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HEALTH CARE REFORM BENEFITS  
AMERICANS WITH BEHAVIORAL HEALTH CONDITIONS 

 
By  

Michael B. Friedman, MSW; Lloyd I. Sederer, MD; and Kimberly A. Williams, MSW 
 

The Affordable Care Act (ACA), which the Supreme Court recently upheld, is of great 
potential benefit to people with behavioral health conditions, i.e., people with mental 
and/or substance abuse disorders.  This is true because, under the provisions of the 
ACA1:  
  
(1) Many Americans with such conditions who currently do not have health care 

coverage will get coverage. 
(2) Behavioral health conditions that now are not covered or are only partially covered 

will be covered (“parity”). 
(3) Coordination of physical and behavioral health care should become more common 

than it is now.  
(4) Health maintenance activities are encouraged and supported to some extent, 
(5) Community-based care is encouraged and supported.  
(6) Some economic barriers to screening for and treating behavioral health conditions 

will be eliminated. 
 
Improvements in behavioral health care under the ACA have not been a prominent part 
of the discussions and debates about health care reform in the United States.  Probably 
because spending on behavioral health is under 7% of all health spending2, mental and 
substance use disorders just don’t seem to be of the same order of importance as 
physical health conditions.  In our view this is unfortunate for several reasons. 
 

 Behavioral health conditions are a source of suffering for the people who have them 
and often for their family members as well. 

 They are the leading cause of long-term disability as measured by disability adjusted 
life years (DALYS).3 

 People with co-occurring chronic physical disorders such as heart disease and 
mental disorders—especially depression—are at substantially elevated risk for 
disability and premature mortality. 4,  5 

 Care for people with co-occurring physical and behavioral disorders is considerably 
more expensive than care for people without co-occurring disorders, driving up the 
overall cost of health care in the United States.6 

 Disabled older adults with co-occurring disorders are more likely to be placed in 
nursing homes than cared for in community settings, driving up the cost of long-term 
care.7, 8 

 People with serious mental illness often do not get the physical health care that they 
need for obesity, high blood pressure, diabetes, and heart conditions for which they 
are at high risk and which contribute to low life expectancy for this population.9 
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 Improved overall health of Americans, such as reduced obesity, depends on 
changes in lifestyle and behavior, which rarely happen unless motivation and other 
psychological issues are addressed.10 

 
Improved coverage 
 
People with behavioral health conditions, especially those with serious, long-term 
conditions are at high risk for poor health, disability, and premature death.  
Unfortunately, many of them do not have health coverage and therefore do not get 
treatment—or get poor treatment—for conditions for which they are at high risk such as 
obesity, high blood pressure, diabetes, heart and pulmonary conditions, hepatitis, and 
sexually transmitted diseases, including HIV+/AIDS.   
 
The ACA mandates that all American citizens and legal aliens have health coverage.  
Subsidies will be available for people too poor to afford coverage. Employers for the 
most part are required to cover their employees, with exceptions for small businesses, 
many of which will get subsidies to pay for coverage.  Medicaid will be expanded to 
cover people up to 133% of poverty in states that choose this option.  State health 
insurance exchanges will provide a mass market through which individuals and small 
groups can purchase standardized health insurance packages at the same rates as 
large groups.  Young adults up to the age of 26 can continue to be covered under their 
parents’ health insurance plans. 
 
In addition, health insurance reforms will be of benefit to everyone with health 
insurance, including people with behavioral health conditions.  The most important of 
these reforms are that plans will not be permitted to exclude people with pre-existing 
conditions or to drop coverage of people who become seriously (and expensively) ill. 
 
Parity 
 
The ACA also provides improved coverage of mental health and substance abuse 
conditions. This is a major advance. A very few years ago, new federal laws required 
"parity" in the coverage of mental and physical health conditions in employer-based 
health benefit plans and Medicare, but the provisions were limited. The ACA carries 
these requirements forward and expands them considerably by making behavioral 
health services for both mental and substance use disorders part of the basic, minimal 
coverage package that will be mandated. 

The ACA also provides enhanced Medicare coverage of medication, including of 
psychiatric medications. This will result in (1) reduced out-of-pocket spending on 
pharmaceuticals by shrinking the phase of personal spending on medications not 
covered by Medicare, i.e. the "donut hole” and (2) enhanced access to psychiatric 
medications prescribed by a physician that were not covered in the original version of 
Medicare prescription drug coverage.  

