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It’s a new legislative year. Many new laws took effect on 
January 1, 2016, including the CPA sponsored bill (AB 
1194, Eggman) to clarify the dangerousness criteria in the 
5150 statute. CPA is working on a host of projects for 
2016 including: 

• Working with other groups including the California 
Medical Association on a range of issues including the 
new California Senate housing initiative for homeless 
mentally ill; 

• Working with a coalition of groups including the 
CMA and child psychiatrists to insure that medically 
necessary psychotropic medications are not delayed or 
denied to foster youth who would benefit from them;

• Working with emergency physicians and hospitals 
to ensure better access to emergency rooms in non-
designated hospitals (those not designated to receive 
5150’s);

• Assisting counties in the adoption and implementa-
tion of Laura’s Law, including co-sponsoring legisla-
tion to extend the sunset (expiration) of the Laura’s 
Law statute. 

• Meeting with and advising the Department of Man-
aged Health Care and the Department of Insurance 
on issues relating to parity enforcement, network ad-
equacy and denials of service; 

The list could go on, and will probably grow, as each year 
new and unanticipated policy issues emerge in the legis-
lature. 

Pupil Mental Health. One anticipated issue is action fol-
lowing the release of the California State Auditor’s report 
of January 17, 2016 on pupil mental health services in 
primary and secondary schools. The report is a response 

to widespread concern that recent 
transferring of authority and re-
sponsibility back to schools for 
these services (for over 20 years, lo-
cal mental health departments had 
the responsibility to provide treat-
ment) has served to reduce access to 
necessary services including psychi-
atrists, medications and long term 
residential care options. The Senate 
Select Committee on Mental Health will hold a hearing 
on the report and its recommendations February 3, 2016. 
CPA will be there. 

Managed Care, Parity and Access to Care. Just before the 
holidays, members of the CPA Managed Care Committee 
and I met with senior officials at the California Hospital 
Association and then the Department of Managed Health 
Care (DMHC). We discussed access to care and parity, 
utilization controls, differentials in reimbursement for 
psychiatric services, network adequacy and other related 
subjects. Some of the takeaways: 

Access to psychiatric care is abysmal. Typical example: 
One CPA member receives 12 calls a week from poten-
tially new patients seeking an appointment. He has very 
few openings, and because he chooses to work with se-
lect plans only, those who have insurance with plans he 
doesn’t work with are out of luck. For other hopeful po-
tential patients, he may be able to offer an appointment 
within 6-8 weeks and even that is not guaranteed. Some 
days there are so many calls, the office has little time to 
respond to them all.  This is in San Francisco, but the 
same could be said of small town semi-rural northern San 
Diego County, Ventura County, or Los Angeles (all rep-
resented). 

A health delivery system is designed to fail when the odds 
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are stacked against the patient in this way. That the pa-
tient has severe anxiety or depression to boot makes it 
doubly hard. These kinds of examples make it clear that 
something is very very wrong with this picture. 

California Senate Joint Hearing on Access to Mental 
Health Care. CPA had a chance to paint the following 
picture before a joint hearing of the Senate Health Com-
mittee and the Senate Select Committee on Access to 
Mental Health Services on December 16, 2015. Just re-
cently we heard that Senator Ed Hernandez, as a direct re-
sult of CPA testimony at the hearing, wanted to follow up 
on the points presented by the CPA and talk informally 
with the psychotherapy professions (including the CPA).

Small Solution for Patients? One of the ideas to emerge 
from these various sets of discussions is that, when it 
comes to offering timely appointments with psychiatrists 
and other psychotherapists, health plans need to be more 
“front line.” So, for instance, when someone seeks an ini-
tial appointment for mental health care, and they’ve called 
a minimum of three providers on the list of providers of-
fered by their mental health plan – without results -  the 
next step should be to call their plan. The plan must then 
provide three referrals to appropriate providers that can 
provide timely access to appointments. This is already the 
informal practice when the DMHC receives a complaint 
and negotiates for the beneficiary with the plan. How-
ever, the Department doesn’t have statutory authority to 
require this as a “rule of three.” All it can do at present is 
suggest that the plan do so as a best practice. This suggests 
that there may be future legislative activity for the CPA 
in setting the “rule of three” into statute and letting the 
departments enforce it. 

Access to Inpatient Care. Access to inpatient psychiat-
ric care is also challenging. It is directly correlated to the 
number and availability of beds, the quantities of which 
have dropped significantly in the last 20 years. As well, 
another urgent problem is emerging with significantly 
reduced number of post-acute care beds for those who 
cannot be safely released back into the community after 
an inpatient stay. 

The California Hospital Association has data on the de-
cline in beds over time. Some hospitals report holding 
those patients for months, not days or weeks, before they 
can be transferred to appropriate step down care in a post-
acute facility. This can be judged as a parity issue because 
on close analysis the fiscal support for psychiatric beds is 

gravely prejudiced against those beds: it is widely recog-
nized that psychiatric beds receive something on the order 
of 50 cents on the dollar compared to the “rack rate” for 
roughly equivalent med-surg beds. 

I think we can argue the difference is discriminatory and 
unjustified and directly linked to decline in beds on the 
commercial side, operating like the IMD Exclusion in 
Medicaid programs which forbids federal financial par-
ticipation in hospital stays beyond 23 hours – another 
factor in the decline in the number of beds. 

So, according to colleagues in the hospitals and among 
emergency physicians, patients back up in emergency 
rooms, setting records for ER stays of up to 71 days in 
one instance. 

