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Briefing Document Prepared for the White House Physician Summit on Health Care Reform
By the American Psychiatric Association

March 24, 2009
The American Psychiatric Association (APA) is the nation’s oldest medical specialty representing more than 38,000 psychiatric physicians across the United States.  Having successfully completed medical school, our members must then complete their residency training in psychiatry.  Additional training is required for qualification in subspecialty fields such as child and adolescent psychiatry, geriatric psychiatry, addiction psychiatry, and forensic psychiatry.  APA members work in private and public inpatient, outpatient and community-based settings, as researchers and academicians, in the VA, Indian Health Service, Public Health Service and the nation’s uniformed services.  In short, our members are on the front lines of delivering mental health care and substance use disorder treatment across the country.
1.
Health Care Reform:

With respect to short-term objectives, our overarching concern is to ensure that major federal legislative gains in Medicare (such as ending the discriminatory 50% coinsurance requirement for outpatient mental health care) and in mental health substance use disorder treatment requirements impacting ERISA and large group health plans are implemented promptly and effectively.  Further, we believe that any health care reform program -- whether incremental or comprehensive – should be fully consistent with the basic principles embodied in last year’s legislation: insurance-driven distinctions between mind and body have no place in 21st Century Medicine.
For additional information about our views on health care reform, please see the attached “Position Statement on Principles for Health Care Reform for Psychiatry”.

One major point to make is as follows:

· Some Americans are so severely and chronically ill that employer-based coverage is not a viable option and that as changes are made to Medicare, Medicare, and SSDI these individuals are not forgotten.

· This issue could be effectively dealt with by eliminating the current two-year waiting period for disabled individuals on SSDI to qualify for Medicare coverage.

· Current law requires an estimated 1.5 million Americans with disabilities to wait for two years before qualifying for Medicare coverage. Up to 40 percent of these individuals do not presently have health insurance coverage, and a substantial percentage of these individuals have a primary or secondary diagnosis of severe and persistent mental illness, often accompanied by a co-occurring substance use disorder. 

· The two-year waiting period puts at risk treatment and care for people with severe disabilities. With a gap in coverage, individuals forgo medical treatments, stop medications, and otherwise compromise their health. 

2.  Cost of Health Care Reform:

According to the Congressional Budget Office President Obama’s fiscal year 2010 budget would reduce Medicare and Medicaid spending by $295 billion over 10 years, which is $21 billion less than estimated from these sources by the White House as required for the health care reform reserve fund.  The reserve fund plan should raise $311 billion by increased taxes on wealthy individuals.  The combination of Medicare/ Medicaid savings and taxes provides $606 billion over 10 years for health care reform.  The White House had originally estimated receipts from all sources at $634 billion for the reform reserve fund.

Even though this is less than originally anticipated for health care reform, the number will change if Congress adopts different provisions than those recommended by the President.  Also note, CBO estimates the deficit will hit $1.85 trillion this year, compared with the White House forecast of $1.75 trillion. In 2010 the deficit is projected at $1.38 trillion, which is again greater than the administration’s forecast of $1.17 trillion.
Uncertainty about the overall cost of health care reform, the amount of revenue secured through savings in Medicare and Medicaid or increased taxes, and the overall state of the economy (not to mention the deficit) undoubtedly make comprehensive systems reform a very heavy lift.  Still, the House and Senate are operating under a tight timeline for moving reform, with hearings already underway and a target for passage by the August recess.  President Obama is also pushing hard to get it done by then.
Key concerns for APA and the rest of medicine include how program changes in Medicare and Medicaid will impact the profession (including reimbursement), whether and to what extent HIT implementation will disadvantage solo practitioners, and how and whether quality control initiatives (via mandatory Q/I data reporting or via comparative effectiveness research) will be used to improve quality or reduce spending.

