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     It has been awhile since I sent you the latest installment of “The Aware Advocate,” a report on legislative activity and advocacy being tracked or conducted by the Clinical Social Work Association for members and affiliated societies.  Health care reform was my primary focus from September of 2009 until March of 2010.  This is not meant to be a complete summary of all government relations advocacy being done by CSWA, but a review of what I see as current highlights.  

The Big Picture – National Legislation
     As I emerge from the maelstrom of the mostly successful health care reform effort, I wanted to let you know about several areas of Federal regulation which are in process.  As you know, bills, when passed and signed by the President, become laws.  Laws are then followed by rules which actually implement the laws.  Rules are written by various Federal agencies and departments, depending on which agencies or departments are given oversight in the law.

     The areas where rules are being developed right now are mental health parity; electronic health care records; and health care reform.  Here is a summary of where the rules stand and how they might affect LCSWs.   

 Mental Health Parity Rules
     These Rules are being developed to implement the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 (“MHPAEA”).  As usual, the process takes about 12-18 months following a bill’s passage.  This is usually a technical process with a comment period for interim rules and then final rules.  The interim rules were issued in the summer of 2009, the final rules were issued in February, 2010, and go into effect on July 1, 2010 and will be applied to insurance plans as they enter new enrollment periods though January 1, 2011.  

     There has been ongoing confusion about the way that MHPAEA affects an individual state.  In short, if a state has a mental health parity law governing large business insurance plans that is stronger than MHPAEA standards, it remains in place.  If a state has a mental health parity law that was weaker than MHPAEA for this group of plans, the state laws are replaced by MHPAEA.  Here are the main provisions of MHPAEA:

1) MHPAEA applies to the insurance plans of all large businesses (50 or more employees), both self-funded ERISA plans and non-self-insured large business insurance plans.  MHPAEA does not require that mental health and substance abuse treatment be covered, but that they be ‘offered.’  If a mental health/substance use disorder (MH/SUD) benefit is included, it must be ‘at parity’ with medical/surgical benefits (MED).  
2) The formula for comparing the two sets of benefits is that any MED benefit that covers at least 2/3 of all MED procedures must be applied at the same level to MH/SUD benefits.  There cannot be separate deductibles for MED and MH/SUD services.
3) All six types of coverage, or ‘classifications’, must be covered equally for MED and MH/SUD, i.e., inpatient/in-network, inpatient/out-of-network, outpatient/in-network, outpatient/out-of-network, emergency care, and prescription drugs.  A health plan must provide out-of-network MH/SUD benefits, at parity, when it provides out-of-network MED benefits.

4) “Nonquantitative treatment limits” are prohibited, in the ways that MH/SUD providers are selected and paid.  This is the area where there had been the most pushback from insurers, as the rules would prohibit their right to pay providers at lower rates for MH/SUD services than for MED services. This rule could also lead to equal pay for equal codes, a long-fought for priority of CSWA.  

5) Other nonquantitative treatment limits that are prohibited include: 

· Provider network participation standards (including reimbursement).

· Plan methods for determining usual, customary and reasonable charges.

· Plan refusal to pay for higher cost therapies until it can be shown that a lower-cost therapy is not effective.

A good New York Times article by Robert Pear (May 10) on insurance objections to the MH/SUD Rules can be found at http://topics.nytimes.com/top/news/health/diseasesconditionsandhealthtopics/health_insurance_and_managed_care/index.html?scp=3&sq=mental%20health%20parity&st=cse. 
5. Limits on coverage based on diagnosis are prohibited., as long as mental health conditions and disorders are consistent with generally recognized independent standards of current medical practice (for example, the most current version of the Diagnostic and Statistical Manual of Mental Disorders).
Health Information Technology Implementation 
      Health information technology, also known as electronic health care records, is in high gear.  Health Information Technology for Economic

and Clinical Health (HITECH) rules will be developed after the Request for Information (published in the Federal Register on May 3) is completed (May 18).  The Department of Health and Human Services is responsible for the development and implementation of HITECH rules.

     CSWA has consistently recommended the use of audit trails and encryption of all mental health records.  “Data mining” by drug companies, employers and pharmacies has been well documented and the basis for hiring and firing decisions.  The CSWA position is that mental health information should be kept private except for purposes of treatment coordination.  We hope that the rules reflect this standard of protection.

