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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.  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.  
     N.B.:  Some of the information below is rather dense, but is important because it will affect our practices in the future.  Please let me know if you have any questions -and/or whether you found the information helpful - at lwgroshong@clinicalsocialworkassociation.org .
The Big Picture – National Legislation
HIPAA Redux – Recent and Upcoming Changes to HIPAA Rules
     Over the past year, HIPAA Rules have begun significantly changing.  The implementation of the Health Information Technology for Economic and Clinical Health Act (HITECH), enacted as part of the American Recovery and Reinvestment Act (2009), and parts of the Patient Protection and Affordable Care Act (2010) have both affected HIPAA Rules.  There are new agencies and new acronyms to learn for up-to-date HIPAA knowledge and compliance.  Here are the most important changes: 1) electronic health records (EHRs); 2) the approved software that will be required to create EHRs which will be "certified" by the Office of the National Coordinator for Health Information Technology (ONC); 3) the level of "meaningful use" of EHRs which will trigger incentive payments for software, and 4) the possible reorganization of health care delivery into medical homes or health homes, with accountable care organizations (ACOs) to keep costs down, are all new elements of the HIPAA landscape.  Many of these changes have to do with the use of electronic records which has concerned many LCSWs for privacy reasons.  
    Electronic Health Records: EHRs were part of the original HIPAA Rules in 2003, but paper records were still an option.  The intention to move to an all electronic record system became clearer with the passage of HITECH (2009).  While there is no final date for the use of paper records for reimbursement, it seems inevitable that this will occur in the next five years.  Many clinicians already use electronic systems for billing, e.g., Office Ally.  The implementation of EHRs have a different purpose.  This would be the Medical Record, per HIPAA, and be based on two new principles, i.e., that patients control and have access to their own health records, and that all clinicians working with a given patient are in communication with each other.  While there are privacy concerns, the move to EHRs is certain and one with which that LCSWs should acquaint themselves. EHRs are required for Medicare and Medicaid records but are also being adopted by many private insurers as well.

     Certification: Software programs which will be used to create the EHRs are required to be certified by the ONC which designates certain companies to test and approve these enormously complex programs.  The cost of programs is estimated to range from $44,000-63,000 for an individual clinician.  This is one reason that LCSWs may decide to join virtual or on-site medical homes/health homes.  There is no ‘incentive’ money available for mental health clinicians who are not physicians.  CSWA, NASW, and the American Psychological Association are supporting bills which would give LCSWs and psychologists access to incentive funding.

Meaningful Use: Meaningful use refers to the degree that health care records are kept electronically.  There are two ways that meaningful use is determined.  One is by compliance with 15 "Stage 1" objectives to improve quality, safety, efficiency, care coordination, engaging patients in their own health care and public health (many of these objectives apply to medical care, not mental health treatment, but are important to be aware of.)  The second way is through "A la Carte" objective; at least 5 of the 10 objectives must be included.  While LCSWs will not need to have details on these compliance objectives unless they implement an EHR, it is prudent to be familiar with the standards.

Health Homes/ACOs: One of the most important new concepts is that of accountable care organizations (ACOs) which will have target financial goals for providing all the medical needs of a group of Medicare enrollees (minimum of 50,000).  The ACOs will become an integral part of “health homes”, also called “medical homes”, which will be the vehicle for all aspects of health care for a given person to be integrated by all providers involved in a virtual or actual location.  When the goals are met or services are provided at less than the targets, there will be a financial bonus to the ACO.   The ACO system is scheduled to launch in January, 2012, but the race to form ACOs has already begun. Hospitals, physician practices and insurers across the country, from New Hampshire to Arizona, are announcing their plans to form ACOs, not only for Medicare beneficiaries but for patients with private insurance as well. The CMS estimate is that ACOs will save Medicare $960 million in the first three years of operation.
In short, there are many changes that will occur in the public and private health care delivery systems in the next few years, primarily to contain the continuing financial spiral of medical care. Though LCSWs are unlikely to have contributed significantly to this problem, we should be prepared to adjust accordingly.  CSWA will continue to provide information on the way that changes to health care delivery affect our work.
Medical Necessity
    The concept of "medical necessity" has had many meanings over the past 20 years or so.  It almost always refers to the need for a treatment for a given medical condition.  For mental health disorders, the primary issues are whether a given emotional disorder requires psychotherapy at a certain frequency for a certain period of time. The main premise to keep in mind if you receive a request to explain medical necessity is that 1) this is not simply a way to deny treatment beyond a bare minimum, and 2)  the crucial element of determining medical necessity is proving that progress in an ongoing treatment is being made.  While the need to explain how treatment is progressing may feel as if it is at odds with our confidence in our own clinical judgment, there is some validity to a third party payer wanting to know that the treatment an LCSW provides is working.

