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The History

The first long-acting injectable (LAI) antipsychotic (AP) 
medication was developed in 1966 in an attempt to help 
patients with schizophrenia. Today, there are several 
of these medications available, however, they remain 
an underutilized treatment option in the United States. 
Many prescribers reserve the use of LAIs for patients 
who have failed multiple trials of oral antipsychotics 
over the course of decades. Recent research and 
guidelines support the use of LAIs earlier in the 
course of treatment of schizophrenia, including those 
designated with first episode psychosis.  

Case Study

In one UCLA study1, LAI antipsychotics treatment of first 
episode psychosis was compared to treatment with oral 
antipsychotics. Patients in the LAI group were more 
adherent to treatment, in the 12-month follow study:

 f  Only 5 percent of the LAI group had psychotic symptoms 
return

 f  33 percent of the group taking oral antipsychotics had 
symptoms return

 f The LAI group had improvements in cognitive function

1Kenneth L. Subotnik, Laurie R. Casaus, Joseph Ventura, John S. Luo, 
Gerhard S. Hellemann, Denise Gretchen-Doorly, Stephen Marder, Keith H. 
Nuechterlein. Long-Acting Injectable Risperidone for Relapse Prevention 
and Control of Breakthrough Symptoms After a Recent First Episode of 
Schizophrenia. JAMA Psychiatry, 2015; DOI:  
10.1001/jamapsychiatry.2015.0270

The UCLA study emphasized that “when adherent, 
patients with a recent onset of schizophrenia usually 
have a more robust response to antipsychotic 
medications. Thus, given their frequent nonadherence 
with oral antipsychotics, recent-onset patients may 
show the clearest advantages of treatment with long-
acting injectable antipsychotics.”

Some explain the underutilization of LAIs as the result of 
psychiatrists overestimating the negative attitude that 
patients have toward injectable medications and in turn, 
making treatment decisions without patient or caregiver 
input. 

Summary

Given the possibility of clear advantage, reviewing 
LAI AP treatment options with patients and caregivers 
should not be reserved only for those with a long history 
of nonadherence and relapse, but offered early on in the 
course of schizophrenia. 
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The rise of opioid related deaths, accelerated by the 
addition of fentanyl to heroin, continues at an alarming 
rate. In August 2017, President Trump declared the 
opioid epidemic a national public health emergency. 
Recent data from the National Vital Statistics System 
shows deaths from opioid overdoses are increasing for 
all age groups. Total U.S. deaths in 2016 from opioid 
overdoses exceeded 63,600 individuals, roughly 
1½ times the number of Americans who died in car 
accidents in 2016. 

In recent years, steps taken by New York state, along 
with parity laws and the Affordable Care Act, have led 
to increased use of inpatient detox and rehabilitation 
programs, as well as outpatient programs and 
medication-assisted treatment (e.g. buprenorphine/
naloxone). More access to treatment has also meant 
growth in unethical providers engaging in profiteering 
and predatory practices (e.g. patient brokering and 
fraudulent lab claims). 

Governor Cuomo’s 2019 budget increases  
(4.5 percent) funding to continue programs to address 
the opioid epidemic, and establishes a new opioid 
epidemic surcharge of two cents per milligram of active 
opioid ingredient on prescription drugs. The surcharge 
would fund prevention, treatment, and recovery 
services with the goal of reducing opioid-related 
deaths by half by 2021. All levels of government are 
seeking restitution to repair social systems taxed 
and weakened by opioid dependency, and insurance 
companies are also moving to recoup moneys from 
drug makers. 

In addition to doctors and pharmaceutical companies, 
insurers and pharmacy benefit managers are identified 
as unintentional contributors to the opioid crisis. 

The high use of opioids to treat chronic pain is linked 
to the increasing rates of opioid dependence, including 
heroin dependence, without actual pain reduction. In 
2016, the CDC released guidelines for primary care 
clinicians who are prescribing opioids for chronic pain 
outside of active cancer treatment, palliative care, 
and end-of-life care. Starting in 2018, NCQA added 
two new HEDIS® measures for health plans to track 
opioid use. These new CDC guidelines and HEDIS 
measures give more momentum for insurers to restrict 

formularies, monitor high dose opioid prescriptions, 
and to undertake activities that promote non-opioid 
pain management services and appropriate referral to 
treatment for those with opioid use disorder.

