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INTRODUCTION TO THE 2006 PRINTING

This is an updated version of Practice Management for Early Career
Psychiatrists. Since the 2003 printing many of the chapters and appendices
have been updated.

We continue to date all the materials in the book so you will be able to tell how
recently what you're reading was revised. The text is continually updated as
necessary, and any post-printing material can be found by viewing the book on
the APA website at https://www.psych.org/members/ecp/index.cfm and checking
the dates at the bottom of the pages. By clicking on the entries in the Table of
Contents you can download specific chapters or appendixes.

If there are topics we have failed to cover that you would like to see, please let us
know, and we may be able to include them as we continue to improve upon this
reference guide. If you'd like to tell us what you think of the book, we’d like to
know that as well. We’d like Practice Management for Early Career Psychiatrists
to continue to be a living document that grows to serve its users. You can e-malil
us at hsf@psych.org or give us at call at 703-907-8591.

Irvin L. “Sam” Muszynski, Director
Office of Healthcare Systems and Financing
October 16, 2006



INTRODUCTION

This reference guide has been created by the American Psychiatric Association’s
Office of Healthcare Systems and Financing as a handbook to provide you with
an overview of many of the things you need to be aware of as a psychiatrist
practicing now and on into the 21% century. It has been specifically designed to
meet the needs of residents and early career psychiatrists (ECPs), but the
information it contains may also be of value to those who have been in practice
for years.

We have covered many issues, some of which you may find you'd like to learn
more about. In 1997 the APA published a series of monographs that explore
specific practice issues with a practical, rather than theoretical, perspective.
We'd like to recommend these books as a first line of research. They are The
Psychiatrist’s Guide to Practice Management, The Psychiatrist's Managed Care
Primer, The Psychiatrist’s Guide to Capitation and Risk-Based Contracting, and
Public Mental Health: A Changing System in an Era of Managed Care.

We have provided a bibliography in the back of the handbook of the books we’ve
referred to, as well as twenty-six practical appendices, which we direct you to
throughout the text. Of particular interest may be Appendix D, Utilizing the APA
and Its Resources, which provides a compendium of the services the APA offers
along with phone numbers to access them. We also recommend that you visit
the APA website, www.psych.org, for the latest information on the association
and its activities.

The guide is in a loose-leaf binder because we plan to update and expand it in
the future. The practice of medicine is going through a period of great turmoil
and may be changing in ways we are unable to foresee at the present. We
anticipate providing APA members who are ECPs and fourth-year residents with
annual updates and/or new material that will keep them apprised of changes as
they occur.

The binder is divided into seven parts, or general topics, with each one
containing chapters dealing with specific issues:

. Starting Out, which provides information on how to find a position or
decide where to go into private practice and how to obtain the necessary
licensing and certification.



VL.

VII.

Establishing Your Own Practice, which deals with many of the practical
issues involved in establishing a private practice.

Maintaining Your Practice, which deals with the ongoing issues
encountered in private practice.

Patient Care Issues, which deals with issues specifically related to your
contacts with patients, including confidentiality, duty to warn, informed
consent, civil commitment and medical records (in fact, almost all of the
issues in practicing psychiatry relate to patient issues).

Managed Care Issues, which provides a framework for psychiatrists who
want to work in managed care networks. The material is neither intended
to encourage nor to discourage psychiatrists about participation in
managed care. Instead, it summarizes those topics most often
addressed by the Office of Healthcare Systems and Financing on behalf
of the mentally ill and those issues most often cited by APA members
calling the Managed Care Help Line. We begin with a definition of
managed care and then proceed from signing a contract with an MCO on
to appealing denials and getting help.

Professional Issues, which deals with the ethical issues encountered in
the practice of psychiatry, as well as managing relationships with patients,
reducing malpractice risk, and practice guidelines.

Legal Issues, which deals specifically with a number of key legal issues
encountered by psychiatrists, including information about Medicare and
Medicaid, definitions of what constitutes fraud and abuse, a brief
discussion of ERISA, antitrust issues, and an introduction to the National
Practitioner Data Bank.

We have divided the material into these seven sections in the hope that the
divisions will make it easier for you to locate the information you need. However,
all of the elements that comprise a psychiatric practice are interrelated, and some
topics would seem to belong under more than one heading. We hope that the
cross-referencing throughout the book will enable you to find topics even when
there may be some ambiguity about where they belong.

This project was begun when the Office of Healthcare Systems and Financing
was still the Office of Economic Affairs and Practice Management, and we’d like



to thank all of the people in that office who worked on it as well as all those APA
members who reviewed the project when it was in its earlier incarnation.

Just a word about pronouns: To avoid the awkwardness of continually using the
phrases she or he and his or hers or she/he and hers/his (although we do this in
some places) we have chosen instead to use one gender or the other throughout
the text on a relatively arbitrary basis—though we admit to making an attempt to
use both equally.

If there are any issues we haven’t touched on in the notebook that you feel need
to be covered, or if you have any other comments, please contact us at the
APA’s Office of Healthcare Systems and Financing. You can reach us by phone
at (202) 682-6230, by fax at (202) 682-6352, and by e-mail at imus@psych.org.
It's only with the help of psychiatrists working in the field that we can provide the
information that is really valuable to our members.

Irvin L. “Sam” Muszynski, Director
Office of Healthcare Systems and Financing



9
SELECTING COMPUTER APPLICATIONS AND SOFTWARE

Using computers intelligently should allow you to simplify many aspects of your
medical practice. This includes billing; scheduling; maintaining patient records;
and submitting insurance claims; which can all be done electronically.

It is widely believed that electronic health records (EHRS) can improve the quality
of healthcare, improve communication and care coordination, and prevent
medical errors. There are many national initiatives underway to expand and
facilitate the adoption of EHRS, covering aspects of health information technology
(HIT) such as uniform technical standards, software certification, and
privacy/security standards. @ Check the EHR page of the APA website
(http://www.psych.org/members/ehr) for background on national initiatives,
software reviews, and links to outside resources and tutorials.

Before investing in new software, it is necessary to define your particular practice
needs and then identify the resources necessary to implement new technology.
The following are essential questions that should be answered before you buy
software for your practice:

1. What are the costs? This includes upfront costs such as installation,
necessary hardware upgrades, licensing, training; and ongoing expenses
such as support and maintenance fees.

2. What features does the program include? Do these meet the needs of

your practice? Possibilities include scheduling, charting, billing, electronic

prescribing, e-communication with patients and/or providers, clinical decision
support, and remote access.

How much training will be required?

4. Would a support services contract be better than paying each time a
problem arises? The answer will depend on the complexity of the system
and your comfort level.

5. How frequently can you expect the program to be upgraded? This can
be discovered by reviewing the program’s history. If an upgraded version
with new functions will be out soon, it may make sense to wait for its release.

6. Is the software compatible with your hardware and other programs that
you use?

7. Can the program be customized to meet your practice’s special needs?

Can you unbundle the product (i.e., buy only some of the functions)?

9. Does the program have the capacity for multiple users?

w

o
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10.

11.
12.
13.

What do the vendor’s references have to say about their experience
with the product?

Has there been anything published about the vendor or its products?

Is a trial period an option?

Is the software certified or is the vendor planning to seek certification?
Currently the Certification Commission for Health Information Technology
(CCHIT, http://www.cchit.org) is certifying general ambulatory software and
could expand to behavioral health software certification as early as 2008.

Purchasing computer hardware and software can be confusing and expensive. A
single-user computer with software can cost several thousand dollars and a good
multiuser system will easily run into five figures. Make sure that you are well
informed before committing to a product. You should ask for a demonstration
and visit offices that already have the system in place. You may also want to
have an independent consultant help you in your decision. Check the APA EHR
website (http://www.psych.org/members/ehr) for more information and resources.




10
Marketing Your Practice Effectively

Although the term marketing may have negative connotations for many
physicians, conjuring up images of tacky Yellow Pages advertisements,
marketing is not just advertising or self-promotion. Marketing is the whole
process of distinguishing yourself, and your practice, in the marketplace.

Whether you are just starting out in practice or seeking to expand your practice,
a comprehensive marketing plan can help you stay on track and reach your
goals. A successful marketing plan should include the following elements.

OBJECTIVES AND GOALS

The key to successful marketing is determining what your goals are for your
practice and developing a comprehensive plan to meet those goals. The first
step is to decide where you want your practice to go and how you are going to
get there. This part of the plan is extremely personal. One objective of more
and more psychiatrists is to establish a niche in the market. There are a number
of clinical specialty areas within psychiatry that can allow you to create a
marketing niche, including:

e Geriatric psychiatry(substance abuse, medication management,
depression)

e Child and adolescent psychiatry

e Workplace/occupational psychiatry (drug testing, employee assistance
programs)

e Clozaril management

e Grief/bereavement counseling

e Consultation/liaison psychiatry

e Crisis intervention (disaster relief)

e Substance abuse/dual diagnosis

e Post-traumatic stress

e Pain management

e Family issues (step-parenting, parent coaching, divorce recovery)

e Forensic psychiatry

e Neuropsychiatry

Some psychiatrists develop a niche by marketing general psychiatry services to
special populations. This would include treating non-English-speaking patients,
patients who are blind or hearing impaired, patients with medical rehabilitation
needs, and patients with severe and/or persistent mental health problems.
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Expanding your practice into new sites of service is another way to develop a
niche. You may want to consider obtaining admitting privileges at key
institutions, as well as providing services to patients in their homes, at worksites,
in prisons, and in schools.

Once you decide the objectives for your practice, the next step is to define your
goals. They should quantify your objectives so they are measurable, and have a
timeframe for achievement. Simply saying that you want to increase the number
of private-pay patients in your practice is probably not enough. It is better to say
that you want to increase the number of private-pay patients in your practice by
25 percent over the next twelve months.

Another important consideration in setting goals is to make sure they are
realistic. For most psychiatrists starting out, maintaining a practice that is 100
percent private pay may be impossible. Setting this as a goal is likely to
guarantee failure for your marketing plan.

STRATEGY STATEMENT

It's valuable to develop a strategy statement that broadly describes how you are
going to meet your goals. You should address the following questions in your
strategy statement:

e What is your target market? Remember that you may need to market
yourself not only to potential patients and referral sources, but also to
managed care companies (see Chapter 27), insurance companies, and large
employers. Each of these groups will have different needs and expectations.
Although targeting these external customers is important for maintaining and
expanding your practice, you must not forget your internal customers—your
current patients. General business analyses have shown that it is much less
expensive to keep the customers you have than to recruit new ones. Of
course, you should not try to keep patients in your practice who no longer
need your services, but it is important to ensure that they are aware of all the
services and benefits your practice offers. This will reduce the likelihood that
a patient will leave the practice before treatment is complete. In addition,
current patients are an excellent source for referrals. If your patients are
familiar with the full range of services your practice provides and are satisfied
with the treatment they receive, they are more likely to refer other patients to
you.

e What message do you want to send about yourself? What is it about your
practice that distinguishes it from others? Do you offer any special services
or have subspecialty training? Do you have experience with specific types of
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patients, such as senior citizens, children, adolescents, or non-English
speakers?

e Are there any strategic alliances you need to form? These can be
alliances with other psychiatrists, physicians, nonphysician clinicians,
employer groups, community service organizations, and universities in your
area. Becoming more visible in the community is a good way to increase
awareness of your practice and of your specific areas of expertise. Have you
developed collaborative relationships with referring physicians and
nonphysician providers? Such relationships can be an excellent source of
referrals when other clinicians learn that your are willing to work with them to
meet the needs of patients.

ASSESS THE CURRENT PRACTICE ENVIRONMENT

In analyzing the current environment, it is helpful to consider social, economic,
legal, technological, and competitive issues. Who’s out there? Who has the
managed care contracts? The following questions will help you begin to
formulate your assessment:

e Are there underserved client groups in your local area? Who are they?

e Do you (or would you) enjoy working with any of these groups?

e Do you have unique skills that could be marketed to any of these groups?

e Would targeting any of these groups complement your practice’s financial

goals and operational structure?
e How prevalent is managed care in your locale?
e Are independent provider networks developing or already in place?

STRENGTHS AND WEAKNESSES, OPPORTUNITIES AND THREATS

The next step is to look more closely at your practice and yourself. Your goal is
to identify strengths, weaknesses, opportunities, and possible threats to provide
a starting point for developing an action plan that will work for your practice. Itis
important to remember that one practice’s strength can be another’'s weakness,
depending on their external environment and practice goals. The following
guestions will help you begin to identify your practice’s strengths and
weaknesses:

e Are you board certified?

e Do you have subspecialty training?

e Do you offer any services that are unique?

e Do you speak any foreign languages or know sign language?

e How involved are you with the local psychiatric community? Are you

active in your APA District Branch?
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e How involved are you with the local medical community? Do you belong
to your local medical society?

e How do you feel about managed care? Do you want to be more or less
involved?

¢ In what treatment settings do you practice?

e How convenient is your office in terms of parking, access to public
transportation, and operating hours?

The following questions will help you start the process of identifying your
opportunities and any possible threats:

e How prevalent is managed care in your area (private and public
sector)?

e What are the demographics of your current patient base? How do they
compare to the demographics of the population in your area?

e What types and levels of psychiatric services are available in your
area? Are there “new” services that need to be introduced?

e What types of allied mental health professionals practice in your area?
Are they competitors or potential allies?

ACTION PLAN

Using your strategy statement as a guide, your next step is to develop an action
plan. This should include the specific activities you are going to undertake to
meet your goals and a timeline for meeting them. Although your action plan will
vary according to your specific goals and strategies, becoming an active part of
the surrounding community is vital if you want your practice to grow. The
following are sources of referrals to be aware of. You'll note that almost all of
them have to do with involving yourself in the life of the community.

Current Patients and Referral Sources. As stated before, in business it is
easier to keep old customers than to attract new ones, and this is true for
medical practices as well. When your current patients are happy with the
service they receive from you and your staff, they are more likely to continue
to seek treatment at your practice and more likely to refer people to you. To
keep your current patients happy, maintain a comfortable office area,
schedule appointments to minimize unnecessary waiting-room time, and treat
all patients as appreciated customers. Physicians, other clinicians, and
others who refer patients to you should be treated with the same courtesy.
When another clinician asks you to see a patient, follow up with a thank you
letter (see Appendix M) and a summary of your evaluation and treatment
plan. Keeping the lines of communication open with referral sources not only
makes them more likely to refer to you again, it also makes good clinical
sense.
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e Community Mental Health Organizations. Contact the community
organizations that support mental health awareness programs. The
members of these groups are usually laypeople and clinical professionals;
you can offer to provide them with a psychiatrist's perspective on mental
health issues.

e Free Clinics. Do volunteer work at emergency shelters, halfway houses, and
the like. You'll not only be helping people who need help and might not get it
otherwise, you'll gain experience working with different patient populations
and make yourself known to the larger community of caregivers.

e Telephone Hotlines and Emergency Services. As with volunteering at free
clinics, when you help out with hotlines, either by training counselors or
assisting callers, you not only help the community, you become a trusted part
of it.

e Speaking Engagements. Offer yourself as a speaker on mental health
issues to local organizations (e.g., garden clubs, civic organizations, Rotary
Clubs) and to libraries that sponsor educational lectures.

e The Religious Community. Offer mental health services to help local clergy
deal with the emotional needs of their congregants. You can offer to speak
on issues that may be of interest to the congregation, or you can provide
workshops for either the clergy or the congregation. You can also offer to
see indigent patients referred by the clergy.

e Teachers and Parent Teacher Associations. Contact the school principal
or a teacher you know and offer to give classroom lectures or workshops on
specific health education issues.

e Communications Materials. Another way to promote your practice is with
brochures or other written materials. Brochures not only allow you to
describe your services but can help establish a recognizable image for the
practice. Your practice brochure should include office hours, billing policies,
insurance coverage accepted, services offered, profiles of clinical staff, and a
list of any hospital affiliations. These booklets can be displayed in your office,
distributed as part of a direct mail campaign, or provided to local community
groups for distribution to members. When you do an outreach activity like the
ones listed above, it's especially good for you to have materials to hand out
when someone expresses an interest in your practice.

e Local Organizations. Join local groups like the Chamber of Commerce and
the Rotary Club.

e Public Relations. Public relations involves working with members of the
news media to address mental health issues surrounding current events. For
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this to be successful, you must be willing to approach reporters and other
members of the media and offer your insights as a psychiatric expert. In
many cases this amounts to free advertising for the practice, since you obtain
access to the media at no monetary cost to you.

e Paid Advertising. This includes everything from placing a listing in the local
Yellow Pages to buying television air time. This is one of the most expensive
marketing actions you can undertake, and you need to be careful to ensure
that your message is appropriate and getting to your target group. All
advertising outlets track demographic information on their audiences, and you
should request this information prior to buying any advertising. Also, before
you purchase any advertising other than a Yellow Pages listing, try to get a
read on the community’s attitude toward physician advertising.

e Internet. Establishing a web page is an inexpensive way to reach potential
patients. These days many people depend on the internet for all of their
research. You can use your personal web page to describe your background
and training; explain any special services you offer; provide your office
address, phone number, and hours; list which insurance you accept
(essentially all the information you’d have in your office brochure); and you
can also post articles that you've published as well as information from other
sources about mental illnesses and their treatment.

REVIEWS AND REVISIONS

The final element of your marketing plan involves monitoring your progress in
terms of meeting your goals and staying within your marketing budget.
Periodically, at least once per quarter, you should review your goals, marketing
budget, and the success of action plan items to assess the effectiveness of your
marketing plan. This review allows you to identify problem areas as well as
areas that are succeeding at a better than anticipated rate. The marketing plan
is intended to be a living plan that works for you. If something is not working,
revise it or get rid of it altogether. One easy way to monitor the success of your
marketing plan is to maintain a patient referral log. When a new patient calls to
schedule an appointment, ask how he heard about the practice. By keeping
track of this information, you’'ll be able to determine which of your marketing
efforts are generating the most referrals and which are not working as well.
Change is inevitable. As the public and private sectors continue to focus on
reducing the costs and improving the quality of psychiatric care, you must be
prepared to face changes and make the most of them.
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11
PUTTING YOUR PRACTICE ON A BUDGET

With all the decisions and compromises that are made when forming or joining a
practice, getting all parties (or just yourself, in solo practice) to agree to adhere to
a budget can be the most difficult step. The following are basic guidelines to
assist in this process, keeping in mind that a budget needs to be customized to
your practice.

Basic Budgeting Guidelines

e Depending on the size of the practice, overhead costs
should be between 10 and 25 percent of the total budget
(due to economies of scale, larger practices should have
lower overhead). If overhead is too high, it may be an
indicator that patient volume is too low, staffing is too high,
or office management is inefficient. If overhead costs are
too low, it may indicate that fees are too high, salaries are
too low, or the quality of services needs further attention.

e Rent, if applicable, should be less than 10 percent of
expenses.

e Salaries for clinicians and administrative staff should range
from 65 to 80 percent of the budget, depending on the size
and specializations of the practice.

e Telephone services should be 3 percent or lower.

e There should be a reserve account, which includes funds
for infrequent expenses, such as computers and upgrades,
furniture, copier, repair services, etc. There should be a
petty cash fund, and a system for tracking how these
dollars are spent.

TIPS FOR SURVIVING BUDGET MANAGEMENT

¢ Involve everybody who works in the practice in the development of the budget
to ensure their “buy-in.”

e Start by examining past financial statements for up to three years, if available.
Note any service and lease contracts, fee schedule information, and plans for
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any major expenditures (new equipment, additional staff and/or pay increases,
information system updates, etc.).

e It may be helpful to think in terms of fixed versus variable expenses (e.g.,
costs that are predictable and consistent, such as rent, as opposed to costs
that may fluctuate with patient volume, such as office supplies). Where
possible, calculate average annual changes in expenditures to identify trends
(e.g., the accountant’s bill may be increasing steadily at a 4 percent annual
rate), which can then be applied to predict future expenditures.

e You may have more precise information and tracking if you operate individual
accounts for distinct functions (e.qg., petty cash, payroll, office operations).

e Review the budget each month to determine if your initial estimates were in
the ballpark.

e For group practices, ongoing budget reviews should include the full staff, and
someone should be designated to be in charge of the process, with the
responsibility for producing budget reports.

e In particular, review variable budget items regularly, including costs for
telephone service, postage, and any frequently utilized external services, such
as consultants, lawyers, printers, and suppliers.

e Buy in bulk and obtain volume discounts whenever possible (purchasing a
given set of services through a single contractor may also help you negotiate
good deals). Use an order list for supplies that requires approval, rather than
allowing random ordering.

e For practices with a variable patient volume, consider paying employees by
the hour rather than on salary.

e Consider using bulk mailing services when possible. A postage meter can
also reduce costs.

e Consider using voice mail rather than having staff take messages.

e |If your practice is sufficiently large, have contests to identify effective cost-
cutting strategies (a portion of the savings and public acknowledgment are
well worth the investment).

e Consider implementing a policy about missed appointments, and keep the
collections process as efficient and timely as possible to maintain cash flow
(see Appendix O).

e If your practice is sufficiently large, consider subcontracting the following
functions:

e accounting;

e administrative services;

e claims processing;

e information management;
e« managed care contracting;
e marketing;
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e quality assurance/improvement; and
e Utilization management.

e Consider buying budget software.
If you need additional information, the APA’s Office of Healthcare Systems and

Financing can provide you with information on these and related budgetary
issues.
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12
MANAGING RELATIONSHIPS WITH OTHER CLINICIANS

Whatever the size or nature of your practice, at some point in time you will be
required to work with another clinician in caring for a patient. These interactions
can take a variety of forms.

