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Overview

A. Context: The ACA and Behavioral Healthcare
1. Policy Landscape
2. Insurance reform
3. Payment reform

B. Philosophical & Ethical Challenges
1.  Whatis a ‘mental disorder'?
2. Behavioral healthcare as an “essential” benefit — what are the limits?

C. Clinical & Ethical Opportunities
1. Broadening coverage
2. Integrative care, ACO's & medical homes
3. Alignment with Recovery-oriented service
4. New research & training
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Mental Healthcare Expenditures

Annual Expenditure Growth Rates, All Health, Mental Health And Substance Abuse, And
Gross Domestic Product (GDP), 1986-2005.
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Mental health budget as a percent of overall
health spending

10%

5%

5%

25%

0%
R I S S S

R < ; e w«;&«w v

o
" Changes n US Spending On
Mental Health And Snbslance
Abuse Treatment, 1986-2005,
And Implications For Policy

ExmiT 1

Substance Abuse And Mental Heslth Treatment And Al Heaith Spending, Share, And Averags Annual Growth, Selected Years 1986-2005.

Sp!nﬂ'll. category 1986 1992 1998 2002 2005
INDING, MILLIONS OF NOMINAL DOLLARS
m health totals 5439394 5793699 51110855 51498289 51850362
0811 63638 81253 2771 134361
M nn 31764 50476 66839 93637 12787
Substance abuse 9147 13162 14414 1913 2175
MHSA 93% 80% 73% 75% 73%
Mental bealth 7 64 60 62 61
Substance abuse 2 17 12 13 12
0525 100 052% 106% 1079
071 080 076 088 080
Substance abuse 021 021 016 018 018
1986-1992 1992-1998 1998-2002 2002-2005 1986-2005
I m\m totals 104% 585 78% 73% 79%
76 a2 85 62 65
Mental heatth 80 b 85 64 69
Substance abuse 63 15 73 50 48
o 60 56 45 s9 56
GOP price defator 33 9 19 28 25
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Figure D
Distribution of Mental Health Expenditures by
Type of Service, 1986 & 2005
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Figure 2.1: MHSA Expenditures as a Percent of Total Health Care Expenditures: 1986, 2003, and 2014
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Substance Abuse and Mental Health Services Administration. 2008. “Projections of National Expenditures for Mental &
Health Services and Substance Abuse Treatment,” DHHS Publication No. SMA 08-4-326

Mental Healthcare Costs for All Americans
(1996-2006)
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Behavioral Healthcare:
Payment and Coverage

1981 Omnibus Budget

Mental health financing timeline (adapted from Frank & Glied (2006)

A side note: Mental health funding
post-Sandy Hook

+ States are putting on hoIdPIans to slash mental
health budgets. (PA and UT)

* NC plans to expand case worker numbers, after
severe cuts

» Kansas, which cut mental health spending by 12%
from 2008 to 2011, announced this month a new
$10 million program aimed at identifying mental
health dangers.




Table 1

Prereform coverage of behavioral health services, by payert

Other  Other
fed:

Blue Cross/ state
Category and service® Blue Shield®  Medicare! Medicaid® funding!  fundin
Prevention
Screening for alcobol misuse (USPSTE recommended)” x s / x
Screer for depression (USPSTF recommended)" X X / X
Screening for illicit drug use X A ’ X
Screer for suicide risk / X
‘Treatment
Diagnostic tests, psychological testing X X
Outpatient psychotherapy for mental health and substance abuse X X
Inpatient hospitalization for a mental or substance use disorder X X
Partal hospitalzation for a mental or substance use disorder X X
Inpatient detoxificat X X
Outpatient detoxification X X
cologial therapy X X
i X X
X
Short-term residential care for a mental or substance use disorder X
Long term residential care for a mental or subs disorder X
agement or intensive case management for a mental X
Criss intervention for a mental or substance use disorder X X
Supportive services
Housing assistance X X
Vocational training or support Limited X X
ome assistance X X
ergency transportation services X
service: X
Colateral services or family support services X
Home-based support services X
R
Garels, ol scone - oar
Table 2
Postreform behavioral health benefits under various coverage sources®
Coverage source Defined behavioral health benefits
Medicare Prereform rules for Medicare benefits
Medicaid Traditional (nonexpansion) enrollees: prereform rules for

Medicaid benefits
Expansion enrollees: benchmark or benchmark-equivalent
coverage (must cover at least essential benefits package)

Private coverage out- Existing grandfathered plans: prereform benefits
side an exchange® New and nongrandfathered plans: mental health and sub-

stance use disorder services, including behavioral health
treatment, as defined by the essential benefits package
(set at the scope of services available 1 a typical employ-
er plan)

