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ASSESSING THE STATE OF AMERICA’S
MENTAL HEALTH SYSTEM

THURSDAY, JANUARY 24, 2013

U.S. SENATE,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS,
Washington, DC.

The committee met, pursuant to notice, at 10:02 a.m., in Room
SD-430, Dirksen Senate Office Building, Hon. Tom Harkin, chair-
man of the committee, presiding.

Present: Senators Harkin, Mikulski, Murray, Sanders, Franken,
Bennet, Whitehouse, Baldwin, Murphy, Warren, Alexander, Enzi,
and Murkowski.

OPENING STATEMENT OF SENATOR HARKIN

The CHAIRMAN. The Senate Committee on Health, Education,
Labor, and Pensions will please come to order.

My first order of business this morning is to extend a warm wel-
come to our committee’s new members, in alphabetical order, Sen-
ator Tammy Baldwin, Senator Chris Murphy, Senator Tim Scott,
and Senator Elizabeth Warren. This is a remarkably talented
group of freshmen Senators, and we’re glad to have them on board.
I know that some are also over at Senator Kerry’s hearing to be
Secretary of State starting at the same time.

I also want to salute our new Ranking Member, Senator Alex-
ander. He has long been a valuable member of this committee. I
have appreciated my relationship with the former Ranking Mem-
ber, Senator Enzi, and I look forward to the same kind of close col-
laboration and partnership with my good friend, Senator Lamar
Alexander.

Today our committee will examine a range of issues surrounding
mental healthcare in this country. The tragic shooting in Newtown,
CT, last month brought the issue of mental healthcare to the fore-
front of public dialog. Many people across the Nation, including the
President, have said that we need to take a long, hard look at ac-
cess to mental health services across the country.

I am pleased to have this opportunity today to start that dialog
with my colleagues and our panel of expert witnesses. I am told
this is the first hearing that this committee of jurisdiction has had
on this issue since 2007. So it’s long overdue.

Certainly, one of the most insidious stereotypes about people
with mental illness is that they are inherently violent. I regret that
some of the discussion in the wake of the Newtown tragedy has
sadly reinforced this stereotype. As my fellow committee members
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know and our witnesses and experts know, people with mental ill-
ness are much more likely to be the victims of violent crimes than
they are to be perpetrators of acts of violence.

Mental health conditions are sometimes called the Nation’s silent
epidemic. Mental illness affects one in four Americans every year.
But, despite its prevalence, there is still a stigma attached with
mental illness, and that stigma results in too many people suf-
fering in silence without access to the care that could significantly
improve their lives.

Stigma also can stop workers from requesting and getting accom-
modations that can help them be more productive at work. I've
known so many instances of people who were afraid to do anything
because they might lose their job or they wouldn’t get promoted be-
cause of that stigma that’s attached.

Like many other chronic diseases, mental health problems often
begin at a young age. Experts tell us that half of all mental illness
is manifested by age 14. However, less than half of children with
an identified mental health condition receive treatment. And the
average lag time from the first onset of symptoms to receiving
treatment is almost a decade. Unfortunately, the picture for adults
seeking treatment is not much better.

This lack of treatment has huge consequences. Some 30,000
Americans die by suicide each year. And it’s a shocking fact that
people with serious mental illnesses die significantly earlier than
Americans overall, often from treatable causes like diabetes and
smoking related chronic conditions.

These consequences also spill into other areas. As any teacher or
school counselor will tell you, a child who is struggling with depres-
sion, anxiety, or any other mental health condition is also likely to
struggle academically.

It’s also an issue for our justice system since our prisons too
often become the dumping ground for people who should be receiv-
ing mental health and substance abuse counseling instead. I have
had a number of sheriffs in my own State, as well as other States,
tell me that their jails are now the de facto mental institutions in
their States.

The shame in this is that with access to the right treatments and
supports, most people with mental illness can recover and lead pro-
ductive and healthy lives. But we need to make the critical invest-
ments that will enable this to happen. So wearing my other hat as
the chairman of the Labor, Health and Human Services, and Edu-
cation Appropriations Subcommittee, I plan to take a close look at
funding opportunities in this area through the appropriations proc-
ess.

We’ve made important steps forward in recent years. My friend,
the late Senator Paul Wellstone, and, again, along with my friend,
Senator Pete Domenici, fought for years to try to enact the Mental
Health Parity Act to end the absurd practice of treating mental
and physical illnesses as two different things under health insur-
ance. We finally passed it in 2008.

However, I am sad to say that it has been 4 years, 4 years now,
that we do not have any final rules on implementing this law.
That’s a shame. I am told the President said that they will be an-
nouncing a final rule soon. I don’t know what soon means, but I
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hope it means what we generally take it to mean, which means
soon.

Another critical step will take place next year when, thanks to
the Affordable Care Act, some 30 million Americans will become el-
igible for Medicaid or private insurance through the healthcare ex-
changes. Coverage of mental health and substance abuse disorder
services is 1 of the 10 essential benefits required in qualified health
plans.

The insurance expansion here offers both challenges and oppor-
tunities. Experts predict that the newly insured population will
have a greater need for mental health coverage than the general
population. As we think about how to meet this need, there is an
opportunity to realign our healthcare system to better integrate
primary care and mental health services. And in reading over the
testimony last evening of our witnesses, many of our witnesses
spoke about that, this integration of primary care and mental
health services.

This committee, I think, on both sides have been very supportive
of the expansion of community health centers throughout the
United States. They've been a great addition. They’re wonderful
primary care providers. But how do we integrate mental healthcare
services in with those community health centers and make sure it’s
part of primary care?

President Kennedy signed the Community Mental Health Act of
1963, 50 years ago, which led to a major shift in mental healthcare
in this country. People who were warehoused in institutions moved
back into their communities. But the results were mixed. Many
people were not able to access the community-based services and
treatments they needed. So as we face major new changes in the
healthcare landscape, I hope we’ll learn from these lessons and, as
I said, see how we might more fully utilize the community health
center system in America to integrate primary care and mental
health services.

So today we’ll hear from a panel of expert witnesses who will
talk about mental healthcare from a variety of perspectives, all
with the goal, I hope, of addressing this critical but often neglected
public health issue. I want to reemphasize that in my own words—
public health issue.

So I thank you all for being here. I look forward to your testi-
mony, and I'll yield to our Ranking Member, Senator Alexander.

OPENING STATEMENT OF SENATOR ALEXANDER

Senator ALEXANDER. Thanks, Mr. Chairman. Thanks for your
courtesy. I look forward to working with you. We've worked well to-
gether in the past. This is a very important committee with a large
jurisdiction, and I am delighted to have a chance to be the Ranking
Member.

I want to say to Senator Enzi how much I appreciate his leader-
ship, and we expect it to continue as time goes along.

I also want to thank the chairman for having this hearing in the
way he’s having the hearing. We're entering this discussion, so far
as 'm concerned—and that’s my sense of the chairman’s attitude—
with no agenda other than to learn what needs to be done. As the
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chairman said, we haven’t had a mental health hearing for a while,
so I’'m here to do a lot of listening.

I was saying to some of the witnesses before the hearing that
when I was U.S. Education Secretary, I often sat in their shoes,
and I remember going back and telling the people in the Depart-
ment that I thought I was going to a hearing, but, in fact, it was
a talking, because the Senators did all the talking, and the wit-
nesses did most of the listening. So I hope this will be more of a
hearing instead of a talking, and I'll try to do my best to make it
that way.

It seems to me that the question before us is: Who needs help,
and who’s there to provide the help? If we can hone in on that
question and see what the Federal Government can do to improve
our ability to determine who needs help and our ability to identify
the person or agency whose job it is to provide the help, then we
will have provided some service.

It helps to put a face on who needs help. As a former Governor,
I always look at things from my own background and perspective,
as I know most of us do. About 22 percent of Tennesseans reported
having a mental illness last year. That’s more than a million peo-
ple. This is according to our State’s Department of Mental Health.
About 5 percent had a severe mental illness. That’s nearly a quar-
ter of a million Tennesseans. So that’s a lot of people. About 41,000
Tennesseans had a major depressive episode.

The funding that helps meet the needs for that comes in some
part from the Federal Government. About 22 percent of what Ten-
nessee spends, I'm told, is Federal dollars. The rest is State dollars.
In the community services, State appropriations are about 70 per-
cent of the mental health funds. So while the Federal Government
has a role here, it’s a support role and a supplementary role, and
it’s a role that ought to make things easier instead of harder.

In preparing for this, it seems to me that, putting a face on the
individuals who need help, one group would be a 9-year-old boy
who has always been pleasant but suddenly started defying his
teachers. His grades slipped, and he didn’t want to go to Boy
Scouts. He didn’t want to play with friends. So they reached out
to a pediatrician who was able to get some professional assistance.
He was diagnosed with a mood disorder and he began to improve
“ilcidll) sleeping better. And so it was a success story for that 9-year-
old boy.

Another case might be an adolescent, a 17-year-old, who had no
behavioral issues growing up. He started noticing lights in the
bathroom. Sounds of water irritated him. He had trouble sleeping.
He began to hear voices telling him to throw rocks at anyone who
told him to come down from the roof. And he was finally diagnosed
with schizophrenia, but only after he had multiple episodes.

Those two boys represent two of the largest groups that need
help. And I'll be interested in finding out from our witnesses how
well we're doing in helping them get the help.

Finally, I'll be especially interested in asking the Federal agen-
cies as well as the State and local witnesses who are here what we
can do at the Federal level to make things easier to, No. 1, identify
who needs help, and, No. 2, identify who can provide the help. Are
there administrative things we can do? Are there funding things
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we can do? Are we putting up any roadblocks that make it harder
for you to provide services? If we are, this is the place to identify
them and see if we can correct them.

So, Mr. Chairman, I look forward to this. I thank you for holding
the hearing.

The CHAIRMAN. Thank you very much, Senator Alexander.

Now we’ll turn to our witnesses. We have two panels. On our
first panel, we’ll start with Pamela S. Hyde, the Administrator of
the Substance Abuse and Mental Health Services Administration,
obviously known as SAMHSA to all of us. Ms. Hyde was nominated
by President Obama and confirmed by the U.S. Senate in Novem-
ber 2009 as the Administrator of SAMHSA. She is an attorney and
comes to SAMHSA with more than 30 years of experience in man-
agement and consulting for public healthcare and human service
agencies.

She has served as a State mental health director, State human
services director, city housing and human services director, as well
as CEO of a private, nonprofit-managed behavioral health firm.
Ms. Hyde is a member of or has served as a consultant to many
national organizations, including the John D. and Catherine T.
MacArthur Foundation, the American College of Mental Health Ad-
ministration, the President’s New Freedom Commission on Mental
Health, and the U.S. Department of Justice.

Our second witness on this panel, of course, is no stranger to this
committee, or at least to my Appropriations Subcommittee. Dr.
Thomas Insel, who is the Director of the National Institute of Men-
tal Health, NIMH, at the National Institutes of Health. He has
been director since the fall of 2002. Prior to that, Dr. Insel was a
professor of psychiatry at Emory University, and there he was the
founding director of the Center for Behavioral Neuroscience, one of
the largest science and technology centers funded by the National
Science Foundation.

He has published over 250 scientific articles and four books, in-
cluding The Neurobiology of Parental Care in 2003. He is a member
of the Institute of Medicine, a fellow of the American College of
Neuropsychopharmacology—there, I said it—and is a recipient of
several awards, including the Outstanding Service Award from the
U.S. Public Health Service.

We thank you both for your backgrounds, for what you have done
in this whole area of mental health both in research and practi-
cality. And your statements will be made a part of the record in
their entirety. We'll start with Ms. Hyde. I would ask that you sum
it up in 5 to 8 minutes, and then we’ll get to some questions.
Again, welcome.

Ms. Hyde, please proceed.

