
COALITION FOR WHOLE HEALTH 
 
June 6, 2011 
 
Dr. Don Berwick, Administrator  
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 8013 
Baltimore, MD  21244-8013 
 
RE:  CMS-1345-P 
 
Dear Dr. Berwick,  
 
Thank you for this opportunity to provide comments on the proposed rules and guidance for Accountable Care 
Organizations (ACOs).  The Coalition for Whole Health is a broad coalition of national organizations in the 
mental health (MH) and substance use disorder (SUD) prevention, treatment, and recovery communities.  As a 
community advocating for individuals living with, at risk for, or in recovery from MH and/or SUD, we believe 
that effective development of ACOs holds tremendous promise for individuals with these and other chronic 
conditions.  We appreciate the opportunity to submit these comments and look forward to working with you to 
ensure that ACO enrollees in need of MH/SUD related services receive quality care.   
 
While we appreciate the inclusion of a number of MH and SUD provisions, we are very concerned by the 
omission of some very important quality measures that CMS has previously recognized as being critical to our 
nation’s health.  Our recommendations to further strengthen the proposed ACO rules and future guidance for 
people with MH/SUD service needs are detailed below.  The undersigned organizations urge CMS to:  
 

 Amend the proposed ACO guidance to include the following quality measures that have been shown to 
be effective at preventing, managing, and treating mental illness and SUD for ACO enrollees and 
improving their overall health outcomes:  
 

o Screening, brief intervention, and referral for treatment for alcohol misuse.  Alcohol screening 
has been determined by the United States Preventive Services Task Force and other expert panels 
as effective, evidence-based preventive care.   

o Each of the MH and SUD related quality measures recommended by CMS earlier this year in its 
proposed Initial Core Set of Health Quality Measures for Medicaid-Eligible Adults, including 
follow-up after hospitalization for mental illness, initiation and engagement of alcohol and other 
drug dependence treatment, certain measures specific to patients managing schizophrenia or 
bipolar disorder, and mental health utilization. 

o Additional evidence-based MH and SUD related practices. 
 

 As additional guidance on establishing and operating ACOs is developed, we also ask that CMS work to 
ensure that: 
 

o The needs of individuals with or at risk for MH and SUD are well addressed 
o MH and SUD service providers receive necessary support and technical assistance to best meet 

the needs of enrollees 
o Providers participating in ACOs are educated about confidentiality protections required by 

federal and state law for individuals with MH and SUD  
 



We also ask CMS to clarify the role of MH/SUD service providers within the ACO construct, including 
specifically how MH/SUD providers can create, partner with, and otherwise participate in ACOs, and how and 
under what conditions ACOs should engage in such relationships with MH/SUD providers.  Some providers of 
MH/SUD services will want to create or be a partner in the creation of ACOs, but it is not at all clear from the 
proposed regulations whether or how that can be done.  Also, many ACOs will have to partner with providers of 
MH/SUD services to ensure enrollees’ full range of healthcare needs are met.  These partnerships should 
include a strong role for MH/SUD service providers, including participation by MH/SUD providers in networks 
of individual practices of ACO professionals, on care teams, on ACO governing boards and/or subcommittees, 
and other activities.   In addition, many ACO enrollees may prefer their MH/SUD provider to serve as their 
health home, and MH/SUD providers who are able to meet the criteria to act as a health home or other primary 
care provider within an ACO should be able to do so.  However, many details regarding the specific role of 
MH/SUD providers in ACOs remain unclear in the proposed regulations.  We ask that CMS specifically address 
and clarify the role of MH/SUD providers in ACOs in the final regulation. 
 
We do appreciate the inclusion of a number of important MH and SUD provisions in the proposed ACO 
regulations.  Specifically, we strongly support: 

• The inclusion of Depression Screening in the proposed quality measure standards required for ACOs to 
qualify for shared savings 

• The inclusion of Tobacco Use Assessment and Tobacco Cessation Intervention in the quality measure 
standards 

• The recognition and specific mention of the importance of substance abuse education as a key to 
promoting better health for populations, one of the three-part aims for achieving the highest-level goal 
for success of the Medicare Shared Savings Program  

• The commitment to protecting patient confidentiality and the explicit recognition of the critical 
protections provided by 42 CFR Part 2 for patient records relating to substance use disorders 

• The steps taken to improve the opportunity for groups of solo and small healthcare provider practices to 
participate in the Shared Savings Program, and recognition that such providers often play an important 
role in meeting the health needs, including the SUD and MH needs, of specific patient populations. 