Insurers are evaluating evidence-based medical 
literature to support coverage of alternative non-opioid 
treatments for pain management (e.g. acupuncture, 
cognitive behavioral therapy, yoga, biofeedback, 
steroid injections), notably, medical marijuana. The 
New York State Department of Health added chronic 
pain to its list of qualifying conditions for patients to 
obtain medical marijuana. Insurers will need to assess 
legal issues in addition to the scientific evidence 
supporting its use. 

The overutilization of opioids has left many 
communities without enough providers who can 
offer non-opioid comprehensive pain management 
programs. Insurers will need network providers to 
collaborate in the creation of policies that foster the 
development of non-opioid pain management services.   

CDPHP continues to address the growing crisis by 
educating members, providers, and the community-
at-large about appropriate uses for opioids, as well 
as alternatives for pain management. CDPHP has 
launched an opioid initiative consisting of four core 
elements: promoting judicious prescribing practices; 
promoting improved outcomes for members; 
identifying overuse, misuse, and fraud; and building 
community coalitions. These elements, along with 
federal recommendations and ideas from initiatives 
proven to be effective by other health plans, will 
continue to guide formulary and policy changes put 
into effect by CDPHP. 

Assessing the Opioid Crisis 



3 | ProviderInsider SPRING 2018

TREATING OPIOID USE 
DISORDER: MEDICATION 
ASSISTED TREATMENT
Medication-assisted treatment (MAT) is 
the use of medications, in combination 
with counseling and behavioral therapies, 
to provide a “whole-patient” approach to 
the treatment of substance use disorders. 
Research shows that a combination of 
medication and therapy can successfully 
treat these disorders. For some, MAT can  
also help sustain recovery. 

MAT is primarily used for the treatment of 
addiction to opioids such as heroin and 
prescription pain relievers that contain 
opiates. A common misconception is that 
MAT substitutes one drug for another. 
Instead, these medications relieve the 
withdrawal symptoms and psychological 
cravings that cause chemical imbalances in 
the body. MAT programs provide a safe and 
controlled level of medication to overcome 
the use of an abused opioid. At the proper 
dose, medications used in MAT have no 
adverse effects on a person’s intelligence, 
mental capability, physical functioning, or 
employability.

The prescribed medication normalizes 
brain chemistry, blocks the euphoric effects 
of alcohol and opioids, relieves cravings, 
and normalizes body functions without 
the negative effects of the abused drug. 
Medications used in MAT are approved by 
the Food and Drug Administration (FDA), 
and MAT programs are clinically-driven 
and tailored to meet each patient’s needs. 
Combining medications used in MAT with 
anxiety treatment medications can be fatal. 
Types of anxiety treatment medications 
include derivatives of Benzodiazepine, such 
as Xanax or Valium.

Effectiveness
MAT has proven to be clinically effective and to significantly reduce 
the need for inpatient detoxification services for people with opioid 
use disorder (OUD). This treatment approach has been shown to:

 f Improve patient survival
 f Increase retention in treatment
 f Decrease illicit opiate use and other criminal activity among 
people with substance use disorders

 f Increase patients’ ability to gain and maintain employment
 f Improve birth outcomes among women who have substance use 
disorders and are pregnant

Research also shows that these medications and therapies can help 
lower a person’s risk of contracting HIV or Hepatitis C by reducing 
the potential for relapse. 

Unfortunately, MAT is greatly underused. The slow adoption of 
this treatment for alcohol and opioid dependence is partly due 
to misconceptions about substituting one drug for another. 
Discrimination against MAT patients is also a factor, despite state and 
federal laws. Other factors include lack of training for doctors and 
negative opinions toward MAT in communities and among health care 
professionals.