STATEMENT OF PAMELA HYDE, J.D., ADMINISTRATOR, SUB-
STANCE ABUSE AND MENTAL HEALTH SERVICES ADMINIS-
TRATION, ROCKVILLE, MD

Ms. HyDE. Thank you, Chairman Harkin and Ranking Member
Alexander, for holding this hearing today. It’s an important day.

You will hear today about the prevalence and burden of mental
illness and about the critical need in our country for under-
standing, treatment, and support services for those who experience
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mental health conditions. SAMHSA’s mission is to reduce the im-
pact of both substance abuse and mental illness in America’s com-
munities, and there is significant overlap between those two sets
of conditions. They currently exist largely outside the mainstream
of American healthcare, with different histories, structures, fund-
ing, incentives, practitioners, and even, in some cases, different
governing laws.

It’s time that changed. SAMHSA envisions a nation that under-
stands and acts on the knowledge that behavioral health is really
essential to health, that mental and emotional health and freedom
from substance abuse and addiction are necessary for an indi-
vidual, a family, or a community to be healthy.

As the Senator said, almost half of all Americans will experience
symptoms of mental or substance abuse disorders in their lifetime,
and yet of the over 45 million adults with any mental illness in a
given year, only 38.5 percent of them receive the treatment they
need. And of the almost 22 million adults with substance abuse dis-
orders, only about 11 percent receive the treatment they need. For
children and adolescents, it’s only about one in five that receive the
treatment they need for diagnosable mental disorders.

Cost, access, and recognition of the problems are the primary
reasons this treatment is not received. However, it doesn’t have to
be this way. For most of these conditions, prevention works, treat-
ment is effective, and people do, in fact, recover. As Senator Harkin
said, the Institute of Medicine reported in 2009 that half of adult
mental illness begins before the age of 14 and three-quarters before
the age of 24.

We can and must intervene early to address these issues for our
young people and for our Nation. Behavioral health is a public
health issue, not a social issue, and it can be tackled and addressed
in an effective public health approach driven by data focused on
prevention and supportive policies and services that treat and re-
store to health.

I'd like to talk about the Affordable Care Act for just a minute,
because it’s going to provide one of the largest expansions of men-
tal health and substance abuse coverage in a generation by helping
over 65 million Americans have access to additional behavioral
health benefits that they do not have now. The ACA has already
provided screening for depression, suicide risk, and alcohol misuse
in many service programs and in its quality measures, and it has
already provided additional coverage opportunities for youth. It will
ensure that insurance plans offered in the new marketplaces cover
mental and substance abuse disorders at parity with other benefits
and as 1 of the 10 essential health benefit categories.

As part of the President’s plan to protect our children and our
communities, he outlines some specific actions and initiatives. To
help ensure adequate coverage of mental health and addiction serv-
ices, the Administration issued a letter to State health officials
making it clear that Medicaid expansion plans must comply with
the parity requirements of the Mental Health Parity and Addic-
tions Equity Act of 2008, or what we call MHPAEA.

In addition, the Administration will issue final regulations gov-
erning how existing health plans that offer mental health and ad-
diction services must cover them at parity under MHPAEA. The
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President’s initiatives to ensure students and young adults receive
treatment for mental health issues include SAMHSA-led proposals
such as a new program called Project Aware, which would bring to-
gether State officials, schools, communities, families, and youth to
promote safety, prevent violence, and to identify mental and behav-
ioral health conditions early and refer young people to treatment.
Project Aware would also provide mental health first aid training.

A proposed new grant program, Healthy Transitions, would pro-
vide a pilot to model innovative State and community-based initia-
tives and strategies supporting young people ages 16 to 25. Along
with HRSA, the President’s workforce proposal would provide
training for more than 5,000 additional mental health professionals
to serve students and young adults.

Finally, with the Department of Education, HHS will soon
launch what we’re calling a national dialog on mental health to
help change the conversation and galvanize action about our chil-
dren’s mental health.

We’ve come a long way in the prevention, treatment, and recov-
ery supports for mental and addictive disorders. But we have a
long way to go, and we can do better.

Thank you for your time today, and I'd be very pleased to answer
any questions that you may have.

[The prepared statement of Ms. Hyde follows:]

PREPARED STATEMENT OF PAMELA S. HYDE, J.D.

Chairman Harkin, Ranking Member Alexander and members of the Senate
Health, Education, Labor, and Pensions Committee, thank you for inviting me to
testify at this important hearing on the state of the mental health system. I am
pleased to testify along with Dr. Insel on the state of America’s mental health sys-
tem and to discuss some of the initiatives related to mental health included in the
President’s plan to protect our children and our communities.

THE SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION (SAMHSA)

As you are aware, the Substance Abuse and Mental Health Services Administra-
tion’s (SAMHSA) mission is to reduce the impact of substance abuse and mental ill-
ness on America’s communities. SAMHSA envisions a Nation that acts on the
knowledge that:

Behavioral health is essential for health;

Prevention works;

Treatment is effective; and

People recover from mental and substance use disorders.

In order to achieve this mission, SAMHSA has identified eight Strategic Initia-
tives to focus the Agency’s work on improving lives and capitalizing on emerging
opportunities. SAMHSA’s top Strategic Initiatives are: Prevention; Trauma and Jus-
tice; Health Reform; Military Families; Recovery Supports; Health Information
Technology; Data, Outcomes and Quality; and Public Awareness and Support.

PREVALENCE OF BEHAVIORAL HEALTH CONDITIONS AND TREATMENT

In the wake of the Newtown tragedy, it is important to note that behavioral
health research and practice over the last 20 years reveal that most people who are
violent do not have a mental disorder, and most people with a mental disorder are
not violent.! Studies indicate that people with mental illnesses are more likely to

1Monahan J., Steadman H., Silver E., ET al: Rethinking Risk Assessment: The MacArthur
Study of Mental Disorder and Violence. New York, Oxford University Press, 2001 and Swanson,
1994.
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be the victims of violent attacks than the general population.2 In fact, demographic
variables such as age, gender and socioeconomic status are more reliable predictors
of violence than mental illness.? These facts are important because misconceptions
about mental illness can cause discrimination and unfairly hamper the recovery of
the nearly 20 percent of all adult Americans who experience a mental illness each
year.

It is estimated that almost half of all Americans will experience symptoms of a
mental health condition—mental illness or addiction—at some point in their lives.
Yet, today, less than one in five children and adolescents with diagnosable mental
health problems receive the treatment they need.# And according to data from
SAMHSA’s National Survey on Drug Use and Health (NSDUH), only 38 percent of
adults with diagnosable mental health problems—and only 11 percent of those with
diagnosable substance use disorders—receive needed treatment.?

With respect to the onset of behavioral health conditions, half of all lifetime cases
of mental and substance use disorders begin by age 14 and three-fourths by age 24.6
When persons with mental health conditions or substance use disorders do not re-
ceive the proper treatment and supportive services they need, crisis situations can
arise affecting individuals, families, schools, and communities. We need to do more
to identify mental health and substance abuse issues early and help individuals get
the treatment they need before these crisis situations develop. And we need to help
communities understand and implement the prevention approaches we know can be
effective in stopping issues from developing in the first place.

The President’s announcement includes several important steps to help address
mental health prevention and treatment. I look forward to the opportunity to dis-
cuss these with you.

MENTAL HEALTH FINANCING

First, however, I will provide some background on mental health financing. The
National Expenditures for Mental Health Services and Substance Abuse Treatment
report for 1986-2005 found that $113 billion was spent on mental health and $22
billion for substance abuse services in 2005. SAMHSA is in the process of updating
this data. In 2005, spending on mental health services accounted for 6.1 percent of
all-health spending. Public payers accounted for 58 percent of mental health spend-
ing and 46 percent of all-health spending. Medicaid (28 percent of mental health
spending) and private insurance (27 percent of mental health spending) accounted
for more than half of mental health spending in 2005, followed by other State and
local government at 18 percent, Medicare at 8 percent, out-of-pocket at 12 percent,
other Federal at 5 percent and other private sources at 3 percent.

2 Appleby, L., Mortensen, P.B., Dunn, G., & Hiroeh, U. (2001). Death by homicide, suicide, and
other unnatural causes in people with mental illness: a population-based study. The Lancet, 358,
2110-12.

3 Elbogen, E.B., Johnson, S.C. Arch Gen Psychiatry. 2009 Feb;66(2):152—-61. doi: 10.1001/
archgenpsychiatry.2008.537.

The intricate link between violence and mental disorder: results from the National Epidemio-
logic Survey on Alcohol and Related Conditions.

4Unmet Need for Mental Health Care Among U.S. Children: Variation by Ethnicity and In-
surance Status.

Sheryl H. Kataoka, M.D., M.S.H.S.; Lily Zhang, M.S.; Kenneth B. Wells, M.D., M.P.H., Am
J Psychiatry 2002;159:1548-55. 10.1176/appi.ajp.159.9.1548.

5Substance Abuse and Mental Health Services Administration, Results from the 2011 Na-
tional Survey on Drug Use and Health: Mental Health Findings, NSDUH Series H-45, HHS
Publication No. (SMA) 12-4725. Rockville, MD: Substance Abuse and Mental Health Services
Administration, 2012.

6Kessler, R.C., Berglund, P., Demler, O., Jin, R., Merikangas, K.R., & Walters, E.E. (2005).
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National Comor-
bidity Survey Replication. Archives of General Psychiatry, 62(6), 593—-602.
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Distribution of Spending on MH Treatment by Payer, 2005
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The National Expenditures report also found prescription drugs accounted for the
largest share of mental health spending in 2005—27 percent. Mental health drug
spending grew by an average of 24 percent a year between 1997 and 2001. After
2001, growth slowed dramatically, to an average rate of 10 percent a year between
2001 and 2005.

A key source of funding for services for adults with serious mental illness (SMI)
and children with severe emotional disturbances (SED) is the Community Mental
Health Services Block Grant (MHBG), which is a flexible funding source that is
used by States to provide a range of mental health services described in their plans
for comprehensive community-based mental health services for children with serious
emotional disturbance and adults with serious mental illness. These funds are used
to support service delivery through planning, administration, evaluation, edu-
cational activities, and services. Services include rehabilitation services, crisis sta-
bilization and case management, peer specialist and consumer-directed services,
wrap around services for children and families, supported employment and housing,
jail diversion programs, and services for special populations. The State plan is devel-
oped in collaboration with the State mental health planning councils. Planning
Councils’ membership is statutorily mandated to include consumers, family mem-
bers of adult and child consumers, providers, and representatives of other principal
State agencies. The fiscal year 2013 President’s budget proposed $460 million to
continue the MHBG.

SAMHSA also administers the Substance Abuse Prevention and Treatment Block
Grant (SABG) for the States. The fiscal year 2013 President’s budget proposed $1.4
billion for the SABG, and $400 million for primary prevention of substance abuse.

According to the National Association of State Mental Health Program Directors,
over the past few years, States and communities have significantly reduced funding
for mental health and addiction services. They estimate that in the last 4 years,
States have cut $4.35 billion in mental health services, while an additional 700,000
people sought help at public mental health facilities during this period.?” These
changes have occurred despite the evidence that early treatment and prevention for

7The National Association of State Mental Health Program Directors (NASMHPD). Too Sig-
nificant To Fail: The Importance of State Behavioral Health Agencies in the Daily Lives of Amer-
icans with Mental Iliness, for Their Families, and for Their Communities. Alexandria, VA. 2012.
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mental illness and substance use programs can reduce health costs, criminal and
juvenile justice costs, and educational costs, and increase productivity.8
Additionally, investments in these programs and services can help reduce physical
health costs for those with co-morbid health and behavioral health conditions.®
Some States have found that providing adequate mental health and addiction-treat-
ment benefits can dramatically reduce health care costs and Medicaid spending.

