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The last day for the California Legislature to pass bills 
was August 31, 2014. It is the end of a two-year legisla-
tive cycle. In 2013, 2540 bills were introduced. 2256 bills 
were introduced in 2014. Among the many issues that 
CPA was directly involved with were:

• Regulation of Medical Marijuana
• Opposing Expanding Scope of Practice of Optom-

etrists
• Drug and Alcohol Counselor Licensure
• Gun Violence Restraining Orders
• Improving Access to and Providing Robust Psycho-

tropic Drug Formularies
• Expanding Medical School and Specialty Training 

Programs
• Expanding Veterans Courts
• Increasing Access to Assisted Outpatient Treatment 
• Assuring Fair Provider Contracts with Health Care 

Service Plans
• Establishing a Physician Health Program

Below are several issues of particular importance at press 
time. 

PARITY:  
Is it working for you and your Patients?

Problem: Health service plans pay psychiatrists less than 
other specialty physicians; subject psychiatric services to 
more utilization control than other health conditions; 
have more restrictive formularies than for other health 
conditions; and, often ask for complete patient files when 
seeking to reauthorize therapy visits. These are in virtually 
all cases unjustified acts of discrimination. 

The CPA analyzed the problem 
and found

• There has been little or no en-
forcement of mental health par-
ity laws by the California De-
partment of Managed Health 
Care (DMHC); 

• Health plan conduct regarding 
mental health parity is not scrutinized or reported;

• The California Department of Insurance (DoI), 
which oversees only 10% of the health benefits mar-
ket, has been much more aggressive in enforcing par-
ity laws against insurance companies. 

California needs to increase oversight of and enforcement 
of the mental health parity law against health service 
plans. 

Solution: The Mental Health Parity and Addiction Eq-
uity Act of 2008 (MHPAEA, sometimes called the Well-
stone Domenici Parity Act) was designed to apply to every 
aspect of health plan and insurer operations, and forbids 
discrimination against mental health or substance use dis-
order benefits.  Aggressive enforcement of MHPAEA will 
bring the promise of this law to psychiatrists and their 
patients. 

CPA Action: 

1) CPA sponsored SB 22, which created reporting parity 
requirements for plans;

2) CPA worked with Senators Beall and Steinberg and 
secured $2.1 million to add DMHC and DoI en-
forcement staff in the 2014-2015 state budget;

3) CPA led a coalition to meet with senior executive 
DMHC staff and established ongoing collaborative 
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review of parity enforcement issues. 

4) CPA submitted an amicus brief to the appellate court 
in Rea v Blue Shield of California. The court adopted 
the CPA position that all medically necessary mental 
health services are required to be provided under the 
state Mental Health Parity Act. 

With the assistance of the CPA, California leads the na-
tion in preparing aggressive enforcement of the Wellstone 
Domenici Mental Health Parity and Addiction Equity 
Act. 

CPA needs your help. Tell us how parity is working for 
you and your patients.

See resources that follow.

The DMHC website (www.dmhc.ca.gov) contains new 
links for you and your patients: 

• DMHC Help Center (1-888-466-2219, for patients 
or providers)

• Basic Resources for Patients about Mental Health 
Care

• Submitting Online Complaints (patients)
• Independent Medical Review
• Provider Complaint Filing

The DMHC website now contains a separate webpage on 
the MHPAEA.  

You can access the webpage by clicking “Mental Health 
Parity and Addiction Equity Act (MHPAEA)”

This page contains technical regulatory information, in-
cluding the statute and regulations. The page also shows 
DMHC required plan MHPAEA compliance filings, a  
letter sent by the Department to health plans regarding 
“Emergency Medical Treatment Requirements” and other 
enforcement and oversight activities.    

Final Thoughts: This is a critical time when monitoring 
and enforcement of state and federal parity legislation, 
and its appropriate application, is critical, especially in 
the setting of healthcare reform and the roll out of the Af-
fordable Care Act. Play your part; let both CPA and the 
DMHC know when you have complaints. 

ACCESS DENIED: Patients Receiving  
Denials for Critical Psychiatric Medications

Problem: individuals who have Medi-Cal Managed Care 
(MCMC) benefits are experiencing a high number of de-

nials to requests to continue on a psychiatric medication 
that has worked for them or denials of prescriptions start-
ing a psychiatric medication that their physician believes 
is medically necessary. 