     Federal regulations for substance abuse information have long been at this level.  An effort by a new coalition, the confusingly named Patient Protection Coalition, to lower privacy standards for substance abuse records was fought by the Mental Health Liaison Group.  CSWA has developed a position paper on privacy standards which can be found at the CSWA website. 
Health Care Reform

     The implementation of the two health care reform bills – the Patient Protection and Affordable Care Act, and a week later, the Health Care and Education Reconciliation Act of 2010 – has begun.  Though many provisions will not go into effect until 2014, there are several improvements for access to health care and mental health care that are already implemented.  These are:
· Insurers can no longer provide lifetime or annual limits for health care insurance coverage

· Pre-existing conditions may not be used as grounds for denying health care coverage

· Plans cannot be revoked – as a “recission”  - because of any MED or MH/SUD condition
· All dependents can be covered by their parents’ insurance until they are 26 years of age

· Preventive screening as defined by CDC and HRSA must be covered

· Insurers must provide an accounting of income, benefit payments, enrollment changes, and “non-claims costs” including salaries to executives and administrators
Many issues remain to be resolved in health care reform.  I will report on them as they are addressed in rules. No dates for implementation of the above changes have yet been set.
CSWA and Social Work Congress
      Five CSWA attended the Social Work Congress held April 22-23, 2010 in Washington, D.C. with about 400 other social workers.  It was an excellent opportunity to build ties with the rest of the social work profession. Please see the Report on this topic at the CSWA website. 
Medicare Reimbursement Rates

      The Government Relations Committee has been working hard on stopping the proposed cuts to Medicare reimbursement rates.  For more information on this topic, please see the four Legislative Alerts posted on the CSWA website.  The current delay of the cuts is scheduled to end on Friday, June 18, but will very likely be postponed yet again, hopefully until the end of the year.  The solution to this ongoing problem is to change the formula which is used to calculate Medicare rates, the Sustainable Growth Rate (SGR), a goal that CSWA is also working on.

Miscellanea
     While not specifically Government Relations-based, though possibly affecting legislation affecting LCSWs, I thought members might be interested in two articles which bear on the clinical social work profession, one somewhat distressing, one somewhat encouraging.
Yahoo Income List of Professions
     Yahoo.com recently created a list of the highest and lowest salaries made by college graduates.  Social work was ranked as the having the lowest income of any profession with a college degree (http://hotjobs.yahoo.com/career-articles-worst_paying_college_degrees-1263).  There has been some debate about whether the study was mainly based on BSWs, or included MSWs.  NASW wrote a response to the article on the Huffington Post, disputing some of the conclusions (http://www.socialworkersspeak.org/media/nasw-responds-to-article-on-worst-paying-college-degrees.html).    
     This article highlights the need for more financial support of the social work education, the need to reduce ‘exemptions’ to the social workers in public agencies in most states, and the need to make the Dorothy I. Height and Whitney M. Young Social Work Reinvestment Act a reality. 
Consumer Reports Mental Health Article – July, 2010
     On a more positive note, Consumer reports published its third article on the efficacy of mental health treatment, this time focused on comparing medication and psychotherapy for the treatment of depression and anxiety (http://consumerreports.org:80/health/conditions-and-treatments/depression-anxiety/depression-and-anxiety/index.htm). The survey of over 3000 consumers found that psychotherapy alone or in combination with medication has a better outcome than medication alone.  In addition, clinical social workers were found to have results equal to those of psychologists (as were licensed mental health counselors).  Worth a read.
And here’s what you’ve been waiting for – your next Licensure Tip:
     Record Retention: Quick, how long does your licensure law require you to keep records after a patient has left treatment?  There is a wide range of time of record retention, from four to nine years, according to clinical social work licensure laws.  HIPAA requires that records be maintained for six years after treatment ends.  Prudent LCSWs may want to keep records for longer periods of time for reference should a patient return to treatment.  It is important to know how long you should keep records according to your state licensure law.
     Not a member of CSWA?  The Clinical Social Work Association  is a membership organization which relies on the dues of individual members.  Though CSWA is affiliated with your Society, members must join separately from their societies to support the national work being conducted nationally on behalf of all clinical social workers. Please consider joining at www.clinicalsocialworkassociation.org .  