CLINICIAN REFERRALS

One source of patients sometimes overlooked by psychiatrists is referrals from
other clinicians. Generalists, such as internists and family practitioners, as well
as other specialists, frequently come in contact with patients in need of a
psychiatric evaluation and possibly treatment. In addition, allied mental health
professionals may refer patients to psychiatrists when they want confirmation of
a diagnosis or assistance in evaluating the need for medication. Developing and
maintaining a positive relationship with these referral sources can help your
practice in a number of ways.

Benefits of Working With Referring Clinicians

e Open communication between treating clinicians is better for the patient;
e Ongoing referrals can help maintain a stable patient base; and
e Such relationships can help establish a niche for your practice.

One of the key benefits of developing ongoing, collaborative relationships with
referring clinicians is that they help you provide better care to your patients.
When another clinician refers a patient to you, you can obtain information from
her about the patient's current medical conditions and medications, past
treatment, and whether there are any other physicians currently involved.
Obtaining this information at the beginning of your contact with the patient can
help you design a treatment plan that takes into account all of his needs, even if
he is unable or unwilling to communicate these needs to you.

From a financial standpoint, developing relationships with referring clinicians can
help you maintain a steady flow of new patients. Once a referring clinician has
had a good experience working with you, he is much more likely to refer
additional patients to you. In addition, establishing relationships with multiple
clinicians can help you establish a market niche for your practice and may
provide you with enough new patients to opt out of managed care.
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Many psychiatrists understand the importance of working with referring clinicians,
but few know how to do it well. The key is to keep in touch. Remember, be sure
to get the patient’s written consent before discussing his or her case with anyone
else (see the sample release of information form provided in Appendix N).

The following steps will help you to establish and maintain good working
relationships with your referral sources.

1.

Call or write the referring clinician as soon as possible after you learn of the
referral and/or see the patient. This not only lets the clinician know that the
patient followed through on the referral, it also lets you, as the specialist, find
out what the referring clinician is expecting from you; whether it's just
confirmation of a diagnosis or a complete takeover of the patient’s care. This
is also an excellent time to obtain information on the patient’s medical history.

If the referring clinician is not the patient’s primary care physician, you should
also call the primary physician to let him know that you are involved in the
patients care and to get any additional medical information that's
appropriate.

Send a written thank you letter to the referring clinician within a week of the
patient’s visit. A sample thank you letter is provided in Appendix M.

Let the referring clinician know if you think a consultation with another
specialist is necessary.

Provide timely follow-up information to keep the referring clinician informed of
the patient’s treatment. This can be a simple letter letting her know: a) that
you are beginning therapy with the patient; b) the expected length of therapy;
and c) that you would be happy to discuss the treatment plan if the clinician
has any questions.

Inform the referring clinician in writing when the patient has completed
treatment with you.

Return the favor. If your patients need referrals to generalists or physical
specialists, remember your referral sources as potential clinicians to whom to
refer them.

If a referring clinician ignores your recommendations, advise him to seek
another consultant and sign off on the case in writing. Keep a copy of this
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letter in your files as protection against a malpractice suit if anything should
go wrong with the patient’s care.

The key to successful relationships with referring clinicians is to remember to
communicate openly and regularly and to treat their patients the way you would

want your patients to be treated.

SUPERVISION OF OTHER CLINICIANS

In working with treatment teams, the psychiatrist often has more education and
training than the other members of the team. Despite this inherent status, it is
important to remember that the other clinicians on the treatment team are trained
professionals who have something to contribute to the delivery of care.

In most circumstances, the psychiatrist bears the responsibility for the patient’s
care and can be held liable in a malpractice suit. It is extremely important that
you take an active role in overseeing the work performed by other clinicians
under your direction, rather than simply signing off on treatment forms.

The APA’'s *“Guidelines for Psychiatrists in Consultative, Supervisory, or
Collaborative Relationships with Nonmedical Therapists” provides the following
guidance for psychiatrists who supervise other clinicians:

In a supervisory relationship, the psychiatrist retains direct responsibility for patient
care and gives professional direction and active guidance to the therapist. In this
relationship the nonmedical therapist may be an employee of an organized
healthcare setting or of the psychiatrist. The psychiatrist is clinically responsible
for the initial workup, diagnosis, and prescription of a treatment plan, as well as for
assuring that adequate and timely attention is paid to the patient’s physical status
and that such information is integrated into the overall evaluation, diagnosis, and
planning. The psychiatrist remains ethically and medically responsible for the
patient’s care as long as the treatment continues under his or her supervision.
The patient should be fully informed of the existence and nature of, and any
changes in, the supervisory relationship.

COLLABORATION WITH OTHER CLINICIANS

Managed care has created more situations where psychiatrists are required to
work directly with other mental health professionals in the treatment of patients.
In many cases, this results in the patient seeing the psychiatrist for medication
and the allied professional for psychotherapy. While the clinical- and cost-
effectiveness of “splitting treatment” continues to be debated, it is essential to
good patient care that psychiatrists work collaboratively with these clinicians
when they accept patients under these terms.
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Sometimes, and ideally, the other clinician involved will be someone on your staff
or someone with whom you have worked before. In these cases, both you and
the other caregiver will have already established a professional relationship and
level of comfort in working with each other. In other cases, the allied mental
health professional providing therapy may be a stranger to you. When this
happens, and you have agreed to treat the patient under these terms, you
should schedule some time to meet with the clinician to introduce yourself,
discuss areas of specialization, and set up ground rules for exchanging status
reports and other relevant information about the patient. It is important to
remember that, should problems arise in terms of malpractice, the psychiatrist
will retain the greatest responsibility, even if only tangentially involved in the
provision of service.

The APA’s “Guidelines for Psychiatrists in Consultative, Supervisory, or
Collaborative Relationships with Nonmedical Therapists” also addresses this
situation:

This relationship is based on mutually shared responsibility for the patient’s care,
in accordance with each clinician’s discipline and activities. The patient should be
educated on the respective responsibilities of each clinician, emphasizing that
neither clinician’s responsibilities diminish those of the other. Both the psychiatrist
and the allied mental health professional are responsible for the periodic
evaluation of the patient’'s status to ascertain that collaboration continues to be
appropriate. Both clinicians must inform the patient, either jointly or separately, if
they decide to terminate their collaborative relationship.
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MANAGING APPOINTMENT SCHEDULING

All scheduled appointments should be well documented, and a card with the
date and time of the next appointment should be given to the patient whenever
possible. An automated system can improve the efficiency of the scheduling
process (see Chapter 9 for information on selecting a system to meet your
practice’s needs).

Managing missed appointments can be difficult. In addition to causing financial
distress to a practice, repeatedly missed appointments can be detrimental to
patients. For both these reasons, it is important to provide a financial incentive
for attendance, while remaining sensitive to the fact that patients occasionally
need to miss or reschedule appointments due to situations beyond their control.
The most important thing is for you to have the patient's commitment to honoring
scheduled appointments. We recommend developing a contract that clearly
delineates your practice’s appointment policies and having your patients read
and sign it prior to beginning treatment. It is important to inform patients that their
insurance is unlikely to cover missed-appointment fees.

Many psychiatric practices allow their patients to cancel appointments without
penalty as long as the practice is given either twenty-four or forty-eight hours
notice. Select a length of time that meets your practice’s needs in terms of being
able to reschedule the time slot. If an appointment is canceled at the last
minute, it is common to require either full or partial payment (for both individual
and group sessions, although you may want to utilize different policies for each
scenario). It may be helpful to impose financial penalties in increments (e.g.,
excuse the first cancellation, charge half of the fee for the second missed
session, and charge the full fee for the third missed appointment and any beyond
that). When there are extenuating circumstances, exceptions can always be
made at the practice’s discretion.

Note: You are not permitted to bill Medicare for missed appointments. However, if it is your
office policy to bill all patients a fee for missed appointments, you should have your
Medicare patients sign the same contract that your other patients sign, which stipulates
they will be personally responsible for paying for missed sessions. Some MCOs also state
in their contracts that you may not charge for missed appointments. If this is the case, you
will not be able to receive compensation from the MCOs for appointments missed by their
patients. However, just as with Medicare, if the patient signs the contract that she
understands she will personally responsible for paying for missed appointments, you can
bill the patient.
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When a patient demonstrates a pattern of canceling appointments, or misses an
appointment without calling to cancel, it is appropriate to remind him of the
policy. It may be necessary to discuss the advantages and disadvantages of
continuing treatment with him at this time. If there is agreement that further
treatment would be beneficial, it is appropriate to obtain (or reobtain) the
patient’'s commitment to participating fully in the treatment process, including
being present for scheduled sessions.

Some practices set aside an hour or two each week for make-up sessions.
While this arrangement gives both the practice and patients some flexibility, it
may on occasion leave this time unused (and thus unreimbursed). It also might
encourage patients who are aware that a make-up time exists to miss
appointments. However, having spare hours can be very helpful for last-minute
appointments with patients who are in emotional crisis.

Please see Appendix O for a sample policy on missed appointments.
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INSURANCE TERMINOLOGY

It is important to know who is responsible for administering and paying for a
patient's health benefits. Understanding the terminology is the first step in
ensuring that your patients receive the coverage to which they are entitled, and
that you receive fair compensation for your services.

INSURANCE COVERAGE

The vast majority of patients with health insurance are covered under group
policies. For benefits purposes, a group is any set of individuals who are treated
as a single entity. In most cases, groups consist of the employees of a single
company or members of an organization and their dependents. Some self-
employed or unemployed individuals purchase heath insurance directly under
individual policies. However, this type of coverage is not as common.

WAYS OF INSURING

Employers who provide group health benefits for their employees may purchase
these benefits in two ways. The most common way, historically, has been for an
employer to pay a premium to a managed care plan or insurance company. The
insurance company or managed care plan employs underwriters who are
responsible for reviewing groups to assess the health risk each group presents
and determine appropriate premium levels. The premium payments cover the
insurance company’s administrative costs, claims costs, and profit.

Larger employers often elect to provide insurance the second way, they self-
insure. Under this arrangement, the employer funds health benefits through its
own resources without purchasing insurance. The employer can administer the
benefits program and process claims itself, or it can hire another organization to
provide this function. The term third-party administrator, or TPA, is used to
designate this independent entity that administers group benefits and claims for a
self-insured group, TPAs are sometimes referred to just as administrators.

The arrangement between the employer and a TPA to provide these
administrative services is called an administrative-services only, or ASO,
arrangement. Under an ASO agreement, a third party is contracted to deliver
administrative services, such as maintaining a network of providers and
processing claims, while the group is at risk for the actual cost of the healthcare
services provided. When a TPA receives a claim, it processes the claim and
then requests a check from the group to pay the claim amount.
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WHO PAYS THE BILLS?

The payer is the entity that is financially responsible for claims payment. In the
case of a self-insured company, the company is the payer. In the case of an
insurance company or managed care organization (MCO) that underwrites risk
and charges premiums, that organization is the payer. If the health benefits have
been underwritten by an outside entity, the underwriter may be referred to as a
third-party payer. Organizations such as Medicare, Medicaid, Blue Cross and
Blue Shield, and commercial insurance companies are considered third-party
payers.

In comparison, the term carrier refers to an entity that may underwrite or
administer a range of health benefit plans. It may refer to an insurance company
or MCO, regardless of whether the organization has underwritten the risk or
maintains administrative responsibility only. A carrier can be a payer or a TPA.

CARVE-OUT COMPLICATIONS

The distinctions between the involved parties become more complicated when
health benefits are carved out. In an effort to save money, some payers elect to
carve out a portion of the health benefits to allow another entity with expertise in
that area to manage it. This is particularly common with psychiatric benefits and
pharmacy benefits. In most cases, the carve-out plan acts as a TPA, but it can
also be a payer. Depending on the arrangement, the carve-out may provide
utilization review services, forward the claims on to a TPA for processing, and
have the claims paid by the employer. In other cases, the carve-out will act as a
TPA and request claims funds directly from the employer.

PHARMACY BENEFIT MANAGEMENT

Currently most insurers have their pharmacy benefits administered by entities
known as PBMs (pharmacy benefit managers, or pharmacy benefit management
companies). These companies work with insurers to formulate and administer
beneficiaries’ prescription drug benefits, and in recent years have become major
distributors of prescription drugs. Generally a formulary is established and
copays for medications are set based on the medication’s status in the formulary.
However, copays are also determined by how the drugs are obtained by the
patient, either directly from the PBM at a lower copay, or from the neighborhood
pharmacy at a higher rate. Pharmacy benefit management is a very complex
and constantly evolving issue as insurers employ new methods to attempt to
control the cost of providing prescription drugs. For more information on PBMs,
call the APA’s Managed Care Help Line at 800-343-4671.
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VERIFYING BENEFIT COVERAGE ACCURATELY AND
EFFICIENTLY

Accurate benefit verification is vital to maintaining the financial stability of your
practice. Even if you do not accept assignment on any claims and obtain
payment directly from your patients, it is important for you to know the amount
and type of insurance benefits your patients have. Failure to understand a
patient’s benefits can result in claims denials or, in the case of Medicare, charges
of abusive or fraudulent billing.

Your first session with a patient is the best time to verify her insurance benefits.
At a minimum, you should obtain the following information:

e Patient’s name

e Address

e Date of birth

e Social Security number

e Name of insurance plan

e Insured’s name (this may be the same as the patient)

e Insured’s policy number

e Insured’s social security number

e Insured’s date of birth

e Employer's name

e Group number

This information should be recorded and kept with the patient’s permanent file. A
sample benéefit verification form is presented in Appendix P.

You should also make a photocopy of the patient’s insurance card to keep on file.
The insurance card will include a telephone number to call for verifying benefits
and any prior authorization or referral requirements. You should contact the
insurance company as soon as possible, preferably before the patient’s first ap-
pointment, to confirm coverage. If you participate with any managed care plans,
be sure to follow their procedures for benefits verification of plan beneficiaries.
You should obtain the following information from the patient’s insurance company:
Effective date of coverage

Preexisting condition restrictions (if any)

Psychiatric benefits

Yearly benefit maximum

Yearly deductible

Copayment



To ensure that you do not spend session time completing insurance paperwork
with the patient, you may want to ask him to arrive a few minutes early or send
the paperwork to his home for completion prior to the first appointment.

If possible, you should verify benefits at every session with a patient. This is not
as time consuming or difficult as it may sound. The patient sign-in sheet can be
made to include a place for the patient to indicate if her insurance has changed
since the last visit. If the patient has new insurance, you can obtain the new
information immediately. Alternatively, if there’s a receptionist, he can ask
patients about any changes in their insurance coverage when they check in.

If neither of these methods seems feasible for your practice, you can use the
following triggers to identify possible changes in your patients’ health benefits:

e Job Change, Retirement, or Lay-Off: If a patient mentions that she has left
her current employer for any reason, you should contact the insurance
company to determine how long her coverage will remain in effect. You
should also ask the patient about any new coverage she may have through
her new employer, spouse, or Medicare.

e End of the Year: The end of the year is a popular time for employers to
change insurance benefits. This may include adding new options or changing
benefits within an existing plan. You can ask patients about any changes to
their insurance coverage during their first visit of the new year. Be sure to
document any new information in the patient’s file. You should also contact
the patient’s insurance company to confirm any changes.

e Sixty-Fifth Birthday: All physicians, even those who bill patients directly for
services and do not participate with any insurance programs, are subject to
federal rules if they treat even one Medicare patient unless they have
specifically opted out of the program (see Chapter 40). Currently almost
everyone becomes eligible for Medicare at age sixty-five, and if you treat a
Medicare patient, you must abide by all of Medicare’s regulations concerning
that patient’s treatment. This includes a limit on the amount you may legally
charge a patient for your services. Medicare actively tracks the fees charged
by physicians and will require you to repay any money paid to you by a patient
that is more than the Medicare-allowed amount for that service. An annual
review of patient charts will help you to identify those patients who will become
eligible for Medicare during the year.

Staff in the Office of Healthcare Systems and Financing will assist APA members
with any questions they may have verifying benefits for their patients. Just call
the Managed Care Help Line at (800) 343-4671.
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COORDINATING BENEFITS FOR PATIENTS
WITH MORE THAN ONE SOURCE OF INSURANCE COVERAGE

If a patient is covered under his own employer-sponsored health insurance plan
and is listed as a beneficiary on his spouse’s plan, which plan do you bill first? If
you are treating a child whose parents are divorced, which parent’s plan do you
bill? Coordination of benefits (COB) provides guidelines to help you answer
these and other questions that arise when a patient is covered by more than one
health plan. The primary goal of COB is to determine the order in which
insurance plans pay and to ensure that the total payment does not exceed 100
percent of the billed expenses. COB also ensures that the primary plan pays as if
it were the only plan. The secondary plan and any subsequent plans pay the
difference between the billed amount and the payment made by the primary plan.

In 1970, the National Association of Insurance Commissioners (NAIC) developed
model legislation for COB. These guidelines form the basis for the majority of
state laws on COB, providing some degree of consistency. The federal
government, however, complicates the issue. ERISA (Employee Retirement
Income Security Act, see Chapter 42), the federal legislation that covers
employee benefit plans sponsored by self-insured employers, exempts such
employers from state COB laws, allowing the plans to develop their own policies
for COB. In addition, COB rules for Medicare and Medicaid that also preempt
state laws are maintained by the Centers for Medicare and Medicaid Services
(CMS). For the most part, health plans maintain detailed processes to ensure
that COB occurs and is carried out correctly for patients who are covered under
multiple plans.

As a physician, it is important for you to understand the general principles of COB
and know how to identify potential COB issues to ensure that you and your
patients receive prompt and accurate reimbursement.

GENERAL PRINCIPLES OF COB

As stated above, the main purpose of COB is to determine the order of payments
when a patient is covered by more than one insurance plan. The first step in this
process is to determine which plan is the primary payer, which is secondary, and
so on. In general, the following guidelines are used to determine primacy:

e Type of Plan: If a patient is receiving treatment as a result of an accident,
the insurance policy that covers the accident (workers’ compensation,
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automobile, homeowner’s) is generally the primary plan.

Family Member Coverage: The subscriber’s plan is primary for the
subscriber. It will be secondary for any dependents of the subscriber who are
subscribers themselves on other policies.

Plan Provisions: Some plans specify their order of payment. For example,
Medicaid is always considered the payer of last resort. Also, if the service
provided is not considered a covered service by a plan, COB is not an issue.
The plan that covers the service should be billed as the primary plan.

State of Residence: Applicable state laws may offer some guidance in
determining COB.

Employment Status: For active employees, the employer-sponsored health
plan is generally primary. Other plans, such as Medicare, may be primary for
disabled or retired employees.

Legal Decrees: Child custody agreements may specify which parent’s plan is
primary for the child. Such legal decrees take precedence over other
methods of determining the primary plan.

IDENTIFYING POTENTIAL COB SITUATIONS

There are a number of triggers that should indicate to you that a patient may
have more than one health plan and will require COB. These include:

o Patient is sixty-five or over (this may indicate Medicare coverage)

o Patient is under sixty-five but has end-stage renal disease or a
disability (this may also indicate Medicare coverage)

o Patient and patient’s spouse are both employed

e Patient is a child whose last name is different from the
parent/subscriber

o Patient is being seen for an injury or condition related to employment

o Patient is being seen for an injury or condition resulting from an
accident

If any of these apply, verify all insurance coverage with the patient and contact

the

insurers directly to confirm which is primary before submitting any claims.

This will reduce the chance of delays and errors in claims processing.

RU

LES OF THUMB

16.2
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Despite the complexity of COB legislation and regulations, there are a few rules
of thumb that will help you facilitate processing and payment of claims in COB
situations.

e Subscriber: The plan for which the patient is the subscriber, member, or
active employee is almost always primary.

e Spouse: If the patient is a subscriber on one plan and a dependent on the
spouse’s plan, the spouse’s plan is secondary. If the patient is only covered
as a dependent on the spouse’s plan, that plan is primary.

e Dependent Children: If the parents are married, unmarried and living
together, or share joint custody, the primary plan is the one carried by the
parent whose birthday falls earlier in the calendar year. If both parents have
the same birthday, the primary plan is the one that has been in place longer.
If the parents are divorced and a court decree specifies who is responsible for
the child’s healthcare coverage, this decree takes precedence over the
“birthday rule.”

e Managed Care: If the primary plan is managed, that plan is permitted to
reduce the allowed payment amount if cost-containment policies are not
followed (e.g., preauthorization). In general, if the secondary plan is
managed, it cannot reduce the allowed amount for not following
cost-containment policies unless the primary plan makes a reduction as a
result of similar plan provisions. This means that if the patient’s primary plan
does not require preauthorization for services and the secondary plan does,
the secondary plan cannot penalize you for not obtaining preauthorization.
Note: Many managed care plans are changing this rule by including language
in their benefit plans requiring preauthorization, even if the plan is a secondary

payer.

e Medicaid: Medicaid is considered the payer of last resort and is never the
primary plan unless it is the only coverage a patient has.

e Medicare: Medicare is generally secondary to workers’ compensation plans
and employer-sponsored plans, if the patient is still an active employee. If a
patient is no longer considered an active employee due to retirement or
disability, Medicare is generally primary. Note: If a physician has opted out
of Medicare (see Chapter 40) so that Medicare cannot be billed for her
services, the patient's Medigap policy will not reimburse for the treatment
either, although other Medicare supplementary policies may.

e TRICARE: TRICARE, the health plan for U.S. military personnel and their
families (formerly known as CHAMPUS) is always a secondary payer, except
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when Medicaid is involved.

