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I have been honored by The Haworth Press with their invitation to serve as editor of this special volume, Psycho-Economics: Managed Care in Mental Health in the New Millennium. Following my acceptance of this role, I invited highly qualified psychologists to express their views concerning managed care for publication in this collection. The resulting articles are presented in the pages which follow. Through consultations with the series editor, Frank De Piano, and the publisher, Bill Cohen, I learned of the philosophy and goals of this volume's companion journal, Critical Strategies: Psychotherapy in Managed Care. These are listed below:


	To bring practitioners innovative and effective approaches to clinical practice in relation to managed care.

	To serve as a survival guide in helping the contemporary practitioner maintain an ethical and effective practice while coping with the administrative expectations of the managed care system.

	To foster awareness of the means by which managed care affects the quality of care provided to the patient.

	To foster awareness of the steps that can be taken to minimize the negative affects that managed care dictates on patient care and professional practice in general.

	To foster awareness of the ethical and legal considerations which must be of concern to the providers of mental health services.

	To encourage discussion of the future of the managed care system with regard to the impact upon providers and patients.


While it is the intent of the editor and the publisher to be even-handed in publishing pro and con articles regarding managed care, it is the opinion of this editor that this goal will be difficult to maintain in view of the negative public image of the managed care system. How can managed care be accepted by the public when it functions as a money-making business? How can managed care be accepted when it is offered as a commodity on Wall Street? How can managed care be accepted when its officers receive yearly millions of dollars in salaries and bonuses? How can managed care be accepted when patients are denied needed treatment on the grounds that the treatment is experimental? How can managed care be accepted when patients are forced to leave the hospital when their conditions warrant continued inpatient care? How can managed care be accepted when mental health patients are limited to two or three therapeutic visits when they may require several more sessions for successful treatment? In short, how can the concept of managed care, as it presently exists, be publicly accepted when the aim of its management is to gain profits at the expense of the patients?

As the saying goes, “What goes around, comes around.” It is the opinion of this writer that, in due time, the public will react with sufficient intensity to stimulate national legislation which will bring about marked changes in the current operation of the system or, perhaps, discard the system in favor of another method to the approach of providing health care for the public.

Robert D. Weitz, PhD, ABPP, ABPH

Diplomate in Clinical Psychology

Diplomate in Psychological Hypnosis
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The promise was there

For all of managed care

But do figures add up

With shortcuts here

and shortcuts there?




The patient is lost

Priced out by buy-outs

Big money wins and

Little patients lose

With confidentiality breached

And confidence capitulated

The Blue Chip price on your head and mine

Is a Dow-Jones bust

In the health care market.





	
Lewis W. Field is a Diplomate in Clinical Psychology.

Address correspondence to: Lewis W. Field, PhD, 6001 Blackhorse Pike, #31, Egg Harbor Township, NJ 08401-4804.
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SUMMARY. Managed care and its impact on the delivery of psychological services is evaluated from the perspective of forty plus years of independent practice, and from a knowledge base acquired as a management consultant, designer and operator of service review systems, supervisor of professional liability insurance programs and as a designee and director of national political action programs. [Article copies available for a fee from The Haworth Document Delivery Service: 1-800-342-9678. E-mail address: getinfo@haworthpressinc.com <Website: http://www.haworthpressinc.com>]
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This article is written from the perspective of one of those psychologists who pioneered in full-time independent delivery of psychological services. Along the way, I was privileged to participate in the political process at state and national levels aimed at gaining licensure and autonomy for psychologists, reimbursement of psychologists by third party payors, etc. I also had the opportunity to help direct major national insurance plans including health plans; to help develop and operate the country's only databased professional service review plan for mental health service delivery; and to direct the operation of a major public policy organization primarily concerned with mental health issues. I also had opportunities to teach, to supervise, and to do research in some of the more pressing clinical issues. It is from the experience and knowledge base of those years that this evaluation of Managed Care (MC) is written.