  



Friedman, Sederer, Williams             Health Care Reform and Behavioral Health 4 

 

Coordinated Care 
 
There has been widespread agreement for several decades that it is critical to improve 
coordination of care between the mental health and substance abuse care and between 
behavioral health and physical health care.  The ACA emphasizes the importance of 
integrating and coordinating the delivery of physical and mental health services and 
provides incentives to providers to integrate care, including: 

 Rate increases for medical practices recognized as "medical homes" that provide 
coordinated care and preventive services, among other features.   

 Increased federal funding for Medicaid payments to "health homes," which are 
organizations that coordinate care for people with chronic physical and/or behavioral 
health conditions.  

 Contracts with "accountable care organizations" -- a new type of structure designed 
to improve care quality and contain costs. 

In these, and other health delivery structures “meaningful” use of electronic medical 
records is also encouraged and supported. 

Home and Community Based Services: 

The ACA emphasizes services in the home and community instead of in institutions. 
There are new demonstration grants as well as new opportunities for Medicaid waivers 
for state efforts to reduce the use of nursing homes and other institutions and instead 
provide care for people with disabilities in their homes and communities. In this way it 
carries forward the policy goal of helping people with psychiatric and other mental 
disabilities to live in the community rather than in institutions. It also will help states to 
fulfill the mandate of the Olmstead Decision11 of the Supreme Court, which interpreted 
the Americans with Disabilities Act as requiring states to provide supports to enable 
people with disabilities to live in the "most integrated" setting in the community rather 
than in institutions. 

Health Maintenance 
 
The ACA also emphasizes health maintenance (lately called “wellness”) and preventive 
interventions. For example, it provides Medicare payments for some preventive health 
care and health promotion for the first time. This, of course, benefits people without 
mental illness as well as those with mental illness, but it is particularly important for 
people at high risk of obesity and the diseases it drives such as hypertension, diabetes, 
and heart disease—conditions that are particularly common among people with serious 
mental illness. 
 
Removing economic barriers to screening and treatment 
 
Protocols for high quality primary care, pediatrics, cardiology, and other medical 
specialties call for routine screening for mental and substance use disorders—
especially for depression.  But many, if not most, practitioners do not do screening, let 
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alone provide or arrange for adequate treatment for behavioral health conditions.  
Economic barriers are one of the reasons so many practitioners do not follow the 
protocols of their fields of practice. 
 
One such barrier has been that Medicare and most private health plans have paid less 
for the treatment of behavioral health services (if covered at all) than for treatment of 
physical health conditions.  As noted previously, this disparity in financing is being 
totally eliminated under the ACA.   
 
Medicare has also added payments for: 
 

 Screening for alcohol abuse and for depression under some circumstances12, 13  
 

(Provisions related to depression also require “follow up”,14 which may help to 
support the use of care management models that improve outcomes of depression 
treatment by about 50%.15) 

 

 An annual “wellness visit”, the purpose of which is to develop a plan to maintain or 
improve basic health.   

Another major economic barrier has been the virtual impossibility of coordinating 
financing of integrated treatment for people who have both Medicare and Medicaid (the 
“dual eligibles.)  This tends to be a population with co-occurring physical and psychiatric 
disabilities—which is the population currently most costly to serve in part because of the 
severity of their conditions and in part because they often do not get care until their 
conditions are critical and require long-term, very expensive interventions.  Under 
provisions of the ACA, demonstrations are now beginning to develop systems of 
coordinated care, and financing, for this population. 

Although there undoubtedly will remain economic disincentives to addressing behavioral 
health conditions in primary care and specialty practices, the ACA does address some 
of the significant barriers.  Both by providing coverage for services not previously 
covered and by encouraging the re-arrangement of medical care into large multi-
specialty groups linked by electronic medical records, the ACA lays the groundwork for 
significant improvement of behavioral health services in the context of the delivery of 
physical health care. 

Conclusion:  Will the ACA by itself result in widespread accessibility to high quality 
physical and behavioral health care for people with behavioral health conditions?  
Certainly not.  It will take vast changes in practice and vast workforce development 
efforts to bring about the kind of overhaul the American health care system needs.  But 
the ACA lays the groundwork for far better health care (behavioral and physical) for 
people with behavioral health conditions.    
 
(Michael B. Friedman, MSW is Adjunct Associate Professor at Columbia University’s School of 

Social Work and School of Public Health.  Lloyd I. Sederer, MD is the Medical Director of the 
NYS Office of Mental Health.  Kimberly Williams, MSW is Director of the Center for Policy, 
Advocacy and Education of the Mental Health Association of New York City.) 
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