Medications
Methadone, buprenorphine, and naltrexone are used to treat opioid 
dependence and addiction to short-acting opioids such as heroin, 
morphine, and codeine, as well as semi-synthetic opioids like 
oxycodone and hydrocodone. People may safely take medications 
used in MAT for months, years, several years, or even a lifetime. 
Plans to stop a medication must always be discussed with a doctor.

CDPHP promotes the use of MAT. Providers should explain all the 
medication options available to a patient or loved one living with 
opioid use disorder.  

Methadone
Methadone tricks the brain into thinking it’s still getting the abused 
drug. The person is not getting high from it and feels normal, so 
withdrawal doesn’t occur. Pregnant or breastfeeding women must 
inform their doctor before taking methadone. It is the only drug used 
in MAT approved for women who are pregnant or breastfeeding.  

Buprenorphine
Like methadone, buprenorphine suppresses and reduces cravings 
for the abused drug. It can come in a pill form or sublingual tablet 
that is placed under the tongue.

Naltrexone
Naltrexone works differently than methadone and buprenorphine in the 
treatment of opioid dependency. If a person using naltrexone relapses 
and uses the abused drug, naltrexone blocks the euphoric and sedative 
effects of the abused drug and prevents feelings of euphoria. 

Opioid Overdose Prevention Medication
FDA has approved Naloxone, an injectable drug used to prevent 
an opioid overdose. 

Adopted from the SAMHSA Website: https://www.samhsa.gov/medication-
assisted-treatment/treatment  
Accessed February 23, 2018
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CDPHP® Behavioral Health Incentive Program
Designed in 2013 as a way of controlling rising drug costs and improving quality of care within our 
behavioral health (BH) network, the CDPHP® Behavioral Health Incentive Program (BIP) specifically 
focuses on our network psychiatrists and psychiatric nurse practitioners (NPPs), linking payment of a 
bonus to overall performance in three key areas: cost effectiveness, quality, and access to care.

The BIP assigns each member to a specialist responsible for their care through a hierarchy of rules:

1. The provider who renders the most psychiatric diagnostic and therapy procedures; or

2. The most evaluation & management procedures; or

3. Establishes the most recent date of service.

Using these rules, the BIP program is able to award incentives. This system is used to illustrate not only 
how a provider performs in relation to their peers, but also to their own historical performance, so the 
providers can understand what efforts, if any, are needed to reach their customized benchmarks under 
the program, and to trigger incentives.

As a result of these efforts, as well as targeted outreach efforts, CDPHP has been able to achieve an 
estimated savings of $3.01M over a three-year period (2013 – 2016), while also helping to improve the 
quality of care for our members. For example, between 2015 and 2017, BMI assessments have improved 
by nearly 30 percentage points or more across each line of business for behavioral health members, and 
adherence to antipsychotic medications for individuals with schizophrenia has increased by nearly  
20 percentage points in Medicare, in addition to several other key gains.

% Point Increase in Measure Rates for Behavioral Health Incentive Program (BIP) Members (CY 2015-2017)  
by Line of Business (Medicare, Medicaid, and Commercial)

BIP Measures

Percentage Point Increase



Member Incentives for HEDIS Metrics
CDPHP Medicaid and Child Health Plus members may be offered financial incentives for meeting certain  
behavioral health goals. Members are identified for outreach based on gaps in care or certain health conditions.  
Outreach strategies include phone calls, mailings, and collaborating with providers. 

Behavioral health goals approved by New York state include:

ADHD: Medication Follow-Up Visit 
Children between the ages of 6 to 12 who are newly prescribed ADHD medication will complete a follow-up visit 
with a prescriber within 30 days of when the first ADHD medication was dispensed.

