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At first glance, it seems obvious 
that the steady decline of psychiat-
ric beds in California has produced 
an acute shortage of inpatient care.  
The California Hospital Association 
found that the number of psychiatric 
beds declined from 9,353 in 1995 
to 6,367 in 2011, despite a 6.3 mil-

lion increase in the state’s population during that inter-
val. The Treatment Advocacy Center recommends a ratio 
of 50 beds per 100,000; from 1995 to 2011, California 
dropped from having 29.5 to 16.7 beds per 100,000 citi-
zens.

With inpatient care becoming increasingly unavailable, 
patients are instead relegated to jails, prisons, sidewalks, 
and the homes of overwhelmed 
family members.  Emergency 
rooms become clogged with pa-
tients waiting for available beds.  
The logical solution would seem to 
involve public and private funding 
to significantly increase the num-
ber of beds.

A careful examination, however, 

By William Arroyo, M.D. 
CPA President-Elect

A physician shall continue to…make 
relevant information available to pa-
tients, colleagues, and the public…

The psychiatrist should not use…the 
psychotherapeutic situation to influ-
ence the patient in any way not directly 
relevant to the treatment goals.

A physician shall recognize a responsibility to participate in 
activities contributing to the improvement of the community 
and the betterment of public health.

…a psychiatrist may share with the public his or her expertise 
about psychiatric issues in general.  However, it is unethi-
cal for a psychiatrist to offer a professional opinion unless he 
or she has conducted an examination and has been granted 
proper authorization for such a statement.

The italicized guidance provided in 
the introduction is from the AMA 
Code of Ethics and directs psychia-
trists who are annoyed, offended 
and compelled by complete false-
hoods, distorted concepts of men-
tal illness, and campaign rhetoric 
to do something about it. 
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“With inpatient care becoming 
increasingly unavailable, patients 

are instead relegated to jails, 
prisons, sidewalks, and the homes 
of overwhelmed family members.”

“….incomprehensible and 
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depression, substance use, and laws 
relevant to mental health treatment 

available to the general public.”
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This is an incredibly important time for psychiatrists.  As we return from vacations and get our kids or grand-
kids off to school, this issue brings members up to speed on many developments we need to be aware of.  For 
example, knowing about pharmacists’ requests for certain TARs that are not necessary will save us all lots of 
time.  It is countdown time until our annual meeting where Dan Willick will update us on HIPAA.  Midterm 
elections are around the corner and the deceptive anti-MICRA Prop 46 will be on the ballot.  Those of you old 
enough to remember what happened back in the seventies know what it would mean if this sneaky measure 
passes.  There are things we can all do to make sure that doesn’t happen.  Meanwhile it is a rather prosperous 
time for the APA thanks to DSM 5, increased membership, and its annual meeting.  Finally there are many 
ways that psychiatry and psychiatric patients are being disadvantaged by health plans and the California De-
partment of Health Care Services.  Articles within this issue and Capitol Insight reveal problems that you may 
have thought were solved legislatively.  This is a must read, my friends.

– Yvonne B. Ferguson, M.D., MPH
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Capitol Insight and Special Inserts

Check our WebSite at www.calpsych.org
APA WebSite:  www.psych.org
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Compliance With HIPAA and California Laws 
Requiring Privacy and Security of Patient Information

News from the Board of Trustees

Legal Update

Daniel H. Willick, Esq.

By Dan Willick, J.D., Ph.D. 
CPA Legal Counsel

INTRODUCTION

It is more important than ever for psychiatrists practicing 
in California to comply with the HIPAA Privacy Rule, 
the HIPAA Security Rule and similar California laws.  
Both the State of California and the Federal Government 
are imposing substantial fines for breaches of these rules.  
The belief of many psychiatrists that these rules do not 
apply to them is dangerous and often misinformed.

A PSYCHIATRIST’S OBLIGATION TO MAINTAIN 
THE CONFIDENTIALITY AND SECURITY OF 
PATIENT INFORMATION.

Both HIPAA, a Federal law, and California law require a 
psychiatrist to maintain the confidentiality and the secu-
rity of patient records.  Some psychiatrists believe HIPAA 
is not applicable to them.  Not only is such a conclusion 

By Melinda Young, MD 
Area 6 Trustee

As Marc Graff, MD, ended his last Board of Trustees re-
port on a personal note, allow me to begin this report on 
a similar personal note.  This is my first Board of Trustees 
meeting and report as your Area Trustee as I take up the 
reins from the wonderful, thoughtful, insightful and ir-
replaceable Marc Graff, who resigned from the Board for 
personal reasons.  I am humbled to follow in Marc’s foot-
steps, but can’t ever fill his giant footprints.  My thanks 
and best wishes to Marc and his family in their current 
and future endeavors.

For those who are interested, meetings archives, including 
those of the Board of Trustees and the Assembly, can be 
found at “Meetings” in the Board of Trustees subsection 
under “Practice” at www.psychiatry.org.

APA President Paul Summergrad, MD, and APA attorney 
Colleen Coyle, JD, reminded all Board members of their 
fiduciary responsibility owed to the APA and its entire 

often incorrect, but California law 
imposes similar, if not identical, re-
quirements even if the psychiatrist is 
exempt from HIPAA.  A psychiatrist 
is subject to HIPAA if s/he commu-
nicates with any patient in electronic 
form (e.g., email or text message); 
communicates patient information in 
electronic form to or from any payer 
(e.g., insurer, health plan, Medicare 
or MediCal); or maintains any pa-
tient information in electronic form.  Furthermore, with 
the limited exceptions, a psychiatrist subject to HIPAA 
must also comply with California State law requirements 
which are more protective of patient confidentiality 
rights.  Finally, a psychiatrist practicing in California who 
is not subject to HIPAA still must comply with California 
law protecting patient privacy and security of patient in-
formation.

membership. Board members are not 
“representatives of” whichever com-
ponent within the APA elected each 
Trustee to the Board, including all 
national officers, all Trustees elected 
from Areas, ECPs, Resident Fellows 
(RFMs) and M/URs, the Trustee-at-
Large and the Assembly’s Speaker and 
Speaker-Elect.  While each brings his 
or her own unique perspective to the 
BOT, and may present the viewpoint 
of that component, deliberations and votes must consider 
the best interests of the APA and its entire membership.

 Dr. Summergrad, reported on the beginning of a strate-
gic planning process, to include surveys of APA leaders 
and general members, addressing the current and future 
focus of the APA. The process will continue through the 
winter. Other new or continuing BOT Ad Hoc Work 
Groups (AHWG) include:  

• AHWG on real estate chaired by APA Treasurer Frank 

(Continued on page 16)

(Continued on page 15)

Melinda Young, MD
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By Bruce S. Milin, M.D.

This year’s CPA Premier Conference offers an opportunity to spend time at Yosemite while catch-
ing up on the latest science and updates in key areas in our field.  Friday evening view “Voices: 
a Documentary Film about Human and Untold Stories of Psychosis”. Producer/Director Gary 
Tsai, MD, will discuss his film. 