ADVANCEMENTS AND TRENDS IN BEHAVIORAL HEALTH

Community-Based Care

In 1963, President John F. Kennedy signed into law the Mental Retardation Fa-
cilities and Community Mental Health Centers Construction Act. The Act led to a
drastic alteration in the delivery of mental health services and establishment of
more than 750 comprehensive community mental health centers throughout the
country. This movement to community-based services helped to reduce the number
of individuals with mental illness who were “warehoused” in secluded hospitals and
isolated institutions. Other advancements in the treatment of mental illness and the
growth of the recovery movement, along with other programs such as supportive
housing, assertive community treatment teams, peer specialists, supportive employ-
ment, and social security disability payments, have helped provide the services and
supports necessary for persons with serious mental illness to survive and thrive in
the community. Experience and research has shown that the goal of recovery is ex-
emplified through a life that includes: Health; Home; Purpose and Community.10
Peers play an important role in recovery support and the consumer movement has
helped promote not only the idea that recovery is possible, but also those consumers
should play a key role in their recovery. SAMHSA’s Recovery Support Initiative
partners with people in recovery from mental and substance use disorders and fam-
ily members to guide the behavioral health system and promote individual-, pro-
gram-, and system-level approaches that foster health and resilience; increase per-
manent housing, employment, education, and other necessary supports; and reduce
discriminatory barriers.

Integration

Given that behavioral health is essential to an individual’s overall health,
SAMHSA administers the Primary and Behavioral Health Care Integration
(PBHCI) program. The purpose of the program is to improve the physical health sta-
tus of people with serious mental illnesses (SMI) by supporting communities to co-
ordinate and integrate primary care services into publicly funded community mental
health and other community-based behavioral health settings. The program sup-
ports community-based behavioral health agencies’ efforts to build the partnerships
and infrastructure needed to initiate or expand the provision of primary healthcare
services for people in treatment for SMI and co-occurring SMI and substance use
disorders. It is a program focused on increasing the health status of individuals
based on physical or behavioral need. The program encourages structural changes
in existing systems to accomplish its goals. To date, the program has awarded 94
grants and 55 percent of awardees are partnering with at least one Federally Quali-
fied Health Center (FQHC). This integration results in significant physical and be-
havioral health gains. PBHCI grantees collect data on patients at admission and in
followup reassessments every 6 months, as well as at discharge when possible. Some
results that are based on grantee-reported outcome measures from February 2010
through January 7, 2013, include:

e Health: The percentage of consumers who rated their overall health as positive
increased by 20 percent from baseline to most recent reassessment (N=3737).

e Tobacco Use: The percentage of consumers who reported they were not using
tobacco during the past 30 days increased by 6 percent from baseline to most recent
reassessment (N=3787).

o Illegal Substance Use: The percentage of consumers who reported that they
were not using an illegal substance during the past 30 days increased by 12 percent
from baseline to most recent reassessment (N=3568).

8 National Research Council. Preventing Mental, Emotional, and Behavioral Disorders Among
Young People: Progress and Possibilities. Washington, DC: The National Academies Press, 2009.

9See e.g., Egede, L.E., Zheng, D., & Simpson, K. (2002). Comorbid depression is associated
with increased health care use and expenditures in individuals with diabetes. Diabetes Care,
25(3), 464—470.

10New Freedom Commission on Mental Health, Achieving the Promise: Transforming Mental
Health Care in America. Final Report. DHHS Pub. No. SMA-03-3832. Rockville, MD: 2003.
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e Blood pressure (categorical): Among 7,493 clients, 18.3 percent showed improve-
ment, and 16.7 percent are no longer at risk for high blood pressure (systolic less
than 130, diastolic less than 85).

e BMI: Among 7,120 clients, 45.6 percent showed improvement, and 4.8 percent
are no longer at risk for being overweight (BMI less than 25).

Service systems that are aligned with patient and client need, specifically those
providing integrated treatment, produce better outcomes for individuals with co-
occurring mental and substance use disorders.!! Without integrated treatment, one
or both disorders may not be addressed properly. Mental health and substance
abuse authorities across the country are taking steps to integrate systems and serv-
ices, and promote integrated behavioral health treatment. Currently, there are 35
States that have a combined mental health and substance abuse authority. In addi-
tion, at least two additional States and the District of Columbia are moving toward
a single agency.

SAMHSA continues to work with both States and grantees to encourage systems
collaboration and coordination to develop mental health and substance abuse sys-
tems that support seamless service delivery. SAMHSA’s effort to integrate primary
care and mental health and substance abuse services offers a promising, viable, and
efficient way of ensuring that people have access to needed behavioral health serv-
ices. Additionally, behavioral health care delivered in a primary care setting can
help to minimize discrimination and reduce negative attitude about seeking serv-
ices, while increasing opportunities to improve overall health outcomes. Leadership
supporting this type of coordinated quality care requires the support of a strength-
ened behavioral health and primary care delivery system as well as a long-term pol-
icy commitment.

Mental Health Parity and Addiction Equity Act (MHPAEA)

In 2008, the Paul Wellstone and Pete Domenici Mental Health Parity and Addic-
tion Equity Act (MHPAEA) became law. MHPAEA improves access to much-needed
mental and substance use disorder treatment services through more equitable cov-
erage. The law applied to large group health plans (sponsored by employers with
more than 50 employees) and health insurance issuers that offered coverage in the
large group market. The law requires that plans and issuers that offer coverage for
mental illness and substance use disorders provide those benefits in a way that is
no more restrictive than the predominant requirements or limitations applied to
substantially all medical and surgical benefits covered by the plan.

Affordable Care Act

The Affordable Care Act advances the field of behavioral health by expanding ac-
cess to behavioral health care; growing the country’s behavioral health workforce;
reducing behavioral health disparities; and implementing the science of behavioral
health promotion.

While most mental illnesses and addictions are treatable, those with mental ill-
ness often cannot get needed treatment if they do not have health insurance that
covers mental health services. The Affordable Care Act will provide one of the larg-
est expansions of mental health and substance abuse coverage in a generation by
extending health coverage to over 30 million Americans, including an estimated 6
to 10 million people with mental illness. It also includes coverage for preventive
services, including screening for depression and alcohol misuse. The Affordable Care
Act will also make sure that Americans can get the mental health treatment they
need by ensuring that insurance plans in the new Marketplaces cover mental health
and substance abuse benefits at parity with other benefits. Beginning in 2014, all
new small group and individual plans will cover mental health and substance use
disorder services, including behavioral health treatment.

Medicaid is already the largest payer of mental health services, and the Afford-
able Care Act will extend Medicaid coverage to as many as 17 million hardworking
Americans.

SAMHSA’s No. 1 strategic initiative is Prevention of Substance Abuse and Mental
Illness, and the Agency has also been heavily engaged in the implementation of the
prevention and public health promotion provisions of the Affordable Care Act. For
example, the National Prevention Strategy includes priorities focused on Mental and
Emotional Well-Being and Preventing Drug Abuse and Excessive Alcohol Use.

11Center for Substance Abuse Treatment. Systems Integration. COCE Overview Paper 7.
DHHS Publication No. (SMA) 07-4295. Rockville, MD: Substance Abuse and Mental Health
Services Administration, and Center for Mental Health Services, 2007.
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MOVING FORWARD

Moving forward, in the wake of the tragedy in Newtown, CT, the Administration
is focused on making sure that students and young adults get treatment for mental
health issues. At the same time, SAMHSA knows that a larger national dialogue
about mental health in America needs to occur and we will be taking steps to foster
this dialog.

Parity

The Administration intends to issue next month the Final Rule on defining essen-
tial health benefits and implementing requirements for new small group and indi-
vidual plans to cover mental health benefits at parity with medical and surgical
benefits. In addition, the President announced that the Administration is committed
to promulgating a MHPAEA Final Rule.

Last week, the Centers for Medicare and Medicaid Services sent a State Health
Official Letter regarding the applicability of MHPAEA to Medicaid non-managed
care benchmark and benchmark-equivalent plans (referred to in this letter as Med-
icaid Alternative Benefit plans) as described in section 1937 of the Social Security
Act (the Act), the Children’s Health Insurance Programs (CHIP) under title XXI of
‘Kle Act, and Medicaid managed care programs as described in section 1932 of the

ct.

Reaching Youth and Young Adults

As I noted earlier, three-quarters of mental illnesses appear by the age of 24, yet
less than one in five children and adolescents with diagnosable mental health and
substance use problems receive treatment. That is why last week, the President an-
nounced initiatives to ensure that students and young adults receive treatment for
n}llental hlec?lth issues. Specifically, SAMHSA will take a leadership role in initiatives
that would:

e Reach 750,000 young people through programs to identify mental ill-
ness early and refer them to treatment: We need to train teachers and other
adults who regularly interact with students to recognize young people who need
help and ensure they are referred to mental health services. The Administration is
calling for a new initiative, Project AWARE (Advancing Wellness and Resilience in
Education), to provide this training and set up systems to provide these referrals.
This initiative has two parts:

e Provide “Mental Health First Aid” training for teachers: Project
AWARE proposes $15 million for training for teachers and other adults who
interact with youth to detect and respond to mental illness in children and
young adults, including how to encourage adolescents and families experi-
encing these problems to seek treatment.

e Make sure students with signs of mental illness get referred to treat-
ment: Project AWARE also proposes $40 million to help school districts work
with law enforcement, mental health agencies, and other local organizations
to assure students with mental health issues or other behavioral issues are
referred to and receive the services they need. This initiative builds on strate-
gies that, for over a decade, have proven to improve mental health.

e Support individuals ages 16 to 25 at high risk for mental illness: Efforts
to help youth and young adults cannot end when a student leaves high school. Indi-
viduals ages 16 to 25 are at high risk for mental illness, substance abuse, and sui-
cide, but they are among the least likely to seek help. Even those who received serv-
ices as a child may fall through the cracks when they turn 18. The Administration
is proposing $25 million for innovative State-based strategies supporting young peo-
ple ages 16 to 25 with mental health or substance abuse issues.

e Train more than 5,000 additional mental health professionals to serve
students and young adults: Experts often cite the shortage of mental health serv-
ice providers as one reason it can be hard to access treatment. To help fill this gap,
the Administration is proposing $50 million to train social workers, counselors, psy-
chologists, and other mental health professionals. This would provide stipends and
tuition reimbursement to train more than 5,000 mental health professionals serving
young people in our schools and communities.

National Dialogue

Finally, we know that it is time to change the conversation about mental illness
and mental health in America. HHS is working to develop a national dialog on the
mental and emotional health of our young people, engaging parents, peers, and
teachers to reduce negative attitudes toward people with mental illness, to recognize
the warning signs, and to enhance access to treatment.
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CONCLUSION

Thank you again for this opportunity to discuss the state of America’s mental
health system. I would be pleased to answer any questions that you may have.

The CHAIRMAN. Thank you very much, Dr. Hyde.
Now we’ll turn to Dr. Insel. Welcome again and please proceed.

STATEMENT OF THOMAS INSEL, M.D., DIRECTOR, NATIONAL
INSTITUTE OF MENTAL HEALTH AT THE NATIONAL INSTI-
TUTES OF HEALTH, BETHESDA, MD

Dr. INSEL. Thank you, Mr. Chairman and Ranking Member Alex-
ander and members of the committee. It’s a real honor to be here,
and it’s actually a great pairing to have Administrator Hyde and
me on the same panel.

This is essentially going from services to science. So as a person
coming to you from the National Institute of Mental Health and
the National Institutes of Health, my role is really around the re-
search related to mental illness and thinking about how to come
up with the science that will lead to better diagnostics, better
therapeutics, better understanding of what you called a silent epi-
d}el)mic, Senator Harkin. And that’s actually an interesting term for
this.

