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At the 2001 Annual Meeting, the House of Delegates adopted Substitute Resolution 709, which calls for the AMA to oppose carve-outs when used as a tool to deny necessary and appropriate care, to reduce the likelihood that care will be sought, to intimidate patients or referring physicians from initiating needed referrals, or to create additional burdens to either patients or physicians.  The resolution also calls for the AMA to study the issue of carve-outs further and to develop a clear definition of the term.  The Board of Trustees referred the requested study to the Council on Medical Service for a report back to the House at the 2002 Annual Meeting.

This report summarizes previous AMA reports and policies on medical care carve-outs, highlights the Council’s review of the relevant literature, and recommends an AMA definition of the term “carve-out.”  In developing the report, the Council also reviewed the American Psychiatric Association’s (APA) recently released Policy Document on Carve-Outs and Discrimination.

Previous AMA Policy Reports

Over the past seven years, the Council on Medical Service and the Board of Trustees have prepared four separate reports on the subject of mental health carve-outs.  Council on Medical Service Report 7 (A-95) addressed plan restrictions on mental health services.  The report cited existing AMA policies that:  oppose discriminatory benefit provisions; urge health plans to allow appropriately qualified physicians to provide primary, specialty, and subspecialty care services; express concern regarding health insurance provisions that may impair continuity of medical care; support inclusion in all health plans of “point-of-service” options that allow patients to self-refer to physicians outside the plan at an additional cost to themselves; and encourage primary care and specialty organizations to cooperatively develop guidelines to delineate the clinical circumstances under which treatment by primary care physicians, referral for specialist care, and direct patient self-referral to other specialists are appropriate.

Regarding the merits of carved-out versus integrated models of delivery of behavioral health care services, Council Report 7 (A-95) found the evidence of the literature mixed and inconclusive.  The report enumerated potential advantages of the carve-out model as patient access to a broader array of specialized services; sophisticated quality management and information systems; reduced adverse selection among general benefit plans; and more accurate utilization and outcomes data. The potential disadvantages cited by the report included fragmentation and discontinuity of patient care for interrelated medical and psychiatric disorders; reduction of primary care physician input into detection and care of behavioral problems; financial incentives for physicians to restrict care or to “dump” patients into behavioral health programs; and clinical decision-making by non-medical staff.  Given both the positive and negative potential of carve-outs, the Council found no theoretical reason to categorically oppose or favor carve-outs.

Council on Medical Service Report 2 (A-96) responded to a referred resolution that sought AMA opposition to mental health carve-outs.  In its report, the Council again found mixed evidence as to the relative merits of carved-out versus integrated mental health benefits, and found no theoretical basis for categorically opposing mental health carve-outs.  However, the Council believed that a more meaningful response to the referred resolution was to devise a set of principles that identify the important operational elements and policies that should apply to any health plan that provides a behavioral health benefit.  Those principles (Policy H-285.956, AMA Policy Database) are presented in the policy review section of this report.

In response to a request by the House of Delegates, Council on Medical Service 6 (I-00) revisited mental health parity and other issues of mental health carve-outs.  As with the previous reports, the Council found a mixed record of empirical evidence on the relative quality of integrated versus carved-out behavioral health care benefits.  Council Report 6 (I-00) also highlighted existing policies that support parity of coverage for mental illness; state that certain professional decisions critical to high quality patient care, including referrals, should always be the ultimate responsibility of the physician practicing in a health plan, either unilaterally or with consultation from the plan; and that oppose managed care organization (MCO) requirements that a patient determined by his or her physician to be in need of specific treatment, including psychiatric treatment, be interviewed by an unqualified employee of the MCO prior to approval of treatment.  Sensitive to concerns of physicians and the 177 million beneficiaries covered by carve-outs, as well as to the effects of carve-outs and the inconclusive nature of the evidence available to assess them, the House amended Policy H-285.956 to include a statement of categorical opposition to mental health carve-outs.

Board of Trustees Report 17 (I-01) reviewed relevant policy and acknowledged the APA Work Group on Carve-Outs as a key focus point for developing strategies to combat mental health and chemical dependency carve-outs.  The report also expressed the AMA’s commitment to make challenging mental health and chemical dependency carve-outs an advocacy priority, and to work with the APA on carve-out issues.  In addition, Board Report 17 (I-01) reported on recent AMA Private Sector Advocacy efforts in collaboration with the Medical Society of the State of New Jersey to end abusive practices by Magellan Behavioral Health Service that unfairly discriminate against mental health patients and unfairly restrict their access to care.

