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      This is a high profile moment for health care, and many     
   health care organizations are looking for the opportunity to be  
   heard after years of soaring unsustainable costs and neglect of 
   clinical views.


	      Just having the attention of Congress and the Administration is a big step toward possible improvement in the way the public has had access to health care, including clinical social work services. As you may have been reading, Senator Max Baucus (D-MT) and Sen. Edward Kennedy (D-MA) have been developing detailed plans for reforming our health care system.  Former Sen. Tom Daschle (D-SD) has also made some important contributions to the discussion. This article is an attempt to summarize and briefly critique the solutions which have been proposed to cut the health care costs which are a major contributor to our lack of financial well-being, and some solutions which are specific to problems in the delivery of mental health treatment.   
    There has been a blizzard of articles lately about health care reform and what compromises/ultimatums will have to be made to lower costs.  One of the most notable was by Paul Krugman, a Pulitzer Prize winning writer for the New York Times ("Blue Double Cross", May 22, 2009,  <http://topics. nytimes.com/ top/opinion/ editorialsandope d/oped/columnist s/pau>)  I will use some of the points he raised to give you an update on the current state of health care reform as I understand it.
   The main points of Krugman's article are that President Obama seems to be relying on the 'good will' of insurers and hospitals to fix the run-away costs of health care; that 'special interests' need to be controlled by the President; and whether the proposed new government-run 'public option' for people without insurance will be DOA because of health insurers' opposition.  All this is true to a point, but does not necessarily suggest solutions to the business problems of health care, i.e., how health care can be for-profit, or even non-profit, while still respecting the common good.  There is so much posturing going on that that we could be looking at a catwalk.

     The whole tone of this article exemplifies the highly charged environment in which these important discussions are being conducted.  This concerns me.  The need for careful consideration of how to control costs is necessary for the well-being of the country, not to mention the careers of clinical social workers.  There are many philosophical issues here, including whether health care is a right or a responsibility, which I will take up in a later paper.  As for the current health care dilemma, to be responsible clinicians we need to consider both the possible solutions on the 'macro' level and on the 'micro' level, using the skills that our social work training gives us to look at possible solutions.

     I encourage all CSWA members to take a step back in the face of all the well-meaning rhetoric of Krugman and others and consider the most likely solutions to the health care system on these two levels.  We can't leave it up to the Congress or the President to think this through; we need to think it through for ourselves, and advocate through organizations like CSWA to be effective. I will give my views on what I believe the best solutions are to the twin problems of equitable coverage and health care costs at the end of this report.

 

Proposed Macro Changes to Provide Equitable Benefits/ Control Costs
1.      Voluntary Solutions to Provide Equitable Benefits/Control Costs - A recent proposal of the Obama administration was to have hospitals cut increases to 1.5%.  Hospitals are the safety net for insurers, providing care even when there is no insurance.  Insurers view paying claims as "losses". Health care has been run by them as a business, with insurers expecting to make a profit. Unless that basic assumption is changed, the chances that the voluntary efforts of hospitals and insurers to cut costs will result in any serious cost-cutting are minimal.  Any unused income for claims or administration is seen by insurers as justly earned profits, the result of their good business practices.  This is not an incentive to cut costs.
 

2.   Controlling 'Special Interests' to Provide Equitable Benefits/Control Costs - Insurers and drug companies are not 'special interests' in health care - they dominate the way that health care is provided.  Patients, providers, and the elected representatives who are supposed to represent all parties in health care are controlled by insurers and drug companies.  Until the incredible profits which have been made by denying reimbursement to clinicians and care to patients is changed, the cycle of financial domination will continue.  No amount of talk about health care as a 'right' will change this.  While cutting back on the profits made by insurers would cut costs, and some limits are put on profits in the Kennedy health reform proposal, it is unlikely that private insurers will be eliminated at this time from their role in carrying on the business of health care.
 

3.      The 'Public Option' to Provide Equitable Benefits/Control Costs - We already have two public options that could be expandable to cover the uninsured: Medicare and Medicaid.  The new idea of a 'public option' is no more than a red herring to avoid the demonized concept of 'socialized' medicine, or what we would have if there were universal public health care.  What is ignored is that the public is already paying for all health care, through increased premiums and lowered benefits when people go to the emergency room instead of outpatient clinicians.  Additionally, outpatient mental health treatment is finally being more widely included 'at parity' because, ultimately, it's not that expensive compared to even short hospital stays for psychotic conditions.  The bottom line here is that insurers want to maintain control of how they do business and an expanded public system might threaten their control.
 

