CHIPA NEWS


From The President

Without being flippant I wanted to begin with a statement:  “LOOKS LIKE WE’VE MADE IT!”  When I look back at the columns I’ve written for our newsletters, there seems to be a general theme. I’ve talked about the changes in behavioral health delivery, the need for providers to closely examine their own practice pattern, industry changes, and more.  As I now examine where we are, I am encouraged.  BEHAVIORAL HEALTHCARE IS ON THE RADAR SCREEN!  Employers, health plans, disease management companies, consultants, and other stakeholders are seriously considering the value of behavioral health services as they relate to total population management. What does this mean for companies like ours, and our providers?   As an industry we’re now at the table where policy decisions are explored, new models are considered, and most importantly, integration of behavioral health into healthcare programs is being taken seriously.  At the same time, we are being challenged to perform, be accountable, take outcomes seriously, understand the ‘big picture’, and to participate actively in eliminating the concept of behavioral health being a ‘silo’ within the healthcare continuum of care.  

Why the move towards integration?  Is it all related to cost of care and increasing healthcare premiums? Not necessarily, although I believe cost of care has been the impetus to develop more efficient strategies for providing healthcare services.  While the stakeholders are regularly challenged by customer demands, employee retention and/or productivity cost drivers, etc., healthcare providers have the core desire to improve the quality of patients’ lives.  It’s essential that this desire remains our primary goal.  We need to take another look at quality and understand that integration of services contributes to quality.  I encourage providers to review their practices and ask:  “Can I add value to my patients’ overall healthcare experience if I consult with their primary care provider to discuss my treatment plan and to learn more about any co-morbidities that may exist?  If I learn from my patient that they may be receiving too low a dose of an antidepressant, can I add value by placing a call to discuss this personally with the prescribing physician? The answer to both questions is obvious. The dilemma is, why is this not the routine treatment approach used by behavioral health specialists?  

The responsibility for the  ‘silo’ approach to behavioral healthcare is a shared responsibility.  Behavioral health providers can participate in moving the healthcare industry forward.  Now that we’re at the table, let’s make sure we make the most valuable contribution we can.

As always thanks for your ongoing commitment to College Health IPA.  
Randy Davis, PhD

President & CEO


By Ruth Fikes, MFT

Director of Clinical Operations
In an ongoing effort to control health care costs while promoting quality of care, a new trend has developed:  “Pay for Performance.”

Health plans are identifying key treatment strategies, which they believe indicate quality of care.  Providers are then financially rewarded for demonstrating these strategies within their practices.

Recently, the following question was asked of me: “What defines successful behavioral treatment and how would CHIPA measure?”

This is not an easy question to answer.  In the past CHIPA has monitored certain targets, which we believed indicated a higher quality of care.  For example, CHIPA monitors the percentage of patients who see an outpatient provider within thirty days of discharging from a hospital (i.e., Ambulatory Follow-up).  The belief is that ensuring timely outpatient follow-up will result in better treatment outcomes and fewer readmissions.  Recently we developed a Quality Improvement Project to increase compliance with Ambulatory Follow-up.  As a result, CHIPA has seen a 5-7% increase of patients being seen within 30 days by an outpatient provider post discharge and a 2-3% decrease in readmission rates.  CHIPA can report successful results from a statistical perspective, but do the results define quality treatment?

I wonder what a behavioral health treatment plan would look like if a provider’s reimbursement rate was based upon his/her performance, as measured by treatment outcomes.

I imagine that I might see more objective goals, such as “patient will report a positive mood five out of seven days”
 or “patient will attend three supportive activities per week.” Providers might give patients self-monitoring tools, which would be discussed each week.  Perhaps patients would be asked to complete a self-functioning scale several times over the course of treatment and the results were documented in the chart.

The challenge of the future is to define “successful treatment outcome” and then develop the process for measuring and marketing this success.  I encourage all providers to take a moment and ask:

1. Who and/or what will determine a successful treatment outcome?

2. How would my practice be different if I only got paid for treatment success?

Due to providers submitting requests for retro-authorization exceeding five (5) sessions or ninety (90) days, CHIPA has requested that providers submit “Medical Records” in order to determine medical necessity for authorization.  Providers have responded with confusion over the definition of “Medical Records” versus “Psychotherapy Notes.”