My first proposition is that MC can be viewed as a sequential development in a healthcare delivery system that has been out of control almost from its inception. To those colleagues sufficiently uninformed as to believe that the solution to the problem of health care delivery lies in what has been called a “single payor” (i.e., governmental system), I opine that such a belief is both without historic support (including the Canadian system currently in very serious economic trouble), and overlooks the fact that the governmental bureaucracy and our political system are primary contributors to the lack of control. In brief, projections as to utilization (i.e., the consumption of health services) have been historically and consistently inaccurate because they under-predict the absolute consumption of such services and the cost thereof. Consequently, the history of health care service delivery plans (both private and governmental) is one of consistent cost overruns followed by rising costs. The only “cures” for such “premium creep/inflation” were to increase cost and/or reduce the quality/quantity of available health service. Until the advent of managed care with its attendant and specifically created mythologies, any “economies” were difficult to realize, especially given the culture's political commitment to ever-increasing numbers of those “insured”; (i.e., citizens covered by health insurance programs by both governmental and private sector opportunists attempting to reconcile increased demands for health services from ever-increasing numbers of consumers attempting to avail themselves of such services).

Managed care is a logical extension of cost controlling efforts initially touted by the governmental health care bureaucracy and the health insurance industry alike as a means of controlling cost by diminishing over-utilization (while, of course, maintaining quality health service delivery). The new (MC) approach would all too quickly demonstrate that it was neither. To anyone with a modicum of experience/knowledge of the realities of health care delivery economics and uncompromised by governmental or corporate “bottomlines,” such a fanciful account of health care economics has always sounded remarkably like the claims of a “door to door” salesman with lots of vacuum cleaners to sell.

I also propose that the only real contributions of MC to health service delivery have been the creation and enrichment of a new class of “robber barons” characterized by an almost psychopathic disregard for the well-being of the consumers with whom they had contracted to provide health services. As this article is written, that merry band of thieves known as the MC industry is engaged in an all out battle to prevent the United States Congress from passing a “Patient Bill of Rights” that would among other things mandate (1) a more fulsome disclosure to the consumer of the actual services the company will provide; (2) consumer access to second/specialist opinion; and (3) perhaps, most importantly, holding MC companies and their operators legally responsible for the consequences of their actions. Great is the wailing of the paid “spokespersons” for the managed care companies as to the dangers of increased cost, unlimited litigation, etc., etc. Yet it is this same industry that required congressional action to stop such practices as drive-thru mastectomies and daycare deliveries.

But what of the specific impacts of the practices of MC companies on the delivery of psychological services? To fully understand the deleterious impact of these practices, one must at first at least minimally define what is involved in the delivery of quality psychological services. To this writer, the primary components of high quality psy-chodiagnostic and/or psychotherapeutic endeavor is commitment to the development of a healthier, better informed, more knowledgeable, more INDEPENDENT consumer. These goals are effected by the formation of a therapeutic dyad where psychological services-includ-ing quality psychodiagnostic services-are provided by a highly trained and competent practitioner. The American Psychological Association's (APA) Code of Ethics instructs that the provider's first responsibility is to the consumer, that conflicts of interest are to be avoided or made explicit, that confidentiality is to be respected, and that the consumer is to be kept informed at all times of any information relevant to the pursuit of the psychological contract.

Thus this writer proposes that one or more of the fairly common practices found in MC's mental health service delivery demands of the professional psychologist behavior that is, at best, marginally unethical: and, in many instances, constitutes a blatant violation of one or more of the APA's principles of ethics. Professional psychological service delivery under a managed care regime will be discussed in the following areas: the therapeutic dyad and professional service delivery; confidentiality; the quantity and quality of psychological services delivered in the MC environment; and the training of providers.



The Therapeutic Dyad and Psychological Service Delivery

Perhaps one of the most, if not the most, devastating impacts of managed care on the delivery of psychological services has been its impact on the therapeutic dyad, an impact defined by a shift in the behaviors of the participants and of the way in which information is exchanged. Whereas APA's Code of Ethics instructs psychologists as to the importance of full disclosure, the practices of most managed care companies, at best, is to encourage guarded disclosure; and many demand of their providers the outright withholding of critical information. The most immediate and flagrantly violative example thereof is that situation in which part of the provider's compensation is determined by “bonuses” based on conformity to an acceptable provider profile and/or a baseline for consumption; that is to say, the provider's income is determined not by the quality of delivered service but by how closely the amount of provided service matches a baseline derived in some undisclosed fashion by a party at interest (the MC company). MC companies rationalize this practice on the basis that it sensitizes the provider to the importance of over-utilization thereby making delivered service “medically necessary” and maximally economic. In truth, such arrangements result in strong pressures on the professional to provide minimal professional service. It almost goes without saying that the consumer/subscriber is rarely informed of such “consumer LWfriendly” contractual agreements. In far too many MC settings, the consumer is equally uninformed about the range of treatment options which may be relevant to amelioration of the presenting condition. Literature, both professional and popular, documents that in a significant number of instances the withholding of treatment (e.g., hospitalization, protective environment) have resulted in homicides and suicides perpetrated by the despairing consumer. In such a “Father knows best; we'll tell you when you should know” environment, efforts to build independence, assertiveness, the exercise and acceptance of responsibility for making informed consumer judgements can only be sorely compromised.