Saturday AM Dan Willick will present a Legal Update. Concurrently, I will present new and 
challenging ideas relating diet to physical and mental health. Later that morning Dr. Shaili Jain 
will discuss Ethics in Psychotherapy, a constantly evolving area and Dr. Robert McCarron will 
present updates in medicine relevant to psychiatrists as the second half of our Saturday Plenary. 

Saturday afternoon anger management consultant, Ian Brennan, will discuss “Preventing Aggressive Behavior”, to 
expand our roles in a very challenging area.

Sunday kicks off with two concurrent presentations. Dr. Barton Blinder will present on “Psychotherapy: Revitalized 
and Evidence Based” and Amir Ramezani, PhD will discuss “Psychological and Neuropsychological Testing: When 
and Why to Refer”.  Sunday Plenary begins with Dr. Peter Yellowlees  presenting “A Practical Guide to Telepsychiatry”. 
Dr. Steve Potkin will wrap up with “The Biology of Impulsivity and Attention in Psychiatric Disorders”.

I hope you can join us for a stimulating series of presentations that span many areas that get relatively less attention 
and are becoming the essence of education that breaks new ground. We have covered a lot of territory that is out of the 
box as CME now requires the exploration of areas where there is a relative gap in  knowledge.

27th Annual CPA Premier Conference

Bruce S. Milin, M.D.
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The 27th Annual California Psychiatric Association Premier Conference 
September 19-21, 2014 • Yosemite, California

Quick-Look Conference Time Schedule

ØFRIDAY SCHEDULE
2:00 PM Registration Open
4:00 PM Exhibits Open 
5:00-6:30 PM President’s Reception in Exhibit Area - Hosted beer, wine and soft drinks 
  “Meet/Greet” your colleagues 
6:30-7:30 PM Friday Night Buffet Dinner (Please purchase tickets in advance)
7:30-9:30 PM ØCourse I 
  Friday Night at the Movies: “Voices: a Documentary Film About Human and Untold Stories of Psychosis”
  By Gary Tsai, MD, Lead Psychiatrist- Emergency Psychiatric Unit; San Diego County Psychiatric Hospital

ØSATURDAY SCHEDULE
6:30–7:30 AM Breakfast in Exhibit Area (registrants only)
7:00 AM “Fun Run”
7:00-8:30 AM ØCourse II (Concurrent)
  1) Improving Patient Treatment by Considering New Evidence on Dietary Factors
  Bruce Milin, MD, CPA Program Planning Committee, Chair
  2) Legal Update: Psychotherapy and Public Safety 
  Dan Willick, JD, Ph.D., CPA Legal Counsel 
8:30–9:00 AM Breakfast in Exhibit Area (registrants only)
9:00 -12:15 noon ØPlenary Session
  1) Ethics in Psychotherapy
  Shaili Jain, MD, Medical Director, Primary Care- Behavioral Health Team, VA Palo Alto Health Care System Clinical Assistant 
  Professor (affiliated), Department of Psychiatry and Behavioral Sciences, Stanford University School of Medicine
10:30-10:45 AM Refreshment Break in Exhibit Area
  2) Medical Updates in Psychiatry... Just What You Need To Know
  Robert McCarron, DO, Associate Professor, Director, Integrated Medicine and Psychiatry Education Director, Pain Psychiatry 
  Department of Anesthesiology, Division of Pain Medicine, Department of Psychiatry and Behavioral Sciences, Department of 
  Internal Medicine, University of California, Davis School of Medicine
12:30–2:00 PM LEGISLATIVE LUNCHEON
  Keynote Speaker: Assemblywoman Susan Talamantes Eggman of the 13th Assembly District 
  Presentation of the Edward Rudin, MD & Warren Williams, MD Awards
2:00-5:00 PM ØCourse III
  Preventing Aggressive Behavior
  Ian Brennan, PhD, Anger Management Consultant
3:30-4:15 PM Refreshment Break in Exhibit Area-registrants only
  Come join your exhibitors for some conversation and snacks!
  Laura’s Law: a Long Journey into the Future
  Randall Hagar, CPA Director of Government Relations
8:00-10:00 PM PAC Reception (Contribution is required) Location TBA 
  Larry Malak MD, Chair CPPAC

ØSUNDAY SCHEDULE
6:30-7:00 AM Breakfast in Foyer (registrants only)
7:00-8:30 AM ØCourse IV (Concurrent)
  1) Psychological and Neuropsychological Testing: When and Why to Refer, and Standard and Advance Applications.
  Amir Ramezani, PhD, Psychologist specializing in Behavioral Medicine and Neuropsychology
  2) Psychotherapy: Revitalized and Evidence Based; Neurobiologic Bases of Medical Conflict and 
  Psychotherapeutic Change
  Bart Blinder, MD, Clinical Professor, Dept. of Psychiatry & Human Behavior School of Medicine, UC Irvine; 
  Dept. of Psychiatry Univ. of Washington
8:30-9:00 AM Breakfast in Foyer (registrants only)
9:00-12:15 Noon ØPlenary Session 
  1) A Practical Guide to Telepsychiatry
    Peter Yellowlees, MD, Professor of Psychiatry, UC Davis
10:30-10:45 AM Refreshment Break in Foyer
  2) The Biology of Impulsivity and Attention in Psychiatric Disorders
  Steve Potkin, MD, Professor of Psychiatry and Director of Clinical Psychiatric Research
12:15–12:30 PM Wrap Up and Closing Remarks
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By Ronald C. Thurston, M.D.

On November 4, California voters 
will be asked if doctors should be 
drug-tested, and also if they want 
to add $1,000 to their healthcare 
premium. 

About 75% of Californians think 
that other people ought to be 
drug-tested, doctors included.  
This polling discovery inspired 

the sponsors of the 3-part Proposition 46 to lead with 
drug-testing for doctors.   

The meat of Proposition 46—which is written and fi-
nanced by trial lawyers–is the provision that enhances 
malpractice payouts.

The drug-testing lead is what is known as “bait,” or “fig 
leaf,” or a “sweetener” in the parlance of politics.  Jamie 
Court, CEO of Consumer Watchdog, the organization 
behind Prop 46, once told the Los Angeles Times: “It’s the 
ultimate sweetener.”

Prop 46 would also require doctors to check the CURES 
database before writing a Schedule II or III prescription.  
CURES is the Controlled Substance Utilization Review 
and Evaluation System run by the California Department 
of Justice.  

Bob Pack campaigned for CURES after his two children 
were struck and killed by a driver impaired by Vicodin 
and alcohol.  The driver had 3 prior DUI’s and was driv-
ing on a suspended license.  Mr Pack supports and lends 
his children’s names to Proposition 46, now officially ti-
tled: The Troy and Alana Pack Patient Safety Act of 2014. 
The Pack family tragedy is compelling and Bob Pack’s civ-
ic response is commendable, but is Prop 46 the answer?

