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Lately, NASMHPD has been providing feedback to:

• Congressional Budget Office on costs of IMD legislation; 

• General Accountability Office on impact of the Affordable 

Care Act and SAMHSA programs; 

• National Qualify Forum (NQF) Measures Application 

Partnership (MAP) on proposed quality measures for 

individuals with serious mental illness and substance 

abuse issues; and

• CMS and SAMHSA Advisory Groups on HCBS waivers 

and block grant performance measures, respectively.
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Rep. Tim Murphy’s (R-PA) omnibus H.R. 2646, the 

Helping Families in Mental Health Crisis Act, (H.R. 

3717 of 2014 reintroduced) would inter alia permit 

Medicaid reimbursement for inpatient acute care in 

facilities with an average patient stay of less than 30 

days.

 NASMHPD provided amendment to exclude forensic 

days from calculation of the 30-day average length 

of stay.

◦ Treatment Advocacy Center has signed off on our 

amendments.
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https://www.congress.gov/114/bills/hr2646/BILLS-114hr2646ih.pdf
https://www.congress.gov/bill/113th-congress/house-bill/3717/text


 NASMHPD also provided amendment clarifying that a 

state’s adoption of Assisted Outpatient Treatment 

rules would be an option (as opposed to last year’s 

mandate), qualifying for a 2 percent increase in the 

block grant.

 As of July 12, H.R. 2646 had 56 co-sponsors, 18 of 

them Democrats (less than half the 115-member co-

sponsorship last year). 

 But Energy and Commerce Health staff say the bill 

will move, with the potential last week that some 

provisions might have been included in a separate 

package of bills.  Clear bi-partisan support.
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 2-year Medicaid Emergency Psychiatric Demonstration, 

(MEPD) authorized under the ACA, allowed IMD exclusion 

exception for private hospitals in 11 states and DC.

• Demonstration produced average lengths of stay of 8.3 

days (reported in December 2014) to 10 days (unofficial 

estimates), but ran out of money three months early.

 Sen. Ben Cardin’s (D-MD) S.599 would extend MEPD 

through Fiscal Year 2016, then—if revenue-neutral—

through Calendar Year 2019 and expand to all states.

• Voted favorably by Senate Finance Committee June 24, 

with amendment promoted by labor to add public hospitals 

(which NASMHPD supported).
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https://www.congress.gov/bill/114th-congress/senate-bill/599/text?q={"search":["/"s599/""]}


 Rep. Paul Tonko’s (D-NY) bill would create an IMD exclusion 

exception for psychiatric and substance abuse facilities with 

average lengths of stay of 20 days or less.

• NASMHPD asked that the average length of stay exclude 

forensic days; Tonko agreed.

 Sen. Chris Murphy’s (D-CT) staff sought input from Senate 

legislation to parallel Rep. Murphy’s bill. 

• Bill, co-sponsored with Sen. Bill Cassidy (R-LA), would 

cover acute psychiatric hospital care in facilities with 

average lengths of stay less than 20 days.

 Neither bill filed yet, but expected any day.
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 Proposed Medicaid Managed Care regulations issued May 26 
would permit MCOs to receive capitation for “in lieu of” services 
provided to a non-elderly adult who spends no more than 15 
days in a month in:

• a hospital providing psychiatric or substance use disorder 
(SUD) inpatient care, or 

• a subacute facility providing psychiatric or SUD crisis 
residential services.

 If stay extends across 2 months, MCO could receive capitation 
payment in both months, if the stay does not exceed 15 days in 
either month.  Readmits also covered for months in which stays 
do not exceed 15 days.

 State may not explicitly require the MCO to use IMD facilities.
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http://www.gpo.gov/fdsys/pkg/FR-2015-06-01/pdf/2015-12965.pdf


 States had previously believed restrictions on 
Medicaid reimbursement for inpatient mental 
health care applied only in fee-for-service, and not
in managed care. 

 At least 5 states were paying MCOs for IMD 
treatment as recently as 2010 under waivers 
okayed by CMS. 

 Former CMS official says agency was preparing to 
“come down” on those states.

• One state’s waiver was recently denied because 
CMS agency counsel advised there is no 
authority for an exception under managed care.
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Congressional Budget Office (CBO) must establish 
baseline for IMD legislation. CBO asked NASMHPD:

1. Why have so few Medicaid programs been 
providing IMD services in their managed care 
waivers? What barriers limited participation in 
managed care? Had MCOs been hesitant to 
include IMDs as providers?