Another problematic consequence of MC service delivery is the redefinition of the therapeutic dyad from one which emphasizes the equality of the participants and the importance of consumer independence and autonomy to one in which the role relationship more closely approximates the so-called “medical model” (wherein the provider enjoys knowledge not available to the consumer) thereby encouraging passivity, dependence, and subservience on the part of the consumer.

Concurrently MC interjects a third party (the payor) into the treatment relationship now making the therapeutic dyad a triad. A legitimate argument has been made that whenever a third party is paying for the cost of delivered health service, that party has a right to such information as is necessary to justify approval for payment of a claim. But the immediate consequence of such “payor” participation is that the therapeutic process now incorporates a third party whose interest is, in most cases, opposed, if not directly antithetical, to those of the consumer and provider. In past years when “fee for service” health care delivery predominated, the intrusion of the third party was generally restricted to requesting limited information from the provider which a claims manager could then process according to the contractual agreements incorporated in the health plan contract. In the main, this system worked relatively well because relatively limited information was needed for claims processing and/or because the third party payor had the prescience to spell out in contractual form the nature and extent of the benefit to be provided. Even though in the foregoing context, the intrusion of the third party was generally minimal, it produced a not too subtle shift in the nature of the relationship and obligations of provider to consumer; i.e., it made the provider in effect responsible for insuring that the consumer's claim would be honored, an important shift in emphasis which under any circumstances also tends to increase the passivity and dependency of the consumer and insure a diminution in the consumer's autonomy. Although, it may be politically incorrect to say so, many providers have long felt that any third party payment substantially diminishes consumer motivation to change.

However, given that “fee-for-service” still continued to dominate health care delivery, third party payors continued to struggle with their actuarial inaccuracies (i.e., under-projecting the rate of consumption), but third party payors as a class demanded ever yet more stringent controls on the consumption of health services. Thus was born Peer Review and/or Utilization Review which ostensibly was to protect the third party payor against over-utilization of health care services while insuring the consumer of high quality in the delivered service. The immediate consequence of this type of intrusion was a further modification in the role relationship wherein the third party payor gained some apparent additional control (on the consumption of health services) while the provider was further burdened with responsibility for procuring review approval; and the consumer's responsibility was lessened. Furthermore, the law of unintended consequences was manifestly at work because the various changes also placed consumer and provider in a cooperative effort to get the third party to pay for the consumer's utilization of the professional's services.

Peer/utilization review also introduced yet another dimension of change in that it legitimized second-guessing (by representatives of the third party) of the decisions made by the consumer and provider as to utilization; while “desensitizing” all concerned to the fact that peer/utilization review was a further intrusion into the realm of confidentiality because consumer/provider was required to supply ever more substantial and intimate detail about the presenting problem, the treatment process, etc., to the third party.

Even so, it rapidly became apparent to third party payors that despite its substantial intrusion into the treatment process, peer/utilization review when well and appropriately done was not economically effective in controlling cost. The American Psychological Association's (APA's) costly adventure into peer review made clear that when poorly done, peer/utilization review could also have a substantial deleterious impact on the consumption of mental health services. Parenthetically, the resultant complete redesign of the APA program (based on clinical practice, research data from peer reviews efforts, etc.) resulted in a reasonably tolerable program, but the new program was both time consuming from the standpoint of the consumer/provider and expensive from the standpoint of the third party payor. Realistically, and perhaps most importantly, the experience with utilization/peer review made clear that while these efforts to control utilization still did not provide a level of cost control acceptable to third party payors, the practices and procedures pioneered by peer/ professional service review did provide a precedent for the ultimate emergence of managed care.

Before looking further at the emergence and the impact of managed care per se, it is worthwhile to note again that the above described evolutionary process has resulted in the role relationship between provider and consumer shifting from one in which the consumer had full control of all decisions (relative to the consumption of psycho-diagnostic and psychotherapeutic services) to one in which the third party is the only truly autonomous participant. Furthermore, these shifts in the therapeutic triad resulted in a substantial, if not outright loss, of therapeutic distance between provider and consumer with deleterious consequence to both.