4.      Single Payer System to Provide Equitable Benefits/Control Costs - There is already a great deal of overlap between public and private health care systems, moving ever closer to a kind of universal coverage.  Single payer is seen as a silver bullet by some because it sounds so egalitarian.  In truth, a single payer system could limit costs and benefits just as much as the 'multiple payer' system which we now have.  The question is how much care can we afford to provide to everyone.  There is no country which can afford to give the kind of high-end tests and services common in the United States to everyone because it is too expensive.  Non-profit or for-profit, any system which covers everyone will have some form of rationing, regardless of what it is called, of health care services. One goal for us as mental health providers is to keep providing data that shows access to timely mental health therapy keeps overall costs down.

5.      Electronic Health Records to Control Costs - This is a solution that is already starting to be discredited as one which would have much impact on controlling health care costs.  The implementation and maintenance of electronic systems may be easier for large systems to use, and may save money for them in the long run, but will be too costly to save money for small groups or independent clinicians.

6.      'Medical Homes' to Provide Equitable Benefits/Control Costs - Breaking down the 'silos' which exist between medical services, mental health services, and psychosocial needs is an important part of lowering costs. However, the devil is in the details here as 'medical homes' could be a return to 'gate-keeping' where all services had to be approved by a physician.  The concept of 'coordinated care' where all clinicians working with a given patient share information and have equal rights to provide services is a good one, but even if every clinician is required to join or create a virtual or actual clinic, the administration of coordinated care is hard to imagine as a way to control costs.
 

7.     Prevention Services to Provide Equitable Benefits/Control Costs - Treating medical and mental health problems early will save money.  There is no immediate incentive for insurers, public or private, to provide preventive services; they cost money up front.  However, the long term benefits and reduced costs of preventive health care services is starting to gain traction and could be more plausible in the final plan.
 

8.      Control Drug Prices to Provide Control Costs - Putting a cap on the profits which drug companies can make and/or the prices they can charge would save money.  The Kennedy health plan has this provision.
 

9.     Pay Providers Less to Control Costs - This is the system which has been imposed on clinicians by insurers for the last 20 years, with little success in controlling costs.  Insurers regard any money paid to clinicians as money taken out of their pockets and have no incentive to pay clinicians a fair wage, pegged to cost of living increases.  Most clinicians, and associations representing them, including CSWA, are starting to object to their constantly diminished reimbursement fees over the past 20 years.
 

10.  Employers Pay More to Control Costs/Employees Pay into MSAs to Control Costs - this is a variant of a voluntary way to control costs.  Employers who have the means and good will to provide health care benefits do so; those who do not, or are self-employed, leave employees on their own.  Medical Savings Accounts are a way to get employees to save their own money for health care, which can work for those who would probably do so anyway, but obviously not for those who do not have a job. 
 

11.  Employers 'Pay-or-Play' to Control Costs - "Pay-or-Play" is a mandated form of health care coverage in some states which requires large businesses (over 50 employees) to provide some form of health care coverage to employees or pay into a general fund to cover the uninsured. This may be a piece of the puzzle to lowering health care costs, but contributions from employers alone will not control costs completely.
 

12.  Health Care Oversight Board to Provide Equitable Benefits and Control Costs - This plan was suggested by former Sen. Tom Daschle (D-NE) in his recent book, Critical: What We Can Do About the Health Care Crisis. A Health Reserve Board could be created to oversee health care the way the Federal Reserve Board oversees the out financial well-being.  

 

Possible Micro Changes to Provide Equitable Benefits/Control Costs
1.      Determine Fair Wages for Clinicians to Provide Equitable Benefits - under Taft-Hartley anti-trust laws, clinicians are not able to jointly determine what they will charge for their services.  Within the grid of insurance-covered health care, this has largely become irrelevant as fees are determined by insurers, based on Medicare fees and what the market will bear.  There is a surplus of mental health clinicians and it appears that there is no incentive for the six mental health disciplines to come together and decide what a fair wage for psychotherapy services, e.g., 90801 or 90806, would be.  Nonetheless, to be good businesspeople clinicians should have an idea of what a fair wage would be and figure out how to negotiate on our own behalf.
 

