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‘07-'08 Continuing Ed schedule finalized

The 2007-2008 continuing education sched-  requirement. A schedule with detailed descrip-
ule has been finalized and once again we have a tions will be published in August.
terrific lineup—with a huge debt of gratitude to
our talented members and other professionals
who will be presenting.

The following is a complete list of programs
for the upcoming year:
. September — Speed Networking/Marketing
We’ll see some familiar faces as well as sev-
eral new ones. We will open the schedule with October - Susan Frager, Managed Care
a fun networking event in September that will
include a wine and cheese social following the
program. Once again we’ll be offering a three-
hour ethics workshop that will fulfill the state

November - Nicki McClusky , Life
Coaching Il (see related article on page 3)

December - Joe Pickard, The Myths and

Realties of Aging

January — Joy Allen, Gottman Couples

February — Ann Desmond, topic TBA

March — Barb Edelman and Christine
McNaughton, Recovering from Mental Health
Disaster Relief

April — Peggy Keilholz , Ethics

May - Dr. Arturo Taca, Addictions

How can Generalist and Clinical Social Workers get along?

By Laura W. Groshong, LICSW  master’s-level social workers
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prizes diversity in all forms have
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Common Ground or Different

What makes social work unique are
the principles that underlie any prac-
tice of social work— respect for the
humanity in everyone, respect for the

diverse forms our humanity takes,
respect for self, and the ethical under-
pinnings on which social work is
based. This is not a model for practic-
ing generalist or clinical social work:
it is a value system.

Unfortunately, these principles
have become grounds for denying
that there are differences in educa-
tion, training, background, and ex-
perience among social workers,
which are real and must be under-
stood and accepted. The practices of
what have become generalist and
clinical social work are based on
different interpretations of basic so-
cial work values and how to apply
them.

The split between Jane Addams,
with her view of social workers as
“friendly visitors,” and Mary Rich-
mond, with her view of social work-
ers as “social caseworkers,” during
the early years of the profession has
never really healed, for good reasons.

(Continued on page 2)
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The kind of social work Addams es-
poused was a direct service model,
which was based on protecting and
providing basic services for those who
could not protect or provide for them-
selves. An additional goal was to ad-
vocate for better living conditions
through social policy/legislative
changes. The inner lives of clients
were not addressed directly. Rich-
mond, on the other hand, tried to un-
derstand the emotional worlds of her
clients, sometimes minimizing what
they needed in terms of external sup-
port.

It may be that Addams and Rich-
mond were looking at different clients
with different needs. Clients who are
literally unsafe, whose lives are unpre-
dictable, and who are unstable inter-
nally and externally are different from
clients who feel unsafe, insecure, and
unstable, but have an income, food,
and shelter. Both groups are in need of
service and should be respected by
generalist and clinical social workers.
This may mean both groups need to
expand their view of what social work
practice means—a difficult task.

Generalist Social Work Identity

Most who consider themselves gen-
eralist social workers have a strong
commitment to social advocacy, jus-
tice, and policy but do not include
clinical skills as a major part of their
identity. Most generalist social work is
done in private or state agencies, in-
cluding most case management and
casework. There is resentment in gen-
eralist social work regarding the
amount of paperwork required to coor-
dinate and document services, which
is obviously not the reason most peo-
ple follow this path.

The public perception of generalist
social work is often negative, leading
to further frustration. The fact is that
generalist social work is often being
done by people who have no social
work training. The divorcing of social
work education, generalist titles, and
generalist practice is a hill that is hard
for generalists with a social work de-
gree to climb.

Clinical Social Work Identity

Clinical social workers are commit-
ted to providing mental health services
to their clients through various treat-
ment modalities and theoretical orien-
tations. They see themselves as one of
the six major mental health specialists,
in addition to marriage and family
therapists, mental health counselors,
advanced registered nurse practitio-
ners, psy-
chologists,
and psychia-
trists. Most
work in pri-
vate practice
or supervisory
positions.