The California Medical Association has also supported 
the concept–and the funding–of CURES, but the system 
is still clumsy, not medically secure and wholly inadequate 
to manage the influx of queries mandated by Prop 46.

The Proposition’s most costly provision undoes MICRA: 
It quadruples the cap on awards for “non-economic dam-
age,” from the current $250,000 limit to approximately 
$1.1M, through a retroactive adjustment for inflation.  It 
should be noted that awards for other categories defined 
by MICRA–such as economic damages, medical costs 
and punitive damages—have no caps and have actually 
outpaced inflation.

“Non-economic” damages—also known as “pain and 
suffering”—are by nature unquantifiable, although mal-
practice lawyers are wont to equate them to the “value 
of a human life.”  Pack himself is quoted as saying: “We 
should let the jury decide the value of human life and 
what people have suffered.”  Non-economic damages are 
wildly inflatable, depending on the nature of the victim 
and the nature of the jury.  

It’s the unquantifiable nature and inflatable cost of non-
economic awards that turn malpractice litigation into a 
high-stakes lottery.  The very prospect of a million-dollar 
verdict invites frivolous lawsuits and forces pre-trial settle-
ments.  It puts a target on the doctor’s back, obliges “de-
fensive medicine” and jacks up the malpractice premium.  
All of this adds an estimated $1,000 to the annual health-
care bill for a family of four.  It adds hundreds of millions 
of dollars to tax-supported county healthcare bills.   

The trial lawyers sponsoring Prop 46 say it’s needed for 
patient safety.  I leave it to you to figure out the cost/ben-
efit ratio–and who actually reaps the benefit.

The anti-MICRA provision is much less sexy for voters-
-and much more difficult for us to explain.  Moreover, 
the folks who wrote Proposition 46 have sandwiched this 
meat between the drug-testing and database buns.  The 
good news is, that when voters do smell the meat, they 
toss the sandwich.  

Ladies and gentlemen, it’s up to you to explain to voters; 
to family, friends, neighbors, and colleagues—but maybe 
not patients.  The American Psychiatric Association’s eth-
ics guidelines severely limit “campaigning” with patients.

Ronald C Thurston, M.D.

It’s Not About Drug Testing

(Continued on page 16)

“CURES…the system is still clumsy, 
not medically secure and wholly 

inadequate to manage the influx of 
queries mandated by Prop 46.”

“Non-economic damages—also 
known as “Pain and suffering”—

are by nature unquantifiable.”
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“T-E-A-M, YAY, TEAM!” The Team Approach to 
Professional Wills, Wonts and Won’ts.

By A. Steven Frankel, Ph.D., J.D.

Welcome to the Third article on ways to address the prob-
lem of preparing for unanticipated disruptions or termi-
nations of practice due to death or disability. In this ar-
ticle, I address a more efficient way of approaching the 
problem, which has developed to help manage the over-
whelming set of tasks to be done when a colleague dies or 
becomes disabled -- the team approach.

Where to start:

The team approach requires that a group of colleagues 
make an agreement to work together on development and 
implementation of a management plan in the event of a 
disruption in one of their practices.ii The modal strategy 
is to form relationships with colleagues who practice in 
your geographic area, with the specific agenda of assist-
ing each other with a practice transition in the event of 
an “event.” The typical approach is to work with fellow 
senior colleagues, as practice seniority is associated with a 
good working knowledge of how practices work, the ways 
in which records are kept and managed, a familiarity with 
other psychiatrists who practice in the community, their 
specialties and other indicia of relevance to being good 
choices for referrals of one’s patients, etc.

The Team Leader:

The selection of the team leader is a critical part of the 
creation of the team, as the leader’s function is to decide 
on the assignments of team members to the list of tasks 
that must be managed for the team’s work to be success-
ful. This means that the team leader must have a sense 
of how each member’s personal style and particular skill 
set fits with the tasks to be done, to manage the team 
members’ functioning, and to be sensitive to problem is-
sues that may arise over the course of time. Such problem 
issues may include life problems or distractions that strike 
a member of the team from time to time, friction or con-
flict between one or more members of a team, failures of 
one or more team members to abide by commitments to 
do the work of the team, etc.

Team leaders will focus on how the team members are 
in place in order to manage the crises that develop when 
any team member has an “event,” such that all members 

focus on performing their assigned tasks for all of each 
others’ practices. Team leaders arrange for meetings of 
team members on a regular basis, to ensure cooperation, 
readiness and preparation for “events.”

Team leaders are more effective when they consider the 
variations in the practices of other team members. Thus, 
while some proportion of the team may engage in a gen-
eral psychiatry practice, with medication management 
and psychotherapy, other practices may focus on psycho-
analytic treatment, while still others may be primarily 
medication management in nature. Each style of practice 
will require team leaders to work with members such that 
adequate referrals are provided when needed as well as 
for the differences in referral needs for patients. For ex-
ample, when a colleague whose practice is primarily de-
voted to medication management has an event, the team 
will need to find referral psychiatrists who have medica-
tion management openings in their practices and may 
need to prescribe medications for patients who are low or 
out of medications when their psychiatrist has an event. 
Ensuring that such prescription activities are proper with-
in the jurisdiction of the practice falls to the team leader, 
who should contact the Medical Board in his/her jurisdic-
tion to ensure that such conduct is proper.

Beyond the distribution of practice transition tasks that 
make a team approach more efficient than a single part-
nership approach, is the fact that a team that meets and 
works together is more likely to provide occasions for 
colleagues to be sensitive to symptoms of possible degen-
erative neuro-cognitive disorders among team members. 
Research suggests that at least 10% of colleagues over 
the age of 65 are likely to develop such disorders, and, as 
the number of colleagues in that age range increases over 
the next decade or two, we will be facing significant risk 
among our colleagues. Thus, the eyes, ears and training 
of a team of colleagues may be very helpful as regards 
sensitivity to the development of symptoms among team 
members.

The size of teams:

The number of colleagues in geographic proximity to each 
others’ practices will be determinative of team size, as col-

!
(Continued on page 8)
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leagues who practice in small or rural communities will 
have fewer colleagues close-by than will those who prac-
tice in more highly populated areas. Team size will thus, 
to a great degree, be determined by geography. When pos-
sible, teams of 4-5 colleagues appear to be most helpful in 
making the work efficient and the team effective.

Division of tasks:

The tasks faced by the team are identical to those de-
scribed in the second article in this series, dealing with 
the partnership model.

Informed consent:

When a team of colleagues is created, the informed con-
sent discussion and documentation should include an 
identification of who the team members are, that the team 
members have agreed to manage the transition of the 
practice, and that, by signing the informed consent docu-
ment, patients authorize the team members to view charts 
and make direct contact with the patients for the purpose 
of practice transition. One foreseeable problem with this 
part of the plan is that, especially in “small” communi-
ties, there may be patients who, at one time, have received 
services from one or more of the team members, and re-
fuse to sign a release for that reason. For such patients, an 
alternative means of providing a referral and transmitting 
records must be found.