2.      Equal Pay for Equal Codes to Control Costs- Psychotherapy services provided by psychologists and psychiatrists are much more expensive than services provided by licensed clinical social workers.  However, the payments to LCSWs are so low that it is hard for them to earn enough to cover the costs of administration and overhead.  Mental health services provided using the same codes, but paid differently by provider is a patently unfair payment system. 
 

3.      More Access to Mental Health Services and Mental Health Specialists to Control Costs - The majority of mental health treatment is still medication provided by physicians who are general practitioners.  The increased benefits of medication in combination with psychotherapy are well known, as are the medication assessment of emotional disorders by psychiatrists and advanced practice nurse-practitioners.  Every effort should be made to incorporate psychotherapy into basic mental health treatment.  The fiscal relationship between drug companies and physicians has provided an incentive for physicians to use medication instead of referring for psychotherapy or counseling.
 

4.      Preventive Mental Health Services to Provide Equitable Benefits/Control Costs - In many countries, citizens can get a mental health checkup the same way they get a physical checkup, especially if there have been past emotional difficulties.  This service would be a small investment compared to the cost of untreated behavioral problems that become more serious, even requiring hospitalization, the most expensive form of mental health treatment by far.
 
5.      Coordination of Mental Health Services to Provide Equitable Benefits/Control Costs- The fragmented mental health system has led to many of the seriously mentally ill to 'fall between the cracks' when leaving hospitals or jails and not have housing, food, income, health services, or mental health services.  The creation of a seamless mental health services system would greatly decrease the costs connected with the homeless, who wind up in jails or hospitals, again, the most expensive form of 'care.'
 

6.      Coordination of Peer Counseling and Professional Counseling to Provide Equitable Benefits/Control Costs - The recent rise in 'recovery' programs run by peer counselors has often been based on the discrediting of professional counseling for the seriously mentally ill   Peer counseling is supported by insurers and state governments as it is less expensive than professional counseling.  However, the replacement of professional counselors with peer counselors is another way to create 'silos' instead of coordinated care. 

 

Real Solutions to Lack of Equitable Coverage and Health Care Costs
       The real possible solutions to equitable coverage and health care costs are complex and difficult to integrate.  There is no simple answer.  Leaving any of the major considerations, i.e., types of coverage, types of benefits, employers/employees, reimbursement to clinicians, coordinated benefits, etc.,  out may undermine the success of the ways we address the runaway health costs which are plaguing us.  CSWA strongly believes that mental health treatment has to be part of the solution and we as clinicians need to be thoughtful in our professional approach to the problems we face.  The solutions as CSWA sees them at this time include:

1.      Expansion of Medicare and Medicaid - Expanding Medicare to include 55-year-olds who are in need of insurance and expanding Medicaid to 200% of the poverty level (currently at 100%).
2.      More Coordination of Mental Health Services Across Systems - Integrating mental health services throughout the institutional and out-patient settings, including needs for housing, food, medical care, mental health care, and income is a major need at this time.
3.      Develop A Formula for Fair Reimbursement for Out-Patient Therapy - This may be the most challenging part of the solution for clinical social workers in private practice, but it is a necessary step in being able to advocate for ourselves in negotiations with public and private insurers.  This issue should be reviewed and made comparable with other disciplines, which may require changing the Taft-Hartley Anti-Trust laws which prohibit clinical social workers from talking in large groups about fees.

4.      Develop a Formula for Minimum Outpatient Mental Health Benefits - Most studies have shown that 80-85% of all outpatient mental health clients stop treatment at about 20-25 sessions, having met their treatment goals, whether desired behavior change, symptom reduction, increased self-reflection, increased affect tolerance, .increased capacity for intimacy/attachment, etc.  However, the other 15-20% of all patients have chronic mental health problems which may require years of medical and/or psychotherapy treatment.  Considering the baseline for mental health treatment depending on mental health diagnoses could be a valuable goal for us as clinicians to consider.



	        I welcome your thoughts about the contributions that CSWA can make as an organization to this debate, and that we can make as individual clinical social workers.