I know we haven’t met for some years to talk about this. So it’s
particularly, for us, important to get this out on the agenda. It’s
clear that in some ways this is a response to this tragic event that
happened in December in Newtown, CT. And if it takes an event
like that to focus the Nation’s attention on the needs of those with
mental illness—it’s terrible to say that, but at least perhaps one of
the opportunities that can be taken now is to think about how do
we do better by those with mental illness and how do we make
sure that events like this don’t happen again.

I'm not going to read my testimony to save time. I think both
Pam and I are eager to get to your questions. But perhaps to pre-
empt some of those questions, let me take just a couple of minutes
to make some of the points that might help in terms of how we
think about mental illness, some of the definitions and the science
as we understand it.

First of all, when we talk about mental illness, we’re talking
about, as you have already heard, very common disorders, depres-
sion, PTSD, eating disorders, and there are many others. There are
about 10 or 12 that we focus on. These are real illnesses with real
treatments and affect about one in five Americans overall, includ-
ing youth, as we’ll say in a moment.

Today, we're probably going to talk mostly about serious mental
illness. That’s a term of art that has to do with those people who
are truly disabled, often by a psychotic illness. That occurs in
about, overall, perhaps 1 in 20. So it’s not quite as common. But
it’s an important piece of the story that we need to talk about, be-
cause these are the people who are most severely impaired.

As Pam mentioned and as already mentioned by you, Senator
Harkin, it’s really critical for the committee to understand that un-
like talking about cancer and diabetes and heart disease, when we
talk about mental illness, we're talking about illnesses that begin
early in life. These are, in fact, the chronic disorders of young peo-
ple, and it requires a different mindset when you think about how
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do you detect, how do you intervene, how do you make sure that
you can make a difference. That’s one of the reasons why these dis-
orders have the highest disability rating or the highest morbidity
overall. It’s because they start early and they tend to be chronic.

As Pam mentioned, we know these are treatable disorders, but
there’s a significant delay in getting treatment. And even in those
young people who have these most severe illnesses like schizo-
phrenia, on average, the delay between the onset of symptoms and
when they get diagnosed and treated is somewhere between 1 and
2 years, which seems extraordinary because you’re talking about
symptoms that are so disabling and so obvious.

And it’s especially unfortunate, because the lesson we have
learned from cancer and heart disease, diabetes and AIDS, is that
the secret to having the best outcomes is early detection and early
intervention. That’s what biomedical research has taught us over
the last four decades. You have to get there early in the process
if you want people to have the best outcome, and we don’t do that
here.

I think one of the things we need to talk about—again, going
back to your comments, Senator Alexander, about who needs help
and who’s going to be responsible for providing help—is why the
delay, and how do we do better in making sure that people get in-
volved earlier in the process.

Just a comment about violence and mental illness, because it will
come up, I think. It’s on a lot of people’s minds. As you've heard
already, most violence has nothing to do with mental illness, and
most people with mental illness are not violent. In fact, we gen-
erally worry more about people with mental illness, especially se-
vere mental illness, being the victims, not the perpetrators, of vio-
lence, and the science certainly supports that.

There are two conditions where we do need to think about this
because violence and mental illness will intersect. And one of those
is the psychotic illnesses like schizophrenia that start early in usu-
ally adolescents. For people who have not received treatment, they
are at greater risk for violence, either because they are paranoid
and may irrationally feel that they are under attack, or sometimes
because of hallucinations or voices telling them to do something
horrific, as you mentioned with your example, Senator Alexander.

Far more common, however, is the second issue. It’s not homicide
or violence against others. It’s violence against the self. Suicide is
a far more common problem for people with serious mental ill-
ness—38,000 suicides in this country each year with the most re-
cent data that we have. That’s more than 1 every 15 minutes. Of
these, 90 percent involve mental illness. By contrast, there are less
tl}llan 17,000 homicides, with less than 5 percent involving mental
illness.

So when we talk about violence and mental illness, when we talk
about safety and security, when we talk about access to means or
duty to warn, the bigger problem here is suicide. It’s protecting the
person with mental illness as well as family members, peers, and
people in the community.

There’s a lot that can be done here. We're not great at predicting.
It’s still more an art than science. And I would say that’s true, by
the way, of heart attack, cancer, as well as serious mental illness
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or violence in those people who are affected by these kinds of ill-
nesses.

But even without being 100 percent certain on the predictions at
the individual level, we can do a lot toward prevention, and you’ll
hear something about that in the conversation today. At NIMH,
we've really spent much of our investments focusing on the earliest
stages of severe mental illness and identifying high-risk states be-
fore psychosis begins, just the way we do today with cancer and
heart disease and thinking about how to intervene early.

So I think I will stop there except to say that this is an extraor-
dinary time in terms of the science of mental illness. We are really
in the middle of a revolution because of what we’re learning about
the brain. We do think about each of these disorders as brain dis-
orders, and we think about our interventions in terms of how they
affect individual brain circuits.

We’ve made tremendous strides over the last 50 years. You cited
President Kennedy’s launching of the Community Mental Health
Program, which actually began with a special comment to Congress
on February 5, 1963. So we’re almost exactly at the 50-year anni-
versary. A lot has happened in that time, but as Pam mentioned,
we have a long way to go. I look forward to your questions about
how we can do better going forward.

Thank you.

[The prepared statement of Dr. Insel follows:]

PREPARED STATEMENT OF THOMAS INSEL, M.D.

Mr. Chairman and members of the committee, I am Thomas R. Insel, M.D., direc-
tor of the National Institute of Mental Health (NIMH) at the National Institutes
of Health, an agency in the Department of Health and Human Services. Thank you
for this opportunity to present an overview of the current state of mental health re-
search at NIMH, with a particular focus on our efforts to address serious mental
illness, and our efforts to discover, develop, and pursue new treatments for these
brain disorders. In my statement, I will review the scope of mental disorders in the
United States and their impact on public health, and I will outline examples of
NIMH’s research efforts designed to address this challenge.

PUBLIC HEALTH BURDEN OF MENTAL ILLNESS

The National Institute of Mental Health is the lead Federal agency for research
on mental disorders, with a mission to transform the understanding and treatment
of mental illnesses through basic and clinical research. The burden of mental illness
is enormous. In the United States, an estimated 11.4 million American adults (ap-
proximately 4.4 percent of all adults) suffer from a serious mental illness (SMI) each
year, including conditions such as schizophrenia, bipolar disorder, and major depres-
sion.! According to a 2004 World Health Organization report, neuropsychiatric dis-
orders are the leading cause of disability in the United States and Canada, account-
ing for 28 percent of all years of life lost to disability and premature mortality (Dis-
ability Adjusted Life Years or DALYs).2 The personal, social and economic costs as-
sociated with these disorders are tremendous. Suicide is the 10th leading cause of
death in the United States, accounting for the loss of more than 38,000 American

1Substance Abuse and Mental Health Services Administration. Results from the 2009 Na-
tional Survey on Drug Use and Health: Mental Health Findings (Office of Applied Studies,
NSDUH Series H-39, HHS Publication No. SMA 10-4609). Rockville, MD: Substance Abuse and
Mental Health Services Administration, 2010.

2The World Health Organization. The global burden of disease: 2004 update, Table A2: Bur-
den of disease in DALYs by cause, sex and income group in WHO regions, estimates for 2004.
Geneva, Switzerland: WHO, 2008.
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lives each year, more than double the number of lives lost to homicide.3 A cautious
estimate places the direct and indirect financial costs associated with mental illness
in the United States at well over $300 billion annually, and it ranks as the third
most costly medical condition in terms of overall health care expenditure, behind
only heart conditions and traumatic injury.4#5 Even more concerning, the burden of
illness for mental disorders is projected to sharply increase, not decrease, over the
next 20 years.®

NIMH-supported research has found that Americans with SMI die 8 years earlier
than the general population.” People with SMI experience chronic medical condi-
tions and the risk factors that contribute to them more frequently and at earlier
ages. There are low rates of prevention, detection, and intervention for chronic med-
ical conditions and their risk factors among people with SMI, and this contributes
to significant illness and earlier death. Two-thirds or more of adults with SMI
smoke 8; over 40 percent are obese (60 percent for women)?19; and metabolic syn-
drome is highly prevalent, especially in women.!! Approximately 5 percent of indi-
viduals with schizophrenia will die by suicide during their lifetime, a rate 50-fold
greater than the general population. 12

DELAYS IN RECEIVING TREATMENT—AND THE CONSEQUENCES

According to a study published in 2004, the vast majority (80.1 percent) of people
having any mental disorder eventually make contact with a health care professional
to receive treatment, although delays to seeking care average more than a decade.13
Although instances of SMI are associated with shorter delays, the average delay was
nevertheless approximately 5 years—that is 5 years of increased risk for using po-
tentially life-threatening, self-administered treatments, such as legal or illicit sub-
stances, or even death. During an episode of psychosis, people can lose touch with
reality and experience hallucinations and delusions. Research has suggested that
persons with schizophrenia whose psychotic symptoms are controlled are no more
violent than those without SMI.14 Nonetheless, when untreated psychosis is also ac-
companied by symptoms of paranoia and when it is associated with substance
abuse, the risk of violence is increased. Importantly, the risk of violence is reduced
with appropriate treatment. Moreover, people with SMI are 11 times more likely
than the general population to be victims themselves of violence.15

3 Centers for Disease Control and Prevention, National Center for Injury Prevention and Con-
trol. Web-based Injury Statistics Query and Reporting System (WISQARS): www.cdc.gov / ncipe/
wisqars accessed November 2011.

4Insel TR. Assessing the economic cost of serious mental illness. Am J Psychiatry. 2008
Jun;165(6):663-5.

5Soni A. The Five Most Costly Conditions, 1996 and 2006: Estimates for the U.S. Civilian
Noninstitutionalized Population. Statistical Brief #248. July 2009. Agency for Healthcare Re-
search and Quality, Rockville, MD.

6Bloom DE, Cafiero ET, Jané-Llopis E, Abrahams-Gessel S, Bloom LR, Fathima S, Feigl AB,
Gaziano T, Mowafi M, Pandya A, Prettner K, Rosenberg L, Seligman B, Stein A, Weinstein C.
The Global Economic Burden of Non-communicable Diseases. Geneva, Switzerland: World Eco-
nomic Forum, 2011.

7Druss BG, Zhao L, Von Esenwein S, Morrato EH, Marcus SC. Understanding excess mor-
tality in persons with mental illness: 17-year followup of a nationally representative U.S. sur-
vey. Med Care. 2011 Jun;49(6):599-604.

8Goff DC, Sullivan LM, McEvoy JP, ET al. A comparison of 10-year cardiac risk estimates
in schizophrenia patients from the CATIE study and matched controls. Schizophrenia Res.
2005;80(1):45-53.

9 Allison DB, Fontaine KR, Heo M, ET al. The distribution of body mass index among individ-
uals with and without schizophrenia. J Clin Psych. 1999;60(4):215-20.

10 McElroy SL. Correlates of overweight and obesity in 644 patients with bipolar disorder. J
Clin Psych. 2002;63:207-213.

11 McEvoy JP, Meyer JM, Goff DC, ET al. Prevalence of the metabolic syndrome in patients
with schizophrenia: Baseline results from the (CATIE) schizophrenia trial and comparison with
national estimates from NHANES III. Schizophrenia Res. 2005;80(1):19-32.

12Hor K. & Taylor M. Suicide and schizophrenia: a systematic review of rates and risk factors.
JJ Psychopharmacol. 2010;24(4S): 81-90.

13Wang PS, Berglund PA, Olfson M, Kessler RC. Delays in initial treatment contact after first
onset of a mental disorder. Health Serv Res. 2004 Apr;39(2):393-415.

14 Steadman HJ, Mulvey EP, Monahan J, Robbins PC, Appelbaum PS, Grisso T, Roth LH, Sil-
ver E. Violence by people discharged from acute psychiatric inpatient facilities and by others
in the same neighborhoods. Arch Gen Psychiatry. 1998 May;55(5):393—401.