2. Will the explicit regulatory permission prompt an 
increase in IMD services reimbursed by Medicaid?

3. Will the 15-day limit under the regulation affect 
the structure of services provided by IMDs?  Are 
more short-term services likely to be offered?
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 NASMHPD workgroup met July 6 to discuss CBO 
questions, and provide guidance to NASMPHD 
staff on average lengths of stay.

 Workgroup responded to CBO that:

• MCOs do not want to work with state public 
psychiatric hospitals.

• New reimbursement model will not likely result 
in increased admissions or new mix of services.

 Most of participants on workgroup call reported 
that majority of acute care, non-forensic patients 
had average lengths of stay of less than 15 days.
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 Rep. Murphy’s H.R. 2646 would (like last year’s H.R. 

3717):

• reauthorize the Garrett Lee Smith Suicide Prevention 

Technical Assistance Center, but expand its focus  

beyond youth to all groups at high risk for suicide; and 

• authorize funding for the Technical Assistance Center 

at $4,957,000 for each of the Fiscal Years 2016 

through 2020.

 H.R. 2646 would also specifically authorize in statute for 

the first time the National Suicide Prevention Lifeline 

Program, with appropriations of $8M for each of Fiscal 

Years 2016 through 2020.
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https://www.congress.gov/bill/114th-congress/house-bill/2646/text?q={"search":["/"hr2646/""]}


 H.R. 2646 would replace SAMHSA with an Assistant Secretary 

for Mental Health and Substance Use Disorders. Murphy says 

he would be “elevating” behavioral health.

• June General Accountability Office (GAO) report found that, 

while SAMHSA’s Center for Mental Health Services (CMHS) 

established criteria for grant programs covered, it did not 

document application of those criteria for about a third of 

the 16 grantees GAO reviewed.

• Earlier February 2015 report found that HHS/SAMHSA were 

not doing enough to coordinate programs for serious mental 

illness among the various federal agencies. 

o Senate Appropriations Labor HHS Subcommittee report

notes these GAO criticisms and directs SAMHSA to correct. 
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http://www.gao.gov/products/GAO-15-405
http://www.gao.gov/products/GAO-15-375T
https://www.bgov.com/static/service/6164394417691558259


 Still in draft and out for comment, the bill would:

• authorize Department of Justice grants to states for—but 
not mandate—AOT;

• reauthorize the Garrett Lee Smith Technical Assistance 
Center, but—like the Murphy bill—expand its focus to 
non-youth populations at high risk;

• fund the Technical Assistance Center at $5.988 million 
($1M  more than Murphy) for each of FYs 2016 through 
2020;

• fund youth suicide and early intervention strategies at 
$23.427 million for each of FYs 2016 through 2020; and

• reauthorize and fund the National Child Traumatic Stress 
Initiative at a reduced $45.9 million (was $50 million) for 
each of Fiscal Years 2016 through 2020.
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Sen. Cornyn’s legislation would also:

 authorize the use of federal grant moneys for:

• crisis intervention teams, behavioral health risk 

screening of criminal court defendants, and 

multidisciplinary “Forensic Assertive Community 

Treatment”  initiatives for individuals with mental 

illness in the criminal justice system;

 require that each member of the uniformed services 

to receive training in Mental Health First Aid; and

 provide funding for training drug court personnel and 

officials in identifying and addressing co-occurring 

substance abuse and mental health issues.
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 NASMHPD working with the National Association of 
Counties (NACO), the Council of State Governments (CSG), 
and the National Sheriffs’ Association on the Stepping Up 
Initiative to encourage counties nationwide to pass 
resolutions to:

• assess and inventory the mental health needs of jail 
inmates; and 

• develop action plans to move those inmates to more 
suitable settings.

 At last count, 72 counties have passed such resolutions.

 Interested county or state elected officials, behavioral 
health or criminal justice professionals, or community 
activists can sign up on-line to participate in the initiative.
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https://stepuptogether.org/
v
https://stepuptogether.org/take-action
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 Sequestration returns after two-year hiatus.

 Only Medicaid program and Medicare benefits funding 

(not provider payments) are protected from 

sequestration. SAMHSA funding subject to 

sequestration.

 But with troop cuts looming, Congressional defense 

hawks (and contractors) are pushing for more funding 

for military matters.