Schizophrenia Adherance and Antiphycotics (SAA): 90-Day Supply of Antipsychotics 
(The member must fill at least a continuous 90-day supply for antipsychotic medications.)

 f Aripiprazole, Asenapine, Brexpiprazoe, Clozapine, Haloperidol, Iloperidone, Loxapine, Lurisadone, 
Molindone, Olanzapine, Paliperidone, Pimozide, Quetiapine, Quetiapine fumarate, Risperidone, Ziprasidone, 
Chlorpromazine, Fluphenazine, Perphenazine, Perphenazine-amitriptyline, Prochlorperazine, Thioridazine, 
Trifluoperazine, Fluoxetine-olanzapine, Thiothixene

 f Long-Acting Injections (14-day supply): HCPCS: J2794 Risperidone

 f Long-Acting Injections (28-day supply): HCPCS: J0401 Aripiprazole, J1631 Haloperidol decanoate,  
J2358 Olanzapine, J2426 Paliperidone Palmitate, J2680 Fluphenazine decanoate

Schizophrenia Monitoring Diabetes (SMD): HbA1c and LDL

Schizophrenia Monitoring Cardiovascular Disease (SMC): LDL

Schizophrenia Screening Diabetes (SSD): HbA1c or Glucose

Follow-Up After Hospitalization for Mental Illness 
Members who were hospitalized for treatment of a mental illness diagnosis and who had a follow-up with a 
mental health practitioner within seven days of discharge

Upon confirmation that the office visit or lab work has been 
completed, a gift card will be issued to the member by the  
CDPHP behavioral health case manager. Generally, gift cards  
are mailed to the member after their address is confirmed.  
At times, case managers will provide the gift card at  
the Enhanced Primary Care (EPC) practice or community location. 
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ADHD Medications: Follow-Up Care for Children 
CDPHP® began collaborative interventions with primary care physicians (PCPs) and behavioral health clinicians in 
2014. The purpose was to educate providers on best practices to treat members on ADHD medications, encourage 
collaboration with treatment teams, and ensure access to follow-up visits to monitor and manage the condition. Results 
of this study will be used to evaluate trends, provide education, and enhance access to care.

The appropriate use of psychotropics was measured by the efforts between medical and behavioral health providers to 
improve the HEDIS measure, Follow-Up Care for Children Prescribed ADHD Medication (ADD). This metric measures the 
percentage of children newly prescribed medication who had at least three follow-up visits within a 10-month period, one 
of which was within 30 days of when the first ADHD medication was dispensed.

Outreach to the provider community during 2015 demonstrated that more collaboration between providers and  
CDPHP is necessary in order to assist members with medication compliance and access to appointments. CDPHP 
discussed and analyzed interim ADHD results with committees and hospitals. The following areas were identified  
for further action:

PROVIDERS
 f Discuss limiting the first prescription to a 14 or 21-day supply to ensure patients visit before another refill
 f When the initial prescription is written, schedule the follow-up visit to occur within the next two to three weeks, 
leaving a few days available to reschedule the appointment if necessary

 f In addition to scheduling the follow-up visit, schedule a back-up for within 30 days in case of a cancellation
 f Use a “contract” with the patient and/or parent that specifically outlines the expectations regarding the initial 
follow-up visit

 f Have nursing staff contact the patient a couple of weeks before the scheduled follow-up visit to ask about initial 
observations and/or concerns, and to remind them of the appointment

CDPHP 
 f New messaging(i.e. instead of “case management” use “PARENT SUPPORT LINE”)
 f Provide the parent “contract” in CDPHP forms
 f Highlight offices’ morning and evening hours during member interactions
 f Offer behavioral health case management in PCP offices
 f Enlist support from pharmacies to enter a note/instruction on the bottle  
to visit the doctor within three weeks of taking the medication

Further data collection, barrier analysis, and the effectiveness of the chosen  
opportunities for improvement will be documented in future reports.



Spotlight on Care Coordination
CDPHP has a team of behavioral health inpatient care coordinators 
(ICCs) who are licensed clinicians. They work directly with hospitals to 
ensure that care provided to CDPHP members is medically necessary, 
appropriate in terms of duration and acuity, and is of the highest 
quality. ICCs work to educate inpatient treatment teams and emergency 
room personnel on HEDIS metrics and can identify members with gaps 
in care that can be addressed before discharge. 