Private coverage through ~ Mental health and substance use disorder services, includ-

ar exchange ing behavioral health treatment, as defined by the essen-

tial benefits package (set at the scope of services available
in a typical employer plan)

@

S

Garfield, et Scope . PAP

Substance Abuse & ACA

A tale of two systems
— Mental health/Medical Insurance versus G
Substance abuse services 3y e .k

. . ) The Looming Expansion
Unique service structure will change " And Transformation Of Public
with ACA.. Health . Substance Abuse Treatment

(e Rl i ’ Under The Affordable Care Act
Payment of benefits identical to medical
treatment
Medicaid expansion—expanded numbers
mean more substance abuse treatment

« Federal funding will increase; state funding

decrease or stay the same

Medical homes

stance sbuse resmnt sevces have

Sione program toward outpatient programs and mort Integaied

o ar tht s more medically based and person entered.

Structural changes
Consolidation
Medicalization

Integration
Deinstitutionalization
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Essential Health Benefits

Plans must provide 10 essential health benefits (§ 1302)

(A) Ambulatory patient services.

(B) Emergency services.

(C) Hospitalization

(D) Maternity and newborn care.

(E) Mental health and substance use disorder services, including behavioral health
treatment.

(F) Prescription drugs.

(G) Rehabilitative and habilitative services and devices.

(H) Laboratory services.

(1) Preventive and wellness services and chronic disease management

Secretary has deferred definition of essential benefits to states
Benchmark = ‘typical employer’
Might be pegged to FEHB (good) or State's small group insurers or HMO plan (not-so-good)

Example: California has designated as its “Essential Health Benefits” benchmark plan the Kaiser
Foundation Small Group HMO 30

Qi SleaihConnecter s 1o [T

Resetall trers 8 benefits packages (Whats a benests paciage?) : 59 plans cortpons by (Pl o
Doctor  provier
e ow your Selectupto3
Only show plans tha ncude
Vour doco nuse
Jractonar. hosptalor e © S
Roai canr poousl vt Outot 7 emgony
Morin Gost Dogueibe PoBASL Doctor Vet Generc R Reoam” Hosotaisiay
STANDARD BENEFITS FOR ALL BRONZE LOW PLANS
asiow s el amun
Annust Detucrile ;) Bronze Low * $2000(d) $S000(n0) codwlbe,  comible,  daibe. ol
oplans §546 S0 SUEY, ‘uete duche SN weswe,
@ s2000 154000 am S00 pare O o e
@ $1750 no 153500 . STANDARD BENEFITS FOR ALL BRONZE MEDIUM PLANS
e Bronze Medium Sh05 | s2000(0) sso00(ma) sl cote,
o sttt ) 5 piane $602 ) AU, w0y sivcomy S ey
@ o aanul coctio So0Pare O conaycopay
[RR——— STANDARD BENEFITS FOR ALL BRONZE HIGH PLANS
- ssiowas anua
| Bronze High * 280 (00) S5000(00) 0 stscomsy  Sts0copey SO0
Oplans $638 SR W) s stscomy ey SABE,
Cotnsurance So0pare O s
Show plas with co-
incuranca? Bronze Other & ssionas
Yes O MNo 4plans $588
s00pare O
. o
Silver Low 8780 | s1000(00) s2000(m) ’ e
— 9plans _3:!89Q semolam) Sagwolan) S0P SIS Gy Se,
@ Lo ranse0 STANDARD BENEFITS FOR ALL SILVER HIGH PLANS
@ 6015700 Silver High * Eans 000 (nd.
Fien © o o $908  tore  $200() sascopsy  S15copay  $100coay  $500copay
saor-so00 Se0pars O
& sso1- 5100
 Groser panst o0 = asiowss
& iiver Other *
(O 94
Harvard Plgrim
[ eion
Specch therapy No day or dollr limit
Cardi rehabil No day or dollr limit
+ Mental Health Benefits: Biologically based conditions *
Subject to annual deductible No
“ MH outpatient ofice visit for 20
biologically based conditions)
Subject to annual deductible Yes
* MH inpatient admission (for
biologically based conditions) doductte, then $0
Mental Health (MH): Non-biologically based conditions
Subject to annual deductible No
 MH outpatient offce visit (or non- 0
biologically based conditions)
- Limits for MH outpatient office
st for non-biologically based 24 visits per calendar year
conditions)
Subject to annual deductible Yes
- MH inpatient admission (for non-
iologically based condition doductlie, then $0
* Limits for MH inpatient admission
(for non-biologically based 60 days per calendar year
conditions)
»
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Must offer Parity

Plans sold in Exchanges > >
(Qualified Health Plans) v ¥
Individual market (not 2 >
sold in the Exchanges) ¥ ¥

small group market (not ¥ ®z

sold in the Exchanges)

Large group market (not p.

soldin the Exchanges) ¥
¥

Partially*

4

Traditional Medicaid, fee-
i

Traditional Medicaid,
managed care

Q00

Benchmark Medicaid for
newly eligible, FFS

Benchmark Medicaid for
newly eligible, mgd care

44

Unless otherwise noted, al equirements are effective lonuary 1, 2014.