15Teplin, LA, McClelland, GM, Abram, KM & Weiner, DA. Crime victimization in adults with
severe mental illness: comparison with the National Crime Victimization Survey. Arch Gen Psy-
chiatry, 2005, 62(8), 911-921.
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HOW NIMH IS ADDRESSING THIS PUBLIC HEALTH CHALLENGE

In the past, we viewed mental disorders as chronic conditions defined by their ap-
parent symptoms, even though behavioral manifestations of illness are in fact the
last indications—following a cascade of subtle brain changes—that something is
wrong. We understand now that mental disorders are brain disorders, with specific
symptoms rooted in abnormal patterns of brain activity. Moving forward, NIMH
aims to support research on earlier diagnosis and quicker delivery of appropriate
treatment, be it behavioral or pharmacological. NIMH has a three-pronged research
approach to achieve this aim: (1) optimize early treatment to improve the trajectory
of illness in people who are already experiencing the symptoms of SMI; (2) under-
stand and prevent the transition from the pre-symptomatic (prodrome) phase to ac-
tual illness; and (3) investigate the genetic and biological mechanisms underlying
SMI in order to understand how, in the future, we can preempt illness from ever
occurring. Here are examples of NIMH efforts on these three fronts:

(1) In the United States, the delay between a first episode of psychosis and
onset of treatment ranges from 61 to 166 weeks, with an average of 110 weeks.16
NIMH seeks to reduce that delay as much as possible, through continued support
of the Recovery After an Initial Schizophrenia Episode (RAISE) project; a large-scale
research project to explore whether using early and aggressive treatment will re-
duce the symptoms and prevent the gradual deterioration of functioning that is
characteristic of chronic schizophrenia. The project is currently focused on maintain-
ing the quality of the treatment over time, and retaining individuals in treatment.
Results from initial analyses suggest that a RAISE-type intervention would not only
produce superior clinical outcomes, but will reduce re-hospitalization during the first

ear.

(2) NIMH is continuing to fund research directed at the prodromal phase of
schizophrenia, the stage just prior to full psychosis. A consortium of eight clinical
research centers (North American Prodrome Longitudinal Study or NAPLS) are
using biological assessments, including neuroimaging, electrophysiology, neuro-
cognitive testing, hormonal assays, and genomics, to improve our ability to predict
who will convert to psychosis, and to develop new approaches to pre-emptive inter-
vention.

(3) For decades, we have known that schizophrenia has a genetic component,
but different methods for studying genetic changes have led to uncertainty about
which genes are involved and how they contribute to illness. Using a new method
to integrate information about illness-related genes from different types of studies,
NIMH-supported researchers have identified a network of genes that affect the de-
velopment, structure, and function of brain cells. The researchers detected impor-
tant variations in how these gene-related brain changes affected risk for schizo-
phrenia versus other disorders.1?

PREEMPTION: THE FUTURE OF MENTAL HEALTH RESEARCH

Research has taught us to detect diseases early and intervene quickly to preempt
later stages of illness. This year we will avert 1.1 million deaths from heart disease
because we have not waited for a heart attack to diagnose and treat coronary artery
disease.l® The 100,000 young Americans who will have a first episode of psychosis
this year will join over 2 million with schizophrenia. Our best hope of reducing mor-
tality from this, other SMI, and other brain disorders will come from realizing that
just like other medical disorders, we need to diagnose and intervene before the
symptoms become manifest. The health of the country cannot wait.

The CHAIRMAN. Thank you, Dr. Insel. Now I'll start a round of
5-minute questions.

Ms. Hyde, I just want to focus on the Mental Health Parity and
Addiction Equity Act signed into law in 2008—a major accomplish-
ment. I am concerned because the interim final rule published in

16 Marshall M, Lewis S, Lockwood A, Drake R, Jones P, Croudace T. Association between du-
ration of untreated psychosis and outcome in cohorts of first-episode patients. Arch Gen Psychi-
atry. 2005 Sep 62:975-83.

17Gilman SR, Chang J, Xu B, Bawa TS, Gogos JA, Karayiorgou M, Vitkup D. Diverse types
of genetic variation converge on functional gene networks involved in schizophrenia. Nat
Neurosci. 2012 Nov;15(12):1723-8.

18Vital Statistics of the United States, CDC/National Center for Health Statistics. (2011, Au-
gust). Age-adjusted Death Rates for Coronary Heart Disease (CHD). National Heart Lung and
Blood Institute. Retrieved January 23, 2013, from http:/ /www.nhlbi.nih.gov/news/spotlight/
success | conquering-cardiovascular-disease.html.
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2010 left some implementation details unresolved. When the Ad-
ministration publishes a final rule, how will you address issues
such as the scope of services that must be covered so that insurers
have the detailed guidance they need to implement the law?

Ms. HYDE. Thank you for the question, Senator Harkin. As you
know, the interim final rule was published in 2010. Part of what
was requested from the public was input on several topics. That
was one. In the meantime, we’ve issued four or five subregulatory
guidance frequently asked questions. We'’ve also been meeting with
stakeholders and with industry, trying to understand how the im-
plementation is happening. We are ready to produce a final reg,
and we’re in that process now.

The CHAIRMAN. Thank you.

Dr. Insel, I have some concerns—I know others have also, and
I've read a lot about these concerns, and I hear them from constitu-
ents and other people who talk to me—about the use of pharma-
ceuticals, particularly antipsychotic medications in children. What
I hear is sometimes a kid acts up and does something—get them
a drug. Get them some antipsychotic medication. What do we cur-
rently know about the safety and long-term effects of these drugs
in kids?

I've often said children are not just little adults. They’re dif-
ferent. And what might work in an adult, even if you say, “Well,
we’ll reduce the dosage,” that sometimes doesn’t always correlate.
I don’t want to practice medicine without a license. But, nonethe-
less, we know that to be a fact. What do we currently know about
the safety and long-term effects on these kids, and what areas re-
quire further research and study?

Dr. INSEL. Well, in fact, there is a real concern, because the use
of antipsychotics in children has gone up markedly over the last
decade. What we do know is that children are actually more sen-
sitive to the side effects, particularly the metabolic side effects. And
that’s a real concern because, often, these drugs are used long
term.

So there’s an issue. There’s a real issue about practice and about
improving the quality of practice in this regard. And I should say
that some of this may be related to a reluctance for many clinicians
to use antidepressants, which are probably somewhat safer. But
there are concerns about suicide and actually violent behavior.

The curious thing to know here is if you look at the other side
of this—we’re not talking about young children, but when we talk
about adolescents and the example that Senator Alexander used
about the 15- or 16-year-old who was beginning to hear voices and
who’s going down this path of psychosis, what tends to happen
most often is not that people are getting over-treated with medica-
tions but that they’re not getting diagnosed and treated at all.

Specifically, with respect to our concerns about violent behavior,
we know that treatment reduces that. The most important thing
you can do if you want to prevent new events like this, the ones
that we’ve often talked about over the last 5 or 6 years, is to ensure
that people who are on this path to becoming psychotic and para-
noid and grandiose and perhaps dangerous are treated.

The risk of violence is fifteenfold higher prior to treatment than
it is after, and treatment often does involve antipsychotic medica-
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tion. It’s not the whole treatment, but it is a part of making sure
that people who are developing a psychotic illness are actually not
going to become a risk to themselves or others.

The CHAIRMAN. We'll hear testimony later from the next panel
about approaches such as mind-body connections and things like
that in terms of perhaps—especially as we get into prevention and
we start recognizing in young children in school and other places
certain types of behavior that maybe early interventions with fam-
ily counseling and therapy might be more successful than just giv-
ing them an antipsychotic drug. Do you have any comments on
that?

Dr. INSEL. There are only a few reasons to use an antipsychotic
drug in a young child. Probably the most common and the one that
is approved by the FDA is in autism, where there are forms of irri-
tability and what you might call temper tantrums in which chil-
dren will hurt themselves or hurt somebody else, often very young
children. And in that case, the FDA has approved the use of two
different antipsychotic drugs to help control that kind of behavior.

But for the most part, the medications that are approved for use
in children and the ones that seem to show the greatest efficacy are
in other classes, particularly for children who have, for instance,
attention deficit hyperactivity disorder, where the psycho-stimu-
lants have been shown over and over again over the last four dec-
ades to be not only of high efficacy but high safety as well. And
we know from long-term studies that that’s helpful.

So I wouldn’t say that in any of these cases medicine is the whole
answer, but it’s often helpful as part of the answer. There are lots
of other kinds of interventions that are being developed and some
that still need to be developed that may be far more effective be-
yond medication. So this is just a part of the story.

The CHAIRMAN. Thank you very much, Dr. Insel. My time is up.

Ms. Hyde, do you have a short comment?

Ms. HYDE. I was just going to say that from a population-based
point of view for young children, there are interventions, not for
people who have been identified with an issue, but in classrooms;
for example, a program that we support called The Good Behavior
Game, which has shown a fairly remarkable ability to help teach-
ers manage behaviors in classrooms, that does have long-term im-
pacts.

The CHAIRMAN. Thank you.

Senator Alexander.

Senator ALEXANDER. Thanks, Mr. Chairman.

Ms. Hyde, it looks like, just looking at Tennessee, that maybe a
quarter to a third of the funds that are available for mental health
and substance abuse through the State government are Federal
dollars. Does that sound about right for the country? Is that your
experience? Most of it goes through two big block grants, or one big
one and one smaller one. Is that about right?

Ms. HYDE. Sort of a rule of thumb is somewhere around a quar-
ter of the funding for the Nation—I don’t know about Tennessee,
particularly—but is

Senator ALEXANDER. Well, for the Nation, that sounds about
right.
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Ms. HYDE. It sounds about right if you take the Medicaid dollars.
Each State has a different match, of course, so that changes how
much is State dollars and how much not. About half the dollars
that go for behavioral health of the country as a whole are public
dollars, Federal and State.

Senator ALEXANDER. Do you regularly consult with the State
mental health directors about your two block grants and how
they’re administered and how the money is—how you might im-
prove the process of applying for that money and make it easier for
them to help the people who need help?

Ms. HYDE. Absolutely, Senator. We put out a block grant applica-
tion. It’s now a uniform application that makes it easier for States
to apply for the funding. We go through a public process as well
as an informal process of asking for input from the States and the
two State associations that represent State agencies in that proc-
ess.

Senator ALEXANDER. I have heard that the statutory deadline for
the two block grants is in the fall, September and October, but that
you've indicated that you’ve moved that up to the spring, and that’s
causing some States to have concern about being able to get ready
for the applications because of the legislative sessions, and that
there’s some confusion about how much information is requested,
and that if as much is requested as it appears to be that it might
be burdensome. Have you heard that from State directors? And, if
so, what are you doing about that?

Ms. HYDE. Thank you, Senator. Interestingly enough, we actually
changed that date initially in consultation with some States. What
we were trying to do is push up the date so that they could do their
planning during their legislative process, so that as their legisla-
ture decided match moneys, or what we call maintenance of effort
moneys, it could be tied to the block grant dollars. Since the appli-
cation is not yet out, we probably will change that date before the
final application comes out.

Senator ALEXANDER. Could I encourage you to take a look at that
and make sure that it’s not a burden on the States?

Ms. HYDE. Absolutely.

Senator ALEXANDER. You mentioned the mental health parity let-
ter that came out earlier this month. Did the mental health parity
law apply to Medicaid by its terms, or does it apply to Medicaid
by the terms of the new healthcare law? Or is the letter something
that expands the application of mental health parity to Medicaid?

Ms. HYDE. The letter just explains and provides guidance to
States about how MHPAEA, the Federal law about parity, applies
to certain portions of the Medicaid program. So Medicaid bench-
mark plans and benchmark equivalent plans, as they’re called, or
alternative plans are subject to MHPAEA whereas the basic under-
lying Medicaid program in the States are subject to other laws.