 Pressure to reconfigure sequestration.

• More money for defense and domestic programs, or 

more money for defense, taken from domestic 

programs?
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 Senate Appropriations Committee and full 

House have both proposed increases in FY 

2016 funding above the $8.5 million 

appropriated in FY 2015 for the Mentally 

Ill Offender Treatment and Crime 

Reduction Act (MIOTCRA), which 

authorizes veterans treatment courts and 

mental health courts. 

• House would fund at $10 million; Senate 

Committee voted to fund at $13 million.
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 House Appropriations Committee marked 

up HHS funding measure on June 24, 

Senate Committee on June 25.  Neither 

chamber has voted on that agency’s 

funding.  Lots of foot dragging.

 OMB on July 9 threatened Presidential 

veto over CMS funding level, policy riders 

in Senate bill.
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 Both Senate and House Appropriations HHS funding 

bills would retain the 5% mental health block grant 

set-aside for early intervention. 

 Does not include change sought by NASMHPD to 

permit the use of the set-aside for prodromal 

services as well as post-First Episode Psychosis 

(FEP). 

• Senate Committee report contains language—

pushed by NAMI—that would prohibit expansion 

to programs outside those targeting FEP.

 House Bill provides $15 million for the state AOT 

pilot program passed in the April SGR doc fix.
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Under the House HHS funding bill, SAMSHA would 

receive:

• FY 2015 funding levels of $482.571 million for the 

Mental Health Block Grant, but a $5 million 

reduction for Mental Health Programs of Regional 

and National Significance (PRNS);

• A $79.2 million increase in the Substance Abuse 

Block Grant, to $1,819,856,000; 

• A $15 million increase in Substance Abuse 

Treatment PRNS, to $377 million; and

• A $15 million increase in Substance Abuse 

Prevention PRNS, to $190.22 million.
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Also under the House bill:

 Health Surveillance and Program Support would receive 

a $31,428,000 increase.

 While money for Medicaid would be reduced overall by 

$63.5 million, state payments would be increased by 

$2.3 billion.

 The Agency for Healthcare Research & Quality (AHRQ) 

would be zeroed out, despite Congressional push for 

more evidence-based practices.
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 Under the Senate HHS funding Bill, SAMHSA would 

receive:

• An $8.45 million increase for Mental Health PRNS 
to $1.0543 billion, with the Mental Health Block 
Grant funded at the FY 2015 level of $482.571 
million;

• A $50 million increase in the Substance Abuse 
Block Grant, to $1,769,856,000; 

• A $129.7 million reduction in Substance Abuse 
Treatment PRNS, to $2.054 billion; and

• A $7.5 million increase in Substance Abuse 
Prevention PRNS, to $182,731,000.
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Also under the Senate bill:

 Health Surveillance and Program Support would receive 

a $12.36 million increase.

 Medicaid funding would be increased overall by $8.9 

billion, and state payments would be increased by 

same $2.3 billion, as in House.

 Funding for the Agency for Healthcare Research and 

Quality (AHRQ) would be reduced by 35 percent 

($127.7 million) to $236 million.  The Administration 

had requested funding at the FY2015 level.
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 As it became increasingly unlikely last week that 

Appropriations bills would be enacted before 

Congress adjourns for August Summer Recess, 

members of Congress began discussing the 

parameters of a Continuing Resolution to 

continue funding at Fiscal Year 2015 levels 

without sequestration.

 Office of Management and Budget (OMB) posted 

estimates on July 14 of how the current funding 

measures and Budget would impact each state.
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https://www.whitehouse.gov/omb/budget/fy2016/appropriations-tracking#statebystate


 NIH would receive significant increases in funding, under the 
Appropriations bills, incident to the 21st Century Cures legislation, 
with increases:

• in the House of:

o $8,604,000 for the National Institute of Alcohol Abuse and 
Alcoholism, 

o $22,261,000 more for the National Institute on Drug Abuse, 
and

o $49,365,000 more for the National Institute of Mental Health. 

• in the Senate of:

o $22,202,000 for the National Institute of Alcohol Abuse and 
Alcoholism, 

o $53,381,000 more for the National Institute on Drug Abuse, 
and

o $86,609,000 more for the National Institute of Mental Health. 
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 More funding for NIH to speed development of drug and 

device approvals, fund Administration priority of 

“precision medicine”.