While most
clinical social
workers have a basic commitment to
social advocacy, justice, and policy,
their primary interest is in providing
mental health treatment as clinicians.
The acknowledgement of generalist
social work practice by clinical social
workers has been largely reactive—
i.e., when generalists seek to legisla-
tively define social work in ways that
impact clinical practice negatively,
they respond to protect their scope of
practice. Otherwise, there is not much
discussion in clinical social work re-
garding the way generalist and clinical
social work share common ground or

work together.

Clinical social workers have worked
diligently to become independently
licensed over the past 40 years and
have established scopes of practice,
educational, experiential, and supervi-
sory standards in all 50 states and
Washington, DC, as of 2005. Identify-
ing the clinical elements of casework
and case management has not been a
priority for clinical social workers.

The practice of clinical social work
may include private practice and the
provision of clinical supervision. As in
generalist social work, there is resent-
ment in clinical social work about the
paperwork required, often for reim-
bursement, and most do not see triag-
ing, finding services to meet daily
needs, or coordination of services as
part of their work.

Clinicians often feel
alienated from general-
ists because clinical
o skills are not included
and/or valued as part
of generalists’ skill set.
Many clinical social
workers also have a
commitment to main-
taining the “frame” (as defined by
Robert Langs) in treatment, which
means avoiding doing things directly
for the client and focusing on the cli-
ent’s inner world and the therapeutic
relationship itself. This approach to
social work is difficult to maintain in
casework and case management—i.e.,
child protective services, foster care
services, etc. However, other applica-
tions of clinical social work in these
areas could be better defined and de-
veloped.

(Continued on page 6)
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Continuing Ed summary: Life Coaching

By Linda Pevnick, LCSW

MSCSW member, Nicki
McClusky, treated us to a taste of
Life Coaching at her presentation for
our Education Program on Saturday,
April 14. Nicki gave an extremely
well organized presentation, giving us
an overview of what Life Coaching is
and isn't and how it differs from Psy-
chotherapy.

She explained that Life Coaching is
about helping clients achieve an even
more fulfilling and balanced life

while Psychotherapy works on reduc-
ing the symptoms and conflicts inher-
ent in a mental illness. Nicki has
taken extensive training in order to be
a Life Coach and says she very much
enjoys it. She calls her practice Life
Coaching from the Bridge, which
participants found very creative.

Nicki led us through two exercises
that were designed to give us a feel
for what it is like to be a client in life
coaching. In both exercises, we iden-
tified what we want in life and we

explored the strengths we could use
to go after what we want. Personally,
I really enjoyed the exercises and
found I gained insight and encourage-
ment from both in a very short time.

Nicki's program was well attended
and there was a lot of enthusiasm for
the topic. Nicki volunteered to pre-
sent a continuation workshop for us
in the Fall. Participants expressed
their desire for her to do so. I recom-
mend attending it. Thank you, Nicki.

Peer supervision group forming

After nearly 20 years in private
practice, MSCSW member Zenobia
Edwards knows the isolation many
clinical social workers feel on a daily
basis. So Edwards wants to do some-
thing about it.

She is organizing a peer consulta-
tion group for psychodynamically
oriented therapists and several mem-
bers have expressed interest.

Hoping to kick off the group this
fall, Edwards is seeking input on the
frequency, time and place of meetings
as well as how to incorporate any
case presentations, discussions about
various topics, books, articles and
theories. All ideas are welcome.

“The main thing | am looking for is
an opportunity to support and learn
from others,” Edwards said.

A Washington University MSW
graduate, Edwards is currently com-
pleting her Ph.D. at the Institute for
Clinical Social Workers in Chicago.

She specializes in family therapy.

To learn more, contact Zenobia
Edwards at 314-997-4700 or e-mail
zenoedwards@sbc.net

Members pitch in for garage sale fundraiser

It was a lot of work and not without
casualties, but the Missouri Society’s
garage sale on April 28 raised a few
dollars and even resulted in a new
member.

Board member Tina Dale gra-
ciously offered her garage in Rich-
mond Heights as the site and the
weather cooperated.