Transition Tasks to be assigned to specific team mem-
bers:

In the event of an “event,” the following tasks must be 
addressed by a team member:

1.  Notification of patients: The team member’s job be-
gins with the notification of patients that an event has 
occurred. This process is often best done by a team 
member rather than an office staff member, as psy-
chiatrists are familiar with the grieving process and are 
best qualified to assist patients with the transition of 
care during that grieving process.

2.  Making referrals: The team member’s responsibilities 
include referring the patients to a new treater. Ideally, 
the issue of what will happen in case of an “event” 
has already been discussed with each patient, with 
an eye toward who might be the best colleague for 
each patient to see in the future. These discussions are 
typically quite beneficial to patients, who appreciate 
being thought of in protective ways, such that they 

already know who they will be seeing for future care.

3.  Transfer of records: The team member’s responsibili-
ties include ensuring that patient records are forward-
ed to the new treater, or provided to the patients who 
request them consistent with the laws of the jurisdic-
tion of the practice.

4.  Office rental: the team member’s arrangements 
should already have been explained to landlords of 
office buildings, such that provisions for payment of 
rent, disposal of equipment and furnishings and as-
sociated tasks can be completed smoothly.

5.  Family: the families of colleagues going through life 
transitions will be grieving, and the team member’s 
responsibilities include reassuring families that prepa-
rations for transitions have been made and are being 
implemented properly.

6.  Estate-planning attorney (wills/trusts): the team 
member should be aware of the identity of the estate-
planning attorney, who, in turn, should have permis-
sion to discuss the estate plan and to provide funds for 
handling practice transitions, as there will be expenses 
associated with practice transitions.

7.  Accounts payable and receivable: an important part 
of the transition team member assignments includes 
information as to billing and payment processes/pro-
cedures, such that the team member is able to ensure 
that bills are paid and collections are received. The 
team member’s name should be known to the banks, 
such that checks may be written and deposits made.

8.  Telephone: a team member should contact the rel-
evant phone company and arrange to forward calls to 
the team member’s telephone number.

9.  Notices: a team member will place a notice in the lo-
cal newspaper for two weeks, indicating that the prac-
tice is in transition and how to contact the surviving 
colleague. Further, notice should be provided to li-
censing boards, insurance companies and professional 
societies.

10. Computer access: a team member should be fully 
knowledgeable as to computer passwords and com-
puter access to information.

11. Insurance: It is strongly recommended that team 
members take out term life insurance policies of 
$10k-$20k (which, at this time in history, are quite 
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A TAR for Benztropine? (Cogentin)

!

inexpensive), to support the team during the transi-
tion period, as the amount of time that colleagues will 
be putting in to assist with the transition can be com-
pensated in this way.

12. Personal “good-bye” letters: It is a matter of grace 
and kindness for professionals to leave letters in the 
charts of all patients – which can then be mailed to 
each patient, with a simple statement of farewell, of 
appreciation for having had the opportunity to pro-
vide care, and wishes for future benefits from the care 
provided.

13. Access to offices: keys, pass-codes, access to files, 
awareness of staff and their availability – all of these 
must be available to the team members.

14. For colleagues who utilize EMR for record-keeping, 
releases need to be signed by patients to provide access 
by the team member.

Down-sides of the “Team” approach:

If you are still reading this article and if you have ever 
worked with a group, you may be coming to realize that 
the team approach has two significant downsides. First, 

depending on the geographic area of one’s practice, as-
sembling a team may be next to impossible.

Second, a major downside of the team model is that it is 
a group, and, as those readers who are familiar with group 
processes know, groups do not always function smoothly. 
Disruptions in the lives of group members, conflicts be-
tween group members, problematic assignment of transi-
tion tasks to group members, problematic management 
style of group leaders, all can lead to disruptions and inef-
fectiveness of group process and effectiveness. These diffi-
culties add to the general denial and avoidance that keeps 
us from developing needed plans.

The next article in this series will present a newly develop-
ing model, involving a quasi-insurance approach which 
assigns a colleague who is trained to be a “Transition 
Specialist” (“TS”) to a “Subscriber’s” practice. The TS 
visits the Subscriber’s practice annually, assisting with the 
planning and management of the practice so as to facili-
tate practice transition at the time of an “event,” and who 
works with office staff (or “temps,” where there are no 
office staff members already) to effectuate a smooth tran-
sition.

by Roderick Shaner, M.D.  
Co-Chair, CPA Public Psychiatry Committee

Could any psychiatrist imagine having being asked to 
submit a TAR for benztropine or lithium? This has hap-
pened to a number of our colleagues recently for pa-
tients in Medi-Cal managed care plans. They are told 
that these common and inexpensive medications are 
not on a health plan formulary. The reason for request-
ing a TAR, apparently, lies in a misunderstanding by 
some pharmacists and plan formulary managers of the 
“reverse carve out”. CPA has taken steps to ensure that 
plans correct this quickly. Meanwhile, here are the facts, 
and what psychiatrists can do.

Health plans were first made responsible in 1997 for 
paying for Medi-Cal psychiatric medications for their 
beneficiaries when the costs were “carved out” of State 
costs. However, certain psychiatric medications were 
then removed from that responsibility and transferred 
back to the state—the so-called “reverse carve-out.” 

These medications included all antipsychotic medica-
tions, lithium and common antiparkinsonian agents 
like benztropine. When pharmacists or plans received 
reimbursement claims for such meds, they were routine-
ly referred to State Medi-Cal for payment.

Fast forward to healthcare reform. Now many more 
Medi-Cal health plans, patients, and pharmacists are in-
volved, and many of them have not been aware of this 
arrangement. A plan formulary manager may correctly 
inform a pharmacy or prescriber that lithium isn’t on the 
plan formulary. But such individuals may not know that 
the reimbursement cost is born by the State for Medi-
Cal beneficiaries, without any need for a TAR. It took a 
few months to get to the bottom of this, but correction 
should come soon. In the meantime, psychiatrists can 
inform any pharmacist or plan manager who requests 
a TAR that such meds are reimbursed by the State (See 
Access Denied in Capitol Insight).
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by Alexis Seegan, 
CPA Resident-
Fellow Deputy 
Rep. and Stella 
Cai, Resident-
Fellow

As co-facilitators 
for the past year 
of the bimonthly 
NAMI family sup-

port group held at UC Irvine Medical Center, we learned 
about the great deal of programs and services that NAMI 
provides to its members. We jumped at the opportuni-
ty to participate in the NAMI California conference as 
representatives for the California Psychiatric Association. 
While sitting at the CPA table in the conference hall, 
alongside Lila Schmall, Associate Executive Director 
of CPA, and Randall Hagar, Director of Government 
Relations, we were approached by a wide variety of peo-
ple, including those with mental illness who stopped by 
to share their experiences, family members who care for 
their loved ones with mental illness, and people who work 
in the mental health field. We spoke with one father who 
initially approached our table in anger, wondering why 
his son, who has schizophrenia, only sees a psychiatrist for 

15 minute appointments. He was upset because he felt his 
son deserved a longer period of time with the doctor, and 
we told him that we agreed! After a few minutes of talk-
ing, it became clear that this father was incredibly frus-
trated by the difficulties he has faced getting treatment 
for his son, and wanted to ensure that his son was getting 
the best care possible. Randall Hagar encouraged the man 
to file a complaint about his health insurance plan with 
the California Department of Managed Health Care, and 
provided him with some hope that improvements in par-
ity of insurance coverage may be on the horizon since 
the favorable ruling of Rea v. Blue Shield of California. 