1. Applies to new plans only.

2. While the ACA requires plans sold in the small group market to cover
the Essential Health Benefits (which include MH/SUD), it does not
explicily expand the 2008 parity law to apply to these plans,

3. Already in effect under the 2008 Mental Health Parity and
Addictions Equity Act

4. Required to comply with federal parity law on treatment limitations
and cost-sharing requirements, but not required to comply with parity
law on annual/aggregate limits or in/out-of-network lmitations. Thisis
likely because these types of imitations are less applicable to FFS plans
than to managed care.

The Requirement to Buy Coverage Under the Affordable Care Act
Beginning in 2014

T e e

e 11 B3 200 1o oy o Brane oo (1 (e of o o U

s o st e P e e

 Ereimsiances s svaiabie st ip | nealtretormitons/Sobmidyesicaiatarasp T 1Tt

Penalties for Employers Not Offering Affordable Coverage
Under the Affordable Care Act

il

11



POLITICO Pro By DAVID NATHER | 7/30/13 5:02 AM EDT

Mythbusters: Obamacare edition

“The IRS will have access to your medical records.” False

“You'll never know if your information is safe” Plausible

“Your health care costs will double” False

“Just sit back and enjoy the benefits” False

“Obamacare is going to cost your favorite restaurant $1 million" Plausible
“You can't chose your own doctor.” False

Overview

A. Context: The ACA and Behavioral Healthcare
1. Policy Landscape
2. Insurance reform
3. Payment reform

B. Philosophical & Ethical Challenges
1.  Whatis a ‘mental disorder'?
2. Behavioral healthcare as an “essential” benefit — what are the limits?

C. Clinical & Ethical Opportunities

1 Broadening coverage

2. Integrative care, ACO's & medical homes
3. Alignment with Recovery-oriented service
4

New research & training

What is ‘mental disorder’

« Three broad categories of philosophical
theories:
— Naturalism
— Normativism
— Hybrid Theories

Each theoretical position will have different
policy ramifications

9/4/13
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Big Ethical Questions

With infinite needs and limited
resources, how should we set limits?

How are considerations of personal
responsibility morally relevant? What is

What are the limits of responsibility mental
for persons who are mentally ill (i.e. disorder?
the mad vs. bad problem)?

When is it appropriate to treat
someone without their consent (i.e.
liberty vs. capacity issues)

What is mental disorder?

 Key question, the answer to which much
will depend:

— Essential benefits

— Coverage

— Formularies

— Disability

— Accommodation

— Exculpation/Blameworthiness

‘Mental lliness' through t

Definition has shifted within US
policy over past 100 years,
oscillating between:
— Narrow definition: Cover & treat
most severe
— Broad definition: Provide more care
for more people

‘State Care Acts'
New York in 1890 and
Massachusetts in 1904
States built asylums, local gov'ts
paid for episodes of care
Cost shifting occurred:

+ Local gov'ts redefined dementia and
other age-related conditions as
‘insanity’

+ Moved elderly from almshouses to
asylums

(Goldman and Grob, Health Affairs, 2006)

13
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Essential Health Benefits

The ethics of essential health
benefits

Insurance requires pooling risks and resources for the greater
gool
— Who decides what should be included as an essential benefit?

— How ought decisions be negotiated in a pluralistic multi-cultural
society?

— Moral judgment often accompanies these choices.

The Catholic institutions and contraception controversy
— "Why should I pay for something | find immoral?"
— Self-insurance

Behavioral health care will be similarly scrutinized
— “Why should | pay for a ‘junkie's' expensive treatment?"

— “Why should | pay for my employee's problem gambling
treatments?"

its No day or dollar lmit
limits No day or dollar limit

Cardiac rehabilitat

> Mental Health Benefits: Biologically based conditions *

Subject to annual deductible No

* MH outpatient ofice isi for oy
biologically based conditions)

Subject to annual deductible Yes

* MH inpatient admission (for
biologically based conditions) deducte, then S0

Mental Health (MH): Non-biologically based conditions

Subjectto annual deductible No
* MH outpatient office visi (for non- poms
biologically based conditions)

* Limits for MH outpatient office
visit for non-biologically based

24 visits per calendar year
conditions)

Subject to annual deductible Yes
* MH inpatient admission (for non-

ologically based conditions) deductible, then $0
* Limits for MH inpatient admission

(for non-biologically based 60 days per calendar year
conditions)
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ial Benefits:

Non-chemical Addictions

4 Asperger’s
Substance Use Disorders

ADHD
Bipolar Disorder
Narcissistic PD
Classical Autism
Schizophrenia

Antisocial PD
OCD Depression

GAD

Borderline PD

OCPD

Malingering

Overview

A. Context: The ACA and Behavioral Healthcare
1. Policy Landscape
2. Insurance reform
3. Payment reform

B. Philosophical & Ethical Challenges
1.  Whatis a ‘mental disorder'?
2. Behavioral healthcare as an “essential” benefit — what are the limits?