 
Our recommendations to further strengthen the proposed ACO rule and future guidance are detailed below. 
 

1. The proposed ACO guidance should be amended to include screening, brief intervention, and 
referral for treatment for alcohol misuse in the quality measure standards.  

 
Alcohol screening has been determined by the United States Preventive Services Task Force (USPSTF) and 
other expert panels as effective, evidence-based preventive care.  Indeed, based on the USPSTF 
recommendations, CMS recently decided to include screening and behavioral counseling interventions in 
primary care aimed at reducing alcohol misuse as a Medicare covered service.  We strongly support the efforts 
by CMS to cover alcohol screenings as a preventive service for Medicare Part B enrollees, and strongly 
encourage the inclusion of this critically important, evidence based prevention and health promotion service as a 
required quality measure standard in the final regulations governing ACOs in the Medicare Shared Savings 
Program.   
 
Excessive alcohol use and misuse of psychoactive prescription drugs represent major, but often neglected, 
public health problems among older Americans, even among those who regularly receive health care from a 
physician.1  These problems include heavy drinking, drinking and driving, medication interactions, depressive 
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symptoms, insomnia, poor nutrition, congestive heart failure, impaired cognitive function, osteoporosis, and 
loss of balance leading to falls, the most common cause of fractures and accidental death in this age group. 2  
 
Evidence-based screening instruments exist that can detect harmful alcohol and other drug use in this vulnerable 
population. Brief interventions that can be delivered during a single primary care office visit have been tested in 
multiple randomized trials, including a multi-center trial in the Medicare eligible age group. They demonstrate 
that screening and intervention significantly reduce health risks and generate cost-savings of approximately $4 
dollars for every dollar invested in providing them.3    

Substance use problems in the Medicare population are not uncommon.  According to the 2009 National 
Survey on Drug Use and Health (NSDUH), 9.8 percent of individuals aged 65 or older reported binge 
drinking, that is they consumed five or more drinks on the same occasion at least once in the past 30 days, 
and 2.2 percent of this age group reported heavy alcohol use, or consuming five or more drinks on the same 
occasion on each of five or more days in the past 30 days.4   
 
In addition, a much larger number of older Americans use alcohol at unhealthy amounts with the potential for 
dangerous interactions with other medications they take.  As many as one in four older adults take 
psychoactive medications (i.e., sedative-hypnotics, anxiolytics, and narcotic-analgesics) that have high abuse 
potential, are frequently prescribed for common geriatric conditions (e.g., insomnia, anxiety, and chronic 
pain), and that interact dangerously with alcohol and other prescription drugs.5   Older individuals are more 
likely to experience adverse side effects from these medications, and their use can lead to significant drug 
interactions.6 
 
Alcohol and psychoactive substance use are also associated with increased risk of hospitalization, nursing 
home placement and death among older adults.7  A recent study of Medicare beneficiaries found that the 
presence of heavy alcohol use more than doubles the risk of hip fractures.8   Nightly use of benzodiazepines 
is associated with a significantly increased risk of falls among older adults, and other psychoactive 
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medications (sedative-hypnotics, tranquilizers, and prescription analgesics) appear to also increase risk of 
falls in the elderly.9 

The cost to the Medicare program of the lack of routine screening and intervention for substance use is 
substantial.  The annual cost to Medicare for the illnesses and injuries caused or complicated by alcohol use10,11 
exceeds $1 million per 1,000 enrollees ($99.51 per beneficiary per month).   This cost included $374,184 per 
1,000 patients for outpatient services, $5,197 for emergency services, $735,671 for inpatient care, and $79,063 
for time spent in a skilled nursing facility.  One out of every six dollars spent by Medicare—more than $53 
billion annually—goes to treating alcohol-related illnesses and injuries.12 