For additional information on COB for a specific patient, the patient’s health plans
are the best source of information, particularly the one you believe to be primary.
The APA’s Office of Healthcare Systems and Financing also has staff available to
assist APA members in obtaining more information about COB.
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IMPLEMENTING ELECTRONIC BILLING CAPABILITIES

To reduce the insurance workload in your office and speed up claims processing,
you might consider implementing some form of an electronic claims submission
procedure. This can be done by contracting with a billing service or by
purchasing electronic claims software. Either way, you can increase the
efficiency of your office with electronic claims because they allow you to:
e Catch errors before they get to the insurance carrier (decreasing billing
problems that can slow down payments);
e Send claims more promptly so that they are received and handled by the
insurance carrier more quickly;
e Easily monitor and track unpaid claims; and
e Focus on other work.

Note: Please be aware that if you currently do not do any electronic transactions
you are not covered by the federal Health Insurance Portability and Accessibility
Act (HIPAA). However, if you start billing electronically, your office will have to
become compliant with HIPAA’s Privacy and Transactions Acts and any other
regulations that follow in the years to come (see Chapter 41A for information
about HIPAA).

BILLING SERVICES

While using a billing service can be more expensive than purchasing software to
submit claims yourself, the service can provide additional expertise and features
to improve the overall billing process. You simply send your claims to the service
once or twice a week. They will enter all the information for the electronic
submission and send it to a clearinghouse, which in turn sends it to the insurance
carrier. The service will check for errors before submission and will do any
follow-up for claims that have coding problems or other errors. Billing services
can also electronically submit old claims that were never paid, with significant
success rates.

You can have a billing services do your noninsurance billing as well, which would
include collecting copayments and billing private-pay patients. Most billing
services charge between $2 and $5 per claim, depending on the amount of
service provided.
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BILLING SOFTWARE

Many psychiatrists who already use practice management software and/or
electronic health records prefer to purchase electronic billing software and submit
claims themselves. This can be less expensive than hiring a service and,
although your office will have to enter and submit claims, it will still provide you
with the benefits of:

Less paperwork;

Faster claims submission;

The ability to automatically check for errors; and

Status reports on submitted claims.

Depending on the software package you purchase, you may be able to file some
of your claims directly to the insurance carrier, avoiding fees that apply to claims
first sent to a clearinghouse. Prices for electronic billing packages can vary, with
start-up fees beginning at $200 to $300 for single users. Once the software is in
place, charges may include monthly fees, and/or fees per claim (typically $0.35 to
$0.50 per claim).
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INCREASING THE SUCCESS RATE OF COLLECTIONS EFFORTS

Ensuring timely, patient-friendly collections can be difficult. Disagreement over a
bill can be very disruptive to the physician-patient relationship, and arguing with a
payer over reimbursement can cause stress for both the psychiatrist and the
patient.

To avoid unnecessary pitfalls, you must first and foremost develop a clear
understanding of the patient’s insurance, including what it does and does not
cover and any restrictions against billing the patient. As noted in Chapter 15, this
information should be requested from the patient during or before the first visit
and confirmed with the insurer for accuracy as soon as possible. Remember,
you cannot rely on the patient's understanding of her coverage or on your own
knowledge of what the same insurer covered for another patient.

If patients do not have adequate insurance to cover the necessary treatment,
inform them immediately and work with them to develop an alternative
arrangement that is mutually acceptable. Before you do this, however, you'll
need to review any contractual agreement you may have with the insurer to
confirm that the arrangement is allowable. Many payers do not allow
psychiatrists to balance-bill the patient for services that are not authorized.

Patients must then be made aware of the practice’s collections policies in writing
and as soon as possible. Describe all of the fiduciary terms in detail, including
the practice’s policy on charges for missed appointments and copayment
collection (see Chapter 13 for advice on managing missed appointments).
Whenever possible, copayments should be collected at the time of service
delivery, and it may be helpful to post this policy in an obvious place in the office.
All financial arrangements should be documented in writing for future reference,
and the patient (or his guardian) should sign and receive a copy.

For patients covered by managed care, you must monitor treatment
authorizations carefully. If you exceed the authorized number of sessions or bill
for services beyond those authorized, your practice will probably have to absorb
the costs, since payers are typically inflexible when network providers do not
follow their administrative protocols. To improve collections, claims submitted to
managed care organizations and other payers must also be “clean” (i.e., must
contain sufficient information for expeditious processing). While there is some
variability in what is required, most payers look for the diagnosis, procedure,
place, date, and type of service. Please see Chapter 30 for additional
information on billing issues.
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Although most practices bill their patients monthly, we recommend billing every
two weeks to keep patients up-to-date with their balances. Practices should also
review their collections and deposits at least once a month. An automated
system may be helpful (see Chapter 17).

TIPS FOR HANDLING DIFFICULT BILLING SITUATIONS

e When patients claim they have paid, but there is no record of funds having
been deposited, ask them to mail or fax a copy of the canceled check. If they
say they have paid in cash, ask for a copy of the receipt (be sure to give
receipts for all cash payments).

e When patients say they cannot afford the balance due, develop a payment
plan with a minimum of $20 per month or allow them to give you postdated
checks.

e If a patient dies owing money, first exhaust all third-party resources. Check
your state’s laws about further avenues of collection. Depending upon the
state, payment may or may not be the responsibility of a spouse, parents,
and/or children. If applicable, it may be advisable to submit the bill to the
estate attorney or the executor of the will. We recommend that no collection
calls be made to the patient’s family for at least thirty days.

e If you are planning to charge interest or finance charges, or to allow
installments over four or more payments, be aware that federal and/or state
truth-in-lending laws may apply to these activities.

e When a patient's check is returned due to insufficient funds, add an
insufficient funds charge of $15 to $25 to the bill (this policy should be posted
prominently in the office and given to the patient in writing at the beginning of
treatment). Inform the patient in writing or by telephone that payment is
expected within a week or two weeks (at your discretion).

e As an avenue of last resort, warn the patient that if you do not receive
payment by a certain date, the account will be forwarded to a collection
agency -- and stick to that promise. Be aware that a collection agency will
keep or bill you a percentage of the amount collected. Percentages can be
extremely variable, and it is wise to comparison shop. We recommend
against paying more than one-third of the collected amount and against
paying this fee up-front. (Note: This option is typically not worth the effort
unless the bill is over $100. Furthermore, be aware that collection efforts
sometimes lead to counterclaims of malpractice.)
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CONDUCTING AN EFFECTIVE JOB OR PRACTICE SEARCH

Unless you’re planning to set up your own practice, you will need to know how to
go about finding a position in an existing practice or with a healthcare
organization. Your search for such a position, if done well, can lead you to a
practice opportunity that will give you the professional satisfaction, financial
rewards, and stability you desire. If done poorly, your search will probably begin
again after a short period of time. Communication, planning, and patience will
help you avoid making what could be a costly mistake.

TIME LINE

The length of time you search will vary depending on your experience as well as
your personal needs and preferences. If you're in a training program, you should
plan to start looking for a position twelve to eighteen months prior to the
completion of the program. Physicians in two-career families, or those who are
looking for a specific kind of position or a specific location, should plan to start
early as well. On average it takes from eight to ten months to move through the
process. This does not take into account the time it takes to get a state medical
license. That varies from state to state and, in some cases, can take as long as
a year. Proper planning is key

IDENTIFY AND ASSESS YOUR PERSONAL AND PROFESSIONAL NEEDS

A spouse’s unhappiness with the community is one of the reasons most
frequently given by physicians for leaving a position after only a short period of
time. Assessment of your needs and those of your family is the first step toward
identifying a location and practice opportunity that is right for everyone. By taking
this step seriously and involving those who will be most affected by your choice,
you can reduce your risk of making a costly mistake, both financially and
emotionally. This is especially important in two-career families. Identifying the
right position requires that you take into account not only the location of the
opportunity and the specific responsibilities involved, but also your role within the
organization. For example, you need to think about whether you would be
happier being an employee or whether you're the kind of person who would
prefer to own a practice. This chart provides you with a few things to consider:
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Ownership Employment
Pros: Pros:
e Total control of the decision-making e Guaranteed income and benefits paid
process by employer
e Choice of when, where, and how long | ¢ No responsibility for employee
you work disputes
e 100% of any profits ¢ No decision-making responsibilities for
e The ability to sell the business the practice
¢ No direct responsibility for practice
losses
Cons: Cons:
e Full responsibility for all business e Little control over salary and benefits
issues (taxes, payroll, employment, e Limited participation in practice
legal) profitability
e Responsibility for 100% of any losses | e« No inclusion in equity built in the
incurred practice when it is sold
¢ Responsibility for negotiating the sale | ¢ Limited control over schedule
of the practice e Minimal participation in practice
e Acceptance of the fact that the owner decision making
is the last one to be paid

(source: Unique Opportunities)

Each opportunity is different and may include aspects listed on both sides of the
chart. For example, a partnership option with a small group practice may give
you the chance to be involved in the decision-making process while limiting your
financial risk. You need to determine what works best for you.

It is essential that you discuss your options with those close to you, both at this
point and throughout your search. You can use the Self-Assessment
Questionnaire located in Appendix A to help stimulate this process.

CURRICULUM VITAE AND COVER LETTER

Your curriculum vitae (CV) is usually the first impression you make on a
prospective employer. The length of your CV will vary, depending on the nature
of the position you're applying for and your years of training and experience. In
any event, be as concise as possible while not omitting important information.
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Be certain to include all of your relevant educational, clinical (including teaching
and research experience), and administrative experience. List any presentations
and publications as well. If a paper has just been submitted, list it as “in
submission”; if it has been accepted for publication but is not yet in print, list it as
“in press.”

Your cover letter should be no longer than one page and should serve to
highlight your specific skills and expertise as they relate to the particular position
you're applying for (pointing out why this employer would want to hire you). In it
you’ll want to include the date you will be available and detailed information on
how you can be contacted. This is also the place to include any seemingly
extraneous information that may make you more attractive to the employer. For
example, it would be helpful for the employer to know that you are looking for a
job in their community because it is close to your spouse’s family or near your
spouse’s new job. Employers respond more quickly to those applicants who
indicate a tie to the community. Use this to your advantage.

There are a number of ways you can format your CV, providing you follow some
basic rules:
e Choose a simple typeface, such as Arial or Times New Roman, and
stick with it.
e Use bold type or all capital letters to create a separation between
areas of information.
e Be consistent in your organization of information.
e Proofread your document and show it to a colleague for feedback.
e Make sure the information on your CV is up-to-date and accurate.
e Use white or off-white paper for easy reading.

The format can vary; content is the key. Over time your CV will grow. You may
find it necessary to shorten certain sections (duties and responsibilities of
previous positions, the list of your publications and presentations — provide only
the most recent information, with a note that you will be glad to send the earlier
information on request) in order to present the most current information in a
concise, easy to read manner. You want a document that will provide an
accurate image of your training and experience without overwhelming the
employer.

GATHERING INFORMATION

Now that you have some ideas as to what you want to look for, as well as the
tools (CV) with which to respond, you can begin the process of gathering
information on available jobs and submitting your CV for consideration.
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Sources of Information on Available Opportunities

Information on available jobs can be found in a number of places. The following
are the most common:

Networking: This is one of the most effective means of locating a good
practice opportunity, especially if you are interested in positions within a
specific practice setting such as academia, research, or the pharmaceutical
industry; or in providing clinical services to a specific patient population such
as prisoners, HIV patients, or patients suffering from sleep disorders.
Networking is especially helpful for those of you who want to remain in your
current community. Not only do your colleagues often hear of positions
before they are advertised, they may be able to provide valuable information
on the employer as well. They can also tell you what they like and don't like
about their current positions and how they got there. Virtually everyone you
come in contact with professionally has information that could prove to be
valuable to your search. Talk to them.

American Psychiatric Association (www.psych.org): The APA offers a
number of sources of helpful information, including classified ads, the APA
Job Bank — an on-line database containing information on available jobs, and
networking opportunities at APA sponsored meetings. See Appendices C
and D for a complete listing.

APA District Branches (DBs): There are seventy-six DBs located
throughout the United States (including Puerto Rico) and Canada, as well as
a separate DB for military personnel called the Society of Uniformed Services
Psychiatrists. Although the resources that are available vary, many DBs offer
information on jobs via a classified ad section in their newsletter. In a few
cases, DBs sponsor periodic job fairs. In addition, District Branch staff may
be able to link you to other APA members who will have information on
specific employers and communities. They may also be able to give you a
general sense of the current psychiatric climate in the area. See Appendix E
for a listing of the DBs.

Advertisements: In addition to the APA publications Psychiatric News and
Psychiatric Services, you can find information on available jobs in a number
of other periodicals directed toward the field of psychiatry (e.g., Psychiatric
Times and The New England Journal of Medicine), as well as in local
newspapers.

1.4
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e Internet: The web contains hundreds of sites with everything from classified
ads and job banks to helpful economic data. Do a search through one of the
web browsers like Google or Yahoo. A little time and patience should pay off
with some helpful information. APA offers an online job bank—APA Job
bank—where you can post your availability or check out current job openings.
Go to www.psych.org.

e Professional Organizations/Meetings: In addition to the APA, there are a
number of associations for psychiatrists with specific interests or expertise.
Organizations like the American Academy of Child and Adolescent Psychiatry
and the American Association of Community Psychiatrists provide information
on available jobs at their annual meetings in addition to providing networking
opportunities. See Appendix G for an extensive list of related organizations
and their contact information. This list can also be found in the back of the
American Psychiatric Press (APPI) Appointment Book, which is published
yearly. To order a book, call APPI at (800) 368-5777.

e Recruitment Agencies: There are a number of these agencies across the
country. Look for one that is a comfortable fit and that has a staff that is
responsive to your needs. There should be no cost to you to use the services
of a recruitment or search firm. The following list of questions was developed
by a psychiatrist for use by those interested in selecting a recruiter:

e Who do you work for; what is the size of the organization; and how
long has it been in existence? Is this an independent firm or are you
a hospital-based recruiter?

e« Are you a member of the National Association of Physician
Recruiters?

« How many psychiatrists have you placed? May | contact a few as
references?

« What is the financial arrangement between you and the employer;
contingency or retainer? How is the amount you are paid determined;
set rate or a percentage of the physician’s first year salary? Have you
visited the practice and met the employer?

e How will you determine who receives my CV? Will | be contacted with
details on the opportunity prior to your mailing out my CV?

e Direct Solicitation: You have probably been receiving unsolicited letters
informing you of available positions since you first entered your psychiatry
residency. If an opportunity sounds interesting, contact the sender and
request additional details. Even if you are not interested in the position, the
information in the letter may give you some insight into the current job
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market. In addition to responding to direct solicitations from others, you can
do your own direct solicitations; sending a letter of inquiry with your CV
directly to employers of interest even though they may not have an advertised
opening. This is especially helpful if you are limiting your search to a specific
geographic locale or are hoping to work in an area of psychiatry so
specialized that there are only a limited number of organizations with whom
you would be interested in working. Once you've sent a letter expressing an
interest in talking with them about the potential for employment, follow up with
a telephone call. Although the general purpose of the call is to ensure they
received your information, you should also use this as an opportunity to
impress them with your interest and skills.

e Federal Employment: A number of federal agencies have online information
about employment opportunities. Here are three that we are aware of:
1. Department of Veterans Affairs, Centralized Recruitment Office, can
be accessed at http://www4.va.gov/[jobs/ .

2. U.S. Department of State, for jobs in the foreign service, go to
www.careers.state.gov [the State Department hires psychiatrists to
work in American embassies throughout the world]

3. National Institute of Mental Health (NIMH) has a job vacancies listed
at http://www.nimh.nih.gov/about/selected-job-opportunities-at-
nimh.shtml .

Sources of Information on the Current Marketplace

Information on current trends is useful in helping you to evaluate individual
practice opportunities. It can also give you an idea of what you can expect to
find when you go into practice in a specific area. We have listed just a few of the
many available resources. For a list of additional resources go online to the APA
Members Corner at www.psych.org and or go to Appendix C for a list of
additional resources.

e American Psychiatric Association: Again, the APA is a good place to start
when looking for data. You can find us online at www.psych.org.

e American Medical Association (AMA): The AMA produces a number of
reference books containing data on the practice of medicine. Perhaps the
most helpful is Physician Characteristics and Distribution in the United States.
Updated every two years, this publication contains information on trends,
characteristics, and the distribution of physicians across the country. It
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includes information on the number of physicians by specialty in every county
and major city in the country. To order a copy, call the AMA at (800) 621-
8335, or check with your local library, medical school, hospital, or medical
society.

e Medical Group Management Association (MGMA): MGMA has a wide
variety of services that groups of all sizes may find helpful. One product
includes an annual salary survey that looks at salaries by specialty from
region to region. You can get more information on MGMA and what they
offer by visiting their homepage at www.mgma.com .

Sources of Information on the Community

You can get a picture of life within a specific community without leaving your
home. The following resources provide you with valuable information that can be
compared from community to community.

Do an online search. Most communities now have webpages that can give
you a basic idea of what they're like—or, at least, what they deem is
important.

Chambers of Commerce: A good source of information on an area’s local
economy, community size, cost of living, and school system. They may also
be able to provide you with information on local employers if you are having
difficulty locating a professional opportunity for your spouse. Factor this
information in with what you learn during your site visit, keeping in mind that
the mission of the Chamber of Commerce is to promote the local community.
For information about local Chambers of Commerce, you can go to
www.acce.org for links to local Chambers of Commerce or call the national
office at (202) 659-6000.

Places Rated Almanac: Available online at
http://placesrated.expertchoice.com/ and in most libraries, this book covers
everything from the cost of housing to taxes, and includes information on
educational systems, recreational activities, and safety in communities across
the nation.

FOLLOW-UP/PREINTERVIEW/ INTERVIEW AND SITE VISIT

Follow-Up
By now you should have a long list of possibilities to consider; probably more

than you care to spend the time or energy pursuing. It is time to eliminate those
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of least interest. Here is where time you spent on self-assessment and reflection
will pay off.

Employers who have received your CV will call to provide you with additional
details on the position, as well as to learn more about you. Use this contact with
them to develop your “short list,” identifying those positions that most closely
meet your needs. Listen closely to the information they provide and then focus
your questions around any issues of importance to you that were not covered.
For example, “You mentioned the possibility of doing some consultation work
with other physicians. That's a big area of interest for me. How much of my time
can be spent in that area?” or “My spouse is a radiologist. Do you know of any
current openings in your community?” This is not the time or place to get into a
detailed discussion of the compensation package. That can be a turnoff to an
employer. You can, however, ask about the salary range so that you have a feel
for your potential income.

Professionalism is very important during this process. A telephone call not
returned, poor communication skills, or a less than professional attitude will not
go unnoticed. It is likely that the employer has a number of candidates from
whom to choose. Don't let easily avoidable errors make the decision for you.
Even if you decide you are not interested enough in the position to accept an
invitation to interview, politely let the employer know that and thank them for their
interest. If you handle this professionally, you will leave the employer with a
good impression, which can be very important in a tight-knit professional
community. If no interview is proposed, but you're interested in pursuing the
position, communicate your interest to the employer by following up with a note.
Thank them for their call and let them know of your continued interest and
availability. It will be up to the employer to respond.

Since you will be gathering a large amount of information throughout this
process, you'll find that a computer file, notebook, or index cards can be useful
to record key pieces of information and help you organize your search. Things to
note include:

e Name and address of the employer;

e Name, title, and telephone number of the contact person;

e How you learned of the opening;

e Date(s) of contact;

e Position title;

e Notes on specific items of interest, such as size of the group,

responsibilities, call schedule, community size, salary range, etc.;
e Interview specifics (if appropriate);
e Your general feeling at the end of the conversation;
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e How it rates with other positions; and
e |[s follow-up necessary?

Pre-Interview
There are a few things to consider before showing up for the interview:

e Expenses: Before going on the interview be sure to clarify what expenses, if
any, the employer will cover and who will be making the arrangements (you
or them). Will the employer pay for the expenses up front or will you pay and
submit receipts for reimbursement? Will they pay to include your spouse?
Your spouse should be included in at least one interviewing trip prior to your
accepting a position. What will not be covered by the employer? Get this in
writing if at all possible. The process will differ from employer to employer, so
be sure to get a clear picture of what is expected. In some cases the
employer will reimburse you for very little and you will need to determine how
much the opportunity is worth to you. In getting this information up front you
are protecting both yourself and the employer by reducing the risk of a
miscommunication that could jeopardize any further discussions.

e Preparation: Prepare and rehearse your questions to ensure that you get
the information that is important to you. This list of questions will be longer
than that used in your initial discussions over the telephone and will look at
specific aspects of the position, the organization, and the community. You'll
also want to consider the questions you may be asked and your answers to
them. This relieves a bit of the stress and demonstrates to the employer that
you are prepared and knowledgeable. This task will be easier once you've
gone through one interview. Here are a few potential questions to answer
before you go into the interview:

What attracted you to this particular position?