Contracted CHIPA providers are required to keep a Patient Chart (Medical Record) for each patient in which the provider will seek reimbursement through the health plan.  The documentation requirements are outlined in Policy and Procedure: “Treatment Record Standards” and are summarized below.  The complete Policy and Procedure can be found on the CHIPA website (www.comprehensivebehavioral.com). 

As part of our quality management program, CHIPA can request a contracted provider to submit complete medical records to audit for compliance with documentation standards.  CHIPA can also request the provider to submit partial medical records to complete a medical necessity review for authorization of payment.  Neither of these requests requires a patient to sign consent for disclosure.  HIPAA defines health plan quality management activities as part of ongoing “Healthcare Operations”.

HIPAA, however, does exclude “Psychotherapy Notes” from disclosure.  Per HIPAA 164.502 Psychotherapy Notes are defined as follows:

“Notes recorded (in any medium) by a health care provider who is a mental health professional documenting or analyzing the contents of a conversation during a private counseling session or a group, joint, or family counseling session and that are separated from the rest of the individual’s medical record.”

“Psychotherapy notes excludes medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items:  diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date.”

When a patient’s medical record is requested for audit or authorization review, a contracted provider can exclude “psychotherapy notes” as long as these notes have been kept separate from the patient’s medical record.  If the notes are the only documentation confirming that a patient has been seen in treatment and they are included in the patient chart (medical record), they are

no longer considered psychotherapy notes as defined by HIPAA and are subject to disclosure to the health plan.

Take time to review the documentation standards below to ensure patient charts (medical records) fulfill contractual obligations.  

Treatment Record Standards

The following documentation is required when seeking reimbursement under a CHIPA provider contract.  Please note that CHIPA standardized forms were designed to meet these requirements.

Administrative Data Includes:

· Patient’s name and identification number on every page

· Patient address, employer or school, home and work telephone numbers including emergency contacts, marital/legal status, appropriate consent forms, and guardianship information, if relevant

· Clinician’s name, professional degree, and relevant identification number, if applicable for each entry

Medical and Psychiatric History Includes:

· Relevant medical conditions

· Past medical and psychiatric history

· Allergies and adverse reactions

· For children and adolescents, a complete developmental history

· For patients 12 and older, a substance abuse history

Clinical Assessment Includes:

· Presenting problem(s)

· Risk Status

· A mental status evaluation
Treatment Plan Documentation Includes:

· A DSM-IV diagnosis

· Treatment plan with measurable goals

· Medications

· Progress notes

· Preventive referral services as appropriate

· Continuity and coordination of care between the primary clinician, consultants, ancillary providers, and health care institutions

· Dates of follow-up appointments or, as appropriate, a discharge plan

As part of CHIPA’s ongoing efforts to improve service delivery and treatment outcomes, we conduct a variety of quality improvement projects. One of our more recent projects addressed an identifiable trend following introduction of parity in California.  CHIPA identified an increase in patients receiving a diagnosis of Major Depression at the outset of treatment and a corresponding decline in referral to, and utilization of psychiatric evaluations for this population. As a result, the overall population of patients given a diagnosis of major depression demonstrated less progress over a longer period of time. These trends were not indicative of positive health care outcomes, nor were they in compliance with APA standards of care.

In order to understand these shifts in treatment practice CHIPA elicited the support of our network psychotherapists to answer questions about diagnosis and ongoing care of Major Depression.   Many of you participated by responding to a single item survey entitled Major Depression Treatment Update, which was designed to identify specific barriers related to use of anti-depressant medication as part of ongoing treatment.  The survey was sent to all psychotherapists who had been treating a patient with a diagnosis of Major Depression (Single or Recurrent) for over ninety days and there was not an indication of a referral for a medication evaluation. The survey cited research by the National Institute for Mental Health indicating that appropriate treatment of moderate to severe symptoms of major depression involves a combination of psychotherapy and anti-depressant medication. Where as, mild to moderate symptoms may be successfully treated with psychotherapy alone.  However, if no progress is noted by the end of ninety days the recommendation is to introduce antidepressants unless contraindicated by other health conditions.