While the current costs to the Medicare program related to alcohol use disorders is staggering, these costs are 
expected to increase substantially in the next decade.  SAMHSA has projected future alcohol and drug use 
disorders among elderly patients, and estimates that SUD rates in this population will rise by 44 percent by 
2020. 13  Thus, it is timely and critical to include routine screening and brief intervention for alcohol and 
harmful prescription drug use problems as a required quality measure for ACOs that serve the Medicare 
population.14,15   
 
We strongly urge that alcohol screenings be included in the ACO quality measure preventive health domain.  

2.  The proposed ACO guidance should be amended to include each of the MH- and SUD-related 
quality measures recommended by CMS earlier this year in its proposed Initial Core Set of Health 
Quality Measures for Medicaid-Eligible Adults.  

 
Earlier this year, CMS released the Initial Core Set of Health Quality Measures for Medicaid-Eligible Adults, 
for voluntary use by State Medicaid programs, health insurance issuers and managed care entities that enter into 
contracts with Medicaid, and providers of items and services under these programs.  The initial core set 
included several quality measures related to MH and SUD that are not included among the quality measures 
listed in the proposed ACO regulations, such as 
 

• Screening, brief intervention, and referral for treatment for alcohol misuse (discussed above),  
• Follow-up after hospitalization for mental illness  
• Several specific bipolar and schizophrenia related measures, and  
• The initiation and engagement of alcohol and other drug dependence treatment and mental health 

utilization.   
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This initial core set was developed by reviewing measures from nationally recognized sources, including those 
endorsed by the USPSTF, the National Quality Forum, those submitted by Medicaid medical directors, 
measures currently in use by CMS, and measures suggested by the Co-Chairs and members of the 
Subcommittee of AHRQ’s National Advisory Council.   
 
CMS has already included a number of specific quality measures from the initial core set in the proposed 
quality performance measures to be required of ACOs.  These include flu shots, weight screening, breast cancer 
screening, cervical cancer screening, the measures related to COPD, congestive heart failure, dehydration, 
bacterial pneumonia, uncontrolled diabetes admission rate, and others.  It appears that the majority of the initial 
core set of Medicaid measures related to MH/SUD were arbitrarily left out of the ACO quality performance 
measures.   
 
We urge that each of these critically important SUD/MH related measures included in the Initial Core Set of 
Health Quality Measures for Medicaid Eligible Adults be included in the ACO quality performance measures. 
 

3.  The proposed ACO guidance should be amended to include additional evidence-based MH- and 
SUD-related quality measures.  

 
Like other chronic conditions, mental illnesses and SUD can be effectively prevented, treated, and managed, 
and millions of Americans are in recovery from these diseases.  Full inclusion of MH and SUD in the quality 
measures is very important to ensure that individuals get the comprehensive care they need to effectively 
manage their disease.   
 
In addition to the above-described measures, there are several MH- and SUD-related measures that we ask to be 
included in the ACO quality measures, such as: 
 

• Drug misuse screening, brief intervention, and referral to treatment  
• Suicide screening 
• Screening for mental health related conditions, including trauma history, bipolar, and multiple mental 

health conditions 
• Follow-up after hospitalization related to a substance use disorder  
• Retention in substance use disorder and mental health treatment 
• Medication management for medication assisted treatment for substance use disorders  
• The use of appropriate patient placement criteria for mental health and substance use disorders.   

 
Inclusion of these prevention and disease management measures will help ensure quality, coordinated care for 
enrollees with or at risk for MH/SUD.  These measures have been used for a number of years and are extremely 
effective.  It is critically important that those in need of the above services receive them for the reasons outlined 
below.   
 