What skills do you bring to the organization?

What do you see yourself doing in five years?

How will your family feel about our community?

Interview and Site Visit

Whether this is your first or second interview with an employer, use your time
wisely. Be sure that the interview schedule includes time to meet as many
people as possible, yet leaves you enough time to evaluate the community.
Here are some tips:

1. Be well rested, on time, and prepared for the interview.
2. Dress professionally (business attire); first impressions are the strongest.
3. Don't be afraid to ask questions.
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10.

11.

12.

13.

Given the current marketplace, ask for information relating to managed care
and its influence on the group. For example: the number of panels in which
the practice participates; the length of time they have been participants in the
panels; the number of competing practitioners/groups in the area; payer mix
(x% managed care, x% private pay, x% Medicare/Medicaid); qualifications
needed to be included in the provider panel (board certification, etc.); and
future plans of the organization relating to managed care;

Whenever possible, speak with the physician who is currently in the position
you are interviewing for or who held the position previously.

Information on the compensation package should be provided during the first
interview. It should not, however, be the focus of the interview. Let the
discussion move in that direction naturally.

Keep in mind that the employer is evaluating you throughout the course of
the interview. This includes any interactions you have with staff, directly and
indirectly, including those during a group lunch or dinner.

Be open about past or current professional problems. It is best that the
employer hears of any problems directly from you rather than from one of
your references. However, give yourself a chance; let the employer get to
know you before sharing what could be perceived as negative information.
Take time at the end of the day/interview to fill them in.

Always investigate the position and geographic location on your own. Do not
rely solely on information provided by the recruiter and/or employer. This
includes contacting physicians and nonphysicians in the area to inquire
about the community (economic base, level of managed care saturation,
medical services, climate, school systems, etc.) and the practice. Keep in
mind that there may be hidden agendas, and that in small communities it
may be difficult to do this research discreetly.

Do not accept an offer on the spot. By the end of most interviews your mind
is full of new information. Take time to consider carefully if the position is
what you want.

Once you are home, take a moment to write a thank you note. In the note
you can indicate your continued interest or your decision not to pursue the
position further.

Review and revise your needs and priorities as necessary throughout the
process, evaluating each opportunity against them, as well as against each
other opportunity.

Investigate the state licensure requirements on your own. See the list of
State Boards of Medical Licensure in Appendix I.

FINALIZING THE DEAL

1.10
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After you’'ve completed the interview (and second and third interviews), your
family has seen the community, and an employer with an attractive position has
made you an offer, there are still a number of things to consider. Before saying
yes, ask yourself the following questions:

e Does this position meet my needs?

e Do | see myself staying with the organization for at least five years?

e Dol like the people I will be working with?

e Am | comfortable with their treatment philosophy?

e Do we have a similar work ethic?

e Am | happy with the compensation package?

e Does the community offer what we (the family) want?

e Is my family excited by the possibility of moving there?

Remember, “trust your gut.” If it doesn’t feel right, it probably isn’t

June 2010 e Office of Healthcare Systems and Financing 1.11



20
CONFIDENTIALITY

The concept of confidentiality is essential for all medical treatment. This is stated
clearly in both the Hippocratic Oath and in the American Medical Association’s
(AMA'’s) Principles of Medical Ethics. Confidentiality is perhaps even more vital
to the practice of psychiatry, as is evidenced by reading the APA’s Principles of
Medical Ethics With Annotations Especially Applicable to Psychiatry (see
Chapter 35). Patients cannot be expected to reveal their innermost selves, their
fears and passions and obsessions, unless they are certain that what they say
will be held in the strictest confidence.

Within the context of the physician-patient relationship, you have a duty not to
disclose information you've learned from the patient. A breach of confidentiality
not only has the potential to harm your patient, it can put you at risk for a
malpractice suit as well.

Most states have statutes that define the privileged nature of the physician-
patient relationship, and many have enacted other statutes that more specifically
confer privilege on the psychotherapist-patient relationship. This concept of
privilege generally allows the patient to prevent a physician or therapist from
disclosing any confidential material learned in the course of treatment in any
judicial proceeding. The federal Health Insurance Portability and Accountability
Act (HIPAA) is very clear about the confidentiality protections required for
patients’ identifiable health information (see Chapter 41A).

It is important that all staff people working in a psychiatric office understand the
importance of strict confidentiality and that safeguards be in place to protect the
privacy of patient records. A physician will be held responsible for any breach of
confidentiality committed by a member of his or her staff.

EXCEPTIONS TO STRICT CONFIDENTIALITY

On occasion a psychiatrist will have reason to breach the concept of strict
confidentiality and disclose information a patient has relayed during the course of
therapy. This can only be done with the express authorization of the patient or
under legal compulsion.

Consent
If a patient has given informed consent for information to be released, the
psychiatrist is permitted to reveal information learned in the course of therapy.
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It should be noted that to be informed the consent must be voluntary and
intentional (see Chapter 22).

Overriding Interest of the Public

Most courts have found that a physician has a duty to warn (see Chapter 21)
when a patient poses a threat to a third party. In fact, the physician can be held
liable for any harm that occurs if a warning has not been given. Many states also
have specific waivers allowing psychiatrists to reveal confidential information in
the context of civil commitment proceedings (see Chapter 23).

Patient’s Interests

Disclosures can sometimes be justified on the grounds that they are necessary to
protect the patient. For instance, it is generally acceptable for a psychiatrist to
warn a patient’s family or roommate when the patient is very depressed and has
voiced suicidal thoughts.

Reporting Statutes

Almost all states have statutes requiring that certain conditions—infectious
diseases, incidents of child abuse, diseases characterized by loss of consciousness,
et al—be reported to government authorities. These statutes differ tremendously
from state to state as to what conditions must be reported and what events
trigger the duty to report. You'll need to familiarize yourself with your state laws.

MENTAL HEALTH CONFIDENTIALITY STATUTES

Over the past ten years an increasing number of state and federal laws have
been enacted that address specific confidentiality concerns. Some of these deal
with disclosing HIV/AIDS information while others deal with the release of
substance abuse information. A number of states have enacted mental health
confidentiality statutes that attempt to deal comprehensively with the issue of
confidentiality and spell out what a psychiatrist can and cannot safely disclose.
Some of these laws establish a general rule of confidentiality and then
enumerate the exceptions to that rule. If you are working in a jurisdiction that has
one of these laws, you should become familiar with the relevant provisions. A call
to the state agency that oversees mental health licensure should let you know if
your state has a specific mental health confidentiality statute.

CONFIDENTIALITY AND MINOR PATIENTS

When your patients are minors rather than adults, the rules of confidentiality
become much less clear. Parents may argue that since they are financially



responsible for the care their child receives, they have the right to make all
confidentiality decisions involved in that care. However, while it is clear that a
psychiatrist has a duty to let parents know if there is a risk that a child may
commit suicide, it is not necessarily the case that parents should be informed of
everything a child says in therapy.

Although there is no clear line as to who is a “young minor,” when treating
children under twelve, you are probably safe to rely on a parent’s consent for the
release of confidential information. It is important to remember that you must be
careful not to disclose information to parents that would exacerbate problems in
the parent-child relationship or undermine your doctor-patient relationship.

If there is any possibility of child abuse, the parent loses the right to make
decisions about disclosure of information. Most states require a report to the
responsible government agency and immunize the doctor making the report
against charges that confidentiality has been breached.

When dealing with adolescents, the rules relating to confidentiality become even
more complex. It is safe to operate under the premise that minors possess the
independent right to privacy when they are legally able to consent independently
to medical care (see Chapter 22).

PRACTICAL POINTERS FOR AVOIDING CONFIDENTIALTY PROBLEMS

e Follow the general principle to honor a patient’s confidences unless a
legal exception applies.

e Instruct staff not to release any patient information without your advance
approval.

e Have a written “Authorization for Release of Medical/Mental Health
Information” form that can be tailored to specific situations. (See
Appendix N).

e If you have any doubt about the validity of consent-to-release information,
call the patient to discuss the information and verify consent.

e Be aware of the possible breach of confidentiality when communicating
by cell phone, e-mail, fax, or voice mail. Be sure nothing is
communicated that is of a confidential nature unless you can be certain of
who will be reading or hearing it.

e When leaving messages for a patient with family or on a machine, leave
only your name and phone number and the times you can be reached.
Be sure to instruct staff to do this as well.



When doing an evaluation (e.g., for worker's compensation), clarify the
limits of confidentiality at the outset, explaining who will and will not
receive a copy of the evaluation.

Obtain legal advice before releasing any information after a patient’s
death.

Inform group therapy participants about the parameters of confidentiality.
If you're subpoenaed to testify or release records, seek advice from the
APA'’s Legal Consultation Plan or a local attorney.

Do not automatically assume that an MCO has the patient’s consent to
have information released to them. Try to discuss such an authorization
with the patient at the beginning of treatment. Always get written consent.
If you need to use a collection agency or small claims court to collect on
an unpaid bill, be sure to send the patient appropriate advance notice in
writing and reveal the least amount of information necessary.



21
DUTY TO WARN

Duty to warn is a concept of importance to any psychiatrist who treats a patient
capable of committing an act of violence against another person. In 1976 the
decision handed down in the landmark case Tarasoff v. Regents of the University
of California changed the traditional rule that psychiatrists were not to be held
responsible for the violent acts of their patients. In the Tarasoff case a
psychologist at UC-Berkeley became convinced that his patient, Prosenjit
Poddar, might try to kill Tatiana Tarasoff. He had the campus police detain
Poddar so he could begin the process of civil commitment. The police, however,
felt Poddar was rational and released him. Later, the psychiatrist who supervised
the psychologist also decided there was no basis for commitment. Poddar
terminated his treatment and two months later murdered Tatiana Tarasoff.
Tarasoff’'s parents sued the psychologist, the psychiatrist, and the university,
saying they had a responsibility to have done more, including warning Tatiana
directly that she was in danger. The court found in their favor, concluding that a
psychiatrist has a duty to warn identifiable victims, although not necessarily a
duty to restrain, or commit, a patient who might pose a threat to identifiable or
nonidentifiable victims.

Since Tarasoff there have been many court cases that have upheld its
precedent, while others have gone even further, concluding that a therapist of a
potentially violent patient is liable for harm done even to victims who might not
have been identifiable in advance. Still other courts have refused to follow
Tarasoff, as in Hopewell v. Adebimpe, where a psychiatrist was sued for breach
of confidentiality for informing a patient’s employer that she was feeling harassed
at work and might hurt someone seriously if the harassment didn't stop. The
court held the psychiatrist had an absolute obligation not to disclose confidential
communications without the patient’s written consent.

HOW TO MINIMIZE YOUR LIABILITY FOR A PATIENT'S VIOLENT ACTS

Because of the apparent lack of clarity about how the courts will rule in cases of
duty to warn, psychiatrists should take a number of steps to minimize the risk that
they’ll be held liable for their patients’ violent acts:

e Obtain prior treatment records. You'll have more information to work with
and be better able to assess the seriousness of a patient’s threat of violence.
In fact, the 1983 court case Jablonski by Pahls v. United States, determined
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that a mental health professional's duty to predict dangerousness includes
consulting a patient's prior records.

Document your decision-making process. Having a record can help
establish that you consulted all the relevant sources of information and
considered all the relevant factors when deciding if the patient posed a threat
that people needed to be warned about or protected from. Even if your
decision turned out to be wrong, this documentation will show that your
decision was a reasonable one.

When in doubt as to whether to issue a warning or take other steps to
prevent harm, arrange a consult with another clinician or an attorney
(and document the consult). Since your liability will be determined in
reference to the standards of your profession, consulting another psychiatrist
will provide extra protection. The fact that you consulted an attorney will
show that due care was taken in your decision making.

If it is determined there is a threat of violence to an identifiable person,
all appropriate warnings should be made, even if you believe the
potential victim is already aware of the danger. It is also important to
determine if others, such as parents and spouses, should be contacted as
well.

Upon discharging a patient who is known to have a potential for
violence, you must be certain that any treatment plan developed is
actually followed, and if not, decide whether the patient must be
restrained again. You must make some effort to follow up on this type of
patient, even if it just means asking the outpatient therapist or community
mental health center to contact you if the patient stops coming to
appointments.


http://en.wikipedia.org/wiki/Duty_to_predict_dangerousness�

22
INFORMED CONSENT

All physicians are required to obtain a patient’s informed consent before initiating
medical treatment. This means that before a patient agrees to treatment she
must be given a fair and reasonable explanation of what the treatment will entail.
It must be clear that the patient (or the patient’s representative) understands
what risks the treatment involves or the consent granted will not be effective (i.e.,
will not shield the doctor from charges of battery or negligence).

While the traditional standard for legally sufficient disclosure is based on a
professional standard, either the customary disclosure practices of physicians or
what a reasonable physician would disclose under similar circumstances; many
courts are now using a more patient-oriented standard. Instead of the focus
being on what a reasonable physician thinks the patient should know, the focus
is now on what “material” information about risks a reasonable person in the
patient’s situation must know to make an intelligent decision. Several factors are
relevant to determining whether a risk is considered material:

e the severity of the risk;

e the likelihood of injurious side-effects or death;

e the need for treatment;

e the likelihood of success of the treatment;

e and the availability of comparable and less dangerous alternatives.

Hence, if a particular treatment is obviously necessary and the risks are minimal,
less than complete disclosure may be permissible. However, where a treatment
is particularly intrusive or dangerous, disclosure requirements may be much
more demanding.

In an informed consent case, the plaintiff must establish that the alleged
negligence of the physician to adequately inform the patient about risk was, in
fact, the cause of harm. Courts generally require that the plaintiff prove that a
reasonable person in his position would not have agreed to the treatment if he
had been given the omitted information. In more patient-oriented courts,
however, the patient may only have to prove that he would not have consented if
he’d had the information the doctor failed to disclose to him.

EXCEPTIONS TO THE REQUIREMENT OF OBTAINING INFORMED CONSENT

There are certain circumstances under which the requirement to disclose risks to
a patient and obtain consent does not hold. You should, however, be very careful
about relying on these exceptions since the support for them is sparse and courts

June 2001 e Office of Healthcare Systems and Financing 22.1



are unlikely to expand exceptions that will effectively undermine the doctrine of
informed consent. With that warning, the exceptions are:

e Emergencies. The premise is that any rational person facing an acute, life-
threatening crisis demanding immediate attention would choose treatment.

e Therapeutic privilege. It is sometimes accepted that under -certain
circumstances physicians have a therapeutic privilege to not provide
complete disclosure because such disclosure would have a detrimental effect
on the patient's physical or psychological welfare. However, psychiatrists
should be very cautious about taking advantage of therapeutic privilege.
Even if you are convinced that full disclosure would have harmed your patient
and been detrimental to treatment, the court may not consider your concerns
valid.

e Incompetency. An incompetent patient is, by legal definition, unable to give
informed consent. If you are treating such a patient you should obtain the
informed consent from a substitute decision maker. If a patient has not legally
been declared incompetent, it is risky to use incompetency as a basis for not
having obtained informed consent from him.

e Waiver. You need not disclose the risks of treatment if a patient has
specifically requested that she not be told. Since waivers of legal rights are
required to be both “knowing” and *“voluntary,” it must be documented that
the patient realized she had a right to the information and willingly
surrendered that right.

METHOD AND FORM OF CONSENT

Although it is generally not required that a written consent form be used, a signed
form can be very valuable for two reasons:

1. The formality of the procedure may force the patient to focus on what
he is consenting to and make it less likely that he’ll later believe he
wasn’t adequately informed.

2. The signed form is evidence that the consent process took place and
establishes what was disclosed.

Remember, however, that the signed form is not a substitute for a meaningful
consent procedure, it is only evidence of consent (see Appendix EE for a sample
treatment consent form).
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If only oral consent is obtained, you must be sure to make an entry in the record
as to what the patient was told, the patient’s understanding of the disclosure, and
the patient’s consent.

DRUG TREATMENT AND INFORMED CONSENT

As with any treatment, when you prescribe medication you must be sure to get
the patient’s informed consent. This means the patient must be told the
diagnosis, the benefits and risks of the drug therapy, what alternative forms of
treatment are available, and the likely results of receiving or not receiving
treatment (see Appendix R for a model form).

When treating patients with antipsychotic medications, you must be prepared to
reveal the existence of the risk of serious side effects inherent in their use.

Since most litigation raising the issue of informed consent for treatment with an
antipsychotic medication has involved tardive dyskinesia and related side effects,
it is particularly important to disclose these risks whenever they exist. Patients
should be advised to inform you whenever they experience any side effects or
physical symptoms after beginning drug treatment. This may stop a minor side
effect from becoming a serious one and will also allow you to reassess the
choice of medication on the basis of the patient’s reactions.

CONSENT TO TREATMENT OF MINORS

As a general rule, you should not treat a minor patient without the consent of the
custodial parent or another adult specified in a custody decree. However, there
are many statutory and judicial exceptions to this rule, and they vary greatly from
state to state. The general exceptions are:
e Emergencies;
e Children who have been defined by the courts as emancipated minors;
e Mature minors — legally, minors who are capable of appreciating the
nature, extent, and consequences of medical treatment; and
e Specific consent statutes — some states have enacted legislation that
grants unemancipated minors of a certain age the right to consent to
certain types of treatment.

You'll need to become familiar with the laws of the state where you practice,
especially as they pertain to older minors.
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CIVIL COMMITMENT

As with most issues where psychiatry and the law intersect, the statutes that
regulate civil commitment vary substantially from state to state. As a practicing
psychiatrist, you’ll want to familiarize yourself with your jurisdiction’s civil
commitment law. Most states should have this information available online, and
the Treatment Advocacy Center has information on all the states at its website at
http://www.treatmentadvocacycenter.org/LegalResources/statechart.htm . There
are general issues and potential problems common to most states, and we’'ll
discuss those here.

COMMITMENT PROCEDURES AND TYPES

Emergency Commitment

Most states have provisions for a short-term emergency commitment until a
formal determination can be made. The length of the emergency commitment
may vary from just seventy-two hours in one state to as many as fifteen days in
another. The grounds for emergency holds are generally that the patient is
mentally ill and poses a threat to himself or others. Some states require that the
threat be “substantial” and “imminent.”

The procedures for initiating an emergency commitment also vary greatly. There
are no general rules as to who may file the petition, where it should be filed, or
how the patient is to be taken into custody. Again, you must consult your state
statutes.

State laws also differ as to the requirement for a probable cause hearing and the
timing of such a hearing. The purpose of a probable cause hearing is to
determine whether there is substantial evidence that the patient meets the
criteria for involuntary hospitalization. If she does, the patient can be hospitalized
until a more formal determination takes place. In states that have probable
cause hearings, there is generally no provision for short-term commitment. Once
probable cause has been found, the emergency commitment continues until a
formal commitment determination is made.

Short-Term Commitment

A number of states have provisions for short-term as well as emergency
commitments. The length of time of these short-term commitments also varies
greatly, from fourteen days in California to sixty in New York. A patient held in
New York, however, can request a hearing at any time during those sixty days,
and if the court fails to find him “in need of retention,” he’ll be released. Although
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these short-term commitment statutes require greater procedural protection than
those for emergency commitments, the initial responsibility for the decision is still
vested in the hospital rather than the court. The standards for short-term
commitments are not as rigorous as those for long-term retention.

Long-Term Commitment

In virtually every state, a patient cannot be involuntarily committed on a long-term
or indefinite basis unless a court (or, occasionally, an administrative agency)
determines that he meets the substantive criteria of the state’s law. Although the
procedures vary, in most states a patient can’t be committed without a hearing.
While some states still authorize indefinite long-term commitments, this is now
generally out of favor, and is precluded in many states. Instead, a periodic
review of the patient’s continuing need for commitment is usually required. The
frequency of these reviews varies.

Commitment of Minors

Because the laws vary so widely, if you work with children and adolescents you
definitely need to familiarize yourself with your state’s provisions for the
“voluntary” hospitalization of minors. In some states the minor is given a degree
of veto power over “voluntary” admissions, in others parents can only commit a
child under a certain age voluntarily. In still other states, the minor and the
parent must sign the application for commitment. If the child refuses, the parents
must initiate involuntary commitment. Check your state law.