The primary goal of the survey was to re-establish quality and consistency of care provided to the increasing numbers of patients diagnosed with major depression.  The survey helped to establish continuing education efforts and a feedback system, that identified where and why practice standards were not met.  The survey demonstrated success in both of these areas. In the past year CHIPA has collected data from nearly 500 surveys sent out to clinicians.  The most satisfying and surprising outcome was the gradual decline in need to send surveys as the year progressed.  Psychotherapists were responding to our 

concerns as well as the needs of patients.  Below are some of the positive trends noted:

· Patients taking anti-depressant medications jumped from 13.5% to 34%

· Patients without anti-depressant medication indicated dropped from 65 to 17 cases per month

A secondary goal was to identify barriers impacting efforts to provide effective service.  Although initial responses suggested a lower number of patients refusing to accept medication referrals as a part of treatment, the most recent data indicates that about 15.5% of the population refuses.  For unknown reasons the percentage of patients refusing medication increased over a period of one year by more than three times the initial reports. 

An almost identical pattern occurred for patients initially diagnosed with major depression, who demonstrated significant improvement of symptoms in a relatively short period of time and within ninety days no longer met diagnostic criterion for major depression.  One conclusion is that patients experienced a major depressive episode triggered by circumstantial factors, i.e. bereavement, relationship discord, loss of employment, or complications related to illness and they   required a period of adjustment before returning to a level of mood stability.  Another conclusion is an excessive use of a Major Depression diagnosis as a “catch all” for patients presenting with a variety of complaints and general feelings of sadness.   CHIPA encourages psychotherapists to avoid this practice, as it does not accurately reflect the patient’s needs.

General medical conditions and lack of accessibility to psychiatrists were identified as potential problems, but were reported with less frequency throughout the year and suggest little impact on efforts to provide care.

Finally, CHIPA would like to acknowledge and thank those psychotherapists who participated by responding to the survey and giving their support to improving quality of care for our patients.
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In reviewing ongoing outpatient treatment CHIPA has identified some indicators, which we believe are predictive of successful treatment outcomes.  These indicators are:

· Mild to moderate reduction of symptoms within first three months of treatment

· Significant resolution of symptoms within the first six months of treatment

· Involvement of family when treating a child or young adolescent

· Involvement of psychiatry when symptoms do not appear to be resolving within the first three months of treatment

· Development of support systems

 

CHIPA recognizes that providers represent a variety of theoretical frameworks and treatment interventions, not all of which support brief solution focused interventions.  However, it is not unreasonable to expect patients to achieve moderate resolution of their distress within a six-month period.  When CHIPA identifies that there has been no positive treatment gains at the three and six-month intervals, our responsibility is to determine why and make recommendations that support positive treatment outcomes.  This responsibility is carried out in the telephonic case review process.

If you are asked to complete a telephonic review, CHIPA requests that you are prepared to have a dialogue about the patient's diagnosis, current symptoms, and your planned interventions to reduce the symptoms.  The expectation is that your treatment plan includes specific measurable goals and an identified timeframe in which to meet those goals so that your patient will have a successful treatment outcome.

 

Too often CHIPA clinicians here the following statements from providers:

"This is a chronic case"

"This is a very disturbed patient"

"I'm keeping this patient alive"

 

The concern is that if a CHIPA clinician hears such "hopeless" statements from providers, what are patients hearing?  All patients in distress need to have hope that resolution of their pain is possible and it is not "years" away.

CHIPA clinical staff will continue to dialogue with providers to develop positive treatment goals, appropriate interventions to meet those goals, and a timeframe to achieve those goals.  In so doing, we can support successful treatment outcomes. 

Confirmation of Urgent Appointments

As part of ensuring patient safety, CHIPA Intake Specialists regularly contact provider’s offices to ensure that an Urgent appointment was kept.

In a few instances office staff have refused to give this information citing confidentiality.

Please note that under HIPAA all communication between the managed care plans and providers regarding referrals does not require release from the patient.  This communication is considered standard for “Health Care Operations.”

Please educate your office staff that they can, and should, provide information regarding Urgent appointments to CHIPA staff.

Use of Interns or Psychological Assistants

A provider’s contract with CHIPA stipulates that treatment of a patient cannot be assigned to an Intern or Psychological Assistant under a provider’s direct supervision.  The provider noted on the authorization must be the actual provider of services.


CHIPA will be closed Monday, July 4th for the Fourth of July holiday and Monday, September 5th for the Labor Day holiday.  On-call staff will be available for emergencies by calling 800-779-3825 and following the phone instructions carefully.
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GROUP THERAPY

Group therapy is a covered benefit for our members and can be authorized when medically necessary.  CHIPA would like to develop a listing of providers who offer group therapy.

