register at: nationaldialoguesbh.org 

 NATIONAL ASSOCIATION FOR THE DUALLY DIAGNOSED. NADD’s 2014 conference, Models of Excellence in Dual Diagnosis 
that Shape the Future (IDD/MI), November 12-14, 2014, San Antonio, TX.  Go to: http://thenadd.org 

 AMERICAN PUBLIC HEALTH ASSOCIATION. AHPA’s 142st annual meeting, Healthography: How Where You Live Affects 
Your Health and Well-being,  November 15-19, 2014, New Orleans, LA. Go to: 
http://www.apha.org/meetings/AnnualMeeting/ 

 NJAMHAA. The next Information Technology Project Conference, Back to the Future, December 3, 2014, Crowne 
Plaza, Jamesburg, NJ. 

 NACBHDD. Spring 2015 board meeting, February 22, 2015, 1:30-5:30 pm, Cosmos Club, Washington, DC. Stay tuned.    
 ASSOCIATION FOR COMMUNITY HEALTH IMPROVEMENT. The 2015 annual conference, Building the Next Generation of 

Healthy Communities, is slated for March 4-6, 2015, Dallas, Texas. It will share successful case examples and practical 
tools and skills in areas, including building health-promoting hospitals and care systems, healthy policies and 
environments, healthy and impactful partnerships, a community health workforce and leaders, tools to measure 
community health impact, healthy and sustainable funding sources, and healthy populations.  For information, go to: 
http://www.healthycommunities.org/Conference/index.shtml - .VBwos0vqeFc 

 AMERICAN ASSOCIATION FOR THE TREATMENT OF OPIOID DEPENDENCE. AATOD’s next conference will take place in Atlanta, 
GA, at the Hyatt Regency Hotel, March 28-April 3, 2015. For more information or to register for the conference, go to:  
http://www.aatod.org/national-conference/2015-aatod-conference-atlanta/   
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