3.  “Medical Home” Controversy:

Central to many health reform proposals is the use of the “medical home model” to improve the delivery of health care services while controlling costs.  The concept was first floated in the Tax Relief and Health Care Act of 2006.  That law provided for a three-year medical home demonstration in eight states targeted to high need beneficiaries.  Under the program physicians and certain sub-specialty practices receive a care management fee to manage and coordinate a patient’s care using the medical home model.  The theory is that by having a physician act as a gatekeeper, beneficiaries may receive better continuous, coordinated care for chronic or prolonged illnesses.
CMS guidelines for the medical home demonstration specifically excluded psychiatrists as eligible physicians even though mental health disorders qualify as a chronic condition and, more importantly, there is no provision in the enabling law to require or necessarily allow such an exclusion.   APA comments on the regulations outlined our concern about the exclusion and recommended that psychiatrists should be allowed to participate in the demonstration.  See attached regulatory comments for additional information.
4.  Medicare Rebasing:

As you know, physicians face a 21 percent cut in Medicare reimbursement unless Congress acts to fix it by January 1, 2010.   To address the problem, President Obama’s budget proposes to reset the Medicare physician payment baseline to avoid the cut. The budget proposal also plans for $329.6 billion in Medicare payments to physicians over 10 years.  This recognizes the need to replace the sustainable growth rate (SGR) system that has forced Congress to reverse draconian Medicare payment update reductions six times since 2003.  APA has signed onto an AMA letter with other physician groups to support the President’s proposal (see attached letter).
With respect to Medicare payment methodology, there has been some discussion about bundling services in which Medicare would make global payments for all services provided to a patient during hospitalization and for some amount of time post discharge.   CMS is moving towards a demonstration project that would allow hospitals and physicians to receive global payments for services provided to patients who receive certain cardiac and orthopedic procedures.  Implementing what amounts to a “super DRG” system has obvious ramifications for specialist services (including psychiatry) provided to inpatients or those beneficiaries in the immediate post-discharge period, since it would presumably create strong disincentives to provide specialist services not directly related to the condition for which the patient was hospitalized.
5.  Workforce:
Part of the health reform discussions has been how to address workforce shortages, but the focus has been on how to recruit more primary care doctors into the field.  Thus, it is important to reiterate that while there is a need for more primary care doctors, specialists also face shortages.  In addition to general shortages (particularly involving child and adolescent and geriatric psychiatrists) the psychiatric workforce – indeed the entire health professions workforce -- is not evenly distributed throughout the United States and within states.

Senator Bingaman is working on a bill, Health Access and Health Professions Supply Act (HAHPSA) of 2009, which would authorize a number of programs to address the shortage through the creation of a Permanent National Health Workforce Commission, improving payments for graduate medical education under Medicare, expanding the National Health Service Corps, and authorizing start-up expenses loan and grant programs for federal medical facilities and hospitals starting high needs residency programs in shortage areas. For the most part, groups including APA have been supportive of his bill, although there is concern about efforts by the psychologists to secure “GME” for psychology training.  This appears to be a nomenclature rather than substantive problem.
In 2008, Congress successfully stopped the Bush Administration from promulgating a rule to eliminate federal reimbursement for direct graduate medical education and indirect medical education. If allowed to go forward, the cuts would jeopardize the fiscal health of many teaching hospitals precisely at a point when health reform can reasonably be assumed to require more physicians.
The American Recovery and Reinvestment Act includes $500 million for health professions training programs; $300 million for National Health Service Corps recruitment and field activities and the remaining $200 million for scholarship and loan repayment programs under Titles VII and VIII of the Public Health Service Act. The funding is set aside to provide education and training for health professions and to alleviate the shortage of primary care providers.  Psychiatrists are eligible for some of these programs, and APA joined AAMC in supporting them. 
6.  Mental Health Parity:
In the short term, APA is urging the Obama Administration to promptly act to develop and publish early guidance for the business community from the Departments of Labor, Health and Human Services, and Treasury in order to assist covered employers in implementing the recently enacted federal parity law, clarify how the law will coexist with state laws, and alleviate concerns about costs and coverage decisions.  To that end, we sent the attached letter to then President-elect.  The response (also attached) has not been very encouraging.  

On February 18, Acting SAMHSA Administrator Eric Broderick, DDC, MPH old APA that while the Administration understood that “employers are seeking guidance on their obligations under the law before spring 2009 in order to negotiate the terms of their coverage with insurers . . . the parity regulations will not be completed within this timeframe, and until the regulations are promulgated, HHS will be unable to develop appropriate guidance.”  Although it’s Labor, not HHS, that has the primary responsibility for parity regulations and guidance, this response is decidedly unhelpful.  
· We encourage you to provide the White House staff with the APA letter and the SAMHSA response and urge them to get clear positive guidance out to employers ASAP. 