When he left, he was still frustrated, but he came to see 
psychiatrists and the CPA as allied with him in the fight 
to improve treatment for psychiatric illnesses. Everyone 
who spoke with us shared a strong passion for advancing 
mental health awareness and treatment options. We were 

inspired by their stories 
of resilience and opti-
mism despite their daily 
struggle with mental ill-
ness. Everyone was inter-
ested to learn about the 
CPA’s efforts to imple-
ment assisted outpatient 
treatment programs, im-
prove insurance coverage 
for psychiatric treatment, 
and expand mental health 
facilities.  As physicians, 
we are humbled by the 
strength of the people we 
met that day and admire 
their ability to persevere 
and continue to spread 
awareness of mental 
health issues to others. 

NAMI Conference

Left  Stella Cai, MD  Right  Alexis Seegan, MD

Dr Rimal Bera (on the right) talks with Nami members at the NAMI Conference

“when he left, he was still 
frustrated, but he came to see 

psychiatrists and the CPA as allied 
with him in the fight to improve 

treatment for psychiatric illnesses.”
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by Randall Hagar,  
CPA Director of Government Relations

In August 2010, San Francisco County Supervisor 
Michela Alioto-Pier withdrew her Laura’s Law proposal 
from the Board of Supervisors. She had realized she could 
not obtain the votes for passage.  Fast forward to 2013, 
Supervisor Alioto-Pier had termed out. The new cham-
pion for Laura’s Law became Supervisor Mark Farrell with 
the strong support of San Francisco Mayor Ed Lee. One 
of the first things that Supervisor Farrell did was to call the 
CPA for assistance with his 
campaign. Despite renewed 
opposition by some com-
munity groups, Supervisor 
Farrell and Mayor Lee 
pulled off a stunning re-
versal over the course of a 
9-month campaign that 
kicked off when the Mayor 
announced he had teamed 
up with Supervisor Farrell 
in his State of the City 
speech. Over the course of 
the campaign, they man-
aged to elicit the support of 
one of the largest providers 
of homeless services; the 

City Attorney; the Public Defender; the District Attorney; 
the Director of the Department of Public Health; the 
Police Chief; the Fire Chief; the Chamber of Commerce; 
the Hospitality Association; and the Union Square 
Merchant’s Association. Of course, local psychiatrists and 
NAMI members testified in support as well. The CPA 
provided fact sheets, citations to studies, outcome data 
from Nevada County’s Laura’s Law program and informa-
tion to dispel many of the myths surrounding Laura’s Law. 

The vote by the Supervisors, 
after 2 hours of impassioned 
testimony on both sides, was 
7-2 to implement Laura’s 
Law. San Francisco, arguably 
California’s most politically 
liberal bastion had followed 
California’s most conserva-
tive, Orange County, which 
a few months earlier imple-
mented Laura’s Law to prove 
that effective programs to 
treat mental illness are non-
partisan! CPA was proud to 
be asked to participate in 
a signing ceremony when 
Mayor Lee signed the ordi-
nance making it official. 

San Francisco Embraces Laura’s Law

Left to Right front row
Randall Hagar, CPA Director of Government Affairs; Psychiatrist George Bach-
y-Rita, MD; San Francisco Chamber of Commerce Representative; San Francisco 
Mayor Ed Lee; San Francisco Supervisor Mark Farrell; Barbara Garcia, Director of 
San Francisco Department of Public Health

Dr George Bach-y-Rita thanks Mayor Ed Lee for his support of Laura’s Law. San Francisco Supervisor Mark Farrell explains the significance of the adoption of 
Laura’s Law to the group at the signing.
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reveals a more complicated story.  In discussing the psy-
chiatric bed shortage with several directors of public and 
private care systems around the state, I learned that the 
severity of the problem varies widely among regions of 
California.  The situation is especially grim for children 
and adolescents.  All agreed that inpatient care is just one 
of many weak components in our treatment systems that 
are under increasing strain as more Californians attempt 
to use their newly acquired insurance to access care.  The 
best solutions involve strengthening the whole system, 
and the root causes of the bed shortage.

Here is a partial list of some of the factors contributing to 
the problem, with possible solutions:

• The IMD Exclusion.  As defined by federal statute, 
Institutions for Mental Disease are hospitals, nursing 
facilities or other institutions of more than 16 beds 
primarily engaged in providing diagnosis, treatment or 
care of persons with mental disorders.  Since 1965, they 
have been specifically forbidden from receiving reim-
bursement from Medicaid (MediCal), with exceptions 
only for children and the elderly.  The IMD exclusion 
makes the state’s large number of beds in free-standing 

President’s Message  (Continued from page 1)

By Roderick Shaner, M.D.,  
Co-Chair, CPA Public Psychiatry 
Committee

California psychiatrists are grap-
pling with new ambiguities in 
WIC 5150 (LPS 72 hour holds). 
These ambiguities result from 
changes made to the language of 
WIC 5150 at the beginning of 
2014. 

(see http://leginfo.legislature.ca.gov/faces/codes_display-
Section.xhtml?lawCode=WIC&sectionNum=5150)

The section now permits involuntarily detained patients 
to have “evaluation, assessment, and crisis intervention” 
in lieu of being transported to LPS designated facilities 
for evaluation for 72 hour hospitalization.

The presumptive reason for these changes is to make 
things more workable for some areas of California that 
have insufficient access to LPS designated facilities. 
However, unlike the case with LPS designated facilities, 
there is no description in the bill about site requirements 
for the provision of the alternative “evaluation, assess-
ment, and crisis intervention.” Furthermore, there is no 
description about who has responsibility for delivering 
the services or enforcing detention. 

For instance, can an involuntarily detained patient be 
treated by non-mental health staff in a non-LPS desig-
nated emergency room? If so, is the 72 hour clock run-
ning? What if an involuntarily detained individual wants 

to leave? Under what regulations do site staff have some 
obligation to enforce detention and how, exactly are they 
supposed to do it?

The answers to these questions have important implica-
tions for quality care and patient and community safety. 
The answers also have significant implications for profes-
sional liability exposure for psychiatrists, emergency phy-
sicians, and others.