Senator ALEXANDER. So it shouldn’t be any surprise to Governors
who are evaluating the cost of Medicaid expansion that the mental
health parity law applies to Medicaid.

Ms. HYDE. Senator, I don’t know if it’s a surprise. It, in fact, ap-
plies to certain portions of it. So part of the reason for the letter
was to try to describe the differences about where it applies and
where it might not.
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Senator ALEXANDER. That’s helpful. I've heard from a number of
Governors, who haven’t made a decision about Medicaid expansion,
that it’s hard for them to make that decision without knowing the
added cost of it to the States, as Medicaid has grown as a part of
State budgets, for example, in our State, from 8 percent when I
was Governor to 26 percent today. So did you detail in your letter
what the added cost to the Federal Government or States would be
as a result of the application of mental health parity to Medicaid?

Ms. HYDE. No. The letter was not about cost, although, as Con-
gress went through the process of passing the MHPAEA, or the
Mental Health Parity and Addictions Equity Act, there was signifi-
cant discussion about cost, and all the studies that have occurred
have indicated that the cost is negligible. In fact, MHPAEA does
allow a plan to request an exemption if their costs go over a certain
amount. So that is part of the MHPAEA law.

Senator ALEXANDER. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Alexander.

Now, as you know, it has been a tradition or rule of this com-
mittee that Senators are recognized in order of appearance, and I
have here Senator Murray and then Senator Enzi—we’ll go back
and forth—and Senator Baldwin, Franken, Murphy, Sanders, Mi-
kulski, Whitehouse, and Warren.

So I would now recognize Senator Murray.

STATEMENT OF SENATOR MURRAY

Senator MURRAY. Thank you very much, Mr. Chairman, for hold-
ing this really important hearing. It is, I think, especially impor-
tant to note that, obviously, the issue of Newtown focused every-
body on it. But this is an issue that a lot of us have been working
on for a very long time, yourself included, and I think it’s a great
time to refocus. I think it’s really important that it’s your first
hearing, and I appreciate that.

Senator Alexander, I welcome you to the new Ranking Member
position and look forward to working with you and all of our new
members. It’s great to have you on this committee. There’s a lot of
great talent here.

Mr. Chairman, I think that we’ll really be able to do some good
things with this committee. So thank you very much, and to both
of our witnesses as well.

I did want to go back. Senator Harkin has mentioned it several
times. But in the President’s recently released gun violence pack-
age, he issued three parity provisions, one clarifying parity for
Medicaid-managed care plans, one saying that a parity provision
would be included in the final essential health benefits rule, and
one that committed to issuing the final rule on the Mental Health
Parity and Addiction Equity Act which you’ve mentioned.

But it didn’t make clear, and you haven’t yet made clear, when
we're going to actually see that. If these plans are supposed to be
ready to go into exchange starting in October, it’s really essential
that we see a final rule on this before April. So let me go back to
the question that Senator Harkin asked again and ask you to be
specific about a date that we will see this final rule in place.
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Ms. HYDE. Thank you, Senator Murray. I think the President’s
proposals indicated that the essential health benefits rule would be
out next month. We are working on the MHPAEA final reg, and
it will go through the regulatory process and is in that process now.
I can’t give you a specific final date, but we are on it.

Senator MURRAY. Will we see it by April?

Ms. HYDE. I can’t tell you precisely what the date is, but we are
on it now.

Senator MURRAY. Well, it is really essential because our States
are working on these exchanges and they need that clarity to move
forward. So I can’t urge you strongly enough that that date is crit-
ical.

Mr. Chairman, one of the issues I have focused a lot on in terms
of mental health, obviously, is our military families. And I just con-
tinue to believe we have to do everything we can for our veterans
and our service members as they transition, especially during dif-
ficult periods of redeployment and returning home, transitioning
back into the civilian world.

But the focus also has to be on the families of these veterans,
and I'm certain that is the same throughout all of mental health,
whether you're talking about military or a number of the other top-
ics you've been talking about. The Mental Health Access Act that
we wrote included provisions to expand some of the VA mental
health services to family members. Can you tell me how you've
been progressing in implementing the military families initiative?

Ms. HYDE. Yes, Senator. You may recall that the President
issued an Executive order in the fall asking HHS and DOD and VA
to collectively work on improving the mental health access for serv-
ice members and veterans. We're actively working on that together,
the three departments.

Part of the way we’re trying to get at the whole family and the
whole needs of the individual is looking at partnerships between
community health centers, community mental health centers, and
VA organizations. There are times when family members cannot
access Veterans Administration, but they can access that other
mental health center down the road, or vice versa.

So we have been trying to look at pilots. The Executive order
called for us to work on pilots. We’re doing that. And we've also
been meeting with stakeholder groups, and some of those stake-
holder groups have been families of veterans, service organizations,
and others giving us their input about the best way we can provide
that. We have a report due to the President by the end of Feb-
ruary, so we're actively engaged in that process.

Senator MURRAY. I'll really look forward to seeing that. And Sen-
ator Sanders is taking over the Veterans Committee, and he has
a strong interest in community health centers as well. So I know
we’ll continue to be able to push on that. But I think it’s really im-
portant that we focus on that for our military families.

Dr. Insel, thank you so much for talking about the importance
of reminding all of us that mental health doesn’t mean that some-
one is violent. I think that’s really important to remember as we
go through this. And, of course, we do need to focus on that popu-
lation that has the potential to become violent, particularly at the
younger ages.
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So, Mr. Chairman, I think that’s why this hearing is so essential,
and I really appreciate and look forward to hearing the testimony
of the rest of the panels. Thank you.

The CHAIRMAN. Senator Enzi.

STATEMENT OF SENATOR ENZI

Senator ENzZI. Thank you, Mr. Chairman, and I want to congratu-
late Senator Alexander, who gave up a leadership position on our
side in order to be the Ranking Member on this committee. It
shows his dedication to health and education and workplace safety
and training and pensions, and I know that he’ll do an outstanding
job. And I appreciate you holding this hearing on mental health as
the initial one.

My first question is for Administrator Hyde. I want to know
more about the coordination and collaboration of agencies at the
Federal, State, and local levels. Within your appropriate role as a
Federal agency, what needs to be done to better enhance that co-
ordination and collaboration of agencies at the Federal, State, and
local levels?

Ms. HYDE. Thank you for that question, Senator. We’ve actually
been trying very hard to recognize the relationship between States
and local communities, because the State often will create laws,
rules, regs that, of course, the community has to respond to. So
when we provide grants, for example, to our communities, we’re
trying to say, “How does this relate to your State’s plan and direc-
tion?”

Likewise, when we’re providing grants to our States, we’re trying
to ask, “How are you bringing your communities into that process?”
So we are, by our grant making, trying to bring them together.
Through our community block grant application process, we’re also
asking how these things relate to what’s going on at the commu-
nity level.

And then we have been providing significant technical assist-
ance, because there’s a lot of change going on in the health delivery
system to both our States and to our provider agencies which pro-
vide the basic community infrastructure. We also have county-
based programs that we do a significant amount of work with. So
we’re trying to look at those relationships.

I, personally, have had the opportunity to work at all of these
levels, city level, county level, State level, and now the Federal
level. And sometimes what you feel is where you sit, but I under-
stand probably only too well how much those relationships matter.
So we are working on them significantly.

Senator ENzI. Thank you, and I look forward to any suggestions
you might have.

Dr. Insel, what do we need to do to close the gap between re-
search and real-world practice to ensure that evidence-based treat-
ments are available in the community service settings?

Dr. INSEL. Thank you. It’s a question that we discuss a lot at
NIH, not just within the mental health arena, but across all of the
diseases for which we’re responsible for providing better science.
The typical response to your question or the typical assumption be-
hind it is that there’s this sort of 17-year gap between a discovery
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and implementation. What we used to talk a lot about was how do
you move from research to practice.

Interestingly, I'd say in the last 2 or 3 years, there’s been a
transformation in how we talk about this. And, increasingly, we're
beginning to say,

“You know, how do we move from practice to research? How
do we make sure that we have developed not just healthcare
systems, but learning healthcare systems, healthcare systems
that are involved in the research process itself?”

At NIH, we've created several efforts to do that involving mil-
lions of patients through large healthcare systems, like Kaiser and
many others, in which we are doing research or we’re doing actual
practical trials in these very large groups at a much reduced cost.
But the advantage of that is that you're making discoveries in the
place where they will be implemented rather than doing it, for in-
stance, in an academic center where there may still be a gap to get-
ting it to the community.

The other piece of that that’s so important—and it’s actually part
of a new institute that was formed at NIH—-NCATS is actually
bringing in the community at the get-go and making sure that the
kinds of questions that are being asked by science are going to give
gou the kinds of answers that people in the community are looking
or.

Senator ENZI. Any reinvention is always appreciated. This next
question is for both of you. What type of oversight or financial con-
trols are in place to ensure that Federal funding is being used ef-
fectively to prevent and treat substance abuse use disorders and
mental illnesses? What needs to be done? What changes are need-
ed?

Ms. HYDE. I'll start with that question, Senator. For almost all
of our programs, we do an evaluation of the program to see what
kind of outcomes were getting and what the results are, and we
try to use those evaluation results in how we do the next round of
program activities. We also provide some of the largest amounts of
surveillance data in the area of behavioral health, both substance
abuse and mental health, and we’re trying increasingly to use that
data to help us understand where we need to go.

We're working on something called the National Quality Frame-
work, National Behavioral Health Quality Framework, which is a
second step from the National Quality Strategy that was called for
in the Affordable Care Act. And in that we will be laying out the
framework for quality direction for behavioral health as a whole at
different levels.

We also, obviously, collect information and data from each of our
grantees, and we are trying to make some improvements in that
by streamlining our data collection systems. We have multiple sys-
tems now that we’re trying to put into one that we hope is more
effective and easier for States and communities to report into.

There’s a number of activities that we are going through around
accountability and evaluation. And we work very well with NIMH,
NIDA, and NIAAA on the way that their services—or the research
that they provide and how we can bring it into our practices as
well.
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Senator ENzI. My apologies. I've used up more than my time. If
Dr. Insel would answer that in writing—and I'll also be adding a
question about duplicative programs between all agencies.

Dr. INSEL. I look forward to it. Thank you.

The CHAIRMAN. Thank you, Senator Enzi.

And now Senator Baldwin. Welcome to the committee.

STATEMENT OF SENATOR BALDWIN

Senator BALDWIN. Thank you, Mr. Chairman. I am really de-
lighted to join the committee and very pleased that the first hear-
ing in this committee this session is devoted to this incredibly im-
portant topic.

Ensuring access to quality and affordable healthcare has been
and will always continue to be a very high priority of mine. And
when I say healthcare, I don’t distinguish between physical health
and mental health, because, to me, they should be viewed as one
and the same. The Mental Health Parity Act and the Affordable
Care Act both take important steps to make this vision a reality.
And together those two laws will both expand healthcare insurance
coverage to millions of previously uninsured Americans and in-
crease access to mental healthcare for millions more who have
health insurance coverage.

My first question relates to increased access to insurance cov-
erage. As we speak, Governors across this country, including in my
home State of Wisconsin, are grappling with the decision of wheth-
er to expand Medicaid coverage under the Affordable Care Act. In
my home State, around 200,000 Wisconsinites could gain Medicaid
coverage through the Affordable Care Act Medicaid expansion
should our Governor make that decision.

Ms. Hyde, I really appreciate the fact that in your testimony you
pointed out that Medicaid is currently the No. 1 payer for mental
health services in the United States. We know that many vulner-
able Americans do not currently qualify for Medicaid coverage.