Drug misuse screening, brief intervention, and referral to treatment.  While the USPSTF has not yet 
determined the value of screening for illicit and prescription drug use, a significant body of evidence 
points to its effectiveness. The National Institute on Drug Abuse, the National Institute on Alcohol 
Abuse and Alcoholism and other distinguished researchers have demonstrated that screenings for drug 
use are effective tools to help identify adults in need of brief interventions and treatment services.  
Recent research clearly demonstrates that rapid, economical screening and brief interventions reduce 
substance use and significantly reduce health care costs,16 the ultimate goal, along with improved 
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quality, of Accountable Care Organizations.    Therefore, we ask that you include drug misuse screening, 
brief intervention, and referral to treatment among the prevention measures ACOs must meet for shared 
savings.   

 
Suicide screening.  Screenings for suicide ideations have been used for a number of years and have been 
effective tools to help identify many individuals in need of services. Suicide screenings are effective and 
a suicide screening measure should be included.   

 
Screening for mental health related conditions, including trauma history, bipolar, and multiple mental 
health conditions.  In addition to screening for depression, measures should include screenings for the 
full range of mental health conditions, including screening for trauma history, for bipolar disorder, and 
for multiple mental health conditions.  Such screenings have been shown to be feasible and effective.17 
Therefore, we ask that you include screening for mental health related conditions, including trauma 
history, bipolar, and multiple mental health conditions in the ACO quality performance measures.   

 
Given the low risk and low cost of screening for substance use and mental illness, and the current state 
of knowledge about the consequences of untreated addiction and mental illness, the harms associated 
with not screening are too severe to be ignored. Therefore, ACO quality measures should include the full 
range of mental health and substance use preventive services that have demonstrated clear effectiveness 
in reducing healthcare costs and improving overall health outcomes.   

 
In addition to the above prevention-related recommendations, quality measures related to treatment and disease 
management for MH and SUD should ensure a continuum of quality services for enrollees, including managing 
the both the acute and chronic aspects of these diseases.  We ask that the following disease management 
measures also be included: 
 

Follow-up after hospitalization related to a substance use disorder. We ask that you include a quality 
measure to ensure follow-up after hospitalization related to a SUD.  It is critically important that 
enrollees in need of SUD treatment and care receive it, and appropriate follow up to acute episodes is 
necessary to ensure that individuals are placed in the appropriate setting and transitioned to the 
appropriate level of care.   
 
Retention in substance use disorder treatment.  We also ask that you include a quality performance 
measure on retention in SUD treatment.  We know that treatment works, and research has shown length 
of treatment is clearly linked to better outcomes in both adolescents and adults.18   

 
Medication management for medication-assisted treatment for substance use disorders.  In addition, we 
ask that you add medication management for medication-assisted treatment for SUD to required 
performance measures.  A variety of medications for the treatment of substance use disorder exists, and 
medications, when utilized in conjunction with psychosocial treatment/support, are effective and have 
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been endorsed by the National Council for Quality Assurance19, the National Quality Forum20, and other 
public and private accrediting bodies.  Indeed, the National Quality Forum, as part of consensus 
standards for the treatment of substance use disorders, noted that “pharmacotherapy should be a standard 
component of treatment for substance dependence when effective drugs exist.”21However, medication-
assisted treatment is largely underutilized for the treatment of SUD.  It is therefore essential that 
medication management for medication assisted treatment for SUD be included.   

 
Use of appropriate patient placement criteria for mental health and substance use disorders. We also ask 
that use of appropriate patient placement criteria for MH and SUD be included as a measure.  High 
quality care related to these conditions is only possible if individuals are properly evaluated and placed 
into the appropriate level of care for their mental illness and/or substance use disorder.   

 
4. As further guidance on ACOs is developed, CMS should continue to work to ensure that the needs 

of individuals with or at risk for mental illness and SUD are well addressed. 
 

As CMS understands, and the proposed ACO regulations reflect, performance-based payment approaches may 
tempt healthcare providers to avoid potentially high-cost or high-risk patients, and/or deny care to those most in 
need.  We applaud the strong emphasis in the proposed regulations aimed at avoiding such practices.  However, 
we are concerned that individuals with or in recovery from MH/SUD may be at particular risk if an ACO or 
associated professional is able to avoid or otherwise deny care to those with more complex health needs.  This is 
particularly important considering the strong and necessary electronic health record component to ACOs, and 
the potential for data mining to select healthier individuals for enrollment and not those individuals that may be 
higher cost.   
 