Optional: Another set of questions about LPS detention, 
ripe for review, derive from WIC 5150.05. (see http://
leginfo.legislature.ca.gov/faces/codes_displaySection.xht-
ml). Some jurisdictions have instructed individuals au-
thorized to detain under WIC 5150 that only “imminent 
danger” must be considered in detention. This directive 
appears to contradict WIC 5150.05, which states that 
detainers “shall consider available relevant information 
about the historical course of the person’s mental disor-
der.” Psychiatrists and other LPS authorized individuals 
are placed in a difficult position.

CPA has been working closely with other stakehold-
ers to clarify these new questions, develop best practices 
for managing WIC 5150-related assessment and deten-
tion, and consider administrative or regulatory changes 
to correct serious ambiguities that could lead to widely 
divergent practices in different areas. The results will pro-
vide an impetus for local and state agencies to ensure that 
these areas are addressed. Should you send ideas about 
specific new WIC 5150 issues or ways that they might be 
addressed, CPA can refer them to the Public Psychiatry 
Committee.

Roderick Shaner, M.D.

Not Your Dad’s 5150



Fall 2014 Page 13California Psychiatrist

psychiatric facilities unavailable to the recently expand-
ed number of patients with MediCal.

 Many, many beds in other types of psychiatric facilities 
are also made unavailable to patients with MediCal be-
cause of the IMD Exclusion, which is blatantly discrim-
inatory to individuals with mental disorders.  Patients 
with medical conditions routinely have access to reha-
bilitation units and nursing homes.  Patients with men-
tal retardation or traumatic brain injuries are not sub-
ject to the exclusion. 

 Solution:  The IMD Exclusion must go.  CPA and APA 
supports efforts to remove the exclusion, with measures 
(such as utilization review) to make sure the beds are 
used appropriately, and to prevent counties from be-
ing suddenly overwhelmed by the burdens of their cost 
share.  

• There is a shortage of hospital alternatives for volun-
tary patients in crisis, who are medically stable, and who 
could be effectively treated without hospital admission.  
In San Diego County, patient satisfaction with crisis 
house care exceeds that of hospital care.  Unfortunately, 
the crisis houses are filled to capacity more often than 
not.

 

Solution:  State funding for new crisis facilities and di-
version units, with clarifying guidelines for appropriate 
psychiatric assessment and triage, will benefit patients 
and save money.  

• There is a major shortage of step-down facilities, for 
those treated in hospitals who could be safely transferred 
to lower acuity facilities for a longer period of stability.  
Imagine if every patient who had back or hip surgery 
had to spend a full month in an acute surgical hospital 
because rehab facilities did not exist!  How often do 
patients get discharged from hospitals, or released from 
jails, into a void – that is, into communities unable to 
provide an appropriate and safe place to live?  Too often.

 Solution:  The elimination of the IMD Exclusion 
should foster the expansion of facilities providing such 
care for patients in need of short-term care, and in some 
cases long-term care, following hospitalization.  This 

will be more cost-effective, more therapeutic, and cer-
tainly more humane.

• Rates paid by counties to private hospitals for care 
of patients with MediCal vary widely, but often only 
serve to blunt losses. What incentive is that to expand 
psychiatric beds?  Indeed, many LPS hospitals maintain 
psychiatric units at a financial loss, only out of necessity 
to prevent unmanageable congestion in their emergen-
cy departments.  Is this an economic model for achiev-
ing excellence?  Would this be tolerated for, say, cardiac 
care?

 Solution:  You get what you pay for.  Private and pub-
lic payors should pay hospitals adequately for providing 
the kind of excellent care that patients deserve.  

• Utilization review as practiced has become so aggres-
sive and burdensome that there is little time to provide 
useful inpatient care; three-day average length of stays 
are becoming commonplace.  Patients, families and 
hospital staff are all demoralized if not simply disgusted 
by the hospital experience.

 Solution:  We need consistent standards for authorizing 
hospitalization.  Utilization review must refocus on the 
therapeutic value for patients, not simply the presence 
of “imminent danger” – or the dollars to be saved by the 
insurance carrier.

• Often, patients come to require hospitalization be-
cause the intensive outpatient services required were 
not available. Comprehensive, intensive outpatient 
treatment systems offering the array of services have 
proven to promote stability, and reduce hospitaliza-
tions.  Why are so few patients enrolled in such systems?

 Solution:  Comprehensive, multifaceted outpatient 
treatment must be provided for those with the most se-
rious mental disorders.  It would be absolutely counter-
productive to expand hospital beds by draining funds 
desperately needed for needed outpatient services.

• Some very ill patients, despite obvious suffering and 
frequent victimization, are unable to appreciate their 
need for treatment.  They repeatedly cycle into and out 
of emergency rooms, psychiatric hospitals and jail, leav-
ing family members, caregivers and law enforcement 
discouraged and frustrated.

 Solution:  Laura’s Law (Assisted Out-Patient Treatment) 
should be implemented throughout the state, bringing 

“The best solutions involve 
strengthening the whole system, and 
the root causes of the bed shortage.”

(Continued on page 14)
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President’s Message  (Continued from page 13)

Raising Public Awareness  (Cont. from page 1)

Arguably everyday, there are a myriad of topics relevant 
to psychiatry and medicine that warrant much greater at-
tention by the general public.   The level of interest in 
these topics waxes and wanes more than recent weather 
patterns.  However, the old adage, the more things change 
the more they stay the same, often applies.  These topics 
include trauma related to earthquakes, most recently in 
Napa; the factors relevant to the recent death by suicide of 
Robin Williams; war trauma and other mental disorders 
of veterans who agonizingly struggle to resettle in with 
their families and communities; the series of trauma of 
unaccompanied Central American children who barely 
survive a life threatening trek to the U.S.; the failure of 
the K-12 education system to address the severe men-
tal health problems of students in special education; the 
death of a young man with an acute episode of untreated 
schizophrenia via gunshot by a policeman; the effects of 
ubiquitously available cannabis and ballot initiatives such 
as Proposition 64 to name a few.  

The following highlights just one of theses topics.  One 
of the reasons that some of the tragic events involving 
celebrities become characterized in the media as incom-
prehensible and alarming is the lack of useful information 
related to trauma, depression, substance use,  and laws rel-
evant to mental health treatment available to the general 
public.  One of my pet peeves is the frequent reference to 
“demons” used by journalists of both the New York Times 
and Los Angeles Times in the case of the recent death of 
Robin Williams.  The term was used to suggest that some 
obvious and powerful evil force controlled Mr. Williams.  
This kind of journalism in the lay press should give us 
pause for great concern.  Naively, I thought we were be-
yond that kind of thinking.  Many of us have our personal 
thoughts about the causes of death of Mr. Williams in part 

influenced by media reports, which are often skewed and 
incomplete. More importantly, they are influenced by our 
expertise in the area of mental health, our familiarity with 
mental disorders, our knowledge of suicide risk, factors 
related to the onset of depression and the use of a broad 
array of recreational drugs.  It is obvious that the media 
would benefit from our expertise which we are ethically 
obligated to share and which, in turn, could result in be-
ing a major boost in raising public awareness of mental 
illness.  We are ethically precluded from commenting on a 
celebrity’s mental health if we have not examined him nor 
have his/her permission; such commentary undermines 
the concept of competent medical care which involves di-
rect examination.