In the mid- to longer- term, we encourage the Obama Administration to:

· Ensure that employers covered by the recently enacted mental health parity law comply with the legislations and are able to negotiate broad appropriate coverage for their employees.
· Maintain mental health coverage at parity for all covered groups and ensure that businesses comply with the statute as implemented by regulation.
· Follow the issuing of an early guidance with a public rulemaking to ensure input from all stakeholders and to set formal policy for the implementation of the federal parity law.

7.  Business Case for Mental Illness/SUD Parity:
· Mental illness and substance abuse annually cost employers an estimated $80 to $100 billion in indirect costs.
· More days of work loss and work impairment are caused by mental illness than by other chronic conditions, including diabetes, asthma, and arthritis.
· Individuals who have depression, the most frequently diagnosed mental illness, but are not receiving care for the condition, consume two to four times the healthcare resources of other enrollees.
· Major depression, a common clinical problem in primary care, can be treated successfully with antidepressant medications and psychotherapy in 65 to 80 percent of all cases - a success rate that exceeds many current common medical treatments for non-psychiatric illnesses.

· One Fortune 500 company achieved a 1.7 to 1 return on investment by conducting a depression screening program.
· Studies prove that treatment of depression results about a 40-60% reduction in absenteeism and so-called “presenteeism” (when people are at work but not productive). 

8.
 “Six Classes of Clinical Concern” under Medicare Part D:
Medicare’s prescription drug benefit includes special protections ensuring access to all or substantially all of the medications used by medically vulnerable populations.  We recommend that the Obama Administration:

· Maintain coverage for all of the six protected drug classes (anti-depressants, anti-psychotics, anti-convulsants, anti-retrovirals, anti-neoplastics and immunosuppressants) under Part D as intended by Section 176 of MIPPA.
· Ensure that Medicare beneficiaries have access to substantially all of the six protected classes currently protected through subregulatory guidance by requiring CMS to codify this policy through regulation.

· CMS should undertake rulemaking to state that beneficiaries should have access to substantially all medications in the six currently protected classes and that the current policy will remain in effect. Since this is a continuation of an existing policy, there should be no significant costs.

9.
Health Information Technology:

 

The economic stimulus package recently passed by Congress included $20 billion in funding for accelerated implementation of a national HIT infrastructure and a new set of protections for electronic medical record privacy. The APA is pleased that the passed legislation included strong patient privacy protections such as breach notification, meaningful enforcement measures, and incorporation and improvement of HIPAA rules concerning the “minimum necessary” disclosure requirement. We encourage the administration to promote the following principles as it drafts regulation to implement the new law: 

 

· Meaningful confidentiality is imperative for the working relationship between patients and their physicians. This principle should remain paramount for your rulemaking.  

· DHHS technical standards in HIT must be formulated and executed properly, despite the quick timeline for their development. HIT standards must incorporate privacy protections directly into software, allow transfer of records to multiple systems, and require flexibility in software platforms so that introduction of new standards does not require costly upgrades or replacement. 
· As the administration seeks to reach its goal that all Americans have a secure and interoperable electronic health record by the year 2014, additional financial relief may need to be considered particularly for physicians in solo practice who assume much of the burden of HIT implementation yet see little of the savings. Solo and small practice physicians, though enthusiastic for the long term benefit of HIT, may find the cost in purchasing and staff training a significant deterrent to adoption. 

10.
Research Funding:
Federal funding of research yields critical improvement in the early diagnosis and treatment of mental illness.

· At a minimum, federal research funding should keep up with biomedical inflation in every appropriations cycle (approximately 4.5% in FY09).  Merely level-funding NIH results net loss of real dollars.
· NIMH and NIDA need more funding for the development of mediations for treatment-resistant depression and mediations to combat addiction respectively. Research will also help better inform care of service personnel and veterans requiring state-of-the-art treatment for Post-Traumatic Stress Disorder and Traumatic Brain Injury.
For additional information, please contact:

James H. Scully, M.D.,CEO and Medical Director:  jscully@psych.org, 703-907-8532
Eugene Cassel, Director of Advocacy: ecassel@psych.prg, 703-907-8583
Nicholas Meyers, Director of Government Relations, nmeyers@psych.org, 703-907-8585