Many members donated clothing,
books, dishes, toys, knick-knacks and
furniture. Board member Susan Toelle
gets credit for donating the item that

brought the single highest sale price—
a grandfather clock that sold first
thing for $125.

Members Angela Cook and Joy
Allen joined board members Linda
Pevnick, Al Barton, Susan Frager,
along with Dale and Toelle in setting
up and working the sale. Member
Teri Powers stopped by to offer moral
support and made a cash donation.

Several students stopped by and
found fantastic bargains on an excel-
lent selection of professional texts.

Washington University student Mi-
chelle Rubenstein even was com-
pelled to join the Society while shop-

ping!

Board member Nicki McClusky,
who did much of the preliminary
work, suffered the sale’s lone casu-
alty—two broken arms, a sprained
ankle and bumps and bruises from a
fall while dropping off items.

We wish Nicki a speedy recovery!

Life Coaching is
about helping clients
achieve an even
more fulfilling and
balanced life while
Psychotherapy
works on reducing
the symptoms and
conflicts inherent in

a mental illness

Page 3



. MSCSW In Touch

Practice Management

Make no mistake.
There is still
accountability

in the post-OTR

world.
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Accountabillity...

By Susan Frager, LCSW

Over the last 18 months, major
managed behavioral care organiza-
tions have moved in the direction of
either eliminating or reducing the
burden of Outpatient Treatment Re-
ports (OTRs). This is a good thing...
isn’t it?

Of course it is! Those reports, espe-
cially when they consisted of essays,
were burdensome.

Every insurance patient, every four
to 10 visits. What a pain. | remember
having to review those essays, when
employed by the corporate ancestor
of Magellan Behavioral Health.
Ninety-nine percent of them were
appropriate to the patient’s presenting
condition, and of acceptable duration
of care, given the symptoms. What a
waste of everyone’s time and money.

Insurance companies finally ac-
cepted what we clinicians knew all
along, namely, that paying care man-
agement staff to review these essays
was cost-prohibitive. And where
some companies responded by doing
away with OTRs altogether (Cigna,
Aetna, many of the Blues), others
(United, Magellan, ValueOptions)
moved to checklist-style forms that
could be scored by a computer pro-
grammed with pre-determined algo-
rithms according to diagnosis and
symptoms.

So does this mean we can all go
back to the old way of treating clients
without expecting any interference
from managed care?

NO!!! Make no mistake. There is
still accountability in the post-OTR

world.

Any time an insurer is involved,
they have the right to demand sub-
stantiation of "medical necessity,"
either before or after paying the
claim. That’s why clients sign a re-
lease of medical records, denoted by
the “signature on file” or live signa-
ture in box 12 of the claim form,
which reads “I authorize the release
of any medical or other information
necessary to process this claim.”

So how does accountability work
now that OTRs are gone? Cases are
identified either by claims audits
(typically number of visits per diag-
nosis much greater than average), or
by the screening algorithms for those
companies that utilize checklist-style
reports.

Audits and requests for additional
information should be taken seri-
ously; If an insurer determines that
there was not sufficient “medical
necessity” for treatment, they can and
do take back the money they have
paid. In the case of Medicare, they
even extrapolate.

Here’s how extrapolation works:
Medicare audits a sample percentage
of all the claims paid during the audit
period and then generalizes about the
whole number. So if the audit period
is 2004 and you had 100 claims,
Medicare audits 5 percent, or five
claims. If 40 percent of the 5 percent
(i.e. two visits out of five) is then
found to have been not medically
necessary, Medicare will conclude
that 40 percent of ALL 100 claims in
2004 were not medically necessary.
They will then demand back 40 per-

cent of the 100 claims paid during
2004, not just the two visits of the
audit sample. It could add up to quite
a lot of money.

So it’s often a shock when that
letter or phone call arrives, telling you
that in general, you are averaging a
greater number of visits per diagnosis
than your colleagues, or that a spe-
cific client has been seen x number of
times and they want to know what’s
up. How should we as clinicians re-
spond?