We ask CMS to pay special attention to the unique needs and vulnerabilities of those with MH and SUD needs, 
and oversee ACOs in a way that prevents them from avoiding or denying care to these individuals.  We ask that 
the strongest consumer protections be enforced.  Specifically, we ask that enrollees with MH/SUD be included 
as a monitored population to ensure ACOs are not avoiding those with MH/SUD needs.  We also ask that CMS 
require ACOs to have effective grievance measures in place to ensure that beneficiaries have recourse against 
any potential unfair practice. 
 
Similarly, as CMS finalizes regulations regarding the governing structures of ACOs, we ask that regulations 
require the inclusion of MH and SUD experts on governing boards and other panels with authority over ACOs, 
to ensure the MH/SUD needs of enrollees are most effectively being met.  We also ask CMS to require that 
ACOs follow strong enrollment facilitation procedures to ensure that all who are eligible and want to participate 
are easily able to access the full range of quality care they need.  This is especially important for individuals 
with MH and SUD treatment needs, since they are more likely to have difficulties navigating a complicated 
system.  It is also important that efforts be taken to minimize or eliminate geographical barriers to participation 
and care delivery, particularly in rural areas.   
 
We also ask that the appropriate federal administrators and experts be included in the development and 
governance of ACOs, including those with MH and SUD expertise.  Specifically, we request that the Substance 
Abuse and Mental Health Services Administration (SAMHSA) be given a consultation and oversight role in the 
development and ongoing governance of ACOs, similar to the central role of SAMHSA regarding the approval 
and oversight of the new Medicaid Health Home State Option.  We also ask that CMS work with SAMHSA to 
ensure that enrollees with MH/SUD needs who are targeted as high-risk and for whom individualized care plans 
are developed are properly identified, their privacy is protected, and their needs are met.   Effective attention to 
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the unique needs of enrollees with MH/SUD will result in improved health outcomes and significant cost-
savings, helping to ensure that ACOs effectively meet their goals.   
 
SAMHSA has also done significant work related to the development of recovery oriented systems of care, and 
we urge CMS to work with SAMHSA to integrate recovery oriented systems of care into care coordination 
models implemented through ACOs.   
 
We also urge CMS to consider existing research on evidence-based practices to prevent and treat mental illness 
and substance use disorders, and to help individuals sustain their long-term recovery from these chronic 
diseases.  These include:  the Comprehensive Community Mental Health Services Program for Children and 
Families and the Community Support Program (CSP); the National Quality Forum’s “National Voluntary 
Consensus Standards of Care for Treatment of Substance Use Disorders: Evidence-Based Treatment Practices,” 
the American Society of Addiction Medicine (ASAM) Patient Placement Criteria (PPC 2R), various Institute of 
Medicine (IOM) reports, the USPSTF and Health Resources Services Administration’s Bright Futures 
guidelines; and several Surgeon General Reports, including “Mental Health: A Report of the Surgeon General,” 
“Mental Health: Culture, Race and Ethnicity,” and the Surgeon General's “Call to Action To Prevent and 
Reduce Underage Drinking.” These reports and tools, as well as others, continue to document the effectiveness 
of treatment for and prevention of mental health and substance use disorders.    
 
Although there have been significant policy gains intended to improve access to MH and SUD related services 
over the past few years, there remain large treatment gaps, and quality of care for these diseases is not always 
available or accessible.  As CMS continues to develop these and other regulations to implement the Affordable 
Care Act, we ask that you recognize the barriers and discrimination that have often faced those with MH/SUD 
and implement policies that reduce and eliminate these barriers to the availability of necessary MH/SUD care.  
In addition to the above recommendations specific to the implementation of the ACO provisions of the 
Affordable Care Act, we urge CMS to continue to collaborate with SAMHSA, given their work regarding the 
implementation of the ACA in identifying a wide range of services that are utilized by individuals and family 
members of individuals with, at risk for, or in recovery from mental illness and/or SUD.  
 