SUBSTANTIVE STANDARDS FOR LONG-TERM COMMITMENT

Commitment of the mentally ill has traditionally been justified as the exercise of
two of the state’s powers: 1.) parens patriae, which rests on the state’s interest in
caring for and protecting those who cannot care for themselves; and 2.) police
power, or the state’s power to protect its citizens from potential harm or danger
from others. At present, civil commitment laws have much more to do with police
power than parens patriae. The most common standards for civil commitment
are:

e Mental lliness: All states currently consider mental illness to be a
prerequisite of commitment. While some states delineate what specific
psychiatric disorders qualify, others are less clear. Most require that the
patient’s illness “substantially impair” her functioning to the point where
protection or care and treatment are required. Again, you need to familiarize
yourself with the state statutes.
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Dangerousness: Dangerousness to oneself or others is currently the most
common substantive ground for long-term commitment. Although states vary
as to the exact definition, danger to others is generally defined as risk of
substantial physical harm, or injury, to another person or persons. Some
states require that this danger be imminent, or immediate, while others go so
far as to demand that there be a judicial finding of an overt act that indicates
the danger.

Dangerousness to oneself is accepted in all states as grounds for
commitment, but while some may only require that you demonstrate an
individual's extreme neglect of his basic needs, others demand evidence that
the patient is “gravely disabled.” It is relatively safe to say that proof that a
patient is unable to provide for his own food, shelter, and clothing would
adequately define “dangerousness to self” anywhere in the United States.

In Need of Treatment: The commitment of a person because she is “in need
of care and treatment” rather than because of a perceived danger to herself
or others falls under the traditional parens patriae standard and is now much
less common. A number of courts have even questioned whether the
involuntary commitment of a nondangerous person is consistent with due
process. However, some states still specifically permit involuntary
commitment for this cause.

Additional Requirements: Several states apply additional standards for
involuntary commitment. Some states:

1. Require that a patient be advised of, and given the opportunity for,
voluntary commitment.

2. Condition involuntary commitment on a determination that the patient
is likely to benefit from the treatment he’ll receive as an impatient, or
that his disorder is at least susceptible to treatment.

3. Require that the person committed lack the capacity to make
reasoned treatment decisions for herself.

4. Require that the commitment in a hospital will be the “least restrictive
alternative” or “least restraint” that will meet a patient’s needs.

LIABILITY FOR WRONGFUL COMMITMENT

The most important safeguards for you in avoiding liability for a commitment

decision are to conscientiously abide by the commitment procedures mandated
by your state and to conduct adequate patient examinations. If you reasonably

follow the required procedures in good faith, chances diminish that a court will
find you liable for wrongful commitment.
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A number of courts have held that a psychiatrist participating in commitment
proceedings is immune from liability. They reason that the therapist is
performing a quasi-judicial function and, like a judge, should be able to make the
decision without fear of liability. In some jurisdictions, however, this immunity is
granted only if the psychiatrist and patient do not have a doctor-patient
relationship.

PRACTICAL POINTERS

e Be sure state commitment laws are known and correctly followed.

e Be familiar with the substantive criteria for commitment in your state, such
as the legal definitions of mentally ill and dangerousness.

e Always document that the patient refused voluntary commitment before
involuntary procedures were invoked.

e Be sure the decision to commit is made only after an adequate
examination or on the basis of compelling clinical evidence.

e Be especially circumspect in considering requests to commit made by a
third party.
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MEDICAL RECORDS

Keeping proper medical records is vital to the success of your practice and
essential if you should ever need to defend yourself against a malpractice suit.
In fact, the courts will view a carefully annotated treatment record as your
testimony, on your own behalf, that you practiced responsible medicine during
the course of the patient's treatment. See Appendix CC for an in-depth
discussion of documentation of psychotherapy.

KNOW YOUR STATE LAWS

Retain your records at least as long as you are required to by state law. Since
the requirement varies from state to state, you'll have to find this out when you
start your practice. It is also good to remember that there is generally no statute
of limitations on how much time can pass before a former patient or his family
can file a malpractice suit. If you've got a case that strikes you as problematic, it
might be good to hold on to your documentation even after you've met the state
requirement.

MAKE YOUR RECORD COMPLETE

Note: The Privacy Rule of Health Insurance Portability and Accountability Act
(HIPAA) establishes a more stringent level of confidentiality for Psychotherapy
Notes, which contain information other than that provided below, which is all
considered part of the patient’'s medical record. Psychotherapy notes, which
may deal with specifics of the patient’s life revealed in therapy, should be kept
on pages separate from the patient record, which the patient has the right to
access. See Chapter 41A for more information on HIPAA and the definition of
psychotherapy notes.

Although record-keeping procedures will vary in different practice settings, the
following should be included in all psychiatric records:

1. Name, address, and telephone number(s) of patient (and designated others
if the patient has granted appropriate authorization for you to communicate
with others)

2. Any signed informed consents for treatment and authorizations for release
of information to others, including managed care companies and third-party
payers

3. All pertinent medical history
4. Your initial assessment and subsequent reassessments of the patient’'s needs
5. The dates of service, as well as length of time and service provided
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6. Reports from psychological testing, physical examinations, laboratory data, etc.

7. Prescriptions or medications, adjustments to dosage, complaints about side
effects, etc.

8. Progress notes or other documentation that reflects a patient’s reaction to
treatment or the need to vary treatment. Any consultations with colleagues
about the patient

9. What actions you took and why, and what actions you considered but
rejected and why—especially with regard to serious situations such as
suicide, homicide, or transference problems

10. Copies of correspondence concerning the patient

11. A discharge summary, if relevant, including the patient’s status relative to
goal achievement, prognosis, and future treatment considerations

12. Documentation of the termination process

WHAT NOT TO INCLUDE

Just as it's important to include all the appropriate notations and documents in
your patients’ medical records, it's equally important to leave out the
inappropriate ones. Information about the patient’'s personal life that you might
want to make notes about to aid your memory as treatment continues would be
considered “psychotherapy notes” under HIPAA, and, if needed, should be kept
separately from the information in the medical record (see box above and
Chapter 41A). It's best to avoid personal criticisms of the patient, and to avoid
using the names of third parties—for example, the person with whom the patient
is having an affair.

DOCUMENT EXCEPTIONAL CIRCUMSTANCES

Be sure to document any circumstances that strike you as out of the norm. For
instance, if the patient balks at your treatment plan or if the spouse or parents of
a suicidal patient refuse to become involved in the patient’s treatment, you must
be sure to note these issues and file a detailed account of how you handled them.

KEEP YOUR RECORDS IN A SAFE PLACE

Records should be kept in a secure place, accessible only to those in your office
who have reason to need them and have been educated to comply with
confidentiality rules.. If you keep your records on a computer, they must be
password protected, and, as with paper files, only accessible to staff who are
compliant with confidentiality rules. Make sure your staff observes very strict
protocols in handling the files. Everyone in your office must understand the
necessity of confidentiality concerning patients and their records.
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ALTERING DOCUMENTS

In situations where you have a legitimate cause to alter a record—if a mistake
was made and needs to be rectified, for example—make sure you carefully date
the correction and note that you are correcting an error. Make your correction by
drawing a single-line through the wrong information and be sure to date and
initial the correction. Altering records to avoid looking bad in court after a case
has been brought can be fatal to your case. As we noted earlier, no records
should be destroyed before the time established by state law, and it's not a bad
idea to keep them beyond that if you think a question may arise sometime in the
future.
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CONDUCTING A PATIENT SATISFACTION SURVEY

As the healthcare field approaches a threshold for cost savings, there is more of a focus
on quality-based competition. Physicians and other providers are increasingly being
held accountable via performance assessments, of which patient satisfaction surveys
are a part. While many psychiatrists challenge the accuracy of these surveys since they
often see acutely ill patients, a portion of whom may 1.) have considerable negative
transference; 2.) be in treatment involuntarily; or 3.) be too ill to respond to such
surveys; managed care and other healthcare organizations continue to use patient
satisfaction surveys as part of their efforts to improve the quality of mental health
services.

Large group practices with managed care contracts can benefit from high performance
scores on satisfaction surveys. The results of the surveys can be used to market the
practice to providers and patients, and to negotiate entry to new provider panels.

Administering your own patient satisfaction surveys (see Appendix S for a sample
survey) can also help you attune your practice to the needs and opinions of your
patients. The best results on self-administered satisfaction surveys can be obtained by
following these recommendations:

1. Use a written, anonymous, one-page survey with graded responses that can be
computerized and analyzed quantitatively.

2. Distribute the surveys randomly; for example, at the end of five visits to every third
patient. The survey can be mailed to the patient's home with a friendly letter and a
self-addressed, prepaid envelope. This would be especially appropriate for patients
who are too busy to complete the survey in your office. However, be careful of
compromising confidentiality when sending survey information to patients’ homes.
Also, do not send mail-back surveys with bills. This could confuse your patients’
feelings about the practice with their feelings about financial payments. Some
psychiatrists solicit feedback from patients on the telephone, but this could take the
time away from your practice. If you are going to use more than one survey method,
be sure that the different methods are used simultaneously to get a fair
representation of your patients. You might also want to send surveys to referring
physicians to find out what the patients they referred have to say about your practice.

3. You can include the following elements in your patient satisfaction survey to help
your patients rate you, your practice, and your staff:
e Physician’s professional manner
e Physician’s knowledge
e Physician’s ability to explain and communicate
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« Physician’s understanding of the patient’s problems and feelings
o Perceived benefit from treatment

o Staff courteousness, friendliness, helpfulness, and efficiency

e Practice hours

e Accuracy of billing and payment

« Convenience of payment policy

« Comfort and cleanliness of office

e Adequacy of parking

e Waiting time in the office for an appointment

e Fees

o Patient’s age

« Number of times the patient has referred others to the practice

« Number of months or years the patient has been treated in this practice
« Likelihood of patient referring others to this practice in the future

4. Have the survey returned to a location other than the office and have someone other
than staff analyze the results to ensure objectivity.

5. Develop an internal report that addresses both positive and negative comments.
Focus on the complaints presented by more than one patient and develop a strategy
to address them.

6. Distribute the results of the survey to your patients along with concrete examples of
how you plan to address the problems they identified. For example, “Several
patients have indicated that they sometimes have difficulty getting through to the
office, so we are installing additional telephone lines.” By addressing negative
responses in this manner you can build confidence in your professionalism and
commitment to high-quality service.

7. Get the most mileage from a positive report. You can send it to third-party payers,
MCOs, primary care physicians, and even to your local media. This will lend
credibility to your practice and is an excellent marketing tool.

8. Allocate part of your marketing budget for patient satisfaction surveys and be sure to
allocate resources for developing, copying, and distributing the survey, as well as for
analyzing the survey’s results.
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DEFINING MANAGED CARE

THE MANAGED CARE ENVIRONMENT

In the traditional fee-for-service world of the past, the psychiatrist assessed a
patient’s need for psychiatric services, developed a treatment plan, and charged
a fee for the services provided to the patient. Insurance companies reimbursed
the cost of the treatment as long as the services provided were covered benefits
under the patient's health insurance plan and the patient was an eligible
beneficiary (i.e., covered under the plan). This world may still exist in some high-
end insurance plans.

As healthcare costs rose in the 1980s, however, managed care organizations
came into being as a way to control expenses while still providing necessary
care. Nowadays the vast majority of people are insured under some kind of
managed care plan, administered by a managed care organization (MCO). In the
days of fee-for-service medical insurance, the only managed care around took
the form of the staff-model health maintenance organization (HMO), but today
managed care comes in a variety of forms and combinations of those forms.

Some psychiatric services provided under managed care are covered under
mental health carve-outs, administered by separate managed behavioral health
organizations (MBHOs). The MBHO may function under an entirely different set
of procedures than the MCO that contracts with it has. This has become less
prevalent in the past few years, and now many insurers have been moving away
from these carve-outs and are administering their mental health benefits in
house. This is sometimes referred to as carving in the mental health benefit.

It is important to understand that the economic concerns of the purchasers of
health insurance, primarily employers, are usually the force that determines how
managed care plans are structured. Plans are restricted to fit what employers
are willing or able to pay for.

MANAGED CARE MODELS

There are several basic models for managed care, and there are many
combinations and variations of these models in effect today. The basic forms of
managed care are distinguished primarily by their restrictiveness—both for the
patient and for the psychiatrist.
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Preferred Provider Organizations

Preferred provider organizations (PPOs) use a restricted network of clinicians
who have agreed to provide services at reduced rates, and may require
preauthorization for care as well as other utilization management. The rate
reductions generally take the form of a predetermined fee schedule or discounts
on usual and customary fees. (The discounts average approximately 30 percent
of the usual rate.) PPOs provide incentives for beneficiaries to use participating
providers. When they see a member of the PPO they generally just have to pay a
low co-pay; when they go to a physician outside the PPO, or out of network, they
are only reimbursed for a percentage of the physician’s undiscounted fee, and
there is usually a deductible that must be reached before this reimbursement
kicks in.

Health Maintenance Organizations

Health maintenance organizations (HMOs) are often described as “prepaid
health plans.” Historically the most restrictive of managed care models (and also
the earliest model), HMOs usually require a referral from a primary care
physician for any specialty care and mandate that patients use only a specific
network of clinicians. The most common types of HMOs are staff-model HMOs
and IPAs (independent physician associations). Physicians in staff-model HMOs
are on salary. IPAs are physician-controlled groups that provide services to
HMO members. The physicians retain their separate practices, but function as a
group for the purpose of providing care to the HMO members. IPA members are
paid on a capitated basis. Typically, there is no benefit payment if a patient
chooses a non-HMO psychiatrist, except in emergencies. Times are changing,
though, and many HMOs are now beginning to offer point-of-service options.

Point-of-Service Plans

Point-of-service (POS) plans are a hybrid of the HMO and PPO models. This is
currently becoming the most popular form of coverage. POS plans usually have
the core characteristics of HMOs, including utilization management and
preauthorization requirements; a restricted network of clinicians; a primary care
gatekeeper; and fixed-dollar copayments. However, a POS plan also includes an
“out-of-network” benefit that operates like a PPO. A POS plan allows a patient to
choose a nonparticipating psychiatrist and provides a reduced level of benefits
for such services. Because of the difference in benefit levels and coinsurance
requirements, patients have a strong incentive to choose psychiatrists within the
network.
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Managed Indemnity or Managed Fee-for-Service Programs

The managed indemnity, or managed fee-for-service, program is the least
restrictive managed care model, but it generally still requires preauthorization for
some or all procedures and treatment settings (e.g., inpatient admission). If not
combined with some other kind of managed care program that limits access to
certain providers, patients are generally. able to choose any psychiatrist as long
as the treatment is preauthorized. The amount of services is restricted only by
the limits stated in the benefit plan document.

Provider Sponsored Organizations (PSOSs)

These provider groups, PSOs, are usually regional associations that include
health systems as well as individual physicians and other healthcare providers
and provide integrated care. They may be both the insurers and providers of
health services, and often use case managers to facilitate care. PSOs often
provide healthcare for government-sponsored programs such as Medicaid and
Medicare.

These managed care models and all their variations and combinations may be
used by commercial healthcare insurance companies and for government
sponsored programs such as Medicare, Medicaid, and workers’ compensation.
They may also be used by disability carriers.

EMERGING MCO STRATEGIES

As managed care evolves, and with the recent move toward healthcare reform

and integrated care, many of the plans are implementing, or considering

implementing, different strategies. There are currently a number of proposed
models of payment reform, some of which are being tested in pilot/demonstration
projects being carried out by both commercial and private payers. These include:

o The development of disease management models to assist physicians in
organizing their delivery of care to certain disease populations. These may
include rating scales, protocols, follow-up plans, and telephonic case
consultation.

o Pay for performance—This is still an emerging idea, but MCOs (following
the example of Medicare) are studying how to obtain data to reward quality
care.

o Blended payment system—this has 3 components: 1.) fee for service
based on the Medicare fee system; 2.) a per patient management fee; and
3.) pay for performance.

o Accountable Care Organizations (ACOs) — A group of providers agree to
take responsibility for the delivery of comprehensive care to a population of
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patients and accept a negotiated global payment in return. This is a new
idea, and is currently being tried by Medicare.

o Risk-adjusted comprehensive payment bonus — Under this concept,
reimbursement is offered for comprehensive, individualized service, and
coordination of care. This is done through a risk adjusted yearly payment
per patient per month for all physician and team services. Bonuses are
given for positive outcomes.

o Preferred, or select, panels, which may be selected based on performance
measures or special expertise (e.g., experience in the treatment of eating
disorders).

o Evidence-informed case rate — This model establishes payments for the
treatment of specific chronic conditions based on th total cost of services
that are needed to treat the conditions using evidence-based practice
guidelines. Bonuses are paid for avoiding potential complications and a
severity adjustment is included.

o Pay for the episode of care—This is similar to what’'s done for inpatient
care with DRGs (diagnostic related groups). The physician contracts for a
flat fee to care for an episode of care such as psychosis.

EVALUATING MCOs and MBHOs

Some mental health services are provided by managed behavioral health
organizations (MBHOs) with whom MCOs contract for their members’ mental
health care. An MBHO is just an MCO that only deals with mental health care—
that administers the mental health services that have been “carved out” of the
MCOs complete healthcare policy that it sells to purchasers. As a psychiatrist
you may be contracting with the MBHO carveout rather than with the MCO.

Clearly, not all managed care organizations are alike. Each establishes its own
policies and procedures. Each develops a set of practice guidelines. Each has
its own policies regarding appeals. Each has a separate contract with providers,
and providers may find that the MCOs also have separate contracts with
individual employers, which define patient benefits.

The following questions may help you to evaluate whether or not you wish to join
a particular MCO or MBHO network:

1. Is the MCO or MBHO financially solvent? Financial problems within the
could mean your bills won't be paid on time—if at all. Ask to see recent
reports, budgets, and audited financial statements. Check to see if the
company has at least a B+ rating with A.M. Best (www.ambest.com).
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2. What is the administrative structure of the MCO or MBHO? Find out who the
medical director is, or who is in charge of mental health benefits, and how he
or she fits into the chain of command.

3. The MCO or MBHO should have written policies and procedures for
grievances, appeals, utilization review, selection and credentialling criteria,
claims filing, and payments. These are usually contained in the provider
handbook. You should have a copy of this that you've read carefully before
you sign any contract.

4. What is the MCO or MBHQO'’s payment structure and what CPT codes does it
cover? Be sure you get a copy of the fee schedule and which codes they will
pay psychiatrists for. Some MCOs and MBHOs will not pay psychiatrists for
evaluation and management codes, even though it is appropriate for
psychiatrist to use these codes in noting the care they provided. Begin here

5. What practice guidelines does the MCO or MBHO use? Any practice
guidelines should be compatible with the guidelines developed by the APA
(see Chapter 39).

6. Which employers in your locale contract with the MBHO and how many
potential patients do they represent?

7. How does the MBHO market itself?

8. With which hospitals does the MBHO contract? Are you required to have
admitting privileges at them?

9. What is the annual disenrollment rate of providers? Can the MBHO
terminate you without a statement of cause?

10. Is the MBHO accredited by external organizations, such as the National
Committee for Quality Assurance (NCQA)?
11. Is the MBHO insured, and what are the limits of the insurance?

Requesting answers to these questions not only allows you to make an informed
decision as to whether to join the MBHO'’s network, it also allows you to establish
a relationship with the MBHOQO's staff to see how you would feel about working
with them on a regular basis.

MCO ACCREDITATION

The National Committee on Quality Assurance (NCQA) began accrediting
managed care organizations in 1991 and began accrediting managed behavioral
healthcare organizations in 1997. NCQA currently reviews and scores plans
against more than sixty different standards.

As of June 21, 2010, thirty-two MBHOs had received full NCQA accreditation,
good for three years; and several others have reviews scheduled or in progress.
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If you visit the NCQA website (http://hprc.ncga.org/mbho/) you can find the most
current information about which organizations have been accredited and which
are in the process.

NCQA also developed a set of performance measures that can be used to
compare health plans, the Health Plan Employer Data and Information Set
(HEDIS). To learn more about NCQA in general, visit their website,
www.ncga.org.

APA PRINCIPLES FOR MBHOs

In September 1997, the APA approved a set of “General Principles for the
Operation of Managed Mental Health and Substance Abuse Organizations,”
which is included in Appendix U.
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27
GETTING ON MANAGED CARE PANELS.

Since most Americans now receive their mental health services through
managed care systems, you’ll probably want to consider providing care in a way
that makes your practice as appealing as possible to MCOs (managed care
organizations). The principle of parsimony, that each patient should receive the
least expensive treatment at the lowest level of care that will allow a return to
health and function, is operational in all managed care settings. This does not
mean that patients will receive inadequate care.

There are six core skill sets, with individual skills within each set, that are
essential for a modern behavioral practice that will meet the needs of your
patients and be compatible with managed care.

| CLINICAL CARE SKILLS

e Provide problem-oriented, goal-focussed treatment. Target symptoms
need to be identified and a treatment focus developed, and then the two must
be melded into treatment goals. The episode of care is complete when the
treatment goals have been met.

e Develop realistic treatment plans. These plans should aim to return the
patient to adequate health and functioning rather than be concerned with
underlying disorders.

e Use group and other treatment modalities. Groups can be valuable for
patients dealing with specific issues such a bereavement, parenting, or
anxiety; time-limited, educational groups can help patients build the skills they
need; and open-ended groups can help patients with chronic, recurrent, and
character disorders.

e Offer couples and family systems interventions. These interventions can
maximize change. If more than one person is involved with a problem, all of
them should be treated.

e Organize patient care around practice guidelines and preferred
practices. Evidence-based practice guidelines can serve as reliable
roadmaps for how patient care should proceed (see Chapter 39).