     Here are some principles to keep in mind when responding to a request for medical necessity:

 

· Be concise in your report
· Cover all the axes that are part of a complete GAF score, i.e., psychiatric (clinical and personality disorders), social, occupational, and medical problems
· Be specific about all the psychiatric disorders that a( patient has and how  they are progressing
· Be able to provide a medical necessity report in an objective way
· Be able to explain how progress has been made
· Be able to explain what your expectations for future progress will require in terms of frequency and length of treatment and why 

     If a medical necessity report results in a denial of further treatment, appeal the decision and ask to have your report reviewed by an LCSW.  Be aware of whether the plan is covered by state or Federal parity laws and be prepared to file a complaint with the appropriate oversight bodies, the insurance commissioner or the Department of Labor, respectively.  Have your patient advocate with their human relations director and their insurer if possible.

     Medical necessity reports are not just a demand, a criticism of our work, or an unfair extra step to receive payment.  If we choose to work with third party payers, we should be able to demonstrate that what we do works.  


On the Other Hand.... 

    While reasonable requests for medical necessity reports are valid, requests for every therapy note written are likely to be an attempt to deny payment.  There are some EAP companies that are doing just that.  In addition, the company that handles EAP services for Military OneSource has also started denying coverage for many common diagnoses - especially in the military - such as PTSD. 

    CSWA is concerned about the way that these EAP and other insurance companies work and would like to hear from members about any experiences that go beyond reasonable requests for information and/or denial of coverage for standard diagnoses.  CSWA wants to support good working relationships with insurers and EAP companies and educate them about what that entails. 

Virginia Society for Clinical Social Work and Greater Washington Society for Clinical Social Work - A Win for Collaboration
     Since last September, VSCSW and GWSCSW have been working together to protect clinical social work licensure in Virginia.  HB 2037 would have allowed anyone with a Bachelor, Master's, or Ph.D. in Social Work to be licensed in the law that currently licenses almost entirely 4000 LCSWs in Virginia.  This would have created confusion about the high standards required to become an LCSW in Virginia and the difference between generalist and clinical social work. 

     Thanks to a concerted effort by VSCSW and GWSCSW, the location of the new professional social work category was changed to another part of Virginia law, clearly delineating generalist social work from clinical social work.  Countless hours were devoted to this effort by the lobbyist for both Societies, Chris Spanos, spearheaded by Margot Aronson (GWSCSW), and Rick Goodling (VSCSW) along with numerous other Society members.  I provided help when asked, and was pleased to participate (as I do for all CSWA-affiliated state societies). Congratulations on a well deserved victory!  
	And here's what you've been waiting for - your next Licensure Tip:

Licensure Examinations:  Everyone must take an examination to become a licensed clinical social worker.  This could be a rare point of continuity in the patchwork of clinical social work laws across the country, but unfortunately it is not as consistent as it could be.  While all states and jurisdictions but one use the ASWB examinations, some states allow the Clinical or the Advanced Examination to be taken.  The Advanced Examination will not be accepted in states that require the Clinical Examination.  Fortunately, once an LCSW has passed the Clinical Examination, and the majority of states do require this examination, it will be accepted in every state that requires it.


A major problem for clinical social workers wanting to become LCSWs in California, or move from California to another state, has been that California has had its own examination since 1994.  A law passed in 2010 may change that anomaly to allow the ASWB Clinical Examination to serve as the examination for California in 2014.  This will solve one of the barriers, of which there are many more, that prevent LCSWs from moving their licenses easily from state to state.



	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 .  


     