Do you offer group therapy?  If so, please contact Jeni Garza at CHIPA to let us know when and what type of group you offer.  Her number is 800-779-3825 x5409.
Substance Abuse Educational Workshop

CHIPA provider Paula Morales LCSW located in Orange, CA offers a Substance Abuse Educational Workshop for patients or family members who have concerns about substance abuse.  Group members are given an addiction workbook and encouraged to attend 12 Step Meetings.  If you have a patient who might be interested, please contact Paula at 714-771-7040.

Coverage of Pre-Marital Counseling

Several providers have asked if pre-marital counseling is a covered benefit.  The answer is no, unless the counseling directly relates to resolving symptoms associated with an individual’s mental health disorder.  Example:  Sally Jones has a major depression diagnosis.  Anxiety related to upcoming wedding has exacerbated symptoms.  Therapist includes fiancé in a session to address.

CHIPA has a New Internet Address!

Effective June 1, 2005, when providers enter www.chipa.com they will automatically be directed to our new Internet home page

www.comprehensivebehavioral.com
Comprehensive Behavioral Health Management (“CBHM”) is the management services company that supports CHIPA, as well as several other business opportunities.  From the CBHM home page CHIPA providers can select the College Health IPA link, which directs them to the CHIPA home page.

In the future, please save www.comprehensivebehavioral.com as the link to CHIPA provider resources.

If you have trouble accessing the CHIPA Internet provider resources, please contact Network Management at 800-779-3825, extension 5409 for Jeni or 5549 for Alina.
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The Food and Drug Administration has determined that the treatment of behavioral disorders in elderly patients with dementia with atypical (second generation) antipsychotic medications is associated with increased mortality. Of a total of seventeen placebo controlled trials performed with olanzapine (Zyprexa), aripiprazole (Abilify), risperidone (Risperdal), or quetiapine (Seroquel) in elderly demented patients with behavioral disorders, fifteen showed numerical increases in mortality in the drug-treated group compared to the placebo-treated patients. These studies enrolled a total of 5106 patients, and several analyses have demonstrated an approximately 1.6-1.7 fold increase in mortality in these studies. Examination of the specific causes of these deaths revealed that most were either due to heart related events (e.g., heart failure, sudden death) or infections (mostly pneumonia). 


The atypical antipsychotics fall into three drug classes based on their chemical structure. Because the increase in mortality was seen with atypical antipsychotic medications in all three chemical classes, the Agency has concluded that the effect is probably related to the common pharmacologic effects of all atypical antipsychotic medications, including those that have not been systematically studied in the dementia population. In addition to the drugs that were studied, the atypical antipsychotic medications include clozapine (Clozaril) and ziprasidone (Geodon). All of the atypical antipsychotics are approved for the treatment of schizophrenia. None, however, is approved for the treatment of behavioral disorders in patients with dementia. Because of these findings, the Agency will ask the manufacturers of these drugs to include a Boxed Warning in their labeling describing this risk and noting that these drugs are not approved for this indication. Symbyax, a combination product containing olanzapine and fluoxetine, approved for the treatment of depressive episodes associated with bipolar disorder, will also be included in the request.

Reference:

www.fda.gov/cder/drug/advisory/antipsychotics.htm




Attention Office Managers
CHIPA sends a special edition of the CHIPA News to Provider office staff to encourage support staff to become familiar with new policies and procedures. To be added to the mailing list, please contact Shirley Hossain at 800-779-3825 x5424 or by email to shossain@chipa.com Included in each newsletter for office staff is a simple quiz based on information in the newsletter. Entries with all questions answered correctly are entered into a drawing for a cash prize of $25!!
Attention Providers

Part-time Independent Contractor Position Available (15 to 20 Hours Per Week) Cerritos, CA

Clinical Case Manager to conduct retroactive and concurrent clinical reviews for authorization of inpatient and outpatient services.  Candidate must have computer skills, and experience with CHIPA processes.  Training in medical necessity guidelines will be provided.  Only licensed Psychologists, Clinical Social Workers and/or Marriage & Family Therapists need apply. This is a temporary position, which may become permanent. If you are interested, please fax your resume to Ruth Fikes, MFT at 562-467-5400.
Speak Up: Help Prevent Errors in Your Care 
Information provided by the Joint Commission on Accreditation of Healthcare Organizations


www.jcaho.org

Everyone has a role in making behavioral health care safe - including administrators, psychologists, social workers and counselors. Behavioral health care organizations across the country are working to make safety a priority. You and your family members or significant other can also play a vital role in making behavioral care safe by becoming active, involved and informed members of the care team.