" This chapter is based on an article by Robert K. Schreter, M.D. that appeared in the May 1997
issue of Psychiatric Services. The principles espoused in it still hold true, 13 years later.
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Make appropriate use of inpatient services. Hospitalization should be
used only for stabilization and patient safety. Patients are discharged into
lower levels of care or back into the community as soon as possible.

CLINICAL MANAGEMENT SKILLS

Utilize services at the appropriate level of intensity at the appropriate
level of care. There is now a continuum of care that allows patients be
placed in the least intensive situation appropriate to their level of illness.

Coordinate care with primary and other healthcare practitioners. Close
coordination will amplify the “behavioral offset,” the decrease in the cost of
medical-surgical care for patients who've been successfully treated for mental
health and substance abuse problems.

Facilitate the case management process. Case managers contribute to
the treatment process by linking providers, integrating treatment plans, and
linking patients to community resources.

Deal realistically with personality disorders in a managed care context.
Patients with personality disorders must be identified and treatment
approaches developed to meet their needs. There must be easy access for
entry and re-entry to keep crises from snowballing. Treatment plans should
include alternative interventions when appropriate (i.e., community-based
self-help programs, groups, etc).

Refer to community-based service alternatives when appropriate.

Organize clinical and management services with the goal of continuous
guality improvement. Institute quality assurance programs that monitor
identifying indicators to be sure the highest quality of care is being offered.

CLINICAL KNOWLEDGE

Understand the impact of time limits on care. Mental health care is
coming to resemble primary care. Treatment concludes when the presenting
symptoms resolve, so although each episode of care may be short, the
treatment relationship may continue over a long period of time.

Know and use preventive strategies. If patients can be treated at the early
stages of disorders, a less intense level of care is needed.

Master the principles of psychopharmacology appropriate to your
discipline.  Psychiatrists should be able to integrate their medication
management into treatments provided by others.
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e Organize treatment interventions around research into efficacy and
outcomes. Clinicians must base their treatment on scientifically valid
evidence.

IV_SKILLS WITH SPECIAL POPULATIONS

e Differentiate substance abuse from mental health problems before
initiating treatment. Diagnosis of a substance use disorder demands a
referral for treatment of that disorder, alone or as part of an integrated
treatment that addresses the substance abuse along with concurrent
psychiatric disorders.

e Provide care for traditionally underserved populations including
children, adolescents, the elderly, and the disabled.

e Develop programs for special populations and patients with special
needs. Programs should address the specific needs of the population to be
served. Groups with a high incidence of AIDS or high levels of physical or
substance abuse require different clinical programs.

e Work effectively with employee assistance programs (EAPs). A great
deal of behavioral healthcare is currently being delivered through these
programs.

e Understand disability, worker’s compensation, and other workplace
issues. Clinicians should anticipate an integration of employee’s healthcare
and disability insurance.

V_ADMINISTRATIVE COMPETENCE

e Document care effectively, being responsive to the needs of MCOs.
Every provider group and MCO should have a prototype medical record to
serve as a template for its providers. This should be viewed as an essential
tool for treatment, risk management, and quality assurance. It also means you
will be able to document more efficiently.

e Conform to administrative guidelines and procedures.  Although
administrative and billing procedures may seem like annoying and
unnecessary burdens, failure to comply with them results in delays, denials of
claims, and duplication of administrative services. Noncompliance not only
puts your patients at risk, it is one of the leading causes of decertification from
provider networks.
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Vi

Understand the meaning and implications of the benefit plan.
Psychiatrists need to understand each patient's benefit plan and organize
treatment within its offerings and limitations.

Understand the meaning and implications of medical necessity.
Psychiatrists need to organize their treatment plans around the published
criteria that define medical necessity.

ETHICAL CARE MANAGEMENT

Manage care, not dollars. Care management must focus on providing
interventions that offer patients the greatest return for the resources invested.
Psychiatrists must become familiar with the continuum of care available to
their patients.

In any conflict of interest, the patient comes first.

Always advocate in the patient’s best interest. This is the cornerstone of
ethical care management, but it must not be viewed as being synonymous
with declaring war on managed care practices. Patient advocacy requires
flexibility and creative treatment planning as well as the willingness to initiate
formal appeals when all else falils.

Don’t do anything you'd be embarrassed to have to explain publicly.
And conversely, don't fail to do anything if it would be embarrassing to explain
why you didn’t do it.
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28
REVIEWING AND NEGOTIATING CONTRACTS

The terms of your contract with an insurer, or managed care organization (MCO),
can affect many aspects of a psychiatric practice, from how much you are paid to
which services you are permitted to provide and how you are expected to provide
them. It's vital that you take the time to thoroughly read any contract you sign
onto. You cannot just take the word of a colleague who says he signed a
contract with the same company, the terms were good, and his lawyer said it was
fine.

Each contract is different — even from the same company. For example, an
insurance company’s contract with a specific employer may change the insurer’s
basic contract, or a contract with one physician may be written at a different time
under different circumstances than the contract a second physician receives. It is
also a mistake to assume that a renewal contract is the same as the one
received “last year.” Often it is not.

As insurers and psychiatrists have become more sophisticated about working in
a managed care environment, contracts have become more sophisticated and
more complex as well. Companies may include important contract features in
appendixes, addendums, or in “attachments” such as provider manuals, which, if
you’re not careful, you may be unaware of until too late. You must be certain to
obtain all documents referenced in a contract and to review them before entering
into any contractual agreement. If there is any element you do not understand in
the contract, do not sign until it is explained to you and you are clear that
element is something you can comply with.

Although in the 1990s insurers, or managed care organizations (MCOs),
sometimes used risk-based contracts, which transferred the risk of expensive
patient care to the physician through capitation or case rates, over the years this
practice has by and large been abandoned.

Now most contracts stipulate the fees that will be paid to in-network physicians
for specific procedure (CPT) codes and which physicians will be paid for which
CPT codes. For instance, some insurers will only pay psychiatrists for the
psychiatry CPT codes (the 908xx series) even though it is just as appropriate for
psychiatrists to use the evaluation and management (E/M) codes (the 992xx
series) when they do evaluations and medical management of patients.

Contracts may also stipulate the physician’s status with the insurer in various
settings. Some contracts provide that an in-network psychiatrist is in-network at
every place of service, others may just be for a specific setting. This is an issue
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that has proved problematic for some psychiatrists who practice in clinics where
many forms of insurance are accepted, but who choose to have simultaneous
private practices where they do not accept insurance. If the clinic’s contract with
an insurer says it covers the psychiatrist in all settings, then if the psychiatrist
sees a patient who has that insurance in her private practice, she will be an in-
network provider there as well, and will only be paid the in-network fees
negotiated under the clinic contract.

Even if the clinic’s contract with the insurer does not state that all places of
service are covered, a psychiatrist wishing to be considered out-of-network in
another setting will have to notify the insurer in writing of his desire to have a
different status in that setting.

Because many insurance companies are having trouble maintaining enough
psychiatrists in their networks to meet their enrollees’ needs, they may make it
difficult for psychiatrists to sever their relationship. The APA’s Managed Care
Help Line has received calls from members who were unable to get out of their
contracts for months and months because the insurer maintained they hadn’t
received faxes or e-mails that the doctors had used to convey their change in
status. We recommend that any notifications about a change in status with an
insurer be done in writing and be sent by registered mail, return receipt
requested. This way you will have a record of the company’s having received
your request.

CONTRACT CLAUSES/TERMS YOU NEED TO KNOW

The following are some of the more important clauses that may be found in
insurer’s contracts.

Fee Schedule

Be sure to find out what you’re going to be paid and which codes you’re allowed
to bill for before you sign any contract. This is most likely incorporated as an
appendix or addendum to the contract.

“Most Favored Nation, ” or Comparable Provider Rate Clauses

In some situations you may encounter a contract with a “most favored nation”
clause or comparable provider rate clause, which requires the physician to notify
the MCO if you agree to accept a lower pay rate from another insurer. The net
effect of this kind of clause is to guarantee the insurance company the lowest
price you are willing to accept from any private payer. Whenever possible, this
kind of clause should be negotiated out of the contract.
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Utilization Management Requirements

You should know what prior authorization/precertification protocols you will have
to comply with as well as what criteria the insurer uses to determine medical
necessity. You also need to understand what retrospective review/audit
requirements will apply. This information is also most likely to be found in an
appendix or addendum to the actual contract.

Medical Records Disclosure Obligations

Be sure you understand what the requirements are under the contract for
medical records disclosure and what the confidentiality provisions are. You don'’t
want to be contractually bound to provide medical information that is potentially
in conflict with other legal obligations.

Purchased Network Provision

When a network is permitted to sell or transfer its network to another so that you
might find yourself in-network for a plan you never even heard of, and they may
even be offering you a lower rate than you negotiated with the original network
you contracted with. Be aware of the danger of signing a contract with this kind
of clause.

All Products Provisions

These provisions mandate that the psychiatrist participate in all products that the
MCO offers (current and future) on whatever terms the plan dictates. You don’t
want to sign on to anything that’s not specifically defined in the contract. Several
states have legislation limiting the use of these provisions.

Evergreen Renewals

An evergreen clause allows the insurer to automatically renew your contract
without giving you an opportunity to renegotiate terms. Unless the contract
provides for amendment of its terms by either party, the terms negotiated for the
initial term of the contract will remain in effect throughout each renewal. If
possible, you should try to negotiate inclusion-of-amendment provisions in the
contract.

Gag Clauses/No Disparagement Clauses

Some contracts contain provisions that prohibit a psychiatrist from making any
negative comments about the company or from advising a patient that another
plan might be better. Other banned topics may include non-covered treatment
options, financial incentives, or adverse plan decisions— any of which may put
you in an ethically dicey situation.

Gag clauses may also be a hindrance later, especially if you need to appeal a
reimbursement denial. Even apart from the appeals process, gag clauses
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should be viewed with extreme caution, since they can greatly affect your ability
to advocate for your patient.

Note that many states now have laws that prohibit these clauses.

Incorporation by Reference

These clauses state that documents, such as the provider manual, practice
guidelines, and level-of-care criteria, are automatically incorporated in the
contractual agreement by reference. Make sure that you have thoroughly
reviewed all materials mentioned in the contract.

Indemnification and “Hold-Harmless” Clauses

Some contracts require that the psychiatrist hold the insurer harmless and
indemnify the plan for any claims made against it. You should attempt to have
these types of clauses deleted. If this cannot be done, you might ask the insurer
to substitute language such as, “[Name of insurer] shall be solely responsible for
its own acts and decisions concerning this contract, and the psychiatrist shall be
solely responsible for his or her own acts and decisions concerning this
contract.” Your malpractice carrier should be able to advise you about this.

Psychiatrists should also be aware that there is another type of hold-harmless
language, which may be required in certain contracts by federal or state law, that
does not implicate their malpractice insurance coverage. An example of this is
the following:
Provider shall hold harmless and indemnify Members against non-
payment by any Payer for any reason, including but not limited to,
insolvency or breach of this Agreement. This provision shall not prohibit
Provider from collecting any applicable co-insurance or deductibles in
accordance with Member’s contract with Payer.

No-Cause Termination Provisions

If your contract contains termination-without-cause provisions, make sure that
the clause is mutual, allowing both you and the insurance company the option to
terminate the contract at any time with prior notice (usually sixty to ninety days).
You should ask about any appeals processes that may exist, so you are familiar
with the process if the company terminates you without cause.

Severability Clauses

Contrary to popular opinion, one illegal or unenforceable section does not
necessarily nullfy an entire contract. It is increasingly common to see
“severability” clauses (which say that if one clause in the contract is
unenforceable, the rest of the contract remains binding) combined with “change
of law” provisions that allow the parties to renegotiate or restructure certain
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aspects of a contract affected by changes in laws, regulations, or court
interpretations.

ADDITIONAL TIPS

¢ Review the contract for any billing and balance billing provisions that restrict
your ability to bill patients.

e Review credentialing requirements. Personal information, such as medical
history, may be unwarranted if it does not currently affect your ability to
practice medicine.

e Study the confidentiality terms in the contract; federal and state laws
supersede contractual requirements.

e Study utilization review requirements to learn procedures for prior
authorization, concurrent review, retrospective review, use of formulary
restrictions, access to physician reviewers, and appeal mechanisms. These
topics are frequently covered in the provider manual, which you should review
before the execution of a contract.

e Be aware that contracts give insurers have the right to conduct quality
assurance audits. This is standard, and if you do appropriate documentation,
will not create any problems for you.

e Pay attention to how the insurer will authorize services in an emergency.
Most companies have a utilization management process in place that can
authorize emergency services at any time, but the flexibility of the
authorization process varies. Ask detailed questions about the process
before signing a contract.

e Know when your current contract expires and consider renegotiating if you
feel you are not being adequately compensated. You have nothing to lose.

ASK QUESTIONS AND NEGOTIATE

Contract negotiation may be possible, especially these days when there is such
a shortage of psychiatrists on insurance panels. If you cannot negotiate, be sure
to ask questions on the above and any other issues that arise from reviewing the
contract to make sure you are not entering into a contract that you can’t live with.

ENSURE THAT ALL REPRESENTATIONS ARE IN WRITING

You should obtain any changes or clarifications to the terms of the contract on
the body of the contract itself. = Any additional clarifications made by
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representatives of the insurance company that do not agree with the contract
should be incorporated in an amendment that conforms to the contractual
requirements.

IN CONCLUSION

It is very important that psychiatrists review every aspect of a contract before
signing the document. This includes all attachments. Always check with your
malpractice carrier to make sure nothing in the contract conflicts with their policy.
And always check with your lawyer. Each psychiatrist’s situation is unique, and
no one “model” contract can protect all of them equally. Don’t sign any contract
until you’re sure you thoroughly understand what you're agreeing to.

The AMA has created a detailed model managed care contract, with annotations
that explain the reasons for including its various components. In an ideal world,
this is the contract you'd be presented with when you join an insurance network.
Reviewing this document will give you a very clear idea of what the various parts
of a contract mean and what you should look out for. The model contract is
available on the AMA website at http://www.ama-assn.org/amai/pub/upload/
mm/368/mmcc 4th ed.pdf.
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2
NEGOTIATING AN EMPLOYMENT CONTRACT

After you've gone through all the steps described in Chapter 1 and have made a
decision about where you want to work and who you want to work with, you'll
need to negotiate a contract for your employment. Even though we recommend
that you have a lawyer with a background in healthcare law review any contract
before you sign it, it is best if you can do your own negotiating. If your lawyer
takes too active a role in your contract negotiations, this can sometimes under-
mine the trust you want to build with your future employers and/or colleagues.

CONTRACT NEGOTIATIONS

The amount of room for negotiation will vary from employer to employer.
Generally speaking, the larger the organization, the more structured the compen-
sation package and the less flexible they are in their negotiations. The same is
usually true for nonprofit or publicly funded organizations. Decide what you are
willing to accept and what you are willing to live without and do not share this
information with anyone. Be prepared to turn down offers that don’t meet your
needs (having more than one offer helps). However, if you find a situation you
feel you'd really like to work in, you should be willing to give a little. Perhaps
you're not being offered one thing you thought you really needed, but you're
being offered something else you hadn’t even taken into consideration. You will
be better prepared to evaluate an offer if you've done your homework. Informa-
tion you've gathered on current trends (including average earnings), the local
economy, and the cost of living will make this process much easier (see Chapter
1 for sources of this information). Remember, no one expects you to accept a
contract exactly as it's written. There’s always room for some negotiation.

BEFORE SIGNING A CONTRACT

The following issues should be dealt with in any contract you sign:

e Compensation — Don’t be surprised if the first-year compensation you're
offered is lower than the median you learned in your research. If the practice
has some kind of bonus policy, it's probably calculated on a productivity
basis. If the job does have a productivity-based bonus package your contract
should have provisions allowing you access to the information that's used to
make the bonus calculations.

e Noncompete Clauses — It is very likely that your contract will contain one of
these clauses. You'll want to examine how long it lasts and how wide the
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area is that it refers to. A noncompete clause that lasts for a year and
extends between five and ten miles should be considered reasonable.
However, the concept of what's reasonable depends on many factors. If you
are being recruited into an area that currently has no psychiatrists, it may be
reasonable for your employer to want you to stay out of their market area if
you leave their employ--even if that area extends for fifty miles. This part of
your contract may take a lot of negotiating.

Termination Provisions — You'll want to pay careful attention to how and
when the employment relationship can be terminated. These provisions can
include just about anything. Clearly, if you lose your medical license you can
expect your contract to be terminated, but a contract might also state that it
can be terminated if you fail to obtain board certification or are denied staff
privileges at a particular hospital. If the contract states that you can be
terminated “for cause,” try to get the employer to specify the events that
would constitute "cause.” You don’t want to sign a contract that allows for
termination without cause unless you have the right to terminate without
cause as well. Each party should be required to give at least ninety days
notice if such a clause is included in the contract.

Equity Ownership — If there’s any possibility of a practice buy-in, or equity
ownership, this should be addressed in the contract in some way. You should
be given an idea of when you might be eligible for consideration to become an
owner (the average is usually three years) and some idea as to the amount of
the buy-in price and how it is to be paid. You can’t expect much of a commit-
ment in this area, since the practice barely knows you at this point and it's
unclear how things will work out. The best you can hope for is to have some
parameters set down on how long it will take and how much it will cost.

Other Provisions — The employer typically pays for your malpractice
insurance. However this works, it should be specified in your contract. The
contract should also define the fringe benefits you're entitled to. If it's not
included, you might want to negotiate an allowance for continuing medical
education (CME) and some time off to accomplish it. You should also try to get
any issues like how often you are expected to be “on call’ defined in the
contract.

HAVE A LAWYER REVIEW THE CONTRACT

A contract is a legal document. As stated in the first paragraph, we recommend
that you have a lawyer with experience in healthcare issues review any contract
and explain to you exactly what each paragraph means before you sign it. There
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may be some issues lurking in the text that you are not aware of, and that could
cause you trouble down the line.

The APA Legal Consultation Plan provides contract reviews for a reasonable fee:
call 888-357-7924 or 703-907-7300 for more information. Or contact your APA
District Branch or the local branch of the AMA or American Bar Association
(ABA) for referrals in your area.
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30
GETTING PAID

A common complaint from psychiatrists is that managed care companies
(MCOs) are slow to pay their claims or don’'t pay them at all. The following
suggestions will increase the likelihood of having your claims paid quickly and
correctly. They will help you avoid the common mistakes that cause claims to be
denied, delayed due to rerouting, or even misdirected and lost.

AUTHORIZATION NUMBERS

Since some contracts leave the ultimate responsibility for preauthorizations with
the physician rather than with the patient or the MCO, and since it is always the
physician’s responsibility to verify that the preauthorization process has
been completed, you might just want to do the authorizations yourself for all
your patients. This way you’ll know you are getting the correct information, and it
is more likely you'll be reimbursed properly, because, should you treat a patient
who has failed to register care, you will not be able to collect payment from the
patient’s insurance carrier (or the carrier might pay at a very low “noncompliance”
rate). If you are an in-network provider, you will have to write off the expense,
and the patient will be held harmless.

If, for whatever reason, you feel it is not possible for your office to do
preauthorizations for your patients, then just be sure to always ask your patient
for an authorization number before you make an appointment. The patient may
not have one when she first calls, but you can request that she call back with
one. Usually, if a patient can supply the physician’s name when she calls the
MCO to register care, the MCO will assign an authorization number. Frequently,
however, the patient calls the MCO for a referral, in which case the names of
several physicians may be given, and authorization will not be assigned until the
patient informs the MCO of her final selection. It is not uncommon for denial of
payment to be attributed to “No Preauthorization” even after the patient has told
the practitioner that the treatment was “preauthorized.” This occurs because
although the MCO gave the patient the referral, she failed to report back to them
with the name of the doctor she selected and so did not get an authorization
number.

INTAKE INFORMATION

Poor intake information, such as incomplete or incorrect insurance information,
probably accounts for more lost revenue than all other causes combined. When
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a payer receives a claim without sufficient carrier, plan, or employer information,
it is likely to be put aside in a “look-up” pile.

These claims are not considered priority items; “clean” claims are always
processed first. Incomplete or incorrect claims will be researched, not by a
processor, but by a clerical employee who may, for example, have difficulty
connecting the patient to the insured party. These searches are frequently
fruitless, and, when that is the case, the claim is typically returned to the
physician. When the patient can be correctly identified, the claim is returned to
the processing cycle. This additional processing can add days, or even weeks,
to the turnaround time.

The importance of thorough record keeping--starting with making and filing a
copy of the patient's insurance card on the first visit and any time there is a
change in insurance--cannot be overstated. Key questions to ask on the first
visit are:

e Is the patient the insured or a dependent?

e |sthere a secondary carrier?

e Who is the secondary carrier? (If there is a secondary carrier, call the
carrier to confirm primary versus secondary coverage because there
is substantial variance in companies' rules.)

e Whose name is the secondary insurance in? If it's different than the
primary policy, be sure to get the insured’s name, birth date, social
security number, and the name of the insured’s employer.

e Has the care been preauthorized by the secondary carrier? Is it
necessary to authorize care through the secondary carrier? Know
your plan, and if you do need authorization, be sure to get the name
and phone number of the person who grants the authorization.