ICCs review treatment plans against nationally recognized criteria 
and can be a resource to help improve the course of treatment. They 
also follow members along the continuum of inpatient care and can 
provide assistance in locating discharge resources. ICC involvement in 
behavioral health hospitalizations can lead to lower readmission rates, 
higher utilization of case management services, and greater likelihood 
of adhering to aftercare recommendations.
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Many of the lesbian, gay, bisexual, 
transgender, and queer youth that 
you are treating have had a negative 
experience with therapists in the form of 
conversion therapy.

Conversion therapy is the attempt 
to change an individual’s sexual 
orientation or gender identity through a 
number of therapeutic methods, and can 
hurt intimacy, as well as increase rates of 
depression, suicide, and substance abuse.

Looking at the Numbers
According to a study by the Williams 
Institute, approximately 6,000 LGBTQ 
youth (ages 13-17) living in states where 
conversion therapy is banned would 
have been subjected to conversion 
therapy if their states never enacted a 
ban. 20,000 current LGBTQ youth are 
estimated to go through state-licensed 
conversion therapy in the United States.

In lieu of state-licensed professionals, 
many parents turn to clergy and other 
unlicensed therapists to conduct 
conversion therapy. The Williams 

Institute approximates about 57,000 
current LGBTQ youth will receive therapy 
from unlicensed individuals before the 
age of 18.

With such a large number of teens at risk 
of conversion therapy, we must ensure that 
families, faith communities, and service 
providers have accurate information about 
sexual orientation and gender identity, 
and work to reduce stigma and promote 
acceptance of LGBTQ youth and families.

The number of U.S. adults that 
underwent the practice at some point in 
their life is even more astounding. It is 
estimated that 700,000 LGBTQ adults 
in the U.S. have received conversion 
therapy, including 350,000 estimated 
to have received the therapy as 
adolescents. As projected by the study, 
these numbers will only grow unless 
conversion therapy, in all forms, is 
banned.

Recommendations
As behavioral health providers within 
the CDPHP Network, it is important to be 

aware of issues impacting LBGTQ youth. 
Due to past negative experiences with 
mental health providers, they may not be 
forthcoming in discussing issues related 
to their mental health. LBGTQ youth 
are at greater risk for substance abuse, 
depression, suicide attempts, and social 
determinants such as homelessness. 
Those who are homeless may engage in 
high risk behaviors such as human sex 
trafficking to support themselves. 

CDPHP has a large network of providers 
who specialize in treating LBGTQ 
youth who need mental health and/
or substance use disorder treatment. 
We can also provide resources for peer 
support that can be shared with CDPHP 
members. In addition to outpatient 
providers, we have inpatient programs 
that specialize in treating LGBTQ 
youth that need a higher level of care 
to effectively treat mental health and 
substance use disorders. You can access 
these resources by calling the CDPHP 
Behavioral Health Access Center at 
1-888-320-9584.

Psychiatric 
Treatment Training 
Now Available 
Primary care physicians are 
often responsible for prescribing 
psychiatric medication. To support 
these providers, CDPHP has  
collaborated with Four Winds  
Hospital to offer training programs 
that include lectures on psychiatric 
treatment. The collaboration also 
includes telephonic psychiatric 
consults for CDPHP providers.  
Sign-up is easy and includes a  
simple form. For more information 
about the no-cost telephonic consult 
or training sessions, please refer 
providers to contact  Four Winds at 
(518) 584-3600.

Treating LGBTQ Youth 
By Carl Rorie Alexandrov, LMSW 
CDPHP® Behavioral Health Director
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Group Therapy: Your Feedback
By Anne Carroll Fernandez, MD, MBA 
CDPHP® Medical Director, Behavioral Health

Despite its appearance in clinical practice guidelines as a first-line treatment, group therapy is underutilized by 
mental health professionals in the Capital District.

Members of a group can experience an array of interpersonal relations, and with proper guidance, they can 
identify, explore, and alter maladaptive interpersonal behaviors. 