C. Clinical & Ethical Opportunities
Broadening coverage
Integrative care, ACO's & medical homes
Alignment with Recovery-oriented service
New research & training

Broadening coverage, increasing
resources

» 2008 National Survey on Drug Use and Health:
— 4.9 million uninsured people were classified as having
serious psychological distress in the past year and that

— 5.5 million were classified as having substance
dependence or abuse disorders in the past year.

Thus, millions of people with mental iliness and
substance use disorders could benefit from improved
access to insurance coverage.

Spending on Mental Health and Substance Abuse Treatment a ications for Policy. Health

15
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Accountable Care Organization
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Client-centered & recovery-
oriented care

» ACA authorizes and incentivizes recovery-
oriented care delivery
— Client centered medical homes
— Community based care

— Integrated services for mental illness and
substance abuse

— Supported employment

— Better coordination between mental
healthcare providers and primary care

New Freedom | SAMHSA Principles of Recovery & | Philadelphia Department of PPACA Selected Provisions
Commission System Elements (2005/2009) Behavioral Health Goals
Goals (2003)

1. Mental health  + Recovery is holistic.

is essential to
overall health

2. Mental
healthcare is

consumer and
family driven

3. Disparities in
mental
healthcare must
be addressed

* Recovery exists on a continuum of
improved health and wellness.

« Provide integrated services
« Holistic approaches toward
care

+ There pathway: B ion,
recovery. partnership, collaboration

* Recovery is self-directed and « Person and family-directed
empowering approaches

* Support by peers and allies * Family inclusion and

+ Systems anchored in the leadership

community

* Recovery is holistic.

* Recovery has cultural dimensions.

* Recovery involves addressing
discrimination and transcending
shame and stigma.

* Recovery involves (re)joining and
(re)building a life in the
community.

* Develop inclusive

§1302 Essential health benefits
§2001 Medicaid expansion (mental healthcare -
actuarial equivalence)

§2702 Guaranteed availability of coverage
exclusion

§2704 Prohibition of preexisting condition
§3107 Extension of physician fee schedule
mental health add-on

§5306 Mental and behavioral health education
and training grants

§2401 Community First Choice Option
§3502 Patient centered medical homes
§3506 Program to facilitate shared decision

85604 Co-locating primary and specialty care
in community based mental health settings
§3510 Patient navigator program

and processes

« Person-frst (culturally.
competent) approaches.

savings program
(aco)

§5306 Mental and behavioral health education
and training grants
§5307 Cultural competency training

16



New Freedom
Commission
Goals (2003)

4. Mental health

referral becomes
common practice

5. Mental
healtheare is
delivered and
research is
accelerated

6. Technology is
used to access
mental
healthcare &
information

SAMHSA Principles of Recovery &
System Elements (2005/

* Recovery is holistic.

Philadelphia Department of PPACA Selected Provisions
‘Behavioral Health Goals

* Develop inclusive

§3107 Extension of physician fee schedule
mental health add-on

§4003 Clinical and community preventative
services
§5405 Primary care extension program

* Recovery i dand
empowering. and processes

* Recovery is self-directed and - Empirically i
empowe: approaches

* Recovery is holistic.

* Recovery has cultural dimensions.

* Outcomes-driven & research-
based

* There are many pathways to
recovery.

* Recovery is self-directed and
empowering.

+ Ongoing monitoring and outreach

§2705 Medicaid global payment
§2707 Medicaid emergency demonstration
project

§3107 Extension of physician fee schedule
mental health add-on

§4201 Community transformation grants
§5306 Mental and behavioral health education
and training grants

§6301 PCOR

§10410 Centers of excellence for depression

Isee HITECH enacted in 2009 as part of ARRA]
§1561 HIT enrollment standards
§3506 Program to facilitate shared decision

§3510 Patient navigator program

9/4/13

Wrapping up...

ACA will change mental healthcare delivery

The ACA will amplify particular ethical and philosophical
challenges.

Lots of complicated provisions, so don't lose sight of the key

ethical goals that | believe are implicit within the ACA:

— To improve the lives of individuals and families suffering with
mental illness.

— To empower caregivers with better tools to treat mental illness

— To advocate for the powerless.
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