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Comment on NC’s 1115 Medicaid Waiver Application

Medicaid is a Medical Insurance Program
Medicaid is—at its core—a medical insurance program, yet medical leadership in behavioral health is being progressively marginalized. Often, psychiatrists are employed as figureheads in MCO and provider groups and at worst used nearly exclusively to sign off on treatment plans for patients they barely know. The medical aspects of care delivery should be appropriately valued and maintained for both physical and mental health.  Privatizing the public mental health sector has led to an erosion of medical standards of care and the proliferation of agencies that do not understand or respect medical criteria or the responsibilities of medical directors. Many psychiatrists have left Medicaid because of de-medicalization of the system and lack of medical leadership in the behavioral health setting that jeopardizes participating physicians’ medical licenses. We need to ensure that physicians—not corporations—are practicing medicine, making the clinical care decisions in the reformed system.   

National estimates indicate that approximately 35 percent of persons with behavioral health conditions are completely uninsured and can only access charity or out-of-pocket care. Under ACA expansion and full implementation scenarios this rate would fall to roughly 15 percent. Behavioral Health patients would uniquely benefit from Medicaid expansion, and we urge the implementation of Medicaid expansion. 

We have a difficult time comprehending an effective integrated healthcare system that carves Behavioral Health out of Medical Care. If there is a transition away from separate managed care plans for Behavioral Health, we urge caution about the future design of Behavioral Health plans so as to best focus attention and expertise on patients with serious (and costly) mental illnesses. Managed care plans for these patients should be carefully designed and considered.

Behavioral Health Parity
Since the beginning of Behavioral Health Managed Care in the 1980s, access to treatment has progressively been eroded because of declining reimbursement, arbitrary treatment limitations, disparate co-payments and restrictive utilization review policies and procedures. As a result, in private insurance plans alone, the value of behavioral health coverage has shrunk from roughly 6 to 3 percent of the insurance dollar. Under these reimbursement pressures many psychiatrists have withdrawn from all insurance plans, leaving a national crisis in access to competent psychiatrists.

Federal rules implementing Behavioral Health Parity in private and public insurance that would reverse these alarming trends have been largely ignored by managed care organizations. Strict adherence to these rules governing quantitative and non-quantitative treatment limitations must be required in the design of the benefit.  These include—among other provisions—comparable treatment limitations and payments for medical-surgical and behavioral health plans, and comparable utilization review procedures. Psychiatrists should be paid on par with other physicians for comparable services and plans designed in ways to provide stronger incentives to ensure access to quality clinical care and to improve psychiatrist availability and network adequacy. The NC Psychiatric Association encourages a rate floor equivalent to 100% of the Medicare rate for all physicians—the new system should include parity between physical and mental health from Day One. 

[bookmark: _GoBack]Reducing Administrative Burdens
Currently, there are not enough psychiatrists enrolled in the Medicaid system. Psychiatrists (along with other licensed practitioners) have withdrawn for a variety of reasons, including but not limited to:
 
· Burdensome credentialing and inconsistent rules and enforcement of rules between the various MCOs.  
· Lack of a standardized contract for LIPs to enroll in Medicaid.  Highly sought after professionals must enroll and contract with a number of LME/MCOs to treat their Medicaid patient population.  Contracts are different, even payments are different, from LME/MCO to LME/MCO. While some LME/MCOs are offering more attractive rates to psychiatrists, the multiple rates and multiple payors for a single type of patient has been too complicated for many practitioners’ payment systems.
· Lack of standardization for monitoring and oversight.  Auditing process and requirements are not consistent. Psychiatrists—and other providers—are spending too much time jumping through arbitrary administrative hoops, which detracts from time spent treating patients. 
· With the current plan design psychiatrists cannot even provide pro bono care to Medicaid patients because only contracted psychiatrists can submit prescriptions for Medicaid eligible coverage.
· The State cannot wait four years until Behavioral Health is (possibly) carved back into the Medicaid Plan and there is no reason to apply managed care principles to psychiatric office visits in scarce supply. We urge you to designate psychiatrists as Essential Providers now.

We applaud that the Waiver language includes the creation of a uniform credentialing application through NCDOI and we encourage that it be extended to apply to commercial Managed Care Organizations and Provider Led Entities that already exist. This would allow psychiatrists to efficiently enroll and provide care within multiple systems.

Include Evidence Based Practices to Integrate Care
Evidenced based, integrated care, usually referenced as the IMPACT Model, needs to be a component to North Carolinians’ access to mental and physical health care and should be a standard element in every Prepaid Health Plan. There must be payment mechanisms put in place to sustain such evidence-based models (collaborative care model, telepsychiatry, etc.).  We urge the immediate adoption, inclusion, and funding supports for the public-health oriented Collaborative Care Model in the state’s integration efforts—there is no need to pilot the Collaborative Care Model as there is already a wealth of clinical and financial evidence to support this evidence-based model. The psychiatrists involved in the collaborative care models with primary care should be compensated through the physical health benefits and not have to be enrolled through the LME/MCOs.

Further, psychiatrists performing integrated care functions and office-based psychiatrists in general, should be designated as Essential Providers. Psychiatrists and Child and Adolescent Psychiatrists are especially difficult for low-income and under-served populations to access. This leads to long wait times and poorer health outcomes. Because mental health will still be managed by the LME/MCOs for several years after the implementation of this waiver, it is vital that psychiatrists be designated Essential Providers to ensure that they will be adequately represented in the integrated care aspect of primary care. 



The North Carolina Psychiatric Association is a professional medical organization that represents more than 900 psychiatrists statewide; it is the district branch of the American Psychiatric Association. NCPA’s mission is to promote the highest quality care for North Carolina residents with mental illness, including substance use disorders; advance and represent the profession of psychiatry and medicine in North Carolina; and serve the professional needs of its membership.
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