Thank you for your feedback concerning barriers to offering and promoting group therapy. Smaller practices may 
find it difficult to assemble a group drawn from their panels. Others may desire to establish a referral base to fill 
existing groups. As we develop new technologies, a central registration for groups may help to facilitate the use of 
group therapy in the Capital District. 

Below is a listing of groups who wrote in to BHINSIDER@cdphp.com to advise of availability. If your practice also 
has group therapy availability, please write in, or contact our Behavioral Health Access Center at 1-888-320-9584.

Karner Psychological Associates  
Clifton Park Office
634 Plank Road 
Clifton Park, NY 12084 
(518) 456-5056  

Adolescent Therapy Group, Ages 14-18 
Anxiety, Depression 
Alternate Tuesdays & Wednesdays  
6:15 - 7:15 p.m.
Young Adult Group, Ages 18-25
Anxiety, Depression 
Alternate Tuesdays  
6:15 - 7:15 p.m.
Adult Therapy Group
Anxiety, Depression 
Alternate Wednesdays  
6 - 7 p.m.
Women’s Therapy Group
Anxiety, Depression 
Alternate Saturdays  
11 a.m. - 12 p.m.

Karner Psychological Associates 
Guilderland Office
2280 Western Ave. 
Guilderland, NY 12084 
(518) 456-5056 

Men’s Group
Anxiety, Depression 
Wednesdays  
4 p.m. 

Girls’ & Boys’ Group, Ages 5-9
Social Skills  
Alternate Mondays  
5 p.m.

Decision Making Group, Ages 9-13
Anxiety, Socialization and Impulsivity 
Issues 
Alternate Mondays  
5 p.m.
Girls’ Adolescent, Ages 12-16 
Boys’ Adolescent, Ages 12-16 
Alternate Mondays  
6 p.m.

Social Skills, Ages 4-5
Alternate Wednesdays  
5 p.m.

Adult Group, Ages 55+
Relationship Issues-Anxiety, 
Depression 
Alternate Wednesdays  
1:15 p.m.

Adolescent Group
Relationship, School and Parent Issues 
Alternate Wednesdays  
6 - 7 p.m.

DBT Skill Groups, Adults 
Manage Emotions, Improve 
Interpersonal Skills 
Tolerate Distress, Be Mindful 
Thursdays  
5:30 - 6:30 p.m.

Union Counseling Behavioral Health 
Center: Union Counseling’s Young 
Women’s Empowerment Group. 
The group will take place Tuesday 
evenings 5:30 - 6:30 p.m. at Union 
Counseling’s Schenectady office located 
at 1311 Union St., Schenectady, NY 
12308. 

To register, please call (518) 374-6263, 
extension 104. Please feel free to 
call the facilitator, Dawn Constantine, 
LCSW- R, with any additional questions 
or concerns at (518) 289-5072, ext. 416.
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CENTER OF TREATMENT 
INNOVATION SERVICES 

What is the COTI Project? 

This project attempts to increase access 
to treatment and recovery in underserved 
communities of Saratoga County by using:

• Peer supports

• Clinical services

• Emerging technology 

The goal is to support individuals with 
an opioid use disorder toward recovery 
closer at home. 

What services are available? 

• Assessment & treatment referrals 

•  Telehealth & medication assisted 
treatment (MAT) 

•  Individual, family and group therapy 
(evidence based treatment) 

• Recovery support – peer advocates 

• Case/care management 

• Mobile outreach team

For more information, please contact:

Chad Putman, LMSW, COTI Project Director 
Email: cputman@newchoicesrecovery.org   
Phone: (518) 346-4436

Managing Antidepressant 
Medications with Improved Outcomes
The effectiveness of collaboration to improve the appropriate 
diagnosis, treatment, and referral of members with depression 
is measured with the HEDIS® Antidepressant Medication 
Management (AMM) metric. This metric measures the 
percentage of adult members with a new diagnosis of major 
depression, who were treated with antidepressants, and who 
remained on them for treatment.