In your opinion, how might States that are grappling with this
decision or States that are choosing to expand Medicaid coverage
under the Affordable Care Act improve mental health outcomes for
their most vulnerable citizens? Or, perhaps alternatively, what var-
iation might you expect to see between States that choose to ex-
pand Medicaid and those that don’t with regard to treatment of
mental illness?

Ms. HYDE. Thank you, Senator, and welcome.

Senator BALDWIN. Thank you.

Ms. HYDE. We are very optimistic that as States go through their
processes that they will come to the decisions to provide the oppor-
tunities for coverage for their citizens. And in that process, obvi-
ously, each State looks at its own Medicaid program. However, the
letter that we just recently put out was an attempt to try to help
States understand how they should be looking at mental health
and substance abuse treatment within those contexts.

There are certainly services that we know can work. We are
working very closely with the Medicaid agency, CMS, our partner
agency, in putting out informational bulletins on how States can
use their Medicaid program to increase access and to do better for
behavioral health. We are working with them to do that. We also,
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frankly, are working on the enrollment and eligibility process with
the department as a whole, because we know that people with be-
havioral health needs typically, even after fuller coverage, have a
harder time staying covered.

We are doing both, trying to get access through enrollment and
eligibility, trying to get access through the type of service or the
array of services that might be provided, and just trying to provide
information to help the States understand what’s the most effective
way to provide these services and the kinds of services that are
most cost effective and most effective for treatment.

Senator BALDWIN. Thank you. One of the ways that we've al-
ready seen expansion of access to care—and you were talking in
your testimony today about the barriers being cost and access, ET
cetera—is the provision in the Affordable Care Act that allows
young people to stay on their parents’ health insurance until
they’re 26, something I am particularly proud of because I worked
very hard on that in the House Energy and Commerce Committee,
and we’re pleased to see it in the final act.

I'm wondering, especially given that your testimony talks a lot
about the age of onset of many profound mental illnesses being be-
tween 16 and 25, whether you're already observing the positive im-
pact of that increased level of insuredness for that age population,
that age cohort.

Ms. HYDE. Well, we certainly know that both the provision to
allow young people to stay on their parents’ insurance and also the
provision to prohibit exclusion from preexisting conditions both
help young people with mental health and substance abuse dis-
orders stay on and keep insurance, or be able to get access to insur-
ance when they may not have access to it otherwise. Millions of
young people are covered through that process already, and we
know—I don’t have a specific number, but we know that those
young people who have these disorders are part of that group.

The CHAIRMAN. Thank you, Senator Baldwin.

Senator Murkowski.

STATEMENT OF SENATOR MURKOWSKI

Senator MURKOWSKI. Thank you, Mr. Chairman, and I join the
rest of my colleagues in thanking you for calling this hearing on
an incredibly important subject. I'm told by my staff that we
haven’t had a hearing in the HELP Committee on mental health
issues since 2007, which is way past time. So thank you for your
attention to this.

I have been focused on the issue of suicide for years now and,
particularly, youth suicide in this country. In my State, we have
some very troubling statistics, but the one that I find most dis-
turbing are our statistics when it comes to youth suicide. In the
country, the rate of suicide was 11.5 suicides per 100,000 people.
In Alaska, were looking at a suicide rate of exactly double that,
21.8 suicides per 100,000 people.

Even worse are our statistics as they relate to our Alaska Native
young men. Those between the ages of 15 and 24 have the highest
suicide rate of any demographic in the entire country at a rate of
141.6 suicides per 100,000 people per year, and this was between
2000 and 2009. For us, it’s staggering, and it’s something that I
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just find so troubling, that in everything that we do, we cannot
seem to be making inroads here. So I have long been focused on
it.

I just reintroduced, along with Senator Reed, legislation that will
help to address the youth suicide, and this is the Garrett Lee
Smith Memorial reauthorization. We’ve got a good group of co-
sponsors. What we’re seeking to do is to provide a focus on youth
suicide in several different areas; to provide for prevention pro-
grams; and also, in addition to providing these grants to States and
trill)lal organizations, to provide them to colleges and universities as
well.

The question that I have for you as director here is how we can
do more within our colleges and within our universities to provide
for identification, early treatment, early intervention and the treat-
ment services that might make a difference with our young people
in our universities. We see these documented mental health needs.
I'm concerned that we don’t have sufficient flexibility within the
programs that currently exist to help address this need. Can you
speak to your observations and what we could be doing better to
address those in our colleges and universities?

Ms. HYDE. Senator, thank you for the question. As you know, the
surgeon general along with a very strong public-private partner-
ship last September put out the surgeon general’s National Strat-
egy for Suicide Prevention. In that strategy, there were several
high priority things identified. I don’t have the time nor the mem-
ory to go through all of them at this moment. But there were some
very key things, like identifying—even as we’ve been talking about
it in this youth age group having—raising awareness.

Some people know what to look for—having people be able to get
help better, engaging an aftercare, to use that term, so when peo-
ple do have risk of suicide or they make a suicide attempt, then
followup to make sure that there’s adequate followup, because we
know that’s a high-risk time, providing clinical standards so that
clinicians know how to do the screening, and that includes campus-
based programs. We're proud to administer the Garrett Lee Smith
program, and we are seeing great results in terms of raising that
awareness.

Part of the President’s proposals also include the idea of a men-
tal health first-aid approach in trying to get people more aware, es-
pecially focused on youth, of what to look for, how to get help, how
to know someone needs help, and how to help them get that.

Senator MURKOWSKI. Well, I would hope that we could work with
you on this. Again, this is a key, key issue for us.

Dr. Insel, let me ask you a quick question. It has been noted by
my colleague, Senator Baldwin, that the identification of mental ill-
ness in terms of recognizing what we’re dealing with—the onset is
as early as age 14, and that the early identification can really help
with improving outcomes. Yet most of our primary care providers
that are out there are probably not adequately prepared to identify
mental illness at its earliest stages or provide for that appropriate
care.

What can be done? What is the Administration doing to support
primary care, to improve these training opportunities so that we
can do that early intervention, that early identification?
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Dr. INSEL. That’s such an important question, Senator, because
as we talked about earlier in the hearing, the lesson that we've
learned over and over again in biomedical research is that early de-
tection and early intervention give you the best outcomes. So we
do need to do better at this. And it’s challenging in this sphere be-
cause we do not have biomarkers the way we do for heart disease
or cancer or many other diseases, where we can take a blood test
and know who has what or who’s on the high-risk path to develop
something.

NIMH is invested very heavily in developing just those kinds of
tests, whether theyre cognitive or biological, to know who’s in a
high-risk state. But that’s a long-term plan, and I don’t think we
can wait to make sure that there’s better awareness and better
community support. So one of the things that you heard—and Pam
has already spoken to this—is Project Aware, which was an-
nounced last week by the President, which is an attempt to go out
and increase awareness in schools, in primary care, and in commu-
nities about the challenge that we face, the need to be able to de-
tect the earliest signs, at the same time recognizing that there are
a lot of teenagers who are struggling, and we don’t want to label
every one of them as having an illness.

So you need to be sensitive to getting better and better, more
precise measures about who really is at risk and knowing who to
intervene with. So we’ve got to find the right balance here, and,
hopefully, science will bring us some better tools for that.

Senator MURKOWSKI. My time has expired. Mr. Chairman, I
apologize for having gone over. Thank you.

The CHAIRMAN. Thank you, Senator Murkowski.

And now Senator Franken.

STATEMENT OF SENATOR FRANKEN

Senator FRANKEN. Thank you, Mr. Chairman. Like all the mem-
bers of this committee, we thank you for calling this hearing.

I want to welcome Senator Alexander as our new Ranking Mem-
ber. I look forward to working with you.

And I want to thank Senator Enzi for his work as the former
Ranking Member.

Like everyone on this committee, I was devastated by the trag-
edy in Newtown. And in the wake of this tragedy, there’s been a
new focus on mental health issues, which I've been working on for
a long time. Paul Wellstone held the seat that I hold, and I, too,
share the sense of urgency about the rules on Wellstone-Domenici
being finalized.

While I'm glad we’re focusing on mental health, I think it’s im-
portant not to stigmatize people with mental health issues or gen-
eralize about the connection between mental illness and violent be-
havior. And I want to thank both of you for making that very clear.
As Ms. Hyde said in her written testimony, most people who are
violent do not have a mental disorder, and most people with a men-
tal disorder are not violent.

And, Dr. Insel, you said essentially exactly the same thing.

We should make sure that everyone has access to mental and be-
havioral health services that they need, because it will make our
communities and families and them healthier and happier. But,
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again, I think it’s absolutely vital that we not stigmatize mental ill-
ness in the process. I think that would not only be counter-
productive but counterfactual.

In the next week, I'm going to be introducing two bills that will
expand access to mental health services. I'll be introducing the Jus-
tice and Mental Health Collaboration Act. It’s really a reauthoriza-
tion and an improvement, I hope, upon MIOTCRA, and this is
about when people with mental health issues encounter the crimi-
nal justice system. I have seven Republican sponsors on that, in-
cluding Senator Hatch on this committee.

I'm also going to be introducing the Mental Health in Schools
Act, which dovetails with Project Aware. And this is where, Dr.
Insel, your testimony, and your testimony, too, Ms. Hyde, is so im-
portant. And it’s about schools identifying and treating—giving ac-
cess to treatment to kids. The statistics you mentioned—only one
in five of children who have a mental health issue get seen or
treated.

My legislation will allow schools to collaborate with mental
health providers, law enforcement, and other community-based or-
ganizations to provide expanded access to mental healthcare for
their students. It will also support schools in training staff and vol-
unteers to spot warning signs in kids and to refer them to the ap-
propriate services. And I'm glad that Project Aware has the same
kind of focus.

I want to ask about the evidence in terms of—with the caveat
that both of you made about not stigmatizing mental illness and
associating it with violence. If mental health issues go untreated,
does that increase the chance that someone in a subset, a certain
subset of a type of mental illness, will become more violent, or will
there be a higher chance of that?

Dr. Insel.

Dr. INSEL. Senator Franken, within that narrow band of the peo-
ple we’re talking about, which is a small, small segment of the pop-
ulation of people with a mental illness, those, for instance, who
have what we call first episode psychosis—we know that the dura-
tion of untreated psychosis is related, in fact, to the risk for having
a violent act. That’s been studied quite carefully, and there’s a real
correlation there. So closing that gap is one of the things we can
do to increase safety.

Senator FRANKEN. So, in a sense, Newtown did prompt this. In
that very narrow—and that was one of a number of horrific occur-
rences where I think that no one would question that in Tucson,
Newtown, we’re talking about someone who’s deranged. And had
that person been diagnosed, say, in school and had been able to get
some kind of treatment—there is some kind of connection between
making sure that we’re identifying and treating children early on
with the tragedy that brought us here.

Dr. INSEL. I'm not going to speculate on those individual cases
because I haven’t seen them. But the data, the published data, are
quite clear that the difference between severely violent acts like
homicide between those who are untreated and those who are
treated is fifteenfold. You drop the risk fifteenfold with treatment.
So it’s vital, absolutely vital, that we detect earlier and intervene
earlier with something that’s effective.
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Senator FRANKEN. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Franken.

Let’s see. Senator Murphy has left right now.

Senator Sanders.

Senator SANDERS. I think Senator Mikulski had an engagement,
and she wanted to ask just one question.

The CHAIRMAN. Absolutely.

STATEMENT OF SENATOR MIKULSKI

Senator MIKULSKI. Thank you very much, Senator Sanders. I
have a meeting with Senator Shelby to help organize the Appro-
priations Committee. And that will take me to the questions for Dr.
Insel and Dr. Hyde.

I think what we’re hearing today is that effective intervention,
whether it’s autism or chronic schizophrenia—it’s research, it’s
treatment, and the workforce to make both happen. My question to
each one of you—if we could just take the issue of research and
then perhaps of workforce, but particularly research.