 Bi-Partisan legislation passed the full House July 10, 344-

77. Still awaiting Senate version.

 New monies for NIH had been reduced since being voted 

out by the House Energy and Commerce Committee 51-0 

on May 21, but still provides $1.75 billion a year for 5 

years, totaling $8.75 billion. 

 The bill mandates that the additional money supplement, 

not supplant, regularly appropriated funds, which is 

important to research organizations who have supported 

the bill. 
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http://insidehealthpolicy.com/node/84030


 Amendment proposed by conservatives to 
make the additional funding discretionary failed 
on the House floor.

 The President and OMB have noted the new 
duties exceed the resources provided.

 Safety advocates are concerned safety could be 
sacrificed in accelerated approvals.

 NIMH Director’s Blog – most recently discussed 
Army STARRS, has noted in previous posts that 
NIMH hopes that Precision Medicine will include 
mental health.
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https://www.whitehouse.gov/sites/default/files/omb/legislative/sap/114/saphr6r_20150708.pdf
http://www.nimh.nih.gov/about/director/index.shtml
http://www.nimh.nih.gov/about/director/2015/something-interesting-is-happening.shtml


 The House of Representatives in January changed 

House-specific rules on legislative cost estimates—

”scoring”—requiring CBO to use “dynamic scoring” 

that considers indirect economic impact.

 When this change was applied to potential ACA 

repeal on June 19, CBO found repeal would have a 

$137 billion price tag, an increase from the 

previous estimate of $109 billion under the 

previous CBO rule. 

 CBO (and the Joint Committee on Taxation, which 

assisted) was widely praised by both sides of 

Congress and a variety of pundits.
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http://www.politico.com/story/2015/06/obamacare-repeal-congressional-budget-office-deficit-119228.html


 States have 5 years to comply with 2014 

HCBS regulations, but had to file 

“Statewide Transition Plans (STPs)” by 

March 17, 2015.

 47 STPs submitted; 2 states still need to 

submit. 

 7 plans are in the initial review process. 

 40 more substantive reviews are underway. 

 2 STPs have been returned to the state. 
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 Important element of STP: State’s obligation to 

identify for “heightened scrutiny” the settings for 

HCBS services in presumed institutional facilities 

or on the grounds or immediately adjacent to a 

public institution.   

 Heightened scrutiny is also required for settings 

that have the effect of isolating individuals from 

the broader community of individuals not 

receiving HCBS.
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 CMS says it will not substitute its judgment for the 

state’s final determination that a presumptively 

non-compliant site does not require heightened 

scrutiny, but:

 CMS is returning STPs for further work where 

there is no evidence the state has in place a 

process for identifying sites needing heightened 

scrutiny.

 CMS is reading public comments received by each 

state on each STP, to ensure the state has 

addressed all comments questioning of sites.
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 CMS will also return STPs for additional work if it 

receives independent evidence—such as from 

advocacy organizations or other agencies—that a site 

requires heightened scrutiny.

• CMS will only look for process.  If state has 

addressed, it will not require an appeal of the state’s 

determination.

 CMS issued FAQs on heightened scrutiny on June 26, 

which contains links to on-line assessment tools.

 The FAQs detail what documentation states should 

submit to CMS in a heightened scrutiny process.
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http://www.medicaid.gov/medicaid-chip-program-information/by-topics/long-term-services-and-supports/home-and-community-based-services/downloads/home-and-community-based-setting-requirements.pdf


 CMS announced July 6 a 12-month grace period for 

ICD-10 implementation where doctors would not be 

denied payment for miscodings under ICD-10. The 

AMA had asked for a 2-year delay.

 CMS will set up a communications and collaboration 

center to monitor ICD-10 implementation. As part 

of the center, the agency plans to have an ICD-10 

Ombudsman to help triage provider issues.

 Grace period starts October 1 when ICD-10 codes 

become required.

 A CMS FAQ is available.
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http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD-10-guidance.pdf


 Final Department of Labor Rule issued in 2013 extended overtime 

and minimum wage rules to home health care workers, and posed 

a major potential state burden for overtime worked by state 

employees.

 The Rule was largely struck down by the Federal District Court in 

December 2014. 

 Appealed to the D.C. Circuit Court of Appeals, with oral arguments 

taking place in April. Decision expected any day.

• Congressional Democrats (with support from 4 states) and 

Republicans (led by Senate Majority Leader Mitch McConnell, 

and with support from 3 states) have both filed amicus briefs.

