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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.  What is 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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Ryan	  Smith	  of	  Turlock,	  CA	  

Marcelas	  Owens	  
John	  Dingell	  

$2.6 Trillion 
(2010) 
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$1 Million 

$100 Million 

$1 Billion 
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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.  

Mark T L et al. Health Aff 2011;30:284-292 

©2011 by Project HOPE - The People-to-People Health Foundation, Inc. 
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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 08-4326 
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Behavioral Healthcare:  
Payment and Coverage 

1963 CMHC ACT 
enacted 

1971: Conn. passes 
mandate 

1975 Wyatt v. Stickney 

1982 SSDI Reviews 
1981 Omnibus Budget 

Recon. Act   

1972 Social Security Act 

1965: Medicare & 
Medicaid 

1990 OBRA Medicare 
expansions of mental 

health coverage 

2008: Paul Wellstone 
and Pete Domenici 

Mental Health Parity and 
Addiction Equity Act 

1996 Federal 
Parity-eliminates 
day, lifetime limits 

2010: ACA 

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

A side note: Mental health funding 
post-Sandy Hook 

•  States are putting on hold plans 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. 

 http://www.newsobserver.com/2013/01/23/2627547/after-shootings-states-rethink.html 
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Garfield,	  et	  al.	  “Health	  Reform	  and	  the	  Scope	  of	  Benefits	  for	  Mental	  Health	  and	  Substance	  Use	  Disorder	  Services,”	  in	  Health	  Reform:	  A	  Primer	  for	  Psychiatrists.	  APA	  Press.	  

Garfield,	  et	  al.	  “Health	  Reform	  and	  the	  Scope	  of	  Benefits	  for	  Mental	  Health	  and	  Substance	  Use	  Disorder	  Services,”	  in	  Health	  Reform:	  A	  Primer	  for	  Psychiatrists.	  APA	  Press.	  

Substance Abuse & ACA 
•  A tale of two systems 

–  Mental health/Medical Insurance versus 
Substance abuse services 

•  Unique service structure will change 
with ACA. 

–  Essential Health Benefit 
–  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 

•  Structural changes 
–  Consolidation 
–  Medicalization 
–  Integration 
–  Deinstitutionalization 



9/4/13	  

10	  

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. 
(I) 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 
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hVp://mentalhealthcarereform.org/coverage-‐of-‐mental-‐health-‐and-‐substance-‐use-‐services-‐under-‐the-‐aca/	  
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“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.  What is 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 
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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 are the limits of responsibility 
for persons who are mentally ill (i.e. 
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? 

What is mental disorder? 

•  Key question, the answer to which much 
will depend: 
– Essential benefits 
– Coverage  
– Formularies 
– Disability 
– Accommodation 
– Exculpation/Blameworthiness 

‘Mental Illness’ through the years 
•  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) 

The	  Concept	  of	  
‘Mental	  Illness’	  

Behavioral	  
Health	  
Policy	  
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Essential Health Benefits 

The ethics of essential health 
benefits 

•  Insurance requires pooling risks and resources for the greater 
good 
–  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 I find immoral?” 
–  Self-insurance 

•  Behavioral health care will be similarly scrutinized 
–  “Why should I pay for a ‘junkie’s’ expensive treatment?” 
–  “Why should I pay for my employee’s problem gambling 

treatments?” 
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Bipolar Disorder

Depression

Borderline PD

ADHD
Narcissistic PD

Antisocial PD
Schizophrenia


Asperger’s

Classical Autism

Malingering

Substance Use Disorders

Non-chemical Addictions

OCD

Essential Benefits: Biological vs. Nonbiological

OCPD

GAD

Overview 
 
A.  Context: The ACA and Behavioral Healthcare 

1.  Policy Landscape 
2.  Insurance reform 
3.  Payment reform 

B.  Philosophical & Ethical Challenges 
1.  What is 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 

•  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 illness and 
substance use disorders could benefit from improved 
access to insurance coverage. 
  
Mark, TL, et al. Changes in US Spending on Mental Health and Substance Abuse Treatment , 1996-2005, and Implications for Policy. Health 
Affairs. February, 2011. 

Broadening coverage, increasing 
resources 
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http://mentalhealthcarereform.org/changes-to-healthcare-services-organization-funding-delivery/ 

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 
Commission 
Goals (2003)!

SAMHSA Principles of Recovery & 
System Elements (2005/2009)!

Philadelphia Department of 
Behavioral Health Goals!

PPACA Selected Provisions!

1. Mental health 
is essential to 
overall health!

•  Recovery is holistic.!
•  Recovery exists on a continuum of 

improved health and wellness.!
!

•  Provide integrated services!
•  Holistic approaches toward 

care!

§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!
!

2. Mental 
healthcare is 
consumer and 
family driven!

•  There are many pathways to 
recovery.!

•  Recovery is self-directed and 
empowering.!

•  Support by peers and allies!
•  Systems anchored in the 

community!

•  Community inclusion, 
partnership, collaboration!

•  Person and family-directed 
approaches!

•  Family inclusion and 
leadership!

•  Develop inclusive 
collaborative service teams 
and processes!

§2401 Community First Choice Option!
§3502 Patient centered medical homes!
§3506 Program to facilitate shared decision 
making!
§5604 Co-locating primary and specialty care 
in community based mental health settings!
§3510 Patient navigator program!
§3022 Medicare shared savings program 
(ACO)!
!

3. Disparities in 
mental 
healthcare must 
be addressed!

•  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.!

!

•  Person-first (culturally 
competent) approaches.!

!

§5306 Mental and behavioral health education 
and training grants!
§5307 Cultural competency training!
!
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New Freedom 
Commission 
Goals (2003)!

SAMHSA Principles of Recovery & 
System Elements (2005/2009)!

Philadelphia Department of 
Behavioral Health Goals!

PPACA Selected Provisions!

4. Mental health 
screening, 
assessment, and 
referral becomes 
common practice!

•  Recovery is holistic.!
•  Recovery is self-directed and 

empowering.!

!

•  Develop inclusive 
collaborative service teams 
and processes!

!

§3107 Extension of physician fee schedule 
mental health add-on!
§4003 Clinical and community preventative 
services!
§5405 Primary care extension program!
!

5. Mental 
healthcare is 
delivered and 
research is 
accelerated!

•  Recovery is self-directed and 
empowering.!

•  Recovery is holistic.!
•  Recovery has cultural dimensions.!
•  Outcomes-driven & research-

based!
!
!

•  Empirically informed 
approaches!

§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 PCORI!
§10410 Centers of excellence for depression!

6. Technology is 
used to access 
mental 
healthcare & 
information!

•  There are many pathways to 
recovery.!

•  Recovery is self-directed and 
empowering.!

•  Ongoing monitoring and outreach!
!

[see HITECH enacted in 2009 as part of ARRA]!
§1561 HIT enrollment standards!
§3506 Program to facilitate shared decision 
making!
§3510 Patient navigator program!
!
!

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 I 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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Thank You 