The first and most important rule
is: DON’T PANIC. Take a deep
breath. Or several. After that, try to
remind yourself that there is nothing
whatever personal about this request
for more information. It is truly no
reflection on your skills as a clinician.
Because therapy is so personal, this
is, I know, harder than it sounds.

The next step will be to respond
according to what is requested. If
there is a specific case identified, you
may wish to consult with a supervisor
or colleague, for objective feedback.
Ultimately, however, everything will
hinge on how thorough your clinical
documentation was. It really is a case
of “if it isn’t documented, it didn’t
happen.”

What should good clinical docu-
mentation consist of? From an in-
surer’s point of view, the most critical
thing is evidence that you are treating
the diagnosis that is reported on the
claim form. That means you must
document the presenting symptoms
which support the DSM-IV (ICD-9)
diagnosis. These should be listed, for
each visit.
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...In the Post-OTR World

It is perfectly all right to buy a
symptom checklist, or make one up
yourself, to make note-taking faster.
Along with symptoms, each session
note should consist of the following:
the remainder of the diagnosis (Axis
2-5), a description of the patient’s
mental status, presenting problems,
psychosocial stressors, treatment
goals, progress towards goals (or lack
thereof), medications, and interven-
tions. Note that the intervention
should correspond to the CPT code
billed. For example, insurance com-
panies will consider it to be misrepre-
sentation, if not outright fraud, to see
that “marital counseling” was an in-
tervention on a visit that was billed as
90806 (individual therapy).

Most major insurances have web-
sites where treatment record review
checklists and tools can be
downloaded. The forms are very
similar to each other; Pick one and
evaluate your treatment record format
against it. When you make improve-
ments, the requirements of one insur-
ance company will most likely match
or come close to the requirements of
all of them.

It’s not even just insurance com-
pany audits that are of concern. This
is an increasingly litigious society. If
by some chance a patient files a mal-
practice suit, or makes a licensing
board complaint, your documentation
will also be scrutinized. Lawyers and
courts will compare your clinical
practices (and treatment records) to
what appears to be the generally ac-
cepted standard among the majority
of your professional peers. Because
insurance is so prevalent, your treat-

ment record documentation and even
clinical practices could conceivably
be held to the standards set by insur-
ers — regardless of whether you have
filed a claim.

| am often asked, ““I practice psy-
chodynamically, do | really have to
do keep this kind of record?”” Unfor-
tunately, yes, if you submit insurance
claims - and remember, even if you
don’t, your patients might be submit-
ting claims themselves. Audits look
for the presence or absence of the
above documentation to determine
whether treatment was “medically
necessary.” | am of the belief that
while specific interventions can be
psychodynamic in nature, it is still
possible to structure a treatment re-
cord to practice defensively; i.e. to
ensure maximum protection in the
event of audit, lawsuit, or license
board complaint.

If clients are asymptomatic,
or if treatment is wholly based
on a V-code, then it’s proba-
bly best practice to find a way
of paying for services that
does not include insurance.
The client may not like it, but
the language of insurance
policies which cover psycho-
therapy typically specify
“medically necessary psycho-
therapy,” which refers
back to the medical model
of DSM diagnosis, symp-
toms, etc.

If your documentation can
stand up against any insurer’s
treatment record review form, you
should be in good shape, even if your
number of visits exceeds the average.

If the insurance company does not
ask you to justify a specific case, but
you get a general letter about your
utilization, you might consider calling
Provider Relations or Medical Man-
agement and asking who there has a
clinical background, someone with
whom you can talk about your spe-
cialties and why it might be that you
use a greater number of visits than
average.

Perhaps you treat borderline pa-
tients, for instance, or dissociative
disorders. Or perhaps it is simply a
circumstance where you have a low
sample size, and one particular client
with a severe mental illness is skew-
ing the statistics. As we all know,
statistics can be
mislead-

(Continued on page 6)
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Who We Are, How to Contact Us

The Missouri Society for Clinical Social Work is a non-profit professional
membership organization representing the interests of Licensed Clinical Social
Workers. We are affiliated with the Clinical Social Work Association,
based in Washington, D.C.