 Also note that DOL has also just issued an NPRM for salaried 

employees, raising the minimum salary requirement for when 

overtime hours of salaried employees may be disregarded.
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https://www.federalregister.gov/articles/2015/07/06/2015-15464/defining-and-delimiting-the-exemptions-for-executive-administrative-professional-outside-sales-and


 In media frequently captioned as Boehner v 

Obama. Held arguments in July in Federal District 

Court in D.C.

 Issue is whether the Executive branch 

overstepped its bounds in how it’s paying for 

parts of the health law – specifically with respect 

to the re-insurance payments made to insurers to 

cover unexpected losses.

 The two sides are currently arguing whether the 

courts even have the ability to hear the case. 

Administration brief. House brief.
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https://s3.amazonaws.com/pacer-documents/D.D.C. 14-cv-01967 dckt 000034_000 filed 2015-07-01.pdf
https://s3.amazonaws.com/pacer-documents/D.D.C. 14-cv-01967 dckt 000033_000 filed 2015-07-01.pdf


 Sheehan shot after resisting re-entry to group home 

by two police officers previously trained in Crisis 

Intervention.  

 Sheehan sued, alleging among multiple claims that 

she was denied her ADA right to reasonable 

accommodation of her disability during the arrest.

 9th Circuit agreed the officers should have determined 

whether a reasonable accommodation was available.

 In SCOTUS oral arguments, San Francisco raised new 

issues (namely that Sheehan was not qualified for an 

accommodation), and an angry Court remanded for a 

lower court to rule on those issues.
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 There is no federally maintained database of any 

type which tracks fatal police shootings –

although the FBI loosely tracks shootings. 

 The Washington Post has taken up the challenge, 

creating a database that tracks all types of fatal 

police shootings, and also tracks shootings where 

mental health was a major causative factor. 

 As of July 9, there were 494 fatal police 

shootings, with at least 132 of the deceased 

having a known mental illness. Database updated 

continuously.
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http://www.washingtonpost.com/sf/investigative/2015/06/30/distraught-people-deadly-results/
https://www.washingtonpost.com/graphics/national/police-shootings/
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 Luis Martinez, a 35-year-old Hispanic man armed with a 
knife, was shot on April 21, 2015, in Los Angeles, Calif. 
Martinez's wife called 911 because he was stabbing 
himself. When Los Angeles police officers arrived, he 
charged at them with his knife. 

• Male  Deadly weapon  Hispanic  Mental illness 35 to 44

 Matthew Hoffman, a 32-year-old white man with a toy 
weapon, was shot on Jan. 4, 2015, in a government 
building in San Francisco, Calif. Hoffman, who 
brandished a BB gun at officers in a San Francisco police 
parking lot, left a suicide note addressed to them that 
said "You did nothing wrong.“

• Male  Toy weapon  White  Mental illness  25 to 34
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 New recruits typically spend nearly 60 hours learning to handle 

a gun, typically only 8 hours of training to de-escalate tense 

situations and 8 hours learning strategies for handling the 

individuals with mental illness.

 “Mental response teams” for the Los Angeles Police Department 

– viewed as a model program.

• 61 sworn officers and 28 mental health workers from the 

county. 

• Triage desk which works with officers in field on evaluating –

14,000 calls annually.

• 18 cop-clinician teams – 4,700 calls a year, 2/3 of cases are 

resolved with placement/services without further police 

involvement.
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http://khn.org/news/la-police-unit-works-to-get-treatment-for-mentally-ill-instead-of-jail-time/


 Chief Justice Roberts, writing for the majority, reviewed 

the failures of past states’ “guaranteed issue” and 

“community ratings” initiatives, and how the 

Massachusetts law on which the ACA is based was 

structured. 

• Concluded Congress intended everyone should be 

eligible for tax subsidies regardless of the type of 

exchange in which they acquired insurance. If subsidies 

were excluded in the federal exchange, insurers would 

suffer the death spirals the ACA was created to avoid. 

 6.4 million Americans will continue receiving subsidies.
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 Supreme Court on June 25, upheld 

tax subsidies for individuals insured 

in the federal exchange, 6-3.
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http://www.washingtonpost.com/news/opinions/wp/2015/06/25/justice-scalias-hot-headed-dissent-on-obamacare/?postshare=9771435259016042
http://www.washingtonpost.com/news/opinions/wp/2015/06/25/justice-scalias-hot-headed-dissent-on-obamacare/?postshare=9771435259016042


 With King decided, the President signaled his focus would now 

be on Medicaid expansion, improving the health care system 

within the ACA’s framework & addressing rising drug costs.

