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Good afternoon.

My name is Melinda Young.  I am a Child and Adolescent psychiatrist in solo private practice in Walnut Creek, CA, for 14 years; I was previously in a similar practice in Torrance, CA, for 13 years.

The failure of mental health parity is a nation-wide problem, in addition to being a problem in California.  I am a member of the American Psychiatric Association, where I sit on the Board of Trustees.  I am also a member of the California Psychiatric Association, where I sit on the CPA Council.  The American Psychiatric Association is partnering with state Psychiatric Associations to address this problem.  One example of that partnership is the partnering of APA and the Connecticut Psychiatric Association, where they, together, are suing Anthem Blue Cross for parity violations.  I speak here today for the California Psychiatric Association, but will present some data from the American Psychiatric Association, when appropriate.

1.  First, I would like to focus on my experience as an outpatient psychiatrist working with patients and their families to access mental health benefits.

This is an extremely frustrating and often unsuccessful experience.

From the initial contact with parents, we need to focus on how they can get care for their children.  And since 2013’s changes in CPT coding, increasing numbers of patients, and their parents, have had difficulties accessing psychiatric benefits.

· Rejection for care for psychiatric diagnoses is rare now.  Rejection is no longer because the plan doesn’t cover mental health or the child’s particular diagnosis.

· Now they most frequently find that claims for benefits for contracted or approved care are rejected.

· Rejections are most often for:

· Intensity of care

· Two “procedures” in one day – with the insurance plan viewing an office visit and the provision of psychotherapy as two, not one, intervention.
· Frequency of appointments, particularly appointments occurring in consecutive weeks.

Imagine a visit to your dermatologist for the evaluation of a mole being rejected because a biopsy at the first visit was too high a level of care.  Imagine the dermatologist’s evaluation of that mole, and its removal, are considered two separate interventions, and only one is allowable per day.
Again imagine the removal of that mole and a recheck of the procedure one week later being rejected as care that’s too frequent.


I’ve had to submit multiple clarifications of treatment, and send copies of specific progress notes for each and every appointment, which is not required of my medical and surgical physician colleagues.

The response to my treatment clarifications has generally been another rejection:


“The documentation submitted for dates of service does not support the procedures 
billed, therefore these services would not be medically necessary.”

Families are referred to their policy for definition of medical necessity, which is not specific.  They have never received further explanation, even when they submit a request.  

I’ve never received further information of either what specifically constitutes medical necessity or why my patient’s disorder, or my documentation of treatment, fails to rise to the level of medical necessity beyond the generic requirements to document:

· Deterioration

· Complexity

Imagine being denied coverage for the office visit and/or for the biopsy of that mole 
if it turns out to have been benign and not a sufficiently “complex” clinical 
situation to warrant a biopsy, because only malignancies are covered.  Imagine being 
denied coverage for a post-biopsy recheck because there wasn’t deterioration into a 
wound infection.
My patients’ families and I have taken their appeal to a first level without receiving sufficient information to take the claim to a successful subsequent appeal.

Then the families generally give up:

· They change insurance plans, if possible.

· If they can afford it, they stop submitting claims to the insurance plan and pay out of pocket.

· They drop out of treatment entirely.

· They take their child to the pediatrician for medication prescription only.  And while I will then provide consultation to the pediatrician, neither the pediatrician nor I get reimbursed for that consultation.
This doesn’t happen to my medical and surgical colleagues.

There has been one family in my practice that has taken their appeal beyond a second level, and was successful:

· Both parents are college graduates, one with a PhD and the other with a MBA
· The father, who holds the insurance contract through his employer, is an executive with a large and very successful financial investment corporation with a large Human Resources Department.  Using the HR Department, then by hiring an independent legal consultant, 6 to 9 months later they achieved coverage for their son,

· However, they had to wait through another 6 months of further appeal before coverage was extended retroactively to the beginning of the appeal process.

For children and families who aren’t my patients, or anyone’s patients, yet – I work with them to simply access their insurance.  At least 5 times/week.

· Many have called dozens of psychiatrists in addition to me.

· Many can’t find anyone on their insurance plan.

· If they can find someone on their insurance panel, the doctor often isn’t Board Certified or Board Eligible as a child psychiatrist

· If they can find someone on the panel who is a BC/BE child and adolescent psychiatrist,

· The first visit may be many, many weeks away

· The drive is long in miles or in hours (given the reality of traffic in the Bay Area)

I teach families I’ve only spoken with on the phone, as well as families of my own patients, about the parity law and coach them in how to use their insurance, even if I don’t accept their insurance.
I’ve created an instruction sheet and a template letter to the insurance plan that I share with both non-patients and patients and their families to help:

· Start with the insurance plan’s provider list online, looking for an in-network (or preferred provider) psychiatrist, checking to see:
· Whether the psychiatrist exists

· Whether the phone number is correct

· How long it takes for a person to answer the phone

· Whether the psychiatrist accepts that insurance plan

· If the psychiatrist is a BC/BE Child/Adolescent psychiatrist

· Proximity to home in time and miles
· Length of time to the first visit
· I advise them to keep records of all attempts and contacts.

· If  the patient or family doesn’t succeed in finding appropriate care, I suggest they call the insurance plan, looking for the same information, documenting all contacts made with the insurance plan and with any referrals by the insurance plan to its in-network (or preferred provider) psychiatrists.
· If no appropriate in-network (or preferred provider) psychiatrist is available within an appropriate period of time and at an appropriate distance is found, I coach them to write to the plan:

“I regularly pay my premiums with a good faith expectation that you will provide medical care.  If you don’t have an in-network, appropriately trained and certified psychiatrist available within an appropriate period of time and at an appropriate distance from home, then I expect you extend our benefits to cover an out-of-network psychiatrist to evaluate and treat our child, at that psychiatrist’s own rates and maintaining our co-pay and deductible equal to that for an in-network (or preferred provider) psychiatrist.”