Board members
Albert Barton, Treasurer; (314) 727-7799 bartonaa@aol.com
Vince Marino, Secretary; (314) 644-5055 vmarino@familysupportnet.org
Tina Dale, (314) 477-8751, tinamdale@sbcglobal.net
Susan Frager (636) 464-8422 susan@psychadminpartners.com
Mary Lutz (314) 725-6552
Nicki McClusky (314) 432-2549 findyourvoice@earthlink.net
Linda Pevnick, (314) 567-5360 pevnick@shcglobal.net
Susan Toelle, (314) 567-5360

Executive Director: Stacy Ross

Accountability (Continued from page 5)

Referrals and continued network participation are deter-
mined, in part, on the basis of average number of visits,
and also on compliance with clinical “medical neces-
sity” audits, treatment record documentation, and/or
outcomes measurements. For example, United an-
nounced in a memo dated May 9, 2007, that they are
using their “Wellness Assessments™ beginning July 1,
2007, as part of a tool to measure outcomes. They state,
“Clinician participation rates in administering the
Wellness Assessment are included in reviews of clini-
cian performance.” OTRs may be a thing of the past,
but accountability is here to stay.

Susan Frager, LCSW, is a nationally recognized man-
aged care expert. To access the Billing Hotline or to
suggest future newsletter column topics, call Susan at
636-464-8422, or email:
susan@psychadminpartners.com.© Susan Frager 2007.

Contact us at: (314) 719-2902 or mscsw@swbell.net
2806 S. Brentwood, St. Louis, Missouri 63144
or visit us online at www.mscsw.com

Welcome New Members!

Michelle Rubinstein
Ann Moran Linda Horrell

Getting along  (continued from page 2)

With a few exceptions, clinical social work
as part of training at the BSW or MSW level,
has diminished widely over the past 20 to 30
years. Currently, the 142 schools of social
work, with oversight by the Council of Social
Work Education, have a much greater interest
in promoting the advocacy and social justice, or
generalist, side of social work education at both
the BSW and MSW levels. The disconnect
between clinical social work as the primary
type of work social workers wind up doing and
the lack of clinical training in social work edu-
cation is beyond the scope of this paper, but it is
a factor in the communication problems faced
by generalists and clinicians.

To resolve the disagreements that exist be-
tween generalist and clinical social workers,
many issues must be considered, including
overlapping scopes of practice, state exemp-
tions of social work education and training for
social work positions, differences in scope of
practice at the BSW and MSW level for gener-
alist social workers, and regulatory ambiguity
regarding definitions of generalist and clinical

social work practice. | propose some questions
whose answers may help us find ways to re-
solve the existing communication problems.

1. Do clinicians and generalists have areas
of commonality in scope of practice?

The question of whether generalist and clini-
cal social work overlap is an important and
disputed one. Florida, for example, has social
work licensure laws which put clinical and
generalist social work under two different stat-
utes. While these laws avoid the attribution of
advanced clinical skills to BSWs, they also
create an artificial division between casework
and clinical social work. An acknowledgment
of the clinical elements in casework and case
management and the need for clinical supervi-
sion when casework is being performed by
BSWs should be considered.

2. Do BSWs who practice casework or case
management need clinical social work skills?

There is disagreement about whether the
scope of practice for BSWs, in case manage-
ment and casework, should include clinical
social work components. An additional issue is

whether or when BSWs are qualified to practice
independently.

3. Are clinical and generalist social work
both part of the social work field, or are they
separate professions?

The differences between generalist and clini-
cal social work are significant. The ‘field” of
social work may in fact be a set of values that
does not have specific forms of practice. The
poorly defined regulations covering social work
practice may reflect the fundamental lack of a
workable base for social work practice.

I hope raising these questions will help both
generalist and clinical social workers in finding
common ground and ways to respect and accept
each other’s point of view.

Laura W. Groshong, LICSW, has been in
private practice in Seattle, WA, for 30 years; a
registered lobbyist representing seven WA men-
tal health groups for 10 years; and director of
government relations for the Clinical Social
Work Association, formerly the Clinical Social
Work Federation, for six years.