Get current correct addresses for the insured and the patient, birthdates, and
clarification of anything on the insurance card that is unclear. All the intake

information is necessary to create a clean, complete claim.

It probably makes sense to ask if there have been any changes in the patient’s
insurance status at each appointment.

ELIGIBILITY AND BENEFITS

Collecting the patient's coinsurance at the time of service can save a lot of
trouble later on. Always call the number on your patient’s insurance card to verify
eligibility and benefits. In addition to confirming copay and/or coinsurance
information, ask for calendar-year maximums, lifetime maximums, plan
exclusions, deductibles, out-of-pocket maximum, and timely filing limits. If your

June 2010 - Office of Healthcare Systems and Financing 30.2



patient has a tiered benefit (e.g., visits 1 through 5 at $10 copay and visits 6
through 20 at $25 copay), determine how much of the patient’s benefit has been
used so far. Remember that the patient's first visit to your office may not be his
first visit of the year. It is possible that the MCO authorizes care based solely on
medical necessity, irrespective of the patient's eligibility and benefits. An
authorization is not a guarantee of coverage.

It is important to remember that most MCO/payer contracts state that when a
member becomes ineligible, the payer ceases to be responsible financially or
otherwise (even if they told you on the phone that they still insured the patient).
What this means is that even though you verify a patient’s benefits, the MCO can
come back to you in a year with the information that, in fact, that person was
ineligible on the date you verified and the insurer wants you to pay them back.
Because of this, you always want to make it clear to your patient from the outset
that he or his guarantor is responsible for payment when coverage stops.

CERTIFIED CARE

Claims are often denied because the services charged do not precisely match
the services that were authorized. Automated claim processing systems, in
widespread use today, have decreased the claim turnaround time, but at the cost
of a human being able to make a decision based on good judgment. A change
in the level of care your patient requires or in the frequency of visits can often
result in denied charges. This is why it is very important to be in communication
with the MCO. Always call the MCO before changing the type of service
provided.

In some cases, a phone call to the MCO before the submission of the claim is all
that is needed. However, some MCOs may require you to submit an updated
treatment plan. Familiarize yourself with the MCQO'’s requirements and know your
contract.

SUBMIT A “CLEAN” CLAIM

Using the standard CMS 1500 form, a sample of which can be downloaded off
the Centers for Medicare and Medicaid (CMS) website
(http://www.cms.hhs.gov/cmsforms/downloads/CMS1500805.pdf), will go a long
way toward preventing missed charges or misread claims. The actual forms can
ordered online from a variety of sources, including online from the Government
Printing Office at http://bookstore.gpo.gov. Computer programs are also
available to print these automatically from your billing office. If you do not have
such a program, you can increase office efficiency by entering all the intake
information in the “Patient” and “Insured” information sections on an original
form, which can be permanently stored in the patient's file. Use this form to make
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copies, as needed, so that the additional information relevant to a visit can be
entered each time a new claim is submitted. Always make sure the information
about the patient, the insured, and the plan is complete and correct on this form
because, as we noted above, unidentified claims can take months to process or
may just disappear. The physician information must still be completed for each
claim submitted, or your superbill can be stapled to the copy of the CMS form.
Adherence to the following guidelines will ensure that your claim is processed

with maximum efficiency:

e List only one charge on a line; date-spanned or combined charges are
frequently missed.

e Clearly mark corrected claims as such; automated processing
programs may interpret a claim with the same date of service as a
duplicate charge.

e Explain codes that may have more than one meaning and indicate
length of the visit (e.g., CPT 90841 - 60 minutes, 75 minutes, etc.).

e Supply the name and address of the facility where the services were
rendered in addition to your billing address.

FOLLOW UP

The turn-around time for claims payment varies greatly among plans. If you have
been waiting longer than usual for payment, call the MCO to inquire about the
status of the claim. Be sure to have all pertinent information available when you
call.

Many states have statutes that allow charging interests for late payments by an
insurer. Find out about your state laws and charge any interest you are due.

IF YOU DON'T GET PAID

If you notice a pattern of slow payment or nonpayment, you might consider
taking these steps:

Develop a Paper Trail

Try to find someone in the company who can get claims paid. If the person you
first make contact with can’t help you, you might want to write the medical
director’s office to report your problem and request immediate resolution. If you
fail to get the help you need, write the chief executive officer and register an
official complaint. Send a copy of your correspondence to any or all on the
following list. But first learn who the key players are in your state and whose
support you can count on.
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e State Insurance Commissioner — Some commissioners are actively
involved in taking complaints about fraudulent insurance practices from
both physicians and consumers; others may take complaints only from
consumers. If the commissioner’s office can’'t help you, you can contact
the state’s department of health or department of labor.

e Attorney General — If your attorney general is especially active on
healthcare issues, write him or her directly.

e APA District Branch — Your District Branch (DB) can be an important
source of information on MCO activity in your area, and the legislative
representative will be able to tell you the status of recent legislation.

e Consumer Advocacy Groups — Patients can register complaints with
local chapters of Mental Health America (call (800) 969-6642 for local
phone numbers) and NAMI (call NAMI's Helpline at (800) 950-NAMI for
local phone numbers of chapters and affiliates).

e The Media — Many local television stations in large cities have a
consumer advocacy segment, and the media have been particularly
interested in healthcare issues.

e Congressional Representatives — A sympathetic member of Congress
can be very effective in negotiating on your behalf.

If you find that you’re still having trouble getting paid, call the APA’'s Managed
Care Help Line, 800-343-4671, for assistance.

Stay Informed.

Information is power. The APA’s “Member2Member” listserv is an excellent way
to find out how your colleagues have handled these problems. If you wish to
join, send an e-mail to Webmaster@psych.org with the following information:
name, member ID number, city, state.

Inform Your Patient

Keep your patient or a responsible family member informed. Your patient should
contact her employer's Human Resources Department. The MCOs are under
contract to employers to deliver medical services, and employers review these
contracts periodically. If enough employees are dissatisfied, the employers may
select another plan or advise the MCO to “fix” the problem.

Go to Small Claims Court
This is a last resort, but APA members have done this and won.
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YOUR MCO CONTRACT/STATE LAWS
e Review your contract. What, if anything, does it say about the MCO’s
obligations to pay and within what length of time?

e Know your state laws. What do they have to say about prompt payment and
the insurers’ obligations? How do they define a late claim?

In general, develop effective collection procedures. Some managed care plans
routinely check to see if practices ask for copays at the time of service, and if
they do not, the MCOs drop them from their rosters. Bill and follow-up regularly
on outstanding claims. Do not let accounts age without knowing their status with
the MCO. Banks consider outstanding debts “bad” and uncollectable after three
months. Be aware that your contract may set time limits on billing.
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GETTING PAID

A common complaint from psychiatrists is that managed care companies
(MCOs) are slow to pay their claims or don’'t pay them at all. The following
suggestions will increase the likelihood of having your claims paid quickly and
correctly. They will help you avoid the common mistakes that cause claims to be
denied, delayed due to rerouting, or even misdirected and lost.

AUTHORIZATION NUMBERS

Since some contracts leave the ultimate responsibility for preauthorizations with
the physician rather than with the patient or the MCO, and since it is always the
physician’s responsibility to verify that the preauthorization process has
been completed, you might just want to do the authorizations yourself for all
your patients. This way you’ll know you are getting the correct information, and it
is more likely you'll be reimbursed properly, because, should you treat a patient
who has failed to register care, you will not be able to collect payment from the
patient’s insurance carrier (or the carrier might pay at a very low “noncompliance”
rate). If you are an in-network provider, you will have to write off the expense,
and the patient will be held harmless.

If, for whatever reason, you feel it is not possible for your office to do
preauthorizations for your patients, then just be sure to always ask your patient
for an authorization number before you make an appointment. The patient may
not have one when she first calls, but you can request that she call back with
one. Usually, if a patient can supply the physician’s name when she calls the
MCO to register care, the MCO will assign an authorization number. Frequently,
however, the patient calls the MCO for a referral, in which case the names of
several physicians may be given, and authorization will not be assigned until the
patient informs the MCO of her final selection. It is not uncommon for denial of
payment to be attributed to “No Preauthorization” even after the patient has told
the practitioner that the treatment was “preauthorized.” This occurs because
although the MCO gave the patient the referral, she failed to report back to them
with the name of the doctor she selected and so did not get an authorization
number.

INTAKE INFORMATION

Poor intake information, such as incomplete or incorrect insurance information,
probably accounts for more lost revenue than all other causes combined. When
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a payer receives a claim without sufficient carrier, plan, or employer information,
it is likely to be put aside in a “look-up” pile.

These claims are not considered priority items; “clean” claims are always
processed first. Incomplete or incorrect claims will be researched, not by a
processor, but by a clerical employee who may, for example, have difficulty
connecting the patient to the insured party. These searches are frequently
fruitless, and, when that is the case, the claim is typically returned to the
physician. When the patient can be correctly identified, the claim is returned to
the processing cycle. This additional processing can add days, or even weeks,
to the turnaround time.

The importance of thorough record keeping--starting with making and filing a
copy of the patient's insurance card on the first visit and any time there is a
change in insurance--cannot be overstated. Key questions to ask on the first
visit are:

e Is the patient the insured or a dependent?

e |sthere a secondary carrier?

e Who is the secondary carrier? (If there is a secondary carrier, call the
carrier to confirm primary versus secondary coverage because there
is substantial variance in companies' rules.)

e Whose name is the secondary insurance in? If it's different than the
primary policy, be sure to get the insured’s name, birth date, social
security number, and the name of the insured’s employer.

e Has the care been preauthorized by the secondary carrier? Is it
necessary to authorize care through the secondary carrier? Know
your plan, and if you do need authorization, be sure to get the name
and phone number of the person who grants the authorization.

Get current correct addresses for the insured and the patient, birthdates, and
clarification of anything on the insurance card that is unclear. All the intake

information is necessary to create a clean, complete claim.

It probably makes sense to ask if there have been any changes in the patient’s
insurance status at each appointment.

ELIGIBILITY AND BENEFITS

Collecting the patient's coinsurance at the time of service can save a lot of
trouble later on. Always call the number on your patient’s insurance card to verify
eligibility and benefits. In addition to confirming copay and/or coinsurance
information, ask for calendar-year maximums, lifetime maximums, plan
exclusions, deductibles, out-of-pocket maximum, and timely filing limits. If your
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patient has a tiered benefit (e.g., visits 1 through 5 at $10 copay and visits 6
through 20 at $25 copay), determine how much of the patient’s benefit has been
used so far. Remember that the patient's first visit to your office may not be his
first visit of the year. It is possible that the MCO authorizes care based solely on
medical necessity, irrespective of the patient's eligibility and benefits. An
authorization is not a guarantee of coverage.

It is important to remember that most MCO/payer contracts state that when a
member becomes ineligible, the payer ceases to be responsible financially or
otherwise (even if they told you on the phone that they still insured the patient).
What this means is that even though you verify a patient’s benefits, the MCO can
come back to you in a year with the information that, in fact, that person was
ineligible on the date you verified and the insurer wants you to pay them back.
Because of this, you always want to make it clear to your patient from the outset
that he or his guarantor is responsible for payment when coverage stops.

CERTIFIED CARE

Claims are often denied because the services charged do not precisely match
the services that were authorized. Automated claim processing systems, in
widespread use today, have decreased the claim turnaround time, but at the cost
of a human being able to make a decision based on good judgment. A change
in the level of care your patient requires or in the frequency of visits can often
result in denied charges. This is why it is very important to be in communication
with the MCO. Always call the MCO before changing the type of service
provided.

In some cases, a phone call to the MCO before the submission of the claim is all
that is needed. However, some MCOs may require you to submit an updated
treatment plan. Familiarize yourself with the MCQO'’s requirements and know your
contract.

SUBMIT A “CLEAN” CLAIM

Using the standard CMS 1500 form, a sample of which can be downloaded off
the Centers for Medicare and Medicaid (CMS) website
(http://www.cms.hhs.gov/cmsforms/downloads/CMS1500805.pdf), will go a long
way toward preventing missed charges or misread claims. The actual forms can
ordered online from a variety of sources, including online from the Government
Printing Office at http://bookstore.gpo.gov. Computer programs are also
available to print these automatically from your billing office. If you do not have
such a program, you can increase office efficiency by entering all the intake
information in the “Patient” and “Insured” information sections on an original
form, which can be permanently stored in the patient's file. Use this form to make
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copies, as needed, so that the additional information relevant to a visit can be
entered each time a new claim is submitted. Always make sure the information
about the patient, the insured, and the plan is complete and correct on this form
because, as we noted above, unidentified claims can take months to process or
may just disappear. The physician information must still be completed for each
claim submitted, or your superbill can be stapled to the copy of the CMS form.
Adherence to the following guidelines will ensure that your claim is processed

with maximum efficiency:

e List only one charge on a line; date-spanned or combined charges are
frequently missed.

e Clearly mark corrected claims as such; automated processing
programs may interpret a claim with the same date of service as a
duplicate charge.

e Explain codes that may have more than one meaning and indicate
length of the visit (e.g., CPT 90841 - 60 minutes, 75 minutes, etc.).

e Supply the name and address of the facility where the services were
rendered in addition to your billing address.

FOLLOW UP

The turn-around time for claims payment varies greatly among plans. If you have
been waiting longer than usual for payment, call the MCO to inquire about the
status of the claim. Be sure to have all pertinent information available when you
call.

Many states have statutes that allow charging interests for late payments by an
insurer. Find out about your state laws and charge any interest you are due.

IF YOU DON'T GET PAID

If you notice a pattern of slow payment or nonpayment, you might consider
taking these steps:

Develop a Paper Trail

Try to find someone in the company who can get claims paid. If the person you
first make contact with can’t help you, you might want to write the medical
director’s office to report your problem and request immediate resolution. If you
fail to get the help you need, write the chief executive officer and register an
official complaint. Send a copy of your correspondence to any or all on the
following list. But first learn who the key players are in your state and whose
support you can count on.
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e State Insurance Commissioner — Some commissioners are actively
involved in taking complaints about fraudulent insurance practices from
both physicians and consumers; others may take complaints only from
consumers. If the commissioner’s office can’'t help you, you can contact
the state’s department of health or department of labor.

e Attorney General — If your attorney general is especially active on
healthcare issues, write him or her directly.

e APA District Branch — Your District Branch (DB) can be an important
source of information on MCO activity in your area, and the legislative
representative will be able to tell you the status of recent legislation.

e Consumer Advocacy Groups — Patients can register complaints with
local chapters of Mental Health America (call (800) 969-6642 for local
phone numbers) and NAMI (call NAMI's Helpline at (800) 950-NAMI for
local phone numbers of chapters and affiliates).

e The Media — Many local television stations in large cities have a
consumer advocacy segment, and the media have been particularly
interested in healthcare issues.

e Congressional Representatives — A sympathetic member of Congress
can be very effective in negotiating on your behalf.

If you find that you’re still having trouble getting paid, call the APA’'s Managed
Care Help Line, 800-343-4671, for assistance.

Stay Informed.

Information is power. The APA’s “Member2Member” listserv is an excellent way
to find out how your colleagues have handled these problems. If you wish to
join, send an e-mail to Webmaster@psych.org with the following information:
name, member ID number, city, state.

Inform Your Patient

Keep your patient or a responsible family member informed. Your patient should
contact her employer's Human Resources Department. The MCOs are under
contract to employers to deliver medical services, and employers review these
contracts periodically. If enough employees are dissatisfied, the employers may
select another plan or advise the MCO to “fix” the problem.

Go to Small Claims Court
This is a last resort, but APA members have done this and won.
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YOUR MCO CONTRACT/STATE LAWS
e Review your contract. What, if anything, does it say about the MCO’s
obligations to pay and within what length of time?

e Know your state laws. What do they have to say about prompt payment and
the insurers’ obligations? How do they define a late claim?

In general, develop effective collection procedures. Some managed care plans
routinely check to see if practices ask for copays at the time of service, and if
they do not, the MCOs drop them from their rosters. Bill and follow-up regularly
on outstanding claims. Do not let accounts age without knowing their status with
the MCO. Banks consider outstanding debts “bad” and uncollectable after three
months. Be aware that your contract may set time limits on billing.
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MAINTAINING CONFIDENTIALITY IN THE ERA OF MANAGED CARE

It is sometimes necessary to forward patient information to third-party payers
(private and governmental), managed care organizations (MCOs), utilization
review entities, pharmacies, pharmacy benefits management companies, and
companies that provide various auditing functions--to name a few.
Consequently, maintaining patient confidentiality can seem like a demanding
task.

MCO REQUESTS FOR RECORDS

Psychiatrists are often contacted by representatives of MCOs who request
immediate access to confidential patient information. They often state that their
authority rests on the consent form the patient signed when he joined the health
plan.

This may be technically correct, but the consent form the patient signs is usually
a blanket consent for release of medical records for reimbursement purposes. At
the time the patient signed the consent, she may not have anticipated having
psychiatric treatment or understood the extent to which information could be
accessed. The patient may not even remember signing such a consent. Is this
really informed consent? (See Chapter 22.)

The standard of practice in releasing psychiatric treatment records is that the
patient should be specifically informed of, and consent to, a specific release of
information for a specific purpose. Only that information necessary to perform
the authorized function can be released. Therefore, when faced with a request
for specific records, a psychiatrist should inform the patient of the request and
get the patient’s consent to release the information before passing it along to the
MCO.

Ideally, the psychiatrist should know the MCOQO's policies and procedures on
confidentiality before signing a contract, including its medical record review
procedures for utilization review, credentialing, auditing, quality of care review,
etc. The psychiatrist should also find out how much notice is given before on-site
audits or reviews are conducted. (Remember, an MCO has no authority to see
the records of patients who are not members of the MCO.)

A CAUTION ABOUT “PERSONAL NOTES” AND SUMMARY STATEMENTS
Some psychiatrists keep personal notes, which would be defined as
psychotherapy notes under HIPAA (see Chapter 41A) separate from the patient
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treatment record. Under HIPAA, these notes are specifically defined as
“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.” The psychiatrist is not
required to release these personal notes to insurers as part of the patient
treatment record (nor is the psychiatrist required to release them to the patient).

However, case law has shown that a psychiatrist can’t count on the courts to
protect these personal, or psychotherapy, notes from potential discovery should
they be required as part of a legal procedure. Additionally, it may be very
difficult, if not impossible, for a psychiatrist to justify withholding or destroying
records by labeling them "personal notes." This would be very difficult to
overcome in a malpractice action and could cause major problems in
circumstances where the psychiatrist is being audited, for example, by
government officials to determine evidence of fraud and abuse. Because of this,
it is recommended that any such notes be kept to a minimum.

Similarly, psychiatrists should be aware of the professional liability hazards
involved in the practice of providing a summary of a patient's record, instead of
providing a copy of the treatment record, when a valid request for release of
patient information is received. In some cases patients have disputed the
accuracy of the summary, claimed that it is in conflict with the record, and sued
the psychiatrist, alleging that it caused them injury.

PROCEDURES FOR THE RELEASE OF INFORMATION

e Accompany the released record with a copy of the signed release form and
written notification to the receiver of the medical record that further disclosure
of information is not authorized without the patient's specific consent.
(Original patient records should never be released — only legible
copies.)

e Inform the patient whenever a request for release of information is received,
even if the patient has already given consent. If it has been some time since
the patient signed an authorization for release of medical records form, the
patient may want to revoke her consent.

e Keep a copy of all requests for release of information in the patient record
along with the signed authorization for release of medical records form.

e Release only that portion of patient information that is necessary in order to
comply with the request.
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e If you communicate about patient information with third-party payers, MCOs,
provider networks, etc., via electronic means, you are covered by HIPAA, and
must be sure that you are in compliance with HIPAA’s privacy rule (see
Chapter 41A). All employees must be trained and understand these policies.
Remember that the psychiatrist can be held responsible for the actions of
employees, affiliates, and contractors. Even if you do not transmit patient
information electronically and are not covered by HIPAA, you must still be
sure to have adequate safeguards in place for paper records. Authorized
individuals should have access to information on a need-to-know basis only.
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HANDLING MEDICAL RECORD REVIEWS

In order to obtain a variety of certifications and accreditations, managed care
organizations, insurance companies, and other entities may need to conduct a
review of how your practice manages its medical records. Typically these
reviews focus on ensuring that information is complete and is kept in a
standardized, compact format, with appropriate security mechanisms.

To cooperate with these reviews without compromising patient confidentiality or
encumbering your practice with too much additional work, we recommend the
following six steps:

1.

Prepare a brief summary sheet of where and how you store medical records
and other sensitive information, including details on the procedures you have
in place to protect patient privacy.

Ask if a “dummy” record will suffice.

If not, make sure that you and your staff have sufficient advance notice to
“cleanse” your medical records of all patient-identifying information prior to the
review.

If the review is being conducted by a particular managed care organization, be
sure to share only the records of those patients who are covered by that
organization.

Do not allow the reviewing body to remove records from your office.

Obtain patient consent for the release of records, where appropriate, and
keep these on file (see Appendix N).