 Medicaid expansion:

• Several Democratic governors (AK, MO, VA) in states with 

Republican legislatures want to reopen expansion 

discussions. 

• Hospital industry stepping up its advocacy efforts in the 21 

non-expansion states.

• White House willing to consider state-specific ways to expand 

Medicaid under waivers authorized under §1332 of the ACA.

o Republicans want more flexibility—expanding eligibility to 

100% of FPL, work requirements, and premium 

contributions.

45



 Insurers are requesting premium rate increases 

averaging 20% to 40% due to under-estimates of 

consumer needs, high-cost specialty drugs, and a 2013 

CMS policy that allows consumers to keep insurance 

that didn’t meet new federal standards.    

 Protective factors:

• Insurance commissioners must review rate increases.

• States and CMS must sign off on increases above 

10%.

 HHS Secretary Burwell says federal subsidies will soften 

the impact of rate increases and consumers can shop 

for cheaper plans during open enrollment.   
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 On July 2, 2015 CMS released Qualified Health Plan 

data by county for 37 states participating in the 

federally-facilitated marketplace, state partnership 

marketplaces, or supported state-based 

marketplaces for enrollment period of 11/15/2014 –

2/15/2015.

• States operating a state-based marketplace (13 

states and D.C.) were not included in the data. 

 Variables: plan selection, premium tax credit, type of 

consumer, household income, race and age. 
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http://aspe.hhs.gov/health/reports/2015/MarketPlaceEnrollment/EnrollmentByCounty/rpt_EnrollmentByCounty_July2015.cfm


 HHS released new rules on plan transparency for 

qualified health plans offered on the exchanges.

 Summary Benefits and Coverage (SBC)—plans and 

insurers must: 

• Use a universal template for easy comparison;

• Provide SBCs to consumers when applying for 

coverage, upon enrollment, when plan changes 

occur, and upon request; and

• Include statements on whether or not the plan 

provides minimum essential coverage.

• Final rule and CMS Fact Sheet. 
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http://www.gpo.gov/fdsys/pkg/FR-2015-06-16/pdf/2015-14559.pdf
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/Fact-Sheet_SBCFinalRule-6-11-15-MM-508.pdf


 Expansion states—rose by nearly 28.2% compared 
to July-September 2013 baseline period. 
• 13 of 28 expansion states experienced a 30% or greater 

enrollment increase. 

 Overall enrollment increase of 21%.

 State-by-State Data can be accessed here.
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Medicaid and CHIP Enrollment Highlights

Total individuals enrolled 71,128,556

Additional enrollment 
since October 2013 
(Marketplace open 
enrollment began) 

12.3 million

April 2015 Enrollment 76,645

http://www.medicaid.gov/medicaid-chip-program-information/program-information/downloads/april-2015-enrollment-report.pdf


 Institute of Medicine (IOM) convened an expert panel to 
identify key steps to ensure evidence-based, high-quality 
care is provided to individuals receiving mental health 
and substance use services. 

 Report, entitled Psychosocial Interventions for Mental and 
Substance Abuse Disorders: A Framework for Establishing 
Evidence Based Standards and published July 14:

◦ Details the reasons for the gap between what is known 
to be effective and what is currently practiced, and

◦ Offers recommendations for how best to address this 
gap by proposing a framework for establishing 
standards for psychosocial interventions. 

 Report in Brief. Full report.
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http://iom.nationalacademies.org/~/media/Files/Report Files/2015/Psychosocial-Report-in-Brief.pdf
http://iom.nationalacademies.org/Reports/2015/Psychosocial-Interventions-Mental-Substance-Abuse-Disorders.aspx


 The NASMHPD Government Relations Team is here for you. 

Whether it be Federal legislation, regulations, or agency 

action:

◦ If you need to know, call us.

◦ If you want to be heard, call us.

◦ If you’ve got a cool idea on Federal policy you want to vet, 

call us.

◦ If you just need to vent, call us.

 Stuart.Gordon@nasmhpd.org or 703-682-7552

 Christy.Malik@nasmhpd.org or 703-682-5184

 Justin.Harding@nasmhpd.org or 703-682-5182
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