We can count on more of these “alarming” events through-
out the remainder of the year coupled with intense cam-
paigns as we steamroll ahead to November when the gen-
eral public will have a chance to weigh in on decisions 
that directly effect psychiatrists and other physicians such 
as Proposition 46. 

There are occasions when there is an apparent conflict be-
tween two principles of ethics, for example, when execut-
ing one’s ethical obligation to participate in campaigns 
which a psychiatrist believes will ultimately improve the 
landscape of patient care and when a psychiatrist upholds 
professional standards, including doctor-patient relation-
ships and working with one’s patient to achieve relevant 
treatment goals.  In these instances, rather than “prosely-
tizing” to one’s patient about campaigns and important 
political issues, one might refer one’s patient to an ad-
vocacy organization of which there are now many.  This 
could be the case with respect to Proposition 46.  Blanket 
soliciting is strongly discouraged in this instance in part 
due to what may be undue influence in the power differ-
ential of the relationship between a psychiatrist and his/
her patients.  The distribution of campaign materials is 
also discouraged as this, also, conveys the psychiatrist’s 
preference and bias.  It should be noted that other medi-
cal specialty organizations may not embrace this guidance 
to the same degree that the APA does.  Additional practi-
cal guidance is available in the APA publication of the 
The Principles of Medical Ethics with Annotations Especially 
Applicable to Psychiatry (2013) www.psych.org and The 
Opinions of the (APA) Ethics Committee on the Principles 
of Medical Ethics www.psych.org/practice/ethics/resourc-
es-standards.  Despite some limited restrictions, there is 
much about what we know that we should share.

treatment to patients that will prevent repeated and 
avoidable hospitalizations.

There is no doubt that there is a statewide shortage of 
hospital beds; inpatient care is certainly a weak link in 
a chain of many weak links. CPA is advocating for the 
smart, systems approach that is required to address the 
problem.  I welcome your thoughts and ideas; please write 
me at tmurphymd@aol.com
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Trustee’s Report  (Continued from page 3)

Brown, MD (The current facilities lease expires in 
December 2017).  The WG, working with staff and 
an outside team of experts, will make recommenda-
tions to the BOT regarding location, lease vs. pur-
chase of new office space, etc.)

• AHWG on the APA-endorsed Professional Liability 
Insurance program chaired by our own Bill Arroyo, 
MD (The current contract with American Professional 
Agency, Inc., ends in 2015). The AHWG will con-
sider APA’s options and future endorsements)

• AHWG on Education and Training, chaired by 
Richard Summers, MD; 

• AHWG on Healthcare Reform, chaired by Anita 
Everett, MD; and 

• two continuing working groups: the ECP Advisory 
Work Group and the Research Review Committee, 
chaired by Grayson Norquist, MD.

Jason Young has been hired as APA Chief Communications 
Officer. Jason returns to the APA after serving in the se-
nior leadership of two public affairs firms, as an adjunct 
professor of communications at Georgetown University, 
and as Deputy Assistant Secretary for Public Affairs at the 
U.S. Department of Health and Human Services.

APA revenues are $4 million more than projected. DSM-5 
sales continue ahead of budget. The loan taken out for the 
development of DSM-5 has been repaid and the BOT’s 
goal of maintaining reserves equaling at least one year of 
operating expenses has been achieved.  Membership con-
tinues to climb: dues paying membership has increased by 
4%, RFM membership by 12% and international mem-
bership by 25%. There is no proposal for a dues increase 
at this time.  A small cost-of-living increase was approved 
for meetings fees.  The 2014 Annual Meeting in New 
York was a multi-faceted success, with final attendance 
exceeding total registrations for all Annual Meetings since 
2008.  The Train-the-Trainers program on Healthcare 
Reform and Its Implications for Psychiatric Practice, held 
in Chicago in June, drew attendees from all states and 
Puerto Rico, with the exception of one last minute can-
cellation due to illness.  The Office of Healthcare Systems 
and Financing is developing focused training modules 
and webinars for release in the near future and has as-
signed a staff member to each T-t-T attendee specifical-
ly to assist with development of individualized District 

Branch programs. 

The Illinois Psychiatric Society faced a fierce scope chal-
lenge from psychologists over a bill proposing expansive 
prescriptive authority.  The IPS, working with the Illinois 
Medical Society, was able to force a compromise that re-
quires extensive undergraduate prerequisite biomedical 
coursework, defines stringent training requirements par-
alleling those for a Physician Assistant and explicit restric-
tions on patient populations to be treated, excludes pre-
scription of benzodiazepines, narcotics and any Schedule 
II controlled substance, and requires a written collabora-
tive agreement with a physician “who generally prescribes 
medications for treatment of mental health disease or 
illness”.  The Illinois Board of Psychology will regulate 
the new class of “prescribing psychologists”.  Battles over 
scope issues continue in NJ, NY and AZ.

Federal legislation addressing mental health issues include 
H.R. 3717, the Helping Families in Mental Health Crisis 
Act (Murphy, Rep-PA) and H.R. 4574, the Strengthening 
Mental Health in Our Communities Act (Barber, D-AZ).  
Both bills have been extensively discussed by the Council 
on Advocacy and Government Relations and at the BOT.  
APA staff is discussing the merits of each bill with the au-
thor and staff of each, including APA recommendations 
for changes.

The AMA-Physician’s Consortium for Performance 
Improvement had provided funding for the development 
of Quality Measures as a free service until this year.  As of 
2014, it is relinquishing copyright and stewardship over 
existing measure sets to appropriate medical societies and 
is shifting the financial responsibility for further develop-
ment to medical societies, which can utilize the PCPI for 
paid measure development consultative services.  APA has 
volunteered to take responsibility for specific measure sets, 
and is looking toward partnerships with the American 
Association of Neurology on dementia and with AACAP 
on major depressive disorder in children and adolescents.

The Board approved all three position statements 
brought forward from the Assembly:  Psychotherapy as 
an Essential Skill of Psychiatrists, Prior Authorizations 
for Psychotropic Medications and The Need to Monitor 
and Assess the Public Health and Safety Consequences of 
Legalizing Marijuana.

If you have any questions or comments regarding the 
Board of Trustees or this article, please don’t hesitate to 
contact me at myoungmd@earthlink.net.
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Legal Update  (Continued from page 3)

Not About Drug Testing  (Continued from page 6)

A PSYCHIATRIST SHOULD DETERMINE 
WHETHER HER/HIS MALPRACTICE 
INSURANCE PROVIDES COVERAGE FOR 
VIOLATIONS OF PATIENT PRIVACY AND 
VIOLATIONS OF THE OBLIGATION 
TO PROVIDE SECURITY OF PATIENT 
INFORMATION.