CPA Public Psychiatry Committee analyzed the problem 
and found

• That managed care plan formularies in MCMC lack 
many essential psychiatric medications;

• The so-called state “reverse carveout” of Medi-Cal 
drugs, which is a list of psychiatric medications 
available at state cost, contains medications not on 
MCMC plan formularies; 

• These facts are not widely known, resulting in patient 
prescription denials at pharmacies, physicians not 
writing prescriptions for medically necessary medi-
cations because they believe them not covered, and 
plans either not advising beneficiaries and providers 
of the “reverse carveout”, or misinforming them as to 
the availability of these medications. 

A multi-part strategy focused on education is needed to 
correct this situation. 

CPA Action: 

1) CPA, on behalf of the Access Coalition, has written 
a letter to the Department of Health Care Services 
(DHCS) to point out the problem and ask that the 
DHCS issue guidance to plans and providers and/
or require plans to issue guidance about “reverse car-
veout” medication availability to providers, including 
physicians, pharmacies, and pharmacy benefits man-
agement companies.  

2) CPA has prepared a summary paragraph stating the 
problem and highlighting the need for plan and pro-
vider education to insert in a letter sent by the As-
sembly Select Committee on Justice Reinvestment to 
DHCS since the issue particularly effects parolee and 
released inmate populations who qualify for Medi-
Cal. 

3) CPA will convene a meeting of medical directors of 
health service plans participating in Medi-Cal to dis-
cuss this and other issues. 

The summary paragraph and list of “reverse carveout” 
medications follows.  

“We would request that the Department of Health Care Ser-
vices educate participating managed care plans and providers 
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including pharmacy benefit management companies about 
the availability of the Medi-Cal fee-for-service “reverse carve-
out” for specific psychiatric medications.*  Our understand-
ing is that some patients are not receiving medically necessary 
psychiatric medications when they are not listed on plan for-
mularies, unaware that these same medications are available 
to them through the “reverse carveout.” There are also physi-
cians, pharmacists, pharmacy benefit companies and other 
providers also unaware of the applicability of the reverse car-
veout and this has created confusion and lack of access to 
medically necessary psychiatric medications. Without access 
to the right medications, there is a large increase in the risk of 
hospitalization, reoffending and other adverse events.” 

 *The specific psychiatric medications currently includ-
ed in the reverse carveout: 

Therapeutic Subclass: Antimania Drugs
LITHIUM CARBONATE (Eskalith) 
LITHIUM CARBONATE (Eskalith) CR 
LITHIUM CARBONATE (Lithonate)  
LITHIUM CITRATE
 
Therapeutic Subclass: Antipsychotics
AMANTADINE HCL (Symmetrel)
ARIPIPRAZOLE (Abilify)
ASENAPINE (Saphris) 
CHLORPROMAZINE HCL (Thorazine)
CHLORPROTHIXENE
CLOZAPINE (Clozaril) 
FLUPHENAZINE DECANOATE (Prolixin)
FLUPHENAZINE ENANTHATE 
FLUPHENAZINE HCL 
HALOPERIDOL (Haldol) 
HALOPERIDOL DECANOATE
HALOPERIDOL LACTATE
ILOPERIDONE (Fanapt)
ISOCARBOXAZID (Marplan) 
LOXAPINE HCL (Loxitane) 
LOXAPINE SUCCINATE (Loxitane) 
LURASIDONE HCL (Latuda)
MESORIDAZINE BESYLATE (Serentil) 
MOLINDONE HCL (Moban) 
OLANZAPINE (Zyprexa) 
FLUOXETINE HCL and OLANZAPINE (Symbyax) 
PERPHENAZINE (Trilafon) 
PIMOZIDE (Orap)
PROMAZINE HCL (Sparine)
QUETIAPINE FUMARATE (Seroquel) 

RISPERIDONE (Risperdal) 
RISPERIDONE MICROSPHERES (Risperdal Consta) 
SELEGILINE (transdermal only)
THIORIDAZINE HCL (Mellaril) 
THIOTHIXENE (Navane)
THIOTHIXENE HCl 
TRANYLCYPROMINE SULFATE (Parnate)
TRIFLUOPERAZINE HCL (Stelazine) 
TRIFLUPROMAZINE HCL (Vesprin) 
ZIPRASIDONE HCL (Geodon) 
ZIPRASIDONE MESYLATE (Geodon) 

Side-Effect Medications
BENZTROPINE MESYLATE (Cogentin)
BIPERIDEN HCL
BIPERIDEN LACTATE (Akineton) 
TRIHEXYPHENIDYL (Artane)

LAURA’S LAW: Progress at Last

Problem: Laura’s Law provides Assisted Outpatient Treat-
ment (AOT) - court supervised outpatient treatment for 
those with a history of hospitalizations, arrests, or threats 
or acts of violence. Only one California county has com-
pletely implemented AOT since 2002 despite demon-
strated ability on the part of the model to reduce hospi-
talizations, arrests and violence.