· If successful, then the insurance plan develops a “single case agreement”.
· If not successful, then I tell the family to send all their collected information to all of the following:
· The employer’s Human Resources Department

· The family’s CA State Senator

· The family’s CA State Assembly member

· The CA Department of Insurance

· The CA Department of Managed Health Care.
· The American Psychiatric Association and the American Academy of Child and Adolescent Psychiatry (where records are being amassed to demonstrate the extent of the problem).
· But many still quit – the process is too complicated and/or too lengthy.

2.  Access to psychiatric care is generally . . . Abysmal

 I don’t hear of similar problems for my medical and surgical physician colleagues

A typical example, from a psychiatric colleague, is similar to my own experiences.  This psychiatrist receives 12 calls a week from potential new patients seeking an appointment:

· He has very few openings, and because he chooses to work with select plans only, those who have insurance with plans he doesn’t work with are out of luck.

· He may be able to fit a new patient in within 6-8 weeks, and even that is not guaranteed.

· Sometimes there are so many calls in a single day, he doesn’t have time to respond to all calls. 

This above example is from a psychiatrist in San Francisco . . . but the same can be said of small town and semi-rural parts of northern San Diego County, or Ventura County, or Los Angeles city or county.  All were represented in recent discussions held within the California Psychiatric Association.

This is a system that is designed to fail.

The odds are stacked against the patient, who may have severe anxiety or depression, or a family that may be struggling with a disturbed and difficult child and isn’t able to manage the “system” because of the time or complexity of work that is required.

Something is very, very wrong with this picture, and with our system.

Insurance plans need to be helpful when someone seeks mental health care.

A patient’s first, and only, step should be to go online or call his or her plan.

Next, the plan should provide several referrals to

· appropriate professionals,

· who can provide timely access to appointments, and

· who are within an appropriate distance (either in miles or minutes) to the patient’s home.

3.  Outpatient Psychiatric Treatment Reimbursement Rates:

If an outpatient psychiatrist can be found,

If care is authorized,

And if care is paid for,

We are still facing a failure of parity coverage in reimbursement rates.

The American Psychiatric Association has collected the following data from its members, comparing outpatient physician reimbursement rates from Medicare (for all physicians) to outpatient psychiatric physician reimbursement rates and to outpatient reimbursement rates for other non-psychiatrist physicians for varying CPT (Current Procedural Treatment) codes. (The most commonly used CPT code in psychiatry is 99213)

CPT Code

Medicare (all

Psychiatrists
Non-Psychiatrist Physicians




physicians)

(From Florida - Blue Cross/Blue Shield)

99213


$ 75.56

$ 72.00

$131.00
(From Connecticut – Anthem Blue Cross)

99213


$  78.64

$  74.00

$  86.45

99214


$116.64

$110.00

$127.79

99215


$157.25

$132.00

$171.64

This failure in parity, this clear discrimination in reimbursement rates, particularly when added to the complexity of obtaining prior authorization and reimbursement for claims, is pushing more psychiatrists to move to exclusively out-of-network provision of treatment.

Despite the notable discrepancies in complexities in providing care and in reimbursement rates, broad American Psychiatric Association data shows 3 of 4 psychiatrists take some form of insurance, including

· Medicare
· Medi-Cal (Medicaid in other states)

· Other public insurance plans
· Insurance obtained through exchanges
· Other private insurance plans
Even among psychiatrists who receive direct payment from the patient:

· The majority of psychiatrists provide receipts to patients to facilitate filing claims

· Many psychiatrists work with their patients to access contracted coverage.
4.  Inpatient Psychiatric Care:

Access to inpatient psychiatric care is, of course, directly correlated to the number and availability of beds for psychiatric patients, and is also poor.

The California Hospital Association has data demonstrating the decline of availability of acute-care, inpatient psychiatric beds over time.

Some patients who need various levels of post-acute care occupy acute-care hospital beds that could be used for new inpatient admissions simply because of the dearth of those post-acute facilities and beds to transfer them to.

Some hospitals report holding those patients for months, not days or weeks, before they can be transferred to appropriate step-down care.

Upstream, patients back up in emergency departments, where we have patients setting records for stays in emergency departments of 71 days and 90 days while waiting for a psychiatric bed to become available (from private communications from colleagues in those hospitals and from colleagues who are emergency department physicians).

The California Psychiatric Association thinks this is a parity issue because the fiscal support for both acute-care and post-acute care psychiatric beds is gravely prejudiced against those beds.  It is widely recognized that psychiatric beds receive something on the order of 50 cents on the dollar compared to the rack rate for roughly equivalent medical/surgical beds.  For their financial survival, some hospitals are forced to eliminate beds for psychiatric patients in favor of medical surgical patient beds.

5.  The potential and real long-term impact of the failure of mental health parity includes:
· No provision of care to needy patients

· Provision of inadequate care

· Higher costs to mental health utilizers because of

· Double out of pocket co-pays for a single appointment

· Pushing psychiatrists out of networks so patients must pay out-of-network (or non-preferred provider) rates

Patients are not receiving an appropriate standard of care treatment for mental health and mental illness.

Patients are not receiving parity in coverage for mental health care and for mental illness.

And this is despite parity laws, both state and federal.

Despite the information I have heard during testimony today from insurance plans, the Department of Mental Health Care and the Department of Insurance, MENTAL HEALTH PARITY HAS NOT BEEN ACHIEVED IN CALIFORNIA.

I thank Senator Hernandez and the Committee for their attention to this extremely important issue for the residents of California.
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