5.  CMS should continue to work with MH and SUD service providers to ensure they are best able to 
join with ACOs to meet the MH/SUD needs of enrollees. 

 
ACOs must address the MH and SUD needs of enrollees to be successful.  Research has shown that chronic 
physical illnesses very often co-occur with mental health and/or substance use disorders.  For example, one 
recent study of Medicaid beneficiaries found that approximately two-thirds of those with a common chronic 
physical condition also had at least one MH or SUD condition, and those beneficiaries with co-occurring 
chronic physical illnesses and a mental health or substance use disorder had associated healthcare costs that 
were 60 to 75 percent higher than those with only physical chronic illnesses.22  MH and SUD service providers 
have a long history of meeting the health needs of these hard-to-serve populations.   
 
Most often the care provided by the MH/SUD system is financed by Medicaid, federal block grant funding, 
Medicare, and/or state general funds that may not cover the full cost of treatment.  Much of the MH/SUD 
service delivery system is eager to take advantage of the opportunities presented by the Affordable Care Act, 
including those related to ACOs.  However, unlike many other prospective or potential ACO participants, 
providers of MH and SUD related services are often small and/or non-profit.  Most lack the resources, the 
capital, and the infrastructure available to the larger medical organizations.  At the same time, those large 
healthcare providers that are in the best position to easily join or create an ACO often lack experience and the 
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capability to effectively address and manage the health of individuals with MH and/or SUD service needs.  Any 
ACO that fails to properly address the MH and SUD needs of enrollees will continue to experience significantly 
poorer health outcomes and higher costs for the population it serves, undermining its success.  Therefore, ACOs 
have a very strong incentive to partner with MH and SUD service providers, and CMS should work with ACOs 
and MH/SUD service providers to facilitate their effective participation.  Additionally, at least one Center for 
Medicare and Medicaid Innovation ACO demonstration should test providing integrated care for Medicaid 
eligibles, particularly for beneficiaries with co-occurring conditions.   
 
There is also a great need for SUD and MH providers to have access to resources and technical assistance to 
establish new or strengthen existing health information technology systems, especially considering the crucial 
technological capacity needs required of ACOs and their associated providers.  Furthermore, most providers of 
SUD and MH services are ineligible for the meaningful use incentive payments authorized through the 
HITECH Act.  As the SUD and MH fields continue to educate Congress about the need to make SUD and MH 
providers eligible for meaningful use incentives, we urge CMS to continue to explore additional mechanisms to 
provide health information technology resources to the SUD and MH communities.  We also urge CMS to 
ensure that providers of SUD and MH services are eligible for and fully included in the various other health 
information technology initiatives that have been established.  Without capacity and infrastructure funding, 
many MH and SUD providers will be unable to meet the certified EHR and certified Meaningful Use 
requirements of ACO participation.   
 
Well coordinated, accountable healthcare designed to manage multiple chronic conditions must address mental 
illness and SUD.  MH and SUD service providers have a responsibility to prepare themselves to participate in 
innovative delivery system models, and CMS and ACOs should work closely with MH and SUD service 
providers and make available the tools and technical assistance they need to effectively meet the MH and SUD 
needs of enrollees.   
 

6.  CMS should continue to work to ensure that providers participating in ACOs are educated about 
the confidentiality protections required by federal and state law for individuals receiving MH and 
SUD care. 

 
We appreciate the specific attention paid to the protection of patient confidentiality in the proposed regulations.   
Successful development of ACOs and other health system innovations depends on robust data collection and 
electronic health record systems, and as health information sharing systems are more broadly established we ask 
that CMS and the Department of Health and Human Services (HHS) continue to prioritize patient 
confidentiality protections.   
 
We strongly support the goals of integrating MH and SUD care more effectively with the rest of health care and 
improving communication between SUD and MH service providers and other health care professionals.  We 
believe that electronic health record systems can and should be constructed in a way that protects MH and SUD 
patient records while allowing them to be shared with other treating professionals as allowed by federal 
confidentiality rules.  The same is true for state laws that mandate enhanced confidentiality protection for 
mental health, HIV/AIDS, domestic violence and other records.  Communication can be enhanced without 
compromising confidentiality; the advent of electronic health record systems can make achieving these twin 
goals easier, not harder.   
 