Analysis: The CPA analyzed the problem and found

• Each county must adopt an ordinance that states 
there will be no voluntary services reduced by imple-
menting an AOT program; 

• This means that counties must find new funds in or-
der to implement AOT;

• From 2002-2014, only one county, Nevada County, 
fully adopted an AOT program;

• Widespread misconception that the Mental Health 
Services Act (MHSA, i.e. Proposition 63) could not 
fund AOT services. 

Conclusion: Allowable use of MHSA funds clarifica-
tion would make available a new and abundant source of 
funding and lead to more AOT implementation.  

CPA Action: 

1) CPA sponsored SB 664 (2013) which clarified that 
MHSA funds are appropriate for use in paying for the 
services associated with AOT. 

2) Senate President Pro Tempore Darrell Steinberg (who 
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authored the MHSA) felt he personally should clarify 
the issue so there was no doubt. CPA subsequently 
supported SB 585 by Senator Steinberg, which made 
the clarification. 

3) Senator Steinberg’s legislation passed out of the legis-
lature with strong bi-partisan support with 109 YES 
votes and only 3 NO votes. The Governor signed SB 
585 into law and it took effect on January 1, 2014. 

Results: Since January 1, 2014, county AOT programs 
have been implemented in Orange County (120 slots); 
Los Angeles (300 slots added to 30 slot pilot); San Fran-
cisco (120 slots); Yolo County (from pilot to permanent, 
5 slots); Placer County (20 slots). 

Counties seriously considering AOT: Alameda, Contra 
Costa, El Dorado, Kern, Sacramento, Santa Barbara, San 
Diego. Others may be possible.

MENTAL HEALTH REFORM:  
Ready for Prime Time?

Problem: Poor outcomes are frequent for people with 
serious and persistent mental illness. Often ignored, no 
comprehensive attention to improving SPMI outcomes 
has been paid in the last decade by agencies of the federal 
government or by Congress.  Two major mental health 
bills are pending in Congress, Representative Tim Mur-
phy’s (R - PA) bill offers reform, the other by Congress-
man Ron Barber (D - AZ) does not. Both are currently 
languishing as the deadline for passing legislation by Con-
gress approaches in October with the possibility both will 
die in 2014. 

Analysis: 

1) Both bills would improve mental health care with 
common elements: 

• Resources for Suicide Prevention
• Resources for Jail Diversion and Reentry
• Protecting Access to Psychiatric Medications
• Add Mental Health Provider Incentives to Federal 

Health Information Technology Programs
• Resources for Integration of Mental and Physical 

Health Care

2) Rep. Murphy’s more controversial bill would also

• Eliminate many U.S. Substance Abuse and Mental 
Health Services Administration (SAMHSA) pro-
grams as unauthorized or not evidence based

• Eliminate prohibition of federal funds for short-
term inpatient psychiatric care

• Promote Assisted Outpatient Treatment and “need 
for treatment” standards in the involuntary inpa-
tient treatment laws of states

• Expand HIPAA exceptions to allow families to re-
ceive information regarding care of a mentally ill 
loved one when they are potentially violent

3) Rep. Barber’s bill would also

• Require Parity Implementation Studies and Reports 
to Congress 

• Improve Psychiatric Workforce for Native Ameri-
cans and in Veterans Affairs

• Reauthorize Pediatric and Subspecialty Loan For-
giveness Programs

• Create a Federal Grant Program for School Based 
Mental Health Services

Conclusion:  Both bills should be supported. Both bills 
seek to promote improvements in access to mental health 
services. Unfortunately, both lie in partisan stalemate: 
the Democratic Barber bill is seen by many as an attempt 
to derail the Republican Murphy bill.  Neither can pass 
Congress as is. 

CPA Action:

1) CPA is sponsoring Representative Murphy in a San 
Francisco town hall program on September 12, 2014. 
CPA President Tim Murphy, MD, will introduce 
Representative Murphy. 

2) The meaning and message beyond the content of the 
town hall is to emphasize upon minority party Con-
gressional leader Nancy Pelosi (of San Francisco) that 
strong advocacy organizations such as the CPA stand 
behind the idea of reform and reform should not be-
come a victim of partisan politics. 

3) CPA will send a letter to the California Congressio-
nal delegation demonstrating support for both Barber 
and Murphy bills. 

4) CPA will assist local CPA members in obtaining a 
meeting with Representative Doris Matsui (D- Sacra-
mento) who is a lead negotiator fashioning a compro-
mise between the Murphy and Barber bills. 

5) CPA will work closely with the APA to enact 2014 
mental health reform legislation in Congress.