Dr. Insel, what will be the consequences of sequester on the work
of the National Institutes, your National Institute of Mental
Health? You've talked about this outstanding work that you're
doing. What will happen?

Dr. INSEL. At this point, what we’re looking at is about a 6.4 per-
cent reduction in the 2013 budget, and, of course, that will come,
if it happens, sometime in March or April.

Senator MIKULSKI. But what are the consequences?

Dr. INSEL. Well, there’ll be certain studies that we would like to
do that are not going to be done at that budget. And one of the
major projects that we’re involved with is actually highly relevant
to this discussion today, which has to do with how do we ensure
that we have the kinds of predictors for early psychosis. We have
a large national study in what we call the prodrome that we would
like to scale up, and that’s probably not going to be done if we don’t
have the funds to expand what we’re currently doing.

Senator MIKULSKI. So there would be others along those lines.

Now, Ms. Hyde, when one looks at the operation under your or-
ganization, what would be the consequence—and you can’t have
mental health without mental health practitioners, which usually
goes to training grants, educational grants, actual workforce needs,
particularly, as you know, at the State and local government.
Would sequester have any impact on workforce issues, and what
would they be?

Ms. HYDE. Senator, I think it goes without saying that we all
hope that sequester, which was never really intended to happen,
doesn’t happen. But SAMHSA does a lot of technical assistance and
training, and we provide a lot of materials and practice improve-
ment for the workforce. And to the extent that we don’t have the
same number of resources to do that, then less of that will cer-
tainly be able to be done and less of the grants that we put out
as well.

Senator MIKULSKI. Will it have a direct impact on training?

Ms. HYDE. Senator, it very well could. Again, we have a fairly
significant portfolio in providing what I call workplace or practice
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improvement efforts. And that, again, includes training, technical
assistance, materials, just access to resources. So those all take re-
sources to do, and to the extent that we have the resources, we do
it, and if we don’t, then we do less of it.

Senator MIKULSKI. Well, I get the picture, and we will be coming
back for more detailed questions on that. But I think this looming
thfeat is severe, and I'm sure it has a tremendous impact on mo-
rale.

But Senator Sanders yielded his time to me. And, Senator Sand-
ersl,ll appreciate it. I know you’re keenly interested in that area as
well.

Let me just say one word. The reason I asked about the train-
ing—I went to graduate school on an NIH grant. When this 1963
bill was signed for mental health community centers, I was a social
worker working as a child abuse worker. Because of that, at age
27, 1 was able to go to graduate school and get a master’s in social
work, and I was supposed to specialize in community mental
health.

Now, many might not think I have a therapeutic personality. But
I did learn a lot, and I learned that these scholarships and so on
make a difference in lives, and the consequences of well-trained
people and what they then produce in our society I know is impor-
tant.

Dr. INSEL. And we hope your training is successful in the appro-
priations process as well. So thank you for that.

Senator MIKULSKI. I intend to be very agitated about a lot of
things.

[Laughter.]

The CHAIRMAN. Senator Sanders.

STATEMENT OF SENATOR SANDERS

Senator SANDERS. Thank you very much, Mr. Chairman. New-
town and other events have highlighted the importance of this
issue, and I very much appreciate you holding this hearing.

I'm going to approach the issue in a little bit different way, Mr.
Chairman, than some of our colleagues. The United States of
America is the only country in the industrialized world that does
not have a national healthcare system. In my view, in the midst
of major healthcare crises in this country, including 50 million peo-
ple today without any health insurance—hopefully, that number
will be significantly reduced under the ACA—the reality is that
when you don’t have a system, you’re not prioritizing.

So what that means is not only are we not paying adequate at-
tention to mental health, in general, but the disparities based on
income and where you live are also enormous. Senator Murkowski
mentioned the problems in rural Alaska with Native Americans.
What I can tell you—and I want you to deal with this for a mo-
ment. If ’'m making a half a million dollars a year, and I'm living
in New York City, and my kid has problems, the likelihood is I'm
going to be able to get reasonably good mental health treatment for
that kid. That’s the likelihood for my kid.

On the other hand, if I live in rural Vermont, and I'm making
$25,000 a year, you know what? I'm going to have a very difficult
time accessing the mental healthcare that my kids need. And that’s
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true, I suspect, in Tennessee, and I suspect that it’s true all over
America. The reality is, right now, that we have a primary
healthcare system which is a disaster, that whether it is physical
illness or—you made the point that we do well with mental health
when people can access the system when they need it.

In my office, I can tell you we get calls in Vermont where family
members say, “I have—my kid, my husband—serious problems. I
can’t find mental health treatment now.” So let me ask you a sim-
ple question. If our goal is to make sure that mental healthcare is
available to all people who need it, how many thousands and thou-
sands of mental health practitioners does this country need, and
how do we get them?

Dr. Insel, why don’t we start with you?

Dr. INSEL. I'm going to turn to my colleague who is just com-
pleting a workforce estimate, and so she’s actually looked very
carefully at this issue.

Senator SANDERS. Ms. Hyde, how many thousands of mental
health practitioners do we need?

Ms. HYDE. We don’t have good studies that say how many we
need. We have lots of data that tell us what we don’t have. And
we have lots of data that give us comparisons between certain
areas and certain types of practitioners. We are just completing a
report for Congress on that. It’ll be ready soon.

Senator SANDERS. But before we even get to the report—and we
need good data—tell me, is it fair to say that if I am a low-income
person living in rural America or urban America, today I am going
to hz{l)ve a very difficult time finding mental healthcare for my loved
ones?

Ms. HYDE. Senator, I was actually going to go right there, so
thank you for the question. It’s not even so much—although, clear-
ly, in certain areas of practitioners, we don’t have enough. But it’s
also the distribution. I come from New Mexico, so we have major
rural areas in New Mexico, and there are counties in New Mexico
that don’t have any behavioral health practitioners, none, zero.
Something like 75 percent of the psychiatrists are in what we call
the Rio Grande corridor.

Senator SANDERS. Which, let me guess, is probably—not knowing
anything about—a wealthy

Ms. HYDE. It’s Albuquerque and Santa Fe, yes.

Senator SANDERS [continuing]. A wealthy area.

Ms. HYDE. Well, it’s more urban, certainly, yes, and where the
universities are.

Senator SANDERS. We don’t have a whole lot of time. So my ques-
tion is if I am a working class person, if I am unemployed in this
country, is it a fair statement to say, especially if I'm living in rural
America, that it would be very, very hard for me to access afford-
able mental healthcare in a timely manner? Is that a fair state-
ment?

Ms. HYDE. I think it is fair to say that rural areas have a more
difficult time. There are clearly programs like community mental
health centers, like community health centers, that have been ex-
plicitly set up for that.

Senator SANDERS. Well, I worked very hard—let me just inter-
rupt. I'm sorry. I apologize. We don’t have a lot of time.
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Ms. HYDE. That’s all right.

Senator SANDERS. I worked very hard to double the funding of
community health centers and triple the funding for the National
Health Service Corps. I think we made progress. Would you agree
that we have a long, long way to go to expand even beyond where
we have gone in recent years?

. Mls. HyYDE. I would agree that we need more practitioners, abso-
utely.

Dr. INSEL. And I would add to that that it’s not only across the
board, but there are particular areas of need that need attention.
One of them is in children, and we've been talking a lot about
youth needs. Child psychiatry is a way underemployed

Senator SANDERS. Absolutely.

Dr. INSEL [continuing]. And child psychology is incredibly impor-
tant to build the workforce.

Senator SANDERS. All right. Let me just conclude. I think it’s a
class issue, too, Mr. Chairman. I think to some degree psychiatry
is something that is accessible for urban, upper income folks. It is
not accessible for low-income rural folks. So I think the point that
Ms. Hyde made is an important one. We have to look at geography,
and we have to make sure that mental health is available to all
people, regardless of their income, all over this country.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Sanders. I might just add
that since I focus so much on prevention and early intervention
right now, school psychologists—the national average is 1,500 to 1.
The recommended ratio—I don’t know recommended by whom—is
700 to 800 students per psychologist. So we need to double that if
we're even going to meet the recommended level for kids in school.

Senator Warren, welcome to the committee.

STATEMENT OF SENATOR WARREN

Senator WARREN. Thank you very much, Mr. Chairman. It’s good
to be here. I want to apologize for coming in late. I have the best
possible excuse. I was introducing my senior Senator, Senator
Kerry, to the Senate Foreign Relations Committee. And I believe
that will not be a recurring event.

The CHAIRMAN. Is that your way of saying soon you will be the
senior Senator from Massachusetts?

[Laughter.]

Senator WARREN. Yes, sir, it is. So I thank you.

I would like to start with my questions in the same place that
Senator Enzi started. I have a very similar interest in the ques-
tions about research around evidence-based medicine, around ac-
countability, around our funding for research.

What I'd like to do is just start with you, Dr. Insel, if you would,
and I'll ask you to do two things for us. The first is just paint us
a little bit of a picture about what we can do with research in the
mental health field. If we get some good research, what can we
learn that we don’t know? And would you talk just a little bit about
what funding levels are doing to research?

Dr. INSEL. Thank you for that question. I don’t usually get an op-
portunity to talk about this, and I promise I'll do it very quickly.
But you're asking the question at a critical moment in time. We are
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really, in the case of understanding mental illness, where we were
in some ways for studying cancer 20 or 30 years ago. We're just on
the cusp of a revolution, and it’s because we have these extraor-
dinary tools now.

For the first time, we can approach problems of the mind
through studying the brain, and that gives us a kind of precision
that we’ve never even imagined we could have. The reason that’s
so important is because for behavioral problems, whether they're in
Parkinson’s Disease or Alzheimer’s Disease or Huntington’s Dis-
ease, the behavioral symptoms are a very late event. Those are the
heart attacks. And it’s the same thing, we believe, for the psychosis
and schizophrenia.

We define these as behavioral disorders. But, in fact, theyre
brain disorders, and the brain changes are probably occurring
years earlier. And if we want to detect and intervene earlier, we're
going to have to be able to develop ways to get at that, to under-
stand them as brain disorders in the same way that we've done
now in many other areas of medicine.

I think where the science is taking us is toward the biomarkers.
It’s toward the fundamental biology. We have not been there be-
fore. We've had a very simplistic approach to this. It is far more
complicated. The good news is we’ve got far better tools to be able
to unpack this.

Your question was about the funding. It’s a challenge. There are
lots of questions, lots of things we’d like to answer. I'd have to say
that for NIMH, the shift has largely been to move much of our
funding to people who actually 10 years ago were studying cancer
and heart disease who are now joining us because they feel that
autism and schizophrenia are the new frontiers, and these are the
places where you’re going to make the big breakthroughs.

It’s always frustrating because there’s, of course, never enough
funding to support all of the best ideas that come in. We try to sup-
port about 20 percent of them. So that one in five grants gets fund-
ed. I hope that I'm smart enough to pick the best 20 percent. I'm
afraid I'm not, and I think if I could do 30 percent, I'd probably
have a much better hit rate. It’s just hard to know often. So that’s
always the challenge. You never have the funding you want to do
all the science, some of which is just spectacular, that’s sitting
there in front of you.

Senator WARREN. Can I ask you just to expand on that in one
more dimension, and that is—you described it as your hit rate. If
you really hit on some of these studies on Alzheimer’s, on autism,
can you just speak briefly about what the financial impact will be
on the country?

Dr. INSEL. Well, we know that in the case of Alzheimer’s that if
we can just forestall the dementia by a matter of 1 year or 2 years,
which is certainly, I think, within our grasp as we’ve gotten a bet-
ter understanding of how to predict and are now looking at ways
to intervene, we're talking about billions of dollars that would not
have to be spent, which are now going into the care of people with
dementia.

It really comes down to a question of do you want to invest early,
or do you want to pay later, bec