CDPHP interventions in 2014-2015 included: 

 f Informational mailings for members and providers

 f  On-site visits by the Enhanced Primary Care (EPC) team 
to high-volume primary care providers to educate on 
depression, which included distributing tools to assist  
with treating and referring members with depression

 f Information about depression in provider newsletters

 f Inclusion of HEDIS measures in EPC payment models  

Member non-persistence was identified as a driver of the results 
for this time frame. Providers stated that patients chose to stop 
taking a medication after starting it without being advised by 
their doctor. Most patients who stop taking the medication do 
so within the first six months of starting, and member-focused 
interventions should be the priority.

CDPHP remains dedicated to improving adherence and 
secondary prevention strategies attempt to lessen the impact 
of depression. As a health plan, the newly implemented 
depression screening programs to detect mood disorders in 
the early stages allow for clinicians and case managers to offer 
ongoing supports to manage the condition through disease 
management programs.

Increased behavioral health case management and physician 
engagement supports are offered to offices that have members 
on the AMM HEDIS gap list, along with the Recognizing the Signs 
and Symptoms of Depression flyer and PHQ-9 with instructions. 
Medication 101 treatment groups could support members 
with their medication adherence, and offer the opportunity for 
members to share strategies for living well. 

Additional analysis continues. If you are aware of didactic or 
process medication-focused groups in the area, please call 
our Behavioral Health Access Center and tell us about these 
resources. 



CONTACT LIFELINE
CDPHP® recently updated the vendor for our after-hours crisis hotline, Contact Lifeline,  
to United Concierge Medicine, a local vendor that specializes in telemedicine. Contact Lifeline 
is a free service offered to all CDPHP members experiencing an emotional crisis to provide 
risk assessment, crisis de-escalation, emotional support, referrals to community resources, 
links to mental health services, safety planning, and follow-up services. CDPHP members 
can easily access Contact Lifeline any time that the Behavioral Health Access Center is 
closed, including weekends and holidays by calling 1-855-293-0785. Please contact the 
CDPHP Behavioral Health Access Center at 1-888-320-9584 with any questions about 
Contact Lifeline or other behavioral health benefits. 
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Screening and Treatment for Maternal Depression 
Depression is one of the most common medical complications women 
can encounter during pregnancy and the postpartum period. Untreated 
depression has been associated with poor pregnancy outcomes, including 
fetal growth restrictions and preterm birth. The American College of 
Obstetricians and Gynecologists (ACOG), United States Preventive 
Services Task Force (USPSTF), and New York State Medicaid Prenatal 
Standards recommend depression screenings, as well as referrals  
and follow-up for women with positive results. 

CDPHP urges providers to: 

 f Schedule mothers for a postpartum visit between  
21-56 days after delivery.

 f Screen pregnant women as part of their routine antepartum care  
using a screening tool such as the PHQ-2 or PHQ-9. If the depression 
screen is positive, document a follow-up plan on the date of the 
positive screen. Be sure to share the results with the member’s 
primary care physician.

 f Screen women for postpartum maternal depression at the  
mother’s and/or infant’s doctor following the birth of the  
baby using a standardized tool such as the Edinburgh. 

The NYS Medicaid program will provide reimbursement, in addition 
to payment for an evaluation and management (E&M) service, 
for postpartum maternal depression screening with a referral for 
diagnosis and treatment. This screening may be reimbursed up to 
three times within the first year of an infant’s life. The infant’s doctor 
can bill for this screening under the infant’s Medicaid ID, and the 
mother’s doctor can bill under the mother’s Medicaid ID. See NYSDOH 
August 2016 updates for further details. 

CDPHP behavioral health case management offers support to women 
who screen positive for and/or present as at risk for postpartum 
depression, including having a history of depression. Referrals for 
individual and group-based support are initiated as appropriate, and 
screenings are shared with the member’s primary care physician. 
Refer patients by calling (518) 641-3600 or 1-888-320-9584.
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Improving Communication, 
Improving Care
CDPHP® is committed to improving the physical and mental health 
of our members by collaborating with all providers engaged in a 
member’s care, and opening the lines of communication between 
providers. Early intervention and timely coordination of care 
between primary care, mental health, substance use disorder, and 
specialty providers will likely increase compliance to outpatient 
visits and reduce unnecessary hospital admissions. Overcoming 
barriers to collaboration, particularly with regard to communication 
with behavioral health providers, will be key to lowering medical 
utilization, hospitalization rates, and medical costs.  