Network Adequacy. Network adequacy secret shopper 
work by the DMHC last year revealed that online direc-
tories are rife with inaccuracies and one of the plans has 
been fined in a formal enforcement action over this. The 
tip of the iceberg. We had legislation passed recently to 
ensure that there is at least twice yearly updating of di-
rectories by plans and other measures to ensure accuracy. 
Baby steps, probably not strong enough for many but, in 
the right direction. 

We used a reference to the New York Psychiatric Society 
data, indicating the likelihood that colleagues in other 
medical specialties using the same billing codes are likely 
paid more in California as well, prejudicing against psy-
chiatrists and their patients. DMHC will be looking into 
this as part of the focused, on site parity audits they will 
be undertaking next year with the 26 plans offering men-
tal health services.

Last (or Lost) Thoughts on Managed Care. Another con-
founding factor which mitigates against quality care and 
decreases access to psychiatrists:  plans no longer require a 
referral from primary care offices. It was revolutionary to 
dispense with the primary care referral 25 years ago as a 
few plans did. It was thought that it would provide better 
access because primary care physicians were by and large 
not making the referrals, and as gatekeepers were hinder-
ing access to psychiatrists. Now, with no referral require-
ments, in addition to the burden on the patient of not 
having the primary care physician and his or her office 
on their side in securing access to a psychiatrist, a possible 
structural connection that could provide coordinated, in-
tegrated care has been lost. Food for thought?
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FEDERAL NEWS

CPA supports Congressman Tim Murphy’s HR 2646. 
CPA is joined by the American Psychiatric Association, 
American Academy of Child and Adolescent Psychiatry, 
National Alliance on Mental Health (NAMI), the Treat-
ment Advocacy Center, American Psychological Associa-
tion, American College of Emergency Physicians . . . and 
others. 

A hearing on HR 2646, held in the fall, lasted off and on 
throughout the day and concluded very late in the eve-
ning. Democrats, who were not happy with four provi-
sions of the bill, offered 38 or more amendments - many 
of which would add significant costs to the bill, or were 
not related to specific provisions of the bill, thus ensur-
ing that the bill would not survive fiscal review. They ar-
gued that they were adding value with their amendments, 
which were last minute, desperate and ultimately futile at-
tempts designed to derail the bill.  Although several of the 
amendments offered by the Democrats were accepted by 
the author and Committee the remainder were rejected. 
This was policy making at its worst, more politics than 
policy. HR 2646 now moves forward essentially intact, a 
good thing! 

Historically it’s a very unusual dynamic for Republicans 
to propose sweeping mental health reform and for a group 
of Democrats to try to block it. It should be noted that 
HR 2646 has at last count 178 co-sponsors, 49 of which 
are Democrats. 

The four issues that the Democrats were most focused on 
gutting from HR 2646 were: 

1)      AOT and Treatment Laws. Removing all incentives 
from the federal level for Assisted Outpatient Treatment 
(in California known as Laura’s Law) – HR 2646 pro-
posed an additional 2% be added to states’ federal block 
grants when those states used those funds for AOT, or 
were reforming their treatment laws in ways that sup-
ported a “need for treatment” as part of the criteria for 
involuntary commitments. 

CPA’s AB 1194 recently went into effect and qualifies as 
this type of reform because it clarifies that evaluations for 
inpatient commitment many not be limited to only con-
siderations of imminent harm. 

2)      Broadening HIPPA  standards so that treatment pro-
viders could communicate with families or other caregiv-
ers of people with severe mental illness in instances where 

it is:  necessary to protect the individual or the public; 
necessary to benefit the treatment of the person; neces-
sary for continuity of care; the absence of sharing such 
information will contribute to worsening prognosis or an 
acute medical condition; and the individual has dimin-
ished capacity to understand or follow a treatment plan or 
may become gravely disabled in the absence of treatment. 

3)      Improving oversight of the Substance Abuse and 
Mental Health Services Administration by placing it un-
der the direct control of a newly created position of Assis-
tant Secretary (in the Health and Human Services Agen-
cy) for Mental Health; requiring reviews of programs 
and grants by advisory committees, the composition of 
which must consist of at least 50% psychiatrists or clinical 
psychologists; supporting only evidence based practices; 
discontinuing support for non-evidence based programs; 
and, a number of other reforms. 

4)      Restricting Protection and Advocacy agencies from 
advocating against treatment, hospitalization, etc. Includ-
ing lobbying against legislation that would create or ex-
pand AOT programs, changes to commitment standards, 
etc. 

I will be reaching out to CPA members shortly to encour-
age them to contact their member of Congress to urge 
their support and even co-authorship on HR 2646. 

PAC CONTRIBUTIONS
When you contribute to the California Psychiat-
ric Political Action Committee and the PAC sup-
ports the election of candidates for the legislature 
who are knowledgeable of the issues of impor-
tance to CPA, it helps tremendously in achieving 
informed consideration of important proposed 
legislation.  For instance, your contribution at 
the $250 level would allow relationship build-
ing with legislative candidates who play a role in 
policy making.  To contribute online please go to 
http://www.calpsych.org/#!cppac-fund/ccrl any 
contribution small or large is greatly appreciated.

http://www.calpsych.org
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SAVE THE DATE 
CALIFORNIA PSYCHIATRIC ASSOCIATION 

PREMIER CONFERENCE 
September 23-25, 2016 

Rancho Mirage, CA 

Omni Rancho Las Palmas Resort & Spa 

FOR MORE INFORMATION PLEASE CONTACT 800-772-4271 www.calpsych.org   