An Institute of Medicine (IOM) report has identified the occurrence of medical errors as a serious problem in the health care system. The IOM recommends, among other things, that a concerted effort be made to improve the public's awareness of the problem.


The "Speak Up" program, sponsored by the Joint Commission on Accreditation of Healthcare Organizations, urges individuals to get involved in their care, treatment or services. Such efforts to increase consumer awareness and involvement are supported by the Centers for Medicare and Medicaid Services. This initiative provides simple advice on how you, as the individual being served, can make your care a positive experience. 

To help prevent health care errors, individuals are urged to "Speak Up."

Speak up if you have questions or concerns, and if you don't understand, ask again. 

· Your well being is too important to worry about being embarrassed if you don't understand something that your direct care staff tells you. 

· Don't be afraid to ask about safety.  

· Don't be afraid to tell your direct care staff if you think you are about to receive the wrong medication.  

· Don't hesitate to tell the behavioral health care professional if you think he or she has confused you with another individual. 
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Pay attention to the care you or your loved one is receiving. Make sure you're getting the right treatment, care or services by the right behavioral health care professionals. Don't assume anything.

· Tell your direct care staff or their supervisor if something doesn't seem quite right. 

· Know what time of day you normally receive a medication. If it doesn't happen, bring this to the attention of your direct care staff. 

· Make sure your direct care staff confirms your identity, that is, asks your name, before he or she administers any medication. 

Educate yourself about your, your family member's or significant other's treatment, care or service plan. 

· Ask direct care staff about their qualifications.  

· Gather information about your, your family member's or significant other's condition or problem from people who have had similar experiences. Good sources include direct care staff, the library, respected websites and support groups.  

· Write down important facts direct care staff tells you, so that you can look for additional information later. And ask the staff if they have any written information you can keep. 

· Thoroughly read all forms and make sure you understand them before you sign anything. If you don't understand, ask the staff to explain them. 
Ask a trusted family member or friend to be your advocate. 

· Your advocate can ask questions that you may not think of while you are under stress.  

· Your advocate can also help remember answers to questions you have asked, and speak up for you if you cannot. 

· Review consents for treatment, care or service with your advocate before you sign them and make sure you both understand exactly what you are agreeing to.  

· Make sure your advocate understands the type of treatment, care or services you will need when you get home. Your advocate should know what to look for if your needs change and whom to call for help. 

Know what medications you take and why you take them. Medication errors are the most common health care mistakes. 

· Ask about the purpose of the medication and ask for written information about it, including its brand and generic names. Also inquire about the side effects of the medication. 

· If you do not recognize a medication, verify that it is for you. If you're not well enough to do this, ask your advocate to do this. 

· Whenever you are going to receive a new medication, tell your doctor about allergies you have, or negative reactions you have had to medications in the past. 

· If you are taking multiple medications, ask your doctor or pharmacist if it is safe to take those medications together. This holds true for vitamins, herbal supplements and over-the-counter drugs, too. 

· Make sure you can read the handwriting on any prescriptions written by your doctor. If you can't read it, the pharmacist may not be able to either. 


Use a behavioral health care facility, program or service that has undergone a rigorous on-site evaluation against established, state-of-the-art quality and safety standards, such as that provided by JCAHO. 

· Ask about the behavioral health care organization's experience in serving people with your needs, problem or condition.  

· If you have more than one behavioral health care facility, program or service to choose from, ask your primary care provider which one offers the best care for your needs.  

· Before you leave the behavioral health care facility, ask about continuing treatment, care or services and make sure you understand instructions on how to access follow-up treatment, care or services.  

· Go to Quality Check to find out whether your behavioral health care organization is accredited. 

Participate in all decisions about your treatment, care or service. You are the center of the behavioral health care team. 

· You and your direct care staff should agree on the steps and anticipated time frame of your treatment, care or service. 

· Know who will be taking care of you and the expected goals or outcomes of your treatment, care or service.  
· Speak up about your personal goals. These may be in addition to the goals and outcomes outlined by your care or service providers.
· Keep copies of your plan of care, treatment and services with you. 

· Don't be afraid to seek a second opinion. If you are unsure about the nature of your condition and the best treatment, care or service, consult with one or two additional specialists. The more information you have about the options available to you, the more confident you will be in the decisions made.  
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