If you are uncomfortable with any aspect of an on-site medical records review,
contact the APA’s Managed Care Help Line.
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33
AVOIDING DESELECTION

Note: This chapter from 1999 doesn’'t have much relevance in today’'s
managed care world where many MCOs are finding difficulty in filling their
network spots for psychiatrists. We leave it here in its entirety primarily as
a historical document. June 2010

Deselection is a method managed care companies use to control costs and the
quality and quantity of care delivered. Many psychiatrists express concern that
deselection, or termination, from a managed care network will have a detrimental
affect on their livelihoods, but more importantly, deselection often severely
disrupts patient care.

It is helpful to understand the major reasons companies deselect physicians so
that you are better equipped to argue your case if this should happen to you.

e Provider profiling: MCOs systematically evaluate practitioners on clinical
outcome, service quality, utilization, costs, and administrative compliance with
the company'’s policies and procedures. If a physician happens to fall below
their standards at the time, the MCO will often opt to deselect him or her from
their panel.

e Capitation and risk-sharing: Many MCOs are developing stronger
relationships with fewer doctors, keeping only their most favored clinicians
with whom they can share financial risk for treatment services and reduce
administrative oversight.

e Loss of contracts: An MCO’s contract with a given payer can expire,
resulting in a need for fewer clinicians in a given location.

e Mergers and acquisitions: As MCOs consolidate into fewer and larger
conglomerates, the resulting network of any one “surviving” MCO may be too
large to be administered efficiently and cost-effectively, particularly with
respect to information management, credentialing, and recredentialing
processes.

e Supply and demand: There may be a surplus of psychiatrists in your
geographic location.

This issue is further complicated by the use of contract clauses that allow MCOs
to deselect “without cause”—without having to provide the clinician with the
reasons for the deselection. In some cases physicians may not even be
informed that they have been deselected; they simply start receiving drastically

April 1999 e Office of Healthcare Systems and Financing 33.1



fewer or no referrals. MCOs use such strategies to minimize their risk of law
suits.



NINE WAYS TO MINIMIZE YOUR RISK OF DESELECTION

1.

Review the MCQO'’s contract to determine the protocols for deselection. Pay
special attention to “without cause” termination language (see Chapter 28).

Ask your colleagues about their experiences with the MCO. It's particularly
important to inquire about referral volume.

Ask the MCO about the number, size, nature, and duration of its contracts
with payers, including how many referrals you can expect to receive.

Keep your malpractice insurance, credentials, and recredentialing materials
up-to-date.

Maintain medical staff/membership privileges at facilities under contract with
the MCO.

Provide flexible hours and schedule appointments quickly.

Submit concise, focused documentation that includes treatment goals and
clear explanations of the medical necessity of proposed services.

Be polite to MCO staff during referral, authorization, billing, eligibility, and
other processes.

Promote your unique qualities to the MCO—particularly if you speak multiple
languages, offer flexible hours, or practice in a subspecialty that is in
demand, such as child and adolescent psychiatry.

WHAT TO DO IF YOU ARE DESELECTED

If you receive a deselection notification or notice a significant decline in
referrals, make an inquiry of the provider relations director and/or medical
director of the MCO (see Appendix T for a list of Managed Behavioral
Healthcare Organizations). Some deselections turn out to be administrative
errors that can be easily corrected. Others can be overturned if the decision
maker is impressed by your desire to continue in a cooperative relationship
with his organization. There may also be a standard appeals mechanism.

If appropriate, ask your patients to complain to their employer. MCOs may be
more motivated to reinstate clinicians if their paying clients make the request.

Call the APA’s Managed Care Help Line at (800) 343-4671 for assistance.
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STATE LEGISLATION

Check with your local APA District Branch about the latest legislative actions in
your state. At least fourteen states—Colorado, lowa, ldaho, Indiana, Maine,
Maryland, Minnesota, Missouri, New Jersey, New York, Oregon, Rhode Island,
Texas, and Virginia—have enacted some type of law to protect physicians
against deselection, including no-cause terminations. Some physicians now
express concern about the “right to disclosure,” which could mean that an MCO'’s
decision to deselect a physician based on the quality of his or her work could end
up in the National Practitioner Data Bank (see Chapter 44).



34
MANAGED CARE RESOURCES

APA MANAGED CARE HELP LINE

The Managed Care Help Line, (800) 343-4871, which we refer you to throughout
this book, assists APA members in locating up-to-date information on managed
care, including Medicare. Help Line staff may also intervene with managed care
companies of behalf of members who have been unable to negotiate appropriate
solutions to difficulties they are having with the companies on their own. The
Help Line serves as a clearinghouse for managed care issues, documenting APA
members’ experiences that exemplify the shortcomings as well as the successes
of managed care. The data collected from the Help Line is reviewed periodically
by the appropriate governing bodies within the APA to identify trends and
determine if action needs to be taken on a national level.

APA LEGAL INFORMATION AND CONSULTATION PLAN

The APA also has a Legal Information and Consultation Plan that's available to
its members for an additional fee. Nancy Wheeler, J.D., is the director of the
Plan, which provides information and consultations related the practice of
psychiatry. For more information, call (301) 384-6775 or e-malil
apaplan@verizon.net.

WRITTEN MATERIALS

The APA'’s Office of Healthcare Systems and Financing contributes a Psychiatric
Practice and Managed Care page to Psychiatric News several times a year. This
page provides practical information on issues generally gleaned from the calls
received through the Managed Care Help Line.

The APA'’s Office of Healthcare Systems and Financing also publishes a number
of informational papers. Topics covered relating to managed care include:

Avoiding Common Procedure Coding Problems
Appealing Treatment and Reimbursement Denials
Terminating Physician/Patient Relationships
Documentation of Psychotherapy by Psychiatrists
Opting Out of Medicare

Unpaid Claims — What to Do About Them
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APA POSITION PAPERS

The APA Board of Trustees has approved several documents important to
psychiatrists working in managed care settings. They are listed here and
included as appendices.

e General Principles for the Operation of Managed Mental Health and
Substance Abuse Organizations (Appendix U)

e Patient Pamphlet on Managed Care (Appendix W)
e Concepts for Creating a Better Managed Care System (Appendix X)
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PRINCIPLES OF MEDICAL ETHICS

The following are the basic principles of medical ethics as defined by the
American Medical Association (AMA) with annotations added by the APA that are
specific to the practice of psychiatry. The full document, including Procedures for
Handling Complaints of Unethical Conduct and an addendum providing
Guidelines for Ethical Practice in Organized Settings is available online at -
http://www.psych.org/MainMenu/PsychiatricPractice/Ethics/ResourcesStandards/
PrinciplesofMedicalEthics.aspx. All physicians practicing in the United States are
expected to practice in accordance with the AMA’s code of ethics, and the
annotations make it clearer how these basic tenets apply to psychiatry. The
AMA'’s principles are italicized, and the annotations follow them in Roman type.

PREAMBLE

The medical profession has long subscribed to a body of ethical statements
developed primarily for the benefit of the patient. As a member of this profession,
a physician must recognize responsibility not only to patients but also to society,
to other health professionals, and to self. The following Principles, adopted by the
American Medical Association, are not laws but standards of conduct, which
define the essentials of honorable behavior for the physician.

SECTION 1
A physician shall be dedicated to providing competent medical service with
compassion and respect for human dignity.

1. A psychiatrist shall not gratify his or her own needs by exploiting the
patient. The psychiatrist shall be ever vigilant about the impact that his or
her conduct has upon the boundaries of the doctor-patient relationship,
and thus upon the well being of the patient. These requirements become
particularly important because of the essentially private, highly personal,
and sometimes intensely emotional nature of the relationship established
with the psychiatrist.

2. A psychiatrist should not be a party to any type of policy that excludes,
segregates, or demeans the dignity of any patient because of ethnic
origin, race, sex, creed, age, socioeconomic status, or sexual orientation.

3. In accord with the requirements of law and accepted medical practice, it is
ethical for a physician to submit his or her work to peer review and to the
ultimate authority of the medical staff executive body and the hospital
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administration and its governing body. In case of dispute, the ethical
psychiatrist has the following steps available:

a. Seek appeal from the medical staff decision to a joint conference
committee, including members of the medical staff executive
committee and the executive committee of the governing board. At
this appeal, the ethical psychiatrist could request that outside
opinions be considered.

b. Appeal to the governing body itself.

c. Appeal to state agencies regulating licensure of hospitals if, in the
particular state, they concern themselves with matters of
professional competency and quality of care.

d. Attempt to educate colleagues through development of research
projects and data and presentations at professional meetings and
in professional journals.

e. Seek redress in local courts, perhaps through an enjoining
injunction against the governing body.

f. Public education as carried out by an ethical psychiatrist would not
utilize appeals based solely upon emotion, but would be presented
in a professional way and without any potential exploitation of
patients through testimonials.

4. A psychiatrist should not be a participant in a legally authorized execution.

SECTION 2

A physician shall uphold the standards of professionalism, be honest in all
professional interactions, and strive to report physicians deficient in character or
competence, or engaging in fraud or deception to appropriate entities.

1. The requirement that the physician conduct himself/herself with propriety
in his/her profession and in all the actions of his or her life is especially
important in the case of the psychiatrist because the patient tends to
model his or her behavior after that of his or her psychiatrist by
identification. Further, the necessary intensity of the treatment relationship
may tend to activate sexual and other needs and fantasies on the part of
both patient and psychiatrist, while weakening the objectivity necessary for
control. Additionally, the inherent inequality in the doctor-patient
relationship may lead to exploitation of the patient. Sexual activity with a
current or former patient is unethical.

2. The psychiatrist should diligently guard against exploiting information
furnished by the patient and should not use the unique position of power
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afforded him/her by the psychotherapeutic situation to influence the
patient in any way not directly relevant to the treatment goals.

3. A psychiatrist who regularly practices outside his or her area of
professional competence should be considered unethical. Determination
of professional competence should be made by peer review boards or
other appropriate bodies.

4. Special consideration should be given to those psychiatrists who, because
of mental iliness, jeopardize the welfare of their patients and their own
reputations and practices. It is ethical, even encouraged, for another
psychiatrist to intercede in such situations.

5. Psychiatric services, like all medical services, are dispensed in the context
of a contractual arrangement between the patient and the treating
physician. The provisions of the contractual arrangement, which are
binding on the physician as well as on the patient, should be explicitly
established.

6. Itis ethical for the psychiatrist to make a charge for a missed appointment
when this falls within the terms of the specific contractual agreement with
the patient. Charging for a missed appointment or for one not canceled 24
hours in advance need not, in itself, be considered unethical if a patient is
fully advised that the physician will make such a charge. The practice,
however, should be resorted to infrequently and always with the utmost
consideration for the patient and his or her circumstances.

7. An arrangement in which a psychiatrist provides supervision or
administration to other physicians or nonmedical persons for a percentage
of their fees or gross income is not acceptable; this would constitute fee
splitting. In a team of practitioners, or a multidisciplinary team, it is ethical
for the psychiatrist to receive income for administration, research,
education, or consultation. This should be based upon a mutually agreed
upon and set fee or salary, open to renegotiation when a change in the
time demand occurs. (See also Section 5, Annotations 2, 3, and 4.)

SECTION 3

A physician shall respect the law and also recognize a responsibility to seek
changes in those requirements which are contrary to the best interests of the
patient.
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1.

2.

It would seem self-evident that a psychiatrist who is a law-breaker might
be ethically unsuited to practice his or her profession. When such illegal
activities bear directly upon his or her practice, this would obviously be the
case. However, in other instances, illegal activities such as those
concerning the right to protest social injustices might not bear on either the
image of the psychiatrist or the ability of the specific psychiatrist to treat
his or her patient ethically and well. While no committee or board could
offer prior assurance that any illegal activity would not be considered
unethical, it is conceivable that an individual could violate a law without
being guilty of professionally unethical behavior. Physicians lose no right
of citizenship on entry into the profession of medicine.

Where not specifically prohibited by local laws governing medical practice,
the practice of acupuncture by a psychiatrist is not unethical per se. The
psychiatrist should have professional competence in the use of
acupuncture. Or, if he or she is supervising the use of acupuncture by
nonmedical individuals, he or she should provide proper medical
supervision. (See also Section 5, Annotations 3 and 4.)

SECTION 4

A physician shall respect the rights of patients, of colleagues, and of other health
professionals, and shall safeguard patient confidences within the constraints of
the law.

1.

2.

Psychiatric records, including even the identification of a person as a
patient, must be protected with extreme care. Confidentiality is essential to
psychiatric treatment. This is based in part on the special nature of
psychiatric therapy as well as on the traditional ethical relationship
between physician and patient. Growing concern regarding the civil rights
of patients and the possible adverse effects of computerization,
duplication equipment, and data banks makes the dissemination of
confidential information an increasing hazard. Because of the sensitive
and private nature of the information with which the psychiatrist deals, he
or she must be circumspect in the information that he or she chooses to
disclose to others about a patient. The welfare of the patient must be a
continuing consideration.

A psychiatrist may release confidential information only with the
authorization of the patient or under proper legal compulsion. The
continuing duty of the psychiatrist to protect the patient includes fully
apprising him/her of the connotations of waiving the privilege of privacy.
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This may become an issue when the patient is being investigated by a
government agency, is applying for a position, or is involved in legal
action. The same principles apply to the release of information concerning
treatment to medical departments of government agencies, business
organizations, labor unions, and insurance companies. Information gained
in confidence about patients seen in student health services should not be
released without the students' explicit permission

Clinical and other materials used in teaching and writing must be
adequately disguised in order to preserve the anonymity of the individuals
involved.

The ethical responsibility of maintaining confidentiality holds equally for
the consultations in which the patient may not have been present and in
which the consultee was not a physician. In such instances, the physician
consultant should alert the consultee to his or her duty of confidentiality.

Ethically, the psychiatrist may disclose only that information which is
relevant to a given situation. He or she should avoid offering speculation
as fact. Sensitive information such as an individual's sexual orientation or
fantasy material is usually unnecessary.

Psychiatrists are often asked to examine individuals for security purposes,
to determine suitability for various jobs, and to determine legal
competence. The psychiatrist must fully describe the nature and purpose
and lack of confidentiality of the examination to the examinee at the
beginning of the examination.

Careful judgment must be exercised by the psychiatrist in order to include,
when appropriate, the parents or guardian in the treatment of a minor. At
the same time, the psychiatrist must assure the minor proper
confidentiality.

When, in the clinical judgment of the treating psychiatrist, the risk of
danger is deemed to be significant, the psychiatrist may reveal confidential
information disclosed by the patient.

When the psychiatrist is ordered by the court to reveal the confidences
entrusted to him/her by patients, he or she may comply or he/she may
ethically hold the right to dissent within the framework of the law. When
the psychiatrist is in doubt, the right of the patient to confidentiality and, by
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extension, to unimpaired treatment should be given priority. The
psychiatrist should reserve the right to raise the question of adequate
need for disclosure. In the event that the necessity for legal disclosure is
demonstrated by the court, the psychiatrist may request the right to
disclosure of only that information which is relevant to the legal question at
hand.

10. With regard for the person's dignity and privacy and with truly informed
consent, it is ethical to present a patient to a scientific gathering, if the
confidentiality of the presentation is understood and accepted by the
audience.

11. It is ethical to present a patient or former patient to a public gathering or
to the news media only if the patient is fully informed of enduring loss of
confidentiality, is competent, and consents in writing without coercion.

12. When involved in funded research, the ethical psychiatrist will advise
human subjects of the funding source, retain his or her freedom to reveal
data and results, and follow all appropriate and current guidelines relative
to human subject protection.

13. Ethical considerations in medical practice preclude the psychiatric
evaluation of any person charged with criminal acts prior to access to, or
availability of, legal counsel. The only exception is the rendering of care to
the person for the sole purpose of medical treatment.

14. Sexual involvement between a faculty member or supervisor and a
trainee or student, in those situations in which an abuse of power can
occur, often takes advantage of inequalities in the working relationship
and may be unethical because: (a) any treatment of a patient being
supervised may be deleteriously affected; (b) it may damage the trust
relationship between teacher and student; and (c) teachers are important
professional role models for their trainees and affect their trainees’ future
professional behavior.

SECTION 5

A physician shall continue to study, apply, and advance scientific knowledge,
make relevant information available to patients, colleagues, and the public,
obtain consultation, and use the talents of other health professionals when
indicated.
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1. Psychiatrists are responsible for their own continuing education and should
be mindful of the fact that theirs must be a lifetime of learning.

2. In the practice of his or her specialty, the psychiatrist consults, associates,
collaborates, or integrates his or her work with that of many professionals,
including psychologists, psychometricians, social workers, alcoholism
counselors, marriage counselors, public health nurses, and the like.
Furthermore, the nature of modern psychiatric practice extends his or her
contacts to such people as teachers, juvenile and adult probation officers,
attorneys, welfare workers, agency volunteers, and neighborhood aides. In
referring patients for treatment, counseling, or rehabilitation to any of these
practitioners, the psychiatrist should ensure that the allied professional or
paraprofessional with whom he or she is dealing is a recognized member of
his or her own discipline and is competent to carry out the therapeutic task
required. The psychiatrist should have the same attitude toward members of
the medical profession to whom he or she refers patients. Whenever he or
she has reason to doubt the training, skill, or ethical qualifications of the allied
professional, the psychiatrist should not refer cases to him/her.

3. When the psychiatrist assumes a collaborative or supervisory role with
another mental health worker, he or she must expend sufficient time to assure
that proper care is given. It is contrary to the interests of the patient and to
patient care if the psychiatrist allows himself/herself to be used as a
figurehead.

4. In relationships between psychiatrists and practicing licensed psychologists,
the physician should not delegate to the psychologist or, in fact, to any
nonmedical person any matter requiring the exercise of professional medical
judgment.

5. The psychiatrist should agree to the request of a patient for consultation or to
such a request from the family of an incompetent or minor patient. The
psychiatrist may suggest possible consultants, but the patient or family should
be given free choice of the consultant. If the psychiatrist disapproves of the
professional qualifications of the consultant or if there is a difference of
opinion that the primary therapist cannot resolve, he or she may, after
suitable notice, withdraw from the case. If this disagreement occurs within an
institution or agency framework, the differences should be resolved by the
mediation or arbitration of higher professional authority within the institution or
agency.
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SECTION 6

A physician shall, in the provision of appropriate patient care, except in
emergencies, be free to choose whom to serve, with whom to associate, and the
environment in which to provide medical care.

1. Physicians generally agree that the doctor-patient relationship is such a
vital factor in effective treatment of the patient that preservation of optimal
conditions for development of a sound working relationship between a
doctor and his or her patient should take precedence over all other
considerations. Professional courtesy may lead to poor psychiatric care for
physicians and their families because of embarrassment over the lack of a
complete give-and-take contract.

2. An ethical psychiatrist may refuse to provide psychiatric treatment to a
person who, in the psychiatrist's opinion, cannot be diagnosed as having a
mental illness amenable to psychiatric treatment.

SECTION 7
A physician shall recognize a responsibility to participate in activities contributing
to the improvement of the community and the betterment of public health..

1. Psychiatrists should foster the cooperation of those legitimately concerned
with the medical, psychological, social, and legal aspects of mental health
and illness. Psychiatrists are encouraged to serve society by advising and
consulting with the executive, legislative, and judiciary branches of the
government. A psychiatrist should clarify whether he/she speaks as an
individual or as a representative of an organization. Furthermore,
psychiatrists should avoid cloaking their public statements with the
authority of the profession (e.g., "Psychiatrists know that...").

2. Psychiatrists may interpret and share with the public their expertise in the
various psychosocial issues that may affect mental health and illness.
Psychiatrists should always be mindful of their separate roles as dedicated
citizens and as experts in psychological medicine.

3. On occasion psychiatrists are asked for an opinion about an individual
who is in the light of public attention, or who has disclosed information
about himself/herself through public media. In such circumstances, a
psychiatrist may share with the public his or her expertise about
psychiatric issues in general. However it is unethical for a psychiatrist to
offer a professional opinion unless he or she has conducted an
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4.

5.

examination and has been granted proper authorization for such a
statement.

The psychiatrist may permit his/her certification to be used for the
involuntary treatment of any person only following his or her personal
examination of that person. To do so, he or she must find that the person,
because of mental illness, cannot form a judgment as to what is in his/her
own best interests and that, without such treatment, substantial
impairment is likely to occur to the person or others.

Psychiatrists shall not participate in torture.

SECTION 8
A physician shall, while caring for a patient, regard responsibility to the patient as
paramount.

New Section recently adopted by the AMA.

SECTION 9
A physician shall support access to medical care for all people.

New Section recently adopted by the AMA.
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36
OPINIONS OF THE ETHICS COMMITTEE

Over the years, the APA’s Ethics Committee has been frequently asked to
provide its opinion on whether specific behaviors are ethical or not. Basing its
answers on the Principles of Medical Ethics With Annotations Especially
Applicable to Psychiatry (see Chapter 35 for the 2006 edition) and the AMA’s
2000-2001, Current Opinions with Annotations of the Council on Ethical and
Judicial Affairs, the Ethics Committee has responded to the questions posed by
physicians.

A book containing the answers the Ethics Committee has provided that address
specific practice issues was publishe