Now comes “Managed Care,” a system that claims great savings for third party payors while maintaining a high quality of service. However, nothing is said of the fact that the system also codified a “father knows best” approach to the delivery of mental health services while institutionalizing the disincentives embodied in a situation where the third party has the ultimate power of decision. In this system, consumer and provider literally do not know when a given service will be approved or disapproved; and, if approved, for how much, nor for how long. The immediate impact on the consumer is the /^possibility of any long range planning either with respect to the further consumption of mental health care services and/or the economic consequence of denial (of payment) for those already consumed. (Most MC claims review was initially retrospective.) The MC system also generally requires of the provider that a “treatment plan” be submitted for claims review, a plan incorporating projected goals and a description of the procedures to be utilized in reaching the goals. Such a process presumes that a third party reviewer is competent to evaluate and/or approve the treatment plan. In virtually no instance were provisions made by MC company for the inclusion of the consumer in this so-called “treatment planning process” nor were any provisions made to insure the competency of the third party payor's reviewer; e.g., that they have even a minimal level of competence, let alone a level of competence comparable to that of the provider. In sum, the evolved MC system treats the consumer as if they were an incompetent malingerer with no rights nor needs; and treats the provider as a scheming crook whose primary intent is disadvantaging the pocketbook of the benevolent third party payor.

A “time coincidental” and unfortunate Supreme Court interpretation of the Employees Retirement Income and Security Act (ERISA) removed the third party payors in MC from any oversight by state health regulatory agencies and shielded them from civil liability for the consequences of their actions. The same Court decision also allowed third party payors (e.g., health insurance companies) and/or their agents to enter directly into the field of service provision, a situation in which such entities enjoyed the same freedom from regulation and/or civil responsibility for their actions. Consequently, the health insurance industry directly or through its agents in MC companies are now simultaneously in the business of insuring the delivery of a health care service; while providing that same service under their own conditions and with little responsibility to anyone other than their stockholders. Thus insurance companies have become the “super provider” of health services purveyed through the medium of their own employees and/or provider panels which must, as do their own employees MC-(HMO), conform to policies, procedures, and standards established by the parent company.

This set of circumstances has further changed the traditional provider role to one in which the professional is primarily responsible to the MC company and only secondarily responsible to the consumer. In this system, the provider's well-being now rests on the degree to which the participating provider can meet the standards imposed by the employer and/or the standards imposed to maintain participation in the MC provider panel. It also puts the provider squarely in the middle between the managed care company's standards, procedures, etc., and a malpractice action from a dissatisfied consumer (i.e., nothing in the earlier noted Supreme Court decision on ERISA relieved the provider from the liability attendant to the responsibility for patient care). To say the very least, the participating provider must have a high tolerance for anxiety attendant to the constant knowledge of marginally or wholly unethical conduct; or the provider must have a substantial psychopathic element in his character structure that enables functioning in such a setting.



Confidentiality

Due to the excellent work of Dr. Karen Shore and her colleagues who formed the National Coalition of Mental Health Professionals and Consumers, the impact of managed care on confidentiality of psychodiagnostic and psychotherapeutic data has been well delineated, a documentation which suggests that impact of MC practices and procedures is highly deleterious. Little can be added to the comprehensive work of Dr. Shore and her colleagues; and the reader is referred to her group's numerous publications on the subject of confidentiality.

From this writer's perspective, it is possible that too much has been made of the issue of confidentiality in that it has often been presented as the pre-eminent concern about MC. As a psychologist in training in the Veteran's Administration during the lamented “McCarthy” years, I am all too familiar with the sensitivity of and the abuses which can be visited on confidential data.

Flowever, our culture has changed greatly, and data once thought highly sensitive is commonplace in today's discourse. It is arguable that some of the time some of the anxiety about confidentiality is a provider variable which gets communicated to the consumer. From this writer's perspective, concerns about confidentiality in the MC environment, though certainly legitimate, must not so dominate our perspective as to diminish our sensitivity to other major problems inherent in the MC process.

In summary, it is important to note that the voluminous and detailed documentation demanded by companies becomes a part of a corporate or governmental databank stored in computers. The media regularly details the uses-and misuses-of such databases, and the same media also documents that such data is in no sense secure.



