








ACA mental-health plan’s growing pains 
By: Kathryn Smith 
February 20, 2013 04:42 AM EST 

The Newtown, Conn., killings brought plenty of calls from policymakers to beef up public 
mental health programs. The Affordable Care Act is trying to do just that — so far, with 
modest success. 

Aided by the health care law, some states have already put in place a model that creates 
a dramatically different way of caring for Medicaid mental health patients. But if the slow 
state uptake of the program is any indication, the patterns of spotty care for most low-
income people with big mental health problems won’t change quickly. 

The idea is a “health home” for the mentally ill, a way of integrating behavioral health and 
primary care. Health homes aren’t actual physical places. They’re care systems that 
provide an individual with a chronic condition — such as a mental illness — with a team of 
caregivers who can coordinate and communicate. Funded by the health law, the goal is to 
provide comprehensive treatment, known as “whole person” care. 

These patients need this kind of integrated care because people with behavioral health 
conditions frequently have other chronic, costly, but preventable — or at least manageable 
— health problems. A 2006 study from the National Association of State Mental Health 
Program Directors finds that individuals with severe mental illness die an average of 25 
years earlier than those in the general population. Those with mental illnesses were much 
more likely to die from conditions like heart disease, diabetes or respiratory ailments. 

Plenty of states have shown interest in adapting the medical home for mental illness. But 
while funding through the health law has been available for about two years, just 10 

states have health home initiatives approved by the Centers for Medicare & Medicaid 
Services, according to CMS spokesman Alper Ozinal. 

And just six — Missouri, Rhode Island, New York, Oregon, Ohio and Idaho — target those 
with serious and persistent mental illnesses or substance abuse disorders, Ozinal said. 

Getting the health homes up and running is a complicated, labor-intensive process, mental 
health advocates say. It requires knitting together a fabric of local health care 
stakeholders, gaining their trust and pushing them to communicate and share health data. 

Chuck Ingoglia, vice president of public policy for the National Council for Community 
Behavioral Healthcare, said few states have enrolled so far because they’re struggling 
with smaller budgets and inundated with other big Affordable Care Act tasks, like Medicaid 
expansion and streamlined enrollment. 

“To be honest, I think part of it is just state bandwidth,” Ingoglia said. “And part of it is, how 
many changes can we undertake simultaneously?” 

In Missouri, Joe Parks, director of the Missouri Institute of Mental Health, said his state’s 
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mental health homes — which treat 18,000 Medicaid patients with mental health needs — 
are led by nurse care managers who try to identify gaps in care and get them filled. 

They also have a data-sharing system so that the care team members in the health home 
all know about a patient’s health needs and provide “lifestyle coaching” to promote healthy 
behaviors. 

The biggest challenge for Missouri, he said, is encouraging different parts of the health 
home to get used to actually using the new channels of communication, especially when it 
comes to sharing data. 

“The IT is a challenge because of trust issues between the people involved,” Parks said. 
“Technical stuff is easy if the human beings involved can get their relationships straight.” 

Parks said Missouri was able to put the health home program in action relatively quickly 
because it had already embarked on initiatives to improve the health of individuals with 
serious mental illness. That meant it had more of an infrastructure in place than other 
states. 

In Ohio, chief of the Office of Health Integration Angie Bergefurd said it took a year and a 
half of intense preparation to launch the mental health home program in five counties last 
October. It currently serves 14,000 people. 

“We spent at least a good 18 months being able to work through program design, 
logistical types of issues, state plan development, as well as administrative Ohio code 
rules. It was a significant amount of time — and we did it very quickly,” Bergefurd said. 

She agreed with Parks that data sharing poses a big challenge — as well as educating 
other hospital systems and primary care providers and specialists in Ohio communities 
about the purpose and role of the health homes. 

Even though it’s not easy, mental health advocates say health homes represent a decisive 
shift in thinking about mental health care. And that means they’ve come a long way 
already. 

“This really is quite a dramatic change from, say, even three years ago. Certainly 10 years 
ago, when patients with severe mental illness got spotty care,” Benjamin Druss of the 
Rollins School of Public Health at Emory University said. “There’s a real frame shift and a 
lot of interest at the state level.” 

 



Warn Act Developments 

 

On Thursday, Feb. 14, the U.S. house Subcommittee on Workforce Protections held a hearing to discuss 

employers’ WARN Act responsibilities if sequestration occurs on March 1, 2013. 

 

Sequestration refers to the automatic spending cuts for federal program slated to occur March 1 as a 

mandated by the January. 2 congressional budget deal to avert the fiscal cliff.  Unless Congress agrees to 

sufficient federal spending reductions, funding totaling approximately $85 billion annually for selected 

federal programs (equally divided between defense and nondefense programs) will be reduced from the 

budget beginning March 1. 

 

As a result, thousands of federal contract employees may be laid off in the event sequestration occurs.  

For months, there have been questions whether employers must issue Worker Adjustment and 

Retraining Notification (WARN) Act notices to employees for sequestration-related layoffs.  Then 

confusion was perpetuated by a July 30, 2102, Department of labor guidance memo that argued federal 

contractors are not required to provide WARN Act notices to individual employed under government 

contracts funded from accounts that may be sequestered.  Thursday’s hearing only raided more 

questions. 

 

At the hearing, Employment and Training Administration Assistant Secretary Jane Oates explained the 

DOL Guidance memo by saying, “Any potential plant closing or layoffs that might come about through 

sequestration-related contract terminations or cutbacks were speculative and unforeseeable, WARN Act 

notices…. were not required 60 days in advance of January 2, 2013 (the original effective date for 

sequestration).” 

 

But Subcommittee Chairman Tim Walberg (R-M) questioned the department’s guidance memo, noting 

that DOL has no enforcement authority for WARN. 

 

“The guidance creates the impression that employers who follow the administration’s opinion will be 

immune from future litigation,”  Walberg said.  “Nothing could be further from the truth.  If a worker 

fees they’ve been denied proper notice, they have every right to take their employer to court.” 

 

HR professional know that the WARN Act requires private employers with 100 or more employees to 

provide notice 60 days in advance of plant closings and mass layoffs. 