However, there continues to be a huge need for education in all  parts of the healthcare system about how 
information can be shared—especially how SUD records can be included in electronic health record systems 
while complying with the confidentiality requirements of 42 CFR Part 2.  We urge CMS to continue working 
with HHS’s Office of the National Coordinator for Health Information Technology’s (ONC) and SAMHSA to 
ensure that providers are educated about how information can be shared while maintaining privacy protections 
and to develop guidance to the field, including providers and consumers, about privacy protections and 
information exchange. 



 
The development, evaluation, and oversight of ACOs remain in the beginning stages of what will be a years-
long transition requiring a highly efficient, electronic health records system.  Moving forward, we ask that CMS 
and the Department of HHS continue to work closely with SAMHSA and the MH/SUD field to ensure that the 
confidentiality of highly sensitive and still stigmatizing health information is protected as health information 
technology systems are created and maintained.   
 
Thank you again for the opportunity to provide comments on the proposed ACO regulations, and for including 
MH and SUD services as a top priority.  We strongly support the goals of healthcare reform to ensure that all 
Americans have access to high quality, affordable health care, including mental health and substance use 
disorder care.  We are particularly pleased that MH and SUD are included in a number of key provisions of the 
Affordable Care Act; indeed, the central goals of health reform to improve overall health and reduce health care 
costs will only be accomplished if mental illnesses and SUD are addressed and treated as the preventable, 
treatable, chronic diseases that they are.  To achieve these goals, however, it is critically important that ACOs, 
in particular, address these diseases as they seek to coordinate care, promote outcomes, and reduce costs, and to 
accomplish that requires the inclusion of the additional MH and SUD quality measures and other provisions 
described above. 
 
Please use us as a resource moving forward.   
 
Sincerely,  
 
American Association for the Treatment of Opioid Dependence (AATOD) 
 
American Mental Health Counselors Association 
 
American Psychological Association 
 
American Society of Addiction Medicine 
 
Association for Ambulatory Behavioral Healthcare 
 
Association for Behavioral Health and Wellness 
 
Boston Public Health Commission 
 
California Association of Alcohol and Drug Abuse Counselors (CAADAC) 
 
California Foundation for the Advancement of Addiction Professionals (CFAAP) 
 
Community Anti-Drug Coalitions of America (CADCA) 
 
Community Catalyst 
 
DAPA Family Recovery Center   
 
DAPA Psychiatric Programs, LLC   
 
Drug & Alcohol Service Providers Organization of Pennsylvania 
 
Faces and Voices of Recovery 
 



Faces and Voices of Recovery (FAVOR) Greenville, SC 
 
Gavin Foundation, Inc. 
 
General Board of Church and Society of the United Methodist Church 
 
Hazelden 
 
Indiana Addictions Issues Coalition 
 
International Certification and Reciprocity Consortium (IC&RC) 
 
Legal Action Center 
 
Mental Health America  
 
Missouri Recovery Network 
 
MOAR - Massachusetts Organization for Addiction Recovery 
 
NAADAC, The Association for Addiction Professionals 
 
National Alliance for Medication Assisted Recovery (NAMA Recovery) 
 
National Association of Addiction Treatment Providers (NAATP) 
 
National Association of State Alcohol and Drug Abuse Directors 
 
National Association of State Mental Health Program Directors (NASMHPD) 
 
National Council on Alcoholism and Drug Dependence, Inc. (NCADD) 
 
National Register of Health Service Providers in Psychology 
 
NCADD-Maryland 
 
PAR-People Advocating Recovery 
 
Recovery Behavioral Health of San Antonio, LLC 
 
State Associations of Addiction Services 
 
TASC, Inc. 
 
TeenScreen National Center for Mental Health Checkups 
 
Treatment Communities of America 
 
Treatment Research Institute 
 
Utah Support Advocates for Recovery Awareness / USARA 
 