Quality and Quantity of Care

The assaults of MC service delivery on the psychodiagnostic and psychotherapeutic process and on confidentiality as detailed above can only result in a diminution of the quality of health services delivered under such circumstances. However, these effects, irrespective of their significance (or lack thereof) in reducing cost, are in the main coincidental as compared to the direct cost cutting efforts of MC companies. The plain fact is that the major way in which managed care companies control cost is through direct limitations on the amount of care provided. The ingenuity of MC companies in creating disincentives to the utilization of mental health services is impressive: ranging from so convoluting the process that the patient becomes exhausted or disgusted long before treatment is initiated; to procedures requiring “prior authorization” for all rendered services-prior authorization that is limited to one to three sessions at a time.

With respect to psychodiagnostics, many companies employ a series of approved “tests” (a formulary which although by no means necessarily the best means of investigating the presenting problem are most assuredly the simplest and therefore the cheapest). Because of the cost factor, inpatient care is strenuously discouraged, if not altogether prohibited. Provider utilization profiles based on the absolute amount of service delivered, unleavened by a consideration of the nature of the presenting problem, are yet another all too common attempt to control cost. Inasmuch as provider compensation and/or continuance on a MC provider list is dependent on conformity with “utilization guidelines,” “provider profiles,” etc., the direct impact is to diminish the amount of care provided; and the limitation of such care as is provided to essentially supportive or so-called “crisis” intervention strategies.

Another MC practice that substantially impacts the quality of care is the use of “counselors” as the providers of psychodiagnostic and psychotherapeutic services. Given the earlier noted exemptions of many MC programs from regulations by state health care supervisory agencies, and their widespread freedom from civil liability, results in MC companies going outside the ranks of the traditionally recognized mental health providers (such as psychologists, psychiatrists, psychiatric social workers); substituting therefor marginally qualified, frequently uncredentialed, “mental health counselors.”

The foregoing commentary may be interpreted to suggest that MC is altogether responsible for the decline in the quality and quantity of psychotherapeutic services. Such is not the intent, for whereas the practices and procedures of MC companies have certainly made major contributions to an overall decline in the quality and quantity of such services; factors such as “feel good therapies,” judicial decisions equating mental health care with physical health care (and thereby relieving consumers from any responsibility for the outcome); and the politicization of such things as training, diagnostic categories, preferential treatment for certain types of mental health problems have also made significant contributions thereto.



Training

American Psychology has for years been shooting itself in the foot-and continues to do so-with respect to the training of psychologists, especially those being trained as providers of mental health services. However, MC companies’ employment of uncredentialed or subdocto-rally credentialed “counselors” provides another weapon so psychology can shoot itself in both feet simultaneously.

The American Psychological Association (APA), dominated almost from its outset by academic psychologists historically, had little interest in defining clinical practice; and even less interest in the statutory regulation thereof. Consequently, any effort to define areas of expertise and clinical practice and/or to define differences in the functioning of psychologists (trained variously as clinical psychologists, consulting psychologists, experimental psychologists, etc.) were and still are being resisted within psychology's major national organization. The consequent lack of leadership at a national level with respect to the control of professional practice resulted in various state psychological associations assuming leadership roles in seeking legislative regulation of the practice of psychology, a development which further complicated matters because it was broadly felt that “all” psychologists within a given state should both support and be “covered” by projected legislation. The result was a hodgepodge of legislation, which in some states recognized subdoctorally educated providers for limited service provision.

After successful legislative action concerning credentialing in a number of states, APA acceded to the inevitable and undertook a range of activities addressing mental health service delivery by psychologists. Unfortunately, many of APA's positions were politically dictated and/ or “split hairs,” especially on matters such as training for psychology service providers, etc. As a case in point, APA adopted as policy the position that whereas a doctorate degree constituted “the journeyman level” for independent service providers, subdoctoral training was adequate for service provision in an “institutional” setting. Attempting to rationalize the apparent discrepancy, the APA noted that the subdoctorally trained would be “supervised” in an institutional setting. The consequences of such a policy, e.g., the establishment of a “tiered” mental health system, were not and have not been addressed, nor were the ethics of academics who operated subdoctoral training programs in states where there was no recognition of the subdoctorally trained. However, governmental mental health agencies free from regulatory constraints did employ such “counselors” in significant numbers.

Unfortunately, APA also made few consistent efforts to encourage compliance with its enunciated policies. Although, the politics of this situation is historically fascinating, its full consequence in this context was not apparent until the emergence of managed care.

With its primary emphasis on cost containment and the virtual absence of regulatory controls of health care providers in the MC environment, subdoctorally trained providers of all persuasions, including those in psychology, found an opening to the marketplace not previously enjoyed.
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