Relevant Policy

As the information in this report has indicated, both the Council on Medical Service and the Board of Trustees have thoroughly studied the issues of medical care carve-outs and have worked to eliminate abusive practices that restrict patients’ access to care or impinge on their rights to privacy.  Policy H-285.956 clearly opposes mental health carve-outs and enumerates the following principles for the protection of the approximately 177 million beneficiaries whose behavioral health care benefits are provided under carve-out arrangements:

(1) Plans should assist participating primary care physicians to recognize and diagnose the behavioral disorders commonly seen in primary care practice.

(2) Plans should reimburse qualified participating physicians in primary care and other non-psychiatric physician specialties for behavioral health services provided to enrollees.

(3) Plans should utilize practice guidelines developed by physicians in the appropriate specialties, with local adaptation by plan physicians as appropriate, to identify the clinical circumstances under which treatment by the primary care physician, direct referral to psychiatrists or other addiction medicine physicians, and referral back to the primary care physician for care of behavioral disorders is indicated, and should pay for all physician care provided in conformance with such guidelines.  In the absence of such guidelines, direct referral by the primary care physician to the psychiatrist or other addiction medicine physician should be allowed when deemed necessary by the referring physician.

(4) Plans should foster continuing and timely collaboration and communication between primary care physicians and psychiatrists in the care of patients with medical and psychiatric comorbidities.

(5) Plans should encourage a disease management approach to care of behavioral health problems.

(6) Participating health professionals should be able to appeal plan-imposed treatment restrictions on behalf of individual enrollees receiving behavioral health services, and should be afforded full due process in any resulting plan attempts at termination or restriction of contractual arrangements.

(7) Plans using case managers and screeners to authorize access to behavioral health benefits should restrict performance of this function to appropriately trained and supervised health professionals who have the relevant and age group specific psychiatric or addiction medicine training, and not to lay individuals, and in order to protect the patient's privacy and confidentiality of patient medical records should elicit only the patient information necessary to confirm the need for behavioral health care.

(8) Plans assuming risk for behavioral health care should consider "soft" capitation or other risk/reward-sharing mechanisms so as to reduce financial incentives for undertreatment.

(9) Plans should conduct ongoing assessment of patient outcomes and satisfaction, and should utilize findings to both modify and improve plan policies when indicated and improve practitioner performance through educational feedback.

Adopted as part of Substitute Resolution 709 (A-01), Policy H-285.922 opposes carve-outs when used as a tool to deny necessary and appropriate care, to reduce the likelihood that care will be sought, to intimidate patients or referring physicians from initiating needed referrals, or to create additional burdens to either patients or physicians.  In addition, Policy H-285.962 opposes managed care organization (MCO) requirements that a patient determined by his or her physician to be in need of specific treatment, including psychiatric treatment, be interviewed by an unqualified employee of the MCO prior to approval of the treatment.  Finally, Policies H-185.986, H-185.974, H-345.992, and H-345.982 all address issues pertaining to parity for mental health patients, mental health insurance benefits, and physicians who treat patients with behavioral health disorders, by opposing policies which unfairly discriminate against those groups.

Discussion

Evidence from the Council’s review of the recent literature continues to be mixed regarding the relative merits of carve-out contracts generally or as they pertain to behavioral health benefits in particular.  Similarly, the review did not uncover any theoretical basis for either a blanket endorsement or condemnation of carve-outs.  In response to Substitute Resolution 709 (A-01), therefore, the Council proposes a definition of the term “carve-out” which makes no general value judgment about carve-outs.  The Council also recognizes the importance of the points raised by the APA in its Policy Document on Carve-Outs and Discrimination.  As a result, the Council incorporated several of the key concepts from the APA Policy Document, and recommends the following definition:

A carve-out is a financial arrangement for the provision and/or management of a clinically defined subset of a health plan’s benefits, which is separate from the financial arrangement for the provision and/or management of most or all of the plans’ other health benefits.

In recognition of the susceptibility of carve-outs to abuses that can impede patients’ access to care or breach their rights of privacy, the Council also recommends reaffirmation of Policy H-285.922.

Recommendations

The Council on Medical Service recommends that the following be adopted and the remainder of this report be filed:

1. That it is the policy of the AMA that the term “carve-out” be defined as follows:
A financial arrangement for the provision and/or management of a clinically defined subset of a health plan’s benefits, which is separate from the financial arrangement for the provision and/or management of most or all of the plans’ other health benefits.  (New HOD Policy)

2. That the AMA reaffirm Policy H-285.922, which opposes carve-outs when used as a tool to deny necessary and appropriate care, to reduce the likelihood that care will be sought, to intimidate patients or referring physicians from initiating needed referrals, or to create additional burdens to either patients or physicians.  (Reaffirm HOD Policy)

3. That the AMA reaffirm Policy H-285.923, which states that the AMA opposes and will work to eliminate mental health and chemical dependency carve-outs.  (Reaffirm HOD Policy)

4. That our AMA develop model state legislation consistent with Policy H-285.923, and encourage states to enact such legislation.  (Directive to Take Action)