Communication can be as simple as a phone call or documentation 
using progress notes, discharge summaries, or the CDPHP 
Exchange of Information Form, which is available in the “Forms” 
section of www.cdphp.com as a writeable PDF that you can 
download and complete, then send to the appropriate care 
providers treating the member.

This is particularly useful if your patient has recently been 
discharged from an inpatient mental health facility or chemical 
dependency clinic, as it is important to ensure they see a 
behavioral health provider within one week of discharge and at 
least once more within 30 days. Outpatient visits after discharge 
are recommended to ensure the transition back to their home or 
work environment is supported, and that growth made during the 
inpatient stay is not lost. It also helps providers notice early post-
hospitalization reactions or medication issues. 

If you identify a patient is unable to see their provider within one 
week of discharge, CDPHP can arrange for an in-home follow-up 
visit with a counselor from the Community Transition Program at no 
cost. They work with participating network providers and hospitals 
to offer our members an in-home visit with a licensed clinician. With 
the patient’s consent, this visit can be scheduled prior to leaving 
the hospital. The appointment can be scheduled between 24 to 48 
hours of discharge, and can also be used for a second visit as an 
additional layer of support around the third week post discharge. 
Hospitals share discharge plans with CDPHP behavioral health 
and outpatient providers. The Community Transition Program case 
manager also reviews the chart with a CDPHP behavioral health 
case manager. 

If you need referrals for your patients concerning community mental 
health or chemical dependency treatment clinics, please call the 
CDPHP Behavioral Health Access Center at 1-888-320-9584 for 
guidance.  

What To Know:  
The CDPHP® 
Behavioral Health 
Access Center
The CDPHP® Behavioral Health Access 
Center serves as the primary intake 
point for members looking to access 
behavioral health services in the 
community. Staffed by clinical intake 
specialists, the access center provides 
support to members having difficulty 
accessing services or locating providers 
participating with their plan. These 
specialists use internal tools to provide 
clinically informed recommendations to 
members, depending on their area(s) of 
need. 

With a recent update in our phone 
system to the inContact platform, the 
center is better equipped to quickly 
answer calls from members and 
providers (92 percent of the time, in 
under 30 seconds). The access center 
staff are also responsible for utilization 
management with all personalized 
recovery oriented services (PROS), 
assertive community treatment (ACT), 
home and community based services 
(HCBS), intensive outpatient program 
(IOP), and partial hospitalization 
program (PHP) providers, and have 
frequent communication with these 
programs to ensure quality care for 
CDPHP members. 

For availability questions, or to assist a 
member in accessing services, please 
contact the Behavioral Health Access 
Center at 1-888-320-9584. 
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Behavioral Health Appointment Availability  
Access Standards
The appointment availability standards for behavioral health clinicians require that members be able to 
access services from CDPHP network providers within the following standards*:

The CDPHP behavioral health staff is available 24 hours a day, seven days a week. 

 » Emergency – immediate access (may be referred to the ER) 

 » Care for non-life-threatening emergency – within six hours (may be referred to the ER)

 » Urgent appointment – within 48 hours 

 » Non-urgent initial appointments –  
within 10 business days

 » Non-urgent routine appointments –  
within 20 business days 

 » Mental health or substance abuse ambulatory 
appointment – within seven days of request/
discharge 

*  If you cannot comply with these standards, or if you have suggestions 
on how CDPHP can assist with increasing appointment access for 
our members, please contact the Behavioral Health Access Center at 
1-888-320-9584.
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Medication-Assisted 
Treatment
This whole-patient approach supports  
the treatment and recovery of substance  
use disorders.  
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