Given the increasing risk of legal action for claims that a 
physician has not maintained required privacy or security 
of patient information, it is suggested that every physi-
cian determine if his/her malpractice insurance provides 
a defense to such claims and provides funds to pay dam-
ages or a settlement for violations of privacy or security.  
A sample letter to an insurer seeking such information 
might be as follows:

“Insurer [address]

 Re: ______ Insurance Company policy no. ______; 
Insured-_____, M.D.

Ladies and Gentlemen:

 I am insured under your policy number _______.  
Please provide me with the following:

1. A copy of the declarations page for my current li-
ability insurance policy;

2. A specimen copy of my current insurance policy, 
including all endorsements; and

3. All materials you, as my insurer, have available re-
garding “best practices” to comply with the HIPAA 
Privacy Rule, the HIPAA Security Rule, and simi-
lar California legal requirements.

Thank you for your prompt attention to my requests.”

CONCLUSION

Prudence suggests taking the steps described above.  It 
should be noted that the American Psychiatric Association 
has detailed manuals on how to comply with HIPAA 
available on line –“Health Insurance Portability And 
Accountability Act (HIPAA) Privacy Manual Update”; 
and “Health Insurance Portability And Accountability Act 
(HIPAA) Security Standards”.  The California Medical 
Association has similar publications available for its mem-
bers.  As discussed above, guidance may also be available 
from malpractice insurers.  I will be discussing these issues 
further during my September 20, 2014 presentation at 
the 2014 CPA Annual Meeting.

What is MICRA?  It’s the Medical Injury Compensation 
Reform Act, signed by Governor Jerry Brown in 1975.  
Yes, the same Jerry Brown.  MICRA has been a national 
model of safe and sane malpractice reform and it’s the 
envy of states nationwide.  

Who is the “No On 46” coalition?  It’s hundreds of orga-

nizations, including our own CPA, ranging from Planned 
Parenthood, the ACLU, SEIU, and the Los Angeles 
Democratic Party on the left, to Chamber of Commerce 
and the California Republican Party on the right—per-
haps the broadest political coalition in history!  But never, 
never underestimate the enemy.  Check it out at NoOn46.
com.   Thanks.  thurstonrc@gmail.com

Key Contact Sign Up 

by Randall Hagar, CPA Director of Government Relations

Help shape legislation and policy! A Key Contact is the 
grass roots representative of the CPA in local districts.  
What does a Key Contact do? It entitles you to news alerts 
about important events around California that affect the 
practice of psychiatry and the care of patients with a men-
tal illness.  You may receive an Action Alert for a letter in 
support or opposition to important legislation. You may 
be asked to set up a meeting with an elected official to 
inform them on important issues. You may be asked to 
make a phone call to colleagues, or write a Letter to the 
Editor.

Psychologist practice of medicine; gun violence restrain-

ing orders; mental health insurance parity; confidentiality 
of psychotherapy records; Laura’s Law . . . these are a sam-
pling of the issues that Key Contacts are informed about 
and may be asked to act on. You can do a great deal to 
help the CPA represent you and your patients! Together 
we make a real difference. 

If you are interested, we will send you information and a 
sign up form. You can participate as much or as little as 
you like. We show you how to do it and we try to make it 
easy on you because we know you are busy. 

Send an email to Vanessa-smith@calpsych.org if you are 
interested and we will get back to you soon! Put in the 
subject line of your email:  “I’m interested in becoming a 
CPA Key Contact.”  Thanks!
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Endorsed by APA and Sponsored by AACAP

Superior protection provided by Allied World Assurance Company
rated “A” (Excellect) by A.M. Best Company

Access to our Risk Management Team during business hours, as well as 24/7 
through our hotline should an emergency arise

Telepsychiatry, ECT coverage and Forensic Psychiatric Services are Included

Many Discounts including Claims-Free, New Business and No Surcharge for claims*

Great Low Rates

Years in the previous APA-endorsed Psychiatry program count towards tail 
coverage on our policy

Fire Damage Legal Liability and Medical Payment coverage included

Interest-Free Quarterly Payments/Credit Cards accepted
*Subject to State Approval

The company with a proven reputation
that cares about protecting you and your practice

The Premier Choice For Psychiatric Medical Liability Insurance

Providing over 40 years of excellent service
to over 100,000 Insureds



 

PSYCHIATRIC MEDICAL CONSULTANTS NEEDED 
 
Interested in moving away from direct patient contact?  Prefer not to buy malpractice insurance, 
deal with overhead costs, and be on-call?  Want your health benefits paid for, work flexible 

hours, either part or full time, and have your weekends free?   
 
Then join our team of professionals!  The California Department of 
Social Services is seeking a few good psychiatrists who are interested 
in working with outside treating sources and other State professionals 
that evaluate medical evidence to determine its adequacy for making 
disability decisions as defined by Social Security Regulations.  On the 
job training is provided.  
 
Interested applicants must have a current CA MD/DO License. 
Fulltime Salary ranges can start at $8,711 to $12,894 per month 
depending on experience and credentials.   

 
Job Locations:  Covina, Fresno, Los Angeles, Oakland, Roseville, Sacramento,  
San Diego, Stockton and Rancho Bernardo.   
 
If you are interested, please contact Lynda Harris at (916) 285-7596 or Lynda.L.Harris@ssa.gov 
 
 

 

 

 
 
 
 This gem in the desert is a four day accredited course that maintains its strong core in 
psychopharmacology as it relates to depressive, bipolar, anxiety, and psychotic disorders. 
Additional topics will include evidence-based psychotherapy, the dilemmas of psychiatric 
diagnosis and dual diagnosis, personality disorders, and much more.  23 AMA PRA Category 1 
Credits™ are offered.  
 
For more information, or to register, please visit:  http://psychopharm.arizona.edu  
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IF THE STRESS OF 24/7 ON-CALL AVAILABILITY TO PATIENTS HAS IMPACTED 
YOUR FREE TIME, DISRUPTED YOUR SLEEP OR INTRUDED ON YOUR FAMILY, 
WE HAVE GOOD NEWS.

Since 1994, the psychiatric nurses of PsychCoverage have safely triaged over 17,000 
routine and emergency after hours calls, earning the thanks of countless patients and 
family members. Our promise is a rapid response, professional support and follow up 
on every call.

By keeping that promise, we’ve also earned the trust of a growing number of Psychiatrists 
who choose PsychCoverage to provide their after-hours and vacation coverage.  
We’d love an opportunity to earn yours.

All patient calls answered 24/7 by a live operator, and triaged by experienced and 
caring RN’s. Enjoy your time off without the interruption of a call or the worry of 
missing one.

On-Call Coverage For Psychiatrists

Professional coverage at reasonable rates.
Call us at (858) 531.9528 or (800) 544.6444

or email us at psychcoverage@att.net for more information.
www.psychcoverage.com

California Psychiatric Association
1029 K Street, Suite 23
Sacramento, CA  95814
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